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Abstract 

The prevalence of psychological distress and suicidality are issues of international concern. This 

concern includes discussion in both academic literature and the public sphere about the failure of 

existing services to adequately meet the needs of people experiencing acute distress and suicidal 

thoughts. Reflecting the medicalisation of distress and suicidality, discussion of these issues is 

heavily focussed on the need for an expansion and improvement of clinical services. Meanwhile, 

the role of non-clinical, community-based organisations in providing comprehensive support to 

people experiencing acute distress remains widely overlooked. Such services are scarce, and 

research into these services is even more so. 

This thesis undertakes a realist evaluation of the Taranaki Retreat – a charitable organisation, 

staffed by non-clinical volunteers, which provides free respite for people who are experiencing 

distress and suicidal thoughts. Broadly, this thesis asks: How does respite function to support people 

experiencing a state of crisis? As a realist evaluation, it specifically asks: What are the key outcomes 

for service users of the Taranaki Retreat? What are the underlying mechanisms that generate these 

outcomes? And finally, What are the key contextual factors in which these mechanisms operate? 

By answering these research questions and developing theory at a middle-range of abstraction, this 

thesis aims to provide an explanation of how respite, as a non-clinical form of crisis intervention, 

functions to support people who are suicidal and/or acutely distressed. The purpose of developing 

such an explanation is to support the improvement of crisis intervention services. 

Realist evaluation, which serves as the methodological framework of this thesis, is a form of    

theory-driven evaluation. Developing, testing, and refining a programme theory in this study 

involved a retroductive process over two phases of data collection and analysis. In phase one,          

an initial programme theory was abductively inferred following a review of related literature, 

interviews with the programme designers, and analysis of key policy and procedure documents.    

In phase two, that initial theory was deductively tested and inductively refined using data gathered 

from four qualitative methods: participant observation, a focus group with staff and volunteers, 

interviews with former guests, and a review of the case notes of those same guests. These different 

methods of data collection provided the diverse evidence needed for this approach and enabled 

triangulation of data. 
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The refined programme theory that emerged from the two phases of data collection and analysis 

identifies key outcomes of this intervention, and furthermore identifies five key mechanisms that, 

operating in different contexts, explain how these outcomes are generated. Three of the 

mechanisms relate to the fulfilment of previously unmet needs and can be collectively abstracted 

as ‘warmth’. The other two mechanisms relate to the removal of service users from agitating or 

unhelpful circumstances and can be abstracted as ‘quiet’. All five mechanisms primarily attend to 

secondary stressors, which are stressors arising from or exacerbated by the state of crisis itself.     

By removing the secondary stressors and, to a lesser extent, reducing the impact of initial stressors, 

these mechanisms generate five key outcomes for service users: reduced emotional distress, 

restored clarity of thought, reduced suicidality, restored sleep, and restored functioning. 

Collectively, these five outcomes constitute the resolution of a state of crisis (which can also be 

understood as the restoration of a state of affective and cognitive equilibrium). While the findings 

of this thesis indicate the ability of respite to facilitate a restored state of equilibrium, they also 

indicate that respite does not directly help service users develop additional coping skills or new 

interpretations of stressor events. 

By developing a generative explanation of how respite functions to support people experiencing a 

state of crisis, this thesis contributes to the crisis intervention literature and also carries practical 

implications. First, the theory developed in this thesis demonstrates a ‘non-interventionist’ 

approach to crisis resolution, thereby challenging an implicit assumption in the literature that    

crisis resolution must be facilitated by an active interventionist (typically a health professional). 

Second, the prominence of the theme ‘genuine care’ within the refined theory highlights the 

importance of considering how people in crisis interpret the motivations of those around them. 

Third, this thesis illustrates that the ‘warmth’ mechanisms are enhanced by both the structure of 

charitable organisations as well as the use of non-professional volunteers. This serves as an 

argument against a trend in the literature towards promoting the formalisation of crisis resolution 

services along with the professionalisation of staff. Charitable organisations and non-professional 

volunteers should be viewed as not merely useful additions, but as bringing unique advantages that 

distinctly contribute to positive outcomes. Finally, the findings of this thesis suggest that the 

potential of respite to strengthen the spectrum of crisis responses should receive greater attention 

from policymakers. These findings furthermore point to the advantages of establishing crisis 

resolution services independently of mental health services. 
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Chapter 1: Introduction 

The prevalence of psychological distress and suicidality are issues of international concern (Chiu et 

al., 2018; Naghavi, 2019; Sheppard, Deane, & Ciarrochi, 2018; Turecki et al., 2019). Reflecting the 

medicalisation of distress and suicidality, discussion of these issues in both academic literature and 

the public sphere (i.e., news media coverage and public awareness campaigns) often focusses on 

the availability and quality of clinical mental health services (Bruffaerts et al., 2011; Elliott, 2017; 

Fitzpatrick & River, 2017). A common conclusion these discussions reach is that mental health 

services should be expanded and improved so as to better meet the needs of people experiencing 

suicidal thoughts and/or psychological distress (Elliott, 2017; Klevan, Karlsson, & Ruud, 2017; Singh, 

Chakravarthy, Yoon, Snowden, & Bruckner, 2019). While efforts to improve mental health services 

and make them more accessible are important, the focus on clinical services in these discussions 

has meant that the role of non-clinical services remains largely overlooked. 

Respite is one form of support that can be provided without clinical staff, and can, in some 

circumstances, serve as an alternative to clinical services such as emergency departments and 

mental health crisis teams. Respite facilities specifically for people experiencing suicidal thoughts 

and/or psychological distress (as opposed to acute mental illness) exist globally, but remain scarce. 

This thesis undertakes a realist evaluation of one such respite facility, the Taranaki Retreat, in      

New Zealand. As a realist evaluation, this thesis not only examines whether and how this specific 

service helps its users, but it also develops a theory to explain how respite as a non-clinical form of 

crisis intervention functions to support people who are suicidal and/or acutely distressed. 

In this chapter, I first provide an overview of the realist evaluation research design of this thesis. 

The aim of this thesis and the research questions that it sets out to answer are then presented. 

Next, I define and discuss five key terms used throughout the thesis: distress, suicidality, crisis,  

crisis intervention, and respite. The first three key terms are commonly used in a variety of ways. 

Discussion of these three terms is therefore detailed to clarify how they are used in this thesis.  The 

last two key terms represent attempts to respond to these issues. Discussion of these two terms 

therefore includes a brief background of each to further establish the context of this study. Having 

discussed these key terms, a description of Taranaki Retreat will be provided. The chapter 

concludes with a discussion of how my background influenced my engagement with this topic, and 

an outline of the structure and contents of this thesis. 
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1.1 Research design 

The methodology and research methods used in this thesis will be fully described and justified in 

the methodology chapter. However, for the purpose of introducing this study’s research design, I 

will provide a brief overview of realist evaluation and define some of the key terms associated with 

this approach. 

Realist evaluation is a form of theory-driven evaluation. This approach views interventions as 

“theories incarnate” (Pawson & Tilley, 2004, p. 3) and focusses on identifying, testing, and refining 

theories that explain how an intervention works (Pawson & Tilley, 1997). As such, realist evaluation 

can be contrasted with the more common ‘black box’ approach to evaluation – which aims to prove 

that there is a causal relationship between an intervention and various outcomes, without 

explaining how this relationship operates (Astbury & Leeuw, 2010). Rather than simply asking,   

Does this intervention work?, a realist evaluation asks: How does this intervention work? Who does 

this intervention work for? And, In what circumstances does it work? (Westhorp, 2014). ‘Black box’ 

evaluations are given this name as they do not shed any light on the underlying mechanisms of an 

intervention (Scriven, 1999). In this context, a realist evaluation can be metaphorically described 

as peering inside and unpacking the black box of an intervention. 

Realist evaluation conceptualises programme theory (i.e., theory that explains how an intervention 

or policy functions) as mechanisms functioning in particular contexts to generate outcomes.         

This central idea of the realist evaluation approach is summarised in the seemingly simple formula: 

Context + Mechanism = Outcome (Pawson & Tilley, 1997). The research questions in this thesis 

reflect this realist formulation. 

All three conceptual components of programme theory (i.e., contextual factors, mechanisms, and 

outcomes) will be fully discussed in the methodology chapter. However, given their centrality to 

the research questions, I will briefly define these terms here. Mechanisms can be understood as 

the underlying entities, processes or structures that generate observable phenomena (Astbury & 

Leeuw, 2010, p. 368). These mechanisms may be material, emotional, or cognitive (Maxwell, 2012). 

Context refers to the factors or circumstances in which mechanisms operate and which serve to 

facilitate or constrain the function of various mechanisms (Pawson, 2006). Finally, outcomes are 

the intended and unintended consequences of mechanisms operating in particular contexts 

(Pawson & Tilley, 2004). In realist evaluation, a programme theory formulates a causal explanation 
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by aligning these three components into ‘Context-Mechanism-Outcome configurations’. The three 

components are therefore interconnected and are best understood in relation to each other. 

The causal relationships that are theorised and tested in a realist evaluation are based on a 

generative view of causality. This is distinct from the successionist causality of positivism, which 

offers causal explanations by seeking out reliable associations between independent and 

dependent variables, yet does not explain how one variable leads to the other (Befani, 2012). 

Generative causality, by contrast, specifically aims to explain the process by which one variable 

leads to another (Pawson, 2007). Realist evaluation implements this approach by theorising 

underlying mechanisms and then testing and refining this initial theory (Pawson & Tilley, 1997). 

Generative causality maintains that the presence of an underlying mechanism is required in order 

to demonstrate a causal connection between variables (Glennan, 1996). 

A realist evaluation follows a retroductive process involving abduction, deduction, and induction. 

This begins with the use of abductive reasoning (inference to the best available explanation) in 

order to generate an initial programme theory (Pawson & Tilley, 2004). The realist evaluation then 

deductively tests and inductively refines that theory (Salter & Kothari, 2014). Abduction and 

retroduction will be discussed in greater detail in the methodology chapter. To the extent that the 

refined programme theory resulting from this retroductive process is formulated at a middle-range 

of abstraction, it enables theoretical (rather than empirical) generalisations (Lewis, Ritchie, 

Ormston, & Morrell, 2014). As such, realist evaluations can provide valuable guidance to 

policymakers and programme coordinators regarding the design and implementation of similar 

interventions in other settings (Mark, Henry, & Julnes, 1998). 

Developing the refined programme theory in this thesis involved two phases of data collection and 

analysis. In phase one, an initial programme theory was abductively inferred following a review of 

academic literature, analysis of grey literature (key policy and procedure documents), and  

interviews with six of the programme designers. In phase two, that initial theory was tested and 

refined using qualitative data gathered from participant observation, a focus group with staff and 

volunteers, interviews with former service users, and a review of the case notes of those same 

former service users. The use of these different methods provided diverse evidence for testing and 

refining the theory and also enabled triangulation of data. 
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1.2 Study aim and research questions 

The use of respite as a form of crisis intervention is relatively uncommon and not well researched. 

There appear to be only vague understandings of how respite facilities affect those who use them. 

Furthermore, in the field of suicide prevention, a recent review of New Zealand suicide research 

published over the past decade found that the vast majority (84%) of articles were epidemiological, 

while only 5% studied actual interventions (Coppersmith, Nada-Raja, & Beautrais, 2017). The 

authors point out that many interventions remain unevaluated and highlight the need for more 

evaluation studies to improve the evidence base for suicide prevention (Coppersmith et al., 2017). 

This thesis heeds this call with an evaluation of a service that is a rare alternative to existing support 

options, providing comprehensive, non-clinical, community-based support for people who are 

acutely distressed and often experiencing suicidal thoughts. Adding to the originality of this study, 

systematic literature searches have not revealed any prior realist evaluations of a respite facility, 

nor of services specifically for people who are suicidal and/or distressed. 

This thesis aims to explain how respite may help people who are experiencing a state of crisis.   

More specifically, it aims to explain how respite functions to support people who are experiencing 

acute distress that is potentially accompanied by suicidality. The purpose of developing such an 

explanation is to support the improvement of crisis intervention services. The study aim is achieved 

by clarifying the key contextual factors, mechanisms, and outcomes of the Taranaki Retreat, and 

by developing a middle-range theory of respite as a non-clinical form of crisis intervention. 

Broadly, this thesis asks: How does respite function to support people experiencing a state of crisis? 

As a realist evaluation, it specifically asks the following research questions and sub-questions: 

 

What are the key outcomes for service users of the Taranaki Retreat? 

- What are service users’ experiences of staying at Taranaki Retreat? 

What are the underlying mechanisms that generate these outcomes? 

- What resources does this respite intervention offer to its users? 

- How do service users respond (reasoning and emotional reactions) to these resources? 

What are the key contextual factors in which the mechanisms operate? 

- How do these contextual factors affect the operation of mechanisms? 
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1.3 Key terms 

Five key terms will be defined in this section. The first three terms (distress, suicidality, and crisis) 

pertain to the presenting issue, while the last two (crisis intervention and respite) refer to attempts 

to respond to this issue. In addition to defining these terms, this section includes some background 

discussion to further establish the context of, and rationale for, this study. This includes examining 

the prevalence of distress and suicidality, the emergence of crisis intervention as a distinct field of 

practice, and a brief history of respite. 

There is variation in the usage of all five terms, both in academic literature and in common parlance. 

As a result, there are no universally accepted definitions for these terms. Instead of attempting to 

provide authoritative definitions, this section defines how these terms are being used in this thesis. 

Arguments to support these definitions are provided. In the process, some of the different 

perspectives and key debates surrounding these terms are discussed. Several of the key terms are 

distinguished from similar terms that are sometimes (incorrectly, I will argue) used as synonyms. 

The use of these alternative terms reflects, at least in part, different assumptions about the concept 

being discussed. One important example of this is medicalisation, a process by which a concept is 

framed as a medical issue. In this section, the medicalisation of distress, suicidality, and crises will 

be discussed. 

1.3.1 Distress 

The term ‘distress’ is widely used, and perhaps as a consequence of this wide usage, its meaning is, 

at times, disputed (Drapeau, Marchand, & Beaulieu-Prévost, 2012). Distress is generally defined as, 

“pain or suffering affecting the body, a bodily part, or the mind” (distress, n.d.). In the fields of crisis 

intervention and mental health, ‘distress’ usually refers more specifically to a state of emotional 

suffering, often in the form of acute sadness, fear, or frustration (Arvidsdotter, Marklund, Kylén, 

Taft, & Ekman, 2016; Faessler, Perrig-Chiello, Mueller, & Schuetz, 2016). In order to distinguish this 

more narrow usage from the general definition, the adjectives ‘emotional’, ‘psychological’, and 

‘mental’ are commonly attached (Coppock & Dunn, 2010; Ridner, 2004). Beyond simply 

differentiating emotional suffering from physical pain, however, debate around the meaning of 

‘distress’ arises in relation to the scope of the term and whether specific antecedents of this 

suffering should be incorporated into the definition (Faessler et al., 2016; Ridner, 2004). There is 

also disagreement about whether ‘distress’ necessarily implies a particular duration or degree of 

suffering. 
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Seemingly in an attempt to more clearly distinguish psychological distress from mental illness 

(namely depression and anxiety), some definitions of the term include non-medical factors that 

commonly cause emotional suffering. Ridner (2004), for example, defines psychological distress as 

the “unique discomforting, emotional state experienced by an individual in response to a specific 

stressor or demand that results in harm, either temporary or permanent, to the person” (p. 539). 

This inclusion of specific antecedents, such as exposure to stressors or inadequate coping skills, is 

rejected by others who argue that distress can occur in the absence of these (Drapeau et al., 2012). 

In this thesis, I take the latter position. Distress refers to a state of emotional suffering - regardless 

of the cause of that state. Although including antecedents in the definition may enable a clearer 

distinction between distress and mental illness, I would argue that any advantages of this are 

outweighed by the disadvantages of having to classify certain instances of emotional suffering as 

‘not distress’, simply because they have different origins. As will be discussed later in this chapter, 

the term ‘crisis’ appears better suited for incorporating specific antecedents into its definition. 

There is also some debate in the literature about the scope of ‘distress’ – whether it purely refers 

to the affective component or if it also entails cognitive, behavioural, and somatic dimensions. 

Emotional suffering is closely associated with cognitive distortions, behavioural changes, and 

occasionally somatic symptoms as well (Massé, 2000). A distressed person may, for example, 

experience cognitive responses such as rumination, hopelessness, pessimism, forgetfulness, poor 

concentration, and self-deprecation (Faessler et al., 2016; Massé, 2000; Puleo & McGlothlin, 2010). 

Behavioural expressions of distress may include sleep and dietary changes, social withdrawal, 

substance abuse, and self-harm (Polek et al., 2018; Puleo & McGlothlin, 2010; Ridner, 2004). 

Somatic manifestations appear to be more prevalent in some cultures than others and include 

symptoms such as headaches and abdominal pain (Drapeau et al., 2012). Associations between 

affective, cognitive, behavioural, and somatic factors are well-documented (Drapeau et al., 2012; 

Massé, 2000; Ridner, 2004). The closeness of these associations leads some to suggest that 

cognitive, behavioural, and perhaps also somatic factors are inherent to the concept of distress 

(Arvidsdotter et al., 2016; Faessler et al., 2016). Others acknowledge that these factors are closely 

intertwined, but maintain that ‘distress’ (in the context of crisis intervention and mental health) 

purely refers to the affective component of emotional suffering (Massé, 2000; Ridner, 2004). This 

thesis takes the latter, more narrow view. Later in this chapter, I will argue that the term ‘crisis’ is 

better suited for capturing a wider range of associated factors during a period of acute distress. 
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Despite taking a narrow view of ‘distress’, this thesis occasionally adds the adjective ‘psychological’ 

to extend the scope of the term. ‘Psychological distress’ is used to refer to both affective reactions 

and cognitive responses. The adjective ‘emotional’ is also used at times. Though the phrase 

‘emotional distress’ is arguably redundant given how this thesis defines ‘distress’, it is used in this 

thesis (particularly in the findings chapter) to emphasise the affective component of distress at 

times when cognitive and behavioural factors are also being discussed. To avoid excessive 

repetition, the adjectives ‘psychological’ and ‘emotional’ are not used when it is not necessary to 

emphasise particular aspects of distress. Finally, although ‘mental distress’ frequently appears in 

the academic literature and public discourse, this thesis avoids using this phrase because its 

potential breadth of meaning is not useful in the present study. In addition to being a synonym for 

psychological distress, ‘mental distress’ is sometimes used to refer to all mental illnesses as well. 

This merging of distress and illness may often be the result of simply failing to distinguish the two. 

However, others propose deliberate use of the phrase ‘mental distress’ as a means of rejecting 

biomedical models of mental ill-health (Coppock & Dunn, 2010). 

A final source of disagreement regarding ‘distress’ is whether the term necessarily implies a 

particular duration and degree of suffering. Definitions of distress that incorporate the antecedent 

of a stressor view distress as a necessarily transient experience, one that passes when the stressor 

passes (Horwitz, 2007). Those not incorporating stressors into their definition dispute this - arguing 

that distress can be long-term (Puleo & McGlothlin, 2010; Wheaton, 2007). Similarly, some 

definitions of distress include impaired functioning, with the implication that the suffering is 

necessarily to the degree that one’s daily functioning is impaired (Drapeau et al., 2012). Given the 

subjective nature of distress, attempts to specify its degree seem flawed. This thesis takes the view 

that ‘distress’ does not inherently indicate a specific duration or degree of suffering. Where it is 

necessary to specify duration or degree, this can be done without constraining the definition of 

distress. For example, this thesis uses the adjective ‘acute’ to indicate brief and intense distress. 

Unlike ‘distress’, the term ‘crisis’ does imply a particular duration and degree of suffering. 

To summarise the preceding discussion, this thesis defines ‘distress’ as a state of emotional 

suffering. The antecedents, duration, and degree of this suffering are not implied. Though the scope 

of this definition is narrow and does not include cognitive, behavioural, or somatic factors that are 

commonly associated with emotional suffering, the adjective ‘psychological’ is occasionally used to 

expand this scope and encompass both affective and cognitive factors. 
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1.3.1.1 Distress, stress, and strain 

Though all three terms are sometimes used interchangeably, distinctions can be made between 

‘distress’, ‘stress’ and ‘strain’. In everyday conversation, as well as in academic literature, the word 

stress generally has negative connotations. However, it has been observed that – in its literal 

meaning as a “constraining force or influence” (stress, n.d.) – stress is actually a neutral term 

(Ridner, 2004). Stress refers to pressure or tension, and this force can be physical or emotional 

(Puleo & McGlothlin, 2010; Ridner, 2004). The effects of this pressure can be beneficial or harmful, 

pleasant or unpleasant. Distress is an unpleasant or harmful effect that can result from stress 

(Ridner, 2004; Selye, 1976). Not only is stress neutral, Selye (1976) argues that it is constantly 

present in living creatures and, as a physical force, is necessary for life to exist. Similarly, while 

‘distress’ refers to suffering, the term ‘strain’ refers to the pressure that physical or emotional 

forces exert on an individual (Ridner, 2004). This pressure can become painful or detrimental, but 

is not inherently so. 

1.3.1.2 Medicalisation of distress 

There is considerable conceptual overlap between psychological distress and mental illness – in 

particular, the diagnoses of depression and anxiety (Jacob, 2013a). Several factors compound this 

issue. First, many diagnoses of mental illness – including depression and anxiety disorder – are 

conceptually ambiguous to begin with (Pilgrim, 2013; Pilgrim & Bentall, 1999). Second, the 

introduction of new diagnoses and the broadening of diagnostic criteria can further blur the 

distinction between distress and mental illness. An example of this broadening can be seen in the 

Diagnostic and Statistical Manual-5 (DSM-5) with the removal of bereavement as an exclusion 

criterion for a diagnosis of major depression (Jacob, 2013b). Third, the overlap is more prominent 

when specific antecedents (such as exposure to situational stressors) are not incorporated into the 

definition of distress (Faessler et al., 2016). As a consequence of this conceptual overlap, distress is 

often framed as an aspect of mental illness and thus a medical concern (Drapeau et al., 2012; 

Faessler et al., 2016; Mulder, 2008).  

A number of observers have attributed this medicalisation of distress to cynical motivations of 

pharmaceutical companies – as a means of enabling the wider prescription of antidepressants and 

anxiolytics (Conrad, 2005). However, Mulder (2014) points out several other factors that may also 

explain this, including: the desire of distressed people to have a label to attach to their suffering; 

the desire of mental health professionals to help their patients more easily access resources; and 
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the desire of researchers to secure funding and public attention. The potential consequences of 

approaching distress as invariably a medical issue include: exposure to medication side effects, 

stigma, diversion of resources from those with serious mental illness, and an overreliance on 

mental health professionals (Double, 2002; Mulder, 2014). While there is clearly a relationship 

between distress and mental illness, conflating the two is problematic. It is therefore important to 

remember that while mental illness generally entails distress, not all distress indicates mental 

illness. Immediately classifying distress as depression or anxiety may do more harm than good. 

Throughout this thesis, references are made to the distinction between distress and mental illness. 

Given the interrelatedness of distress and illness, these references are not intended to imply that 

the distinction is a simple one. Later references in the thesis to this distinction are informed by the 

more nuanced discussion of distress provided in this chapter. In this way, these references serve as 

a concise summary of the present discussion, without repeatedly mentioning the interrelationship 

of distress and illness. The purpose of observing this distinction is to avoid the common tendency 

to conflate distress and illness, so as to maintain the position that distress can exist (and responses 

to distress can be provided) without this necessarily being associated with mental illness. 

1.3.1.3 Prevalence of distress 

The conceptual overlap of distress and mental illness makes it difficult to establish the prevalence 

of distress. Not only are many of the items in distress assessment scales also used in depression 

and anxiety scales, there is also a wide variety of different scales that are used to measure distress 

(Drapeau et al., 2012). As a result, estimates of the prevalence of distress vary dramatically – 

ranging from 5% to 27% of the general population (Drapeau et al., 2012). Despite the imprecision 

of these estimates, attempts to measure distress among populations nonetheless contain several 

noteworthy details. First, in most countries – across all age groups – psychological distress is more 

prevalent among women than men (Caron & Liu, 2011; Jorm et al., 2005; Myklestad, Røysamb, & 

Tambs, 2012). Second, psychological distress generally peaks in late adolescence, then gradually 

decreases over a person’s lifespan (Caron & Liu, 2011). The data supporting this second observation 

is somewhat inconsistent, however, as some studies suggest that psychological distress begins to 

rise again after the age of 65 years (Cairney & Krause, 2005; Paul, Ayis, & Ebrahim, 2006). Third, 

these studies show that even with increasing use of mental health services and antidepressants, 

rates of psychological distress are not reducing over time; they are either remaining the same or 

increasing (Mojtabai & Jorm, 2015; Nishi, Susukida, Usuda, Mojtabai, & Yamanouchi, 2018).  



 
 

 
10 

1.3.2 Suicidality 

‘Suicidality’ is a broad term that encompasses suicidal ideation, suicide attempts, and suicide 

(Meyer et al., 2010; Slade et al., 2009). Indeed, this breadth of meaning has led some to argue that 

the term is not clinically useful and that more specific terminology should be used instead (Meyer 

et al., 2010). Though perhaps not clinically useful, ‘suicidality’ is nonetheless semantically useful.   

It is used throughout this thesis as a means of summarising (and avoiding the repetitive listing of) 

the range of thoughts and behaviours relating to suicide. However, where specific instances of 

suicidal ideation, suicide attempts, or suicide are discussed in this thesis, the more specific 

terminology is used. All three terms (suicidal ideation, suicide attempts, and suicide) are contested 

in the literature. Two key factors contributing to the difficulty of defining these terms relate to the 

aspect of intention (Mukherjee & Kumar, 2017) and the varied outcomes of suicidal thoughts and 

behaviours (De Leo, Burgis, Bertolote, Kerkhof, & Bille-Brahe, 2006). Inconsistency in how these 

terms are defined has a significant impact on the ability to compare and utilise research findings 

(Linehan, 1997). In this section, I provide a brief overview of the key points of contention 

surrounding these three terms, and discuss how the terms are being used in this thesis. 

1.3.2.1 Suicide 

The definition of ‘suicide’ is debated in the literature and is considerably more complex than simply, 

“to kill oneself” (De Leo et al., 2006). Different theoretical perspectives (namely, whether a 

sociological, psychological, or existential view of suicide is taken) are a key factor in the divergent 

views on what the definition of suicide should include (Maris, Berman, & Silverman, 2000). Cultural 

factors have also been significant in influencing how suicide is described (De Leo et al., 2006). 

Recent definitions have aimed to remove undesirable connotations attached to the word, both 

positive and negative (De Leo et al., 2006). Despite theoretical and cultural variations, there are 

generally four key elements in any definition of suicide: agency; intentionality; knowledge of the 

potentially fatal outcome; and the outcome of death (Goodfellow, Kõlves, & De Leo, 2019).        

These four elements are captured by the definition used in this thesis: “Suicide is an act with fatal 

outcome, which the deceased, knowing or expecting a potentially fatal outcome, has initiated and 

carried out with the purpose of bringing about wanted changes” (De Leo et al., 2006, p. 12). 

Within the suicide literature, it is common for all other suicidal actions and thoughts (those with a 

non-fatal outcome) to be referred to as ‘non-fatal suicidal behaviour’ (Bantjes et al., 2018). This 

thesis does not use that term for two reasons. First, the breadth of this term largely defeats the 
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purpose of using more specific words than ‘suicidality’. Second, this term is supported by the 

unconvincing argument that thinking of suicide is actually a form of behaviour (McAuliffe, 2002). 

This argument is based on the observation that ideation can be inferred from behaviour (King, 

1997) and the idea that behaviour means anything a person does, including thinking (Kohlenberg 

& Tsai, 1994; McAuliffe, 2002). Both lines of reasoning appear weak. Just because one concept can 

be inferred from another does not mean the two are synonymous; indeed it would appear to be 

further evidence that they are distinct. Furthermore, ‘behaviour’ does not mean “anything a person 

does”; it more specifically refers to the actions or conduct a person exhibits (behavior, n.d.). 

Expanding ‘behaviour’ to include an activity such as thinking, which cannot, in itself, be exhibited 

or observed by others, would distort the essential meaning of the word. This thesis therefore uses 

‘suicide attempt’, ‘self-harm’, and ‘suicidal ideation’, instead of ‘non-fatal suicidal behaviour’. 

1.3.2.2 Suicide attempts and self-harm 

Like the other terms associated with suicidality, ‘suicide attempt’ is ambiguous and contested 

(Silverman, 2006). Again, one of the key sources of debate revolves around the aspect of intention. 

This can be seen in disagreement as to whether or not self-harm, regardless of suicidal intent, 

should be encompassed by the term ‘suicide attempt’ (Silverman, 2006). While the issue of 

establishing intent is not easily resolved, for the purposes of this thesis I have conceptually 

separated the terms ‘suicide attempt’ and ‘self-harm’ along the lines of intention. The distinction 

is therefore between actions that were intended to bring about a fatal outcome (‘suicide attempt’), 

and actions that were not intended to bring about a fatal outcome (‘self-harm’). This thesis prefers 

‘suicide attempt’ over the alternative ‘parasuicide’, as the latter term carries connotations of 

pretence (De Leo et al., 2006). Also, although the alternative terms ‘self-injurious behaviour’ and 

‘deliberate self-harm’ are more precise, this thesis uses ‘self-harm’ because it is more concise. It is 

to be understood that ‘self-harm’, as used in this thesis, entails physical injury and deliberateness. 

A significant problem with making a distinction along the lines of intention is that intent to die is 

variable; it can be vague or strong, fleeting or persistent (McAuliffe, 2002). Even among people who 

habitually self-harm as a means of emotion regulation, it seems plausible that many of them will 

have some non-zero degree of suicidal intent while self-harming. To avoid classifying any behaviour 

involving non-zero suicidal intent as a ‘suicide attempt’, definitions could attempt to quantify the 

level of intent. For example, a suicide attempt could be defined as an action involving significant 

intent to die. This leads to the issue of needing to clarify what ‘significant intent’ is. 



 
 

 
12 

Given the difficulty of establishing intentions, definitions of ‘suicide attempt’ and ‘self-harm’ 

sometimes refer instead to “evidence of intent to die” (AAS/SPRC, 2006, p. 3). If this evidence is 

present, the action is considered a suicide attempt, and if it is not, the action is considered self-

harm (AAS/SPRC, 2006). This distinction may make the practical classification of actions easier, but 

it is problematic for two reasons. First, it is unclear what counts as evidence of an intention to die 

and who decides this. Second, intent to die can exist without evidence of that intent. The claim, 

‘there is no evidence of intent to die, therefore this is self-harm’ is a weak one. 

Although terms related to suicidality are inherently imprecise insofar as they rely on intention, they 

can nonetheless be meaningful (Wagner, Wong, & Jobes, 2002). With that in mind, this thesis 

defines a suicide attempt as: potentially self-injurious behaviour with a non-fatal outcome, 

involving significant intent to die, but which failed, was prevented, or otherwise ceased (Silverman, 

2006, p. 524). This thesis defines self-harm as: intentional self-injurious behaviour with a non-fatal 

outcome, not involving significant intent to die (AAS/SPRC, 2006, p. 3). Both of these definitions are 

modifications of definitions provided by the American Association of Suicidology. As can be seen in 

the above definitions, aside from difference in intent, a measurable distinction between the two 

terms is that self-harm necessarily results in physical injury, while a suicide attempt does not always 

result in physical injury. 

1.3.2.3 Suicidal ideation 

There is also some debate around the term ‘suicidal ideation’ in relation to whether or not it 

necessarily implies some degree of suicidal intent in order for ideation to be labelled ‘suicidal’ 

(McAuliffe, 2002). Some definitions of ‘suicidal ideation’ limit the term to wishes and plans for 

suicide (A. T. Beck, Kovacs, & Weissman, 1979). Other definitions also include thoughts about 

suicide, or even just thoughts about death (Bagley, 1975). In most definitions, intention is seen as 

the key factor connecting thoughts and actions, and an important indicator of the risk associated 

with suicidal ideation (McAuliffe, 2002). However, it has also been noted that – particularly among 

adolescents – suicide attempts can occur impulsively, without much intent (McAuliffe, 2002).            

In such cases, intent is a less significant risk factor – particularly compared to risk factors such as 

the method used in a suicide attempt (Hawton & Fagg, 1992). Additionally, suicidal ideation can 

sometimes serve as a coping mechanism for some people – providing a sense of control and thereby 

potentially reducing the risk of suicide (Ringel, 1976). 
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This thesis adopts a stepped model to defining suicidal ideation, as offered by the American 

Association of Suicidology. In this model, suicidal ideation ranges from: wishes of death (a desire to 

no longer be alive, without thoughts of taking one’s own life); non-specific suicidal thoughts 

(thoughts of dying by suicide without thoughts of associated methods, intent, or a plan); active 

suicidal ideation with any method, but without a plan and without intent to act; active suicidal 

ideation with some intent to act, without a specific plan; active suicidal ideation with a specific plan 

(partially or fully formed) and some degree of intent to implement the plan (AAS/SPRC, 2006, p. 1). 

The phrase ‘thoughts of suicide’ is also used in this thesis as a near-synonym for suicidal ideation. 

1.3.2.4 Medicalisation of suicidality 

Like distress, suicidality is increasingly framed as a medical issue (Jacob, 2016; Pridmore, 2011). 

Although suicide in particular is often associated with mental illness, it can also result from acute 

distress, and as such should be seen as not only a health issue but also a social issue (Jacob, 2013b). 

Within the newly emerging field of critical suicidology, the medically-orientated approaches that 

currently dominate suicide research and service provision are seen as inadequate, inappropriate, 

and potentially detrimental in addressing suicidality (Fitzpatrick & River, 2017; Marsh, 2015). 

Numerous studies document service users’ dissatisfaction with clinical services, and the perception 

that these services are unable to provide caring, respectful support for suicidal people (Clarke, 

Dusome, & Hughes, 2007; Klevan et al., 2017; Taylor, Hawton, Fortune, & Kapur, 2009). This has 

led to the development of clinical guidelines (focussed on rapport-building and demonstrating 

empathy) for health professionals, in an attempt to improve clinicians’ interactions with people 

who are experiencing suicidal ideation, are engaging in self-harm, or have attempted suicide 

(Fitzpatrick & River, 2017). However, some argue that such guidelines cannot counteract the 

systemic issues of clinical services, and that any improvement in staff members’ interpersonal skills 

will simply serve as a tool for ensuring more effective compliance with treatment (Fitzpatrick, 2015; 

Fitzpatrick & River, 2017). Associated with the critique of the medicalisation of suicide, some also 

challenge the idea that suicide is necessarily irrational and that interventions should be foremost 

directed towards preventing the outcome of suicide (Hewitt & Edwards, 2006; White, 2015). 

1.3.2.5 Prevalence of suicidality 

In addition to definitional issues, underreporting makes it difficult to accurately measure the 

prevalence of suicidality (Bachmann, 2018). With these limitations in mind, a quick summary of 

estimated prevalence rates will be provided. Globally, suicidal ideation within general populations 
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has an estimated lifetime prevalence of up to 18.5% (Ghasemi, Shaghaghi, & Allahverdipour, 2015). 

International data regarding self-harm indicates lifetime prevalence rates between 16% and 18% 

(Muehlenkamp, Claes, Havertape, & Plener, 2012; Swannell, Martin, Page, Hasking, & St John, 

2014). Suicide attempts are estimated to have a lifetime prevalence of approximately 3% as a global 

average (Borges et al., 2010; Nock et al., 2008). Finally, World Health Organisation data gathered 

in 2016 indicated deaths by suicide at an international rate of 11.1 per 100,000 people (Naghavi, 

2019). In New Zealand, using data gathered in that same year, there were estimated to have been 

11.3 suicide deaths per 100,000 people (Ministry of Health, 2019b). Though suicide statistics may 

appear less prone to inaccuracy compared to the other suicidality data, there is the issue of 

misclassified deaths, particularly in countries where suicide is illegal (Bachmann, 2018). 

1.3.3 Crisis 

In this thesis – as in the wider crisis intervention literature – ‘crisis’ refers to a state of psychological 

disequilibrium (Callahan, 2009; Yeager & Roberts, 2016). Beyond this key element of 

disequilibrium, there is no single, agreed-upon definition of crisis in the literature. It is, however, 

often emphasised that ‘crisis’ refers to a subjective state and not to the precipitating events or 

circumstances (Callahan, 2009; Puleo & McGlothlin, 2010). Though ‘crisis’ commonly refers to the 

state of an individual, crises can also be systemic – occurring within groups of people, institutions, 

communities, and even whole ecosystems (James, 2016). Crises can also metastasize from an 

individual crisis to a systemic crisis (James & Gilliland, 2017). However, this thesis is focussed on 

individual crises and uses ‘crisis’ accordingly. 

1.3.3.1 Crisis and distress 

There is a consensus in the crisis intervention literature that although the terms crisis and distress 

are often used interchangeably, there is a clear distinction between the two (Callahan, 2009).  There 

are three key points of difference. First, definitions of crisis incorporate three factors that precede 

psychological disequilibrium: exposure to a precipitating event or situation; a distressing 

interpretation of that event or situation; and, inadequate internal and external resources to 

alleviate that distress (Puleo & McGlothlin, 2010). Second, definitions of crisis include factors 

extending beyond emotional distress. Although there is some variation, most definitions specify 

that the disequilibrium that results from the three antecedent factors entails not only emotional 

distress (acute sadness, fear, or frustration), but also cognitive responses such as rumination, 

forgetfulness, poor concentration, hopelessness, pessimism, and self-deprecation (Faessler et al., 
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2016; Puleo & McGlothlin, 2010). These affective and cognitive responses are typically 

accompanied by diminished functioning, including a reduced ability to perform routine tasks 

(Callahan, 2009). Behavioural changes such as social withdrawal, sleep and dietary changes, 

substance abuse, self-harm, and interpersonal conflict are also commonly associated with a crisis 

(J. Walsh, 2013). Unlike ‘distress’, this cluster of affective, cognitive, and behavioural factors is 

incorporated into most definitions of crisis (Yeager & Roberts, 2016). 

Finally, the term ‘crisis’ (unlike ‘distress’) implies a specific duration and degree of disequilibrium. 

As will be discussed shortly, crises are time-limited. Crises also indicate disequilibrium to the degree 

of functional impairment (James & Gilliland, 2017). In addition, some descriptions of crises also 

specify an upper limit, suggesting that when affective, cognitive, and behavioural disequilibrium 

reach the degree of presenting an imminent risk of harm to oneself or others, a ‘crisis’ becomes a 

‘behavioural emergency’ (Kleespies, 2009). As a result of specifying duration and degree, a state of 

crisis is a dichotomous variable (i.e., it is either present or not present) (Puleo & McGlothlin, 2010). 

By contrast, ‘distress’ is a continuous variable (i.e., it varies by degree). Though definitionally a crisis 

is either present or not present, the subjective nature of crises creates a ‘grey area’ in reality. 

1.3.3.2 Phases of crisis 

Crises are seen as typically passing through predictable phases (Caplan, 1964; Yeager & Roberts, 

2016). Referring to the overall sequence as the crisis situation, Golan (1978, pp. 7-9) identifies and 

provides a detailed description of five phases of a crisis: the hazardous event, the vulnerable state, 

the precipitating factor, the state of active crisis, and the stage of reintegration or crisis resolution. 

Golan’s phases provide a useful elaboration upon what a crisis entails and are summarised below. 

Crises may occur intermittently in the normal course of life and are initiated by a hazardous event 

that could be in the form of an external stressor or internal pressure (Golan, 1978). This event 

disturbs one’s psychological equilibrium, creating a vulnerable state (Golan, 1978). In an attempt 

to re-establish equilibrium, the person in a vulnerable state employs problem-solving techniques 

that they are familiar with (Golan, 1978). If these techniques are unsuccessful, tension begins to 

escalate and the person attempts to use new methods of problem-solving (Golan, 1978). If the 

person is still unable to resolve, avoid, or redefine the problem, their tension peaks (Golan, 1978). 

A precipitating factor can then bring about a point of tension at which one’s emotion regulation 

and coping skills no longer function adequately, resulting in disequilibrium and disorganisation. This 
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is the state of active crisis (Golan, 1978). Finally, in the reintegrative phase, equilibrium is re-

established (Golan, 1978). Ideally this occurs through the acquisition of new coping skills and other 

resources, or through an altered interpretation of the precipitating event (James & Gilliland, 2017). 

Sometimes, however, a person in crisis makes harmful adaptations to their situation (e.g., 

substance abuse), which often results in prolonged distress and a weakened capacity to confront 

future stressors (Golan, 1978). In this context, it is interesting to note that the word crisis originates 

from the Greek term for ‘decision’ or ‘turning point’ (crisis, n.d.). 

The length of time between the phases of a hazardous event and reintegration varies according to 

the nature of the crisis and the availability of internal and external resources (Golan, 1978). 

However, the actual state of crisis (or the phase of active crisis) is time-limited, usually lasting 

between four to eight weeks (Callahan, 2009; James & Gilliland, 2017). It is acknowledged however, 

that some people experience reoccurring crises that are not disconnected from each other (James, 

2016). This is referred to as ‘trans-crisis’ and occurs when harmful adaptations were made to an 

original crisis (James, 2016). People with post-traumatic stress disorder or borderline personality 

disorder often appear to experience trans-crises (James & Gilliland, 2017). However, not everyone 

who experiences trans-crises necessarily meets the criteria of those diagnoses (James & Gilliland, 

2017). People experiencing trans-crises often require a more long-term intervention than crisis 

interventions typically offer (James & Gilliland, 2017). Determining the appropriate intervention, 

therefore, involves clarifying whether the crisis is a regularly reoccurring state (Callahan, 2009). 

1.3.3.3 Medicalisation of crises 

With the emergence of crisis intervention in the 1940’s, the concept of a crisis was used in the fields 

of psychology and psychiatry to acknowledge that strong psychological reactions to unexpected 

events and circumstances do not necessarily indicate mental illness (Puleo & McGlothlin, 2010). 

However, like distress and suicidality, crises are becoming increasingly medicalised and the 

distinction between a crisis and mental illness often appears not to be observed. This lack of 

distinction is reflected in public discourse, the academic literature, and diagnostic manuals. An 

example of this medicalisation of crises is the widespread use of the diagnosis ‘adjustment disorder’ 

(Gil, 2013; A. Rosen, 1997). Though distress, suicidality, and crises often accompany mental illness, 

this thesis maintains that it is unhelpful to completely merge these concepts with mental illness. 
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Unlike with distress and suicidality, there do not appear to be peer-reviewed studies investigating 

the national or international prevalence of people experiencing crises. 

1.3.4 Crisis intervention 

Crisis intervention is an approach to providing prompt and time-limited support to people who are 

experiencing a state of crisis (Yeager & Roberts, 2016). Given that a state of crisis cannot continue 

indefinitely, it is not the case that without crisis intervention, crises would be unresolvable.   

Instead, the goals of crisis intervention are: to prevent maladaptation to a crisis and reduce the 

potential for trans-crises or long-term trauma; to manage and reduce risk issues associated with a 

state of crisis; to facilitate restoration of psychological equilibrium; and, ideally, to support the 

development of new resources and interpretations in case of future stressors (James, 2016; Puleo 

& McGlothlin, 2010). The key conceptual elements of crisis intervention, the outcomes it aims to 

achieve, and how it is distinct from both traditional counselling and mental health interventions 

will be discussed in the conceptual review chapter. In this section, I provide a brief background of 

crisis intervention to help establish the context of this thesis. 

The origins of crisis intervention as a distinct and formalised field of practice are commonly traced 

back to the clinical work and research of the psychiatrists Erich Lindemann and Gerald Caplan 

(Aguilera, 1998). In 1942, Lindemann treated survivors of a nightclub fire in Boston, USA, that had 

killed almost 500 people. Observing grief reactions among those who had lost friends or family,     

he made a distinction between ‘normal’ and ‘pathological’ grief (Cutler, Yeager, & Nunley, 2013). 

He then argued that in most cases grief responses to sudden loss are normal, temporary, and 

should not be pathologized (Lindemann, 1944). In cases of ‘normal’ grief, Lindemann 

recommended short-term assistance as a means of avoiding pathology, and suggested that this 

support could be provided by non-clinicians, such as members of the clergy or community 

volunteers (Puleo & McGlothlin, 2010). 

Gerald Caplan expanded upon Lindemann’s observations by looking not just at grief, but at 

responses to traumatic events more generally (James & Gilliland, 2017). Caplan introduced a 

number of key ideas in crisis theory, including, that: all people are vulnerable to crises during 

developmental transitions; crises pass through a series of predictable phases; the aim of crisis 

intervention is to restore psychological equilibrium; and, that without crisis intervention, a state of 

crisis may lead to serious mental illness (Caplan, 1961, 1964). Both Lindemann and Caplan were 
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influenced by the mental hygiene movement, which emphasised early intervention and the 

promotion of mental health (Cutler et al., 2013). In turn, Lindemann and Caplan’s joint work and 

research was influential upon the community mental health movement and preventative 

psychiatry (Cutler et al., 2013). 

Over recent decades, crisis intervention has emerged from relative obscurity to become a specialty 

area of practice (James & Gilliland, 2017). Public interest in the provision of crisis intervention 

services began to grow significantly during the 1960s and 1970s (Myer, 2001). There appears to be 

a number of key reasons for this. First, greater media attention to both crisis events and crisis 

intervention services resulted in greater public awareness and acceptance of crisis intervention and 

a reduced tendency to view those experiencing crises as somehow deficient (James & Gilliland, 

2017). Second, there was a growing awareness of connections between traumatic events and long-

term neurological disorders (Aupperle, Melrose, Stein, & Paulus, 2012). Third, geographic mobility 

resulted in the growing loss of natural support systems (J. Walsh, 2013). Finally, the community 

mental health movement had a significant impact on crisis intervention (Yeager & Roberts, 2016). 

Within the crisis intervention literature, there are differing opinions regarding the impact of this 

final factor. Some observe that the process of deinstitutionalisation often involved the provision of 

24-hour crisis services by community mental health centres (CMHCs) (James & Gilliland, 2017; 

Yeager & Roberts, 2016). However, rather than viewing this as aiding the development of crisis 

intervention, McGee (1974) predicted that attempting to provide crisis intervention within CMHCs 

(as opposed to supporting the development of independent crisis intervention centres) would 

simply result in the marginalisation of people who were in crisis but were not seriously mentally ill. 

Though this prediction was made almost 50 years ago and in an American context, it appears to be 

an accurate assessment for the present-day condition of crisis intervention in New Zealand and 

many other countries. The non-responsiveness of mental health services and the lack of services 

for people in crisis is frequently discussed in both public discourse and the academic literature 

(Alexander, Haugland, Ashenden, Knight, & Brown, 2009; Clarke et al., 2007; Klevan et al., 2017). 

Some commentators also question whether it is realistic, or even ideal, to expect mental health 

services to provide a spectrum of crisis intervention services (A. Rosen, 1997). 

In developed countries, the most common form of crisis services are phone hotlines and mobile 

crisis teams (James, 2016). Drop-in centres and other face-to-face clinics are also commonly used 

for crisis intervention (Yeager & Roberts, 2016). Currently, however, respite is not widely used for 
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the specific purpose of crisis intervention. The various forms of crisis intervention services operate 

in a range of contexts, including: natural disasters, terror attacks, domestic violence, sexual assault, 

substance abuse, and suicide prevention (J. Walsh, 2013). Each of these contexts brings unique 

challenges and therefore distinguishing between them allows for more tailored interventions. 

The Taranaki Retreat can most closely be classified as operating in the field of suicide prevention. 

This service does, however, regularly accept referrals from people who are in crisis but (by their 

own report) are not suicidal. During conversations with members of Taranaki Retreat’s trust board, 

it was observed that the service had gradually come to promote itself more explicitly as a suicide 

prevention initiative, despite catering to an unchanged client population. 

It is interesting to consider the potential advantages and disadvantages of framing a service 

specifically as a suicide prevention initiative, versus framing it more broadly as a crisis intervention 

service. In New Zealand, there currently appears to be much more public attention on suicide and 

suicide prevention than there is on crises and crisis intervention. In addition to tailoring a crisis 

intervention towards a more specific issue, framing a service as a suicide prevention initiative likely 

serves to better capture this public attention by focussing on an issue of significant public concern. 

Suicide prevention is also arguably a more clearly understood initiative than crisis intervention. 

However, including suicidality as an eligibility criterion necessarily results in a less inclusive and 

accessible service. A state of crisis would appear to warrant a response, irrespective of whether it 

is accompanied by suicidality. Aside from the worthy goal of alleviating acute distress, crisis theory 

maintains that without intervention, a crisis may result in maladaptation and/or longer-term 

mental health issues. Focussing on suicide prevention may also encourage an outcome-orientation 

(preventing suicide). Where preventing suicides becomes the primary focus of an intervention, this 

may result in services that are shaped more by risk aversion than by the needs of service users 

(Fitzpatrick & River, 2017; White, 2017). 

1.3.5 Respite 

‘Respite’ can be used as a noun to mean, “an interval of rest or relief” (respite, n.d.), and as a verb 

meaning, “to grant a temporary period of relief to” (respite, n.d.). In this thesis, as in much of the 

health literature, the term respite is used as a concise way of referring to respite care facilities. 

However, the phrase ‘respite care facilities’ is somewhat ambiguous, as these facilities can take a 

wide variety of forms (Whitmore, 2017). They can be located in institutional or informal settings; 

https://www.merriam-webster.com/dictionary/interval
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they accommodate service users for widely varying lengths of time; they may provide planned or 

unplanned respite; and they can be government-funded, privately funded, or funded through 

charitable donations (Jeon, Brodaty, & Chesterson, 2005; Whitmore, 2017). Respite care can also 

be provided in service users’ homes, although respite in this form is not considered a respite facility. 

Finally, in the fields of physical health and geriatric medicine, the use of respite care facilities is 

primarily viewed as a means of alleviating caregiver burden (Jeon et al., 2005). In mental health, 

however, this care is also seen as directly beneficial for the person in respite (Jeon et al., 2005). 

Despite this diversity in the form and function of ‘respite care facilities’, the phrase remains useful.  

Definitions of respite within the academic literature reflect the physical health emphasis on 

alleviating caregiver burden. As the focus on that single function of respite is not helpful for the 

present study, this thesis offers its own definition of respite as: an out-of-home facility that 

intentionally provides a temporary period of rest (reduction of regular activities) for the benefit of 

the service user and/or their caregiver(s). This definition is versatile as it does not specify the 

variables of: institutional or informal setting, length of respite, planned or unplanned respite, and 

funding source. It is also applicable to both of the common functions of respite: alleviating caregiver 

burden and directly benefitting the service user. The word ‘intentionally’ is added as this excludes 

facilities that provide a period of rest incidentally (such as a hospital waiting room). The word ‘rest’ 

is elaborated upon to clarify that this does not simply refer to sleep. The word ‘benefit’ is used as 

its breadth allows for services aiming at a variety of beneficial outcomes. 

Given the versatility of the definition above, ‘respite’ remains a relatively nebulous concept. It is 

therefore difficult to identify a distinct origin of respite, or describe its history as an intervention 

for people experiencing suicidality and/or distress. Perhaps one of the earliest examples of respite 

was the use of monasteries by people experiencing acute distress (Brandon, 1998). Though this did 

occur, Brandon (1998) states that the provision of respite by Christian monasteries was historically 

rare and has been somewhat mythologised. The use of a quiet setting and the therapeutic use of 

rest also bears a limited resemblance to the ‘moral treatment’ movement, which emerged in the 

late 18th Century in an effort to improve the treatment of the mentally ill (Elkins, 2016). It is also 

interesting to note the original meaning of the word ‘asylum’ as, “a place of retreat and security” 

(asylum, n.d.). Modern forms of respite in the field of physical health began to emerge in the 1940s, 

in the UK (Jeon et al., 2005). Respite facilities for people experiencing mental illness became 

increasingly common during the deinstitutionalisation movement, as demand for alternatives to 

psychiatric hospitals grew (Gawith, Sargent, & Kirk, 2002). 
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For people experiencing acute mental illness, and their caregivers, respite is often viewed as a 

preferable and less stigmatising alternative to admission into a psychiatric hospital (Lyons, Hopley, 

Burton, & Horrocks, 2009). In addition to user satisfaction, evaluative studies from New Zealand 

and abroad demonstrate that respite can be as effective as inpatient units in achieving clinical 

improvements (Grant & Westhues, 2012; J. Rosen & O’Connell, 2013; K. A. Thomas & Rickwood, 

2013). This includes studies specifically examining peer-run and peer-operated respite facilities 

(Ostrow & Croft, 2015). These studies indicate that ‘peer respite’ is effective in achieving health 

outcomes as well as being cost-effective (Bouchery et al., 2018; Grey & O'Hagan, 2016). 

1.4 Taranaki Retreat 

The Taranaki Retreat opened in March 2017 and is located just outside the city of New Plymouth 

(population 58,300), in New Zealand. It offers respite to people experiencing acute distress. Upon 

arrival, many of the Taranaki Retreat’s service users (who are referred to as guests) are in a state 

of crisis, and the acute distress of most guests is accompanied by suicidality. The Taranaki Retreat 

accepts self-referrals, and these referrals are considered regardless of whether or not the 

prospective guest has a mental health diagnosis. Individuals (both adults and young people) as well 

as family groups can be accommodated. Guests under the age of 15 years must be accompanied 

by a guardian. The Taranaki Retreat does not offer respite for people experiencing an acute episode 

of mental illness, nor those whose primary presenting issue is drug or alcohol dependence. It also 

limits referrals to New Zealand residents, with an emphasis on people from the Taranaki region. In 

this thesis, the terms ‘Taranaki Retreat’ and ‘the Retreat’ are used interchangeably, in an effort to 

minimise repetition. Where the service is referred to frequently, the acronym ‘TR’ is also used. 

Standard respite stays are either five or ten days long and are provided at no cost to guests. 

However, the Retreat has some flexibility in the length of respite stays and, on rare occasions, this 

can be extended beyond ten days. Guests also have the possibility of repeat respite stays in the 

future. In addition to its primary function of offering respite, the Retreat matches each guest with 

a support worker who provides practical and emotional support. A variety of optional activities, 

from art and crafts, to gardening and pilates, are made available for guests during their stay.  

Follow-up contact and support is also often provided for a limited period after a guest has left. 

Where necessary, guests are connected to other support services in the community for more     

long-term assistance. A more detailed description of the features of this intervention will be 

provided at the beginning of the findings chapter. 



 
 

 
22 

The Retreat is relatively rare in that it offers respite as a form of crisis intervention. It can also be 

distinguished from other comprehensive forms of crisis intervention in that it is both non-clinical 

and not government-funded. It is a charitable organisation funded by donations and staffed largely 

by volunteers, with a small number of paid staff. Although it is a non-clinical service, the Retreat 

retains relationships with local clinical services. This includes connections with mental health 

professionals who have made themselves available for case reviews and recommendations in 

situations where guests bring heightened risk issues. All staff and volunteers participate in external 

clinical supervision, as well as internal supervision (both in groups and individually). The Retreat 

has a code of conduct for all staff and volunteers, and provides clear guidance around issues such 

as confidentiality and boundary-setting. 

As shown in figures 1.1, 1.2, 1.3, and 1.4 below, the Retreat is situated on a small block of land, in 

a rural area. There is minimal nearby traffic, and both mobile phone reception and internet 

coverage are limited. The site is surrounded by views of hills, trees, and Mount Taranaki. 

Throughout the Retreat site there are walkways through small areas of native bush, bridges over 

shallow streams, and a vegetable garden. In addition to the farm animals on the neighbouring 

properties, there are a variety of animals on the Retreat site,  including ducks, chickens, rabbits, 

and goats. The Retreat has several buildings with shared spaces for guests and staff, as well as a 

separate guest lodge with individual, lockable bedrooms, and a communal kitchen. 
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Figure 1.1 - Retreat buildings and rural setting 

 
 
 
The Retreat’s programme coordinators are a couple, who live onsite (in a separate building from 

the guests) with their two daughters. The family, along with many of the trustees, hold Christian 

beliefs. These beliefs are not made explicit in the design or operation of the Retreat, beyond details 

such as the naming of one building, ‘the chapel’ (this is the building on the right, in figure 1.1 above). 

This building is used as a quiet space for guests to visit, rather than for conducting religious services. 

Many of the staff and volunteers do not identify as religious. 
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Figure 1.2 - Vegetable garden and landscape 

 
 

 

Figure 1.3 - Walkways and bridge 
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Figure 1.4 - Indoor space with view of surroundings 

 

Data collection for this thesis (as well as the photos above, taken during participant observation) 

occurred over a six-month period in 2018. This data and the descriptions provided in this thesis 

therefore represent a snapshot in Taranaki Retreat’s development. The Retreat has undergone 

some changes since this time and will inevitably continue to change. Based on conversations with 

the programme coordinators after data collection was completed, one of the bigger changes 

appears to be an expanded capacity to provide follow-up care to guests after they leave respite. 

Additionally, the coordinators describe a greater amount of outreach work (non-residential 

services). This includes facilitating ‘day visits’ for people to participate in activities at the Retreat, 

and occasionally making home visits to individuals or families who are not yet ready or able to stay 

at the Retreat. Respite is still the core aspect of the Retreat intervention, however, and the delivery 

of this remains relatively unchanged. 
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1.5 Reflexivity 

The importance of reflexivity is now widely acknowledged in qualitative research (Ortlipp, 2008). 

Discussing realist approaches to qualitative research, Maxwell (2012) states that one of the 

unhelpful influences of positivism can still be seen in the tendency of realist researchers to present 

their research as if it is completely disconnected from other aspects of their lives. This is done in 

order to give the appearance of greater objectivity (Maxwell, 2012). A lack of transparent reflexivity 

is detrimental to research not only because it conceals the researcher’s implicit motives and 

assumptions, but also because it can obscure important sources of insight (Maxwell, 2012). In this 

section, I therefore discuss aspects of my personal and professional background that inevitably 

influence how I arrived at, view, and engage with this area of research. As will be discussed in the 

methodology chapter, this reflexivity was maintained throughout the research process through the 

use of a reflective journal. 

In my early teens, a member of our family died by suicide. This event was shocking, confusing, and 

painful. Like many others bereaved by suicide, I later experienced periods of distress and suicidality.   

During data collection in this study, many of the participants’ descriptions of their experiences just 

prior to contacting the Taranaki Retreat therefore felt somewhat familiar to me. Consistent with 

the epistemological relativism that underpins realist evaluation, I did not try to completely ‘shelve’ 

these past experiences in an attempt to claim total objectivity. Nonetheless, I remained mindful of 

how these experiences may influence my interpretations (particularly during data collection and 

analysis) and took care to accurately capture participants’ experiences, rather than conflate these 

with my own. Using the reflective journal and re-reading interview transcripts aided this process. 

Prior to beginning doctoral studies, I worked for a number of years as a mental health social worker, 

in both inpatient and community settings. All of these roles were in urban areas of New Zealand. 

In the most recent of these roles – at a community mental health centre in Wellington – one of my 

regular duties was to undertake intake assessments. The majority of these assessments were for 

people experiencing distress in the context of life stressors. Through the assessment and 

multidisciplinary team processes, it was often concluded that these referrals did not meet the 

criteria for a secondary mental health service. My role was then to provide brief support accessing 

alternative services in the community. Aside from phone counselling services, the range of low-cost 

support options was very limited. I was therefore well aware of a lack of services for people 

experiencing psychological distress who did not additionally have a serious mental illness. 
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Around that same time in New Zealand – in the months leading up to the 2017 election – there was 

considerable public discussion about suicide rates and the high numbers of people being declined 

access to secondary mental health services. These discussions appeared to universally conclude 

that mental health services were under-resourced and should be expanded in order to cater to 

larger numbers of people. As someone who had been directly involved in assessing referrals to a 

secondary mental health service, I found myself wondering whether the expansion of clinical 

services was the best or only response to the influx in referrals. Were these referrals being declined 

simply because of insufficient resources? It appeared that people experiencing situational distress 

were being referred to community mental health centres largely due to an absence of alternatives. 

What might some potential alternatives be and how might they help? Was I simply motivated to 

explore alternative services to defend my own role in declining referrals to mental health services? 

Or are people in crisis better served by alternatives outside of clinical mental health services? How? 

Though these were not my eventual research questions, they (along with my personal and 

professional experiences) were all influential in shaping this research. 

There is no conflict of interest in this thesis. No funding was received from the Taranaki Retreat and 

I have never been an employee of that service. However, as will be explained in the methodology 

chapter, I volunteered as a ‘workaway’ at the Retreat, doing manual chores during a five-day period 

of participant observation. 

 

1.6 Thesis structure 

This thesis contains seven chapters. The present chapter introduced the research design, study aim, 

and research questions. Five key terms were defined and discussed, including some background 

discussion of the prevalence of distress and suicidality, the emergence of crisis intervention as a 

distinct field of practice, and a brief history of respite. A description of the Taranaki Retreat was 

also provided. The chapter then looked at aspects of my background and personal experiences that 

influence my engagement in this research. 

Chapter two presents a review of literature that specifically examines the use of respite for      

people who are experiencing suicidal thoughts and/or acute distress. The chapter describes the 

search strategy and the criteria used to determine the eligibility of results from this search. The 

eligible studies are individually critiqued and findings of relevance to this thesis are summarised. 
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Chapter three contains a conceptual review of various theories that do not specifically refer to 

respite, but which nonetheless offer explanations of acute distress and suicidality. These theories 

include crisis theory, three theories of suicide, and four underpinning theories and models. 

Concepts of potential relevance are extracted from those theories to assist in the development of 

an initial programme theory. 

Chapter four describes and justifies the methodology of the thesis. It begins with a more detailed 

discussion of realist evaluation as a research design. The core philosophical assumptions 

underpinning realist evaluation are then presented. These broader discussions are then connected 

to this thesis by examining the implications of the research design and philosophical underpinnings 

in terms of assessing this study’s quality, as well as understanding the claims this study can make. 

The appropriateness of the study design and methods used will also be explained. The chapter then 

moves to a detailed discussion of the qualitative research methods used over two phases of data 

collection and analysis. This chapter also outlines the key ethical and safety issues within this study 

and discusses how these issues were managed. 

Chapter five presents the findings from the two phases of data collection and analysis. First, the 

chapter provides a more in-depth description of the Retreat’s respite intervention, enabled by 

findings from phase one. Then the initial programme theory, which was developed following phase 

one, will be presented. I next discuss how this theory aligned with the data gathered in phase two, 

as well as the resulting amendments to and refinement of the programme theory in light of that 

data. Some components of the initial theory did not stand up to testing and were subsequently 

discarded. Other elements were elaborated upon or clarified with a deeper level of analysis.  

Several new components to the programme theory also arose and are presented. 

Chapter six begins by summarising key findings and explicitly connecting these to the research 

questions of this study. A more in-depth discussion of these findings and the connections between 

components of the programme theory is then provided. The strengths and limitations of this study 

are also examined. Next, the chapter discusses the contribution of this study to academic literature, 

particularly to crisis intervention literature. The implications of this study for policymakers and 

practitioners are also discussed. Finally, the chapter presents potential areas for future research. 

Chapter seven then summarises and concludes this thesis with a closing statement.  
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Chapter 2: Literature review 

In this chapter, I present a literature review guided by the question, ‘How does respite function to 

support people who are in a state of crisis?’ As such, this review examines literature that explores 

the process by which respite may help people who are experiencing suicidal thoughts and/or acute 

distress. To begin, the chapter describes the systematic search strategy used to identify potentially 

relevant literature. Then the criteria used to filter the initial results of this search are discussed. 

Three peer-reviewed studies emerged from this screening process. A fourth study – an unpublished 

report – was also later identified. All four studies are individually summarised and critiqued. 

Although they all examine respite facilities specifically designed for people who are suicidal and/or 

acutely distressed, none of these studies aim to construct and test programme theories explaining 

how these interventions help the people using them. Nonetheless, all four contain, to varying 

degrees, findings of relevance to the review’s guiding question. These relevant findings are 

summarised at the end of this chapter. 

This literature review highlights the shortage of empirical studies – and the complete absence of 

conceptual work – that directly investigate the use of respite as a form of crisis intervention. The 

scarcity of this literature is somewhat unsurprising given that, at present, it is uncommon for respite 

to be used specifically for people in a state of crisis (as defined in the previous chapter). Instead, 

respite is more typically used for people experiencing acute mental illness, as an alternative to 

admission to a psychiatric hospital. Respite is also commonly used to provide relief to the caregivers 

of people with high support needs. By undertaking a realist evaluation of Taranaki Retreat and 

developing a refined programme theory that explains whether and how this service helps its users, 

this thesis contributes to filling this gap in the literature. 

Despite the lack of literature examining respite as a form of crisis intervention, there is a large body 

of literature that explores the issues such interventions aim to address. Namely, psychological 

distress, suicidality, and the state of crisis. To ensure due consideration of this broader range of 

literature, the next chapter will present a conceptual review of several selected fields of theory. 

Beyond simply acknowledging the existing literature of relevance to this study, the conceptual 

review is used to support the development of an initial programme theory, as will be discussed 

further in the methodology and findings chapters. 
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2.1 Search strategy 

The literature in this review was identified from three databases: MEDLINE, PsychINFO, and Scopus. 

Tables 2.1, 2.2, and 2.3 display the search strategies that were used for each of these databases. 

These three search strategies were implemented for the first time on October 20th, 2017. To 

capture relevant literature published after the initial search, the search strategies were applied for 

a final time on March 12th, 2020. The number of search results (records) that are displayed in the 

following tables, along with the numbers in the flowchart presented in figure 2.1, are taken from 

the March 2020 search. This more recent search did not, however, yield any additional studies that 

met the criteria for inclusion. All three studies to emerge through the screening process were first 

identified in the initial (October 2017) search. Furthermore, all three of these studies appeared in 

all three databases. 

 
 

Table 2.1 - Search strategy used in MEDLINE 

#   Search term Records 

1   Respite Care/ 1016 

2   respite*.tw,kw. 1748 

3   1 or 2 2210 

4   self-injurious behavior/ or self mutilation/ or suicidal ideation/ or suicide, attempted/ 32531 

5   Psychological Distress/ 280 

6   *Stress, Psychological/ 73740 

7   Crisis Intervention/ 5622 

8   *Depression/ 70775 

9   *Anxiety/ 40859 

10  

("mental* distress*" or "mental stress" or "psychological* distress*" or "psychological 
stress" or "emotional* distress*" or "emotional stress" or crisis or "self harm*" or   
"self mutilation" or (suicid* adj2 (thought* or idea* or ruminat* or desire* or fantas* 
or behaviour* or behavior*))).tw,kw. 

114279 

11   or/4-10 286060 

12   3 and 11 247 

13   limit 12 to english language 238 
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Table 2.2 - Search strategy used in PsychINFO 

#   Search term Records 

1   Respite Care/ 441 

2   respite*.tw,id. 1641 

3   1 or 2 1686 

4   self-injurious behavior/ or self mutilation/ or suicidal ideation/ or suicide, attempted/ 21030 

5   distress/ 21711 

6   *stress/ or chronic stress/ or environmental stress/ or psychological stress/ 56708 

7   Crisis Intervention/ 3500 

8   *Depression/ 19678 

9   *Anxiety/ 43519 

10  

("mental* distress*" or "mental stress" or "psychological* distress*" or "psychological 
stress" or "emotional* distress*" or "emotional stress" or crisis or "self harm*" or   
"self mutilation" or (suicid* adj2 (thought* or idea* or ruminat* or desire* or fantas* 
or behaviour* or behavior*))).tw,id. 

93612 

11   or/4-10 214719 

12   3 and 11 212 

13   limit 12 to english language 207 

 
 

Table 2.3 - Search strategy used in Scopus 

#   Search term Records 

1   respite* 3544 

 AND  

2  
"mental* distress*"  OR  "mental stress"  OR  "psychological* distress*"  OR  
"psychological stress"  OR  "emotional* distress*"  OR  "emotional stress"  OR  crisis  
OR  "self harm*"  OR   ( suicid*  W/2  ( thought*  OR  idea*  OR  ruminat* ) ) 

 
368 

 
 
All types of qualitative and quantitative research were included in these searches. Time limits were 

not applied, and the searches therefore extended as far back as MEDLINE, PsychINFO, and Scopus 

allowed (1946, 1806, and 1823, respectively). Search results were, however, limited to English 

language so that I could understand them. The search terms were developed with input from a 

University of Otago librarian and centred on “respite” in combination with a variety of terms used 

to capture suicidality and distress. We looked for potential subject headings and search terms to 

serve as alternatives to “respite” but found none that adequately captured the nature of this 

intervention. Whereas MEDLINE and PsychINFO utilise both ‘subject heading’ and ‘key line’ terms, 

Scopus does not include subject heading terms as a search function – resulting in a less detailed 

search strategy. 



 
 

 
32 

2.2 Literature selection 

The literature identified by these search strategies then underwent a screening process to 

determine eligibility for inclusion in the review, as summarised in figure 2.1 below. At the stage of 

screening abstracts, records were excluded due to clear mismatches between the interventions 

being discussed in those abstracts and the intervention being researched in this thesis. At the stage 

of considering the eligibility of full-text articles, records were excluded due to important differences 

in the participants included in those studies. The screening and eligibility process is discussed in 

greater detail below. 

 

 

Figure 2.1 - Flowchart demonstrating the inclusion of literature 

 

 

 
 

adapted from the PRISMA flow diagram (Moher, Liberati, Tetzlaff, Altman, & The PRISMA Group, 2009) 
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After removing all duplicate records, I read each abstract for the remaining 541 records. Of note, 

none of these 541 records were realist evaluations. The majority (487) of these records were 

screened out due to three important differences between respite as a form of crisis intervention 

(the intervention focussed on in this thesis) and the type of intervention, policy, or issue that these 

abstracts focussed on. 

First, a large number of these abstracts used the word respite in the broader sense of “a relief”, 

rather than referring to a respite facility. An example of this is an article discussing vacation as 

‘respite’ from work-related stress. Second, some of the abstracts only mentioned respite facilities 

incidentally – respite was clearly not the focus of the article. An example is an article predicting the 

impact of an ageing population on a national healthcare system. Third, many of the abstracts 

discussed respite as a means of alleviating stress for caregivers. There appears to be a considerable 

body of literature discussing the impact on caregivers when placing a person with high levels of 

support needs (in particular, people with a learning disability or dementia) into a respite facility. 

Due to this clear focus on alleviating caregiver burden, rather than on the person in the respite 

facility, this literature is similar to the first group of excluded abstracts in that it essentially examines 

the provision of relief (for caregivers), despite also discussing actual respite facilities. Furthermore, 

some of the abstracts in this third group simply focussed on how a lack of access to respite was 

detrimental to caregivers, rather than discussing the actual impact of respite. 

I then read the full-text articles of the remaining 54 records, all of which involved studies of respite 

facilities. Most (51) of these articles were excluded from the review, however, because the target 

populations of the respite intervention (and, consequently, the participants in these studies) were 

distinctly different to the target population of respite as a form of crisis intervention. The 

differences between the support needs of the participants in those 51 studies and the needs of 

people in psychological distress meant that the function of this respite was clearly different. 

Over half of the 51 excluded articles focussed on respite for people with a learning disability, 

dementia, or brain injury. Unlike the earlier records screened out at the abstract stage, these 

articles focussed primarily on the person in respite (rather than primarily on their caregivers). 

However, the presenting issues and support needs of these groups are clearly different from the 

issues and needs of a person who is acutely distressed and experiencing suicidal thoughts. 

Therefore, although the respite facilities themselves appeared comparable to a service such as 

Taranaki Retreat, the function of the respite intervention in these studies was not comparable. 
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The rest of the excluded articles discussed respite as a less restrictive and less stigmatising 

alternative to psychiatric hospital for people with a mental health diagnosis who were experiencing 

an acute episode of mental illness. Given that acute episodes of mental illness often also involve 

psychological distress and thoughts of suicide, the line between crisis intervention and acute 

psychiatric care is less distinct than the line between crisis intervention and learning disability, 

dementia, or brain injury care. As discussed in the introduction chapter, this blurred distinction 

between crisis intervention and mental health care also appears related to the medicalisation of 

distress. This ambiguity is reflected in some of the language that is commonly used in both 

academic literature and public discourse, such as “mental distress” and “mental health crisis”. Both 

of these terms can be (and are) used to refer to either acute mental illness or psychological distress. 

Moving beyond ambiguous terminology, distinctions can be drawn at the level of presenting issues 

and the support needs arising from these. For example, people who are experiencing acute 

psychotic symptoms (such as hallucinations, delusions, and disordered thoughts) may require a 

level of support and treatment beyond that required by a person who is experiencing psychological 

distress without any psychotic symptoms. This additional level of support is also associated with 

potential complications from the treatment itself, as a number of medications for symptoms of 

serious mental illness (e.g., antipsychotic medication and mood stabilisers) require careful 

monitoring to minimise their risk of doing harm. 

This additional level of support needs is reflected in the fact that in the articles discussing respite 

as an alternative to psychiatric hospital, the respite facilities provided medical treatments and were 

either fully or partially staffed by mental health clinicians. In this sense, the intervention was not 

merely (or even primarily) the actual respite aspect. In many ways, these facilities simply appear to 

operate as smaller and more homely versions of a psychiatric hospital. This leads to the two related 

reasons for excluding these articles. First, the complexity and clinical nature of the intervention is 

such that it does not appear accurate to simply describe it as “respite”. Second, the presenting 

issues that these interventions aim to address extend beyond psychological distress and suicidality. 

This literature discussing respite as an alternative to psychiatric hospital was therefore not relevant 

to the guiding question of the literature review. However, some of this literature was referred to 

in the introduction chapter as part of the background discussion regarding respite as an alternative 

to admission into a psychiatric hospital. 
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2.3 Included studies 

The studies included in this review revolve around two respite facilities that provide crisis 

intervention for people experiencing psychological distress and suicidal thoughts, irrespective of 

whether they also have a mental illness. Both facilities can be classified as crisis interventions 

(rather than mental health interventions) in that their primary aim is to support the resolution of 

the service users’ state of crisis (rather than to treat any underlying mental illness). I critically 

examine each study to identify findings relevant to the review’s guiding question. I also highlight 

potential flaws in the way the studies were conducted or the conclusions they reached. All four 

studies acknowledge limitations due to small sample sizes and the possibility of self-selection bias. 

2.3.1 The Living Room 

Two of the three studies to emerge from the screening process examined the same respite facility, 

called ‘The Living Room’ (TLR). This facility opened in Chicago, USA in 2011 as a community-based 

alternative to emergency departments for adults experiencing acute psychological distress  

(Shattell et al., 2014). TLR does not provide overnight stays and instead offers a relatively brief form 

of respite – with service users spending approximately 2.5 hours at the facility, on average (Shattell 

et al., 2014).  TLR is designed to resemble a home, with soft lighting, comfortable furniture, and art 

on the walls (Heyland & Johnson, 2017). This service is provided at no cost to those who use it. 

TLR’s staff include counsellors, mental health nurses, and peer support workers, with the latter 

serving as the primary contact person for service users (Heyland & Johnson, 2017). 

The first study focusses on outcomes of TLR and appears the most problematic of the two studies. 

In this evaluative study, Heyland and Johnson (2017) use quantitative methods to examine two 

related outcomes: reduction of distress and deflected emergency department (ED) admissions. The 

study takes an unsophisticated approach to evaluating reduction of distress. TLR asks all service 

users to complete the Subjective Units of Distress Scale (SUDS) both on arrival and on departure. 

Reviewing all SUDS scores over an eight-week period, Heyland and Johnson (2017) report that, on 

average, service users arrived with a rating of 7.7 (out of 10) and departed with a rating of 4.9 - 

representing a 28% reduction of distress. 

Quantitative measures such as SUDS – and attempts to quantify distress in general – appear useful 

in facilitating pre- and post-intervention comparisons. However, as indications of distress, they are 
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necessarily superficial and may contribute to a false sense of precision when discussing distress as 

an outcome. Distress remains a fundamentally subjective and intangible phenomenon. A nuanced 

understanding of this phenomenon (including reductions or escalations of distress) would require 

qualitative methods of data collection and analysis. In examining the outcome of reduced distress, 

this study would have benefitted from complimenting the SUDS data with interviews or a review 

of case notes, to explore what a ‘28% reduction of distress’ actually entails. 

The second outcome that Heyland and Johnson (2017) examined was deflected ED admissions.  A 

review of TLR’s case notes showed that 95% of service users returned home after visiting TLR, while 

the remaining 5% went from TLR to an ED (Heyland & Johnson, 2017). The study reports this as a 

95% deflection rate, although it does not explain how it was determined that these 95% of service 

users would have ended up at an ED without the intervention of TLR. Heyland and Johnson (2017) 

then extended this outcome measure beyond ‘same day’ deflections, to examine whether TLR 

service users utilised an ED (for treatment of psychological distress) within 30 days after visiting 

TLR. The evaluators contacted 16 former service users by phone, only one of whom had required 

the use of the ED within 30 days of visiting TLR. The study reports this as a 30-day ED admissions 

deflection rate of 94%, but fails to explain how this statistic can be fully attributed to TLR, and not 

to other variables. 

The study then calculates that the average cost of an acutely distressed person visiting TLR is 

approximately 10% of the cost of them visiting an ED instead (Heyland & Johnson, 2017). Combining 

this calculation with the two questionable outcome measures discussed above, Heyland and 

Johnson (2017) conclude that TLR is a beneficial and cost-effective intervention that should 

continue to receive funding. 

Although this evaluative study focussed on outcomes, some attempt was also made to shed light 

on how the intervention achieved these outcomes. In the follow-up phone calls, those service users 

who did not access an ED within 30 days of visiting TLR were asked what they thought the most 

helpful components of TLR were (Heyland & Johnson, 2017). The study does not explain why the 

one service user who had accessed an ED was excluded. Further limiting the insights that 

participants may have offered, this question was posed in survey form and participants were 

provided with multiple choice answers to select from. This use of a survey (over other methods of 

data collection) is not explained and would seem to risk shaping and constraining the answers of 

participants. Within these limitations, the aspects of TLR that participants selected as most helpful 
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were: the ability to discuss their situation and problem solve (80% of respondents); discussing 

coping skills (67% of respondents); the comfort of knowing TLR was available as needed (53% of 

respondents); and the resources or referrals they received (40% of respondents). The survey did 

include an “other” section at the end for participants to comment on other helpful elements of the 

intervention. Only 40% of participants used this section, however. Their feedback included: activity 

scheduling, goal setting, and having a warm place to sit and rest. 

In the other study of TLR, Shattell et al. (2014) take a phenomenological approach, with the aim of 

understanding service users’ experiences of care at TLR and how TLR delivers care to service users. 

To achieve this, they conducted in-depth interviews with nine service users and nine staff members. 

Analysis of these interviews resulted in three key themes: ‘a safe harbour’, ‘at home with 

uncomfortable feelings’, and ‘it’s a helping, no judging zone’ (Shattell et al., 2014). ‘A safe harbour’ 

includes the peaceful, reassuring and home-like qualities of TLR (Shattell et al., 2014). ‘At home 

with uncomfortable feelings’ captures the flexible and non-forceful nature of the intervention 

(Shattell et al., 2014). Finally, ‘it’s a helping, no judging zone’ reflects the non-judgmental, 

respectful, and caring approach, an approach that focusses on crisis resolution, rather than 

pathologizing distress (Shattell et al., 2014). These themes – as findings from a phenomenological 

study – help to understand the positive experience of TLR service users. However, unlike findings 

in a realist evaluation, the findings in this study are not intended to explain how such an 

intervention works, which consequently limits their value to this thesis. 

A criticism that can be directed at this study and the previous one is that they both conflate 

psychological distress and mental illness. Both studies introduce TLR as an intervention for people 

experiencing acute mental illness, but then explain that service users need not have a diagnosed 

mental illness and characterise service users as “persons in emotional distress”. While some 

participants reportedly accessed TLR following acute anxiety or distress associated with auditory 

hallucinations, the majority identified factors such as bereavement, family conflict, and other 

situational stressors as the primary cause of their distress (Heyland & Johnson, 2017; Shattell et al., 

2014). It is possible that the authors view all psychological distress as symptomatic of mental illness, 

but this stance is not explicitly stated or defended in either article. Alternatively, the decision to 

refer to people experiencing psychological distress as “mentally ill” could be understood in the 

context of the mental health-focussed journal in which both of these articles were published:   

Issues in Mental Health Nursing. Or perhaps using the terms 'emotional distress' and 'mental illness' 

as synonyms may simply be the result of not attempting to differentiate distress and illness. 
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Failing to distinguish between the interrelated concepts of distress and illness is not simply a 

semantic issue; it has implications for how the appropriate intervention is to be determined. It 

influences whether the primary goal is viewed as resolving a state of crisis (a crisis intervention), or 

as treating and managing a mental illness (a mental health intervention). While crisis intervention 

and mental health intervention share commonalities, they also have clear differences, as will be 

discussed in the conceptual review chapter. Though the distinction between distress and illness is 

not a simple one, highlighting this distinction helps to resist the tendency (found in both academic 

and public discourse) to conflate distress and mental illness. This, in turn, allows for greater 

consideration of crisis intervention as an approach to care. 

The descriptions of TLR’s intervention – as provided in both of the reviewed articles – clearly 

suggest that TLR aims at crisis resolution and does not attempt to treat mental illness. Indeed, it is 

TLR’s focus on crisis resolution for people in distress that helps distinguish these two studies from 

those studies that were excluded, as discussed earlier. Therefore, labelling TLR’s service users as 

acutely mentally ill, rather than as people in a state of acute distress (who may additionally have a 

mental illness) appears inaccurate and unhelpful. 

2.3.2 Maytree Respite Centre 

The two remaining studies to be discussed in this review are the most relevant to this thesis.    

Briggs, Webb, Buhagiar, and Braun (2007), presented findings from an evaluation of the Maytree 

Respite Centre. Though not explicitly focussed on identifying underlying mechanisms that explain 

the intervention’s outcomes, this evaluative study nonetheless contained findings of relevance to 

the question of how respite functions to support people in a state of crisis. 

The Maytree Respite Centre (MRC) began operating in London, UK in 2002. MRC shares a number 

of  key similarities with the Taranaki Retreat (TR). Both services: are residential respite facilities 

specifically for people who are acutely distressed and experiencing suicidal thoughts; accept self-

referrals; do not restrict referrals to people who have a mental health diagnosis; do not accept 

referrals from people experiencing acute mental illness (e.g., a psychotic episode) or whose primary 

presenting issue is substance abuse; are a non-medical intervention provided primarily by 

volunteers; are charitable organisations funded by donations; provide respite at no cost to service 

users (whom both MRC and TR refer to as “guests”). No two interventions can be identical, 

however, and some of the features that differentiate MRC from TR include: MRC is located in an 
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urban area (TR is in a rural area); MRC is a one-off intervention (TR allows repeat stays under some 

conditions); MRC guests stay for four days (TR guests stay for either five or ten days); MRC guests 

must be at least 18 years old (TR guests under 15 years old must be accompanied by a guardian). 

Finally, although TR emphasises suicide prevention as a primary aim, it does not emphasise this as 

strongly as MRC. Consequently, TR also accepts referrals from people who are acutely distressed, 

yet not experiencing thoughts of suicide. 

In their evaluation, Briggs et al. (2007) aim to identify the impacts of the MRC intervention on guests 

(short-term and long-term outcomes), as well as clarify how this intervention operates (objectives, 

theoretical foundations, organisational processes, and characteristics of guests). To achieve this, 

the evaluators reviewed written records from MRC’s first three years of operation (October 2002 – 

December 2005), including case notes from the 159 guests who stayed at MRC during that period. 

The evaluators also gathered data through participant observation, as well as semi-structured 

interviews with trustees, staff, referrers, and former guests. The written records, observation 

notes, and interview transcripts were all analysed using qualitative content analysis. The written 

records additionally underwent quantitative analysis. Finally, to support the evaluation of 

outcomes, the evaluators gathered pre/post-test data from guests (n = 41) over a five-month period 

using the Clinical Outcomes in Routine Evaluation (CORE) questionnaire. CORE assesses subjective 

well-being, current symptoms, life functioning, and risk issues (Briggs et al., 2007). 

The data gathered from CORE indicated reductions of distress and suicidal ideation for participants 

over the duration of their stay at MRC. Briggs et al. (2007) point out that these short-term outcomes 

demonstrate that MRC is effective in achieving its central aim – facilitating the resolution of a state 

of crisis. In order to examine longer-term outcomes, the evaluators undertook a follow-up study, 

interviewing 24 of those 41 guests, between 3-6 months after their departure from MRC. These 

semi-structured interviews enabled a deeper understanding of guests’ experiences during their 

stay. Analysing this interview data through the lens of crisis intervention theory, Briggs et al. (2007) 

found that, in the context of crises that involve the risk of suicide, MRC creates an opportunity for 

change,  a “benign cycle” (p. 146). For some participants, their stay at MRC was described as 

“transformational” (Briggs et al., 2007, p. 146). The authors acknowledge the possibility that these 

reported long-term improvements may just represent regression to the mean (Briggs et al., 2007). 

The study identifies opportunities to reflect and a calm environment as factors that contribute to 

these outcomes. However, it views ‘befriending’ as central to MRC’s approach and outcomes. 
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Befriending is an interpersonal approach that emphasises empathetic, non-judgmental, and 

trusting relationships between staff members and service users (Briggs et al., 2007). Although 

befriending shares common elements with professional counselling, it is a distinct approach, with, 

for example, no limits on what can be discussed, or for how long (Briggs et al., 2007). This approach 

created a sense of relatedness and normalisation for participants, and helped them to feel 

understood (Briggs et al., 2007). The authors do not frame the above findings in terms of 

mechanisms that explain how these factors reduce distress and suicidality. 

Finally, the study examined the gathered data to identify characteristics of MRC’s guests. It found 

that 64% had a mental health diagnosis and 70% had made at least one suicide attempt in the past 

(Briggs et al., 2007). The authors categorised guests into two groups: anomic and acute. Anomic 

guests had long-standing mental health issues and were socially isolated. They generally had more 

severe histories of suicide attempts and higher levels of suicidality upon arrival at MRC (Briggs et 

al., 2007). Some of the acute guests also had mental health issues, but these issues appeared to 

have less impact on their functioning than the anomic group – as demonstrated by the fact that 

they often were (or had recently been) employed and in relationships. A common precipitating 

event for acute guests was relationship breakups (Briggs et al., 2007). The evaluators found that 

MRC was able to help relieve the distress and suicidality of both groups of guests. 

Given the strong similarity between MRC and TR – and the rarity of such services – I undertook a 

follow-up search for any further studies or evaluations of MRC that had not appeared in my 

searches of MEDLINE, PsychINFO and Scopus. This follow-up search was conducted in February 

2018, using Google Scholar. To keep the search as broad as possible, the search terms were simply: 

Maytree respite. The majority of the 75 results did not pertain to MRC. Almost all of the remaining 

records only mentioned MRC in passing, or simply provided a descriptive account of the respite 

service MRC provides. Only one of the results involved an actual study of MRC; an unpublished 

report with the same lead author as the previous MRC study. 

In this study, Briggs, Linford, and Harvey (2012) examined guests’ experiences during and after their 

stay at MRC. Similar to the earlier evaluation, this study examined changes in the suicide risk of 

guests between the beginning and end of their stay at MRC. Again, follow-up interviews were 

conducted to investigate participants’ suicide risk and functioning, between 4-9 months after 

leaving MRC. The study also aimed to uncover key characteristics of MRC guests, including the 

nature of psychosocial challenges confronting these guests upon their arrival at MRC. Finally, the 
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study aimed to clarify which guests benefitted from MRC, which did not, and the reasons for both. 

The study used two qualitative methods to achieve this. It reviewed case notes from 50 consecutive 

guests (over a six-month period) and conducted semi-structured interviews with 12 of those guests. 

Qualitative methods were selected as they enable a nuanced and in-depth examination of 

participants’ subjective experiences, which this study required (Briggs et al., 2012). The gathered 

data were analysed using a grounded theory approach. 

As with the previous evaluation, this study found that most participants reported reduced 

suicidality at the end of their stay. A small proportion (14%) of participants reported no change in 

their suicide risk. The participants who were interviewed months later reported unchanged or 

further reduced suicidal ideation when compared to the end of their stay (Briggs et al., 2012). 

The study provided demographic details of the participants – almost two-thirds were female and 

over half were between 31-50 years old (Briggs et al., 2012). It highlighted common issues 

contributing to participants’ distress: bereavement, relationship breakups, poor mental health, 

social isolation, and childhood sexual abuse (Briggs et al., 2012). However, the study was unable to 

identify common features or patterns among the 14% of participants who reported no reduction 

in suicidality upon departure from MRC. As a result, the findings of this study cannot be used to 

indicate which guests are unlikely to benefit from MRC in terms of reducing their suicidality. 

Whereas the earlier study mentioned “transformational experiences” but did not detail this 

concept much further, Briggs et al. (2012) explored this finding in greater depth. They stated that 

many of the participants not only reported a reduction of suicide risk, they spoke of MRC in highly 

positive terms, viewed MRC as unique, and experienced their stay as having a transformational 

impact, leading to a reappraisal of their lives and restoring their faith in humanity (Briggs et al., 

2012). The participants reporting such an experience were from diverse backgrounds and initially 

presented with varying degrees of suicide risk (Briggs et al., 2012). As a result, the authors were 

unable to develop a ‘profile’ of guests who were likely to have a transformational experience. 

The study did, however, identify factors contributing to this transformational experience. These 

included: the feeling of being looked after physically and emotionally; and being able to talk 

through issues and feel listened to (Briggs et al., 2012). The ability to talk through issues was also 

seen as facilitating self-reflection, strengthened coping skills and the discovery of meaning in recent 

events or circumstances (Briggs et al., 2012). More broadly, participants also attributed positive 
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experiences at MRC to their relationships with staff, relationships that had a normalising and 

engaging effect (Briggs et al., 2012). These positive relationships were aided by the diverse 

backgrounds of staff and the willingness of staff to share their own experiences (Briggs et al., 2012). 

Finally, participants identified the less restrictive nature of MRC and the less risk-averse attitudes 

of staff as beneficial (Briggs et al., 2012). As with the other three studies, the aim of this study was 

not to identify and test explanatory mechanisms. Nonetheless, these inductively derived findings 

appear clearly relevant to the guiding question of this review. 

2.4 Key findings from reviewed studies 

The studies in this review – though few in number – each contain findings of relevance to the 

question, ‘How does respite function to support people in a state of crisis?’ These findings are 

summarised in table 2.4 below. The use of these findings as part of a wider process of abductively 

generating an initial programme theory will be discussed in the methodology and findings chapters. 

Table 2.4 - Relevant findings extracted from the reviewed studies 

Study Findings 

Shattell et al. (2014) 
- The Living Room 

‘Safe harbour’; ‘at home with uncomfortable feelings’;  
‘a helping, no judging zone’. 
 

Heyland and Johnson (2017) 
- The Living Room 

Ability to discuss situation and problem-solve; discuss coping skills; 
knowing service is available as needed; receiving resources; 
facilitating referrals; a warm place to rest. 
 
Reduced distress and deflected ED admissions. 
 

Briggs et al. (2007) 
- Maytree Respite Centre 

Befriending; feeling understood; feeling a sense of relatedness; 
normalisation; self-reflection; calm environment. 
 
Anomic guests; acute guests. 
 
Reduced distress and suicidality; a benign cycle. 
 

Briggs et al. (2012) 
- Maytree Respite Centre 

Physical and emotional care; ability to discuss issues;  
feeling heard; self-reflection; strengthened coping skills;  
discovering meaning in events; positive relationships with staff; 
feeling engaged; normalisation; absence of restrictiveness;  
absence of risk aversion. 
 
Psychosocial stressors. 
 
Reduced distress and suicidality; a transformational experience. 
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2.5 Conclusion 

In this literature review, I examined the few empirical studies that investigate respite as a crisis 

intervention for people experiencing suicidal thoughts and/or acute distress. Findings from these 

studies applicable to the review’s guiding question are summarised above. The following chapter 

complements this literature review with a conceptual review of a number of significant theories.  
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Chapter 3: Conceptual review 

While there is a lack of literature discussing respite as a crisis intervention, there is a large body of 

conceptual literature that explores the issues that an intervention such as Taranaki Retreat (TR) 

aims to address. In particular, crisis theory and theories of suicide focus on the issues of 

psychological distress, suicidality, and the state of crisis, without specifically referring to respite. 

Furthermore, both these fields of theory are underpinned by other theories and models. All of this 

conceptual literature tends to focus more on the origins of distress and suicidality, rather than on 

models of intervention. However, even where models of intervention are not explicitly provided, 

each theory’s explanation of how these issues arise carries implications for how best to respond to 

those issues. As such, rather than answering the question, ‘How does respite help people who are 

suicidal and/or distressed?’,  the theories in this conceptual review address the broader question, 

‘How can we help people who are suicidal and/or distressed?’ 

Within the limitations of this thesis, it is not possible to undertake a systematic review of all 

literature – or even just all theories – pertaining to distress, suicidality, and related interventions. 

This conceptual review is therefore necessarily selective. Crisis theory was prioritised in this review 

because of its direct relevance to the issue of acute distress and the state of crisis. Theories of 

suicide were included because of the emphasis on suicide prevention that crisis interventions such 

as TR have. Though suicide prevention is an element of most forms of crisis intervention, it is not 

the predominant focus in all areas of crisis intervention (e.g., disaster relief). 

As will be further explained in the methodology chapter, the realist evaluation approach of this 

thesis involves developing an initial programme theory about how an intervention works, then 

testing and refining that theory. Existing literature is commonly used in a realist evaluation to 

support the development of the initial theory. More specifically, this literature can help inform the 

expected outcomes of an intervention, along with the key mechanisms thought to generate those 

outcomes, and the contextual factors that appear to influence the operation of these mechanisms 

(Pawson & Tilley, 1997). Beyond simply surveying relevant fields of theory, this chapter aims to 

extract potentially relevant concepts from those theories. The extracted concepts have been 

summarised in tables at the end of each section. In using these concepts to inform an initial 

programme theory of respite as a form of crisis intervention, this thesis can be seen as moving 

these existing theories into new territory.  
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3.1 Crisis theory 

In the introduction chapter, definitions of ‘crisis’ were discussed, along with a description of 

common characteristics of the state of crisis. The emergence of crisis intervention as a distinct field 

of practice was also discussed in that chapter. To recap, crisis theory and crisis intervention initially 

arose in the 1940s from the research and clinical work of Gerald Caplan and Erich Lindemann. 

Caplan (1961) framed the state of crisis as a period of disequilibrium – emotional distress and 

reduced cognitive functioning, resulting in disorganisation and failed attempts at problem-solving 

(Caplan, 1961; Puleo & McGlothlin, 2010). This view of crises as a state of disequilibrium results in 

an approach to crisis intervention that focusses on restoring equilibrium (James & Gilliland, 2017). 

As such, crisis intervention can be distinguished from other short-term interventions such as 

solution-focussed brief therapy. Whereas the latter attempts to address ongoing emotional 

problems in a time-limited manner, crisis intervention focusses on helping people to identify and 

adjust temporary distortions (affective, cognitive, and behavioural), arising from various stressors 

(James & Gilliland, 2017). Caplan (1964) argued that without crisis intervention, a state of crisis may 

evolve into serious mental illness. 

In this section of the conceptual review, I will discuss the key elements of crisis theory in greater 

detail. This includes examining the three factors commonly identified as contributing to a crisis: 

stressors, resources, and interpretations. Approaches to crisis intervention, the desired outcomes 

of this, as well as criticisms of crisis intervention will also be discussed. Note that crisis theory is 

underpinned by a number of other theories and is more a collection of evolving concepts rather 

than a single, definitive theory. 

In addition to identifying key concepts of potential relevance to an initial programme theory, I will 

discuss some of the debates within the crisis theory literature. I will also discuss limitations on the 

relevance of models of crisis intervention to the present study, arguing how and why these existing 

models do not already explain respite as a form of crisis intervention. 

3.1.1 Factors contributing to a crisis 

The factors contributing to a person experiencing a crisis are typically complex and overlapping, 

and as such, cannot be easily captured by linear cause and effect explanations (James & Gilliland, 

2017). Nonetheless, three broad components are widely acknowledged in the literature as 
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contributing to the emergence of a crisis: a stressor event or situation, inadequate resources, and 

how the precipitating event or situation is interpreted (Boss, Bryant, & Mancini, 2016; McKenry & 

Price, 2005; Puleo & McGlothlin, 2010). These components are perhaps most clearly captured by 

Reuben Hill’s ABC-X model of crisis (Hill, 1958). Though this model was developed in the context of 

crises within families, it can equally be applied to individual crises (Puleo & McGlothlin, 2010). In 

this model, it is the interaction between: (A) a provoking stressor event, (B) the family’s (or 

individual’s) resources, and (C) the meaning that the family (or individual) attaches to the stressor 

event, which can result in (X) the state of crisis (Hill, 1958). 

Critiquing this model, McCubbin and Patterson (1983) point out that crises are dynamic (not static) 

and can be exacerbated or alleviated. This observation leads them to suggest a ‘double ABC-X’ 

model of crisis. This ‘doubled’ model conceptualises not only the initial stressor, resources and 

interpretations, but also: any additional stressors that arise during the state of crisis (whether they 

result from or are unrelated to the initial stressor); any newly acquired or fortified resources; and 

any new interpretations or meanings attached to the stressors (McCubbin & Patterson, 1983; 

McKenry & Price, 2005). 

3.1.1.1 Stressors 

The literature contains various attempts to classify the events or situations that, under particular 

circumstances, can trigger individual crises. In the context of a crisis, these events or circumstances 

are more concisely referred to as “stressors” (Callahan, 2009). A number of approaches to 

categorising different types of stressors have been proposed in the literature. Most commonly, 

stressors are placed into three categories: situational, developmental, and existential. Despite 

these distinctions, stressors are not mutually exclusive. People in crisis can be – and often are – 

affected by multiple stressors, within and across these categories (Puleo & McGlothlin, 2010). 

Although classifying stressors by type (e.g., situational, developmental, or existential) is the most 

common approach, others have also attempted to categorise stressors in terms of their source 

(e.g., internal or external), or their severity. 

Situational stressors arise from sudden and unforeseen events, both natural and human-made 

(James, 2016). As a result of their unpredictability, situational stressors often cannot be controlled 

or prepared for (Callahan, 2009). The unpredictability of these events also has a key role in the 

associated negative interpretations of the event (James & Gilliland, 2017). Their suddenness and 
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acuity places high demands on a person’s resilience (Yeager & Roberts, 2016). Examples of such 

events may include physical illness or injury, sexual assault, the death of a loved one, job loss or a 

natural disaster (J. Walsh, 2013). It is important to note, however, that the occurrence of such 

events often does not trigger a state of crisis (Callahan, 2009). Though it seems apparent that 

extreme events are more likely to trigger a crisis than non-extreme events, the literature generally 

avoids attempting to quantify the severity of these events. This approach seems consistent with 

the subjective nature of crises. However, James and Gilliland (2017) require, without explanation, 

that the term situational stressors only apply to extreme and catastrophic events. Beyond the 

ambiguity of what counts as “extreme” or “catastrophic”, it is unclear how these authors would 

describe a non-catastrophic, yet sudden and unexpected event that triggered a state of crisis. 

Developmental stressors arise from normal and predictable developmental transitions in life 

(Callahan, 2009). The concept of developmental stressors draws from developmental theory and 

Erik Erikson’s stages of psychosocial development (Erikson, 1963). Developmental theory proposes 

that there are distinct and universal stages in human development. Failure to progress through 

these stages, and a conflict between the desires of an individual and the expectations of society, 

can generate a state of crisis (Erikson, 1963). Some examples of life transitions that may trigger 

distress include adolescence, preparing for adulthood, becoming a parent, aging, and retirement 

(Boss et al., 2016; Erikson, 1968).  Once again, the majority of people pass through developmental 

stages without experiencing a crisis (Callahan, 2009). However, some people may interpret these 

changes as a threat or a loss, and lack the resources (social supports or coping skills) to negotiate 

the associated challenges (J. Walsh, 2013). 

Lastly, existential stressors arise from internal questions and conflicts pertaining to one’s own 

existence and identity (James & Gilliland, 2017). This includes uncertainty around (or challenges to) 

one’s sense of purpose in life, sense of independence, or commitments (James, 2016). This inner 

turmoil may challenge a person’s values and belief systems, further contributing to their distress 

(J. Walsh, 2013). Feelings of regret are also common during existential distress (James & Gilliland, 

2017). Existential stressors may occur in conjunction with situational or developmental stressors. 

But they are distinct in that the origins of distress are existential issues arising from the sudden 

event or the life-stage transition, rather than directly from negative interpretations of the event or 

transition itself. For example, a person may interpret the loss of a job as a threat (situational 

stressor), or the job loss could also contribute to feelings of purposelessness (existential stressor). 
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In the early stages of crisis theory, Caplan (1964) specified only two types of stressors: hazardous 

events (situational stressors) and normal life transitions (developmental stressors). Later 

researchers and practitioners in the field of crisis intervention noted that people can also 

experience crises specifically associated with existential issues (J. Walsh, 2013). While there is 

consensus in the literature regarding the first two types of stressors, some accounts still exclude 

existential stressors. Generally this is done without providing reasons for the exclusion, however, 

some writers do attempt a justification. For example, Callahan (2009) excludes existential stressors 

and asserts that a crisis can only be considered a crisis where it is precipitated by an external event. 

He does not appear to defend this position further, however. As discussed in the introduction 

chapter, the definition of a crisis incorporates stressors as a key antecedent. The claim that this 

must be limited to stressors that are external, observable events appears arbitrary. Without clear 

reasoning to support this exclusion, a more logically consistent stance is that any stressor event or 

situation that plays a key role in triggering a state of crisis – regardless of whether that stressor is 

external or internal, tangible or intangible – should be included. 

3.1.1.2 Resources 

In the context of a crisis, ‘resources’ refer to the internal coping skills and the external social 

supports that an individual or group possesses. Inadequate resources contribute to the emergence 

of a crisis. Conversely, when coping skills and social supports are sufficiently strong, people are able 

to manage the challenges associated with a stressor and are less likely to perceive this event or 

circumstance as a threat (Puleo & McGlothlin, 2010). Some resources may be available to a person 

prior to a crisis, and other resources can be acquired during the crisis itself (Puleo & McGlothlin, 

2010). Adequate existing resources can therefore prevent a state of crisis, while acquired or 

reinforced resources can help resolve a crisis. 

Coping encompasses any attempt – behavioural or cognitive – to manage the demands of stress 

(Folkman, 2009; McKenry & Price, 2005). As coping refers to the attempt and not an outcome, it 

includes attempts that are ultimately unsuccessful (Pearlin & Schooler, 1978). J. Walsh (2013) 

observes two perspectives on coping: first, as an acquired personality trait used to defend against 

perceived threats; and second, as a transient state that changes depending on context. He further 

points out that these two perspectives can be integrated by viewing coping as a general defensive 

style that nonetheless adjusts in different contexts (J. Walsh, 2013). 
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Stressors may present such demands to a person that the standard coping skills they employ for 

everyday stress are insufficient, and the person instead attempts other methods of coping that they 

do not normally use (Yeager & Roberts, 2016). Given that the state of crisis entails acute emotional 

distress to the extent of functional impairment, and that coping is the attempt to manage the 

demands of stress, the presence of a crisis necessarily indicates that one’s coping skills (both the 

initial skills and the non-standard skills) are inadequate for adaptation to the stressor event or 

circumstances (Callahan, 2009). Though true by definition, this observation should be paired with 

an awareness of the extreme demands certain stressors place on coping skills, along with an 

understanding of the role of inadequate social supports in the emergence of a crisis. 

Coping skills can be directed towards changing a problematic situation or towards changing one’s 

responses to a situation (D. L. Green, Choi, & Kane, 2010). The type of coping skills a person employs 

will therefore depend on whether they view the confronting situation as one that they can alter 

through their actions. Changing a problematic situation (problem-solving) can either be an active 

process – in which the person in distress initiates these attempts; or it can be passive – where the 

person relies on other people or external events to resolve the issue (Quiñones, Jurska, Fener, & 

Miranda, 2015). Attempts to change one’s responses to a situation either aim to change one’s 

interpretation of that situation (e.g., reappraisal, detachment, denial, or avoidance), or they can 

aim to modify emotions (e.g., through emotion regulation skills, substance abuse, or self-harm) 

(Linehan, 1993; J. Walsh, 2013). 

While coping skills affect whether or not a state of crisis will occur, they are, in turn, also often 

affected by a crisis. In some cases, a state of crisis can result in strengthened coping skills that allow 

adaptation to the present stressor and create greater resilience in the face of future stressors 

(Puleo & McGlothlin, 2010). Such growth is often facilitated by the crisis itself. Alternatively, certain 

coping skills (such as substance abuse or self-harm) employed during a crisis can result in 

maladaptation to the stressor, which generates additional stress (Puleo & McGlothlin, 2010). 

Social support is the ‘external’ dimension of resources in that it involves the provision of resources 

by others. This support can help a person in crisis meet the practical and emotional challenges 

associated with a crisis, as well as bolster coping skills, and influence interpretations of the stressor 

(Caplan, 1989; James, 2016). 
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Makarios and Livelsberger (2012) note three important characteristics of social support. First, the 

support can be either perceived or actual (Makarios & Livelsberger, 2012). Even the anticipation of 

social support (or the fear of a lack of support) can influence a person’s decision-making and 

behaviour (Makarios & Livelsberger, 2012). Second, social support can be either instrumental or 

expressive (Makarios & Livelsberger, 2012). Instrumental support fulfils a particular purpose and 

includes material support (e.g., food, clothing, and shelter) and informational support (i.e., advice) 

(Haslam, Reicher, & Levine, 2012). By contrast, expressive support treats interpersonal 

relationships as inherently beneficial in that they provide emotional support, reaffirmation of self-

worth, and a sense of connectedness (Cullen, 1994; Lakey & Orehek, 2011). The third characteristic 

that Makarios and Livelsberger (2012) note is that social supports can exist from a ‘micro’ level 

(e.g., friends, family, neighbours, and colleagues) through to a ‘macro’ level (e.g., community or 

charitable organisations, and national welfare agencies). Ideally, a person has support systems in 

different arenas so that they are supported in various aspects of their life (J. Walsh, 2013). 

3.1.1.3 Interpretations 

The third factor commonly identified as contributing to the emergence of a crisis is one’s 

interpretation of the precipitating event or circumstances. Within the crisis intervention literature, 

the word ‘perception’ is more commonly used to describe this factor. However, ‘interpretation’ is 

the more accurate term because the factor refers to the beliefs and understandings that form 

around an event, not to the literal perception of the event. The phrase ‘meaning attached to’ is also 

frequently used in the literature. However, I would argue that meaning and significance are a 

narrower form of interpretation. It is possible to interpret an event in a certain way without 

attaching an underlying meaning to that event. The broader term ‘interpretation’, therefore,  

seems most appropriate. 

As mentioned at the beginning of this discussion about crisis theory, the crisis intervention 

literature contains numerous reminders that, in this context, the word crisis refers to the state of 

disequilibrium; it does not refer to the triggering event. One’s interpretation of a triggering event 

is central to the process of an event resulting in a state of crisis. Rapoport (1962, p. 213) 

conceptualised different interpretations of a triggering event – proposing that the difficulties 

associated with that event could be interpreted as either a threat, a loss, or a challenge. These 

different interpretations influence a person’s emotional and behavioural responses and 

consequently contribute to whether or not the person enters a state of crisis. The responses 
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associated with the interpretations of threat, loss, and challenge are, respectively, anxiety, 

depressed mood, and mobilisation of resources (Rapoport, 1962). From a different perspective, 

Caplan (1964, p. 39) suggested that for a person in a state of crisis, the triggering event was 

interpreted as endangering the satisfaction of a fundamental need. 

In addition to conceptualising these interpretations, the literature identifies various factors thought 

to influence how an event or situation will be interpreted. First, ambiguity or uncertainty regarding 

the triggering event can influence how it is interpreted (Puleo & McGlothlin, 2010). A lack of 

information would seem to have the potential to either intensify or diminish the interpretation of 

a situation as a threat. Second, the perceived resolvability of the triggering event or situation will 

also influence how it is interpreted (Callahan, 2009). Finally, a person’s cultural values or religious 

beliefs may play an important role in shaping how the difficulties associated with a triggering event 

are interpreted (Puleo & McGlothlin, 2010). 

3.1.2 Crisis intervention 

Crisis theory provides a rationale for a form of intervention that is prompt, time-limited, and 

focussed on a limited number of immediate issues (Golan, 1978; Yeager & Roberts, 2016). Some of 

the issues that confront a person in crisis (whether those issues are long-term or arose suddenly) 

may require long-term support beyond the scope of crisis intervention (James & Gilliland, 2017).  

In comparison to mental health interventions and traditional counselling, crisis intervention is often 

less structured (i.e., interactions can be sudden and of variable duration), and occurs in less formal 

settings (Puleo & McGlothlin, 2010; Yeager & Roberts, 2016). The level of distress, disorganisation, 

and risk associated with a state of crisis also results in crisis intervention practitioners generally 

taking a more assertive role than is used in traditional counselling (J. Walsh, 2013). 

It is often noted in the crisis intervention literature that the Chinese word for crisis (in both 

Mandarin and Cantonese) consists of two characters - the first character translates as “danger” and 

the second as “opportunity” (Aguilera, 1998). Similarly, a state of crisis often presents a danger 

(including the danger of suicide) and an opportunity for positive change (James & Gilliland, 2017). 

The catalyst for this opportunity is a combination of hope and the pain of acute distress (Yeager & 

Roberts, 2016). Through this combination, people are often more receptive to help during a state 

of crisis than at other times (J. Walsh, 2013). 
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3.1.2.1 Approaches to crisis intervention 

Approaches to crisis intervention can best be understood with reference to the factors contributing 

to a crisis. In particular, internal resources, external resources, and interpretations appear in the 

literature as key targets. Crisis interventions, therefore, primarily aim to promote internal 

resources, provide external resources, and challenge distorted and harmful interpretations. These 

three approaches can occur together. Their application should only depend in part on the design 

of the crisis intervention. Ideally, the approach is guided more by the needs, preferences, and level 

of disorganisation of the person in crisis. 

An emphasis on interpretations relates closely to the cognitive model of crisis intervention.  Within 

this model, crises – even those involving material deprivation – are seen as being based on faulty 

thinking regarding the triggering events (J. S. Beck & Beck, 1995; James, 2016). Therefore, the goal 

in this approach to crisis intervention is to help the person in crisis to become aware of and change 

those faulty beliefs (James, 2016). Through this approach, crisis intervention can promote hope, 

reassurance, a fresh perspective, and a sense of purpose regarding the triggering events (Caplan, 

1990; Yeager & Roberts, 2016). J. Walsh (2013) points out, however, that care needs to be taken in 

the assessment of a thought as ‘faulty’. This includes examining the logic behind these thoughts, 

any supporting evidence, the presence of alternative explanations, and the influence of cultural or 

religious beliefs (J. Walsh, 2013). 

An emphasis on coping skills (internal resources) is related to cognitive and behavioural models of 

intervention (Thyer & Wodarski, 2007). Cognitive theory and behaviour theory are often combined 

in crisis intervention (Dattilio & Freeman, 2007). Cognitive interventions focus on developing new 

ways of thinking – namely, changing thoughts that are irrational and self-defeating into thoughts 

that are rational and self-enhancing (James, 2016). Behavioural interventions reinforce these new 

thought patterns with new behaviours (J. Walsh, 2013). These interventions are typically task-

orientated and highly structured (Dattilio & Freeman, 2007). As discussed, coping skills can either 

be directed towards changing a problematic situation or changing one’s response to a situation. 

Consequently, interventions that are focussed on coping skills can either promote skills such as 

problem-solving, assertiveness and communication techniques, or they can promote emotion 

regulation and stress-management techniques (Dattilio & Freeman, 2007; J. Walsh, 2013). 
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Finally, an emphasis on social support (external resources) appears most closely related to the 

psychosocial model of intervention (Woods & Hollis, 2000). This model acknowledges that crises 

are not only caused by internal psychological factors, but also social or environmental factors 

(James & Gilliland, 2017). This model therefore aims to identify and resolve not only internal issues, 

but external issues as well. This can involve directly providing material support. It also often 

involves quickly mobilising both natural supports (such as family and friends) and formal supports 

(such as health professionals) where appropriate (Caplan, 1990; James, 2016). Natural supports are 

generally considered preferable as they promote a greater sense of normalcy and also because 

formal supports tend to be more limited (J. Walsh, 2013). 

These approaches to crisis intervention have been applied to numerous contexts, including: natural 

disasters, terror attacks, domestic violence, sexual assault, substance abuse, and suicide prevention 

(Cutler et al., 2013; Kanel, 2018). Reflecting the many different fields in which crisis intervention is 

used, as well as the development of crisis intervention over time, there are numerous practice-

based field models of crisis intervention. Examining these field models individually will not benefit 

this conceptual review for two reasons. First, they primarily serve to provide step-by-step guidance 

to practitioners, rather than to illuminate potential mechanisms, contextual factors, or outcomes. 

Second, the field models describe clinician-based interventions, and do not envisage a form of   

crisis intervention (such as respite) that is not centred on the relationship between a clinician and 

a client. 

Although I will not discuss individual practice-based field models, it is worth noting that they share 

many overlapping elements. Typically, these field models guide practitioners to: establish rapport; 

assess the crisis situation; provide practical and/or emotional support; explore alternative 

resources and/or interpretations; make a longer-term treatment plan; gain commitment to 

implement the plan; and make follow-up contact (James & Gilliland, 2017; Roberts & Ottens, 2005). 

In these field models, ensuring the safety of the person in crisis also remains a priority throughout 

the entire intervention (James & Gilliland, 2017). 

3.1.2.2 Outcomes of crisis intervention 

A potential outcome of a state of crisis is immobilisation – where the person in crisis makes harmful 

adjustments to their situation (e.g., long-term substance abuse) and this maladaptation keeps them 

in a chronic state of distress (James & Gilliland, 2017; J. Walsh, 2013). Another potential outcome 
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of a crisis is death by suicide. Crisis interventions aim to prevent such outcomes. In the literature, 

two ‘levels’ of crisis intervention treatment goals are often identified. First is restoring equilibrium 

and second is facilitating growth (Rapoport, 1970; Yeager & Roberts, 2016). Rapoport (1970) 

viewed the restoration of equilibrium as the minimal goal and the facilitation of growth as optimal. 

Arguably, the outcome of crisis intervention will depend as much, if not more, on the circumstances 

and capacities of the person in crisis, than on the design of a crisis intervention. Nonetheless, the 

treatment goals of any particular crisis intervention are significant. 

Restoring equilibrium involves returning to a ‘pre-crisis’ state of emotional stability and functioning 

(Golan, 1978). This also reduces any risk issues (such as the risk of suicide) associated with the state 

of crisis (James, 2016). Facilitating growth involves not only the restoration of equilibrium, but also 

the development of new coping skills, social supports, and new ways of thinking about stressors 

(James, 2016; Rapoport, 1962). This growth beyond equilibrium to the long-term acquisition of new 

resources and interpretations is referred to as adaptation, and is important in protecting against 

future crises (Puleo & McGlothlin, 2010). Perhaps influenced by psychodynamic theory, Rapoport 

(1962) stated that this growth also involves connecting the recent distress with past experiences. 

Existential theorists such as Viktor Frankl (1986) argued that clinicians should aim to facilitate 

growth through distress, rather than simply restore equilibrium. While this is clearly the more 

optimal goal, the question is how achievable this is within the time-limited framework of crisis 

intervention. 

In addition to these two levels of treatment goals, there is also discussion in the literature about 

the extent to which crisis intervention should look beyond the individual (or group) in crisis to 

address wider social issues (Cutler et al., 2013; Yeager & Roberts, 2016). Social inequalities can 

contribute not only to inadequate social supports (external resources), but to the initial stressors 

themselves. Addressing crises in full would therefore seem to also involve changing these 

problematic social structures. However, the question of whether this is beyond the time-limited 

scope of crisis intervention once again arises. Where there are structural issues contributing to 

crises, the ideal approach appears to be social policy initiatives running in parallel with frontline 

crisis intervention services (James, 2016). 
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3.1.2.3 Criticisms of crisis intervention 

The literature presents several broad criticisms of crisis intervention. First, cultural considerations 

are often seen as being overlooked in this field (James & Gilliland, 2017). Conceptualisations of the 

state of crisis itself – or of factors such as developmental stressors – are framed in a universalised 

and somewhat rigid way, with little consideration of cultural factors (Canada, Money, Annandale, 

Fischer, & Young, 2007). The lack of attention to cultural differences and cultural knowledge places 

the field of crisis intervention at risk of being, at times, culturally inappropriate (J. Walsh, 2013). 

Potentially related to this first criticism, there is also a concern that crisis interventions tend to 

default towards a focus on working with individuals in crisis, rather than working with families or 

wider social groups (J. Walsh, 2013). 

The literature also contains criticisms of a particular approach to crisis intervention, known as 

critical incident debriefing. This approach focuses on early intervention (i.e., before a crisis has 

necessarily arisen) and the debate surrounding this approach raises the issue of how proactive  

crisis interventions ought to be in working with people who have experienced a potentially 

distressing event. Critical incident debriefing encourages people to recount their perceptions, 

emotions, and thoughts during a recent critical incident (J. Miller, 2004). It has not only been 

criticised as ineffectual, studies also suggest that debriefing may interrupt natural coping skills 

(Seely, 2007) and that participants in this form of crisis intervention are in fact more likely to exhibit 

symptoms of post-traumatic stress disorder at a later point (Lilienfeld, 2007). 

Finally, this thesis also presents criticisms of current approaches to crisis intervention. These 

criticisms will be taken up in the discussion chapter, but as a brief overview, I will argue that models 

of crisis intervention currently appear to emphasise formal services provided by trained health 

professionals, while overlooking the role of non-professional volunteers (i.e., to view such 

volunteers merely as a useful addition, rather than as bringing unique advantages). Related to this, 

I will also argue that models of crisis intervention appear to focus exclusively on ‘clinician-client’ 

approaches, centred around the (usually assertive) role of an ‘interventionist’. Services such as 

Taranaki Retreat, while still depending heavily on the input of staff and volunteers, appear to 

demonstrate that positive outcomes for people in crisis can be achieved without an interventionist 

actively challenging distorted interpretations or promoting the development of new resources. 

Respite itself (rather than an active interventionist) can potentially facilitate crisis resolution. 
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3.1.3 Concepts of potential relevance 

The potentially relevant concepts that emerged from this review of crisis theory have been 

summarised in table 3.1 below. Given that current models of crisis intervention do not contemplate 

respite, and are instead focussed on clinician-based interventions, this thesis seeks to extend these  

concepts into the ‘new territory’ of respite as a crisis intervention. 

Table 3.1 - Potentially relevant concepts from crisis theory 
 

Disequilibrium (emotional distress and disorganisation) 
 
Stressors (situational, developmental, and existential) 
 
Crisis state as a danger and opportunity; receptive to support 
 
 
Internal resources / coping skills  
- problem-solving (active or passive) 
- changing responses to problem (modify emotions or interpretation of situation) 
- cognitive & behavioural model: promote coping skills 
 
External resources / social supports 
- perceived or actual support 
- instrumental or expressive support 
- micro-level to macro-level support 
- psychosocial model: boost social supports (natural and formal) 
 

Interpretations 

- threat, loss, or challenge 
- endangered satisfaction of a fundamental need 
- influences: uncertainty, perceived resolvability, cultural values, religious beliefs 
- cognitive model: change faulty and unhelpful interpretations 
 
 
Immobilisation (via maladaptation) 
 
Restore equilibrium (minimal) 
- ‘pre-crisis’ emotional stability & functioning; reduce risk 
 
Facilitate growth (optimal) 
- equilibrium plus adaptation (new resources, new interpretations) 
- connecting the recent distress with past experiences 
 
Address social inequalities / problematic social structures 
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3.2 Theories of suicide 

Explanations of suicide have been offered from philosophical, sociological, psychological, and 

biological perspectives. Philosophical accounts of suicide span well over two millennia (Cholbi, 

2011). Sociological theories can be traced back to Emile Durkheim’s innovative book, On Suicide, 

published in 1897 (Makinen, 2009). Psychological and biological theories of suicide began to 

emerge throughout the 20th Century (Selby, Joiner, & Ribeiro, 2014). In this conceptual review, I 

will focus on psychological theories of suicide. Biological theories are not included in this review for 

the reason that TR is not a biomedical intervention, and such theories would not help explain how 

TR works. Similarly, sociological theories are not included because TR does not function by 

implementing changes at the level of wider society. Finally, an analysis of philosophical or moral 

explanations of suicide – though potentially interesting – would not align with the realist evaluation 

aim of developing a testable programme theory. 

Before proceeding with the review of psychological theories, however, it is worth quickly noting 

Durkheim’s sociological theory as this was very influential, and elements of the theory can be seen 

in psychological theories. Using two criteria – social integration and moral regulation – Durkheim 

suggested that there are four types of suicide resulting from the two extremes of each criterion. 

Low social integration led to ‘egoistic’ suicides; high social integration led to ‘altruistic’ suicides;  

low moral regulation led to ‘anomic’ suicides; and high moral regulation led to ‘fatalistic’ suicides 

(Durkheim, 1951). The major flaw in this theory is its inability to account for individual variations in 

suicidality (or the lack thereof) within a single society, even where individuals face similar levels of 

social integration or moral regulation (Selby et al., 2014). 

In this section of the conceptual review, I will examine three psychological theories of suicide that 

are prominent in the suicide literature and that contain concepts of potential relevance to an initial 

programme theory for TR. These three theories are: psychache theory, interpersonal theory of 

suicide, and the multidimensional theory of suicide. It is beyond the scope of this chapter to provide 

a comprehensive review of every psychological theory of suicide. Two psychological theories of 

suicide that are also prominent in the literature, yet excluded from this review, are escape theory 

and hopelessness theory. 

Escape theory was excluded due to its limited relevance to an initial programme theory. Rather 

than examining underlying mechanisms that may explain how a suicide occurs, this theory focusses 
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more on when a suicide occurs. It describes a sequence of thoughts and emotions leading up to a 

suicide attempt: feelings of failure; guilt; self-blame; depression and anxiety; a narrow perspective 

of one’s situation; and then reckless behaviour, which may culminate in a suicide (Baumeister, 

1990). In contrast, hopelessness theory does present an underlying mechanism to explain 

suicidality – however, this mechanism is contained within another comprehensive theory. As its 

name suggests, hopelessness theory argues that overwhelming hopelessness is the primary 

mechanism generating suicidal actions (Weishaar & Beck, 1992). Though this mechanism is 

potentially relevant to a programme theory of TR, it is already encompassed by the interpersonal 

theory of suicide. Hopelessness theory was therefore excluded to avoid unnecessary repetition. 

The following review of the theories of suicide will be relatively concise, for two reasons. First, the 

main objective is to identify and summarise key concepts within each theory that are of potential 

relevance to a programme theory of TR. Though criticisms of each theory, particularly the 

interpersonal theory of suicide, are presented, providing an in-depth critique of each theory is not 

the goal in this chapter. Second, these theories of suicide are examined in less detail than crisis 

theory was in the preceding section because this thesis is foremost attempting to explain whether 

and how respite helps to resolve a state of crisis (rather than primarily attempting to explain how 

respite may prevent suicides). Though there appears to be a clear relationship between a state of 

crisis and suicidality, and though many of TR’s guests experience suicidal ideation, TR is not 

exclusively a suicide prevention initiative. This is evidenced by the fact that they accept referrals 

from people who are in a state of crisis but not experiencing suicidal thoughts. In this context, 

suicidality is secondary to the issue of the state of crisis. 

3.2.1 Psychache theory 

Edwin Shneidman (1993) proposed that the key mechanism prompting suicidality is intense 

psychological pain, which he referred to as ‘psychache’. Influenced by Henry Murray’s theory of 

personality – which emphasises the role of unique combinations of psychological needs in shaping 

individual personalities (Murray, 2008) – Shneidman (1993) suggested that each individual has two 

sets of needs: modal and vital. Modal needs are experienced on a daily basis, whereas vital needs 

are those needs that a person focusses on during periods of stress (Shneidman, 1998).  Shneidman 

theorised that psychache arises in an individual as a result of unfulfilled or frustrated vital needs 

(Gunn III, Roseman, & Shukusky, 2016). Shneidman (1996) further suggested that most suicides 

could be attributed to unmet vital needs experienced in five forms: thwarted love, acceptance, or 
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belonging; excessive helplessness; damaged self-image; damaged relationships; and excessive 

anger and hostility. 

Thresholds for psychache are seen as variable from person to person, and when psychache nears a 

person’s threshold, suicide emerges as a viable means of resolving this overwhelming pain 

(Shneidman, 1993). As other options for alleviating this pain are seen to dwindle, the person 

experiencing psychache increasingly views suicide as the only remaining option and a serious 

suicide attempt becomes more likely (Shneidman, 1996). As in crisis theory, psychache theory 

considers the presence or absence of a sense of meaning and adequate coping mechanisms as 

additional factors that are important in influencing outcomes (Shneidman, 1993). 

Psychache theory has support from a number of empirical studies (Patterson & Holden, 2012; 

Troister & Holden, 2010) and has had a significant conceptual influence on other theories of suicide, 

as well as a practical influence on the field of suicide prevention (Barzilay & Apter, 2014). At the 

practical level of suicide prevention, the implication of psychache theory is that these initiatives 

should focus on reducing psychache (Shneidman, 1996). This can be done by helping the person 

address their unmet needs (Shneidman, 1996), or presumably by providing alternative and safe 

options for alleviating psychache. 

At a conceptual level, the identification of psychache as the key mechanism prompting suicidality 

enables some level of differentiation between suicide and depression, thus helping to avoid the 

automatic pathologizing of suicide (Selby et al., 2014). In using this mechanism, psychache theory 

(unlike other theories of suicide) also avoids the concept of ‘the desire to die’, along with the more 

specific concept of ‘the desire for suicide’. Rather than the suicidal person desiring death or suicide, 

psychache theory asserts that they actually desire an end to the intense pain they are experiencing 

(Shneidman, 1993). Suicide is seen as the means of achieving this, rather than as a desired outcome 

in itself. Two key criticisms of psychache theory are: first, that the concept of psychache (the 

thoughts and emotions it entails) is not defined clearly enough; and second, that psychache does 

not appear to be a sufficient cause as people may experience psychache yet not become suicidal 

(Barzilay & Apter, 2014). 
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3.2.2 Interpersonal theory of suicide 

Interpersonal theory emphasises the role of interpersonal relationships in understanding human 

development and psychological distress (Evans, 2017; Sullivan, 2013). Applying this to the 

phenomena of suicide, the interpersonal theory of suicide presents three broad risk factors to 

explain suicidality: thwarted belongingness, perceived burdensomeness, and acquired capability 

(Joiner, 2005). Combined, the first two factors are seen as motivating suicidality: i.e., they generate 

a ‘desire for suicide’ (Van Orden et al., 2010). The third factor explains the translation of this desire 

into suicidal plans and actions. Each of the three factors consists of two components that I will 

briefly describe here. Figure 3.1 (below) presents a useful visual summary of the key components 

of this theory provided by Van Orden et al. (2010, p. 588).  

The risk factor ‘thwarted belongingness’ refers to the feelings associated with a person’s 

interpretation that they lack (or have lost) meaningful connections with others (Joiner, 2005). 

Thwarted belongingness has two components: loneliness – feeling disconnected from other 

people; and the absence of reciprocal care – feeling that there is both no one to be supported by 

and to support (Van Orden, Cukrowicz, Witte, & Joiner, 2012). The risk factor ‘perceived 

burdensomeness’ refers to a person’s subjective interpretation that they not only fail to contribute 

to society, but further, are a burden to those around them (Joiner, 2005). Perceived 

burdensomeness also consists of two components: liability – the belief that one’s continued 

existence is detrimental to others, and that one’s death would therefore benefit others; and         

self-hate – which consists of low self-esteem, self-blame, and shame, along with mental agitation 

(Van Orden et al., 2012). 

Finally, the risk factor ‘acquired capability’ refers to the ‘capability’ to make a lethal or near-lethal 

suicide attempt (Joiner, 2005). Like the other two risk factors, acquired capability consists of two 

components, which are: reduced fear of death and increased tolerance of physical pain (Van Orden 

et al., 2010). Acquired capability develops through repeated exposure and acclimation to physical 

pain (often by way of self-harm), as well as repeated exposure to fear-inducing life events (Van 

Orden et al., 2010). Although this factor of acquired capability appears to be stated more explicitly 

in this theory than in other theories of suicide, theorists such as Edwin Shneidman and Antoon 

Leenaars discussed the concept of lethality (intention to attempt suicide) as distinct from 

perturbation (degree of distress). They point out that ultimately it is lethality, not perturbation, 

that converts suicidal ideation into suicidal actions (Leenaars, 2004; Shneidman, 1993). 
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Figure 3.1 - Interpersonal theory of suicide 

 
 
 
 
Various components within the interpersonal theory of suicide generate four different hypotheses. 

These hypotheses are represented by “H1”, “H2”, “H3”, and “H4” in figure 3.1 above. To 

summarise, the first hypothesis (H1) holds that thwarted belongingness and perceived 

burdensomeness are each proximal and sufficient causes of passive suicidal ideation: the 

sentiment, “I wish I was dead” (Van Orden et al., 2010, p. 581). The second hypothesis (H2) states 

that when a person experiences these two mechanisms together and perceives them as unchanging 

(i.e., the person believes that there is no hope that they will change), this is a proximal and sufficient 

cause of active suicidal desire: “I want to kill myself” (Van Orden et al., 2010, p. 581). The third 

hypothesis (H3) contends that when a person has an active suicidal desire, coupled with a lowered 

fear of death, this serves as the condition under which the desire becomes suicidal intent (Van 

Orden et al., 2010, p. 581). Finally, the fourth hypothesis (H4) asserts that lethal or near lethal 

suicide attempts are most likely when a person has an active suicidal desire combined with both 

lowered fear of death and increased tolerance of physical pain (Van Orden et al., 2010, p. 581). 

from Van Orden et al. (2010, p. 588) 
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The interpersonal theory of suicide has become highly popular in the field of suicide research 

(Hjelmeland & Knizek, 2020). Various empirical studies (Barzilay et al., 2015; Christensen, 

Batterham, Soubelet, & Mackinnon, 2013; Mandracchia & Smith, 2015), as well as systematic 

reviews and meta-analyses (Chu et al., 2017; Stewart, Eaddy, Horton, Hughes, & Kennard, 2017) 

largely support this theory. The three key risk factors identified in this theory carry implications for 

suicide prevention initiatives. In particular, they suggest that interventions should aim to target 

thwarted belongingness and perceived burdensomeness (Van Orden et al., 2010). Acquired 

capability is considered more difficult to address because it develops gradually, through the course 

of a person’s past experiences (Van Orden et al., 2010). 

3.2.2.1 Criticisms of interpersonal theory of suicide 

Despite its popularity, the literature contains some critiques of the interpersonal theory of suicide. 

Hjelmeland and Knizek (2020) strongly criticise the theory and its prominence in the literature. 

Their central complaint is that the theory frames suicide as an internal phenomenon and ignores 

wider contextual factors, leading them to suggest that the theory would more appropriately be 

called the intrapersonal theory of suicide (Hjelmeland & Knizek, 2020). They see this focus on 

internal factors as particularly evident in the theory’s emphasis on “perceptions”: e.g., perceived 

burdensomeness (Hjelmeland & Knizek, 2020). The authors point out that for many suicidal people, 

the issues confronting them (including burdensomeness and a lack of belonging) are not just 

perceptions, they are a reality (Hjelmeland & Knizek, 2020). They further argue that some suicidal 

people will therefore find the emphasis on perceptions invalidating, as it entails not taking a real 

situation seriously (Hjelmeland & Knizek, 2020).  

This criticism appears flawed. The role of external factors in increasing the risk of suicide has been 

exhaustively demonstrated in empirical studies. When discussing theory, however, the key issue is 

how these external factors contribute to suicidality. It is difficult to comprehend how any external 

factor can directly affect distress and/or suicidality, independent of perceptions (or interpretations, 

to be more precise). Doing so would appear to involve the claim that external events have some 

direct psychic effect. More plausible explanations of how external events contribute to distress and 

suicidality would seem to invariably rely upon subjective perceptions and interpretations. 

Emphasising the role of interpretations does not – and should not – involve a denial of real events. 

It is merely the acknowledgement that of the two ingredients (reality and interpretation), the latter 
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is the pivotal factor when it comes to understanding suicidality and/or distress. Take, for example, 

a situation where a person is ostracised by others and is actually perceived by others as a burden, 

yet the person remains oblivious to both of these real events (i.e., the person does not perceive or 

interpret the real situation accurately). It would be difficult to accept the claim that this reality will 

nonetheless contribute to suicidality, independent of the person’s interpretations. Furthermore, 

the emphasis on interpretations reflects the fact that these interpretations can affect suicidality 

and/or distress even when these interpretations do not align with real events. For example, it is 

conceivable that a person may interpret themselves to be burdensome to others, even when this 

is not the case. As long as this misinterpretation remains, the reality of the situation will not shield 

the person from the impact this interpretation could have on their suicidality. 

Hjelmeland and Knizek (2020, p. 170) also argue that thwarted belongingness and perceived 

burdensomeness cannot exist simultaneously, asking, “If you think no one cares about you, how 

can you perceive to be a burden (to them/whom)?” This appears to be a limited and uncharitable 

interpretation of thwarted belongingness and perceived burdensomeness. It is quite possible to 

imagine a person who interprets themselves as lacking any meaningful connections or reciprocally 

caring relationships, yet at the same time believes that their existence is emotionally or financially 

burdensome to other people (people who are additionally perceived as uncaring). 

Finally, Hjelmeland and Knizek (2020) argue that the interpersonal theory of suicide is too simplistic, 

as a person may experience additional issues that contribute to their suicidality. This leads them to 

criticise the theory for providing a universalised account of suicide that overlooks these issues.  

They also challenge the theory’s mention of “proximal causes of suicidal desire” (Van Orden et al., 

2012, p. 197), stating that the concept of causation is problematic when applied to suicide  

(Hjelmeland & Knizek, 2020, p. 177). These criticisms appear to be directed at theory in general, 

rather than towards this specific theory. Theories are necessarily simplified and generalised 

accounts of phenomena. No theory will fully capture the nuance of the phenomenon it aims to 

explain. If a theory is thought to overlook important abstracted mechanisms, this would be grounds 

to offer an alternative theory. Also, removing all references to causality from a theory would 

arguably diminish its value. Instead of dismissing the concept of causality entirely, an alternative 

approach (from a realist perspective) is to explore whether a generative model of causality – rather 

than a successionist model – is better suited for explaining phenomena such as suicide. This 

alternative approach of generative causality will be discussed in the methodology chapter. 
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Though Hjelmeland and Knizek’s critique of the interpersonal theory of suicide does not appear 

very convincing, I would argue that there are several other flaws in this theory. First, it does not 

explain how thwarted belongingness and perceived burdensomeness cause passive suicidal 

ideation. This issue remains even with the various elaborations on these concepts (loneliness, lack 

of reciprocal care, self-hate, and liability). Second, as mentioned in the discussion of psychache 

theory, the concept of desiring death (whether passively or actively) appears questionable. Is it 

possible to desire self-destruction? Even if it is possible, is this actually what a suicidal person 

desires, as opposed to desiring an end to pain? The distinction between a desire for suicide and a 

desire to end pain is not simply semantic. Either the desire is for something new to occur (death or 

suicide), or the desire is for the removal of something that already exists (distress or pain). The 

formulation ‘a desire to end pain’ requires the additional conceptualisation of something painful to 

be removed. Whereas the formulation ‘a desire for suicide’ does not necessarily require this; a 

person is simply propelled towards suicide because this is the desired objective. 

Perhaps the biggest flaw in this theory, however, is the ‘liability’ component of burdensomeness. 

This component has potentially been overstated due to a combination of two factors. The first 

factor is that suicide has long been viewed (usually through a theological lens) as immoral, or more 

specifically, as a ‘selfish’ act (Fedden, 1938; Zilboorg, 1937). Though not universal, this long-held 

view of suicide still persists in many societies (Cholbi, 2011). The second factor relates to the use of 

psychological autopsies in developing this theory. 

In the context of suicide still carrying the stigma of being a ‘selfish act’, the reliability of 

psychological autopsies – in particular, the analysis of suicide notes – as a source for causal 

explanations could be challenged. It seems plausible that people who are actively suicidal could 

have a motivation (potentially a motivation that they are not fully aware of) to combat the stigma 

associated with the action they are contemplating. Emphasising the notion of being a liability to 

others, and explaining one’s suicide in terms of removing this burden from others, may serve the 

function of reframing the act as not only not selfish, but indeed selfless. Even where ‘liability’ is a 

prominent theme in suicide notes (or in the other sources of data that are used in psychological 

autopsies), I would argue that this should not be taken as direct evidence that ‘liability’ is a key 

mechanism driving suicidality. Descriptions of perceived liability in a suicide note could alternatively 

be interpreted as reflecting the sentiment, “the people around me do not value me.” 



 
 

 
65 

3.2.3 Multidimensional theory of suicide 

Leenaars (1996, p. 221) describes suicide as a “multidimensional malaise”, arising through a 

combination of biological, psychological, social, and philosophical elements. He suggests that each 

of these elements warrants consideration in attempting to understand suicide (Leenaars, 2004). 

Despite taking this broad view (and opposing a reductionist view) of suicide, Leenaars (2004) 

nonetheless considers psychological elements as the central aspect of this understanding.  

Leenaars (1996) argues that the psychological mechanisms that propel suicidality can be placed 

into two categories: intrapsychic and interpersonal. From this perspective, the mechanisms 

underlying suicide are seen as occurring both within a person and between people – suicide is seen 

as “an intrapsychic drama on an interpersonal stage” (Leenaars, 2004, p. 44). Explaining this in more 

literal terms, Leenaars (2004) states that the suicidal person not only experiences intense 

psychological pain, often they are also disconnected from other people. 

Leenaars (1996) identifies five intrapsychic factors and three interpersonal factors important for 

understanding suicide. The five intrapsychic factors include: unbearable psychological pain; 

cognitive constriction; indirect expressions; inability to adjust; and ego (Leenaars, 1996). 

Unbearable psychological pain is directly comparable to the concept of psychache (Shneidman, 

1993). Cognitive constriction is a rigidity of thinking and a ‘narrowing’ in perspective, whereby a 

possible solution (suicide) comes to be seen as the only solution (Leenaars, 1996; Shneidman, 

1985). Indirect expressions refer to the ambivalence and contradictory feelings a suicidal person 

holds, primarily towards their own survival (Leenaars, 1996). The fourth factor – inability to adjust 

– reflects the observation that not only is pain present, that pain is interpreted by a suicidal person 

as unbearable and overwhelming; not something that can be coped with and resolved (Leenaars, 

1996).  Finally, the multidimensional theory of suicide proposes that the ego of a suicidal person is 

weakened, potentially due to past traumas (Leenaars, 1996). The suicidal person is consequently 

less able to develop constructive tendencies and coping mechanisms. This lack of resilience results 

in greater vulnerability to suicidal distress (Leenaars, 1996). 

The three interpersonal factors of the multidimensional theory are: interpersonal relations; 

rejection-aggression; and identification-egression (Leenaars, 1996). Interpersonal relations reflects 

the observation that many suicidal people experience problems establishing or maintaining 

relationships, resulting in a frustrated psychological need for connection (Leenaars, 1996). 

Rejection-aggression describes how losses may often be experienced as rejection or abandonment 
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(Leenaars, 1996). This can result in aggression towards the lost object (an external event or person), 

and the suicidal person may turn this aggression towards themselves (Leenaars, 1996; Shneidman 

& Farberow, 1957). Finally, identification-egression refers to the desire to escape the intense pain 

that results from the loss of an object that a person was strongly attached to (Freud, 1974; 

Leenaars, 1996). This could include the loss of (or rejection by) a person, as well as a lost ideal,   

such as youth, health, or freedom (Leenaars, 1996). 

These eight factors of the multidimensional theory of suicide have been tested in and supported 

by empirical studies (Leenaars, 2017; Leenaars et al., 2018). As with the development of the 

interpersonal theory of suicide, these studies often use the method of psychological autopsies.   

This method commonly involves the use of interviews with a variety of people who knew the 

deceased, as well as analysis of suicide notes, other personal documents of the deceased, and 

official reports about the suicide (Leenaars, 2017). 

Despite this empirical support, there appear to be at least two broad (and related) criticisms that 

could be directed at the multidimensional theory of suicide. The first is that it does not appear to 

be particularly multidimensional. After making a point at the outset of acknowledging the 

biological, social, and philosophical elements of suicide, these elements do not then appear to be 

incorporated into the theory in any meaningful way. Other psychological theories of suicide do not 

claim that there are no biological, social, and philosophical elements of suicide. Focussing on the 

psychological elements of suicide and viewing these as key to explaining suicide is not to suggest 

that there are no other elements. It is therefore unclear how Leenaars’ acknowledgement of those 

other elements significantly differentiates this theory from other psychological theories of suicide. 

This leads to the second potential criticism. Insofar as this theory is considered multidimensional 

by virtue of referring to intrapsychic and interpersonal mechanisms, this also seems misleading. 

The conceptualisation of two distinct categories (intrapsychic and interpersonal mechanisms) 

appears arbitrary. Reviewing the eight factors discussed above, it is apparent that all of them have 

a prominent intrapsychic aspect. The three ‘interpersonal’ mechanisms involve: the frustration of 

an unfulfilled need for connection; self-directed aggression following rejection; and the desire to 

escape pain following a loss. These interpersonal factors would have no impact on suicidality 

independent of their intrapsychic effect. They are simply ‘interpersonal’ in that the intrapsychic 

effect was triggered by an interpersonal event. However, all five ‘intrapsychic’ mechanisms – 

psychological pain, rigid thinking, ambivalence, inadequate coping, and weakened ego – are equally 
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connected to external events (including interpersonal events). No theorist is likely to claim that 

intrapsychic mechanisms arise in a vacuum, independent of external events. Using the earlier logic, 

these five mechanisms would also be ‘interpersonal’ (or ‘external’), as this is where they were 

triggered. Given that intrapsychic and interpersonal events are so tightly intertwined, 

conceptualising them as separate and distinct categories of mechanisms seems inaccurate. 

3.2.4 Concepts of potential relevance 

The potentially relevant concepts that emerged from this review of psychological theories of 

suicide have been summarised in table 3.2 below. 

Table 3.2 - Potentially relevant concepts from theories of suicide 

Psychache theory Psychache from unfulfilled psychological needs  
- thwarted love, acceptance, or belonging 
- excessive helplessness 
- damaged self-image 
- damaged relationships 
- excessive anger and hostility 

 
Variable thresholds for psychache 
 
Sense of meaning and adequate coping mechanisms 
 

Interpersonal theory  
of suicide 
 

Thwarted belongingness 
- loneliness 
- absence of reciprocal care  

Perceived burdensomeness 
- self-hate 
- liability 

 
Acquired capability 
- reduced fear of death 
- increased pain tolerance 

 

Multidimensional theory  
of suicide 

Intrapsychic factors 
- unbearable psychological pain 
- cognitive constriction 
- indirect expressions 
- inability to adjust 
- weakened ego  

 
Interpersonal factors 
- interpersonal relations 
- rejection-aggression 
- identification-egression 

 

Hopelessness about change 
leads to desire for suicide 

Capability coupled with 
suicidal desire leads to 
suicide attempt 
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3.3 Foundational theories 

While reviewing crisis theory and the theories of suicide, the conceptual foundations of both 

became clearer. In this final section of the chapter, I will highlight key theories and models that 

underpin crisis theory and the theories of suicide. For concision, I refer to these theories and models 

as ‘foundational theories’. Note that they are considered foundational in their relationship to crisis 

theory and/or the theories of suicide, rather than foundational to this study’s programme theory. 

Crisis theory and the three theories of suicide discussed earlier in this chapter will undoubtedly be 

informed by numerous other theories and concepts. This review of foundational theories is 

therefore selective and due to limited space, will involve brief summaries of the key elements of 

each theory. Some of the foundational theories such as developmental theory, cognitive theory, 

behaviour theory, and interpersonal theory have already been mentioned in preceding sections. 

Here I will cover four theories and models that have not already been explicitly discussed: 

psychodynamic theory, attachment theory, emotion dysregulation, and ecological systems theory. 

As in the previous sections of this chapter, these four theories are reviewed for the specific purpose 

of extracting concepts of potential relevance to a programme theory for this study. These extracted 

concepts have been summarised in table 3.3, at the end of this section. 

3.3.1 Psychodynamic theory 

Rather than a singular theory, psychodynamic theory encompasses various related schools of 

thought, including: psychoanalytic theory, ego psychology, object relations, and self psychology 

(Lesser & Pope, 2007). There are a number of core assumptions shared within these approaches. 

The first assumption is referred to as psychic determinism – the idea that all behaviour has an 

underlying cause (Auchincloss, 2015). Second, it is assumed that these causes largely originate from 

the unconscious; i.e., mental processes that are inaccessible to conscious thought (Freud, 1920). 

This is to suggest that our feelings and behaviour are often propelled by unconscious motives.   

Third is the assumption that childhood experiences are often stored in the unconscious and 

subsequently influence our behaviour and feelings as adults, as well as the propensity to develop 

mental health problems (Guntrip, 2018). Finally, psychodynamic theory assumes that the human 

personality consists of three elements: the id – primitive, instinctual urges; the ego – the capacity 

for decision-making; and the super-ego – consisting of personal ideals and social norms 

(Auchincloss, 2015). Both the id and superego (the unconscious aspect of the mind) are seen as 

being in constant conflict with the ego (the conscious aspect of the mind) as the ego negotiates 

between the urges of the id and the reality of the external world (Auchincloss, 2015). This conflict 
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generates anxiety within the individual, which can be combatted through the ego’s use of defence 

mechanisms (Lesser & Pope, 2007). Following from these core assumptions, psychodynamic 

therapy aims to cultivate one’s awareness and understanding of how past events are impacting 

current behaviour (Guntrip, 2018).  

Psychodynamic theory has come under considerable criticism over a number of decades. This 

includes criticism that it is unfalsifiable (Popper, 1963); that it is reductionist in its description of 

the human personality (Berzoff, 2011); and that it risks overlooking the role biological factors may 

play in producing mental illnesses (Gabbard, 2014). Psychodynamic theory is also seen by some as 

overly deterministic, and as denying or diminishing the role of free will and self-reflective thought 

in human behaviour (Furlong, 1981). Although, as a consequence of these various criticisms, 

psychodynamic theory is currently less popular than it once was, its influence on other theories – 

including crisis theory – has been substantial. 

The influence of psychodynamic theory upon crisis theory was most notable as crisis intervention 

began to emerge as a distinct field of practice. In these initial stages, crisis theory was heavily 

influenced by psychoanalytic theory in particular (Janosik, 1994). As such, it took the stance that 

people who experienced a state of crisis were predisposed to this state (Yeager & Roberts, 2016). 

Predisposing factors such as psychological fixations and childhood experiences were viewed as key 

mechanisms involved in converting a triggering event into a state of crisis (James & Gilliland, 2017). 

With this strong focus on the individual and the unconscious, social and environmental factors were 

largely overlooked in the early stages of crisis theory. The influence of psychodynamic theory on 

crisis theory has gone through several phases: from initially being the exclusive theoretical 

influence; to then being rejected as a cynical means of blaming the individual in crisis and denying 

access to publicly-funded services; to eventually being accepted once more as a useful part of the 

wider picture in understanding crises (James & Gilliland, 2017). 

Over time, therefore, crisis theory has developed from what is referred to as ‘basic crisis theory’ 

(primarily influenced by psychoanalytic theory) into ‘expanded crisis theory’ (James, 2016). 

Expanded crisis theory takes a broader view of the factors contributing to a crisis and subsequently 

encompasses a number of other theories, including interpersonal theory and systems theory 

(Janosik, 1994). As this shift from basic crisis theory to expanded crisis theory took place, there was 

no longer a need for crisis theory to rely on the assumption that a state of crisis only occurred in 

people with predisposing factors (James & Gilliland, 2017). Instead, expanded crisis theory took the 
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view that, under particular conditions, anyone can experience a crisis (James & Gilliland, 2017).  

This process of crisis theory broadening its theoretical influences beyond psychodynamic theory 

can also be seen in the development of various theories of suicide, as well as in the community 

mental health movement more broadly. 

3.3.2 Attachment theory 

Though initially a proponent of psychoanalytic theory, John Bowlby came to reject the idea that 

frustrated urges were the fundamental cause of psychological distress and mental illness      

(Fonagy, 2018). Bowlby began to examine how people develop, maintain, and end their 

interpersonal relationships (Bretherton, 1992). More specifically, he looked into the impact of 

maternal deprivation on personality development (Bretherton, 1992). This research led to the 

emergence of attachment theory – a theory that was significantly developed by the work of        

Mary Ainsworth. Perhaps most notably, this work includes an empirical study – commonly referred 

to as the ‘strange situation’ – that examined behaviour patterns between infants and their mothers 

following a temporary separation (Ainsworth, Blehar, Waters, & Wall, 2015).  

In the context of this theory, an attachment is defined as an emotional and psychological bond 

between people (Bowlby, 2012). Attachment theory considers the lack (or disruption) of early 

attachments as a key factor contributing to distress and mental health problems (Bowlby, 2012). 

The theory focusses on an infant’s attachment to a primary caregiver, but also considers the 

additional attachments that form as a child grows older. The theory views the urge to form 

attachments – along with the desire to be loved and cared for – as innate in human beings and as 

persistent throughout one’s lifespan (Ainsworth et al., 2015). Given that the need for attachment 

is seen as central to human development and happiness, attachment theory suggests that reactions 

of distress can be expected when this need is not met, particularly when it is not met during 

challenging circumstances (Stuart, 2006). 

Attachment theory consists of three key concepts: the Attachment Behavioural System (ABS); 

internal working models; and attachment style (Blakely & Dziadosz, 2015). ABS relates to the strong 

emotional and behavioural responses that arise with the threat of separation from an attachment 

figure (Blakely & Dziadosz, 2015). If a primary caregiver is attentive to a child’s needs, this concept 

suggests that the child will feel secure and behave normally (Ainsworth et al., 2015). If not, the child 

will exhibit anxious behaviour until the caregiver returns and attends to their needs (Ainsworth et 
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al., 2015). The concept of ABS has also been specifically explored in relation to suicide – with 

suicidality viewed as a result of the sadness, fear, or anger that arises from the unavailability of an 

attachment figure (Velotti & Zavattini, 2018). 

The second concept – internal working models – refers to the expectations and beliefs a person 

develops about themselves and about others, resulting from the nature of their relationship (or 

lack thereof) with an attachment figure (Blakely & Dziadosz, 2015). Attachment theory suggests 

that these working models are established in early childhood and become increasingly difficult to 

change as a person ages (Bowlby, 1969). These expectations and beliefs that a person has about 

themselves and about others tend to result in behaviours that further reinforce those expectations 

and beliefs (Bowlby, 1969). For example, a working model may involve viewing one’s primary 

caregiver as rejecting and believing oneself to be unworthy of care (Blakely & Dziadosz, 2015). The 

expectations of rejection and low self-esteem associated with this working model may result in the 

person distancing themselves from others. This withdrawal can then reinforce one’s perception of 

being rejected by others (Blakely & Dziadosz, 2015). 

The final concept of attachment styles refers to overall patterns of expectations, needs, emotions, 

and behaviours that arise as an adaptation to ABS (Blakely & Dziadosz, 2015). Attachment theory 

suggests that these styles develop in early childhood and continue to have an effect on a person 

into adulthood, with implications for an individual’s long-term mental health and interpersonal 

behaviour (Bowlby, 2012). A secure attachment style is said to result when a primary caregiver is 

proximal, available, and responsive to a child’s needs (Ainsworth et al., 2015). A secure attachment 

style generates a sense of being cared for and a sense of confidence in maintaining relationships 

(Blakely & Dziadosz, 2015). In the absence of an attentive primary caregiver, three different 

insecure attachment styles can arise: anxious-ambivalent attachment, anxious-avoidant 

attachment, or disorganised attachment (Blakely & Dziadosz, 2015). 

The anxious-ambivalent attachment style involves a negative view of oneself and a positive view of 

others, and is linked to a primary caregiver who is unreliable or inconsistent in their behaviour 

towards the child (Ainsworth et al., 2015; Blakely & Dziadosz, 2015). The anxious-avoidant 

attachment style involves a positive view of oneself and a negative view of others, and is linked to 

a primary caregiver who is dismissive or critical (Ainsworth et al., 2015; Blakely & Dziadosz, 2015). 

Finally, the disorganised attachment style is seen as the most insecure and involves a negative view 

both of oneself and others (Blakely & Dziadosz, 2015; Main & Solomon, 1986). This disorganised 



 
 

 
72 

attachment style is associated with a primary caregiver who is abusive and a source of fear for the 

child (Blakely & Dziadosz, 2015). These insecure attachment styles all entail distrust in relationships, 

a lack of self-confidence, and a perception of others as uncaring (Blakely & Dziadosz, 2015). 

Attachment theory is well-supported by numerous empirical studies and has been influential in 

practice with people experiencing distress. This influence includes an emphasis on the importance 

of the relationship between a therapist and a patient (Lyddon, 1995). Long-term psychotherapy is 

generally considered to be the appropriate intervention for facilitating development in attachment 

styles – from insecure to secure (Sonkin, 2005). A therapist is seen as being able to fill the role of a 

stable attachment figure. The therapist provides a consistent and reliable base with which the 

patient is able to form a secure relationship (potentially their first), and subsequently develop 

improved mental health (Lyddon, 1995). Such long-term work would not typically be possible 

within the framework of crisis intervention. 

Alongside its practical implications, attachment theory also has considerable conceptual influence, 

including upon crisis theory and theories of suicide. Given the key role of distress in both suicidality 

and the state of crisis, the influence of attachment theory upon both crisis theory and theories of 

suicide centres on its conceptualisation of causes of distress and behavioural responses to distress 

(Cammell, 2006; Davaji, Valizadeh, & Nikamal, 2010; Falgares et al., 2017; Heard, 1974). 

In relation to crisis theory, Heard (1974) notes that those experiencing a state of crisis may often 

exhibit behavioural responses of sufficient intensity to illicit a response from those around them. 

The internal working models of those in a state of crisis may also include the belief of oneself as 

being unworthy of care or an outcast (Blakely & Dziadosz, 2015). By providing proximal, attentive, 

and responsive care, crisis intervention conveys the message that the person in crisis is worthy of 

attention and understanding (Heard, 1974). Furthermore, by strengthening external resources, 

crisis intervention helps a person experiencing a state of crisis maintain appropriate proximity and 

responsiveness from other social supports (Heard, 1974). 

A significant body of literature also explores the connections between insecure attachment and 

suicidality (Davaji et al., 2010; Falgares et al., 2017; Venta & Sharp, 2014). As attachment theory is 

an important foundation for interpersonal theory, it has a particularly strong connection to the 

interpersonal theory of suicide. 
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3.3.2.1 Criticisms of attachment theory 

Despite its empirical support, attachment theory has attracted a number of criticisms. A feminist 

critique of attachment theory is that it essentially blames mothers for the emergence of 

psychological distress and mental health problems (Franzblau, 1999). Associated with this, 

attachment theory is also seen as failing to account for the impact of wider social factors. Some 

critics of the theory have pointed out that there may be significant economic or social factors that 

provide necessary context in situations where a primary caregiver is not highly attentive to their 

child (Slater, 2007). For example, financial pressures on a primary caregiver may mean that it is 

necessary for them to work multiple jobs. 

To the extent that attachment theory is used to explain psychological distress, rather than 

explaining personality development, another possible criticism is that although insecure 

attachment styles explain some instances of distress, it is questionable whether they explain most 

instances of distress. It would appear that a person with a secure attachment style can nonetheless 

experience acute distress or mental health problems. Similarly, a person with an insecure 

attachment style can presumably experience distress for reasons unrelated to this attachment 

style. Attachment theory may therefore be a valid but somewhat limited explanation of 

psychological distress. Just as smoking can only explain some instances of heart disease, so too 

attachment theory may only explain some instances of psychological distress. As the earlier review 

of crisis theory indicated, there appears to be an array of other mechanisms contributing to 

distress, beyond the presence or absence of an attentive caregiver. 

3.3.3 Emotion dysregulation 

Emotion dysregulation can be understood as a deficit in one’s ability to evaluate and modify 

emotional responses, impeding the ability to achieve desired goals (Thompson, 1994, pp. 27-28). 

People who are emotionally dysregulated have heightened emotional sensitivity and experience 

intense reactions to emotional stimuli, including criticism or invalidation by others (Linehan, 1993). 

The concept of emotion dysregulation is most commonly – but not exclusively – used with 

reference to people who have diagnoses of post-traumatic stress disorder or borderline personality 

disorder (Law, Khazem, & Anestis, 2015). 
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The concept of emotion dysregulation has been used to help explain the occurrence of suicidal 

behaviour (Selby et al., 2014). Even after accounting for symptoms of mental illness, emotion 

dysregulation has a well-established connection to suicidality (Velotti & Zavattini, 2018). Emotion 

dysregulation has been particularly explored with reference to the interpersonal theory of suicide. 

Using this explanatory framework of suicide, a number of studies have argued that emotion 

dysregulation appears to increase a person’s ‘desire for suicide’ by way of impacting perceived 

burdensomeness (self-hate and liability), while not impacting thwarted belongingness (Eaddy et al., 

2019; Heffer & Willoughby, 2018; Law et al., 2015). 

The central focus of these studies, however, is the relationship between emotion dysregulation and 

the acquired capability for suicide. Interestingly, emotion dysregulation has been found to impact 

acquired capability in contradictory ways. Insofar as it does not involve self-harm, emotion 

dysregulation actually diminishes the acquired capability for suicide (Law et al., 2015). This is 

because it prompts aversive behaviour to reduce or avoid intense emotional experiences – 

including a strong aversion to thoughts of death and pain (Heffer & Willoughby, 2018). In this case, 

an emotionally dysregulated person (though more susceptible to suicidal thoughts) is less likely to 

attempt suicide. Emotion dysregulation can therefore actually serve as a barrier to suicide attempts 

(Law et al., 2015). 

However, the efforts of an emotionally dysregulated person to reduce their distress sometimes 

involve self-harm (Velotti & Zavattini, 2018). In situations where emotion dysregulation results in 

repeated self-harm, this elevates the acquired capability for suicide (Law et al., 2015). This is 

because repeated self-harm increases tolerance of physical pain and may also reduce one’s fear of 

death (Heffer & Willoughby, 2018). In this case, an emotionally dysregulated person is at greater 

risk of making a lethal or near-lethal suicide attempt. 

The concept of emotion dysregulation carries the implication that treatment should be focussed 

on attempting to improve the distressed person’s capacity to evaluate and modify or regulate their 

emotional responses. Dialectical behaviour therapy (DBT) is widely used for this purpose with 

people who are emotionally dysregulated. DBT has been demonstrated as an effective treatment 

in reducing suicidality among people who are emotionally dysregulated (Rudd, Trotter, & Williams, 

2009; Stanley, Brodsky, Nelson, & Dulit, 2007). 
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3.3.4 Ecological systems theory 

It has frequently been observed in the literature that explanations of psychological distress, 

suicidality, and also mental illness tend to view and discuss these phenomena as occurring purely 

within an individual context, without consideration of the wider social context (Van Uchelen, 2000). 

Bronfenbrenner’s (1979) ecological systems theory has been highly influential in addressing this 

issue by specifically incorporating consideration of the wider context. The previously mentioned 

development in crisis theory (from ‘basic’ to ‘expanded’), along with the push within theories of 

suicide to incorporate more explanatory dimensions, reflects the influence of ecological systems 

theory (Selby et al., 2014). This theory acknowledges that individuals exist within, are influenced 

by, and may in turn influence, an array of environments (Pincus & Minahan, 1973). Applied to the 

phenomena of crises and suicidality, this theory has helped avoid examining only the individual 

context (locating the problem in the individual) and to develop a more complete sense of the 

context around psychological distress and suicidality (Myer & Moore, 2006). 

Urie Bronfenbrenner originally developed ecological systems theory (EST) to demonstrate how 

various aspects of a child’s environment interact with the child’s inherent characteristics so as to 

influence their development (Darling, 2007). It highlights the central role of environmental factors 

for human development (Bronfenbrenner, 1979). The theory also demonstrates how these 

different aspects of the environment influence each other (Bronfenbrenner, 1992). EST places 

these aspects of the environment into five categories: microsystem, mesosystem, exosystem, 

macrosystem, and chronosystem (Bronfenbrenner, 1992). The environments that a person 

encounters during their lifetime are not static; they will change, and they may also have varying 

degrees of impact on a person’s behaviour (Bronfenbrenner, 1979). 

The microsystem is the most immediate environment in which a person lives. It is comprised of 

people with whom one has direct social contact, such as family, friends, neighbours, and classmates 

or colleagues (Longe, 2016). Social interactions within this environment are reciprocal in the sense 

that one’s development is both influenced by these interactions, and in turn one’s social actions 

also influence this environment (Bronfenbrenner, 1979). Because this environment interacts with 

a person’s inherent characteristics (such as their personality traits), people within the same 

microsystem (e.g., siblings) may have distinctly different interactions in the same environment 

(Bronfenbrenner, 1979). In this way, one microsystem can have different impacts upon the 

development of different people. 
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The mesosystem refers to the connections between the various microsystems in a person’s life 

(Longe, 2016). An example of this is the relationship between the parents and the teachers of a 

child. The concept of a mesosystem helps explain how the various microsystems impact upon one 

another, a process that can occur independent of their impact on a person’s development 

(Bronfenbrenner, 1979). 

The exosystem refers to the linkages between at least one social setting that does not directly 

involve the person and another setting that does involve them (Longe, 2016). This concept explains 

how environments may indirectly impact on a person, even when that person is not involved in a 

particular environment (Bronfenbrenner, 1979). For example, a parent’s difficulties in their 

workplace may influence the home environment, and thus affect their child. 

The macrosystem refers to the political and economic systems in which an individual lives, along 

with the wider cultural context (Longe, 2016). This encompasses one’s cultural practices, values, 

and beliefs, as well as the ethnicity and socioeconomic status of a person (Bronfenbrenner, 1979). 

Macrosystems influence not only the individual, but microsystems and mesosystems as well 

(Bronfenbrenner, 1979). 

Finally, the chronosystem adds the dimension of time. It refers to the changes that occur over the 

course of one’s life (Longe, 2016). These changes may occur in the microsystem, such as changes 

in family structure or employment status. They can also occur within the macrosystem, such as 

political upheaval, economic depression, or war. Notably, both change and consistency (lack of 

change) have impacts on a person’s development (Bronfenbrenner, 1979). 
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3.3.5 Concepts of potential relevance 

The potentially relevant concepts that emerged from this review of foundational theories have 

been summarised in table 3.3 below. 

Table 3.3 - Potentially relevant concepts from foundational theories 

 
Psychodynamic theory 
 

 
Psychic determinism 
 
Behaviours originating from the unconscious 

 
Influence of childhood experiences 
 
Three conflicting elements of personality (id, ego, and super-ego) 
 
Develop understanding of how past events are impacting behaviour 
 
 

 
Attachment theory 
 

 
Attachment behavioural system (responses to threat of separation) 
 
Working models (expectations and beliefs about oneself and others) 
 
Styles: secure, anxious-ambivalent, anxious-avoidant, disorganised 
 
Proximal, available, and responsive caregiver 
 
 

 
Emotion dysregulation 
 

 
Reduced ability to evaluate and modify emotional responses 

 
Emotion dysregulation increases perceived burdensomeness 

 
Contradictory effects on acquired capability 
- without self-harm: diminishes acquired capability 
- with self-harm: increases acquired capability 
 

Develop capacity to evaluate and regulate emotional responses 

 
 

 
Ecological systems theory 

 
Environmental factors impact human development 
 

Microsystem, mesosystem, exosystem, macrosystem, chronosystem 
 
 

 



 
 

 
78 

3.4 Conclusion 

This conceptual review has examined crisis theory, three theories of suicide, as well as four 

important underlying theories and models, identifying key concepts from each of these. As will be 

further explained in the methodology and findings chapters, these concepts extracted from the 

literature are used to aid the abductive process of generating an initial programme theory. None 

of the theories in this conceptual review specifically refer to respite as a means of intervention. 

Instead, most envisage clinician-based interventions, typically provided by a mental health 

professional. Some of the theories are also not specific to crisis intervention or suicide prevention. 

This thesis therefore represents an attempt to extend these theories into new territory by using 

the extracted concepts to explore and explain respite as a form of crisis intervention. 

Given that none of these theories are specific to respite as a crisis intervention, however, the 

extracted concepts are only potentially relevant. As a result, they were initially used as sensitising 

concepts in the first phase of data collection and analysis. Ultimately, the initial programme theory 

was guided more by the primary data gathered in phase one. Many of these concepts did not 

feature in the analysis of that phase one data, and were subsequently not incorporated into the 

initial programme theory. However, once I began the second phase of data collection and analysis 

(in order to test and refine the programme theory), more of these concepts from the literature 

became evident. In the limitations section of the discussion chapter, I will explain this issue further 

and discuss how the two phases of data collection and analysis could have been designed 

differently to avoid this issue. Following the thorough review of empirical and conceptual literature 

presented in this and the previous chapter, the following chapter will present and justify the 

methodology and research methods used in this study. 
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Chapter 4: Methodology 

As discussed in the two previous chapters, there is a lack of empirical studies examining respite as 

an intervention for people experiencing a state of crisis and an absence of explanatory theory 

directly relevant to this form of intervention. This thesis therefore aims to move beyond vague 

notions about the helpfulness of respite, to a rich explanation of how this intervention functions to 

achieve outcomes for people experiencing suicidality and/or acute distress. 

In this chapter, I describe and justify the study design used to achieve this aim. The chapter will 

begin with a discussion of realist evaluation. The core philosophical assumptions underpinning this 

approach will then be outlined. These broader discussions will then be tied to this thesis with an 

examination of the implications of the research design and philosophical underpinnings, both in 

terms of assessing this study’s quality, as well as the claims this study can make. The 

appropriateness of the study design and qualitative methods will also be explained. The chapter 

then outlines the key ethical and safety issues within this study and discuss how these were 

managed. Finally, this chapter provides a detailed discussion of the research methods used in this 

study over the two phases of data collection and analysis.  

 

4.1 Realist evaluation as a study design 

This study is designed as a realist evaluation, which is a form of theory-driven evaluation. Realist 

evaluation views interventions as “theories incarnate” (Pawson & Tilley, 2004, p. 3), and focusses 

on extracting, testing, and refining theories about how interventions work (Pawson & Tilley, 1997). 

This can be contrasted with a ‘black box’ evaluation, which fails to consider and theorise the inner 

workings of an intervention (Scriven, 1999). A ‘black box’ evaluation examines the relationship 

between an intervention and its outcomes, without looking at how one leads to the other (Astbury 

& Leeuw, 2010). Therefore, while they serve a purpose, black box evaluations often do not provide 

sufficient information to support the improvement of programmes or policies (Chen & Rossi, 1987). 

Furthermore, the information they do provide may not generate transferable lessons for other 

interventions (Chen & Rossi, 1987). 
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Realist evaluation is becoming increasingly prominent in healthcare research (Porter, 2015). Its 

origins are attributed to Ray Pawson and Nick Tilley, who published the seminal textbook       

Realistic Evaluation just over two decades ago. This approach can be distinguished from other types 

of theory-driven evaluation in its adoption of several key elements of critical realism (Kazi, 2003). 

Critical realism is a research paradigm that offers an alternative to both positivism and 

constructivism (Gorski, 2013). Another feature that distinguishes realist evaluation from other 

forms of theory-driven evaluation is its conceptualisation of programme theory. Realist evaluation 

does so by explicitly framing observable outcomes as being the product of underlying mechanisms 

manifesting in particular contexts (Dalkin, Greenhalgh, Jones, Cunningham, & Lhussier, 2015). This 

central idea of the realist evaluation approach is summarised by Pawson and Tilley (1997) into the 

seemingly simple formula: Context + Mechanism = Outcome. 

4.1.1 Context, mechanisms, and outcomes 

Programme theories in a realist evaluation are conceptualised as context-mechanism-outcome 

(CMO) configurations. These configurations are a heuristic technique for formulating causal 

explanations and can refer to an entire intervention or just aspects of an intervention (Jagosh et 

al., 2015). As such, it is possible for one CMO configuration to be embedded in another, or for 

multiple configurations to be structured as a cascade of causal chains (Jagosh et al., 2015, p. 3). 

The challenge of developing these configurations, and also of distinguishing between the 

component parts of ‘mechanism’ and ‘context’ is frequently discussed in realist evaluation 

literature (Jolly & Jolly, 2014; Marchal, van Belle, van Olmen, Hoerée, & Kegels, 2012; Shaw et al., 

2018). With this in mind, the three components of these configurations will now be defined. 

4.1.1.1 Outcomes 

Outcomes are the intended and unintended consequences of mechanisms functioning in particular 

contexts (Pawson & Tilley, 2004). The consequences of an intervention – whether beneficial or 

detrimental – may be experienced not only by service users, but staff and the wider organisation 

as well (K. Walsh, Duke, Foureur, & Macdonald, 2007). Realist evaluation rejects evaluative 

approaches that merely seek to prove an association between an intervention and particular 

outcomes, and it acknowledges that social reality is a complex, open system. As a consequence, 

realist evaluation is not seeking to uncover outcome regularities: i.e., that a certain outcome will 

always occur when an intervention is applied in a particular way. Instead, realist evaluation aims to 
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uncover partially predictable  “demi-regularities” (Pawson, 2010, p. 175). CMO configurations 

express the means by which these demi-regularities may come about. 

As a result of viewing outcomes as the product of mechanisms operating in contexts, realist 

evaluation does not ask the standard evaluative question, Does this intervention work? Instead it 

asks, How does this intervention work? Why? For whom? In what circumstances? To what extent? 

(Wong, 2018). Answering these more nuanced questions produces useful information to 

programme coordinators and more transferrable information for policymakers (Westhorp, 2014). 

These questions are particularly useful for evaluating new interventions that appear to work, but 

how and for whom is not yet understood (Westhorp, 2014). 

4.1.1.2 Mechanisms 

The concept of a mechanism and how best to define it is the subject of ongoing debate in realist 

literature (Dalkin et al., 2015; Shaw et al., 2018). Astbury and Leeuw (2010, p. 368) nonetheless 

provide a broad definition of mechanisms as “…underlying entities, processes, or structures that 

operate in particular contexts to generate outcomes of interest.” Mechanisms are what is 

functioning ‘under the hood’ of an intervention. Given the central role that mechanisms play in 

generating outcomes, identifying them is central to any realist explanation (Byng, Norman, & 

Redfern, 2005). However, during the process of a realist evaluation, it is common for mechanisms 

to emerge that were not obvious at the outset (Pawson & Tilley, 2004). 

Mechanisms come in the form of individual agency and institutional structure (Shaw et al., 2018); 

they can be material or immaterial (Maxwell, 2012); visible or unseen (Westhorp, 2014); 

intentionally implemented or occurring accidentally (Pawson & Tilley, 2004). Depending on the 

context into which they are applied, they may either affect change, act as a barrier to change, or 

have no effect at all. Even when mechanisms are intentionally implemented, factors such as the 

beliefs, living situation, and life experience of intended recipients will influence whether – or to 

what degree – they engage with those mechanisms (Pawson & Tilley, 1997). 

A clearer understanding of the concept of a mechanism can be achieved by distinguishing two 

aspects of this concept: resources and reasoning (Dalkin et al., 2015). Resources refer to the aspect 

of a mechanism that is offered to service users through their engagement with an intervention. 

Reasoning refers to the aspect of a mechanism arising within the service user, in reaction to the 
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offered resources (Dalkin et al., 2015). I have adopted this distinction; however, I chose to use the 

term responses instead of reasoning to reflect that the types of internal reactions of service users 

that are important for a programme theory in this study are not only cognitive, but also affective. 

Both aspects of mechanisms (resources and responses) occur in particular contexts, which influence 

how they manifest (Astbury & Leeuw, 2010; Henry, 2011). In reaction to the common description 

of mechanisms either activating or not activating, Dalkin et al. (2015) furthermore point out that 

mechanisms may manifest by degrees – they are not necessarily just ‘on’ or ‘off’. 

4.1.1.3 Context 

‘Context’ refers to the key factors or circumstances in which mechanisms are activated (Pawson, 

2006); the backdrop of those mechanisms, as it were (Jagosh et al., 2015). It is through the 

functioning of mechanisms in particular contexts that outcomes arise. Contextual factors can serve 

to enable or constrain various mechanisms – they can be conducive or non-conducive for the 

functioning of mechanisms (Pawson & Tilley, 1997). To explain how an intervention produces 

changes – and perhaps why the intervention works well in one setting but not another, or for some 

people but not others – it is essential to gain an understanding of context through the collection 

and analysis of relevant data. 

Although contextual factors are virtually endless, those that are of greatest significance will vary 

for different types of interventions. Significant contextual factors could therefore include: 

geographic details, demographic features, personal attributes or circumstances, government 

policies, economic conditions, historical events, and more (Kazi, 2003; Pawson & Tilley, 1997). 

During the course of an intervention, mechanisms – both resources and responses – function in the 

context of these specific conditions.  

4.1.2 Middle-range theory 

In the process of formulating CMO configurations, a realist evaluation ideally creates or contributes 

to theory at a middle-range of abstraction (Salter & Kothari, 2014). Middle-range theory is located 

between highly abstract ‘grand theories’ and situation-specific theories. The American sociologist 

Robert Merton was instrumental in developing and advocating for middle-range theory. Its level of 

abstraction and relatively narrow focus allows middle-range theory to be relevant to a specific 
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setting, as well as being generalisable to other contexts (Merton, 1968). Theories at this level of 

abstraction, therefore, offer a reasonable degree of both precision and transferability. 

The development of middle-range theory in a realist evaluation involves both deductive and 

inductive elements (Pawson, 2010). Merton suggested beginning with a hypothesis and testing this 

through the research process in order to confirm or refine the theory (Layder, 1993). The resulting 

theory is situation-specific, however. Using an inductive approach, this situation-specific theory can 

be gradually abstracted as knowledge of the topic grows (Layder, 1993). 

Reaching the point of a well-developed middle-range theory is the result of an iterative process. 

Realist evaluation typically involves three elements: an initial programme theory is made explicit; 

the theory is tested; and the theory is refined (Pawson, 2013). This process does not demand the 

use of particular research methods. The methods of data collection and analysis could be 

qualitative, quantitative, or mixed, whichever works best with the available data to allow a diverse 

range of evidence to be gathered for formulating and testing a hypothesis (Pawson & Tilley, 2011). 

It has been generally noted, however, that quantitative methods are often better at explicating 

outcomes, while qualitative methods are better at clarifying mechanisms (Westhorp, 2014). 

4.1.3 Realist interviewing 

Although a realist evaluation approach does not prescribe the use of particular research methods, 

some guidance is provided for undertaking qualitative data collection to suit the unique purpose of 

realist research. Pawson and Tilley (1997) formulated a strategy for conducting theory-driven 

interviews, referred to as ‘realist interviewing’. The need for a distinct approach to interviewing in 

realist evaluation arises from its unique purpose: to extract, test and refine a programme theory. 

In non-realist qualitative research the aim is to elicit the narratives of participants (Manzano, 2016). 

Therefore, the experiences and beliefs of interviewees are generally the focus of the interview 

(Pawson, 1996). In realist evaluation, however, the focus of an interview is the researcher’s theory 

about how an intervention works (Pawson, 1996). The interviewer presents their theory and the 

interviewee’s role is to critically engage with this – to falsify or confirm it, and to help refine it 

further (Pawson, 1996). The narratives of participants serve to clarify the processes and outcomes 

of an intervention (Manzano, 2016). 
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Conducting realist interviews requires the interviewer and interviewee to take roles in a distinctive 

manner, described as the ‘teacher-learner cycle’ (Pawson, 1996). First, the interviewer ‘teaches’ 

the proposed programme theory to the interviewee. Once the interviewee has learned this theory, 

they in turn teach the interviewer about aspects of the programme (Manzano, 2016). The roles of 

teacher and learner are therefore exchanged during the interview. The interviewer and the 

interviewee are seen as having different forms of expertise. The former is considered to have 

knowledge of wider contextual factors as well as intended and unintended outcomes, while the 

latter has direct knowledge of mechanisms in the form of their own reasoning and motivations      

(C. Smith & Elger, 2014). In the realist view, the gathered data are considered evidence of real 

phenomena; they are not just constructions (Maxwell, 2012). Therefore, these data are used to 

make inferences about real processes, and those inferences are then tested with additional data 

(Maxwell, 2012). 

Realist interviews are generally semi-structured with the researcher taking an active role in 

directing questions (Manzano, 2016). Pawson and Tilley (1997) recommend selecting participants 

from a broad range of stakeholders and doing so on the basis of who can aid the investigation and 

development of CMO configurations. While developing an initial programme theory (IPT), they 

recommend interviewing programme managers to help unpack ideas gathered from the literature 

(Pawson & Tilley, 1997). They suggest interviewing frontline staff next, as these are the people who 

are directly involved in implementing an intervention and are often more aware of the challenges 

in implementation and the unintended outcomes (Pawson & Tilley, 1997). At this stage it is useful 

to interview service users who have first-hand knowledge of the outcomes of an intervention 

(Pawson & Tilley, 1997). The introduction of theory in a realist interview will depend on the stage 

a study is at. At the early stages, an interviewer presents possible outcomes, possible mechanisms 

and possible contextual factors for the interviewee to comment on (Manzano, 2016). Later on, 

developed CMO configurations are presented to interviewees for refinement (Manzano, 2016). 

 

4.2 Underpinning philosophical positions 

Realist evaluation adopts some of the core philosophical tenets of critical realism – namely depth 

ontology, relativist epistemology, and subsequently critical realism’s view of causality as well as the 

logic of inquiry it employs. 
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4.2.1 Depth ontology 

Critical realism (CR) is a meta-theory developed in large part by the British philosopher Roy Bhaskar. 

CR rejects, and provides an alternative to, constructivism and interpretivism on the one hand, and 

positivism and empiricism on the other (Gorski, 2013). Unlike other research paradigms that start 

with epistemological considerations and use these to reach conclusions about reality, CR begins 

with ontological considerations about the nature of reality, before approaching epistemological 

questions (Collier, 1994). Bhaskar (2008, p. 5) viewed the notion that statements about reality can 

be reduced to statements about knowledge as misguided, referring to this as the epistemic fallacy. 

As an ontologically realist approach, CR holds that there is an external reality, independent of the 

mind (Maxwell, 2012). However, in contrast to the ‘shallow realism’ of positivism (Blaikie, 2007), 

CR posits that this reality has a depth of different domains, labelled by Bhaskar as: the empirical, 

the actual, and the real (Bhaskar, 2008). The empirical domain consists of observable phenomena. 

‘Shallow realists’ examine only this domain of reality (O’Mahoney & Vincent, 2014). Beneath this, 

as it were, is the actual domain – the occurrence of events in the world, whether they are observed 

or not (Danermark, Ekstrom, & Jakobsen, 2005). And finally is the real domain, which consists of 

the generally unobservable underlying structures and causal mechanisms that generate the events 

of the actual and the phenomena of the empirical (Sayer, 2000). The causal powers within the real 

domain manifest in conducive circumstances and otherwise remain latent (Elder-Vass, 2010). Even 

when the causal powers of mechanisms are activated, there may not be any observable effects due 

to the presence of countervailing mechanisms (O’Mahoney & Vincent, 2014). 

CR sees reality as a complex, open system, not a closed system that can be readily manipulated. 

This means that – particularly in the case of social science – studies of closed systems in controlled 

conditions do not represent the complex reality well (Ackroyd & Karlsson, 2014). In the CR view, 

this complex reality is stratified, with different ‘levels’ of entities. From more fundamental levels, 

new entities emerge with unique properties and powers (Elder-Vass, 2010). The common example 

of this being water, which emerges from a union of hydrogen and oxygen. While the existence of 

water is dependent on the more fundamental entities of hydrogen and oxygen, water also has 

properties and powers that are distinct from those elements. The new entity is therefore more 

than its constituent parts and an analysis should not reduce it to these parts (Houston, 2014). 

Entities may be material or immaterial, and their reality is indicated by the real effects they have 

(Maxwell, 2012; O’Mahoney & Vincent, 2014). 
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4.2.2 Relativist epistemology 

Although CR asserts that reality exists independently of observers, it also acknowledges that this 

reality is only accessible through the subjective observations and interpretations of individuals 

(Ormston, Spencer, Barnard, & Snape, 2014). The failure to recognise that a researcher’s 

perspective will never be entirely objective is referred to by Bhaskar as the ontic fallacy (McGhee 

& Grant, 2017). Comparable to the distinction between terrain and a map, Bhaskar makes a 

distinction between the ‘intransitive’ world of real entities and the ‘transitive’ concepts and 

theories that attempt to explain aspects of that reality (Outhwaite, 1987; Pilgrim, 2014). 

Consequently, CR considers all descriptions of reality to be fallible and provisional (Sayer, 1992). 

Critical realists are therefore in agreement with constructivists in the view that all knowledge is 

contextual and not definitive. However, insofar as constructivists deny an independent external 

reality, they are committed to the position that no particular account of reality is more accurate 

than any other (O’Mahoney & Vincent, 2014). By contrast, the realist aspect of CR enables a 

principle it calls judgmental rationality. This principle holds that although all descriptions of reality 

always remain distinct from reality itself, it is nonetheless possible for some descriptions to be 

closer to the external reality than others (Archer, Collier, & Porpora, 2013). While knowledge of 

reality will always be imperfect, it is still possible to improve it to the point that it is well-justified. 

4.2.3 Generative causality 

These ontological and epistemological positions result in CR taking a generative view of causality 

and causal explanations. Generative causality can be contrasted against the successionist causality 

found in positivism (Harré, 1972). Successionist causality provides causal explanations by seeking 

out independent variables to explain an identified dependent variable or outcome (Pawson, 2007). 

Repeated observations of an association between the independent and dependent variables is seen 

to strengthen the causal explanation (Befani, 2012). In situations where there are many 

independent variables, identifying those of greatest significance also strengthens the successionist 

causal explanation (Pawson, 2007). Isolating the important independent variables from 

confounding variables can be done either by statistical means or by using experimental designs. 

While this approach can result in reliable associations between independent and dependent 

variables, the process of how one variable leads to the other remains unexplained (Befani, 2012). 
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By contrast, a generative view of causality aims to explain how the association came about 

(Pawson, 2007). Therefore, instead of trying to establish causal relationships by gathering empirical 

data on regularities, CR does so by seeking the underlying mechanisms that connect the two events 

(Blaikie & Priest, 2017). On this view, a distinction is to be drawn between a conjunction and a 

causal connection, because the presence of an underlying mechanism is required to establish a 

causal connection between events (Glennan, 1996). Elaborating on this point with a simple 

example, Glennan (1996, p. 50) observes that turning a key and a car engine starting are said to be 

causally connected not because of the routine observation that one event is followed by the other, 

but because there is a mechanism connecting these two events. 

4.2.4 Abduction and retroduction 

The philosopher and scientist Charles Peirce, one of the originators of pragmatism, is credited with 

first defining abductive reasoning and distinguishing this from deductive and inductive reasoning. 

Peirce used the terms abduction and retroduction interchangeably, and to complicate matters 

further, the terms were interchangeably used to describe two different things: a mode of logical 

inference and an overarching logic of inquiry (Chiasson, 2001). More recently, however, the two 

terms are often differentiated along the lines of those two different meanings (McKaughan, 2008). 

Although some contemporary writers still use the term retroduction simply to refer to abduction, 

this thesis takes the clearer and more common approach of distinguishing the terms. 

Abduction is a form of logical inference that involves moving from an observed event to the best 

available explanation of that event. An abductive idea explains something that was previously 

unexplained or provides a better explanation for something that was previously unclear (Reichertz, 

2014). Strong abductive explanations are parsimonious, yet fit with all of the available evidence 

(Dubois & Gadde, 2002). However, the conclusions reached through abductive reasoning rely on 

the availability of evidence and are therefore vulnerable to the possibility of missing evidence. As 

a result, while these conclusions can be plausible, they are less certain than the conclusions of 

deductive logic and inductive logic, both of which rely instead on the premises of their arguments 

for their certainty (Timmermans & Tavory, 2012). However, as abduction entails inference to the 

best available explanation for an event and it is not restricted only to pre-existing theories or to 

gathered data, this approach allows for more innovative thinking. This innovativeness is clearly 

useful in fields where much remains unknown. Numerous findings, such as the discoveries of 
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viruses and atoms, initially relied on abductive reasoning, rather than deductive or inductive 

reasoning (Blaikie, 2011). 

Retroduction is an overarching logic of inquiry that involves all three modes of logical inference 

mentioned above: abduction, deduction, and induction (R. L. Miller, 2003). Realist evaluation uses 

a retroductive process to produce explanatory theories. Through this process, mechanisms capable 

of producing observed patterns are postulated and tested (Sayer, 1992). First, abduction is used to 

put forth hypothetical mechanisms that – if they indeed existed and functioned in the proposed 

way – would account for the observed events (Blaikie, 2011). Deduction and induction are then 

used to recursively test and adjust the explanation as the initial theory is applied to data, and in 

turn the data informs further development of the theory (R. L. Miller, 2003). Thus, the hypothetical 

mechanisms gradually become more firmly established (Chiasson, 2001). 

With the retroductive process, the initial proposed explanation is the product of existing theories, 

available data, and the researcher’s creative thinking (Timmermans & Tavory, 2012). Unlike some 

inductive forms of research, a retroductive approach therefore encourages familiarity with existing 

theory from the outset. However, unlike deductive research, existing theory is used in retroduction 

simply to help formulate the proposed mechanisms – not as the entire basis of a hypothesis 

(Timmermans & Tavory, 2012). In situations where there is already comprehensive literature 

containing theories that appear to fully account for the observed event, a deductive approach may 

be ideal (Blaikie & Priest, 2017). However, if existing theory does not appear to account for the 

event, then the innovative element of abduction makes a retroductive approach better suited to 

the explanatory task. 

 

4.3 Implications for this study 

These underlying philosophical positions – and the realist evaluation design they are embedded in 

– influence how this study was conducted, and the findings produced. In this section I will clarify 

the implications of these positions and this design for assessing the quality of this study. The 

appropriateness of the realist evaluation design and qualitative methods will then be discussed, 

followed by an explanation of the types of claims this study can potentially make. 
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4.3.1 Assessing the quality of a realist qualitative study 

Within the field of qualitative research, there is some disagreement about how to determine the 

quality of a study (Leung, 2015). In an effort to reflect the idealist denial of a mind-independent 

reality, constructivist researchers commonly use terms such as dependability, credibility, 

confirmability, and transferability as substitutes for reliability, validity, and generalisability (Lincoln 

& Guba, 1985). There are a wide array of these substitute terms, which are used because they are 

seen as removing the implication of an objective reality (Maxwell, 2017). However, qualitative 

research that embraces a realist ontology – such as this study – does not find this implication to be 

problematic and is comfortable retaining the terms reliability, validity, and generalisability. 

Reliability refers to the demonstration that a study’s procedure and results can be replicated; 

validity indicates the confidence readers can have in the accuracy of findings; and generalisability 

is the relevance of a study’s findings to other contexts (Leung, 2015; Lewis et al., 2014). 

With regard to generalisability, a distinction should be made – but often is not – between empirical 

generalisation and theoretical generalisation (Lewis et al., 2014). The former refers to the 

application of a study’s findings to other populations or settings, by considering the similarity of 

those populations and settings (Lewis et al., 2014; Maxwell, 2017). The latter refers to a process of 

theory-building, in which concepts with a wider application are produced by considering the 

generality of the theory used to explain findings (Lewis et al., 2014; Maxwell, 2017). Maxwell (2017) 

points out a further distinction in the term ‘transferability’, which refers to the reader’s (as opposed 

to the researcher’s) ability to apply a study’s findings to other settings. 

Generalisability can be viewed as a secondary issue in the sense that it depends on and arises from 

validity and reliability (Lewis et al., 2014). Maxwell (2017) furthermore suggests that validity is more 

fundamental than reliability, and he therefore focusses on validity as the central component of a 

study’s rigour. He supports this position by pointing out that while a lack of reliability is a threat to 

validity, it is possible for a study to be highly reliable and yet invalid (Maxwell, 2017, p. 117).  

The realist approach to validity can be differentiated from what has been called the instrumentalist 

approach to validity (Maxwell, 2017; Norris, 1983). In the instrumentalist approach – taken by 

positivists and constructivists alike – validity (or the constructivist equivalent, trustworthiness) is 

primarily determined by the design and methods used in a study (Maxwell, 2017). This is despite 

the consensus view among philosophers that using procedural criteria to determine validity (or 
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trustworthiness) is flawed, on the basis that no particular research procedure can consistently 

produce valid conclusions (Brinberg & McGrath, 1985; Maxwell, 2017, p. 119).   This applies to both 

qualitative and quantitative research. In discussing experimental research designs, Shadish, Cook, 

and Campbell (2002, p. 34; italics in original) state that “Validity is a property of inferences. It is not 

a property of designs or methods, for the same design may contribute to more or less valid 

inferences under different circumstances…. No method guarantees the validity of an inference”. 

In contrast to the instrumentalist approach, the realist approach views validity not just in terms of 

methodological procedures, but primarily in terms of how well the claims of a study help us 

understand the actual phenomena that were investigated (Maxwell, 2017). To use Bhaskar’s 

terminology, the realist approach asks, ‘How close is a transitive theory to the intransitive reality?’ 

Answering this question is rarely straightforward and there is no convenient checklist of criteria to 

aid the process (Maxwell, 2017). It can be done however, and indeed is a task that researchers 

commonly undertake (Maxwell, 2017). The process involves assessing how well a theory helps us 

take actions and anticipate the consequences of these actions (Maxwell, 2017, p. 121). 

The strength of the evidence used in making a claim, therefore, takes a central role in the realist 

approach to validity. Evidence is different from data in that it only exists in relation to a claim; it 

has an explanatory connection to the claim (Achinstein, 2001). Thus, evidence must be assessed in 

the context of the question it is applied to, not simply in terms of the methods used to collect it 

(Achinstein, 2001; Maxwell, 2017). The importance of methodological procedures is that they are 

a means of obtaining evidence (Maxwell, 2017). Although our knowledge of reality is always fallible, 

we can nonetheless look beyond methodological procedures to examine the evidence supporting 

a claim and consider the plausibility of alternative explanations (Platt, 1964). The degree to which 

a piece of evidence supports a claim depends on the presence of other plausible claims (Achinstein, 

2001; Maxwell, 2017). 

It should be apparent that the realist approach to validity is in no way suggesting that research 

design and methods are irrelevant – only that these are just part of the picture. Validity still depends 

on the rigour of research procedures. Evidence of procedural rigour in this study will be provided 

later in this chapter and in other portions of the thesis. This includes discussion in this chapter of: 

obtaining ethical approval for the study; collecting data that enabled the testing of proposed 

explanations; triangulation of qualitative sources of data to both confirm and refine findings; and 

systematic analysis of data, with peer examination of data and coding. The introduction chapter 
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discussed researcher reflexivity, and this self-reflexiveness was maintained throughout the study. 

Furthermore, the findings and discussion chapters will examine the strength of the evidence by: 

exploring exceptions in the data and alternative explanations; using participant quotations to 

support my interpretation of the data; describing the process of iterative theory development; and 

discussing the relevance of the findings to policy and practice. I have also closely reviewed realist 

evaluation quality standards (Wong et al., 2017) as well as the realist evaluation reporting 

standards (Wong et al., 2016) to ensure adherence with these. 

A brief discussion of the appropriateness of the realist evaluation design and qualitative methods 

will now be presented, followed by an explanation of the claims this study can make. 

4.3.2 Appropriateness of research design 

In the early stages of this project, I was particularly interested in the voluntary nature of the support 

offered at services like Taranaki Retreat, and how this might impact on service users’ experiences 

of care. I considered using a case study research design within a critical realist framework. I also 

contemplated doing a comparative case study between charitable and publicly funded facilities, 

however, this was problematic for two reasons. First, although there are many publicly funded 

respite facilities in New Zealand, these serve as acute mental health services for those experiencing 

worsening symptoms of a diagnosed or diagnosable mental illness. By contrast, the Retreat serves 

as a crisis intervention for people experiencing acute distress (many of whom do not have a mental 

illness). These differences in purpose (treating and managing mental illness versus resolving a state 

of crisis) would have significantly limited the value of a comparison. A second issue is that a multiple 

case study design would necessarily reduce the depth of investigation practically possible for each 

case. Given critical realism’s reliance on in-depth analysis, this was another relevant factor to 

consider. 

The voluntary nature of support is just one feature of services like Taranaki Retreat. Therefore, I 

later decided not to narrow my focus to the potential influence of only this specific feature of 

support. I visited the Taranaki Retreat and met with one of the programme coordinators to gain a 

better understanding of the service they provided. The coordinator reported an abundance of 

positive feedback from those who had stayed at the Retreat, with some former guests apparently 

viewing the intervention as lifesaving. It was at this stage that it became clearer to me that my 

thesis was centred on evaluative questions. It was also clear that a typical evaluation design – 
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focussed on proving an association between an intervention and an outcome – would not answer 

these questions. I wanted to unpack how such an intervention worked: What mechanisms were at 

play to explain reportedly positive outcomes? What factors influenced how those mechanisms 

functioned? And, beyond the reports of a positive experience, What were the actual outcomes this 

intervention produced? These questions led quite naturally to realist evaluation as the research 

design. Realist evaluations typically involve intra-programme comparisons (i.e., they compare how 

different participants engage in an intervention) to test and refine an explanatory theory. As such, 

they are less reliant on comparing whole sample groups. 

I was initially unsure about using a realist evaluation design, however. The main source of this 

uncertainty related to the fact that respite did not appear to me as a typical form of intervention. 

At first glance, the key feature of respite appears to be removal from sources of distress, as opposed 

to the provision of an active intervention. On further reflection, however, I realised that resources 

are also likely being provided and that even if the key mechanisms entail the removal of stressors, 

this is still subject to a causal explanation. 

Using an experimental design for this study would have been problematic for two reasons. First,   

as mentioned earlier in this chapter, CR views reality – in particular, social reality – as a complex, 

open system. As such, this reality is poorly represented by experimental studies that attempt to 

explain phenomena using artificially created, closed systems. Second, for this particular 

intervention – which supports people experiencing acute distress and suicidal thoughts – any use 

of a control group would obviously raise serious ethical concerns. 

4.3.3 Appropriateness of qualitative methods 

Qualitative methods are generally better suited to gathering the rich, in-depth data required for 

postulating and testing underlying mechanisms (Westhorp, 2014). Given that retroductive 

approaches are so reliant on the availability of a diverse range of evidence, I elected to use a variety 

of qualitative data collection methods to gather this wide range of evidence. As a result, I used 

interviews, document analysis, participant observation and a focus group over phases one and two 

of data collection. 

While qualitative data is generally more suitable for uncovering mechanisms, when it comes to 

outcomes, it has been observed that quantitative methods are often better at capturing this data 
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(Pawson, 2013). Based on my visit to the Retreat and conversations with the programme 

coordinators at the early stages of the study, it appeared likely that the key outcomes of interest 

for this intervention related to psychological distress and suicidal ideation. I began to investigate 

quantitative tools used in other studies to measure distress and suicidal ideation, such as the CORE 

Outcome Measure (Campbell & Young, 2011) and SUDS (Heyland & Johnson, 2017). 

It has also been suggested, however, that quantitative measures are unable to capture the 

complexity of distress (Massé, 2000; Ridner, 2004). Ultimately, I was unconvinced that quantitative 

measures, while able to produce pre- and post-test scores of distress and suicidality, would make 

a valuable contribution to an explanatory theory. Producing a measure of how much these factors 

changed would not explain how and why they changed. Exploring these and other outcomes 

qualitatively appeared a sensitive approach that could enable more valuable insights. If participants 

reported during interviews that they experienced changes in their distress or suicidality during 

and/or after their stay at the Retreat, this qualitative approach would enable a nuanced 

conversation with them about these changes. Interviews would also allow for clarifying whether 

these subjective changes were large or small. Attaching scores to participants’ accounts of these 

changes would not appear to further illuminate the explanatory theory. In addition to the limited 

value of such quantitative data, the small sample size involved in this study would have impaired 

its statistical precision (Bruce, Pope, & Stanistreet, 2008). Therefore, in attempting to measure the 

effect of this intervention, quantitative data would have had a large margin of error; i.e., wide 

confidence intervals and poor power for hypothesis testing (Creswell, 2014). 

The qualitative methods used in this study were therefore selected as the most appropriate means 

of uncovering the key mechanisms, contextual factors, and outcomes of the Taranaki Retreat. 

4.3.4 The claims this study can make 

The goal of this study is not to prove an association between variables, but to offer a deeper, 

generative explanation of the underlying factors that produce outcomes at a respite facility. Phase 

one of data collection and analysis concludes by proposing initial mechanisms that may explain how 

the Retreat functions to support its guests. These proposed mechanisms are the product of 

abductive reasoning and as such are intended to be plausible – rather than certain – explanations. 

By the end of the second phase of data collection and analysis, a refined programme theory was 

developed. This is also to be understood as a fallible interpretation, consistent with the 
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epistemological stance this study has adopted. However, in accordance with the principle of 

judgmental rationality, this study argues that the refined theory provides a more accurate account 

of reality than common notions about how respite may be helpful. 

The iterative nature of realist evaluation supports its goal of ongoing theory development. 

Competing explanations are encouraged in realist inquiry, as constructive debate arising from 

different interpretations of data helps to refine the accuracy of causal explanations (Easton, 2010). 

The refined theory in this study is thus provisional and is not a definitive explanation of how this 

form of intervention works. Furthermore, CR argues that truth is to be understood in ontological, 

not epistemological, terms (Porpora, 2015). One implication of this is that the validity of this study’s 

claims should be primarily determined by how well these claims appear to explain reality (i.e., how 

strong the argument and evidence are) rather than by their methodological rigour (Pilgrim, 2014). 

Reflecting the concepts of ontological depth and generative causation, the claims of this study are 

also focussed on investigating the real domain – the functioning of mechanisms that explain the 

outcomes of this respite intervention. Given that reality is a complex, open system, it is to be 

understood that capturing all possible outcomes, mechanisms, or contextual factors operating 

during an intervention is not possible. Instead, the aim is to explain the most significant of these. 

By identifying key mechanisms and contextual factors that are generating outcomes, this 

explanation can help policymakers understand why an intervention may work in one setting, but 

not others. They may then be able to improve the functioning of an intervention and successfully 

adapt it to different settings (Befani, 2012). 

CR takes neither an idiographic nor a nomothetic approach to social science (Sayer, 2000). 

Describing the subjective experiences and beliefs of participants is not this study’s primary goal. 

Nor is it attempting to establish universal laws. However, the claims in this study are presented at 

a level of abstraction that enables them to be applied to other settings, in the form of theoretical 

(rather than empirical) generalisations. Bhaskar (1998) referred to the explanations provided by CR 

as transfactual, in that they primarily relate to generative mechanisms in the real domain. As 

described earlier in this chapter, these mechanisms may at times exist without manifesting as 

phenomena in the empirical domain, or as events in the actual domain. 

The transferability of generative explanations is important in realist inquiry as it further aids the 

development of theory (Pawson & Tilley, 1997). However, CR points out the difference between 
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causality and generality (Gorski, 2013). A causal explanation is context-laden and need not be 

generalisable. So, upon presenting a generative explanation about how an intervention works, a 

secondary matter is how generalisable the explanation is to other settings. Providing a plausible 

causal explanation remains the first priority of a realist evaluation. The degree to which the findings 

in this study are applicable to other settings will be examined in the discussion chapter. 

 

4.4 Ethical and safety considerations 

This study was granted approval (reference: 18/CEN/46) by the regional Health and Disability Ethics 

Committee (HDEC) in May 2018 (Appendix A). Consultation with the Ngāi Tahu Research 

Consultation Committee was also undertaken (Appendix B). Locality approval was provided by the 

Taranaki Retreat’s trust board (Appendix C). The four key ethical and safety issues raised by this 

study are outlined below, along with a description of how these issues were managed. 

4.4.1 Ensuring informed consent and voluntary participation 

To facilitate informed consent, prospective participants were provided with clearly written 

participant information sheets and consent forms (Appendix D). Specific versions of the information 

sheets were created for the different participant groups to ensure the information provided to 

participants was directly relevant to their involvement in the study. In the event that prospective 

participants wished to discuss any concerns or questions about the research, the information 

sheets included my contact details along with those of a Māori cultural advisor, the Health and 

Disability Commission, and HDEC. 

The consent form and information sheet explained that participation in this research was entirely 

voluntary and could be withdrawn at any stage. Furthermore, in regard to interviews with guests 

and reviewing their case notes, the information sheets were given to guests by Retreat staff at the 

end of the guests’ stay at the Retreat. This helped reinforce the understanding that declining to 

participate would not affect admission to the Retreat. It also helped minimise the chance of 

requesting participation from guests while they were still in a state of acute distress. The exception 

to this strategy was the participant observation component of the research, for which it was 

obviously necessary to provide information sheets and consent forms to guests prior to their stay. 
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Only when all participants in an intake consented did the observation go ahead. Staff participants 

were similarly advised that their involvement was voluntary. While arrangements were made to 

make the time and location of interviews as convenient for participants as possible, no inducements 

were offered to participants. 

As the Retreat has no age restriction on who can access its services, there was the possibility of 

participants under the age of 16 years old. Such participants are considered minors by HDEC. 

Preparations were therefore made for this possibility, as their involvement would have required 

consent from a guardian in addition to their individual assent (Appendix E). However, the youngest 

person to volunteer for and participate in this study was 17 years old. 

4.4.2 Maintaining participant confidentiality 

Completed consent forms, along with the raw data from this study – observation field notes, audio 

recordings from interviews and the focus group, and extracted portions of guest case notes – 

obviously contain confidential information about participants. All consent forms have been kept in 

a locked filing cabinet at the University of Otago and the raw data is stored electronically on a 

password protected hard drive also at the University. Data will be stored for 10 years after the 

study’s completion, as per HDEC and University requirements. 

The interviews and focus group were conducted in settings where participants were unlikely to be 

interrupted or overheard to enable privacy. Participants of interviews and the focus group were 

advised that these discussions would be audio-recorded, and they gave their consent for this. 

Participants were reminded of this again at the beginning of interviews, before the recorder was 

turned on, to ensure that they remained comfortable with the discussion being recorded. This 

reminder was particularly useful for phone interviews, as participants could not see the audio 

recorder. Audio recordings were not used during participant observation. 

All audio recordings were transcribed exclusively by me, during which time I removed identifying 

details from transcripts. Information that could identify participants was also removed from 

observation field notes and from the extracted portions of participants’ case notes. Participant 

codes were applied to all data in place of participants’ names. The de-identified data was then 

stored on a secure, password protected laptop, for coding. While the raw data gathered in this 

study was handled only by me, some de-identified and coded data was shared with the supervisory 
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team to improve the rigour of data analysis. To further maintain participant confidentiality, all 

published work from this study – including this thesis – will use the participant codes for quotations 

and will not list the dates that individual participants stayed at the Retreat. Finally, during 

participant observation, I took photos of the Retreat site and surrounding landscape. I ensured that 

guests, staff, and volunteers of the Retreat were not included in these photos. 

4.4.3 Ensuring that research is culturally sensitive 

Early in this study, I sent a research protocol to the Ngāi Tahu Research Consultation Committee, 

with the aim of seeking Māori consultation in undertaking this research. Appropriate consultation 

aligns with the Treaty of Waitangi principle of partnership. The Committee recommended that the 

study’s findings be disseminated to Māori health organisations, and that I contact Taranaki Iwi. 

Several attempts were made to establish connections with Taranaki Iwi and Māori researchers in 

the Taranaki region, with the aim of supporting culturally appropriate engagement with Māori 

participants. Initially these attempts were unsuccessful. However, later in the study a local 

kaumātua (Māori elder) – who I met while visiting the Retreat – generously agreed to make himself 

available as a support person during interviews, if requested by participants. Jeannine Stairmand 

(University of Otago) also kindly agreed to participate as a Māori cultural advisor on this project. 

Jeannine made herself available to any participants who had cultural concerns or questions about 

this project. The availability of both the support person and cultural advisor were communicated 

to participants in the information sheets. While there was a relatively high proportion of Māori 

participants in this study, there were no requests for support from the kaumātua or Jeannine. 

I discussed with Jeannine the initial difficulty I had making contact with members of Taranaki Iwi. 

She brought my attention to the fact that Iwi and Māori researchers are frequently approached by 

non-Māori researchers with requests for assistance. The lack of response from the local Iwi may be 

due to the frequency of these requests. As I reflected after meeting the kaumātua, using email or 

phone also appears less conducive for making these connections, compared to meeting in person. 

4.4.4 Risk of data collection causing distress 

Data collection in this study – in particular the interviews with former guests – required sensitivity 

to participants’ recent distress, and care so as not to exacerbate this distress. My prior work 

experience as a mental health social worker was helpful in this regard as it provided familiarity with 
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interviewing distressed people in a structured yet empathic manner. At the beginning of interviews, 

I also checked with participants that they were comfortable to proceed. Participants were made 

clearly aware that they could cancel the interview at any stage, although this did not occur. 

Participants were also encouraged to have family members and/or other support people present 

at the interviews and a number of the participants elected to do so. At the conclusion of these 

interviews I did a brief ‘check in’ of participants’ emotional state and safety. 

The majority of participants did not become visibly emotional during interviews. They appeared at 

ease throughout, and many of them used humour appropriately. Several of the participants did 

become tearful while recounting past events, however, such as the death of a family member. 

Almost all of the participants reported ongoing challenges and a number of them experienced some 

deterioration of mood after returning home. However, when asked about their current safety, none 

of the participants disclosed or otherwise indicated issues of risk to themselves or others at that 

time. Participants were advised in the consent forms that risk issues which emerged during 

interviews would be communicated to Retreat staff and/or clinical services, without disclosing 

other unrelated information from the interviews. As these interviews occurred shortly after 

participants’ stays at the Retreat, they all either had ongoing follow-up contact from Retreat staff, 

or the availability of this contact. I had planned to provide a list of alternative support services in 

the event that a participant continued to experience distress and no longer had supportive contact 

with the Retreat. However, this situation did not arise. Finally, prior to the interviews, I checked 

with the Retreat’s programme coordinators that there were no other safety issues to be aware of, 

or any other concerns, such as participants who may feel uncomfortable with a male researcher 

interviewing them in their home. 

The above measures helped ensure participant safety and to minimise the potential distress 

participants may have felt while discussing the events that preceded their stay at the Retreat. HDEC 

viewed the sample group in this study as “vulnerable” due to the possible inclusion of people with 

a mental illness and young adults (National Ethics Advisory Committee, 2012, p. 26). Although 

awareness of risk factors is essential for protecting participants from harm, I later reflected that 

HDEC appears to overlook the resilience of participants and take a ‘deficit-based’ – rather than 

‘strengths-based’ – view of participants. Perhaps this is especially the case for research associated 

with mental health. In this context, it is worth noting that several participants reported finding it 

beneficial to talk through their experiences again and to be asked for their views on ‘what helped’. 
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During data collection and even while re-reading some of the transcripts, I was also mindful of my 

own self-care. Without breaching participant confidentiality, I was able to debrief with my 

supervisors and with other members of the Suicide and Mental Health Research Group, to which I 

belong. 

4.5 Data collection 

This study achieves the three tasks of a realist evaluation: extracting, testing, and refining a 

programme theory. This was accomplished in a retroductive process, over two phases of data 

collection and analysis. To begin, an abductive approach was used to propose an initial programme 

theory (IPT) as a potential explanation of how the Retreat functions to support its guests. This   

initial theory was then tested and refined through deductive and inductive processes in the second 

phase of data collection and analysis. This study used four qualitative methods of data collection 

to achieve its purpose: interviews, document analysis, participant observation and a focus group. 

A total of 35 participants were involved in the two phases of this study: 22 guests and 13 staff. 

Other basic demographic details of the participants: 23 were female and 12 were male; the ages of 

participants ranged from 17-71 years old, with a mean age of 44.2; and the ethnicities of 

participants were: Pākehā (17), Māori (9), Other European (8) and Asian (1). 

Earlier in this chapter, I discussed how I selected qualitative methods of data collection to achieve 

this study’s aims, and why I consider them more appropriate than quantitative methods. Having 

established the rationale for using these methods, the two phases of data collection will now be 

described in greater detail. As with most qualitative research, data analysis in this study was an 

ongoing and iterative activity – not a separate part of the research process. While an attempt is 

made to capture the iterative nature of theory development, the following descriptions of data 

collection and data analysis are presented in a linear manner with discrete stages, for clarity. 

4.5.1 Phase one data collection 

The first phase of data collection aimed to identify potential mechanisms and contextual factors 

that generate key outcomes for the Retreat intervention. Developing this IPT involved abductive 

inference. Academic literature, grey literature, and initial primary data served as the foundation for 

the innovative element of this abductive process. 
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4.5.1.1 Reviewing existing literature 

There is a lack of literature directly relevant to respite as a form of crisis intervention. However, as 

was explored in the conceptual review chapter, there is a wide range of theories related to the 

issues of distress, suicidality, and crises. Concepts from these theories, along with findings from the 

few empirical studies of respite as a form of crisis intervention, aided the formulation of an IPT. 

The conceptual review closely examined crisis theory, as well as models of crisis intervention. 

Various theories of suicide also contributed to the abductive formulation of an IPT. Namely 

psychache theory, the interpersonal theory of suicide, and the multidimensional theory of suicide. 

Finally, these theories of suicide and crisis theory are themselves underpinned by a number of other 

theories, concepts, and models. The conceptual review therefore looked at four theories and 

models that underpin crisis theory and the theories of suicide: psychodynamic theory, attachment 

theory, emotion dysregulation, and ecological systems theory. Some other underlying theories 

were also discussed in less detail, including: developmental theory, cognitive theory, behaviour 

theory, and interpersonal theory. The conceptual review extracted key concepts from the various 

theories, as these concepts could potentially contribute to a programme theory for this study. 

Summaries of these extracted concepts were provided in the conceptual review chapter. 

4.5.1.2 Interviews with programme designers 

Shortly after being granted ethical approval from HDEC and locality approval from the Retreat’s 

trust board, I began data collection with an initial round of interviews. Purposive sampling (expert 

sampling) was used to identify people who were closely involved in the planning and development 

of the Retreat. I selected this group of people for the first phase of data collection as they appeared 

to be the best positioned to aid in the development of an IPT, due to their involvement in 

establishing this intervention. Invitations to participate in the interviews were sent to all six 

members of the Retreat’s trust board. At the recommendation of the programme coordinators, 

invitations were also sent to two mental health clinicians who had some involvement in establishing 

the Retreat. The invitations included participant information sheets and consent forms (Appendix 

D) and were sent to potential participants by the programme coordinators. Six of the eight invitees 

agreed to be interviewed, while the remaining two did not respond. The six included five trustees 

(two of whom are also the programme coordinators), and a psychotherapist who had provided 

guidance to the coordinators during the development of the Retreat. 
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Face-to-face interviews were arranged over a three-day period in New Plymouth. These interviews 

were conducted at the participants’ places of work, in rooms that enabled privacy and minimal 

interruptions. Interviews were semi-structured and guided by an interview schedule (Appendix F). 

The interviews ranged in length from 37-90 minutes, with an average duration of 58 minutes. All 

six of the interviews were audio-recorded and later transcribed by me, in preparation for coding 

and analysis. Coding in this study was done using the NVivo 12 software programme. 

The extent to which interviews are structured depends in part on how developed the researcher’s 

knowledge of the topic is at the time of the interview (Yeo et al., 2014). At this stage I was still 

formulating an IPT and therefore did not have a developed theory to present to participants for 

their critical reflections. As the theories and concepts listed in the previous section were only 

related to this current study, rather than being directly applicable, they essentially served as 

‘sensitising concepts’ (Blumer, 1954) that indicated potential areas to investigate further. As a 

result, the interviews in this phase resembled general in-depth interviews more than they did the 

‘realist interviews’ described earlier in this chapter. However, I did begin these interviews with a 

brief explanation of the realist evaluation approach and the aim of uncovering contexts, 

mechanisms, and outcomes. Furthermore, the interview questions were specifically formulated to 

elicit potential outcomes, mechanisms, and contextual factors from participants. 

4.5.1.3 Document analysis - grey literature 

The final element of phase one data collection was an analysis of grey literature produced by the 

Retreat. After completing the interviews, I was granted access to the Retreat’s ‘online portal’. 

Through this, I was able to access all of the Retreat’s policy and procedure documents, along with 

some other documents such as information brochures. After excluding the few documents that had 

no relevance to this study, I downloaded the remaining 83 documents that contained information 

of possible relevance to the formulation of an IPT. These documents provided details of: the 

Retreat’s model of care; activities available to guests during their stay; the induction process for 

each intake of guests; rules and the code of conduct for staff and guests; staff position descriptions; 

as well as brochures for prospective guests and donors. These documents did not contain 

confidential information. I imported them into NVivo to undertake coding and analysis. The findings 

from this analysis will be discussed in the following chapter. 
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4.5.2 Phase two data collection 

With the IPT developed from phase one, I began phase two of data collection. The aim in this phase 

was to test and refine the IPT. This phase constituted the bulk of the study’s data collection: 

participant observation for a period of five days; a focus group with staff at the Retreat; interviews 

with 17 former guests of the Retreat; and a review of the case notes of those same guests. This 

range of different methods provided the diverse evidence needed for research using a retroductive 

approach. It also enabled triangulation of data, which aids in increasing confidence in findings 

(Baillie, 2015). 

4.5.2.1 Participant observation 

The first element of data collection in phase two was participant observation. Observation research 

is generally used in conjunction with other methods and is recommended in situations where the 

processes, interactions, and behaviours under investigation might not be captured from verbal 

accounts alone (McNaughton Nicholls, Mills, & Kotecha, 2014). Observation not only helps to verify 

other sources of data, it also gathers data that other methods may miss; for example, participants’ 

interactions with their environments (McNaughton Nicholls et al., 2014). The aim of participant 

observation in this study was to gather evidence to confirm, refute, or refine the potential 

mechanisms, contextual factors, and outcomes developed in phase one. 

Participant observation is a form of observation research in which the researcher participates in 

the functioning of the group while undertaking observations (Patton, 2015). This can be contrasted 

with ‘complete observer’ observation, which involves minimal or no interaction between the 

observing researcher and participants (McNaughton Nicholls et al., 2014). I considered the latter 

approach inappropriate, as it would likely cause guests considerable discomfort and suspicion, and, 

as a result, would also likely have a detrimental effect on the observational data. As a participant 

observer, I planned to contribute to the functioning of the Retreat and engage with guests who 

wished to do so, thereby minimising any discomfort and suspicion. 

After completing police vetting (a background check), I liaised with the programme coordinators to 

arrange a time to come and stay at the Retreat for five days as a ‘workaway’. This is a regular 

volunteer role at the Retreat – doing purely physical chores onsite (i.e., no support work or 

counselling). Participant observation required consent from all guests in a single intake, prior to 
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their stay, as well as the consent of staff. As I was unable to contact incoming guests directly, this 

process was handled by the programme coordinators, who provided participant information sheets 

and consent forms to prospective participants. The coordinators assured guests that declining my 

involvement would not affect their ability to stay at the Retreat. The first two potential intakes did 

not go ahead as at least one of the future guests declined. Once a fully consenting intake was 

confirmed, I travelled to New Plymouth to spend five days at the Retreat as a volunteer and to 

gather observational data. 

In some instances, researchers choose not to disclose to participants that they are doing 

observational research. However, in this study, I made my role as both a researcher and a volunteer 

clear to participants beforehand and again at the beginning of their stay. The observations I 

undertook were informed by phase one data and I used an observation schedule (Appendix G) to 

guide data collection. The observations in this study were therefore ‘focussed’, rather than 

‘descriptive’ or ‘selective’ (Kawulich, 2005). McKechnie (2008) points out that the more that is 

known about the research topic before observations begin, the more structured an observation 

schedule is likely to be. The schedule used in this study was semi-structured, reflecting the fact that 

the observations were occurring after phase one, but at the beginning of phase two. Given that 

recording field notes in front of participants can potentially feel intrusive for those participants 

(McKechnie, 2008), I completed all field notes when I was not in view of guests or staff. A total of 

23 pages of typed notes was generated from participant observation, for later coding. Information 

that could be used to identify participants was removed from these notes. During participant 

observation, I also took photos to enable a more vivid representation of the Retreat environment. 

Participant observation provided some valuable insights and the findings from this data will be 

presented in the following chapter. Among other things, these observations provided a perspective 

of how guests spent their time while at the Retreat, which differed from some of the trustees’ 

accounts (from phase one interviews). Although observation was therefore a valuable source of 

data, a number of factors limited this value. After gaining consent from participants, I was aware 

that the intake would consist of five female guests. Upon arrival at the Retreat, I was advised by 

the programme coordinators that one of the guests had recently been sexually assaulted and I was 

requested to keep any one-to-one interactions with all of the guests to a minimum. Given the last-

minute nature of this request, there was little room for discussion around this concern. 
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As a volunteer, I was given physical chores to do by myself (such as gardening and feeding the 

animals), which limited my interactions with guests and staff. Furthermore, for the five days of 

observation, guests largely remained in their individual bedrooms rather than spending time in 

common areas. It rained heavily throughout the five days of observation, and this appeared to be 

a contributing factor for this lack of social interaction. The main exception to this was the shared 

evening meal. I interacted with the guests as a group every evening and on several occasions during 

each day. I also had numerous interactions with staff and other volunteers. 

One other factor influenced the value of observation research in this study. Initially I had assumed 

that the physical activities or routine that guests engaged in while staying at the Retreat would be 

central to an explanation of how the Retreat functioned to support guests. It later became apparent 

that the most significant mechanisms related to how guests were feeling and thinking, rather than 

what they were doing. Interviews are better suited than observation for gathering an account of 

participants’ thoughts and feelings. 

4.5.2.2 Focus group 

After beginning some initial analysis of the observational data, I returned to the Retreat for a focus 

group with staff and volunteers. The purpose of this focus group was to test the IPT by presenting 

the initial mechanisms, contextual factors, and outcomes to the staff participants, so as to gather 

their views on these. Similar to observation research, focus groups are often used as a 

supplementary method of data collection (Bloor, Frankland, Thomas, & Robson, 2001). The unique 

contribution of a focus group is its ability to generate data through the interaction between 

participants. Focus groups are therefore not intended merely as a collection of individual 

interviews; rather, they enable deeper and more reflective discussion as participants not only share 

their own views, they also listen to the views of others (Patton, 2015). This may prompt  participants 

to reflect on those other perspectives and to respond through elaboration or disagreement 

(Bryman, 2008). 

Focus groups typically consist of six to eight participants who meet once, for between one to two 

hours (Bryman, 2008). Larger groups are generally less conducive for in-depth discussion, while 

smaller groups may not generate the desired level of interaction between participants (Finch, 

Lewis, & Turley, 2014). For this study, all paid and voluntary staff members who worked directly 

with guests, excluding the programme coordinators (a total of 15 staff at that time), were provided 
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with information sheets about this research and invited to participate in focus groups. Seven staff 

members agreed to participate – five volunteers and two paid employees. I organised the focus 

group at a time that was not only convenient for group members, but also suitable for the 

coordinators, so as not to interfere with the normal operation of the Retreat. The group took place 

in a private room at the Retreat site and lasted for 70 minutes. The focus group discussion was 

audio-recorded and later transcribed by me, in preparation for coding and analysis. 

The researcher typically plays a less central role in focus groups than in interviews, ideally striking 

a balance between facilitating open discussion from all participants and moderating that discussion 

to prevent unhelpful deviations (Finch et al., 2014). My past experience undertaking group work as 

a social worker was helpful in this regard. A focus group schedule also plays an important role in 

enabling different perspectives to emerge, while keeping the conversation structured (Patton, 

2015). Like other qualitative research methods, the degree to which focus groups are structured is 

variable (Finch et al., 2014). In this study’s focus group, the agenda was moderately structured as 

my phase one data collection provided me with a reasonably clear grasp on the issues to be 

discussed. The focus group schedule (Appendix H) helped me maintain this structure. 

A common criticism of focus groups is the potential for participants to feel pressured to agree with 

what others have said (Finch et al., 2014). Typically, participants of a focus group have a shared 

connection with the research topic, but do not know each other prior to the group (Palinkas, 2014). 

This is thought to encourage freer conversation in which participants can express their views 

without negative repercussions (Finch et al., 2014). Despite this, focus groups in which participants 

know each other are also common and can bring the advantage of triggering shared memories in 

participants and subsequently greater elaboration on points that individual participants raise (Finch 

et al., 2014). 

The focus group in this study consisted of participants who all knew each other previously. Although 

there were no major disagreements between these participants, they were comfortable expressing 

differing opinions on the issues raised in the group, including somewhat sensitive topics such as the 

role of spirituality in caring for guests. Their familiarity with each other also seemed to contribute 

to participants freely elaborating on each other’s comments. I specifically requested that the 

programme coordinators and trustees not participate in the focus group for two reasons. First, I 

suspected that their presence may affect the willingness of other participants to share their views. 

Second, the programme coordinators had already been involved in phase one interviews. I also 
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reminded participants that their responses would not be shared with the programme coordinators 

and that any quoted responses in published material would not include participants’ names or 

other identifying details. The focus group proved to be a valuable source of data. A full discussion 

of the findings from this data will be presented in the following chapter. 

4.5.2.3 Interviews with former guests 

The largest and potentially most valuable source of data in this study was the in-depth interviews 

with former guests. Purposive sampling was used to identify participants to test and refine the 

programme theory. All guests who stayed at least one night at the Retreat over a particular              

six-month period (a total of over 80 people) were given participant information sheets and consent 

forms by Retreat staff at the end of their stay. This population was selected because they are 

uniquely qualified to comment on outcomes, mechanisms, and contextual factors involved in such 

an intervention. As discussed previously, the Taranaki Retreat also offers some non-respite 

interventions, such as inviting people to visit the Retreat during the day or visiting people in their 

homes. I chose to exclude people who had not used the respite service because this study 

specifically aims to develop a programme theory of respite as a crisis intervention. 

Following the realist evaluation framework, sampling continued until there was sufficient data to 

test the programme theory. Over the six-month period, a total of 23 people initially agreed to 

participate in this study. They communicated their consent to the programme coordinators who 

then provided me with the consenting guests’ phone numbers and email addresses. I attempted to 

contact each of these guests by email and by phone within two weeks of their departure from the 

Retreat. Six of these people did not respond to my attempts to contact them, after I verified that I 

had the correct contact details. Contact was established with the remaining 17 participants over 

the course of that six months. Two of these participants were a couple who had stayed at the 

Retreat together; the other participants all stayed at the Retreat by themselves. 

In an attempt to minimise recall bias, I conducted interviews within two months of participants’ 

respite stays at the Retreat. As a result, I made multiple journeys to the Taranaki and Manawatu 

regions, as well as within Wellington, for face-to-face interviews. In the early stages of this study, I 

was informed by the programme coordinators that the Retreat primarily catered to people in the 

local community (New Plymouth). I therefore intended to conduct all interviews face-to-face and 

submitted my ethics application on this basis. It later became apparent that a significant portion of 
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the Retreat’s guest were from other regions of New Zealand. To avoid excluding this portion of 

guests, I amended my ethics application to enable phone interviews with participants from more 

distant parts of New Zealand. This amendment made it practically and financially possible for me 

to interview participants from outside the Taranaki, Manawatu, and Wellington regions. Despite 

the practical advantages of phone interviews, the disadvantages include the inability to detect 

physical cues (Yeo et al., 2014). Given the interview subject matter, I was also particularly mindful 

of any participant distress during phone interviews. 

Interviews were arranged at mutually convenient times. All face-to-face interviews, except one, 

occurred in participants’ homes as their preferred location. The one exception was an interview 

conducted in a private room at the Retreat, again as the participant’s preferred location. Seven of 

the participants lived in more distant regions of New Zealand, and they were given the option of a 

phone or a Skype interview at a convenient time. Two of these participants elected to have a Skype 

video interview, which overcame the issue of being unable to observe physical cues. However, the 

remaining participants preferred to be contacted by phone. All of the interviews – face-to-face and 

by phone – were audio-recorded and transcribed solely by me. 

The interviews ranged in length from 33-89 minutes, with an average duration of 53 minutes. I 

began each interview with an attempt to establish some basic rapport with the interviewee 

(Bryman, 2008). This involved introducing myself, ‘warming up’ the interview with some brief 

general conversation, checking whether the interviewee had any concerns or questions before 

beginning, and in one instance opening with a karakia (prayer). During some of the interviews, I 

observed an urge in myself to shift roles from interviewer to social worker, and to offer reassurance 

to interviewees. I remained mindful of this urge, however, and limited it to appropriate expressions 

of empathy. Interviews were semi-structured and guided by an interview schedule (Appendix I). 

The questions all connected to an aspect of the programme theory. A pilot test of the interview 

had been conducted beforehand and as a result the interview questions were slightly reworded 

with simpler language. Following the pilot test, I also decided to introduce the IPT later in the 

interview, as doing so immediately was jarring for the interviewee. 

Unlike the interviews conducted in phase one of this study, these interviews were more distinctly 

‘realist interviews’. The teacher-learner approach was employed, as I ‘taught’ the proposed 

contextual factors, mechanisms, and outcomes to participants, so that I could in turn learn from 

their critical reflections on these. The ability of each participant to engage in critical reflection was 
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variable, and several of the participants struggled to critique the IPT, beyond simply agreeing or 

disagreeing with components of it. In these cases, I attempted to elicit further elaboration from the 

participants, with some success. Prior to presenting the IPT to participants for their critical 

reflections, I also asked a number of open questions about participants’ experiences before, during, 

and after their stay at the Retreat. This combination of directly critiquing the IPT and having open 

discussion resulted in all of the participants identifying outcomes, mechanisms, and contextual 

factors. Their insights enabled further refinement of the programme theory. Approximately half of 

each interview was spent interrogating the IPT and half was spent with the more open questions. 

4.5.2.4 Document analysis – guest case notes 

Finally, I undertook a document analysis of all of the Retreat’s case notes for the same participants 

(former guests) I had interviewed. The use of documentary sources is an efficient and unobtrusive 

form of data collection (Patton, 2015). Participants’ case files are frequently used as rich, 

supplementary source of data, as they can provide ‘behind the scenes’ information that cannot be 

gathered through observation or interviewing (Patton, 2015). As the same group of participants 

was used for interviews and document analysis, the process of providing information about the 

research and requesting consent was handled jointly for these two methods. The study population 

and inclusion criteria were also therefore identical to that used for the interviews.  

I had initially intended to review these case notes prior to interviewing the participants, as I thought 

that being briefed about guests’ circumstances would help me to conduct appropriate interviews 

and that the content of the notes may prompt me to ask questions I had not thought to ask. 

Unfortunately, however, there was a lengthy delay before the Retreat’s coordinators granted me 

access to these notes and by that stage, all of the interviews had been completed. Furthermore, 

although guest case notes had been scanned and stored electronically, the programme 

coordinators requested that I not download the case notes, to help protect participant 

confidentiality. Instead I was asked to read the notes online and copy only relevant portions from 

these notes. These issues are reflective of one of the challenges of this method: gaining access to 

the documents in the first place (Patton, 2015). Although I could not access the case notes prior to 

the interviews, I was nonetheless able to use this data for testing and refining the IPT. There was a 

total of 387 pages of participant case notes that I read online and from which I extracted relevant 

portions of data for coding and analysis. 
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Another limitation of this method is that the information contained in documents is almost always 

gathered for different purposes than the study’s research question, and the researcher has no 

control over how this data was collected (J. Green & Thorogood, 2018). It is therefore important to 

consider the context of documentary sources: Who produced it? Why did they produce it? And, 

Who was it produced for? (Bryman, 2008). Therefore, not only is there the interpretation of the 

researcher (while reading the documents), but also the writer’s interpretation that needs to be 

considered as well (Bryman, 2008). 

The fact that the Retreat’s case notes were gathered for a different purpose than the purpose of 

this study was reflected in that large sections of these notes were not relevant to testing and 

refining the IPT. Examples of this include discussions between staff members regarding practical 

arrangements (entered in guests’ case notes) or contact details of other health professionals. 

Furthermore, the relevant parts of these notes had, for the most part, already been captured by 

interviews. The case notes therefore served more to confirm interview data regarding outcomes, 

mechanisms, and contextual factors, rather than as a source of new data. 

Documents, in particular client case notes, are also notoriously variable in quality (Patton, 2015). 

Some assessment of the documents’ accuracy and authenticity is therefore needed (Bryman, 2008). 

This variability in quality was notable in the case notes gathered for this study. These notes were 

disorganised and appeared to have no consistent format, either within one set of notes or between 

different sets of notes. Some notes were rich in detail and others much less so. I later reflected in 

supervision that the variable quality of case notes may be seen as consistent with the Retreat’s 

more flexible approach to care, when contrasted with a clinical service. Based on the comments of 

participants, the loss of this flexibility would be detrimental to the Retreat’s functioning. 

 

4.6 Data analysis 

Just as there is no prescribed method of data collection in a realist evaluation, there is also no 

prescribed method of data analysis (Pawson & Tilley, 2004; Wong et al., 2017). Instead, the method 

of analysis to be used is that which is best suited for extracting, testing, and refining a proposed 

programme theory (Pawson & Tilley, 2004). In this section I will provide a detailed description of 

how the data gathered in phases one and two were analysed. 
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Some broad guidance for data analysis in a realist evaluation is provided by Wong et al. (2017), in 

the form of three criteria for assessing the quality of such analysis. First, it is observed that the 

overall data analysis in a realist evaluation should be retroductive. This means that it employs 

abductive reasoning to generate explanations from the available data, deductively tests the 

proposed programme theory and uses this theory to understand patterns in the data, and 

inductively uses the data to refine the programme theory (Wong et al., 2017). Second, the analysis 

of data in a realist evaluation should be undertaken with reference to the principle of generative 

causation (Wong et al., 2017). This is in contrast to analysis that assumes a successionist model of 

causation, or analysis that does not attempt a causal explanation. Third, the analysis should employ 

a realist approach in developing the IPT into the refined programme theory – namely by identifying 

and explaining the relationships between contexts, mechanisms, and outcomes (Wong et al., 2017). 

The data analysis undertaken in this study meets these three criteria, as will be demonstrated in 

this section and in the findings chapter. 

4.6.1 Categorising and connecting 

Providing some additional guidance, Maxwell and Miller (2012) discuss the realist approach to 

qualitative data analysis, and how this differs from other approaches to qualitative analysis. They 

point out two types of relationships that exist in data: similarity relationships and contiguity 

relationships (Maxwell & Miller, 2012). The former are based on commonalities between things, 

independent of time and space, while the latter instead refer to an assumed association or 

connection between things (Maxwell & Miller, 2012, p. 109). Thus, one object may be similar to 

another without influencing that other object; and also, one object can be associated with another 

(including casual associations) without resembling that other object (Maxwell & Miller, 2012). 

These two types of relationships naturally lead to two complementary strategies for data analysis: 

categorising and connecting (Maxwell & Miller, 2012). 

These two types of relationships and data analysis strategies are often not made explicit in 

qualitative research, with contiguity relationships (and, as a result, connecting strategies for 

analysis) commonly being overlooked (Maxwell & Miller, 2012; Mishler, 1991). By contrast, various 

forms of categorising strategies (organisational, substantive, or theoretical) are virtually universal 

in qualitative data analysis, generally in the form of coding (Maxwell & Miller, 2012; Patton, 2015). 

Maxwell and Miller (2012) speculate that data analysis software may be reinforcing the almost 

exclusive use of categorising strategies over connecting strategies. This is problematic because 
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simply categorising data is likely to strip away its context (Mishler, 1991). Alternatively, the 

exclusive use of connecting strategies can reduce the researcher’s ability to make comparisons 

across the data and can lead to the researcher becoming ‘locked in’ to a particular story or chain of 

associations (Maxwell & Miller, 2012). The two strategies should therefore both be used for 

qualitative data analysis (Maxwell & Miller, 2012; Mishler, 1991). Furthermore, Maxwell and Miller 

(2012) argue that in order for both strategies to be connected with the data, they should be used 

recursively, rather than completing one strategy and then completing the other. 

The strategies of categorising and connecting were central to data analysis in this study, as the 

development of the refined programme theory involved not only identifying contexts, mechanisms, 

and outcomes, but also clarifying the relationships between these three. I undertook these 

strategies recursively, to allow each one to remain connected to the data. The implementation of 

these strategies will be described in the following sections. 

4.6.2 Selecting the method of analysis 

For this study I selected thematic analysis (TA) as the primary method of analysing data. Applying 

this method in a manner that fulfilled the criteria discussed above (i.e., applying TA such that the 

overall analysis: is retroductive; produces a generative explanation; and both categorises and 

connects key contexts, mechanisms, and outcomes) added complexity to the use of TA in this study. 

First, the retroductive approach involved using TA both deductively and inductively. Second, the 

need to clarify the connections between categories of contexts, mechanisms, and outcomes, 

required the use of TA in combination with two additional methods. These additional methods 

were the technique of developing ‘profiles’ from data (Seidman, 2006), and concept mapping 

(Miles, Huberman, & Saldaña, 2014; Novak & Gowin, 1984). 

In TA, systematic procedures are followed to identify and interpret patterns in the data (Braun & 

Clarke, 2006). These patterns are referred to as themes and can be explicit (or ‘manifest’) and 

directly observable in the data; or they can be implicit (or ‘latent’) and require greater 

interpretation of the data (Joffe, 2012). Through TA, themes of relevance to the research question 

are identified at various levels of abstraction (Spencer, Ritchie, Ormston, O’Connor, & Barnard, 

2014). The broad themes of relevance to a realist evaluation (and the research question, ‘How does 

this intervention function?’) are contexts, mechanisms, and outcomes. These three components of 

a programme theory can be seen as specific forms of themes. TA is a flexible approach – both in its 
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ability to analyse various kinds of data (e.g., interviews, documents, images and videos) and also in 

that it is not bound to any particular theoretical framework, unlike many other qualitative methods 

of analysis (Joffe, 2012). 

TA was selected for this study because it is one of the few methods of qualitative data analysis that 

can fulfil all three criteria discussed earlier. First, it is compatible with a retroductive approach and 

can undertake both inductive and deductive analysis. Second, TA can be used to produce 

explanations (including generative explanations), rather than only being able to produce 

descriptions of data. Third, TA can accommodate the realist evaluation approach of categorising 

and connecting the contextual factors, mechanisms, and outcomes. 

Content analysis (CA) is another method able to fulfil these three criteria. CA and TA share many 

similarities, to the extent that the two terms are sometimes used interchangeably (Vaismoradi, 

Turunen, & Bondas, 2013). The similarity between these methods is not coincidental, as TA 

originates from CA (Joffe, 2012). The emergence of TA from CA was motivated by the objective of 

going beyond manifest themes, to identify latent themes (Merton, 1975). The nature of realist 

evaluation – with its emphasis on underlying and often unobservable mechanisms – requires 

analysis that can identify not only manifest themes, but also latent ones. Another key feature that 

is used to distinguish CA from TA, is that the former involves the quantification of terms and themes 

in the data (Hsieh & Shannon, 2005; Vaismoradi et al., 2013). This feature of counting themes does 

not aid in the development of a programme theory, however. Key contextual factors, mechanisms, 

and outcomes are determined on the basis of how well they are able to explain an intervention, 

rather than according to how frequently they appear in the gathered data. For these reasons, TA 

was the preferable method for this study and was selected over CA. 

As discussed below, other commonly used methods of qualitative analysis were also considered for 

this study, but each of these was unable to fulfil some or all of the criteria mentioned above. In 

particular, many of these methods were incompatible with the overarching approach of 

retroduction, and/or they were orientated towards describing data rather than explaining it. As a 

result, these methods were poorly suited to the task of developing a realist programme theory and 

were each rejected for this study. I will now quickly summarise the rationale for rejecting individual 

methods that are commonly used in qualitative analysis. 
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Interpretive phenomenological analysis (IPA) is a popular approach to qualitative analysis, 

particularly in psychology and related fields (Larkin & Thompson, 2012). IPA is an ideal method for 

studies that aim to understand people’s (or even one person’s) unique experiences of something, 

as well as how they make sense of that experience (J. A. Smith & Osborn, 2015). The aim of the 

present study, however, is to explain how a particular form of intervention functions to support 

those who use it. Understanding the subjective experiences and sense-making of each participant 

was important in this study, but only insofar as it helped explain the functioning of the intervention 

– not as an end itself. Additionally, IPA is generally inductive and as such is not well-suited to the 

process of testing hypotheses (Larkin & Thompson, 2012), which is required in a realist evaluation. 

For these reasons, IPA was not used. 

Grounded theory (GT) also appears incompatible with realist evaluation insofar as GT’s traditional 

emphasis on an inductive approach is upheld. As previously explained, retroduction plays a central 

role in realist evaluation as well as in critical realist studies. Short of modifying GT so that it uses 

abductive reasoning to generate initial hypotheses and then deductively tests these hypotheses 

against the data, this approach is not well-suited for a realist evaluation. Some authors have 

nonetheless defended the use of GT in critical realist studies, arguing that GT can incorporate 

abductive and deductive logic and thus be retroductive (Kempster & Parry, 2014; Oliver, 2012). 

While modifying a common approach to qualitative research in order to undertake a retroductive 

study seems justifiable, these authors do not defend or explain the advantages of continuing to 

refer to this heavily modified approach as “grounded theory”. 

Narrative analysis and ethnographic accounts were unsuitable due to their orientation towards 

describing, rather than explaining, gathered data. These methods focus on providing detailed 

descriptions of data (Kim, 2016; O'Reilly, 2012), rather than explaining patterns in the data or 

generating theory (Spencer et al., 2014). As such, they are not a good match for realist evaluation. 

Finally, discourse analysis and conversation analysis were both ill-suited methods for this study, as 

they are directed towards examining the structure of data, rather than the substance of data 

(Spencer et al., 2014). Methods of qualitative analysis can be broadly categorised as taking either 

a substantive or structural approach (Spencer et al., 2014). Methods that take a substantive 

approach, such as TA and GT, concentrate on capturing and interpreting meanings in the data 

(Spencer et al., 2014). Structural approaches, such as discourse analysis and conversation analysis, 

focus on how the data is constructed and structured (Spencer et al., 2014). Identifying contexts, 
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mechanisms, and outcomes requires examination of the substance of gathered data, rather than 

its structure. Structural approaches to analysis are therefore unsuitable for realist evaluation. 

4.6.3 Phase one data analysis 

The objective of analysing the phase one data was to produce an IPT: i.e., a hypothesis about how 

this intervention works. This objective was achieved through abductive inference – the innovative 

process of generating a plausible explanation from available data (R. L. Miller, 2003). There were 

three sources of data on which this abductive reasoning was based: concepts and findings from the 

academic literature in related fields; interviews with the people who designed the Taranaki Retreat 

intervention; and grey literature (policy and procedure documents of the Retreat). Each of these 

three sources appeared incomplete in the sense that they contributed to the identification of 

partial components of a programme theory and, by themselves, did not contain sufficient detail to 

derive a full explanation or hypothesis about how this intervention works. The innovative aspect of 

abduction was therefore essential for producing an IPT. 

The concepts and findings that were identified from the academic literature (as summarised in 

tables 2.4, 3.1, 3.2, and 3.3) contributed to the formulation of the initial mechanisms, and to a 

lesser extent, the contextual factors. These concepts and findings did not help to clarify the specific 

features of the Retreat’s respite intervention, nor did they significantly add to an understanding of 

the outcomes of this particular intervention. In contrast, the grey literature provided a high level 

of detail about the features of the intervention and also indicated intended outcomes of the 

intervention. However, these documents made a limited contribution to the identification of 

contextual factors and mechanisms. Finally, the interviews produced additional details about the 

features of the Retreat’s intervention, along with outcomes of the intervention as observed by this 

group of participants. The interviewees also offered some initial ideas regarding contextual factors 

and mechanisms. 

As will be discussed in the findings and discussion chapters, the data gathered in phase two 

contained a richer level of detail about key contextual factors, mechanisms, and outcomes. 

Participants in phase two (staff and service users) not only had different perspectives and insights 

to those of participants in phase one (programme designers), they also had the added advantage 

of being presented with an IPT as a starting point for their discussion about contexts, mechanisms, 

and outcomes. 
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After transcribing the six interviews with programme designers verbatim and removing identifying 

details, I familiarised myself with these transcripts and with the grey literature by initially reading 

through all of this data twice. Further readings of the gathered data continued throughout the 

analysis process. While transcribing and also during these readings I recorded my initial reflections 

about potential components of a programme theory. I continued recording these reflections in a 

journal throughout both phases of analysis (Bazeley & Jackson, 2013). Excerpts from this journal 

have been included in Appendix J, to provide examples of these reflections during data analysis. 

After familiarising myself with the phase one data, I imported the transcripts and grey literature 

into NVivo to begin coding. The purpose of coding in this phase of analysis was to develop an 

analytic framework, to reduce the data and make it more manageable (Gale, Heath, Cameron, 

Rashid, & Redwood, 2013). This reduction (summarising) of the data was necessary to enable 

abductive inference from the data. During the process of coding this data, all of the codes were 

placed into one of five categories: context; mechanisms; outcomes; intervention; and 

miscellaneous. 

This categorisation of codes was determined in accordance with the definition of the category 

terms. The terms ‘context, ‘mechanism’, and ‘outcome’ were defined in the methodology chapter. 

To recap: context refers to the factors, settings, or circumstances in which mechanisms are 

activated; mechanisms are the underlying processes or structures that generate outcomes; and 

outcomes are the consequences of mechanisms functioning in contexts. 

The fourth term, ‘intervention’, when used in a realist evaluation, refers to the features of the 

actual service, treatment, or policy that is being evaluated (Pawson & Tilley, 1997). To borrow the 

critical realist terminology discussed earlier, these features exist at the empirical domain, unlike 

the often unobservable mechanisms. 

The fifth category, ‘miscellaneous’, was used for codes whose category was not immediately 

apparent. This was useful, as distinguishing the components of a programme theory (context, 

mechanism, or outcome) is not always straightforward (Dalkin et al., 2015; Jolly & Jolly, 2014; Shaw 

et al., 2018). Using this fifth category enabled me to move forward with coding and to review any 

ambiguous codes as the analysis progressed. All ‘miscellaneous’ codes were eventually clarified and 

reallocated. Codes in all other categories were also reviewed and, in some cases, merged. To 
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strengthen the validity of this coding, I discussed the initial codes and the supporting data extracts 

with my supervisors. These initial phase one codes have been listed in Appendix K. 

The phase one data clarified the features of the Retreat’s respite intervention in greater detail and 

also clarified outcomes of the intervention as observed by the programme designers. As was 

discussed earlier in the methodology chapter, while ‘black box’ evaluations seek to prove the 

relationship between an intervention and an outcome, realist evaluations attempt to ‘look inside 

the black box’ to explain how an intervention generates an outcome. The role of abductive 

inference at this stage of analysis was to produce an informed hypothesis about the contents of 

the black box (contextual factors and mechanisms). Although abductive reasoning involves a 

creative element, when used in a realist evaluation it also occurs within the explanatory framework 

of contexts, mechanisms, and outcomes. 

Clearly, the innovative aspect of abduction not only draws upon existing literature and gathered 

data, but also the researcher’s personal experiences and perspectives. Awareness of how these 

experiences and perspectives influence one’s thinking is necessary. The ongoing process of 

reflexivity (as discussed in the introduction and discussion chapters) was therefore important. 

Using the codes derived from the interviews and grey literature, as well as the concepts and findings 

extracted from academic literature, I gradually began hypothesising potential mechanisms to 

explain how this intervention may be generating the observed outcomes. Some of the concepts 

and findings from the literature, along with some of the codes from the phase one data, pointed 

explicitly to potential components of the IPT (e.g., the initial mechanism, ‘the big four’). In other 

cases, a greater degree of interpretation was required (e.g., the initial mechanism, ‘aroha’). The 

results of this abductive process (i.e., the contextual factors, mechanisms, and outcomes that 

constitute the IPT) will be presented and discussed in the following chapter. This IPT was later 

presented to participants in phase two of data collection, to facilitate testing and refinement of the 

programme theory. 

4.6.4 Phase two data analysis 

The two objectives of analysing the phase two data were to test the IPT and to refine it. The first 

objective of testing the theory was achieved through deductive (or ‘theoretical’) TA, which enabled 

the identification of components of the IPT that were not supported (or indeed refuted) by the 
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data, as well as components that were well-supported by the data. For the components of the IPT 

that were supported by the data, this deductive analysis nonetheless indicated areas that could be 

further clarified or elaborated on. The second objective (refining the programme theory) was 

achieved through inductive TA, which enabled not only the explication of, and elaboration upon, 

components of the IPT, but also led to the identification of new components. 

As discussed, the IPT was presented to the focus group and interview participants in phase two of 

data collection, to gather their critical reflections. For participant observation and the review of 

participants’ case notes, it was not possible to present the IPT to participants as such. However, the 

IPT was nonetheless used to guide the collection of data in both these cases. After gathering data, 

I transcribed the interviews and the focus group verbatim. Identifying details (including names of 

people and places, as well as some specific details of events that risked participants’ anonymity) 

were removed from the transcripts. Identifying details were also removed from the field notes and 

extracted case notes. Parts of the focus group discussion and interviews that were not relevant to 

the study (e.g., farewells) were not transcribed and bracketed labels were entered on the 

transcripts to explain what had been omitted. I then imported these transcripts – along with the 

observation field notes and case note extracts – into NVivo to begin coding and analysis. 

As with the analysis in phase one, I began phase two data analysis by reading and re-reading the 

data. Familiarisation with this data was also aided by the fact that I had gathered and transcribed 

it all. After transcribing the interviews and focus group, I listened to the audio recordings once more 

while reading the transcripts, in order to check the accuracy of these transcriptions. Throughout 

this process of familiarisation, as well as during data analysis, I continued to record my reflections 

about the data in a journal. 

4.6.4.1 Testing the initial programme theory 

After the IPT had been presented to participants in phase two for their critical reflections, the data 

gathered in this phase underwent deductive analysis in order to test the IPT. This was done using a 

coding frame, a conceptual tool used to examine, categorise, and understand patterns in the data 

(Joffe, 2012). Coding frames can be developed a priori from existing theory, or inductively from the 

data being coded (Benaquisto, 2012). For this study, the coding frame was developed a priori as it 

was directly derived from the IPT. It therefore consisted of the initial contextual factors, 

mechanisms, and outcomes identified during phase one data analysis. These components of the 
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IPT were entered as category codes in NVivo, so that each one could be tested against the data. 

The coding frame was used to code all of the phase two data (observation field notes, focus group 

transcript, interview transcripts, and extracted case notes). Data pertaining to the IPT were coded 

and categorised under the relevant component. 

The pertinent data being coded was not limited to data that supported components of the IPT.   

Also included were data that refuted particular components. Even where codes were identified 

that broadly supported a component of the IPT, they often brought more nuance or an elaboration 

on the initial component. Such amendments were further explored during the later stage of 

inductive analysis. I also identified data that neither supported, refuted, or amended existing 

components, yet seemed significant to a programme theory. As this data was outside the coding 

frame, I did not code it during this stage of testing the IPT. Instead, these new components were 

coded later, during inductive analysis, and contributed to refining the programme theory. 

The initial codes identified through this deductive analysis have been displayed in Appendix L.   

Once the phase two data had been coded using the coding frame, I began the task of analysing 

these codes against the IPT to determine how each of the initial elements stood up to testing. 

Rather than determining components of the IPT to be true or false, this process involved analysing 

whether each component still offered a plausible explanation of the intervention in light of the 

phase two data. As mentioned, the key components of a programme theory are determined by 

their ability to explain an intervention, and not simply by how frequently they appear in the data. 

However, the prevalence of codes was still of some significance while testing the IPT, insofar as it 

indicated relevancy. This is particularly true for components of the IPT that were unsupported, but 

not directly refuted, by the data. Here, the weakness of the component was evidenced by a lack of 

codes. The results of this analysis will be presented and discussed in the findings chapter. 

4.6.4.2 Refining the programme theory 

Testing the IPT against the phase two data not only identified the supported and unsupported 

components of the programme theory, it highlighted components that required amendments. This 

deductive process also indicated new elements not contained in the IPT, which arose from the 

insights of phase two participants. Clearly identifying these amendments and additions, in order to 

refine the programme theory, was achieved through an inductive analysis of the phase two data. 
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The procedure of this analysis can be described with reference to the six phases of TA outlined by 

Braun and Clarke (2006). 

Having already familiarised myself with the phase two data and imported it to NVivo, I began 

identifying key elements within the data set and generating initial codes relevant to the research 

aims. In contrast to the previous stage of deductive testing, in this stage I kept a broad focus and 

coded all data extracts of potential relevance to a programme theory. I repeated this coding process 

twice to ensure thorough coding for both manifest and latent themes. Codes and themes can be 

labelled using the direct language of participants (‘in vivo’); or with terms created by the researcher 

to captures the essence of the data being coded (‘emergent’); or using concepts from existing 

literature (‘a priori’) (Spencer et al., 2014). The labelling of codes in this stage was ‘emergent’. 

I then collated the codes and began grouping related codes together. While doing so, I examined 

the initial codes and in cases where two or more codes significantly overlapped, I merged them into 

one code. Some codes, upon closer inspection, appeared to be of limited relevance to the research 

question (i.e., did not directly relate to a programme theory) and were placed in a ‘miscellaneous’ 

category for later consideration. The process of grouping related codes together led to the 

identification of themes in the form of contextual factors, mechanisms, and outcomes. A number 

of the codes pertained to features of the intervention, although no new or altered features were 

identified beyond those clarified in phase one. Both manifest and latent themes were identified. 

Broadly speaking, outcomes and features of the intervention were manifest themes; mechanisms 

were latent themes; and contextual factors were both manifest themes and latent themes. The 

codes and themes that first emerged from inductive analysis are shown in Appendix M. 

These themes were then reviewed against both the coded extracts and the entire data set to ensure 

they were an accurate representation of the data (Braun & Clarke, 2006). The coherence of codes 

within each theme was reviewed to ensure internal homogeneity, and the distinctiveness of each 

theme was reviewed to ensure external heterogeneity (Patton, 2015). In this review process some 

of the themes were merged and others were redefined. It also became apparent that some codes 

formed main themes, while other codes formed sub-themes within those main themes. The main 

themes eventually constituted the individual contextual factors, mechanisms, and outcomes of the 

refined programme theory. 
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While reviewing themes, I observed that the mechanisms could be broadly divided into those that 

removed something unhelpful and those that provided something helpful. I consequently identified 

two overarching and more abstract themes for the mechanisms. These overarching themes served 

as more highly abstracted mechanisms, and will be discussed further in the following chapter. I also 

attempted to follow the previously discussed suggestion of differentiating mechanisms as resources 

or responses (Dalkin et al., 2015). Although I did identify both resources and responses, I discovered 

that for this particular intervention there were several factors that prevented the distinction from 

being sharply defined. These factors will be discussed further in the discussion chapter. 

Triangulation of data (Denzin, 1978) not only helped me gain a comprehensive understanding of 

the developing programme theory, it also supported the validity of my analysis. The data gathered 

from all four methods (participant observation, focus group, interviews, and case notes) were 

coded. The coding from each source was compared to seek out similarities and discrepancies. While 

the interviews and focus group generated considerably more codes than participant observation 

and the case notes did, there was a high degree of convergence between the coding. The codes 

and emerging themes from this stage of analysis were also reviewed by and discussed with my 

supervisors. This included sending the focus group transcript and half of the interview transcripts 

to be independently coded by an advisor familiar with realist evaluation. We then compared our 

coding of this data and discussed our analysis of potential themes, for which there was significant 

consensus. 

Once I had developed a clearer picture of the various themes and some understanding of how they 

fit together, I was able to more sharply define the themes so as to capture the essence of each one. 

I then began the task of presenting these refined themes in a clear and coherent report that not 

only communicated the content of the data I had collected, but also provided a strong argument 

to address my research question. This report is presented as the findings chapter. Extracts from the 

data are provided in the findings chapter to support my interpretations of key themes. 

 

4.6.4.3 Connecting contexts, mechanisms, and outcomes 

Connecting strategies are an essential aspect of analysis in a realist evaluation in order to develop 

a refined programme theory that provides a generative explanation. The strategies of categorising 

and connecting were undertaken together and recursively. As a result, the categorised themes, and 
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the connections between them became progressively clearer at the same time. Despite this, I will 

describe my analysis of connections in this separate section, to clearly demonstrate the methods 

used. 

Through the inductive analysis of phase two data, discrete themes of refined contexts, 

mechanisms, and outcomes were identified. During this analysis, I also began to clarify the 

connections between the identified themes. I discovered, as have others undertaking realist 

evaluations (Byng et al., 2005; Jackson & Kolla, 2012), that identifying connections was made easier 

by examining outcomes and then ‘working backwards’ to consider associated mechanisms, as well 

as the contexts in which those mechanisms functioned. Although this process did not immediately 

generate fully formed context-mechanism-outcome configurations, it did lead to the identification 

of linked ‘segments’ of a causal chain. In this way, I ultimately clarified relationships between: 

different types of initial stressors and the state of crisis; the state of crisis and secondary stressors; 

mechanisms and stressors; and, the alleviation of stressors and a ‘cascade’ of outcomes. This 

process also highlighted some exceptions and contradictions. 

In combination with TA, I also used a method of developing ‘profiles’ (Seidman, 2006, pp. 119-125) 

to support this analysis of connections. This method is used to create summaries of data items, 

while retaining the participants’ own words. Given the length of individual transcripts (up to 15,000 

words) reducing the data in this way made seeking associations in data items much more 

manageable. I only used interview transcripts (not the other three sources of phase two data) to 

create profiles for two reasons. First, the interview transcripts contained the most thorough and 

clear narratives about the outcomes of this intervention and how these outcomes were achieved. 

Second, the observation field notes, focus group transcript, and extracted case notes were all 

poorly suited to the format of profiles. 

Adopting Seidman’s method, I critically examined each interview transcript and extracted the most 

important passages. Generally, the total length of the passages I extracted from each transcript 

was approximately one-third that of the original transcript. Using these key passages, I wrote 

summaries of each transcript, retaining the participant’s own words and their first-person 

narrative. Dialogue from the interviewer (myself) was left in where necessary, but clearly 

distinguished from the other text. The 17 profiles described participants’ experiences prior to, 

during, and after their stay at Taranaki Retreat. The process of constructing these profiles was itself 

helpful in developing my understanding of the connections in the data. Once they were completed, 
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I sought out and coded conditional statements in each profile. Conditional statements (also 

referred to as ‘if/then’ statements) are commonly used in realist evaluations to help identify 

connections in the data (Jagosh, 2018; Pawson & Manzano-Santaella, 2012). These statements and 

the potential connections they indicated further supported data analysis. The ‘if/then’ statements 

that were initially coded at this stage of analysis have been listed in Appendix N. 

Finally, I also used concept mapping as an effective aid for my analysis of connections in the data. 

This approach generates visual representations of key concepts and processes (Miles et al., 2014, 

pp. 20-27; Novak & Gowin, 1984, pp. 15-54). Unlike thematic mapping, which simply presents a 

spatial arrangement of themes, concept mapping displays the relationships between concepts 

(Maxwell, 2012). Typically, the process of creating conceptual maps involves iterations of written 

analysis and diagramming, with the two processes informing each other and facilitating analysis 

(Miles et al., 2014). The relationships illustrated in the map can then be explained more fully by the 

accompanying narrative (Maxwell, 2012). 

My use of concept mapping likewise involved alternating between writing and creating diagrams. 

In the process, I generated numerous drafts of conceptual maps, with each iteration becoming 

increasingly streamlined and precise. As the maps developed, I intermittently checked them against 

the data to ensure they were an accurate representation. I also checked that the developing maps 

remained directly relevant to the aims of the research (developing a refined programme theory). 

My initial drafts attempted to visually represent the state of crisis described by participants. This 

‘conceptual map of crises’ evolved into a map of the refined contextual factors, which was in turn 

a foundation for understanding connections with mechanisms and outcomes. Eventually, I was able 

to develop a full conceptual map of the programme theory. Refined versions of these visual displays 

are contained in the findings and discussion chapters (figures 5.2, 5.5, and 6.1). 

Through this overall process of analysing the phase two data – employing deductive and inductive 

analysis, as well as categorising and connecting strategies – I developed the refined programme 

theory. The components of this refined theory will be presented in the findings chapter and the 

overall theory will be further discussed in the discussion chapter. 
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4.7 Conclusion 

The realist evaluation design of this study, along with the qualitative methods used for data 

collection and data analysis, were all selected as the best means of explaining how this form of 

intervention works. That is, explaining the contextual factors and mechanisms that generate 

outcomes at a respite facility for people who are experiencing acute distress. The design decisions 

and underlying philosophical assumptions have been clearly acknowledged and their implications 

discussed. The ethical and safety considerations raised by this study, and how these issues were 

managed, was also clearly described. Having now explained how the study was undertaken and 

why it was undertaken in this way, the following chapter will present the study’s findings.  
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Chapter 5: Findings 

In this chapter, I present the findings from the two phases of data collection and analysis. First, 

there is a more detailed description of the design of the Retreat’s respite intervention, enabled by 

findings from phase one. Then the initial programme theory (IPT), which was developed following 

phase one, will be presented. After presenting the IPT, I will discuss how this theory aligned with 

the data gathered in phase two, as well as the resulting amendments to and refinement of the 

programme theory in light of that data. As explained in the methodology chapter, phase two of this 

study involved testing the initial theory by presenting it to participants for their critical reflections. 

The findings arising from the phase two process of theory-testing enabled substantial development 

of the programme theory. Some components of the initial theory did not stand up to testing and 

were discarded. Other elements were elaborated on or clarified with a deeper level of analysis. 

Finally, several new components to the programme theory arose. 

The components of the IPT that were unsupported by the phase two data will be discussed first. 

Then the components that were elaborated on, as well as those that arose during phase two, will 

be presented through a detailed discussion of the refined programme theory. This detailed 

discussion will cover the key contextual factors, mechanisms, and outcomes that emerged through 

the theory-testing process. Just as phase two represented the bulk of data collection and analysis, 

it also yielded the most findings and is the focus of this chapter. The presentation of phase two 

findings is therefore in-depth, while the presentation of phase one findings is relatively condensed. 

To recap the methodology chapter, phase one involved: reviewing academic literature; interviews 

with people involved in planning and developing the Retreat; and an examination of grey literature. 

Phase two involved: participant observation; a focus group with staff and volunteers at the Retreat; 

interviews with people who had stayed at the Retreat as guests; and a review of those guests’ case 

notes. For conciseness and clarity, throughout this chapter I will refer to the participants in the 

phase one interviews as ‘planner participants’; participants in the focus group as ‘staff participants’; 

and participants in the phase two interviews and case notes review as ‘guest participants’. 

Therefore, ‘planner participants’ aided the formulation of the IPT, while the ‘staff participants’ and 

‘guest participants’ helped test and refine that theory. 
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5.1 The intervention 

Before proposing a programme theory that attempts to explain how an intervention works, it is 

necessary to have a clear understanding of the intervention itself and how it is designed. Doing so 

not only clarifies exactly what it is that is being evaluated, it also helps in distinguishing the 

intervention from the underlying mechanisms that the intervention is thought to trigger. This 

distinction is important as it supports the ability of a realist evaluation to make theoretical 

generalisations beyond the particular intervention being evaluated. 

In the early stages of the study, I developed a clear overview of the Retreat’s respite intervention 

using information from the Retreat’s website, a public fundraising presentation given by one of the 

programme coordinators, and further informal discussions with the programme coordinators. In 

particular, I was aware of the features of the Retreat that distinguished it not only from mental 

health interventions and other forms of crisis intervention, but also from private and publicly 

funded respite facilities. This overview picture of the Retreat was presented in the introduction 

chapter. However, the data collected and analysed in phase one provided a higher resolution 

picture of the Retreat’s respite intervention. The interviews with planner participants as well as 

analysis of the grey literature enabled a more in-depth examination of the structure and features 

of this respite intervention. 

Earlier in the study, I had focussed my attention on the various activities that guests could engage 

in while at the Retreat. After collecting and examining phase one data, not only did the range of 

these activities become clearer, it also became apparent that these activities (and the option of 

doing or not doing them) only formed one aspect of the intervention. There were two other key 

aspects of the intervention design: the Retreat’s physical site; and the Retreat’s policies and ethos. 

Following the collection and analysis of data in phase two – in particular, participant observation, 

the focus group with staff, and the interviews with guest participants – the importance of these 

two other key aspects of the intervention was further highlighted. Each of these three aspects of 

the Retreat’s respite intervention is comprised of numerous features, as has been summarised in 

table 5.1 below. 
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Table 5.1 - Key features of the Retreat’s respite intervention 
Optional activities 

• Pastoral care / opportunities to talk with support worker, other staff & fellow guests 

• Undertaking ‘tasks of the stay’ (2 - 4 goals identified by the guest as helpful for their well-being) 

• Practical support (where needed) 
o supporting referrals to clinical services & other support services 
o professional budgeting advice 

• Shared evening meal (with the Retreat family and other guests) 

• Physical health activities 
o access to onsite gym; availability of a personal trainer & a nutrition coach, pilates & yoga classes 

• Creative activities 
o access to art room (arts & crafts - independently or facilitated classes with volunteers) 
o access to musical instruments 

• Relaxation / soothing activities (facilitated by volunteers with expertise) 
o massage, pedicures, haircuts & styling, deep relaxation group, meditation exercises 

• Other off-site activities (e.g., equine therapy, ‘dancing in the dark’ dance group) 
 

Physical site 

• Buildings on site  
o guest lodge, Retreat family home, communal dining room & lounge area, art room, gym, ‘the chapel’ 

• Landscape on site 
o gardens, large lawn, vegetable patch, small areas of bush with walking tracks, small streams 

• Rural setting / natural surroundings 
o neighbouring farms, large trees bordering property, clear view of Mount Taranaki 
o minimal traffic, limited mobile phone reception and very limited Wi-Fi availability 

• Animals on and near the Retreat site (goats, ducks, chickens, rabbits, dog, cows) 
 

Policies and ethos 

• Accessibility of service 
o self-referrals encouraged (online or by phone) 
o referrals considered regardless of whether the person has a mental health diagnosis or not 
o exclusion criteria: acute mental illness or a primary issue of substance dependence 
o assistance offered to those facing practical difficulties getting to the Retreat 
o set intake dates & stays of either five or ten days 

• Pre- and post-stay care 
o pre-stay / outreach work – visiting prospective guests at home, short ‘day visits’ to the Retreat 
o online journal (entries viewed & responded to by a staff member) – available pre & post-stay 
o follow-up home visits or phone contact after residential stay  

• Boundary setting / rules 
o brief group induction upon arrival for introducing staff & other guests, and to explain rules 
o no alcohol or illicit drugs to be brought into the Retreat 
o guests asked not to ‘over-burden’ other guests with their personal circumstances 
o ‘lights out’ at 10:30pm (a recommendation, rather than a rule) 
o guest baggage not inspected upon arrival 
o guest bedrooms can be locked from the inside 
o guests able to ‘sign in & out’ during stay (leave the Retreat during the day) 
o family & other visitors able to visit 

• Personalised approach 
o guests are matched with a support worker from a ‘pool’ of support workers 
o support workers only work with one guest in any given intake 
o volunteer support workers often do not work in back-to-back intakes 

• Whānau model (family model) 
o the ‘Retreat family’ (the programme coordinators & their children) live onsite 
o families able to stay together at the Retreat as a group of guests 

• Support from community 
o funded entirely by donations 
o names of donors clearly displayed on the Retreat grounds 
o members of the local community regularly drop off food (baking) & other goods 
o Retreat is staffed mostly by volunteers (who work as support workers & facilitate most of the activities) 
o no charge to guests (for accommodation, food, or activities) 
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5.2 Initial programme theory 

The main aim of phase one was to develop an IPT to explain how the Retreat functions to support 

its guests. This initial theory was developed through abductive inference – the innovative process 

of moving from the available data to the best explanation of that data (R. L. Miller, 2003). The 

available data in this case consisted of relevant concepts and findings from academic literature, 

interviews with planner participants, and analysis of the Retreat’s policy and procedure documents. 

While this phase one data had some limitations – which will be explored further in the discussion 

chapter – it nonetheless enabled the development of an IPT. This initial theory served as a starting 

point for an approach to crisis intervention that has very little existing literature of direct relevance. 

The relevant concepts and findings extracted from academic literature were fully discussed in the 

conceptual review and literature review chapters. These concepts and findings were initially used 

as sensitising concepts in the first phase of data collection and analysis. While developing an IPT, 

these concepts and findings contributed to the formulation of the initial mechanisms in particular, 

and to a lesser extent, the contextual factors. Ultimately, however, the IPT was guided more heavily 

by the primary data gathered in phase one. As a result, many of the concepts from the literature 

were not incorporated into the IPT. Analysis of the other phase one data (as described in the 

methodology chapter) generated the key outcomes that planner participants had observed arising 

from the intervention. This data also aided the development of potential mechanisms. As with the 

academic literature, the interviews and policy documents made a more limited contribution to the 

identification of contextual factors. Significant development of the contextual factors and 

outcomes came in phase two. 

5.2.1 Components of the initial programme theory 

The components of the initial theory are summarised in table 5.2 below. Each of these components 

and how they interact to explain the Retreat intervention is described in the following sections. 

Table 5.2 - Components of the initial programme theory 

Contextual factors Mechanisms Outcomes 

Emotional distress 

Suicidal ideation 

Poor experiences with clinical services 

‘Time out’ 

‘Big four’ 

‘Helping hands’ 

‘Aroha’ 

‘Reciprocity’ 

Reduced emotional distress 

Reduced suicidal ideation 
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5.2.1.1 Contextual factors in the initial programme theory 

There were three key contextual factors in the IPT. Two of these related to the subjective states of 

those staying at the Retreat as guests: emotional distress and suicidal ideation. The planner 

participants observed that these two factors (one or both of them) served as the context into which 

this intervention was applied. These two factors were also unsurprisingly prominent in the crisis 

intervention literature and the various theories of suicide. The third contextual factor was put forth 

by one of the planner participants, who suggested that in situations where guests recently had poor 

experiences with clinical services prior to their stay, this limited their engagement with the Retreat 

and reduced the effectiveness of the Retreat’s intervention. 

Notably, planner participants considered demographic factors (such as age, gender, and ethnicity) 

and socioeconomic factors (such as income, employment status, and level of education) as not 

playing a central role in influencing how the intervention functioned. Therefore, these factors were 

not included as key contextual factors in the IPT. Furthermore, despite the demographic and 

socioeconomic differences between the guest participants included in phase two, there were no 

new data from that phase that indicated otherwise. 

It should be emphasised, however, that this exclusion of demographic and socioeconomic factors 

is specifically in reference to the programme theory for this intervention, not to wider explanations 

of psychological distress. The impacts of demographic and socioeconomic factors on psychological 

distress and suicidal ideation have been discussed in the literature and illustrated in numerous 

studies (Andrés, Collings, & Qin, 2010; Keyes et al., 2014; Kidwai, 2014; Ross, 2017; Sheikh, 2018). 

Therefore, broad questions such as, ‘What causes distress?’ and ‘How can distress be alleviated?’ 

would require consideration of these factors. However, these broad questions are beyond the 

scope of this study. In particular, it should be noted that there is a difference between the question, 

‘How can distress be alleviated?’ and the much narrower question, ‘How does this particular 

intervention alleviate distress?’. The narrower question is aligned with this study’s research 

question and is to be answered through the development of a programme theory. As discussed, a 

programme theory explains how an intervention functions by clarifying the key contextual factors 

and mechanisms that generate outcomes through that intervention. Therefore, a programme 

theory does not include other factors that do not directly explain the operation of an intervention, 

even when those factors are important for understanding the wider issue that an intervention is 

designed to address. 
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5.2.1.2 Mechanisms in the initial programme theory 

Identifying the mechanisms of an intervention is central to answering how that intervention 

functions to support those who use it. The reviewed literature and the phase one primary data 

enabled me to hypothesize five potential mechanisms in the IPT, for future testing and refinement. 

The first of these hypothesized mechanisms is ‘time out’. I used this title to concisely summarise 

the process of removing guests from their regular daily surroundings for a limited period of time. 

Implicit in this is the idea that guests found aspects of their regular surroundings distressing – an 

idea that was unpacked more fully after phase two data analysis. This mechanism necessarily 

involves providing accommodation in a new environment that is free from the elements of guests’ 

regular surroundings that they may have found distressing or agitating. 

Second, several of the planner participants in phase one emphasised the importance of what they 

referred to as “the big four”: healthy food, an improved sleep routine, exercise, and good company. 

These participants felt that the Retreat helped guests by providing an environment in which these 

four features were promoted and that promoting these features, even in the short-term, played an 

important role in reducing guests’ distress. This idea is represented by the mechanism ‘big four’. 

The third potential mechanism, ‘helping hands’, refers to the provision of practical support and 

advocacy. This includes support workers helping guests to problem-solve practical issues they are 

facing and making referrals to other health or social services. 

The fourth potential mechanism is the most difficult to define and is captured by the Māori word 

(noun and verb) aroha – meaning love, compassion, empathy; to love, feel compassion, empathise. 

The data in phase one indicated that ‘aroha’ was a key mechanism by which the Retreat’s respite 

intervention helped guests. Providing an environment in which guests felt cared for was considered 

by planner participants to be a very important mechanism for the intervention. 

The final potential mechanism of the IPT, ‘reciprocity’, relates to a distinctive aspect of the Retreat’s 

intervention, by which guests are able (yet not obliged) to contribute to the functioning of the 

facility. This could include tasks such as gardening, cooking the evening meal, or helping with other 

chores onsite. One of the planner participants discussed “healing through giving” and believed that 

this reciprocal aspect of the Retreat – the ability of guests to both receive care and offer something 

in return – played a key role in achieving this intervention’s outcomes. 
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5.2.1.3 Outcomes in the initial programme theory 

The outcomes in the IPT mirrored the first two contextual factors. The subjective state of guests is 

not only the context in which the intervention operates, it is also the target of the intervention.  

The planner participants noted a reduction of emotional distress and a reduction of suicidal 

ideation among guests and considered these to be the key outcomes of the Retreat’s respite 

intervention. Note that the reduction of both distress and suicidal ideation refer to the period 

during and shortly after staying at the Retreat, rather than implying a permanent reduction. This is 

not to suggest that guests inevitably experience further episodes of acute distress and suicidal 

ideation. However, as was later shown in phase two, at least some guest participants experienced 

a deterioration in their mood and the re-emergence of suicidal thoughts upon returning home from 

the Retreat. 

While long-term effects would be a remarkable outcome, these two short-term outcomes are in 

keeping with the Retreat as a form of crisis intervention. Two of the primary goals of crisis 

intervention are to restore a state of equilibrium and to ensure the safety of the person in crisis 

(James, 2016; Rapoport, 1970). Furthermore, even temporary reductions in suicidal ideation and 

distress are an achievement, with the potential to prevent deaths during a period of high suicide 

risk. This point was later reflected by several guest participants in phase two, who referred to their 

stay at the Retreat as “life-saving”. 

5.2.2 Unsupported components of the initial programme theory 

The IPT was tested in phase two by presenting it to participants for their critical reflections. The 

proposed contextual factors, mechanisms, and outcomes were discussed and critiqued by staff who 

participated in the focus group and by guest participants in interviews. The components of the IPT 

were also used as a framework to guide participant observation and analysis of guest participants’ 

case notes. As will be discussed shortly, this process led to significant development of the 

programme theory, with several of the initial components being explicated and elaborated on, as 

well as new components being introduced.  However, other components of the initial theory (three 

of the mechanisms and one contextual factor) did not align with the data gathered in phase two. 

While these unsupported components do not appear entirely irrelevant, they were not prominent 

in explaining how the intervention generates outcomes, and were subsequently discarded. 
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5.2.2.1 ‘Big four’ 

The initial mechanism referred to as ‘big four’ was unsupported by the data gathered in phase two. 

The idea that the Retreat intervention alleviates distress by providing healthy food, good company, 

exercise, and sleep was discarded for two reasons. First of all, after presenting this potential 

mechanism to guest participants their responses cast doubt on whether the Retreat intervention 

actually provides these four factors. Participants commented that while the meals were healthy 

and enjoyable, “there were plenty of unhealthy options too”. One guest participant reported 

gaining weight due to the constant supply of baked goods. Also, it is unclear whether the Retreat 

itself provides ‘good company’. While guest participants generally reported positive interactions 

with their support workers, their interactions with fellow guests were at least equally significant – 

and these experiences were mixed. ‘Good company’ does not appear to be inherent to the 

intervention; rather it relies on the dynamics between guests and staff in each intake. Similarly, 

while guest participants reported that aspects of the Retreat (e.g., limited Wi-Fi availability and the 

absence of traffic noise) were conducive to sleep, the presence of other guests played an important 

role as well. Several participants reported poor sleep due to some guests (including guests with 

young children) making noise during the night. Options for exercise – including the gym, yoga 

sessions, pilates, and a personal trainer – are provided by the Retreat, however, not all guests 

participated in these activities. 

Second, even when elements of the ‘big four’ were provided, many of the guest participants 

described not making use of these. This included guests who: ate unhealthy food options or 

‘comfort food’; chose not to interact with their support worker or had negative interactions with 

the other guests; did not exercise for the duration of their stay; and stayed up watching movies 

until early morning. Despite this, these participants reported that they still found their respite stay 

very beneficial. This indicates that while the four factors may nonetheless play some role in 

alleviating distress, they did not feature as key mechanisms that explain how this intervention can 

help those who use it. However, traces of this mechanism can perhaps be seen in the refined 

mechanism of ‘interrupting unhelpful behaviours’, which will be discussed later in this chapter. 

5.2.2.2 ‘Helping hands’ 

The initial mechanism of ‘helping hands’ was also discarded following phase two. Some of the guest 

participants confirmed that they received some practical assistance during and even after their stay 

at the Retreat. However, this practical assistance was described by participants as quite basic – 
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such as help with finding a new general practitioner (GP) – and it was not seen as playing a key role 

in alleviating distress. The accounts of these participants demonstrated that the practical aspect of 

the assistance they received was not as significant as ‘feeling heard’ (receiving acknowledgement 

of their challenging situation) and feeling cared for. The act of being offered assistance was more 

impactful for these participants than the actual assistance itself. These more significant aspects of 

the assistance are discussed further in the refined programme theory. 

Furthermore, the stressor events and associated challenges faced by the majority of guest 

participants were generally not of a ‘practically resolvable’ nature, beyond the provision of time 

out. For example, many of the guest participants had recently experienced the death of a family 

member or friend. These participants stated that they did not require nor receive much in the way 

of practical assistance, yet they benefitted greatly from the intervention. 

5.2.2.3 ‘Reciprocity’ 

Another of the initial, hypothesized mechanisms was ‘reciprocity’. Rather than purely being 

recipients of care, guests of the Retreat have the opportunity to contribute in modest ways to the 

Retreat’s functioning. Several of the planner participants in phase one expressed the thought that 

perhaps this ‘give and take’ relationship plays an important role in producing positive outcomes. 

The problem with this proposed mechanism was that the majority of the guest participants – when 

asked about this idea in interviews – reported that they did not take up the opportunity to get 

involved in doing tasks or chores onsite. These comments matched data gathered during 

participant observation, where guests spent much of their time resting or doing activities they 

found enjoyable, rather than participating in chores such as gardening or washing the dishes after 

the evening meal. Again, regardless of not actively reciprocating while staying at the Retreat, guest 

participants still experienced distinctly positive outcomes from their respite stay. 

Most of the guest participants expressed a desire to give back or ‘pay it forward’ in future, however. 

Some of them had begun taking steps to do so after leaving the Retreat and once their state of 

acute distress had passed. In this sense, giving back or ‘paying it forward’ may be a consequence of 

the intervention for some guests. However, it does not appear to be a mechanism that is generating 

outcomes for the Retreat. Reciprocity may still be a mechanism for reducing distress more broadly, 

but its role was not clearly evident in this respite intervention. 
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5.2.2.4 Poor experiences with clinical services 

Finally, there was no evidence in the phase two data to support the initial contextual factor that 

suggested that guests’ progress at the Retreat can be limited by recent experiences of poor care 

from clinical services. Many of the guest participants in phase two described such experiences. 

However, none of them corroborated the idea that these experiences limited the impact of the 

respite intervention. If anything, these experiences appeared to enhance the guest participants’ 

interpretation of the Retreat as being genuinely caring, as they provided a contrast between the 

response from clinical services and the response from the Retreat. 

 

5.3 Refined contextual factors 

In the remainder of this chapter, I will present the refined programme theory by exploring the 

amendments and additions to the IPT. This begins by looking at the refined contextual factors. As 

discussed previously, a realist evaluation uses the terms ‘context’ and ‘contextual factors’ to refer 

to the conditions in which mechanisms activate (or fail to activate) through an intervention. This 

concept is illustrated in figure 5.1 below. 

 

Figure 5.1 - Context-Mechanism-Outcome diagram 

 

Following phase two of data collection and analysis it became apparent that while two of the 

contextual factors from the IPT were still valid and important, the overall picture was more complex 

than this. During the theory-testing and refinement process, twelve key contextual factors for this 

- adapted from Pawson & Tilley (1997) 
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intervention were identified. These factors can be divided into three categories, as shown in table 

5.3 below. 

While developing the IPT, it was observed that the key outcomes were the inverse of some of the 

contextual factors. During phase two of data analysis, it was also observed that the key mechanisms 

were also the inverse of other contextual factors. In this sense, the formulation of the contextual 

factors is reflective of the overall programme theory (contexts, mechanisms, and outcomes). 

Table 5.3 - Contextual factors in the refined programme theory 

Initial stressors Situational stressors 

Non-situational stressors 

State of crisis Emotional distress 

Impaired clarity of thought 

Suicidality 

Disturbed sleep 

Functional impairment 

Secondary stressors Agitation at daily surroundings 

Engaging in unhelpful behaviours 

Unfulfilled need for acknowledgement of distress 

Unfulfilled need to be offered ‘genuine care’ 

Unfulfilled need for allies 

 

The three categories listed above and each of the contextual factors they contain will be described 

in the following sections of this chapter. Direct participant quotations will be used to support these 

interpretations of the data. However, the use of verbatim quotations from participants, particularly 

in this section on contextual factors, is limited by the need to avoid including details that could 

breach participant confidentiality. Participant codes are also used with these quotations to further 

maintain confidentiality. The codes begin with two letters to indicate the source of the quotation: 

“GI” for guest participants’ interviews; “CN” for guest participants’ case notes; and “SP” for staff 

participants in the focus group. The letters are followed by a number that represents the particular 

guest participant or staff participant being quoted. For each guest participant, the same number is 

used for quotations from their interviews and for extracts from their case notes. 

Before describing the individual contextual factors, it should be pointed out that relationships 

between and within the three categories were indicated by both the data gathered in this study 

and relevant academic literature. It is not the aim of this thesis to develop a new theory of crises, 



 
 

 
135 

or to establish causal links between these contextual factors. Nonetheless, it is worth noting that 

the contextual factors clearly do not appear to be independent of each other. In addition to being 

observed in the data, a number of these relationships (e.g., the relationship between emotional 

distress and impaired clarity of thought) are encompassed by well-established theories and 

concepts in the literature. The apparent relationships between the contextual factors have been 

represented in figure 5.2 below. Clarifying the emergence of secondary stressors was of particular 

importance for understanding the mechanisms of this intervention. 

 

Figure 5.2 - Relationships between contextual factors 

 
 
 
With regard to the relationships between the three categories, the phase two data indicate that 

initial stressors play an important role in triggering the state of crisis. The state of crisis itself then 

generates secondary stressors, or at least exacerbates these issues to the extent that they become 

stressors. In turn, secondary stressors compound the state of crisis. Therefore, the distinction being 

made between initial and secondary stressors is primarily a temporal one. ‘Initial stressors’ refers 

to circumstances that preceded the state of crisis experienced by guest participants, whereas 

‘secondary stressors’ arose during this state of crisis. 

There also appear to be clear relationships within these three categories. With regard to initial 

stressors, guest participants commonly described experiencing both situational and non-situational 

stressors, and the two often appear to be intertwined. The five identified components of a state of 
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crisis also clearly appear to be linked. Finally, relationships seem evident between the secondary 

stressors as well – with similarities between the first two (‘agitation at daily surroundings’ and 

‘engaging in unhelpful behaviours’) as well as a connection between the other three (‘need for 

acknowledgement’, ‘need for genuine care’ and ‘need for allies’). This brief summary of the 

relationships between contextual factors will be expanded on in the following sections. 

5.3.1 Initial stressors 

The initial factors that contribute to a person experiencing acute distress may be varied and 

complex. As mentioned earlier, it is not the aim of this thesis to attempt to capture the full range 

and complexity of these factors, which could include, but is not limited to: physical and mental 

health issues; interpersonal conflict; trauma; socioeconomic factors; and issues associated with 

spiritual well-being.  

Depression and anxiety are an example of factors that a number of guest participants self-reported 

and that likely played a role in contributing to their distress. However, they were not included as 

key contextual factors because their presence or absence did not appear to have a distinct impact 

on the operation of mechanisms in this intervention, particularly when compared to the impact of 

other contextual factors. This was determined by examining data from those guest participants 

who self-reported diagnoses of depression and/or anxiety disorder and comparing this with data 

from those guest participants who reported not experiencing depression or anxiety disorder. These 

two diagnoses did not serve as the context in which the intervention is applied, nor as outcome 

measures of the intervention. This reflects the fact that the Retreat is not a treatment for clinical 

depression or anxiety disorder. The target of this intervention is resolving a state of crisis, not 

addressing mood or anxiety disorders. 

Instead of attempting to catalogue and explain the causes of distress, the aim in this study is to 

identify the contextual factors most pertinent to explaining the operation of mechanisms during 

this intervention. The two types of initial stressors identified here are an addition to the IPT and 

they emerged from analysis of the data gathered in phase two of this study. 

As was discussed in the conceptual review chapter, the crisis intervention literature commonly 

identifies three types of stressors preceding a crisis: situational stressors, arising from unexpected 

natural or human-made events (James, 2016); developmental stressors, arising from normal 
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developmental phases in life (Callahan, 2009); and existential stressors, relating to a sense of 

purpose and meaning in life (James, 2016). Although participants did not use this terminology, the 

majority of them described situational stressors in the period just prior to experiencing a state of 

crisis. To a lesser extent, participants also mentioned existential stressors, in the form of a sense of 

purposelessness and a sense of unfulfillment. Developmental stressors, however, were not clearly 

apparent in the data gathered in this study. 

Another factor identified by guest participants as strongly contributing to their initial distress was 

feeling unvalued by other people. An argument could be made that this is another form of 

existential stressor, however, this is debatable. From the perspective of attachment theory, this 

feeling could be seen as a consequence of a lack of secure childhood attachments (Bowlby, 2012). 

Regardless of how this stressor is framed, its prominence in the data was notable. 

Given that contextual factors in a realist evaluation are formulated on the basis of their ability to 

help explain how an intervention works, I placed the initial stressors into two categories:  situational 

stressors (as explained in the crisis intervention literature) and non-situational stressors. The latter 

category includes existential stressors as well as the feeling of being unvalued by others. As will be 

discussed in more detail later, formulating the contextual factors in this way helps capture some of 

the differences between guest participants in terms of the longevity of the outcomes they 

experienced. Both situational and non-situational forms of stressors featured prominently in guest 

participants’ accounts of the events leading to their referral to Taranaki Retreat, with these 

participants primarily attributing the state of crisis they experienced to these stressors. 

To elaborate on the earlier point regarding the relationship between situational and non-situational 

stressors, it is well-established in the crisis intervention literature that it is not events themselves 

that trigger a state of crisis, but a person’s interpretations of those events (Puleo & McGlothlin, 

2010; Yeager & Roberts, 2016). This observation helps explain how people – each with their own 

interpretation of even shared events – can respond differently to the same event. Taking this view, 

the relationship between situational and non-situational stressors becomes more apparent as 

existential issues (e.g., a sense of purposelessness) may contribute to negative interpretations 

around an unexpected event (e.g., loss of employment), such that it becomes a situational stressor. 

Similarly, a situational stressor could potentially contribute to the emergence or exacerbation of 

an existential stressor. 
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The observation that it is interpretations of external events (and not the events themselves) that 

generate psychological distress may initially seem a confronting notion, particularly when 

considering violent events such as sexual assault. Emphasising the role that interpretation plays in 

distress should not be misconstrued as trivialising the significance of external events. 

Consider the alternative: the idea that some external events are inherently distressing or can 

directly trigger a state of crisis. This is problematic for several reasons. First, people’s responses to 

even extreme events are variable. Despite it being difficult to imagine a ‘non-distressed’ reaction 

to severe events, the claim that any particular event will invariably cause distress would be difficult 

to justify. Second, the process by which an external event – independent of how that event is 

interpreted – could directly cause psychological distress (in contrast to physical injury) is not at all 

clear. Third, to suggest that some events are inherently distressing would inevitably lead to the 

questions: ‘Which external events are distressing?’ And, ‘What are the criteria by which an event is 

deemed a distressing event?’ These questions may not appear as controversial when considering 

extreme events, but the issue becomes more apparent with other events. Is it inherently distressing 

to be in a moderately strong earthquake? Is it inherently distressing to be insulted? If some events 

can be deemed inherently distressing, it follows that other events can be determined as not 

inherently distressing. Such a determination would likely have concerning implications for people 

who are nonetheless distressed by events that have been judged ‘non-distressing’. 

5.3.1.1 Situational stressors 

Almost all of the guest participants described stressors arising from a particular situation or event. 

Generally, that situation was recent, sudden, and unexpected. This included events such as: the 

death of a family member or friend, a relationship breakup, loss of employment, and assault.      

Note that the term ‘situational’ refers to the origin of the distress (the stressor) and not the distress 

itself. Guest participants identified situational stressors as being a key factor in the distress they 

experienced. 

GI_03: We lost our son to suicide. So, it was the aftermath of that. And we weren't feeling 
safe. We were being harassed by [our son’s] wife. 
 
GI_08: Well yeah, I mean losing [that number of] years of marriage is a tough one to 
deal with – to have to separate. [It was] not my choosing. And obviously losing the job, 
which I've educated myself in and drove forward to get where I feel I wanted to be, and 
to fail that was... pretty close to the same strength as losing the marriage. 
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GI_10: I think what really kicked it off is I had a breakup with my partner, and he was 
going to try and kill both of us. He was about to gas us. He was trying to block the door... 
I think I'd had issues before him, but everything, this sort of brought everything to a 
head. It kind of freaked me out a bit. He was going to do that and then he just stood 
there as I ran down – I managed to get out… And yeah, I think this is where everything 
sort of kicked itself off. Because that was a really hard thing for me to accept. Like, we'd 
been together for quite some time. 
 
GI_13: I had a relationship end – a long-term relationship. And I just sort of, yeah, I just 
sort of went into a… had a bit of a breakdown from… it was real, real tough. It was a 
tough break up. Then I sort of just left his... I've got a son, he's nine, so [I became a] single 
parent and yeah... it was too much. 
 

5.3.1.2 Non-situational stressors 

Also prevalent in participants’ accounts were non-situational stressors. In contrast to the 

suddenness of situational stressors, non-situational stressors were more likely to be of a gradual 

nature. Guest participants described experiencing issues over lengthy periods prior to their referral 

to the Retreat, albeit often with some recent exacerbation. One form of these non-situational 

stressors was existential issues. Although more abstract (and requiring a greater degree of 

interpretation) than situational stressors, many of the guest participants discussed or otherwise 

gave indications of being confronted by issues associated with existence and meaning. In interviews 

and in their self-referral forms (contained in their case notes), guest participants succinctly 

described experiencing despair in relation to a sense of purposelessness in their lives. 

CN_08: I have no direction and no true understanding of what life is about. 
 
CN_11: I feel like I've ‘fallen off my perch’, lost my way and my purpose in life. 
 
GI_16: …Also, at the start of this year another young boy who was living with us passed 
away in a car accident. So, two big situations that happened in two years really topped 
it off. That really set me off. That was me saying, "Okay, I've had enough of this life. I'm 
going to go." I got to the point where I was ready to go. 

 

Similar to, yet distinct from, a sense of purposelessness, was a sense of unfulfillment expressed by 

several guest participants. This too contributed to feelings of despair. 

GI_01: I would just be going through the motions, and that's no life - I don't want half a 
life. You know, I've got skills. I want to use them. I don't want to sell blimmin' [products] 
anymore. …So yeah. I've been unhappy for quite a few years. And just, I want to make a 
difference in the world. [Whereas my wife] is happy just to be safe in a little cocoon. 
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However, the most prevalent form of non-situational stressor among the guest participants was 

feeling unvalued by other people. When asked about the events leading up to their stay at the 

Retreat and what they felt contributed to their distress, this was a major theme. This feeling of 

being unvalued appears both prior to the state of crisis (thus serving as an initial stressor), and also 

during and with reference to the state of crisis (thus serving, in a more specific form, as a secondary 

stressor, which will be discussed later in this chapter). 

The feeling of being unvalued by other people is based on interpretations of those people’s 

behaviours. Guest participants shared their observations of the behaviours of the people around 

them. They interpreted these observed behaviours as indications that they were not valued. These 

indications appeared to take both a ‘passive’ and ‘active’ form. Which is to say, guest participants 

interpreted the behaviour of those around them as ‘passively’ failing to demonstrate that they were 

valued (“people neglect me”) and/or as ‘actively’ demonstrating that they were not valued  

(“people mistreat me”). These interpretations generated considerable hurt and distress. 

Note that the use of the words interpretation and belief – throughout this chapter – should not be 

viewed as casting doubt on the accuracy of participants’ accounts. Instead, these words are used 

to highlight the critical role of subjectivity in this programme theory. It is, for example, conceivable 

that a person could in fact be unvalued by those around them, yet believe themselves to be valued 

and remain unaffected (or vice versa). The interpretation or belief takes effect regardless of 

whether it is accurate or not. Therefore, as far as the programme theory is concerned, it is 

interpretations and beliefs that are relevant; there is no need to either doubt or prove the accuracy 

of these. Note also that from a realist perspective, people’s interpretations and beliefs – even when 

these are inaccurate – are themselves real, by virtue of propelling actions and social phenomena  

(Danermark et al., 2005, pp. 36-37; Maxwell, 2013, p. 131). 

Many of the Retreat’s guests felt unvalued by those around them. 

SP_07: And then the [guests] that come out of the [mental health] system. I mean, 
generally what I hear is that they just don't feel valued. They just feel like they've been 
talked at – you know, at them, not with them. They just don't feel valued. 
 
GI_01: I'd been working for [company name] …. Worked for them for 10 years. I asked 
for every Sunday off because I was going to [do volunteer work]. And they said, "Nah, 
we can't give you Sunday.” … [Then a new employee] got every Sunday off. So, I went to 
the boss and said, "what the hell is going on?" And he said, "Oh, he just negotiated 
harder than you". I said, "oh well, at least you're honest... see ya". So yeah, so I resigned. 
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… I went to work for another company… But [previous employer] classed them as a direct 
competitor and took me to the [Employment Relations Authority] ... Yeah, that was 
pretty upsetting. Because I'd been loyal to them. …So, the last few years have been 
tough. …That was a kick in the guts. 
 
GI_10: People around [my workplace and home] are very, very self-centred – and it's 
really hard being around so many self-centred people sometimes. It really does your 
head in. 
 
GI_11: I think the whole thing about being in hospital… being terribly sick and nobody 
believes in me and thinking I actually might die because these buggers are just not 
believing me – it was massively upsetting. And then, it just made me realise that in the 
big, massive scheme of life that I'm almost nothing. I'm just this tiny little speck of dust 
in the whole wide world and nobody will even worry or notice if I just disappeared. 

 
 
A number of guest participants experienced not only neglect, but different forms of mistreatment, 

particularly from family members or work colleagues. 

GI_03: [Our son’s wife] kept arriving out here at inappropriate times with three carloads 
of family... Harassing us to pass over this and pass over that – and do this and do that. 
And I started to feel very unsafe. To the stage that we changed all the locks on our house. 
And we got a trespass notice against her. …[She] refused to follow any Tikanga Māori 
[Māori customs] for the funeral. It was most distressing for us. …We were distraught. 
…That was probably why we weren't coping because there was that build-up. 
 
GI_04: And then, at work – where I was working at the time, I got called a paedophile by 
some guy there. He is just one of those smart asses ay, who thinks he's... but because of 
all the photos I've put up of [my step-son] on Facebook and I put them on my Facebook 
cover and [the co-worker] was like, "Oh, you've got a little boy on there. What are ya, a 
paedophile? Is that what you are?" And he started... and I just heard rumours around 
the whole [workplace]. 
 
GI_10: When all this was going on [my ex-partner] started this pressure thing again and 
wanted... was trying to get me to have sex with him and all that sort of carry on and I 
didn't want a bar of it and it was really hurtful to me because he couldn't, he kept saying 
to me, "I'm your best friend". Well, if you're my best friend, you wouldn't be doing this 
to me, you know. 
 

5.3.2 State of crisis 

The second category of contextual factors relates to the internal experiences of guest participants 

following the initial and secondary stressors they faced. Consistent with the crisis intervention 

literature, these experiences have been placed under the umbrella term ‘state of crisis’. This term 

encompasses the emotional, cognitive, and behavioural aspects of the experience, along with the 

connection to stressors. The data gathered in phase two led to significant elaboration on two of 

the contextual factors in the IPT: emotional distress and suicidal ideation. This data indicated five 
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key components of the state of crisis for these participants. The two most prominent aspects of 

this state were acute emotional distress and impaired clarity of thought. Varying degrees of 

suicidality were also widespread, as was poor sleep and functional impairment. 

5.3.2.1 Emotional distress 

All but one of the guest participants arrived at the Retreat in a state of acute emotional distress. 

The singular exception had arranged the respite stay to support a transition back home from a 

lengthy stay at a drug rehabilitation facility. Many of the guest participants attempted to describe 

the acute distress they experienced, although often found this difficult to articulate. 

GI_02: I wasn't in a good place. Every day was a struggle. 
 
GI_13: I just felt like, just... just like a breakdown. I just felt like I'd lost it. You know, like 
when you haven't had any sleep and you're just so emotional and I mean, I was, like I did 
feel, like I felt really alone. 
 
GI_16: I just had a storm in my head, that I struggled to fight. 
 

5.3.2.2 Impaired clarity of thought 

Virtually all of the guest participants also described some impairment to their clarity of thought 

during their state of crisis. This appeared to be directly connected to the emotional distress they 

experienced. The impairment included: a reduced capacity for problem-solving and constructive 

self-reflection; intense rumination (circular, unproductive thoughts) and loss of mindfulness; and a 

loss of perspective regarding current circumstances. This loss of perspective, confusion, and 

rumination was evident from participants’ reflections during interviews and from the case notes. 

GI_01: All I could see was first [method of suicide] and then second [another method of 
suicide]. Nothing else was working. That's it, that's where I'm going. 
 
GI_03: We didn't know which way to turn. We were – I guess, distraught as much as 
anything, because we'd had lots of family staying with us and they had all gone. So, it 
was... it was almost like we didn't quite know what steps to take next. 
 
GI_16: There was so much in my head. My world was completely turned upside down 
and you know, it took me a while to... I don't know, put my effort into wanting to be 
helped. … I felt like I was just fighting my brain. Fighting my head. Even though I had had 
talks with a few people, negative thoughts were just, they wouldn't leave. I just kept 
blaming myself for things, telling myself that I wasn't worth it and whatnot. 
 
CN_09: I am just too confused at the moment to think straight.  
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The extent of impaired clarity of thought during the state of crisis was most obvious while 

participants discussed outcomes of the respite intervention. Although this will be discussed more 

thoroughly later in this chapter, it is appropriate to mention here that restored clarity of thought 

was one of the key outcomes. Unsurprisingly, this outcome was the reverse of the above  

contextual factor. That is to say, it included: restored capacity for problem-solving and constructive 

self-reflection; reduced rumination and improved mindfulness (of both the external environment 

as well as internal thoughts and feelings); and a wider or fresh sense of perspective regarding 

current circumstances. The fact that guest participants experienced this restored clarity of thought 

after their respite stay further indicates the extent to which it had previously been impaired. 

5.3.2.3 Suicidality 

Most (but not all) of the participants who had stayed as guests of the Retreat also experienced 

varying forms and degrees of suicidality during their state of crisis. This ranged from fleeting and 

non-specific suicidal thoughts, to active and persistent suicidal ideation, to self-harm, through to 

attempted suicide. Again, it is not the aim here to establish causal links between contextual factors 

or to propose a new theory of suicide. Nonetheless, the suicidality described by guest participants 

appeared closely related to their emotional distress and impaired clarity of thought. This 

observation is supported by guest participants’ reports that their suicidality ceased, or at least 

reduced, following a reduction of their distress and improved clarity of thought. Another notable 

relationship was that the suicidality itself seemed to contribute to additional distress for some of 

the guest participants. 

GI_01: I thought, "I can't keep doing this - I can't treat [my family] like this. I can't see 
any way forward." So, I drove towards a truck… I was very calm – very calm, and the 
driver swerved and I kind of instinctively swerved as well – just missed him. And I got a 
buzz out of it. Which scared me then. I thought – I thought I'd be petrified, but I wasn't. 
I was very cold at that stage. And about an hour later I stopped [the car], and I just 
bawled like a baby. And I thought, "Right, do I turn right to [town] and walk out to the 
harbour and just drown? Because I'm not a good swimmer anyway. That's going to be 
less messy than hitting a truck". That's what I was going to do. So, I had kind of 
attempted it. 
 
GI_04: And then that night was when I fully ended it with [my ex-partner]. And yeah, I 
just was sitting down in that room and just started cracking all my pills out. And just 
hammering them back. And then I wasn't answering her texts or anything. So, she rang 
[family member] who came down luckily. And I was spaced out. I can't remember 
anything... And yeah, it was... but after I'd done it, I sort of realised what I... it was the 
wrong thing to do. It was just the heat of the moment. 
 
GI_09: I could easily drive down a road and just think, "What could I do? What would be 
the easier way to not suffer?" 
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GI_10: What really really did it for me was I had gone out for a  drive in the car one day 
– I’d had an argument with someone I think, I can't quite remember how it happened 
now – but I buggered off, I took off in the car and all I wanted to do was hurt myself, kill 
myself. 
 
GI_16: Before I came to the Retreat, the week before, I tried, I wanted to commit suicide. 
I had it planned out and I was on my way. Those weeks before coming to the Retreat 
were getting tougher and tougher. And yeah, there was a lot of me that just wanted to 
hurry up and die. 
 

5.3.2.4 Disturbed sleep 

More than half of the guest participants experienced significantly disturbed sleep in the period just 

prior to staying at the Retreat, which they attributed to the emotional distress and rumination they 

were experiencing. The lack of adequate sleep may have also contributed to guest participants’ 

impaired clarity of thought. 

SP_02: I think we've all had guests who have said they can't believe how tired they are 
and how much they slept since they came here.  
 
GI_03: My GP was constantly saying to me that she felt that I needed some medication 
to help me start sleeping again and all that sort of thing. 
 
GI_05: I wasn't sleeping at all, really, here. Fall asleep [briefly] on the couch, wake up – 
and that was my sleep. 
 

Initial assessments written by Retreat staff (contained within guest participants’ case notes) also 

referred to guest participants’ sleep difficulties in the period just prior to their stay. 

CN_06: [Name] has not been sleeping very well at all over the last few weeks. 
 
CN_09: [Name] mentioned that sleep was difficult last night. She seems to get 
overwhelmed in her head thinking and this stops the sleep. 
 

5.3.2.5 Functional impairment 

Closely related to impaired clarity of thought, the majority of guest participants also reported 

various forms of impaired functioning during their state of crisis. This impairment impacted on their 

careers, schooling, and relationships. 

GI_01: I said, "Look, I want to go part-time. I can't cope with full-time". I was having 
difficulty driving, couldn't sleep - sort of stressing about everything. 
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GI_11: I could hardly function. I don't know how I did function actually that week. 
 
GI_17: So, I decided to reach out to [the Retreat] because I was in such a bad place – I 
couldn't do my exams, I couldn't work, couldn't do anything. 
 

5.3.3 Secondary stressors 

The final grouping of contextual factors is ‘secondary stressors’ – another addition to the IPT. While 

conducting phase two of data collection and analysis it became apparent that not all of the stressors 

experienced by guest participants preceded the state of crisis. A number of significant stressors 

emerged from – or were at least substantially exacerbated by – the state of crisis itself. In turn, 

these ‘secondary stressors’ significantly compounded that crisis for virtually all of the guest 

participants. Five circumstances were particularly prominent in participants’ accounts. First was a 

greater susceptibility to becoming agitated by regular, daily surroundings. Next was a greater 

tendency to engage in unhelpful behaviours. The final three were all unfulfilled needs: for 

acknowledgement of one’s distress; to be offered ‘genuine care’; and to have allies. 

For all the guest participants, it was the secondary stressors that the Retreat intervention primarily 

attended to. As a result, the secondary stressors are ‘mirrored’ in the mechanisms of the refined 

programme theory. Which is to say that in attending to these secondary stressors, the mechanisms 

are essentially the inverse of the stressors. Therefore, not only do these five factors represent the 

context in which the intervention is being applied, they also signal the areas where the intervention 

takes effect. Whereas the first category of contextual factors (the initial stressors) helps capture 

some of the differences in the longevity of outcomes guest participants experienced, this category 

of contextual factors helps explain different responses to the five mechanisms. This is because 

different secondary stressors may be more prominent for each guest (e.g., some guest participants 

engaged in unhelpful coping behaviours prior to their stay, while others did not). As will be 

discussed, these differences have implications for the impact of the respective mechanisms. 

5.3.3.1 Agitation at daily surroundings 

Most of the guest participants described becoming more agitated than usual by their daily 

surroundings (home life, work environment, and being in public) during their state of crisis. 

Emotional distress and impaired clarity of thought (more specifically, the reduced capacity for 

problem-solving and loss of perspective towards unfavourable happenings) seemed to contribute 



 
 

 
146 

to greater-than-usual susceptibility to such agitation. Regular occurrences such as interactions on 

social media, noise from family members or household objects, other people making demands, and 

the busyness of public spaces became sources of agitation and distress. 

GI_01: The bus was hard, man. Just so many people talking on their cell phones and noise 
and all – guys in the back swearing and cursing, joking, and laughing. [It was] the last 
thing I needed… I just wanted to get up and scream at everyone, "shut the hell up!". 
 
GI_01: I really struggled with [crowds], I’d get quite agitated. So, going to church was 
really hard for me in the end. In fact, I couldn't go for the last few weeks before I came 
[to the Retreat]. I'd go for 10-15 minutes, and it was like everything was amplified three 
times. And at home the TV was too loud – it’s hard to explain. 
 
GI_02: I needed to get away from [home], get away from people. 
 
GI_04: [On Facebook] I was getting tagged in heaps of things. And [notifications that] 
“so-and-so has commented on this” and... I just couldn't, I hated it – just all the bickering 
about people and about their lives. 
 
GI_10: I know what [my ex-partner] is like, he's always been like that and I can normally 
deal with it. But because of what happened with this [distressing event], you know, it 
was... I didn't need it. 
 
GI_13: [I needed] some time, like some time out, to get away from like the house and 
being a mother for a little while and just yeah have some time out. 
 
 

For guest participants who had recently experienced bereavement, simply being at home also 

appeared to contribute to their distress, as they were surrounded by reminders of their loss. 

GI_14: [I needed] time away from my kids and from, yeah, being around my kids and 
everyone. Like, [deceased person]’s car was at my house and just everywhere I turned 
was sort of... it was all in my face, about what had happened. And I'd see my kids in pain, 
in their faces. …And so [the Retreat stay] just gave me that opportunity to have that time 
out from them, from that atmosphere. 
 
 

This increased agitation at daily surroundings not only compounded the state of crisis, it also 

appeared to contribute to interpersonal conflict and confrontational behaviour. 

GI_01: But man, I was ropable with my daughter – so she got both barrels. So yeah, I'd 
been really aggressive and grumpy and that with my wife and daughter. 
 
GI_04: I lost it with [a colleague]. Left work and then that morning almost got into an 
altercation at [suburb] with some dude who was giving another guy grief. It was just an 
invitation for me to get involved. 
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For a few of the guest participants, however, it was not just everyday events they found distressing. 

The nature of their situational stressors meant facing additional, irregular challenges. 

GI_03: Before we went [to the Retreat], we had police involved because the coroner was 
involved. And we had a lot of extra trauma that... if he had died of natural causes, that 
or... in a less stressful way, we wouldn't have had to cope with. But we had police 
interviews, there was lots of investigation going on. And I mean even from the hospital, 
after he passed, we had to wait until the police came and interviewed us at the hospital. 
And sign paperwork and stuff even then. So, it wasn't an easy release for [our son]. I 
mean even after he passed. So, for me, the Retreat was the place that had none of that. 
There was no knocking on the door, you know, from anybody. There was no text 
messages to say, "Can we make an appointment to do this, that, or the next thing?". 
There was no phone calls that were either good or bad. There was no decisions to have 
to make, finally – for that whole week. 
 

5.3.3.2 Engaging in unhelpful behaviours 

More than half of the guest participants described engaging in coping behaviours during their state 

of crisis that, though generally providing short-term relief from emotional distress, were unhelpful 

for resolving or adapting to the challenging circumstances they faced. Generally, these coping 

behaviours provided guest participants with relief from their distress by temporarily suppressing 

that distress, providing a distraction, or by enabling avoidance of the perceived source of distress. 

Beyond that short-term relief, however, these behaviours served as a stressor that exacerbated or 

prolonged guest participants’ distress. They did so by generating additional difficulties in already 

challenging circumstances (e.g., by worsening financial hardship or contributing to interpersonal 

conflict). Some of these behaviours were also harmful to guest participants’ health and presented 

varying degrees of risk. 

The unhelpful behaviours reported by participants included: heavy substance use; self-harm; 

avoiding contact with other people and becoming isolated at home for lengthy periods of time; 

withdrawing from daily activities; or, conversely, engaging in excessive activity. Similar behaviours 

may obviously occur outside of the context of a crisis (i.e., not as a means of coping with distress). 

However, the formulation of ‘unhelpful behaviours’, as used here, specifically refers to the context 

of a crisis and the use of these behaviours as a form of coping with acute distress. Therefore, 

‘unhelpful behaviours’ have been categorised as a secondary stressor because a form of coping 

with distress cannot precede that distress. 

GI_04: I’d have a cone [of marijuana] ... you know, at night, just to help sleep and all that 
kind of thing. 
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GI_09: Drinking [alcohol] was my escape. 
 
GI_16: [I was thinking], "I can't deal with this. Just go in a room and stay in a room and 
neglect yourself from people". …I would hide in my room and just be by myself. 
 
GI_17: I like, wouldn't get out of bed, I wouldn't shower. I'd self-harm... a lot. And like, I 
wouldn't talk to anyone. I'd eat heaps. Um, just not healthy living really. But then that 
affects everything else, like school and relationships and stuff. 
 
GI_03: I'd gotten to this [mentality of] 'go to work, go home, go to bed, go to work, go 
home, go to bed...' You know, sort of thing, to try and block out what was going on and 
the grief we were trying to deal with. And I think that, personally, I don't think... I don't 
think I even grieved until we were [at the Retreat]. 
 
GI_11: I've kind of become quite acutely aware that my busyness in life probably is my 
way of... I mean I think it's good for me, to do all my activities and sport and everything. 
But sometimes I'm actually probably running away from some of my internal issues. 
 

5.3.3.3 Unfulfilled need for acknowledgement of distress 

Many of the guest participants discussed their observation that during their state of crisis the 

people around them – family members, friends, and health professionals – failed to acknowledge 

or sometimes even notice their acute distress. They felt others did not take their situation seriously. 

This lack of acknowledgment appeared to be interpreted as, “I don’t matter to other people” and 

it served as an additional stressor. This contextual factor, therefore, seems closely connected to 

the earlier factor of feeling unvalued by others; however, it is distinct in that it specifically relates 

to the state of crisis. Thus, the unfulfilled need for acknowledgment of distress is a secondary 

stressor because this need obviously cannot precede the distress. 

GI_01: Then I saw 'Good Sorts' [segment] on TV. And that's where I saw the Retreat. And 
I said to my wife, "I've got to go there". And she said, "why?!". And I said, "because I'm 
blimmin' suicidal". And she didn't know – she said, "I didn't know that". It's like, "holy 
crap, are you blind, woman?" So yeah, that was pretty cold for a while. 
 
GI_07: [My counsellor] was not very supportive. And I mean I... well, as an example I 
rang her one day and I had tried to cut my wrists. And she told me to take a deep breath 
and go for a walk. You know, it didn't cut it. And she never like contacted me back 
afterwards, to ask me if I was alright. 
 
GI_09: I went home to see Mum and Dad. And I literally, basically told Mum [that I had 
quit my job and was going to the Retreat]. Then she went and told Dad. And um, I guess 
Dad just wasn't able to put it all into place. And he was like, "Why the fuck did you leave 
the job?" And so I went into the kitchen and he basically cornered me in the kitchen. 
That's how bad it was. So yeah, I guess he has his own way of dealing with it. 
 
GI_10: [My GP] was unhelpful because I could go in and see him and I would literally be 
in there for about 5 minutes and when I walked out he would basically be walking me to 
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the door, patting my back saying, "Oh, you're such a lovely person. Don't let anybody tell 
you any different. See ya later." And that was it. A pat on the back doesn't make me feel, 
you know… what's a pat on the back going to do for you? 
 

5.3.3.4 Unfulfilled need to be offered ‘genuine care’ 

The most prominent contextual factor to emerge from the data was the unfulfilled need to be 

offered care that is interpreted (by the intended recipient) as being motivated by a genuine desire 

to help. For the sake of brevity, I will refer to such care as ‘genuine care’ from this point. Guest 

participants expressed that they were not offered genuine care during their state of crisis. Either 

they were offered no care, or they were offered care that was interpreted as ingenuine. This 

unfulfilled need to be offered genuine care clearly appeared to generate additional distress for 

guest participants. Participants described this stressor as being directly in relation to the state of 

crisis, rather than being a more general and long-term need. As such, it has been categorised as a 

secondary stressor. 

GI_01: And when I was really bad – I caught the bus up because I couldn't drive – I was 
too tired to drive. And I was really bad one day. I kind of had a breakdown at work. And 
so the boss called [my wife], and he said, "Look, you need to come and pick up [GI_01]". 
She said, "Oh no, I can't drive out there". She wouldn't even do that. And I said, "My 
daughter can” – she had been up to the movies. And [my wife] said, "Oh no, no – [my 
daughter] can't either. He'll have to catch the bus into town, and we'll come pick him up 
from there." …Got into town and my daughter was late. 
 
GI_06: At [a publicly funded respite facility, attached to the local mental health service] 
you're pretty much just left to your own devices. While you're staying there you had 
absolutely no support. …For them, once you had your food, you had your room, you had 
this bathroom, and you were pretty much left to it. 
 
 

Many of the guest participants reported that they did not receive any offers of care during their 

state of crisis. Other guest participants described being offered care that they interpreted as not 

motivated by a genuine desire to help. This ‘non-genuine care’ included care that was seen as       

‘the bare minimum’. 

GI_07: I was contemplating suicide and actually rang an ambulance. And they took me 
to the hospital, and I spoke to somebody on the psych team up there. … But again, there 
was no follow-up. 
 
GI_17: I used [the app] called SPARX, or something like that? But it was just like... it's like 
a little game. So, you've got to go on quests but you're learning stuff. So that, I tried it – 
I tried it a few times actually – but it didn't really... work. It kind of was like, "Yeah, [your 
situation] is really bad – deal with it." … It kind of felt like I, you know, I had to help 
myself. But I wasn't like, I didn't know what I was doing and if I was ready to help myself. 
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‘Non-genuine care’ also included care that the recipient experienced as being forceful. 

GI_01: And my mother was just constantly contacting me, "Are you okay?", you know, 
"Are you okay? You haven't texted back in two hours. What's wrong? Where are you?"  
I was like, "Holy crap – leave me alone". 
 
GI_06: [The community mental health team] discharged me because I wouldn't stand by 
and let them push me around. And they pretty much said that I either have to do what 
they say, or they will discharge me. And they tried to give me, tried to stop me from 
having a say in my own treatment. 
 
GI_10: [The mental health crisis team] don't want a bar of me because I didn't do what 
they...  you know, I stopped taking the medication because it was making me sick... And 
I had been telling [the crisis team], but they just would not help at all.  So, I actually think 
[the crisis team] is really quite...  I'm not impressed… Basically, I was told I was not going 
to get any help because I hadn't done what they had told me to do. 
 
 

A further indication of the significance of this contextual factor will be presented later in this 

chapter when discussing the impact that the provision of genuine care had on guest participants. 

The fact that this mechanism had such a strong impact in relieving distress is additional evidence 

of the negative impact of this secondary stressor. 

This contextual factor (the unfulfilled need to be offered 'genuine care') shares similarities with the 

previous one (the unfulfilled need for acknowledgement of distress). However, the distinction is 

between needing other people to acknowledge one’s distress and needing other people to actually 

respond by offering help in some form. The ability of a person to offer genuine care obviously 

depends on that person first noticing and acknowledging the intended recipient’s distress. A further 

relationship exists between the previous contextual factor, the current contextual factor, and the 

one that follows. All three appear connected to the initial stressor, ‘feeling unvalued by others’. 

The data from phase two demonstrated that the unfulfilled needs for acknowledgement, care, and 

allies resulted in guest participants feeling unvalued, while the fulfilment of these needs was 

interpreted as, “I matter to others”. Therefore, these three secondary stressors appear, to some 

extent, to be expressions of the need to feel valued by others – expressions that are specific to a 

state of acute distress. 

This contextual factor is described in terms of participants’ interpretations of genuine care. Again, 

this phrasing is not intended to cast doubt on the intentions underlying the offered care. It is used 

because the actual motivations of the giver are known only to the giver. Furthermore, only the 
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recipients’ interpretations matter in generating reactions. A recipient could potentially interpret 

genuine care as non-genuine and vice-versa. Their reaction will conform with their interpretation. 

The phrasing ‘to be offered genuine care’ rather than ‘to receive genuine care’ is also deliberate.  

As will be demonstrated in the later discussion of mechanisms, the act of being offered care is what 

appears to have had most impact in alleviating distress – above and beyond receiving whatever 

was actually offered. Guest participants spoke on numerous occasions about the relief they felt at 

being offered genuine care, despite choosing not to take up what was offered. This supports the 

idea that when a guest is offered genuine care, this generates the reaction, “I matter to others”. 

5.3.3.5 Unfulfilled need for allies 

The majority of guest participants also described their distress being exacerbated by their belief 

that they did not have any allies. They felt that they were alone; excluded by or disconnected from 

other people. Unlike the previous secondary stressors, the need for allies appeared to be a more 

constant feature for most participants and not exclusive to periods of crisis. However, guest 

participants demonstrated that during their state of crisis this need appears to escalate significantly 

and its unfulfillment has a more distressing effect. 

GI_04: A simple, "Hey bro, how's it going?" would’ve been... It doesn't take much to send 
a picture or a text or a phone call. Just, "Hey bro, what's up? Sorry I haven't been catching 
up, but is everything alright?" It sounds petty-ish, I suppose, but that's all I wanted. 
 
GI_05: My daughter went AWOL on me. And my son. So, I sort of just stay away from all 
of them. … It’d be good to see a "Happy Father's Day" or something like that, you know. 
They're just ungrateful really. That's how I look at it. They forget who was there at the 
beginning. 
 
GI_07: I needed some help. I had asked – like they say on TV, you know, just keep asking 
or just keep telling people until someone listens, you know. And I'd exhausted pretty 
much all my possibilities here. 
 
 

Some of the guest participants also described an inability to connect with clinicians due to a lack of 

shared experiences. 

GI_04: I couldn't connect with [the counsellor] because he just, was in a suit and tie and 
all fancy. I said to him, "Have you ever been assaulted? Have you ever assaulted anyone? 
Have you ever tried to commit suicide?". [He replied], "No. But I understand". It's like, 
"No you don't. You don't." And my attitude, I was just like, "Nah” – I’m staunch about it. 
I told Mum I don't like it. I don't like talking to someone who doesn't know what it's like. 
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GI_16: You get so many people who have never been through strife, at all… All they do 
is go to bloody polytechs or what-not and they read up about it. And that's how they get 
their qualifications. Then they go and help people like us. 

 
 

5.4 Refined mechanisms 

The five mechanisms in the refined programme theory mirror the five secondary stressors. These 

refined mechanisms are: time out from daily surroundings; interruption of unhelpful behaviours; 

acknowledgement of distress; offers of genuine care; and the presence of allies. The function of 

these mechanisms is to negate the secondary stressors, thereby removing these sources of distress. 

Three of the refined mechanisms – acknowledgement of distress, offers of genuine care, and the 

presence of allies – additionally attend to the initial stressor of feeling unvalued by others. 

Respite might be considered a nontypical intervention in that it not only provides users with some 

resources considered to be beneficial, it also removes some factors considered to be detrimental. 

Indeed, it is perhaps this element of ‘removal’ that is most closely associated with respite. However, 

as will be discussed later in this chapter, although ‘removal’ is a fundamental function of respite, 

the element of ‘provision’ has a more potent impact on outcomes. These two elements of removal 

and provision could be framed – only somewhat metaphorically – as ‘quiet’ and ‘warmth’, 

respectively. The first two refined mechanisms (‘time out’ and ‘interrupting unhelpful behaviours’) 

are aligned with ‘quiet’ – the removal of something that is agitating or otherwise unhelpful. The 

other three refined mechanisms are aligned with ‘warmth’ – the provision of something that is 

needed or desired. Observing these removal and provision – or ‘quiet’ and ‘warmth’ – aspects of 

the respite intervention is useful, although these are somewhat abstract concepts. A more detailed 

and grounded description of the mechanisms is also required. 

As previously discussed, three of the mechanisms from the IPT were discarded due to being 

unsupported by the data gathered in phase two. The two remaining mechanisms – ‘time out’ and 

‘aroha’ – were not only clearly supported by the data from phase two, the richness of that data also 

enabled elaboration upon these initial mechanisms. In the case of ‘aroha’, the initial mechanism 

developed into three refined mechanisms: ‘acknowledgement of distress’, ‘offers of genuine care’ 

and ‘presence of allies’. These three refined mechanisms thereby serve as an attempt to clarify how 

(and which aspects of) love, compassion, and empathy may help users of the respite intervention. 
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Finally, the refined programme theory includes one new mechanism that emerged from the phase 

two data: ‘interrupting unhelpful behaviours’. While new, this mechanism bears some resemblance 

to the initial mechanism of ‘big four’.  The transition from initial to refined mechanisms has been 

summarised in figure 5.3 below. 

 

 

5.4.1 Time out from daily surroundings 

Of the five refined mechanisms identified in this study, the provision of ‘time out’ is perhaps the 

one most closely aligned with common notions of the function of respite. Indeed, this function is 

captured both in the general definition of respite as “an interval of rest or relief” (respite, n.d.) and 

in the Retreat’s motto: “space to breathe”. A number of participants – guests and staff – identified 

this mechanism as foundational. It was considered to come into effect ‘first’ and to be a 

prerequisite to the other mechanisms. 

SP_01: The time out thing – I see it as a concrete basis. The other [mechanisms] stand 
on top of the time out. 

 
 
This mechanism consists of two elements: removing the guest from their regular environment and 

providing a new environment. With reference to the first element, guest participants often found 

their daily surroundings to be agitating. The aspects of their environments that they found agitating 

Figure 5.3 - Transition from initial mechanisms to refined mechanisms - with aligned abstract mechanisms 
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and from which they were removed included: reminders of a loss; the behaviour of family 

members, colleagues, and others; interactions on social media; and regular daily tasks. 

GI_02: I needed to get away from here, get away from people. …That's what it was for 
us – it was just somewhere different. Different environment. The whole thing was... you 
know, it may not have been there, may not have been Taranaki – it could have been 
somewhere else. But just that difference from where we were, I believe made a 
difference for us, moving forward. Getting out of that mess. 
 
GI_11: I think having the time out from life and having a complete time away from 
everything and everyone here, and work. And then being somewhere where you don't 
know anybody but you're within a very supportive environment. 
 
GI_14: [The Retreat stay] just gave me that opportunity to have that time out from my 
kids, from that [home] atmosphere. 

 
 
The second element (the provision of a new environment) is facilitated through the Retreat’s 

physical site: the rural setting, the site’s landscape, and the various buildings onsite. This new 

environment lacked those agitating aspects and contained features that guests found calming, such 

as the natural setting, the gardens, quiet spaces to sit and be alone, walking tracks around the site, 

and being around animals. 

GI_01: So, the quietness was great. And then the mountain – something about that 
mountain, mate. It just... you could just sit there for hours looking at it. It's very calm, 
very calm. And the view from ‘the chapel’. 
 
GI_01: The animals were important …They're just animals – they like eating and they like 
the attention. So, there's no drama – calmness. They are calm – so long as they've got 
grass and some banana skins, they're happy you know. And down with the ducks …that 
was my favourite place – I could get away from everyone. 
 
GI_03: You couldn't see the road, you didn't have to worry about people coming and 
going, because the only things that came and go was the damn goat that kept getting 
out of its pen! ...So, in a way, the way that it's been built, it cuts you off from everything, 
so you can relate to what you're feeling yourself. 
 
GI_10: I think that sort of setting is just amazing… It was like out in the rurals and it was 
like no neighbours – at least, none that were close, you know. It was just a lovely setting 
there – having the mountain and the view... so relaxing. Even just spending time in ‘the 
chapel’ – it was really nice. It was just... they leave music in there quietly. 
 
GI_13: That sort of lifestyle block, you know, coming from the city where you don't, you 
know, you don't get to experience that – it was quiet and calm. 
 
 

For most of the guest participants, this mechanism generated a calming response – a reduction of 

agitation. For guest participants who had been assaulted or had experienced interpersonal conflict 
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prior to their stay, this time out brought an added feeling of safety. However, staff participants also 

shared their observation that time out could initially be quite confronting for guests who were 

accustomed to a busy lifestyle. This observation was confirmed by one of the guest participants. 

SP_07: My experience with the 'time out' is yeah, I do see it as the beginning of 
everything that you can do with anything else. But it's quite a confronting thing too, to 
some of the guests. To actually take the time out – because everything is provided for, 
which is what they need, but that's quite confronting to them and by the second day it's 
like, "ooh, what am I doing?" And to think that [not constantly doing things] is okay is a 
bit of a challenge for some of them. 
 
GI_10: I'd been [at the Retreat] two days and [my colleague] texts me, "how you doing?" 
And I'm just like, "I have literally got nothing to do. I don't know what to do." And she 
was like, in capital letters, "LEARN TO RELAX". Because I'm not very good at that. I spend 
all day racing in circles around here. 
 
 

Unsurprisingly, the calming effect of this time out mechanism was most prominent for guest 

participants who had reported being highly agitated or distressed by their regular surroundings 

before their stay. Guest participants who had not found their regular surroundings as distressing 

also described periods of boredom during their stay. 

GI_04: The time [at the Retreat] like I said, just no one was hounding me for anything, 
you know, no one was annoying me. It was just good for that five days. …It was just, like 
I said, just a good vibe out there. But it can be boring. There were some times out there 
where I was like, "This is so boring! Fuckin' hell." I'd just get up and wander around. And 
then your mind comes off it and you go back and yeah. 
 

5.4.2 Interruption of unhelpful behaviours 

This refined mechanism emerged in phase two with the discovery that a number of the guest 

participants engaged in unhelpful coping behaviours just prior to staying at the Retreat. It bears 

some resemblance to the initial mechanism ‘big four’ in that both the initial mechanism and the 

refined mechanism target behaviours that are unhelpful for addressing challenging circumstances. 

However, the refined mechanism focuses on coping behaviours (i.e., behaviours that are used as a 

means of coping with distress) and it encompasses any form of coping that is ultimately unhelpful 

or harmful, rather than only looking at four predefined areas (food, sleep, exercise, and company). 

This refined mechanism consists of the same two elements as the previous one: the removal of 

guests from their regular environment and the provision of a new environment. As described 
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earlier, many of the guest participants engaged in various forms of coping behaviours that limited 

their ability to adjust to challenging situations. For those participants, staying at the Retreat          

(i.e., being removed from their regular environment and provided with a new environment) 

interrupted, limited, or even prevented these unhelpful coping behaviours. For guest participants 

who were not engaging in these unhelpful behaviours, this mechanism is null. 

A number of guest participants described isolating themselves in their bedrooms or at home for 

days at a time, or longer. These participants had this behaviour interrupted by staying at the 

Retreat. Other guest participants reported using excessive activity as a means of distracting from 

distress and they generally found that staying at the Retreat interrupted this pattern as well. This 

was not always immediately successful, however; one guest participant described simply finding 

different types of activities to keep herself busy with for the first two days of her Retreat stay. 

SP_07: It's a good thing – it’s just a learning thing – they have to start thinking, "I don't 
have to do the washing, I don't have to cook a meal" and "what does that mean? what 
am I to think about now?" Because people are so used to distracting [themselves] and 
[saying] "I have to do this". Because some people – not everybody – have developed 
these behaviours of just constantly kind of distracting to keep these feelings away. 
 
 

The Retreat’s zero tolerance of alcohol or illicit drugs also restricts heavy substance use among 

guests. A number of participants recognised that the removal of easy access to alcohol and other 

drugs while at the Retreat was helpful. It was mentioned during an interview in phase one that 

there have been a few instances where visitors to the Retreat (friends of guests) have supplied 

guests with alcohol and other drugs. This would obviously counteract the beneficial effect. 

GI_07: I think the no drugs and no alcohol thing helped, you know, because let's face it 
– a lot of our problems are linked with something, aren't they? But, if it's not accessible, 
then it's something that is... it's taken out of your control almost. You know what I mean. 
I think that's a really good thing… At the Retreat, I mean there was none of that there, 
so you didn't need to deal with it. 
 
GI_16: I thought [marijuana] was helping me. But really it was just blocking my memory 
– it was blocking my mind and turning it blank. So, I would think negative thoughts and 
what-not, I'd smoke a joint and it's clear – my mind was clear. And I thought that was 
helping. A week before I came to the Retreat, I realised that "Oh, I think [the marijuana] 
was making me hide even more". I just got stoned and I didn't talk to my partner, didn't 
talk to my kids. 
 
 

Two of the guest participants reported using self-harm as a means of coping with their distress. 

Neither of them was self-harming while at the Retreat. However, it remains less clear that a Retreat 
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stay would directly prevent or reduce self-harm in the same way it does other unhelpful behaviours. 

Guests are given individual rooms that can be locked from the inside and the Retreat has a 

deliberate policy of not inspecting guests’ belongings upon arrival. These policies appear to support 

the unobtrusiveness of the care received, but they also do not serve to directly interrupt instances 

of self-harm. While the Retreat takes safety precautions (such as storing tools securely onsite) its 

impact on self-harm appears to be indirect – through the reduction of guests’ distress. 

5.4.3 Acknowledgement of distress 

In the context of guest participants viewing those around them as not acknowledging or even 

noticing their distress, a key mechanism for this intervention was the interpretation that their 

distress had been acknowledged and their situation was being taken seriously. The fulfilment of 

this previously unmet need for acknowledgement relieved some of the distress guest participants 

were experiencing. This acknowledgement is similar to, yet still distinguishable from, the concept 

of validation. Whereas validation communicates to the distressed person that their thoughts, 

feelings, and behaviours are understandable within the context of their current situation     

(Linehan, 1993), acknowledgement of distress – as described by guest participants – instead 

communicated to them, “you matter to me”. 

An important factor in this acknowledgement of distress appears to be the Retreat’s acceptance 

(indeed, encouragement) of self-referrals. Guest participants were able to directly request help 

without having to first justify the need for this request to a health professional. The Retreat’s use 

of minimal exclusion criteria also appears to minimise the need for referrers to prove ‘worthiness’ 

for care. Another important factor was how this initial contact was handled and the seriousness 

with which guest participants’ situations were treated. 

GI_01: [Staff member] really made an impression on me, over the phone. He didn't muck 
around, you know. He said, "Mate, we need to get you here straightaway. No mucking 
around. What you've told me is serious. We've got to get you here straightaway." It 
actually gave me hope. Just [him] saying that he was so determined to get me there. 
 
GI_17: A day or two after filling in the [self-referral] forms, I had an email being like, 
"Yep. We're going to get in contact with you." And that day I got a call from a volunteer, 
being like, "Can you meet me today? This is urgent, and we need to help you." Because 
of what I'd written. And I was like, "Wow. I didn't think it was..." Like, to me it was bad, 
but I didn't think that to everyone it was that bad. They said, "we've got to do something." 
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In fact, this mechanism appears to take effect from the point of first contact with the Retreat.      

Staff participants indicated that there were people who did not require any further follow-up after 

the initial stage of contacting the Retreat. This is a further indication of the impact this mechanism 

can have. 

SP_06: I've seen a lot of change happen prior to... you know, sometimes it doesn't even 
get to the assessment point, because the simple act of reaching out and being heard has 
kicked things off straightaway for people. And as soon as they've thought, "oh, there is 
help for me out there" it started showing up in their life and they don't need to end up 
going any further with [the Retreat]. 
SP_01: It's quite surprising when that happens, ay? 
SP_06: But it does happen, and it happens quite often, actually. And people's lives taking 
a shift as soon as they have got in touch with us. I mean, I've had a couple of back and 
forth email conversations with people [for whom] it's not really gone anywhere with our 
inquiry process, but they've responded and said that they are never going to forget me. 
 
 

A final factor that appears to support the interpretation that one’s distress had been acknowledged 

was the belief among guest participants that the Retreat staff ‘got it’ (understood and empathised 

with their situation). This belief was enhanced by staff members openly sharing their own stories 

to demonstrate having shared experiences. It also appears to be supported by staff members’    

non-professional status – staff were seen more as allies than experts. This factor will be further 

explored in the fifth refined mechanism, ‘presence of allies’. 

5.4.4 Offers of genuine care 

The most prominent theme found in the phase two data – and seemingly the most potent 

mechanism to explain how respite functions to support service users – is the fulfilment of the need 

to be offered genuine care. Again, the term ‘genuine care’ refers to care that is interpreted by the 

intended recipient to be motivated by a genuine desire to help. All of the guest participants 

involved in the phase two interviews described being offered genuine care while at the Retreat. 

They also described the large impact that the fulfilment of this need had in alleviating their distress. 

GI_01: [The Retreat staff] blow you away with just genuine love and concern and care. 
But the concern – it’s not like your blimmin' mother's concern, you know, that's just 
suffocating. It's just that... calm – calm concern, if that makes sense.  
 
GI_04: [The Retreat staff] care a lot and to me that means a lot that someone is actually 
showing interest, to help. 

 



 
 

 
159 

Supporting the formulation that the effective mechanism is the offer of genuine care, rather than 

the care itself, is the observation that the impact was present regardless of whether or not the 

guest participant made use of whatever was actually offered. For example, the awareness among 

guest participants that they could approach and talk to staff at any time was impactful, even when 

it was not acted upon. Furthermore, guest participants’ accounts of this care focussed much more 

on the fact that it was being offered, rather than on what they received. 

This observation that the act of offering care is more significant than whatever is actually being 

offered is also supported by guest participants’ responses to this mechanism. The core response to 

being offered genuine care was, “I matter to other people”. This response signifies not only the 

fulfilment of the need for genuine care, but it also addresses the initial stressor of feeling unvalued. 

As such, it had a significant impact in alleviating the distress of guest participants. 

GI_04: And [the Retreat staff] treated... they treat you like you're, like you're somebody. 
And that's what I was liking as well. 
 
[Interviewer]: What do you think was the most important thing that the Retreat provided 
you with? 
GI_07: The fact that someone really did care. You know, and that's how they came 
across. …You were treated, you were just treated well, I guess. You know like, they make 
you feel important, that you matter. It felt great. It sort of revitalised me. 
 
 

The guest participants’ interpretation that the care they were offered was motivated by a genuine 

desire to help appears to be based on five features of that care. The care was experienced as 

accessible, comprehensive, flexible, and selfless. Also, the practical and financial support backing 

this care was seen by participants as ‘having a face’. 

5.4.4.1 Accessible 

Guest participants contrasted their initial contact with the Retreat and the ease of the referral 

process against that of other health and social services. In addition to the Retreat using minimal 

exclusion criteria and accepting self-referrals, guest participants viewed the Retreat staff as actively 

looking for ways to support the referral, rather than looking for reasons to decline it (as was their 

experience with other services). The initial discussion with Retreat staff was described as being 

about whether the Retreat was the ‘right fit’ for the guest participant, rather than whether the 

guest participant matched a set of referral criteria. The Retreat’s policy of not exclusively focussing 

on specific groups of people (e.g., particular age groups, or people with a diagnosed mental illness) 
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allows for a more inclusive service. Even in situations where the Retreat is unable to accept a 

referral, or where the referrer decides that a residential stay is not required, alternatives are 

offered such as day visits to the Retreat, visiting the referrer at home, or supporting a referral to 

another service. 

SP_01: [We try to] get people here as quickly as possible. They're not given a card saying, 
“your first appointment is in three months”. We can spring people up here within a 
couple of days. "Can you be here on Sunday? We've got a gap". Bang. They need the help 
then and now, or in a week. Not three months. 
 
GI_10: [The programme coordinator] drove down here just to meet me, just to make 
sure that he could do something. Because they don't, because they are just like 
volunteers, they're not really specialised in the thing. So, I think what he was doing was 
coming down to meet me to make sure that they'd be able to do something for me. Or 
if I had – maybe if I needed more specialised treatment… It really blew me away that he 
came down 'specially. It was like... it was quite freaky. 
 
CN_01:  I have let [prospective guest] know that it is about finding the right fit for him in 
terms of the support that we offer – whether this ends up a [residential] stay or whether 
we find him the supports in his community. 
 
 

One exception to the otherwise widespread accounts of guest participants experiencing the Retreat 

as accessible was a guest participant (with a history of cannabis use) who felt that the programme 

coordinators excessively emphasised the Retreat’s ‘no tolerance for drugs’ rule prior to his stay. 

Having an ‘intake’ system, with groups of guests arriving on the same date, and having the length 

of stay clarified beforehand, helped to avoid situations where guests had to justify their need to 

continue staying at the Retreat. At the same time, there was a degree of flexibility with extending 

respite stays where guests faced particularly difficult circumstances. The majority of guest 

participants experienced a quick referral process, although this was limited by the Retreat’s use of 

set intake dates. As a respite facility, and one with five- and ten-day intakes, referral was not 

immediate. However, this is consistent with the common distinction between a ‘crisis intervention’ 

and an ‘emergency intervention’, with the latter being required where there is an imminent risk of 

harm (Callahan, 2009). In some situations, the Retreat also offered practical assistance to facilitate 

easier access to the Retreat – including flying guests to New Plymouth on occasion. 

GI_07: I was quite impressed at how fast they got onto it. And there were no hurdles to 
jump over. If anything – one of my things was the distance to travel, to get to them. And 
there was even talk of them helping to pay for my airfare and stuff like that. So, you 
know, they were bending over backwards to help me get there and that was important. 
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5.4.4.2 Comprehensive 

Guest participants described previous experiences of care as ‘the bare minimum’, including GP 

appointments that lasted only five minutes and counselling that was limited to four sessions. By 

contrast, the care offered by the Retreat felt comprehensive. This includes: providing a wide 

selection of activities, the possibility of talking with staff for as long as was needed, maintaining 

contact prior to the stay, follow-up care, the online journaling service, the possibility of additional 

or extended stays, and other unexpected gestures. 

GI_03: When we arrived, they gave us a sheet of what was happening every day, for the 
week – it was a programme, and you made the choice whether you wanted to go to any 
of those things. Now some of the things they offered us was... like a hairdresser came in 
and cut your hair for nothing. We had a nutritionist came in. We had a lady come in and 
did the Pilates. And there was art and crafts. 
 
GI_08: Those little touches of finding your towels wrapped up and the chocolate and 
some bath soaps like you would do in a 4-star, 5-star hotel – it was... comforting. 
 
GI_09: So, in the past few weeks, we put together a plan to see a counsellor in 
[hometown]. And it was [the coordinator’s] suggestion that the Taranaki Retreat are 
paying for a quarter of it, over the next two years. 
 
GI_10: [There was another guest who] literally had nowhere to go. … [The Retreat staff] 
bought her back and they said, "Look don't worry about it. You can just come and stay 
in the caravan." She had her little dog with her, and they helped... her [welfare 
payments] had been cut off… And they took on... and, I don't know, I've never seen 
anybody do that. I almost feel like I'm gonna cry again now just thinking about it. 
 
GI_10: [The Retreat] have started an online journaling thing… where you can just put 
down your feelings and things like that. [Retreat staff member] will just jump on there 
every couple of days and see how I'm going. But it's really nice to know – to me that sort 
of thing is really caring. Like, I'm not even up there and they're doing this to help me out. 
 
GI_13: Leading up to [my arrival] they kept in contact with me really well. Like they were 
quite supportive over email and they would check in, "Hey, how are you going?" And, 
"We're this many days away from your visit." And stuff like that – so that was really cool. 
 
GI_14: With that ongoing follow-up contact – it wasn't like 'wham bam, see ya'. They 
are actually caring people. 
 
 

However, two of the guest participants who live outside the Taranaki region expressed their 

disappointment that they had not received the expected follow-up contact. 

GI_11: [The programme coordinator] often said to us when we were staying there that, 
"This isn't the last that you'll be hearing from us. This is only the start of a relationship." 
I didn't want to say, "Well, what happens next?" But I did get the impression that we 
would hear from the Retreat… But there hasn't been any of that. 
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GI_13: The only thing I could say... I was sort of under the impression that they would 
keep in contact once I left. And I do know that they've sort of kept in contact with other 
people who stayed, but I haven't really heard from them. But I don't really know what 
that means. I mean, I'm not too bothered about it, but um... yeah. 
 
 

5.4.4.3 Flexible 

Almost all of the guest participants experienced a flexibility in the care they received at the Retreat. 

The flexibility of care was particularly notable for those who had experienced more forceful care 

(often from mental health services). There were rules, but these were not rigidly enforced. There 

was a general schedule and a wide range of activities to choose from, but participation in both was 

entirely optional. Staff gave guests space and time to settle in upon arrival. 

GI_02: You were allowed to pick up a rake and do the gardening. You were allowed to 
go in the garden. You were allowed to do whatever there was to do, around the whole 
facility. 
 
GI_03: I think [the Retreat] was friendlier [than a clinical service]. I think it was calmer. 
Because you didn't have to do things on time. There was lots of offers of things, but 
nothing was set in concrete, nothing.  
 
GI_11: I said to [support worker] about two days before leaving that I didn't feel like I 
was ready to go. And we had a big talk about that and then… she came back to me the 
next morning and said that there was the option of going to stay on the other side of 
New Plymouth on a farm with [a trustee] and her husband. And so, I actually did that, 
which was incredibly helpful. 
 
GI_12: Having [activities] available in your own... at your own will, to go and do it 
yourself, if you wanted to – that’s a better idea to me. There's no pressure to do them. 
So, having it available, so that if you think, "Oh, maybe I should do this." It's good. 
 
 

Participants also described a ‘looseness’ in the care – a sense that it was not being imposed and 

that there was no agenda. This was described by one guest participant as “calm concern”. The 

comment was frequently made that staff were constantly available, but they were unobtrusive. 

Conversations with staff were as long or brief as the guest required and could cover challenging 

issues or everyday topics. Staff focussed on listening, rather than offering advice. 

SP_01: When I started here, it was stressed to me that you're basically a big pair of ears 
with no mouth. Well, that's what you should be. And people just want to talk at you. If 
you listen and acknowledge – even nodding your head a lot of the time and [saying] 
"mmm", stuff like that – it’s enough for them to get the answers rolling out of their 
mouth. They do know what's wrong, a lot of the time. And they know how to fix it. 
 



 
 

 
163 

GI_01: I can honestly say that, thinking back, not one person [at the Retreat] told me 
what to do. And that's another thing that works. Most people know what they've got to 
do. I believe. Because I certainly did.  
 
GI_03: [The Retreat staff] were always there but they weren't in your space. Does that 
make sense? Yeah, there was always someone about, but they weren't in your space – 
you could have as much space as you wanted to. I think that was very helpful for us too. 
 
GI_03: The gardener came in and cooked dinner one night. And we had a very in-depth 
discussion about fruit trees and stuff that, you know – they are the sort of things that 
you wouldn't probably have in a place that was run by the DHB [District Health Board]. 
And it was those sort of discussions that are interesting because you're a normal person 
living in a normal backyard sort of thing… I mean it was just ordinary work discussions. 
It was nothing heavy. But it was... I don't think you would get that if you went to one of 
the... where there were nurses and things – you’d be more organised.  
 
GI_16: They've got all this stuff [the facilities and natural setting] around us. And you're 
allowed to just roam, go into the shed and do some art, go do a workout in the gym, 
come into... they're not checking on you every damn minute going, "Are you alright? 
What's going on?" They let you know, if you have a problem you can walk up to the top 
house and say, "Excuse me. Can I talk to someone?"… So, they've not constantly got you 
on a chain or handcuffs and making you... Like, you can even go up top, sign out, and 
say, "I'm just going to go to the beach for a walk". And they'll let you. They're not going 
to say, "Okay. I'm coming with you." 
 
 

The care was also described as personalised. This appears to be aided by guests being matched to 

a support worker from a pool of support workers, and the fact that each support worker only works 

with one guest at a time. Gestures such as unique farewell cards given upon departure also 

contribute to the sense that the care is personalised. 

GI_10: When we left the Retreat, [staff member] had hand-written all this [farewell card] 
just for me. And everyone got one. They put my bloody photo on it – I didn't know they 
were going to do that! I was like, jeez. And to me… and they personalise – it’s not like a 
standard thing that everybody gets. They actually really look into what each person is... 
and everyone gets a nice little [personalised card]. 
 
 

Participants shared the view that being a non-governmental organisation (NGO) is what enabled 

the Retreat’s flexible care. They felt that publicly funded services lacked flexibility due to their focus 

on minimising risk and meeting performance targets. 

SP_01: We've got that duty of care, and we understand the ethics. But it's not like we 
were given cash and expected to get through this many people or do this or do that – 
which would change the focus of what we do. 
 
SP_03: When you're in that [clinical] environment, you've only got that hour – then 
you've got a 15-minute break. Next one. Next one. Like a job line, where they just go. 
Whereas here, I just said to [coordinator] that I can volunteer every second or third week. 
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GI_13: I think definitely what is needed to make [a respite facility] work is to keep the 
government out of it. And I know sometimes that can be kind of a bit hard, but I think, 
to me, when I look at what they've got there, why it's so successful is because it is run 
purely on donations, fund-raising, and sponsorship and stuff like that... Like, I've thought 
about it quite a lot and I think it's a great model. But when you start getting, you know, 
funding from the government and stuff to do it, you have boxes and stuff that you need 
to tick in order to, you know, carry on with that funding. And that's what I think takes 
away from that personal touch a bit, if that makes sense. And I know that [not having 
government funding] is hard, but yeah, I just think that's what makes it work. 
 
 

5.4.4.4 Selfless 

Another factor that contributed to guest participants viewing the care they were being offered as 

genuine was the belief that it was being offered selflessly. 

SP_04: I think there's an implied trust because, you know, they probably realise that 
we're volunteers. So, then we must be decent people to talk to, kind of thing, if we are 
prepared to give up our time. So, I think that opens doors straight away. 
 
GI_04: It's definitely good knowing that, like I said, someone's actually willing and 
making an effort. Whereas I felt like heaps of people were just doing it just to be nice or 
they don't actually care. Whereas out [at the Retreat], everyone out there, you can see 
the time and effort they're putting into it. And the whole thing that, you know, they run 
off donations and it's just amazing what they're doing out there for people. 
 
GI_07: So much of the world is after it for the money, aren't they? And maybe that's 
where the government-funded side falls down because they're not in it because they 
care, you know. They're there because it's a job and maybe that's the difference. 
 
GI_08: [The Retreat] was actually just a beautiful place to understand that human beings 
are actually – or can actually be – good people, as opposed to what you see and hear on 
the news, and that you have to deal with in a corporate environment, or just in cities in 
general – where everybody keeps their head down and just, you know, mines on through. 
So, this was beautiful people putting... putting others before themselves, which in this 
day and age is just... it's virtually unbelievable. 
 
GI_08: Your question, really, I suppose you're asking Rowan is, "how did it help?". And 
that's a very, very difficult question to answer. And there's nothing that you can pinpoint. 
It's just down to the pure love and empathy of putting other people above themselves. 
 
GI_17: [The Retreat staff providing this care] are not... you know, like it's a job, but it's 
all like donations and stuff. Like they're just doing it to help people. They're not doing it 
specifically to get something out of it for themselves... So, it was really different for me 
to, you know, meet this cool family who, like, just want to give and don't want to take 
anything from you. And there's no expense and you can do whatever you want, if that 
makes you feel happy, do it. And so that was really new to me. 
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Many of the participants commented that the care seemed to involve some form of sacrifice, which 

supported their view that it was selfless. This sacrifice included the fact that many of the staff 

volunteered their time, or that they were helping others despite facing their own challenges. 

SP_01: Yeah, [the support workers] are not being paid to do it. So, they're here because 
they want to help people. They've got the spare hours that they can give this person and 
there's no ulterior motives – no padding the back pocket or anything. 
 
SP_02: [Guests ask,] "Why do you come and do this [support work]? How far away do 
you live? Don't you work?" So, they can't believe that someone has actually made the 
effort to come and say something. 
 
SP_06: I think the power of the volunteers coming in and offering their time while – yes, 
they do still have a full-time job and a life outside of this relationship with the guest – 
that, to them, often is really foreign as well. That somebody would want to offer that 
care on a voluntary basis and that they don't actually have to, it's because they want to. 
And I think that adds to their experience of a lot of things here, where people haven't 
experienced this kind of supportive environment. 
 
SP_07: I actually have heard from some of the guests that when they know that this is 
community-funded, when they pick this up – not that I would come up and tell them, but 
they've obviously realised that we're all volunteers – and that actually helps in their 
recovery too. They go, "Oh my God, I've come to a place where people are actually 
helping me, for no money!" 
 
GI_10: I know [the Retreat staff] have got so much else going on up there. But yet [staff 
member] is still taking the time to sit there and go through my journaling things to make 
sure... She's got her family to look after, she's got all the other guests at the Retreat, 
she's writing personal letters for ones that are leaving. And yet she still takes time to 
make sure I'm okay. What do you call that? 
 
GI_13: Just seeing how they, you know, what they give – what their family gives and 
what they do for their community and for people like me… Just the fact that they're kind 
of like, they're doing that voluntarily. So, it's sort of like you actually feel like, you know, 
they're really there – they, you know, they're really there because they do care. 
 
 

The interpretation that the care being offered involved some form of sacrifice was also supported 

by observations regarding the quality of facilities despite funding limitations, or that more 

resources appear to have been directed to the facilities for guests than for the Retreat family home. 

GI_08: To see that the [lodge] that I was staying in was a better home than what [the 
Retreat family] were saying in. There's just, it's just beyond comprehension… the fact 
that they're putting other people before themselves. 
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Finally, guest participants observed that there were ‘no strings attached’ to the care they received. 

The respite stay is free of charge and is provided without any expectation on guests to give back. 

The absence of any demands extended to interactions with other people and even to the animals 

onsite. 

GI_08: There was no push, there was no ask, there was nothing in terms of having to 
give back. Absolutely none at all… It was a one-way street in terms of that. 
 
GI_17: It was just like different ways of communicating and like the chats that we had, 
like, I've never had chats with people like that. Just, they were serious, but they weren't 
serious. And there was no expectations of anything… It gave me the opportunity to see, 
"Oh, you can talk to people about anything and everything." 
 
GI_01: [The animals] are calm – so long as they've got something to eat, they're happy. 
So, that was – it’s almost a relief to have someone who's not demanding anything from 
you. 

 

5.4.4.5 The backing for this care ‘has a face’ 

A final key feature of the care that guest participants were offered at the Retreat was that the 

practical support and financial backing for the service ‘had a face’: it was visible, proximal, and 

intentional. The Retreat is a charitable organisation that is supported by donations and volunteer 

workers. Around the Retreat site, this support is visibly acknowledged, including a colourful display 

of donors names on the exterior walls of one of the buildings (see figure 5.4 below). As I discovered 

during participant observation, there is also the regular sight of people dropping off food and other 

goods, or of volunteers coming onsite to do maintenance or cleaning jobs. 

GI_01: I just couldn't get over the amount of sponsors and... just the support. And I 
thought, you know, "Taranaki is a cool place – these people..." Yeah, I just thought it was 
amazing… I guess the thing I felt was, "Man, there are people out there who care".  
 
GI_03: In the week we were there, one of my workmates came up to see how we were 
doing. And his wife had made cakes to bring up, for everybody. And so, that's just the 
community feel, you know. And that was – it might not have been a big thing, but it was 
the fact that she'd made them that morning and brought up fresh cakes for everybody. 
 
GI_10: It was just absolutely awesome being around those sorts of people… And just the 
people that came in and helped and then left and went home again. 



 
 

 
167 

 
 

 

 

 

 

 

 

 
 
In addition to this support being visible, it is also proximal in the sense that the donors and 

volunteers are predominately local people and businesses. Several participants spoke about the 

generosity of “the Taranaki people” and the fact that this backing came from local sources 

appeared to contribute to the tangibility of the support. 

GI_01: The Taranaki people are good people. It's not just [the Retreat staff]. That gives 
them the power to do what they do – it’s the sheer support they've got. It's phenomenal… 
Just the generosity of the Taranaki people. It's quite humbling. And I was determined to 
get well. And I think that helped because I thought this whole community is behind these 
people. It's amazing. 
 
GI_07: I was aware that, you know, that the township – the town that they live in – is 
incredibly supportive. 
 
 

Finally, participants noted the intentionality of this support. Many of them commented on the fact 

that donors and volunteers had chosen to support the care provided to guests. This observation 

could be contrasted with the lack of intentionality from taxpayers when publicly funded facilities 

are allocated resources. Guest participants felt that the people and businesses who were funding 

or otherwise supporting the Retreat were purposefully trying to help them out of their distress. 

Figure 5.4 - Names of donors covering walls of a building (written within painted hands) 
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Many of the guest participants responded to this intentionality by expressing gratitude towards the 

local community. 

GI_02: It's amazing how a place like that runs. Since it's, you know, it's supported by the 
community basically. And I find that just amazing. The people give so much… People you 
don't know, who you are grateful to. 
 
GI_16: Not only was it the Retreat, it was the people who worked to get this Retreat up 
– like the trustees. You know, the people behind the scenes – they deserve credit as well. 
Not just the people who work here. Everybody who has put effort into this Retreat. 
Including the people who donate stuff. 
 
 

5.4.5 Presence of allies 

The final refined mechanism and a key theme from the phase two data was guest participants’ 

interpretation that they had allies during their stay at the Retreat. This, again, served to fulfil a 

previously unmet need. Additionally, this mechanism – as with the two previous mechanisms – also 

helped to address the initial stressor of ‘feeling unvalued’. It did so by communicating to guest 

participants, “you matter – we are here to support you”. An important factor contributing to the 

interpretation of having allies was the relatability of the Retreat staff. Many of the staff shared 

similar experiences with guests, and they communicated these shared experiences openly. 

GI_04: [My support worker] was telling me a few stories about what he was like. And he 
was seven years drug-free and sober and all the rest. And normally I don't agree, like I 
can't agree with psychiatrists, because to me they have just studied something from a 
book. They haven't gone through it. Whereas [the support worker] had. 
 
GI_16: What matters is just how real [the support workers] are. You know, some of these 
people [at the Retreat] have been through strife in their life. 
 
GI_17: When you hear that [some of the volunteers] have stayed [as guests at the 
Retreat] and you go, "We've all got stuff going on. And I can connect to you. That's 
something that we do have in common, in that kind of way." 

 
 
The non-professional status and informal presentation of staff also appeared to contribute to 

guests viewing staff as allies, rather than experts. 

GI_01: Just seeing [programme coordinator] with the [tattoos] and being casual on TV, 
I thought, “he's approachable”. They just made you feel comfortable, you know. 
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GI_04: [My support worker] was so cool. And he was a bit... he couldn't write or read 
very well, but he drew pictures with colours and described it all through that. And I really 
connected with him. … He was swearing at me and joking, and you know… he was talking 
about my ancestors and, “bloody this and that” ... So yeah, he was real good. 
 
GI_17: [Support workers] are not... professionals, they're just someone there to listen. 
 
 

Several of the guest participants directly contrasted this relatability with their experience of mental 

health professionals. 

GI_01: Because I'd been to [city], to an 'upmarket' counsellor – I guess, you know, it was 
a relief to see [staff member]. He was a bit rough and ready, and I thought, "oh good". 
 
GI_16: When I saw [support worker] walk through the door, I knew he was real. I've been 
through counsellors. And through drug and alcohol counsellors who didn't even know 
what the hell a bong was… Straight away when I seen him, I was like, "I'm going to listen 
to you. You're totally different to the suits and the flash cars that I've had to talk to." 
 
 

The Retreat’s unique setup of having the programme coordinators living onsite with their children 

also contributed to a sense of being connected with each other. 

GI_05: It’s a good feeling [at the Retreat]. Like a family feeling, yeah. I felt better there 
than I did at my ex's – with my own children… They make you part of their family. I got 
a fright, actually. I didn't think I'd fit in, but yeah, I slipped in quite well. 
 
GI_10: The fact that you're basically living in a family environment and they're accepting 
you into that family is important. They are taking you into their family while you're there. 
 
 

This family feeling also helped alleviate the apprehension that many of the guest participants 

initially felt about going to the Retreat. 

GI_08: I drove [to the Retreat]… There was a lot of apprehension of course. I didn't know 
what I was getting myself in for. I had thoughts in the back of my mind that it could be 
a cult or, you know, all your brain is just not focusing properly, and you really just don't 
know what to expect… But it was like meeting your lost family… That calmed me down 
pretty much straight away. 
 
 

Although guest participants’ experiences with fellow guests were variable, the sense of having 

shared experiences extended beyond the staff. Many of the guest participants also experienced 

the other guests as allies and the guests supported each other. 
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GI_05: I got to talk to other people – different circumstances of course. One guy couldn't 
thank me enough for making him look at the world differently again. All I did was told 
him what I'd just gone through. 
 
GI_13: Being around other people that are going through similar situations... Trying to 
find that sort of inspiration from each other. I think that really helped… I mean I still keep 
in contact with the [other guests] that I stayed with, so I think that made a big difference. 
 
 

There was, however, some confusion and mixed feelings among guest participants about the 

Retreat’s ‘no over-sharing’ policy. Almost half of the guest participants found that the policy 

hampered their ability to connect with other guests, and several of them subsequently ignored it. 

GI_05: [Guests] weren't allowed to talk to each other about what we were [at the 
Retreat] for. And I thought, "That's strange, ay!" I said to [another guest], "Bro, you're 
going to see me crying every now and then. It's because [series of situational stressors]." 
I had to say something. I couldn't sit there and not say, "This is why I'm crying, ay". 
 
GI_14: It was a little bit awkward to start with… It's not so much a complaint, but – the 
fact that we're put together in a house with other people who have gone through 
different things, obviously, to be there. And when we got there we went and had an 
induction and we watched a video and they said, you know, "Don't talk about your 
problems" kind of thing. And I sort of thought that was a bit strange, because people can 
be there for each other and "a problem shared" [is a problem halved], or whatever. And 
it's sort of made out like, "Don't ask people why they're here or anything like that". 
 
 

This mechanism was important for those guests who had a previously unmet need for allies. 

However, a number of the guest participants did not express an unfulfilled need for allies prior to 

their stay at the Retreat. Among these participants, there were several who did not experience the 

presence of other guests and staff positively. One guest participant felt a pressure to act sociably 

and described the regular interactions as energy-sapping. Indeed, this was experienced to the 

extent that she felt she could not grieve properly. 

GI_14: I feel like I didn't really have the opportunity to grieve... With the energy that's 
put into other people there, it's sort of a distraction. And then sharing the dinners at the 
house… You just want to be cheery and positive and uplifting... There wasn't enough 
space to have that [time out]... Well, there was, but anyone could turn up at any time. 
 
 

In the absence of an unfulfilled need for allies (a key contextual factor), several guest participants 

placed much higher emphasis on having ‘time out’. 
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GI_12: I mainly stayed in ‘the chapel’ because it sort of felt like it was an established 
room where, if someone was inside, you would give them their space for now and then 
go in later... If I stayed there, I had more security that no one would bother me. 
 
GI_14: Being in a house with other people – you’ve sort of got to put that effort into 
living, communing together. Instead of just having that absolute time out. You've got to 
put some of your energy into interacting with other people who you usually wouldn't. 

 

5.5 Refined outcomes 

The process of clarifying the state of crisis that was experienced by guest participants (and 

formulating this as a category of contextual factors), coincided with an elaboration upon the key 

outcomes of this intervention. The IPT identified outcomes of reduced emotional distress and 

reduced suicidal ideation. Both of these were confirmed as key outcomes by the phase two data. 

However, it was apparent from this data that the outcomes of the Retreat intervention extended 

beyond reduced emotional distress and reduced suicidal ideation. 

The five key outcomes generated by this intervention were: reduced emotional distress, restored 

clarity of thought, reduced suicidality, restored sleep, and restored functioning. These outcomes 

(which reflect the state of crisis) appear to be closely interrelated. They also seem to ‘cascade’, with 

a reduction of distress leading to the other outcomes. These cascading outcomes have been 

illustrated in figure 5.5 below. Establishing causal relationships between these key outcomes was 

not the aim of this study. However, it can at least be said that these five outcomes appear 

interconnected and were observed clustered together. 

 

Figure 5.5 - Outcomes in the refined programme theory 
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These outcomes were primarily achieved by the five refined mechanisms attending to the five 

secondary stressors. These stressors, which had been amplifying guest participants’ distress, were 

removed. Guests temporarily moved from their home environments that, for many of them, had 

become an additional source of agitation. For those guests who had been engaging in coping 

behaviours that impaired their ability to adapt, these unhelpful behaviours were largely interrupted. 

And guests experiencing distress related to the unfulfilled needs for acknowledgement of distress, 

offers of genuine care, and allies had these needs met. 

In addition to meeting specific unfulfilled needs (secondary stressors), three of the mechanisms 

(‘acknowledgement of distress’, ‘offers of genuine care’, and ‘presence of allies’) communicated to 

guests, “I matter to other people”. In doing so, these mechanisms provided a response to the initial 

stressor of ‘feeling unvalued by others’. It is apparent from participants’ accounts, however, that 

this initial stressor is relatively constant. Although it diminished while being responded to, the 

stressor was not eliminated after an occasion of a guest participant feeling, “I matter to others”. 

This was demonstrated by a number of guest participants who described the re-emergence of this 

initial stressor shortly after returning home from the Retreat. This feeling of being unvalued by 

others was not only in relation to family members and friends; two of the guest participants 

expressed this feeling with reference to the lack of follow-up contact from the Retreat itself. 

However, many of the guest participants received proactive follow-up contact from the Retreat, 

which provided them with a more ongoing response to this stressor. 

While the secondary stressors were largely attended to, guest participants – particularly those 

confronted predominately by non-situational stressors – indicated that at least some of their initial 

stressors remained unresolved. This is to say nothing of the complex array of other factors that may 

contribute to acute distress, such as clinical depression or anxiety. These guest participants had 

successfully ‘weathered the storm’ of their state of crisis, but still experienced ongoing low mood. 

One guest participant described being, “back where I started”. Staff participants in the focus group 

similarly noted that many of the guests face long-term challenges after leaving the Retreat. One of 

these staff participants referred to the Retreat intervention as 'opening a door'. 

SP_06: We're not looking to fix all of these areas while people are here. It is just that 
chance to open doors. I feel as though ten days wouldn't be long enough for anyone – 
because it's a lifetime thing, isn't it? It's more of a lifestyle thing. [Staying at the Retreat] 
is a shift in getting a start and getting some grounding with things that they come to 
realise, [things that] are allowed to come into their mind. And the thoughts and the 
changes through that time, to take with them. 
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For guest participants confronted predominately by situational stressors, it was somewhat different. 

Many of these guests described that with restored clarity of thought (an outcome, discussed below) 

they were able to reframe their interpretation of the unexpected events they had recently faced. 

Consequently, these events became less prominent stressors. Those who had experienced the 

recent death of a family member or friend described degrees of “coming to terms with” their loss, 

and reported less intense, though ongoing, feelings of grief following their stay. 

By attending to stressors, the mechanisms substantially reduced the distress of guest participants. 

The other four outcomes followed shortly thereafter, representing a resolution of the state of crisis. 

Given that a state of crisis often brings serious risk issues, it follows that the shorter the period a 

state of crisis lasts, the shorter the period of risk will be. Guest participants repeatedly shared the 

view that they would not have passed through their state of crisis so quickly, or at all, without the 

period of respite. It is difficult to confirm such an assessment without a randomised control trial. 

However, leaving aside the ethical issues that would likely be involved in an experimental study, 

the goal of this thesis is to clarify how this intervention functions to support its users, not to 

determine how fast it resolves a state of crisis (relative to other interventions, or no intervention). 

5.5.1 Reduced emotional distress 

Just as participants struggled to describe the distress they had experienced, they also found it 

difficult to describe the reduction of this distress. However, all guest participants reported varying 

degrees of improvement during and in the period shortly after staying at the Retreat. 

GI_03: I think if I hadn’t stayed at the Retreat, the grief would have torn me apart… Being 
up [at the Retreat], the grief sort of... it became okay. I mean, it's not quite okay, but it 
became okay to live with that.  
 
GI_02: [to GI_03] Do you think, if you hadn't have gone up to the Retreat, you'd still be 
feeling the way you were? Fighting those ghosts? 
GI_03: [Yes] I feel. That's how I feel. 
 
GI_05: I don’t feel so much hurt, you know, that's what sort of helped, is taking that hurt 
away. I'm still emotional, I still get emotional over it, but that's what I found the Retreat 
took away from me – it was that hurt. 
 
GI_08: Without a doubt the Retreat accelerated the healing process for me personally. 
 
GI_17: I definitely improved. Like, on a scale of one to ten, I went from like a negative 
three, to like a four. So, like obviously four out of ten, that's not great. But to me, that's 
quite a big change. So, personally, I felt a big change. Like, I'm still not happy all the time. 
But, like, going to the Retreat definitely helped me process things. 
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For more than one-third of the guest participants, however, the improvement began to deteriorate 

upon returning home. This deterioration happened quickly for some of these participants and more 

slowly for others. 

GI_05: I thought… because I was feeling on top of the world… And then I came back 
[home]. Just being on my own… and things went down. So, I just try and strive for that 
hill. You know, just try and get through it – get up and over it. 
 
GI_06: For the first couple of weeks of being home, I was quite relaxed. Like my partner 
noticed that I was a lot more calmer when I came home. But then after a couple of weeks 
or so, it's back to where it was again. 
 
GI_10: Oh, I was on cloud nine when I got home from the Retreat. I think it took, from 
memory, about three months where I started to slowly feel myself coming back down 
again. Because I was seriously on cloud nine. I was just, I was in another world when I 
came back here. It was just absolutely amazing. 
 
 

It appears that with the Retreat no longer attending to the stressor of ‘not feeling valued by others’, 

some distress related to this began to re-emerge for some guest participants. This is where the 

non-respite aspect of the Retreat’s care – the follow-up contact – would play a role. 

GI_05: I sort of want to get away from all my kids. Because I think they're the reason 
I've, sort of, not... picked up… I don't see them. You know, I don't get texts, nothing. I just 
plod along. But it hurts – knowing you've got siblings or kids out there, but they don't 
want to keep in contact. 
 
 

5.5.2 Restored clarity of thought 

A prominent theme in the interviews with guest participants was the various ways in which their 

clarity of thought was restored during and after their stay at the Retreat. This emerged in the    

phase two data as a key outcome of the respite intervention. Participants’ descriptions of this 

outcome also highlighted the extent to which their thinking had previously been impaired during 

the state of crisis. This clarity of thought emerged in four related forms: improved problem-solving; 

constructive self-reflection; increased mindfulness; and a new or wider perspective. In this context, 

it is interesting to note that the word respite originates from a Latin verb meaning (both literally 

and figuratively), “to turn around to look at” (respite, n.d.). 



 
 

 
175 

5.5.2.1 Improved problem-solving 

Guest participants reported that as their distress began to lessen, they became more able to 

consider the challenging circumstances they faced and think of possible solutions. This included 

making plans around one’s lifestyle or living situation that were supportive of good mental health 

(such as exercise, engaging in long-term counselling, or finding spaces for time out at home). It also 

included acknowledging the unhelpfulness of some previous coping behaviours. 

SP_04: I had a guest this morning say [that it's about] just time to think – in the humdrum 
of life and routine and everything, you don't get that time to make changes and choices 
and realise where you're at or what's going on. But actually, just coming here and having 
everything provided, you get that time to think and make plans. 
 
SP_07: It's my experience that [the guests] know the answers to their problems – they 
just need the time and the patience to be able to figure that out. And that is what 
[staying at the Retreat] does. 
 
GI_01: I think... going to the Retreat clarified what I already knew I had to do. I had to 
get out of the situation I was in, or else I was going to kill myself. It's as simple as that. 
 
GI_06: I was able to sit back and have that time out on my own to sort of clear my head, 
to think what I need to do and what my next move is. Ways of handling things, and what 
my next move is to deal with them. 
 
 

5.5.2.2 Constructive self-reflection 

Guest participants also described that as their distress eased, they became able to constructively 

consider their own role in entering a state of crisis. This can be distinctly contrasted with the circular 

thoughts of self-blame they may have experienced earlier. 

GI_04: The Retreat sort of helped me think clearly, like more clear… There were heaps of 
times [at the Retreat] where I'd think about everything – what’s happening and why I've 
done what I've done in the past and what I want to do in future and all that. And I 
couldn't... I wouldn't have made myself do that if I was [at home]. Because I have mates 
coming and going all the time. Whereas out there it was just so peaceful. 
 
GI_11: I spent a bit more time kind of thinking on the inside, rather than keeping busy 
and doing stuff all the time. I was trying to figure out, "Why... why am I in this pickle 
now?" Because way worse things have happened to me in my life than me having [that 
situational stressor]. It's only [that stressor], so that kind of feels like nothing in the big 
scheme of life. So why have I got to this horrible place now? 
 
GI_17: I just started reflecting, like, on how I was feeling. Or, why something had 
happened. Or, why am I angry at this person?… Yeah, which, that's probably the biggest 
thing I got out of the Retreat – the, kind of, time to self-reflect. And to actually work 
through the stuff that I didn't know was a problem. 
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5.5.2.3 Increased mindfulness 

With the reduction of distress and rumination, guest participants became increasingly mindful. 

They were more aware of their external environment as well as their emotions and thoughts. 

GI_01: [The Retreat] actually gives you space. It actually, it slows you down. That's the 
best thing it did for me. It's slowed me down… I was noticing nature. I think that was it 
– noticing the things around me. 
 
GI_02: You see a whole lot of things to focus on. You know, even the mountain for 
example… I'm thinking, "This is amazing". You don't often sit back and just look at the 
mountain, but every morning as I watched it there was something different happening 
out there, as the light came on it. And the sun shone on one side and there was a bit of 
shadow on the other side. It was just totally different all the time, you know. 
 
GI_16: Sometimes I'd get into that state of mind, or that calm, where there is no negative 
thoughts – it’s just, "Ah, what a beautiful day. Look at that – the cows are over there, 
and they are enjoying their day". Even just watching [the volunteers] go about their 
business and enjoy life. It’s a lot, man. The trees that are around and the [streams]. 
 
GI_17: I kept a journal there and I pretty much just wrote down… because, in the real 
world, you've got so many thoughts in your brain and you can't actually process them. 
They will just go past, and you'll think about that later. But while I was [at the Retreat], 
if a thought came to mind, I would just write it down and then I could go back and look 
at it and write about it. 
 
 

5.5.2.4 Wider perspective 

Finally, participants reported that guests gained a new perspective or a wider perspective of their 

situation and the events they had experienced. 

SP_06: [Staying at the Retreat] does open up that sort of space in people's mind and 
their world to be able to then look at things in a different perspective. 
 
GI_01: Instead of this tunnel-vision that, "Everything is against me. I can't work and I 
can't do this". …[Staying at the Retreat] just slowly ‘opened the curtains’. That's the best 
way to describe it. 
 
GI_03: Suddenly we could see – I guess our brains were starting to clear – that we weren't 
the only ones in that situation. It feels as though, although you know others have been 
through it, it feels like you're the only one that's suffering, at the time. 
 
GI_05: Being [at the Retreat] helped me with the reality of it all… I couldn't get over, you 
know, the death. But then when I got [to the Retreat], it helped in a way – showed me 
to realise that, you know, he is gone. And he is happy… [the Retreat stay] did help in the 
way of not thinking [about the death] every day… and “could of, would of, should of”. 
All of those things. I don't think like that now. It is what it is. 
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GI_11: Nothing can change the outcome, can it? But you can change the way you think 
about the outcome... A lot of the time the things I get upset about in life are – and 
probably not just me, it's probably everybody – people get upset about things because 
somebody doesn't say or do what I would have done to them, if the tables were turned. 
But you can't be... everybody's different, so I just need to stop expecting so much from 
other people. And when [the desired behaviour] doesn't happen, it makes it less painful. 
 
GI_13: I remember being like a couple of days in [to my stay] and it just sort of hit me. 
Like, I don't know, I sort of got this like real big sort of, "Oh my gosh", like realisation 
about what had happened… that, you know, my relationship was over, and life was 
probably going to be a lot different going forward. 
 
 

5.5.3 Reduced suicidality 

Given the fluctuating nature of emotional distress and suicidality, no crisis intervention or suicide 

prevention initiative is likely to lead to a permanent reduction or elimination of suicidal thoughts 

and behaviours among users of that intervention. Even if this had been a proposed outcome of the 

Retreat intervention, testing this would involve gathering data over the course of participants’ 

lifetimes, which was not possible in this study. However, the data collected in phase two confirmed 

that during and in the months immediately after their stay at the Retreat, guest participants 

experienced a distinct reduction of suicidality as part of the wider resolution of their state of crisis. 

For some guest participants thoughts of suicide were no longer present, and for others the thoughts 

were now of lesser frequency and intensity. At the time of interviews with guest participants  

(which occurred within eight weeks after they had left the Retreat), there had been no further 

suicide attempts and no self-harm by those engaging in these actions prior to their stay. The fact 

that this reduced suicidality cannot be claimed as permanent should not diminish the significance 

of this outcome, which some guest participants considered “life-saving”. 

GI_01: Mate, [the Retreat] saved my life. Literally saved my life, without a doubt.  
 
GI_04: It hasn't crossed my mind since, to do that... suicide [attempt] shit again. 
 
GI_05: Those thoughts still flash by sometimes. But I'll have a big cry and yeah, then it's 
all good. 
 
GI_09: If I hadn't found out about the Retreat, I don't think I would be here. Like, the 
Retreat has helped me so much. 
 
GI_16: If it wasn't for [the Retreat] – I’ll say this as many times as I have to – if it wasn't 
for this Retreat, I would not be here. 
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5.5.4 Restored sleep 

Another common outcome among virtually all of the guest participants was improved sleep. This 

outcome appeared closely connected to the reduction of distress and rumination. 

GI_03: I think if we hadn't have gone up [to the Retreat], I personally believe that I would 
be on medication. So, I avoided that completely. I'm able to sleep now. I have odd nights 
where I don't, but what the heck, you know, they're not frightening nights anymore… 
[Staying at the Retreat] stopped that happening, which is good. 
 
GI_05: [At the Retreat] I was sleeping well, without drugs. That was new for me… I don't 
know what it was. I was just, for once, I was sleeping. 

 
 
This outcome was not universal however; one guest participant reported poor sleep while at the 

Retreat, due to the presence of young children who were staying with another guest. 

GI_06: I didn't really get much sleep, you know, especially in the mornings because there 
was a mother with her kids [at the Retreat] as well. So, it was a bit noisy and that. So, 
sleep-wise, you know – apart from like overnight – I was struggling to sleep. And on the 
last night, I got woken up at two o'clock in the morning because of the other lady in the 
kitchen. 

 

5.5.5 Restored functioning 

Finally, guest participants whose ability to undertake various routine tasks had been impaired while 

acutely distressed reported during interviews that this impairment also resolved following their 

stay at the Retreat. Guest participants’ daily functioning progressively returned to normal upon 

returning home from the Retreat as these participants resumed work, study, and other daily tasks 

such as driving a vehicle. 

GI_02: I believe, for me, if it wasn't for the Retreat, I'd still be a mess. I'd been a mess 
right up until when we went. And coming back from there – I’m back at work. Whereas 
[before staying at the Retreat] I couldn't go back to work. I just turned into jelly, you 
know, I just couldn't cope. 
 
GI_11: I'm not quite back up to my normal [number of] shifts yet, but I've been doing 
three shifts a week. 
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5.6 Conclusion 

In this chapter, I presented the findings of this study – from the formulation of an IPT, through to 

the testing and considerable refinement of this theory. Each component of the refined programme 

theory has been described and discussed, with the inclusion of quotations from participants to 

support my interpretations of the data. Not only have the key contextual factors, mechanisms, and 

outcomes been individually presented, connections between all three have also been discussed. 

In the next chapter, I summarise these findings in direct relation to the study’s research questions. 

This includes further discussion of the connections between contexts, mechanisms, and outcomes, 

as well as a visual display of the refined programme theory. The strengths and limitations of this 

study will also be discussed. The chapter then explores the contribution this study makes to the 

literature, its implications for policy and practice, and potential areas for future research. 
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Chapter 6: Discussion 

This study has aimed to move beyond vague notions about the usefulness of respite by developing 

a generative explanation of how respite functions to support people experiencing a state of crisis. 

The realist evaluation research design of this study is underpinned by ontological realism and 

epistemological relativism. Consistent with these philosophical positions, the explanatory theory 

developed by this study is presented as a fallible interpretation, yet also a valid representation of 

the mind-independent reality. As such, it makes a valuable contribution to academic literature and 

contains practical implications for the field of crisis intervention. 

In this chapter, I summarise findings from the preceding chapter and explicitly connect these to the 

research questions of this study. A visual display of the refined programme theory is also provided. 

I then discuss key elements of the findings in further detail, including: the connections between 

contexts, mechanisms, and outcomes; the limited distinction between resources and responses for 

the mechanisms in this study; and the outcomes indicating that while the Retreat facilitates a 

restored state of equilibrium, it does not clearly and actively develop resources and interpretations. 

This discussion will be followed by an examination of the strengths and limitations of this study. 

After discussing how this study’s findings address the research questions, and interrogating the 

study’s quality, the chapter will explore the contribution this thesis makes to academic literature. 

These contributions are particularly directed towards the crisis intervention literature and include: 

drawing attention to a form of crisis resolution that does not centre around an ‘interventionist’; 

demonstrating the capacity of respite to facilitate crisis resolution without actively targeting 

inadequate resources or detrimental interpretations; displaying the value of formulating stressors 

as unfulfilled needs; and highlighting the importance of ‘genuine care’ in crisis resolution. Next, the 

chapter presents implications of this study for policymakers and practitioners. These implications 

include: reinforcing the use of respite for crisis resolution; providing guidance for the improvement 

of crisis services; highlighting the essential role of volunteers and charitable organisations; and 

demonstrating the benefits of crisis services functioning independently of mental health services. 

Finally, this chapter examines potential areas for future research. 

The chapter that follows the present chapter will summarise and conclude this thesis with a brief 

closing statement. 
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6.1 How respite helps people in crisis 

The preceding chapter was formatted such that the full findings were tied to the research questions 

of this study. In this section, I will summarise the key findings and explicitly connect them to the 

research questions. This summary will be brief to minimise repetition of points that have already 

been covered. After this summary, several important elements of the findings will be discussed in 

greater depth to enable a more nuanced explanation of how respite functions to support people 

who are experiencing a state of crisis. 

 

6.1.1 Revisiting the research questions 

To review the research questions presented in the introduction chapter, this study first aimed to 

answer the questions: 

What are the key outcomes for service users of the Taranaki Retreat? 

- What are service users’ experiences of staying at Taranaki Retreat? 

 

To quickly recap key points from the findings chapter, guest participants experienced five 

interrelated outcomes during and in the months after staying at Taranaki Retreat. A reduction of 

emotional distress and restored clarity of thought were the most prevalent outcomes experienced. 

Where the corresponding issue was present, participants also experienced reduced suicidality, 

restored sleep, and restored functioning. Collectively, these key outcomes represented the 

resolution of guests’ state of crisis. Variations in these outcomes between guest participants will 

be further discussed in the following section. 

 
The study then turned to the central concern of how these outcomes were achieved, by asking: 

What are the underlying mechanisms that generate these outcomes? 

- What resources does this respite intervention offer to its users? 

- How do service users respond (reasoning and emotional reactions) to these resources? 
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The study identified five key mechanisms generating these outcomes. Two of these were 

abstracted as ‘quiet’ and involved the removal of something that is agitating or otherwise 

unhelpful, namely: time out from daily surroundings and the interruption of unhelpful behaviours. 

The three remaining mechanisms were abstracted as ‘warmth’ and involved the fulfilment of a 

previously unmet need, namely: acknowledgement of distress; offers of genuine care; and the 

presence of allies. The nature of this intervention resulted in some difficulty distinguishing between 

resources and responses (as referred to in the two sub-questions above). This difficulty will be 

further discussed in section 6.1.3. 

 
Finally, this study asked: 

What are the key contextual factors in which the mechanisms operate? 

- How do these contextual factors affect the operation of mechanisms? 

 

 
A total of twelve key contextual factors were identified in this study of Taranaki Retreat. These 

factors can be placed into three categories: initial stressors, the state of crisis, and secondary 

stressors. Initial stressors were broadly divided into situational and non-situational stressors. The 

state of crisis was the inverse of the outcomes, and consisted of: emotional distress, impaired 

clarity of thought, suicidality, disturbed sleep, and functional impairment. Finally, the secondary 

stressors were the inverse of the five mechanisms: agitation at daily surroundings, engaging in 

unhelpful behaviours, unfulfilled need for acknowledgement of distress, unfulfilled need to be 

offered genuine care, and unfulfilled need for allies. The following sections will include discussion 

of how the contextual factors affect the mechanisms and variations in the impact of these factors. 

6.1.2 Connected contexts, mechanisms, and outcomes 

Although the connections between contextual factors, mechanisms, and outcomes were 

mentioned throughout the findings chapter, in this section I present a more detailed discussion of 

these connections. Figure 6.1 below, which displays the refined programme theory, provides an 

illustrated summary of these connections. This figure shows the five refined mechanisms (red) 

functioning in the context of initial and secondary stressors (green) to generate outcomes (blue). 
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As previously discussed, the five mechanisms have a distinct connection to the contextual factors 

in that they are the inverse of the five secondary stressors. In the context of its opposing stressor, 

each mechanism negates that stressor, leading to a response of reduced agitation. The primary 

function of the mechanisms, therefore, is to remove the amplifying effect that secondary stressors 

were having on the state of crisis. The elimination of secondary stressors, along with the temporary 

impact of ‘warmth’ mechanisms upon the initial stressor of ‘feeling unvalued by others’ leads to 

cascading outcomes. The five outcomes (reduced emotional distress, restored clarity of thought, 

reduced suicidality, improved sleep, and improved functioning) collectively constitute the 

resolution of a state of crisis. While all but one guest participant reported acute emotional distress 

and impaired clarity of thought prior to their stay, several of them reported not experiencing 

suicidality, poor sleep, or impaired functioning. The outcomes of reduced suicidality, improved 

sleep, and improved functioning are obviously not applicable for participants who did not 

experience the corresponding issue. 

Guest participants reported significant reductions in distress towards the end of their stay at the 

Retreat. However, there was some variation in the longevity of this outcome, related to differences 

in context – namely whether the initial stressors participants reported were predominately 

situational or non-situational. Participants who were confronted predominately by situational 

stressors – such as the death of a family member, or a relationship break-up – reported during 

interviews (which occurred within two months of their departure from the Retreat) a sustained 

reduction of emotional distress and suicidality. With the restored clarity of thought they achieved 

at the Retreat, these participants reported that they began to reframe the events they had recently 

experienced, such that these events became less prominent stressors. By contrast, many of the 

participants who were confronted predominately by non-situational stressors reported a 

deterioration in mood and a reoccurrence of distress in the days or weeks after returning home. 

This deterioration was not to the extent of a state of crisis, however. While the stressor of        

‘feeling unvalued by others’ was temporarily alleviated by the ‘warmth’ mechanisms during their 

respite stay, these participants described the re-emergence of this stressor upon returning home. 

Additionally, existential issues (e.g., sense of purposelessness) appeared to remain unattended to. 

This may indicate that while the restored clarity of thought that guest participants achieved can be 

sufficient for at least partially reframing situational stressors, this restored clarity is less able to 

make a significant impact upon existential issues. 
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Contextual differences between guest participants – in particular, differences in which of the five 

secondary stressors were present – also led to variation in the impact of mechanisms. All of the 

guest participants expressed some degree of unfulfilled need for genuine care, and consequently 

described the significant positive impact of the mechanism ‘offers of genuine care’. However, the 

other four secondary stressors were not all experienced universally. In situations where guest 

participants were not experiencing a particular secondary stressor, the application of the respective 

mechanism had either no impact or a mild negative impact. 

Where either of the secondary stressors (contextual factors) of ‘engaging in unhelpful behaviours’ 

or ‘unfulfilled need for acknowledgement of distress’ were absent, the respective mechanisms 

(‘interrupting unhelpful behaviours’ and ‘acknowledgement of distress’) simply appear to have had 

no impact. However, where the secondary stressors of ‘agitation at daily surroundings’, or 

‘unfulfilled need for allies’ were either absent or minor, the respective mechanisms (‘time out’ and 

‘presence of allies’) appeared to produce somewhat negative responses. 

In contrast to the majority of guest participants who reported significant agitation associated with 

their daily surroundings prior to staying at the Retreat, those for whom this agitation was a minor 

or non-existent issue reported periods of boredom during their respite stay. Meanwhile, the few 

guest participants who did not express an unfulfilled need for allies (and who reported the presence 

of a support network prior to staying at the Retreat) had negative responses to the respective 

mechanism. These participants described interactions with staff members and other guests as 

energy-sapping and, at times, annoying. They expressed a desire for “completely [my] own space”. 

To stretch the earlier metaphor of ‘warmth’ mechanisms, participants who did not feel particularly 

‘cold’ prior to their Retreat stay (i.e., those without an unfulfilled need for allies), appeared more 

likely to experience the ‘warmth’ of the Retreat as somewhat stifling. 

The guest participants who reported these responses of boredom, annoyance, and ‘sapped energy’ 

nonetheless described their stay at the Taranaki Retreat as having a distinctly beneficial impact. 

These negative responses did not prevent the key outcomes (constituting a resolved state of crisis), 

nor did they appear to produce completely different types of outcomes. Therefore, although guests 

who were confronted by all five secondary stressors reported a more distinct reduction of agitation 

(and tended to describe their stay at the Retreat in more highly positive terms), the Retreat 

nonetheless facilitated the resolution of a state of crisis regardless of whether guests were 

confronted by all five secondary stressors or not. 
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6.1.3 Resources and responses 

The five refined mechanisms are a particularly novel aspect of this study’s findings. These 

mechanisms are not unique to Taranaki Retreat, however, as all five can (and do) function in a 

variety of interventions. The theoretical generalisability of not only the five mechanisms, but also 

the refined programme theory more broadly, reflects the middle-range abstraction of this theory. 

The theoretical generalisability of the refined programme theory will be discussed shortly. Before 

this discussion, however, I will explain why the difference between resources and responses is less 

distinct for the mechanisms in this study. 

In the realist evaluation literature, mechanisms are often described as consisting of two interacting 

aspects: resources and reasoning (Pawson & Tilley, 1997; Westhorp, 2014). As discussed in the 

methodology chapter, I chose to use the broader term responses instead of reasoning, given the 

importance in this study of capturing not only cognitive, but also affective, reactions. The 

interaction between the resources being offered to service users and the subsequent responses of 

service users to those resources (an interaction that occurs in a particular context) is seen as 

generating outcomes (Westhorp, 2014). In earlier realist evaluation literature, the two interacting 

aspects of a mechanism remained implicit in the formulation of programme theories. However, 

more recent contributors in the field have suggested that the distinction between these two 

aspects should be formulated explicitly (Dalkin et al., 2015). 

Observing this distinction between resources and responses, the five refined mechanisms 

presented in the findings chapter can most closely be classified as resources. However, in this study, 

there were several factors that prevented the distinction from being sharply defined. First, and as 

previously discussed, subjective interpretation plays a central role for most of the refined 

mechanisms. For example, ‘genuine care’ can be understood as an offered resource, but it does not 

exist independently of guests’ interpretations of (response to) what is being offered. In this way, 

the resources and responses are unavoidably intertwined. 

Second, because the primary function of the five refined mechanisms was to negate stressors, their 

effect is to remove something that a person was previously distressed or agitated by. The key 

response is therefore more accurately described as the absence of a response (i.e., reduction of 

agitation), rather than the presence of a response. The fact that the response for this intervention 

was an absence rather than a presence also contributed to the challenge of establishing responses 
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as a clearly distinct aspect of mechanisms. Note that the response ‘reduction of agitation’ could 

also possibly be framed as the presence of ‘a sense of calm’. However, this latter formulation does 

not capture the removal of a stressor and consequently appears less precise. 

Third, for this particular intervention, the concept of a response overlaps significantly with the 

concept of an outcome. Generally, realist evaluations view responses to resources as generating 

changes in behaviour, which in turn lead to various outcomes (Westhorp, 2014). These outcomes 

ideally align with the intended objectives of the evaluated intervention and may, for example, 

include things such as reduced tobacco use or improved literacy among a target population. 

However, for crisis intervention services such as the Retreat, the most fundamental objective is to 

facilitate the resolution of a person’s state of crisis – to support the swift restoration of a state of 

equilibrium and reduce the risk of harm or maladaptation (James, 2016; Rapoport, 1970). 

Optimally, a crisis intervention also facilitates growth – enhancing a person’s resilience in case of 

future stressors. Additional outcomes may arise, but these are unlikely to be the primary objective 

of a crisis intervention service. Therefore, for such services, particular affective and cognitive 

responses (such as reduced emotional distress and restored clarity of thought) are themselves the 

intended outcomes. 

Despite this overlap, I have made a distinction between the response of ‘reduced agitation’ and the 

outcome of ‘reduced distress’. Doing so enables me to distinguish between the negation of 

individual stressors (‘reduced agitation’), and the overall emotional state of a person experiencing 

fewer stressors (‘reduced distress’). 

Reduction of agitation was not the only response reported by participants and the responses of 

participants were not uniform. As discussed in the preceding section and in the findings chapter, 

participants also described additional responses such as gratitude, boredom, and annoyance. 

However, in comparison to these other responses, reduced agitation was by far the most prominent 

in the data, as well as being the most significant for explaining how the intervention achieved its 

outcomes. Given the primacy of reduced agitation in contributing to an explanation of this 

intervention, it is more useful to understand the variation in responses between participants in 

terms of the extent to which reduction of agitation occurred – rather than in terms of the number 

of different responses each participant experienced. 
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6.1.4 Equilibrium and growth 

The refined mechanisms and contextual factors (which explain how this intervention works) are 

arguably the most valuable aspects of this study’s findings in terms of practical implications and 

contributions to the academic literature. These implications and contributions will be discussed 

later in this chapter. By comparison, the key outcomes identified in the refined programme theory 

indicate the effectiveness of the Taranaki Retreat, but carry fewer implications for the wider field. 

It is nonetheless useful to consider these outcomes in reference to the crisis intervention literature. 

Doing so highlights that while the Retreat facilitates a restored state of equilibrium, it does not 

clearly and actively develop – what this literature refers to as – growth. 

As discussed in the conceptual review chapter, the fundamental objective of crisis intervention is 

to restore affective and cognitive equilibrium. Promptly achieving this objective reduces the 

likelihood of maladaptation, and therefore the likelihood of trans-crises and long-term trauma. 

Restoring equilibrium also reduces risk issues associated with the state of crisis – including the risk 

of self-harm and suicide. This study demonstrates that the Taranaki Retreat succeeds in achieving 

the fundamental objective of restoring equilibrium. In achieving this outcome, the Retreat also 

interrupts unhelpful coping behaviours (i.e., disrupts maladaptive coping) and reduces suicidality. 

An outcome of restored equilibrium is not necessarily permanent, and it is possible that, when 

confronted by other stressors, a person who achieved this outcome may experience another crisis. 

Given the distinction between ‘crisis’ and ‘distress’, the resolution of a state of crisis also does not 

imply a complete absence of distress. In this study, several guest participants (who were confronted 

primarily by non-situational stressors) reported a deterioration of their mood in the days or weeks 

after returning home from the Retreat. This low mood was not accompanied by acute distress, 

impaired thinking, or increased suicidality. 

Within the literature, it has been observed that the optimal outcome of crisis intervention extends 

beyond restoring a state of equilibrium to also include achieving growth. According to crisis theory, 

inadequate resources (both internal and external) and distorted interpretations of stressor events 

are central factors contributing to a crisis (James, 2016). In the context of this theory, ‘growth’ 

therefore entails developing additional resources (internal coping skills and external social support) 

as well as developing new interpretations of stressor events. This growth is seen as key to reducing 

the likelihood that a person will experience future crises when confronted by challenging events 

and circumstances. 
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Both elements of growth (resources and interpretations) were visible in the findings of this study, 

and these elements will be highlighted shortly. However, the findings were not sufficient to clearly 

demonstrate that the Retreat directly facilitates the growth of its guests. This is, at least in part, 

reflective of the fact that the Retreat does not explicitly identify growth as an objective. Instead, 

analysis of the interviews with trustees, as well as analysis of the Retreat’s policy documents, 

revealed an emphasis on alleviating distress and reducing the risk of suicide and self-harm.   Perhaps 

it should also be pointed out that the achievement of any outcome – particularly one such as 

growth – depends on numerous factors, not just the design of a service and its stated objectives. 

Aside from the role of the Retreat’s objectives, the insufficient findings are also a consequence of 

this study’s research design. Demonstrating whether or not a crisis intervention service facilitates 

growth and reduces the occurrence of future crises would likely require a longitudinal study, if not 

a longitudinal randomised trial. Possibilities for future research will be further discussed towards 

the end of this chapter. 

As mentioned, the findings in this study contained some indications of growth. First, the Retreat 

staff actively support guests in accessing external resources (e.g., referrals to other social services). 

Though this development of external resources occurred, participants in phase two of the study 

(staff and guests) did not view this as a prominent factor in explaining how the Retreat achieved its 

outcomes. As discussed in the findings chapter, this resulted in the mechanism ‘helping hands’ 

being discarded from the initial programme theory. Unlike this development of external resources, 

in the case of internal resources and interpretations, Retreat staff did not actively undertake the 

development of either. That is to say, there was no systematic approach for the development of 

coping skills or new interpretations. Instead, the Retreat appears to offer a conducive environment 

in which changes related to internal resources and new interpretations may occur. This observation 

of change emerging in a conducive environment (rather than being directly facilitated) will be 

explored in greater detail, later in this chapter. 

Findings related to internal resources were apparent in the outcome of ‘restored clarity of thought’, 

which included: improved problem-solving, constructive self-reflection, and increased mindfulness. 

This outcome is not equivalent to the concept of growth, however, as it describes the re-emergence 

of internal resources that guests already possessed, not the development of new resources during 

the course of their respite stay. Guest participants reported impaired clarity of thought in the 

period just prior to staying at the Retreat. This impaired thinking included: a reduced capacity for 

problem-solving and constructive self-reflection, intense rumination, and loss of mindfulness. 
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During their stay at the Retreat, the reduction of distress guest participants reported was 

accompanied by the restoration of their prior capacity for activities such as problem-solving. 

Capacities that had been temporarily obscured by acute distress once again became available. 

Therefore, the observed changes contained within the outcome of ‘restored clarity of thought’ 

cannot be accurately described as the growth of new resources. 

Finally, findings associated with the development of new interpretations were clearest among 

guest participants who had experienced situational stressors. Insofar as “new interpretations” is 

understood in reference to a specific event (rather than one’s interpretations of challenging events 

more broadly) there are clear indications of guests beginning to reframe recent stressor events 

such that these events became less distressing. Again, however, guest participants described these 

new interpretations as developing once their distress began to reduce (during their respite stay). 

Although these new interpretations appeared to further reduce guests’ distress, they were an 

effect of secondary stressors being alleviated, rather than being a primary cause in resolving the 

state of crisis. In summary, the findings in this study indicated some development of new 

interpretations. However, this development was only clear among guest participants experiencing 

situational stressors. Furthermore, it was limited to reframing a specific event, and it appeared 

more as an effect of reduced distress rather than as an initial cause of reduced distress. 

These findings, combined with the lack of longitudinal data regarding future crises, mean it is not 

possible to conclude that the Retreat facilitates the growth of its service users. Though achieving 

growth clearly appears a superior outcome to restoring equilibrium, a question arises as to whether 

this growth (in particular, developing internal resources and new interpretations of challenging 

circumstances) is a realistic goal within the time-limited framework of crisis intervention. This is 

perhaps especially questionable where a state of crisis is associated with non-situational stressors. 

An arguably more realistic stance is put forth by Puleo and McGlothlin (2010), who suggest that 

once crisis intervention has restored a state of equilibrium and reduced associated risk issues, then 

longer-term growth can be pursued through general counselling. While crisis intervention services 

should obviously support any opportunities for growth that occur during crisis intervention, it is 

less clear whether it would be helpful to implement growth as an expected outcome. 
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6.2 Strengths and limitations 

There are features of this study that serve to strengthen its findings, as well as other features that 

limit these findings and their implications. A number of these strengths and limitations have been 

mentioned earlier in this thesis. A more detailed discussion of these is needed, however, to enable 

an assessment of the study’s quality. Such an assessment will provide necessary context for the 

later discussion of this study’s contribution to the literature and its practical implications. 

After discussing the impact of using qualitative methods, the strengths and limitations of this study 

will be presented in terms of how these features support or threaten the study’s validity 

(confidence in its findings) and generalisability (its relevance to other contexts). The reliability of 

this study (the replicability of its procedures and results) was primarily demonstrated in the 

methodology and findings chapters, which provided thorough and transparent descriptions of the 

research process and explained how conclusions were reached. This transparency is further 

enhanced in the appendices, with the inclusion of the various schedules used for data collection   

as well as the lists of codes identified at different stages of data analysis. 

6.2.1 Use of qualitative methods 

The qualitative methods used in this study placed some limitations on its findings. More specifically, 

the lack of quantitative methods of data collection limited the findings associated with outcomes. 

The main limitation is an inability to attach quantitative scores to the outcomes of reduced distress 

and reduced suicidality. Further discussion of this limitation and a reiteration of the reasons for not 

using quantitative methods will be provided in the ‘future research’ section, later in this chapter. 

While qualitative methods bring inevitable limitations, they also often bring strengths. For the 

research questions in this study, the strengths of these methods outweighed their limitations.      

The various qualitative methods I used enabled broad and deep data collection. Using these 

methods, I gathered a large quantity of rich data for analysis, from a variety of stakeholder groups. 

This data facilitated an in-depth exploration of participants’ experiences, and consequently the 

identification of key contextual factors, mechanisms, and outcomes. The methodology chapter 

detailed the various ways in which procedural rigour was achieved in gathering and analysing this 

qualitative data. This included: obtaining ethical approval; collecting data directly relevant for 

testing the initial programme theory; systematic data analysis, with peer examination of coding; 
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and triangulation of the data. Another factor that strengthened data analysis in this study was the 

one-to-one mentoring sessions with Justin Jagosh, a specialist in the use of realist evaluation. 

6.2.2 Validity 

A notable threat to validity in this study is self-selection bias. It is possible that the guests of the 

Retreat who were most inclined to participate in this study were those who had a positive 

experience during their respite stay. Though I am unable to disprove this possibility, it can be noted 

that many of the guest participants – while reporting positive outcomes such as reduced distress – 

also had no hesitation expressing criticisms of the Retreat. This included disagreement with the 

Retreat’s “no over-sharing” policy, the suggestion that there was insufficient personal space, and 

complaints about a lack of follow-up contact. Further, even in the event of an over-representation 

of guests who had had favourable experiences at the Retreat, this issue would appear to have less 

impact on this study than it would on a ‘black-box’ evaluation. The reason for this is that the study 

primarily focusses on how the Retreat generates its outcomes, rather than whether or not it 

produces beneficial outcomes. While the findings regarding the outcomes of the Retreat may have 

been impacted by self-selection bias (and these findings should therefore be viewed with this 

limitation in mind), the study focussed on exploring how participants thought these outcomes came 

about. Participants’ insights regarding potential mechanisms and contextual factors would appear 

less susceptible to bias associated with a favourable experience. 

A related issue is that, regardless of their experiences at the Retreat, participants may have felt an 

expectation, or held a motivation, to present the Retreat in a positive light – perhaps thinking that 

this may benefit the Retreat. I attempted to minimise this issue in a number of ways. First, in the 

participant information sheets, as well as in person, I identified myself as a PhD student not 

affiliated with the Retreat, and I clearly stated the aims, purpose, and funding of this study. In the 

information sheets, I referred to the research as a case study, rather than a realist evaluation. This 

was done because realist evaluation is not a term many people are familiar with and it may have 

created the misunderstanding that this study was a ‘standard’ programme evaluation, perhaps 

undertaken for funding purposes, and essentially asking the question, ‘does the Retreat work?’. 

Participants were also made aware that the contents of their interviews would not be shared with 

others (including the programme coordinators) in non-anonymised form. Finally, to encourage 

open discussion, all of the guest participant interviews were conducted without Retreat staff 

present and all but one of these interviews was conducted away from the Retreat site. 
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This issue is not limited to the study participants, however – it also extends to the researcher.             

In regard to potential influences (whether favourable or unfavourable) upon how I portrayed the 

Retreat in this thesis, the combination of not being employed or funded by the Retreat, yet having 

a background as a mental health social worker, appeared to help to minimise these influences. 

Having a background as a social worker supported my ability to develop good working relationships 

with stakeholders and to gather rich data during interviews. At the same time, the absence of a 

formal relationship with the Retreat provided me with a degree of independence that was helpful 

for maintaining a critical perspective. 

Another potential threat to validity relates to the quality of some of the data gathered in phase two. 

As discussed in the methodology chapter, the participant case notes gathered in this study were of 

variable quality. These notes lacked a consistent format, both within one set of notes and between 

different sets of notes. Some notes were rich in detail and others were not. Likewise, several factors 

impacting the quality of the data gathered during participant observation were also detailed in the 

methodology chapter. This included the programme coordinators’ request to keep any one-to-one 

interactions with guests to a minimum, and the tendency of guests to remain in their bedrooms 

(which was possibly worsened by the heavy rain during the period of observation). Due both to 

time constraints and limitations upon the Retreat’s ability to accommodate me, it was not possible 

to arrange a second period of participant observation. Though these issues impacted the quality of 

observational and case note data, both methods of data collection nonetheless offered some 

valuable insights and enabled triangulation of data.  

Another issue, with the potential to impact the quality of interview data, is recall bias. Interviews 

with guest participants were conducted within two months of their ‘discharge’ from the Retreat. I 

decided against attempting to interview guest participants immediately after they left the Retreat, 

given the potential for lingering distress and suicidality, as well as the practical arrangements some 

participants needed to make upon leaving the Retreat (such as finding new accommodation). The 

two-month time limit for interviews was designed to minimise recall bias, but – along with the 

issues discussed above – this bias remains a potential threat to validity. 

6.2.2.1 Researcher bias and positionality 

Researcher bias is a potential threat to validity in all studies. However, it is an issue for which 

qualitative research often comes under particular scrutiny (Maxwell, 2013). This is largely due to 
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the researcher’s role as the instrument of data collection in qualitative studies (Xu & Storr, 2012). 

The influence of my personal and professional background was discussed in the introduction 

chapter. Throughout the thesis, attempts have also been made to clearly describe the conceptual 

frameworks and underpinning philosophical assumptions of this study. 

Another important factor shaping how I arrived at and conducted this study, however, is 

positionality – the researcher’s identity in relation to both the social context of the study and the 

identities of study participants (Rowe, 2014). Positionality influences not only the researcher’s 

observations and interpretations, it may also influence how study participants engage with and 

respond to the researcher (Bourke, 2014). As such, positionality can influence a study’s findings 

and the development of theory. Key aspects of a researcher’s identity with regard to positionality 

include gender, ethnicity, and socioeconomic status (Corlett & Mavin, 2018). I will therefore discuss 

the potential influences of being male, Pākehā (New Zealand European), and middle-class. More 

specifically, I will discuss how these aspects of my identity may have influenced my engagement 

with participants, and subsequently, their potential influence upon the study’s findings and 

programme theory. I will also discuss how I remained aware of positionality during this study and 

how I managed the associated risk of researcher bias. 

The influence of my gender on interactions with participants was perhaps most apparent when I 

arrived at the Retreat to begin participant observation. One of the incoming guests had recently 

been sexually assaulted, and I was asked by the Retreat’s coordinators to keep one-to-one 

interactions with all of the guests to a minimum. Though similar precautions could also apply to 

female researchers, my gender had an apparent influence on this stage of data collection. Prior to 

face-to-face interviews with guest participants, I also made sure to check with the coordinators 

whether there were issues such as participants who may feel uncomfortable with a male researcher 

interviewing them in their home. Beyond these precautions, being male may have also influenced 

how participants (two-thirds of whom were female) engaged with me in both phases of data 

collection. These influences were not clearly apparent to me during data collection and there were 

no clear indications of discomfort from participants. However, there may have been less obvious 

influences, such as a reluctance to mention certain points. 

A proportionally high number of the participants (over a quarter) in this study were Māori. 

Throughout the study I was mindful of attempting to ensure culturally appropriate engagement. 

This included offering the presence of a local kaumātua as a support person during interviews, and 
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the availability of a Māori cultural advisor to any participants who had questions or concerns about 

the study. I also made sure to begin interviews with introductions and some brief general 

conversation, and in one instance opened the interview with a karakia. Despite these efforts, there 

is likely to have been an influence of being a Pākehā researcher. Again, this influence was not 

immediately apparent to me during interviews, but could have come in the form of restricting the 

openness of our kōrero (conversation). 

With regard to socioeconomic status, I come from a middle-class background and grew up in a 

small, rural community in New Zealand. Despite inevitable differences between the participants 

and myself, the potential influence of my occupation (student) and my low income upon the 

engagement with participants was not apparent. However, differences in educational background 

appeared to have a clearer influence on how some participants engaged in the interviews. As 

discussed in the findings chapter (particularly while discussing the mechanism, ‘presence of allies’), 

several participants described the unrelatability of mental health and addictions professionals. One 

participant expressed the view,  “All they do is go to bloody polytechs or what-not and they read 

up about it. And that's how they get their qualifications. Then they go and help people like us.” This 

view of health professionals may well have extended to me, as a researcher – the perception that 

I lack lived experience of these issues and therefore do not truly understand them. 

The potential influences of my identity on participants’ engagement in this study will have impacted 

on the study’s findings and subsequent development of the programme theory. If participants felt 

a reluctance of discuss particular issues, a more general lack of openness during interviews, or the 

interpretation that I did not really understand the issues being discussed, this would likely result in 

points remaining unsaid or not fully elaborated upon. This comparatively less rich data would then 

clearly reduce the depth and precision of the study’s findings and programme theory. 

Being male, Pākehā, and middle-class inevitably influences my worldview, and consequently my 

observations and interpretations in this study. Reflexive consideration of positionality enables 

mindfulness of one’s subjectivities and helps to identify potential researcher bias (Bourke, 2014). 

This reflexivity is not limited to consideration of one’s own identity, but also an awareness of this 

identity in relation to study participants (Pillow, 2003). I attempted to maintain self-reflexiveness 

and an awareness of positionality throughout the study, in order to minimise researcher bias. This 

was achieved through the regular use of a reflective journal, as well as through regular discussions 

with my supervisors and cultural advisor. 
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6.2.3 Generalisability 

The findings of this study are based on data gathered from a single respite service. This was due to 

a lack of closely comparable services (i.e., facilities providing respite as a form of crisis intervention) 

in New Zealand. There are (in New Zealand and elsewhere) many respite facilities that function as 

an alternative to psychiatric hospital for people who are experiencing acute mental illness. 

However, as previously discussed, the relative complexity of acute mental illness along with the 

clinical nature of these services mean that they are not comparable, in a meaningful sense, to a 

respite facility such as Taranaki Retreat. Though there are services similar to the Retreat outside of 

New Zealand (e.g., Maytree Respite Centre in London), it was not practically possible in this study 

to gather data from services in other countries. 

In addition to focussing on one service, this thesis – as a qualitative study – did not involve a large 

number of participants. The sample size was nonetheless sufficient for the purposes of this study. 

In realist evaluation, the number of participants is much less important than who is included and 

why they are included (Pawson & Manzano-Santaella, 2012). In order to gather insights into key 

contextual factors, mechanisms, and outcomes, this study recruited participants from various 

stakeholder groups (trustees, staff, and guests). Both the number of participants in this study and 

the focus on a single service facilitated an in-depth examination of participants’ experiences, 

through multiple qualitative methods of data collection. 

Though the number of participants and the focus on one service were therefore deliberate aspects 

of the research design, these features of the study inevitably limit its empirical generalisability. 

However, as outlined in the methodology chapter, a realist evaluation strives to achieve theoretical 

generalisability rather than empirical generalisability (Maxwell, 2017). To recap the distinction, 

empirical generalisability refers to the applicability of a study’s findings to other populations or 

settings, based on similarities between those populations and settings (Lewis et al., 2014). By 

contrast, theoretical generalisability refers to the applicability of a theory to other settings, based 

on the generality of that theory (Maxwell, 2017). Theoretical generalisability therefore contributes 

to theory-building, in which a theory (or concepts within that theory) that was used to explain a 

specific phenomenon contributes to theory development in related settings. 

This thesis developed a programme theory at a middle-range level of abstraction. As previously 

discussed, middle-range theories are given that name because they are at a level of abstraction 
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between situation-specific working hypotheses and overarching ‘grand theory’, which attempts to 

provide a unified explanation of social phenomena (Merton, 1968). Middle-range concepts are 

close enough to the data to enable empirical testing, yet sufficiently abstract to be applicable to 

other research (Merton, 1968). Each component of the refined programme theory in this study 

(i.e., the twelve contextual factors, five mechanisms, and five outcomes) fits this description as 

specific enough to be testable, yet abstract enough to be transferrable. These component concepts 

(along with the wider theory) are therefore generalisable to other similar crisis services. 

Some of the concepts in the programme theory appear to have wider applicability than others.    

For example, the ‘warmth’ mechanisms appear applicable to ‘non-respite’ crisis services, whereas 

the ‘quiet’ mechanisms are most relevant to services that provide accommodation to service users. 

The application of these concepts to other settings is explored in greater detail later in this chapter. 

While it is not possible to anticipate all potential settings to which the refined programme theory 

could be applied, this study has provided sufficient detail to assist future researchers or 

practitioners in determining the transferability of this theory to other specific settings. 

6.2.3.1 Issues in theory development 

Two issues limited the development of the initial programme theory in phase one of this study. 

First, there was a lack of directly relevant explanatory theory to build upon. As discussed in the 

literature review, although the small number of prior studies that were directly relevant to this 

thesis explored the outcomes of their respective services and the experiences of service users, none 

of these studies aimed to develop or test explanatory theories. Furthermore, none of the theories 

in the conceptual review were specific to respite (nor, in some cases, specific to crisis intervention). 

As a result of the lack of pre-existing theory, the development of the initial programme theory was 

mostly influenced by the primary data gathered in phase one. This led to the second issue, which 

was that the primary data gathered in phase one (interviews with planner participants; and the 

Retreat’s policy and procedure documents) were not as rich as I had expected. Identifying potential 

contextual factors from this data proved particularly challenging. 

In the realist evaluation approach, it is commonly recommended to gather phase one data (to 

develop an initial programme theory) from those who designed an intervention, and then gather 

phase two data (to test that initial theory) from service users (Pawson & Tilley, 1997). I followed 

this recommended format in this study, as it appeared a sensible approach. In retrospect, however, 
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the development of the initial theory in this study would have benefitted from the inclusion of 

guest participants in phase one of data collection. As I discovered during phase two of this study, 

guest participants provided important insights, which differed from those offered by trustees. 

Analysis of this phase two data generated themes that, in comparison to phase one themes, more 

closely resembled some of the concepts and findings I had earlier extracted from the literature. 

Given the substantial development of the programme theory between phase one and phase two, 

another round of testing and refining the programme theory (i.e., a third phase of data collection 

and analysis) could have enhanced this theory even further. Beyond the practical issue that this 

would have required several additional months to complete, there was also a methodological 

reason that led me to decide against undertaking a third phase of data collection and analysis.   

From the perspective of realist evaluation, all programme theories are fallible interpretations that 

never entirely capture reality. Testing and refinement of a theory has no ‘end point’. For any 

particular realist evaluation, the researcher must therefore decide when the programme theory is 

sufficiently developed (i.e., when it is a sufficiently accurate representation of reality) for the 

purposes of that study. Though the programme theory in this study could likely be further 

improved, I determined that, after two phases of data collection and analysis, this theory had 

achieved a sufficient level of development for the purposes of this study. The programme theory 

in this study presents a plausible explanation, strengthened through the process of testing and 

refinement. Aligned with the principle of judgmental rationality, I argue that this theory provides 

an accurate account of reality, particularly when compared to vague notions about the helpfulness 

of respite (such as respite simply ‘providing a break’). As such, this theory can help guide future 

actions around the design of respite, and also help anticipate the consequences of those actions. 

As discussed, the programme theory developed in this study is a partial representation of reality 

and does not claim to provide a complete explanation of all outcome patterns for this intervention. 

Beyond identifying the key factors in explaining an intervention, it is not possible to capture all of 

the contextual factors, mechanisms, and outcomes for an intervention, nor the full complexity of 

the relationships between these components (Salter & Kothari, 2014). Limitations of the theory in 

this study include its inability to clearly specify the degree of impact that individual mechanisms 

have on the outcomes, beyond identifying some mechanisms as being more prominent in the data 

than others. Instead, the theory largely describes a collection of mechanisms producing a collection 

of outcomes, with some variations within this. The theory also does not indicate a recommended 

length of respite (or ‘dosage’) required for the mechanisms to take effect. 
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6.2.3.2 Generative explanation 

As the product of a realist evaluation, the programme theory developed in this study provides a 

generative explanation. That is to say, the explanation this theory provides exists within a 

generative (rather than successionist) model of causality. To recap from the methodology chapter, 

a successionist model of causality produces causal explanations through repeated observations of 

an association between independent and dependent variables. Randomised control trials exemplify 

this approach. Causal explanations from a successionist model report reliable associations between 

independent and dependent variables. However, the process of how one variable leads to the other 

remains unexplained (Befani, 2012). By contrast, a generative model of causality aims to explain 

the process by which one variable leads to another (Blaikie & Priest, 2017). This can be done by 

theorising relationships between observable phenomena and underlying mechanisms, and then 

testing and refining those theorised relationships (Pawson & Tilley, 1997). The generative model of 

causality maintains that the presence of an underlying mechanism is required in order to 

demonstrate a causal connection between variables (Glennan, 1996). To repeat an earlier example, 

turning a key and a car engine starting are said to be causally connected not because of the routine 

observation that one event is followed by the other, but because there is a mechanism that 

connects these two events (Glennan, 1996). 

Despite clarifying the model of causality that informs this programme theory, it is possible to 

anticipate critiques of this theory’s causal claims arising from the successionist view of causality. 

From that framework, the programme theory does not reliably prove that the identified outcomes 

were caused by the Retreat intervention. It may be argued that, in the absence of a randomised 

control trial, other independent variables have not been satisfactorily tested and excluded. Given 

that a state of crisis cannot be sustained indefinitely, perhaps (in spite of the claim from some   

guest participants that, “if it wasn’t for the Retreat, I would not be here”) the independent variable 

causing the reduction of distress and suicidality is not associated with the intervention at all.       

Even if the outcomes were provably attributed to the Retreat, perhaps other crisis interventions 

(or, for that matter, no intervention at all) would resolve a state of crisis more quickly. The response 

to these damning critiques is that causal explanations are not restricted to the successionist view. 

The programme theory is presented within the framework of generative causality and should be 

critiqued as such. This involves examining the process by which the theory was hypothesized, 

tested, and refined, and also considering how well it helps guide actions and predict consequences. 

The aim of this programme theory is to ‘unpack the black box of respite’. In doing so, it provides an 

explanatory depth that cannot be achieved by successionist explanations. 
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6.3 Contribution to the literature 

This thesis adds to the few existing empirical studies that examine the use of respite as a form of 

crisis intervention. As a realist evaluation, it also offers a middle-range theory to explain how such 

an intervention may help people in crisis. This theory – which was developed, tested, and refined 

over two phases of data collection and analysis – makes a valuable contribution to the literature, 

particularly because there appears to be no previously developed theory explaining how respite 

functions as a form of crisis intervention. As respite specifically for people in a state of crisis is 

uncommon and research examining such respite is even rarer, this thesis can be seen as expanding 

the crisis intervention literature into new territory. Although crisis intervention is the field of 

literature that this study contributes most substantially to, the following points of discussion also 

bear relevance to the suicide literature, insofar as suicidality and a state of crisis are connected. 

The findings of this study and the refined programme theory that was developed from these 

findings have already been discussed. In this portion of the discussion chapter, I will present four 

specific aspects of the study that make notable and original contributions to the literature. The first 

key contribution of the study is presenting a ‘non-interventionist’ approach to crisis resolution, 

which focusses on creating an environment conducive for change, rather than being centred on the 

role of an active interventionist. Second, the refined programme theory presents a novel 

formulation of the ‘problem’ and ‘solution’ that appears more accurate and useful when explaining 

non-interventionist approaches to crisis resolution. This formulation emphasises the role of 

stressors – especially that of secondary stressors. Third, the study highlights the helpful explanatory 

role of unfulfilled needs. Finally, the study raises the importance of ‘genuine care’ and of 

considering how people in crisis interpret the motivations of those around them. 

6.3.1 Non-interventionist crisis resolution 

The crisis intervention literature appears to focus exclusively on ‘clinician-based’ approaches, 

centred around the (usually assertive) role of an ‘interventionist’. This literature outlines strategies 

that this interventionist, who is usually assumed to be a mental health professional, needs to 

implement in order to restore equilibrium (or facilitate growth) for the person in a state of crisis. 

As just one example among many, James (2016, pp. 396-397) describes the role of interventionists 

as including activities such as ‘creating awareness’ and ‘allowing catharsis’ for the person in crisis. 

The interventionist is seen as the change agent, actively ‘creating’ and ‘allowing’ change to occur.  
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In the conceptual review chapter, it was observed that the directive approach of crisis intervention 

(when compared to traditional counselling) is to be understood in the context of the acute distress 

and confusion involved in a state of crisis. While remaining mindful of this context in which crisis 

intervention occurs, it nonetheless appears that approaches that are not centred around the role 

of an interventionist (which, for brevity, I will refer to as ‘non-interventionist’ approaches) have not 

been taken into consideration in the literature. Instead of viewing the role of an interventionist as 

central to achieving outcomes, non-interventionist approaches (of which respite is one example) 

essentially appear to function by providing an environment that is conducive for the desired 

changes to occur. Within this environment, service users themselves are the change agents. 

Given that the crisis intervention literature has overlooked non-interventionist approaches, a key 

contribution of this study is in demonstrating that an approach that emphasises the provision of a 

conducive environment (rather than emphasising the role of an interventionist) can facilitate 

positive outcomes for people in a state of crisis. As can be seen at the Taranaki Retreat, a respite 

facility requires a large amount of input from staff (including volunteers). However, their role 

appears to be primarily directed towards creating and maintaining a conducive environment, rather 

than directly remedying guests’ state of crisis. Arguably, this non-interventionist approach even 

extends to conversations between staff and guests. That is to say, the opportunity for guests to 

talk, be listened to and responded to appears as another aspect of the conducive environment. 

Guest participants in this study clarified that the aspect of conversation they found helpful was not 

the activity of talking or the words spoken in response, but rather it was being in an environment 

in which they felt valued enough to be listened to and responded to. 

This study does not suggest that interventionist approaches are ineffective, or that they should be 

replaced by non-interventionist approaches. Instead, it simply demonstrates that effective support 

for people in crisis is not limited to interventionist approaches. The crisis intervention literature 

(and our understanding of how to help people in crisis) would therefore benefit from expanding its 

focus to include approaches that place a stronger emphasis on the environment in which crisis 

intervention occurs. In addition to respite, there may well be other methods of supporting people 

in crisis that focus on creating a conducive environment for crisis resolution, rather than using 

direct intervention. Expanding the focus of academic literature would require a change in thinking 

from, ‘how can an interventionist facilitate the resolution of a crisis?’, to the broader question, 

‘how can a state of crisis be resolved?’. The latter question includes, but is not limited to, 
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interventionist approaches. If this expanded focus were adopted, it would seem that the term 

“crisis resolution” would be more appropriate than “crisis intervention”. 

In this discussion of interventionist and non-interventionist approaches, it should be apparent that 

these approaches are not entirely separate, nor a simple binary. Instead, the distinction being made 

relates to where the emphasis is placed within a particular approach. Even within services that 

centre around the role of a proactive mental health professional who promotes resources and 

challenges interpretations (which, for the sake of concision, I have referred to as an ‘interventionist’ 

approach), there is nonetheless likely be an awareness of the environment in which this 

intervention takes place. Conversely, services such as the Retreat that instead centre around the 

provision of a conducive environment (which I refer to as a ‘non-interventionist’ approach) will 

inevitably involve some interventionist elements (e.g., staff directly facilitating the development of 

external resources). The findings in this study simply encourage a greater degree of attention being 

directed towards the non-interventionist elements – namely, the environment in which crisis 

resolution occurs. This shift in attention would involve the questions, ‘What is a conducive 

environment for crisis resolution?’ And, ‘How can this environment be created?’ This thesis has 

argued that a conducive environment for crisis resolution consists (in abstract terms) of ‘quiet’ and 

‘warmth’. 

Focussing greater attention on creating environments conducive for change (i.e., environments in 

which service users have an enhanced opportunity to achieve certain outcomes) also raises 

interesting questions about the extent to which outcomes can be attributed to an intervention. 

When the efforts of a service and its staff are directed more towards creating and maintaining a 

conducive environment, rather than on attempting to directly generate changes for service users 

(e.g., by directly facilitating the cultivation of new internal resources and interpretations), the 

resulting outcomes would appear to be the co-creation of the service and the service user. A similar 

observation about the co-creation of outcomes could be made for virtually all interventions, but it 

appears a much more prominent issue when discussing non-interventionist approaches. 

A final point of relevance here is that although an interventionist is not necessarily a mental health 

professional (i.e., an interventionist could also be someone without professional training), the 

emphasis on interventionist approaches in the literature appears closely related to the emphasis 

on professionalisation in this same literature. The push to professionalise crisis intervention will be 
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further discussed in the ‘implications for policy and practice’ portion of this chapter, along with a 

discussion of the importance of volunteers (especially non-professional volunteers). 

6.3.2 Stressors, resources, and interpretations 

As discussed earlier in this chapter, the Retreat does not facilitate crisis resolution by directly 

developing guests’ internal resources or by facilitating new interpretations of their stressor events. 

This appears to be closely associated with the Retreat’s non-interventionist approach. This different 

approach to crisis resolution results in a different way of formulating the ‘problem’ (the origins of 

the crisis) and the ‘solution’ (the approach taken to crisis resolution). As such, the refined 

programme theory in this study can be distinguished from crisis theory and the models of crisis 

intervention that are based on crisis theory. To summarise the key difference between these 

conceptualisations, a non-interventionist approach results in a greater emphasis on stressors      

(and the alleviation of stressors), and a relative de-emphasis on resources and interpretations. 

Seven of the contextual factors in the refined programme theory are formulated as stressors and 

the five mechanisms all attend to stressors (i.e., stressors are the targets of these mechanisms). 

The theory developed in this study thus conceptualises a method of crisis resolution that is achieved 

by alleviating stressors, rather than by directly targeting resources and interpretations. In this way, 

the study contributes a novel formulation to the crisis intervention literature. 

Although interpretations and resources are de-emphasised in the refined programme theory, both 

concepts remain implicit in a number of the contextual factors, mechanisms, and outcomes. The 

contextual factor ‘impaired clarity of thought’, for example, includes impaired problem-solving, 

which could be reformulated as inadequate internal resources. Likewise, the secondary stressor 

‘unfulfilled need for allies’ shares some common elements with the concept of inadequate external 

resources. More broadly, all of the initial and secondary stressors incorporate the concept of 

detrimental interpretations. Given that both resources and interpretations remain implicit in the 

programme theory, neither of these concepts can be considered irrelevant. Instead, this study 

suggests that when explaining non-interventionist approaches to crisis resolution, this change in 

emphasis is more accurate and useful. By contrast, using existing conceptualisations and framing 

the ‘solution’ in terms of attending to resources and interpretations is not helpful for explaining 

how respite (and likely any non-interventionist approach) functions to support people in crisis. 
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Of the stressors presented in the refined programme theory, the five secondary stressors play a 

particularly key role in explaining how the Retreat functions. To briefly recap, secondary stressors 

are additional stressors that arise during the state of crisis. The broader notion of secondary 

stressors is not new and can, for example, be seen in the ‘double ABC-X’ model of crisis (McCubbin 

& Patterson, 1983). However, what is notable about this study’s programme theory – and a finding 

of potential value for the wider crisis intervention literature – is that the secondary stressors were 

central to understanding how respite functions to support people in a state of crisis. The Retreat 

largely achieves its outcomes by alleviating guests’ secondary stressors. 

6.3.3 Unfulfilled needs 

Three of the secondary stressors in the refined programme theory are formulated as unfulfilled 

needs. Although Caplan (1964) originally discussed the state of crisis as being associated with 

frustrated fundamental needs, the more recent crisis intervention literature does not discuss crises 

in terms of unmet needs. This literature instead views stressors as being of three types (situational, 

developmental, and existential) and focusses on the role of inadequate resources and detrimental 

interpretations. A contribution of this study is to once again highlight the helpful explanatory role 

of unfulfilled needs. 

The three unfulfilled needs in the programme theory (the unfulfilled need for acknowledgement of 

distress, the unfulfilled need for genuine care, and the unfulfilled need for allies) may appear 

somewhat convoluted formulations. There are two reasons that these stressors were framed as 

unfulfilled needs, rather than using the seemingly more straightforward formulations: ‘lack of 

acknowledgement of distress’, ‘lack of genuine care’, and ‘lack of allies’. 

First, framing each of these stressors simply as ‘a lack of’ something would suggest that the absence 

of that thing directly causes distress. As was noted in the findings chapter, it is problematic to claim 

that events or circumstances (including the presence or absence of something) can be inherently 

distressing, independent of how those events or circumstances are interpreted by the person 

experiencing them. Formulating these stressors simply as a lack of acknowledgment, lack of care, 

and lack of allies would overlook the role of subjective interpretation. Such a formulation would 

implicitly reject the possibility that the lack of these things could be interpreted in various ways and 

reacted to in a non-distressed way. It would be difficult to justify the claim that, without exception, 

the lack of these three things (individually or collectively) will cause distress for everyone. 
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Second, the ‘unfulfilled need’ formulation is supported by, and helps retroductively explain, the 

data gathered in this study. While describing these three secondary stressors, guest participants 

were not simply listing various things that they perceived to be missing during their state of crisis. 

They were identifying things they needed at the time but that were not available to them. They 

were expressing strong, unfulfilled needs. The presence of these strong needs was the critical 

element in participants’ interpretation of the lack of acknowledgement, lack of care, and lack of 

allies as detrimental. As such, these needs were also a critical element in participants’ subsequent 

distress. It would seem implausible to claim that a person who does not have these same needs for 

acknowledgement, care, and allies (i.e., a person who does not have all three needs, or for whom 

all three needs are not very strong) would nonetheless become distressed by their absence. Thus, 

the formulation of these three secondary stressors as ‘unfulfilled needs’ is partly inferred from the 

data (in particular, the interviews with guest participants), which clearly demonstrate that guest 

participants were distressed by the lack of acknowledgement, care, and allies. 

The idea that unfulfilled needs generate distress is critical for identifying these three contextual 

factors as stressors. This idea proposes that distress and/or agitation will be generated where there 

is a discrepancy between what a person needs or desires, and how that person perceives and 

interprets their situation to actually be. For example, a person will experience distress or agitation 

if they have a need for allies and at the same time they perceive and interpret an absence of allies. 

In the context of a state of crisis, unmet needs can further escalate one’s distress. 

Far from being an obscure notion, the idea that unfulfilled psychological needs generate distress is 

widespread in an array of psychological theories. Perhaps the most prominent example of 

relevance to this study is the psychache theory of suicide. However, attachment theory also refers 

to people having an innate desire to be loved – a desire that generates distress when it is not met 

(Ainsworth et al., 2015). The three secondary stressors discussed above bear some resemblance to 

the concept of an innate desire to be loved, as well as to Shneidman's concept of a thwarted need 

for love, acceptance, and belonging (Shneidman, 1998, p. 248). The concepts used in this thesis 

serve a different purpose to the concepts of psychache theory and attachment theory (i.e., they 

attempt to explain a form of crisis resolution, rather than explain suicidality or personality 

development). With that observation in mind, I would nonetheless argue that, compared to a 

concept such as an innate desire to be loved, the formulations used in this thesis (the unfulfilled 

needs for acknowledgement of distress, genuine care, and allies) more precisely identify specific 

conceptual elements that generate distress. 
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The principle of unfulfilled needs generating distress is not only important for the formulation of 

the three secondary stressors, but also for the three corresponding mechanisms: 

acknowledgement of distress; offers of genuine care; and the presence of allies. From this principle, 

it follows that the generated distress can be resolved either through the fulfilment of the associated 

needs, or if those unfulfilled needs subsided by some other means. The three mechanisms listed 

above all have the effect of reducing distress by way of fulfilling a previously unmet need. 

6.3.4 Genuine care 

The final key contribution of this study to the literature is in highlighting the important role of 

‘genuine care’ and the need to consider how people in crisis interpret the motivations of those 

around them. The concept of genuine care was defined in the findings chapter as care that is 

interpreted by the intended recipient to be motivated by a genuine desire to help. This concept 

was prominent in the findings and can be seen both in the mechanism ‘offers of genuine care’, as 

well as in the secondary stressor ‘unfulfilled need for genuine care’. The latter was a significant 

source of distress and was associated not only with a perceived absence of care, but also from the 

interpretation that any offered care was not motivated by a genuine desire to help. For the guest 

participants in this study, their interpretations about the motivations of those around them 

therefore played a significant role in exacerbating or alleviating their distress. 

Concepts comparable to ‘offers of genuine care’ and ‘unfulfilled need for genuine care’ are not 

apparent in the crisis intervention literature. This study therefore contributes to the literature by 

introducing these concepts. Looking to the wider literature, genuine care may initially appear to 

share similarities with the concept (in person-centred therapy) of unconditional positive regard 

(Rogers, 1957). A key difference between these concepts is that unconditional positive regard 

originates from the clinician (or person who is supporting the person in distress) (Iberg, 2001).         

By contrast, ‘genuine care’ originates from the person in distress – it is their interpretation of the 

clinician’s (or support person’s) motivations. 

‘Offers of genuine care’ was one of three mechanisms that were abstracted as ‘warmth’ in the 

findings chapter. The other two mechanisms being ‘acknowledgement of distress’ and ‘presence of 

allies’. Just as the three unfulfilled needs discussed in the previous section appear to more   

precisely identify a source of distress, I would argue that the three warmth mechanisms offer 

relatively precise conceptualisations of how that distress is alleviated. By comparison, similar 
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concepts such as fulfilling the innate need for love (Ainsworth et al., 2015; Shneidman, 1996) or  

the expressive element of social support (Makarios & Livelsberger, 2012) are more elusive. This is 

not to suggest that these other concepts are incorrect – just that they appear overly broad when it 

comes to developing explanatory theory. 

As will be discussed in the following portion of this chapter, the concept of ‘genuine care’ also 

carries practical implications. 

6.4 Implications for policy and practice 

This thesis aimed to offer an explanation of how respite can function as a crisis resolution service. 

It succeeded in this aim by developing the refined programme theory. Having achieved this goal, 

the important question of practical implications arises. What can this study and programme theory 

be used for? In this portion of the chapter, I present five significant implications of this study for 

policymakers and practitioners. To summarise these implications, this study: reinforces the use of 

respite as a means of crisis resolution; provides guidance for existing and future crisis services; 

demonstrates the considerable impact of ‘genuine care’; highlights the essential role of volunteers; 

and supports establishing crisis resolution services independently of mental health services. 

6.4.1 Respite for people in crisis 

This study contributes to the small body of research examining the use of respite for people 

experiencing a state of crisis. Though this study primarily focusses on explaining how respite 

functions in the context of crisis resolution, it also demonstrated the ability of respite to achieve 

positive outcomes. As such, the findings of this study support the continued use and further growth 

of respite for crisis resolution, alongside other approaches. This was not a comparative study, and 

it did not seek to claim that respite is superior to other forms of crisis resolution. Instead, the study’s 

findings simply support broadening the spectrum of available approaches. 

The needs of people in crisis obviously differ, and respite will not be the most appropriate service 

for everyone. However, respite does have some unique characteristics, as reflected in the refined 

mechanisms. In particular, the two ‘quiet’ mechanisms (‘time out from daily surroundings’ and 

‘interrupting unhelpful behaviours’) are largely enabled by the residential aspect of respite (i.e., the 

ability to accommodate guests overnight). Spending days in a residential facility with other guests 
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also contributed to the mechanism ‘presence of allies’ in a way that non-residential crisis services 

are unlikely to replicate. Finally, the mechanism ‘offers of genuine care’ was supported by five 

features of the care provided at the Retreat. Comprehensiveness was one of these features, and 

this feature was closely related to the respite format of care. Crisis services such as drop-in clinics 

and phone hotlines will generally be unable to match this level of comprehensiveness. Service users 

without the above needs (i.e., those who are not agitated by their daily surroundings, not engaging 

in unhelpful coping behaviours, and not experiencing a need for allies) are unlikely to be as well-

suited to respite as those who do have these needs. 

The diverse needs of people in crisis mean that a range of crisis resolution services are required. 

Given that respite facilities specifically for people experiencing acute distress and suicidality are 

currently uncommon, the findings of this study support the argument that respite should be given 

greater attention from policymakers, as part of this spectrum of responses. At least two dimensions 

should be considered when examining the spectrum of services: formality and comprehensiveness.  

Responses to a person in crisis range from informal (e.g., support from family and friends) to formal 

(e.g., admission to a psychiatric inpatient unit). Moving along the spectrum from informal to formal, 

the degree to which a service requires the input of clinicians increases. Respite, as defined in the 

introduction chapter, can be provided without the input of clinicians and as such can be referred 

to as a non-clinical service. Though some people in crisis may simultaneously experience acute 

mental illness and require clinical services, often such services (e.g., emergency departments) are 

accessed by people in crisis simply due to the lack of comprehensive alternatives (Boscarato et al., 

2014; Clarke et al., 2007; Taylor et al., 2009). The lack of comprehensive, non-clinical services 

appears directly related to the medicalisation of distress and suicidality.  

The comprehensiveness of crisis resolution services refers to the extent of care that services are 

able to provide. This could perhaps be characterised as spanning from contact with a phone hotline, 

to a face-to-face appointment at a drop-in clinic, through to a period of care in a residential facility 

(e.g., respite or hospital). At each degree of comprehensiveness, support could be provided either 

by health professionals or by non-professionals. Non-clinical crisis services do exist in New Zealand 

and abroad – the most prevalent example of this being phone hotlines (James, 2016). However, 

when examining non-clinical services there appears to be a large treatment gap related to the 

comprehensiveness of responses. For people who require more support than can be provided in a 

phone conversation or face-to-face appointment, yet who do not require clinical services, the 
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options appear very scarce. As a non-clinical yet comprehensive service, respite can help to fill this 

gap – thereby strengthening the spectrum of responses. 

Associated with being comprehensive, respite is relatively resource-intensive. Future research 

could examine the cost-effectiveness of respite in comparison to other crisis resolution services. 

However, given the variety of people’s needs, it would seem misguided to attempt to identify the 

single ‘best’ approach to crisis resolution, particularly on the grounds of cost-effectiveness. 

6.4.2 Guidance for crisis services 

Not only does this study reinforce the use of respite as a means of crisis resolution, but by offering 

an explanation of how respite functions, it also provides practical guidance that would support the 

future development of similar respite services and the improvement of existing respite services. 

Guidance for the design of future services and for the improvement of existing services can 

primarily be extrapolated from the mechanisms of the initial and refined programme theories. 

The refined mechanisms (time out from daily surroundings, the interruption of unhelpful 

behaviours, acknowledgement of distress, offers of genuine care, and the presence of allies) 

highlight the elements of respite that had the most significant impact upon guest participants. 

These five mechanisms and the features that supported or enhanced these mechanisms were 

discussed at length in the findings chapter, and for that reason will not be again elaborated upon 

here. Guidance for designing and improving crisis respite services can be condensed to the 

recommendation to review these mechanisms, as they were detailed in the findings chapter. 

Policymakers and programme coordinators should seek to prioritise and cultivate the five 

mechanisms and their supporting features. Clearly, these mechanisms are not the only means by 

which a crisis can be resolved. However, this study suggests that they are the key means by which 

respite helps resolve a crisis. Optimising a respite facility for people in crisis therefore involves 

optimising the five refined mechanisms. 

Not only does this study indicate aspects to prioritise, it also points to aspects that can potentially 

be deprioritised. The three mechanisms that were discarded from the initial programme theory 

(‘big four’, ‘helping hands’, and ‘reciprocity’) each highlight elements of respite that did not play 

the key role that the Retreat’s programme coordinators assumed they did. This should not be 



 
 

 
210 

interpreted to mean that these three mechanisms have no impact at all. Instead, the guidance this 

study offers is that, given limited resources, they should not be a central focus of the service design. 

There is also guidance to be derived from the programme theory’s contextual factors. Again, this 

discussion has already been covered in considerable depth. I will quickly recap three key points and 

present these points in the form of guidance to policymakers and programme coordinators. First, 

it was observed that guests confronted predominately by non-situational stressors were more likely 

to experience a deterioration in mood upon leaving respite. It is therefore advisable that particular 

attention be given to the follow-up provided to this group of service users, including referral to 

services that are able to offer longer-term support and counselling. Second, it was noted that guests 

not experiencing the unfulfilled need for allies prior to their stay were more likely to desire isolation 

and less interaction with staff and other guests. If, given the communal nature of a respite facility, 

this desire cannot be accommodated, an alternative form of crisis intervention may be more 

suitable for such guests. Third, guest participants who had experienced all five secondary stressors 

reported the most distinct reduction of agitation and described their respite stay in the most 

positive terms. It could possibly be inferred from this that such people benefit most from respite. 

This does not seem entirely accurate, however, given that guests regained a state of equilibrium 

and reported reduced suicidality, regardless of whether they were confronted by all five secondary 

stressors or not. 

The contextual factors, mechanisms, and outcomes in the refined programme theory were 

developed at a middle-range of abstraction. As a consequence, this theory not only offers guidance 

for scaling up respite for people in crisis, it also has implications for the improvement of other, 

‘non-respite’ forms of crisis intervention. In their evaluation of Maytree Respite Centre (MRC), 

Briggs et al. (2007, p. 146) observed that MRC simultaneously provides an alternative to 

mainstream services while also challenging the assumptions and methods of these services. 

Likewise, Taranaki Retreat not only complements other crisis resolution services and fills a gap in 

the spectrum of responses, it also raises potential guidance for the wider field. 

In the findings chapter, it was observed that respite appears to have two broad elements: removal 

(represented by the ‘quiet’ mechanisms) and provision (represented by the ‘warmth’ mechanisms). 

The two ‘quiet’ mechanisms appear less transferrable than the three ‘warmth’ mechanisms. 

Although ‘time out from daily surroundings’ and ‘interrupting unhelpful behaviours’ are not 
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exclusive to respite, the residential aspect of respite would appear to make it more capable of 

achieving ‘quiet’ than other crisis services. 

However, the three ‘warmth’ mechanisms appear more transferrable and of value to ‘non-respite’ 

crisis services. These three mechanisms (and the secondary stressors they are matched with) 

highlight the central importance of acknowledging distress, offering genuine care, and providing 

allies. Though the findings of this study indicate that these mechanisms are enhanced by features 

of a respite service, they are clearly not exclusive to respite. Crisis services in general would benefit 

from focussing on and fostering the development of these mechanisms. 

6.4.2.1 Demonstrating genuine care 

The most significant of the three warmth mechanisms was ‘offers of genuine care’. This mechanism 

was prominent in the findings and was discussed at considerable length in the findings chapter. 

Given the prominence of this mechanism, it warrants particular attention by policymakers and 

programme coordinators who currently operate, or who intend to establish, a crisis service. As with 

the other ‘warmth’ mechanisms, ‘offers of genuine care’ has important implications not only for 

respite facilities, but for crisis resolution services more broadly. Efforts to improve crisis services 

would benefit from acknowledging the importance of, and directing more attention to, how people 

in crisis interpret the motivations of those around them. Designers of crisis services should ask, 

‘How can we best demonstrate and communicate to people in crisis that our actions are motivated 

by a genuine desire to help?’ 

This study presented five features of the care offered by Taranaki Retreat that supported 

participants’ interpretations that the care they were being offered was motivated by a genuine 

desire to help. To recap these features, the care was experienced by guest participants as 

accessible, comprehensive, flexible, and selfless. Also, the practical and financial support backing 

this care was seen by participants as ‘having a face’ (i.e., it was visible, proximal, and intentional). 

Again, these features have already been discussed in detail in the findings chapter and this detailed 

discussion will not be provided again here. While not an exhaustive list, these five features serve 

as a useful starting point in considering how to demonstrate genuine care to service users. 

Using the refined programme theory as guidance for the improvement of crisis resolution services 

can be contrasted with existing policy efforts to improve these services. A recent and local example 
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of these efforts is the 2018 inquiry into mental health and addictions services in New Zealand. This 

inquiry included an initiative to improve support for people who may not have a mental illness but 

who are nonetheless experiencing suicidality and/or acute distress (Ministry of Health, 2019a). 

Noting that many of these people present at emergency departments, the initiative’s key proposal 

for achieving its aim was to improve the conversational skills of emergency department staff 

(Ministry of Health, 2019a). While learning improved communication techniques may be of value,    

I would argue (in light of the present study) that this recommendation does not penetrate the cause 

of service users’ dissatisfaction with clinical crisis services. Instead, this study proposes that the 

core issue is that people in crisis interpret the actions of those around them (in this case, emergency 

department staff) as not being motivated by a genuine desire to help. Communication techniques 

may influence this interpretation, but are unlikely to be as impactful as the five features of genuine 

care discussed above. Put differently, it seems quite possible for a person in crisis to interpret the 

care they are being offered as genuine, even when the person offering care does not employ 

recommended communication techniques. And vice versa. 

6.4.3 Volunteers and charitable organisations 

The five features of genuine care discussed above, with the probable exception of ‘comprehensive’, 

all  appear to be connected to, or enhanced by, the Taranaki Retreat being a charitable organisation 

staffed largely by volunteers. Indeed, the structure of a charitable organisation and the use of 

volunteers appears to be an important means of cultivating not only ‘offers of genuine care’, but 

also the mechanisms ‘acknowledgement of distress’ and ‘presence of allies’. The provision of crisis 

resolution services by charitable organisations and volunteers should therefore be encouraged. 

Unfortunately, there appears to be a trend in crisis intervention literature towards promoting the 

formalisation of services and the professionalisation of staff. 

The vast majority of crisis resolution work is performed by volunteers. Within crisis services, 

volunteers are estimated to outnumber paid staff at a ratio of six to one (James & Gilliland, 2017). 

However, in the crisis intervention literature, frequent calls are made for the professionalisation of 

this field (James, 2016; Puleo & McGlothlin, 2010; Roberts & Ottens, 2005; Yeager & Roberts, 2016). 

For example, James and Gilliland (2017) argue that while volunteerism is an important and useful 

means of initiating crisis services, it is ultimately inadequate for managing the complexity of this 

work. They view the life experience that volunteers often bring as a potential advantage, but also 

as a potential source of “emotional baggage” that impairs their ability to effectively perform their 
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role (James & Gilliland, 2017, p. 23). It is therefore argued that volunteers who work in crisis 

services must receive specialised training (Puleo & McGlothlin, 2010; Roberts & Ottens, 2005). 

James and Gilliland (2017, p. 6) also make the argument that as the number and needs of service 

users increase, volunteers become unable to manage the complexity of the presenting issues. 

These authors do not explain why the needs of service users would inevitably become more 

complex over time. From their outset, crisis services are likely to support people presenting with 

needs of varying complexity. Furthermore, while the scope of a service may broaden (or narrow), 

this would be a controlled and gradual process determined by the coordinators of the service.            

A sudden shift to an entirely different client base with much more complex needs appears unlikely. 

Similarly, these authors do not explain how an increased number of service users, in and of itself, 

will exceed the capacity of volunteers. The challenge of a greater number of service users could 

presumably be met with a greater number of volunteers. 

The claim that volunteers are less capable of supporting people in crisis than health professionals 

is at odds with the position of this thesis that volunteerism enhances key mechanisms of change. 

Though this claim deserves further examination, it is worth considering possible motivations for 

the push towards professionalisation. In the field of mental health, long-standing critiques have 

been made that professional groups (in particular, psychiatry) are motivated by a desire for 

legitimacy and authority (Szasz, 1982; P. Thomas & Bracken, 2004). I would argue that similar 

critiques could be directed towards the efforts to professionalise the field of crisis intervention. 

James and Gilliland (2017, p. 7) describe crisis intervention as transitioning over recent decades 

from a “psychological backwater” into a speciality area of practice that is professionally 

acknowledged. The potential desire for legitimacy and authority in a particular field is not, by itself, 

a reason to dismiss the promotion of professionalisation. It would, however, provide important 

context for examining and interrogating this trend. 

Another, less cynical, factor that may explain the movement towards professionalisation is a 

different view of the goals of crisis intervention. If the position is taken that achieving growth (i.e., 

the person in crisis developing new resources and interpretations) is not only an ideal outcome, 

but an expected outcome of crisis intervention, it could be argued that trained health professionals 

are better suited to employing the cognitive and behavioural models of intervention involved in 

this task. However, from the perspective that the fundamental objective of crisis intervention is to 

restore equilibrium and reduce the associated risk issues, then the claim that this objective can only 
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be (or is ideally) achieved by health professionals appears much less defensible. As discussed 

previously, this study demonstrates that not only are non-professional volunteers capable of 

facilitating this fundamental objective, they appear to bring unique advantages in undertaking this 

work. While the achievement of growth is clearly ideal, this thesis takes the position that it would 

be counterproductive to implement growth as an expected outcome of crisis resolution services. 

Doing so would (to some degree) shift attention away from the immediate issue of resolving a state 

of crisis. It would also likely require crisis resolution services to significantly expand their capacity 

and provide longer-term care. Finally, it involves a less client-centred approach by implementing 

what clinicians think needs to happen. While any growth that occurs during the time-limited 

involvement of a crisis resolution service is an advantage, longer-term psychotherapy generally 

appears to be the more appropriate means of pursuing this growth. 

In addition to being at odds with the findings of this study, the criticisms of volunteerism in recent 

crisis intervention literature also appear at odds with the origins of crisis intervention. When crisis 

intervention began to emerge as a distinct field of practice, Gerald Caplan highlighted the fact that 

untrained community helpers are capable of undertaking this work (Puleo & McGlothlin, 2010). 

Indeed, crisis intervention was viewed as a means of avoiding pathology and the need for clinical 

input (Caplan, 1990). The crucial role of volunteers was echoed by a number of other original 

contributors to this field (Golan, 1978; McGee, 1974). In the context of the push towards 

professionalisation, this study suggests that crisis intervention needs to ‘return to its roots’. 

Given that health professionals are able to volunteer their services, and that people without formal 

training can work in paid roles, it is useful to distinguish between volunteers and non-professionals. 

This study demonstrated that people who are not health professionals are able to meet the needs 

of people in crisis and facilitate crisis resolution. In doing so, the study challenged the idea that 

crisis services are ideally provided by health professionals. In addition to this, the study illustrated 

that both the volunteer aspect and the non-professional aspect appear to bring distinct and 

important advantages. Volunteers are not merely a useful addition, or a source of free labour – 

they are central to positive outcomes. As discussed in the findings chapter, the volunteer status of 

most of the Retreat staff contributed to ‘offers of genuine care’ and, more specifically, to the 

interpretation that the care was being offered selflessly. The non-professional status of almost all 

of the Retreat’s staff was also important. In particular, this appeared to reduce the divide between 

staff members and guests, consequently enhancing the mechanism ‘presence of allies’. Guest 

participants viewed the Retreat staff as allies who could relate to their experiences, rather than as 
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experts there to treat them. This relatability, combined with Retreat staff openly sharing their own 

experiences, also enhanced ‘acknowledgement of distress’, as guest participants felt that the staff 

clearly understood and empathised with their situations. 

Aside from contributing to improved quality of crisis services, there is also the practical 

consideration that the use of non-professional volunteers significantly increases the quantity of 

potential crisis workers and crisis services. Though volunteers already operate in crisis services such 

as phone hotlines, more comprehensive services (such as respite), which are likely to support 

people in a greater degree of distress, may be assumed as the domain of health professionals. 

Dismissing the idea that only health professionals can provide comprehensive care for people who 

are experiencing acute distress and suicidal thoughts may unlock significant ‘untapped potential’ 

among members of the public who are concerned about the issues of distress and suicidality. This 

may allow a form of ‘out-sourcing’ of comprehensive crisis services. Acute distress, even when not 

accompanied by mental illness, warrants a satisfactory response. With greater encouragement and 

utilisation of non-professional volunteers, there could be a growth of localised crisis services and 

therefore more options for people experiencing acute distress. It should be noted that dismissing 

the idea that only health professionals can provide comprehensive crisis care does not involve 

dismissing the seriousness of behavioural emergencies. As discussed in the introduction chapter, 

these involve imminent risk of harm and generally require the involvement of clinical services. 

Associated with the push towards professionalisation is the idea that as crisis services grow, they 

will and should inevitably institutionalise, or become more formalised (James & Gilliland, 2017). 

Those services that are able to maintain their initial funding and achieve a degree of recognition 

may go on to secure government funding and begin to implement changes such as requiring staff 

to gain professional registrations (J. Walsh, 2013). In New Zealand, this process has meant that the 

title “NGO” at times appears a misnomer, as the agency referring to itself as such may be entirely 

funded by a government department or district health board, with clear directions and 

expectations attached to that funding. While government funding provides a degree of financial 

security that charitable organisations generally lack, there does not appear to be much 

consideration in the crisis intervention literature as to whether anything is lost through this process 

of formalising crisis resolution services. 

One of the characteristics of NGOs generally, and charitable organisations in particular, is their 

relationship with local communities. Donations and volunteerism are important aspects of this 



 
 

 
216 

relationship. As was discussed in the findings chapter, this study highlights distinct advantages of 

the Retreat operating as a charitable organisation. Two of the features that supported the 

mechanism ‘offers of genuine care’ were directly related to the Retreat being a charitable 

organisation. The first feature was the flexibility of the care, and the second feature was that the 

practical support and financial backing for the Retreat was visible, proximal, and intentional. 

This study did not compare charitable organisations with publicly funded organisations, and as a 

result cannot make decisive claims about their comparative advantages and disadvantages. 

However, the study does demonstrate how key mechanisms are supported by features that publicly 

funded services generally do not possess. It seems likely that the features identified above (in 

particular, the feature regarding visible, proximal, and intentional support and backing) would be 

largely or completely absent in services that are funded by a government department. The 

potential loss of these features (and thus the potential loss of the mechanisms they support) should 

be taken into greater consideration in the discussion around formalising crisis services. 

6.4.4 Independent crisis services 

A final key implication of this study is its support for establishing crisis resolution services separately 

from mental health services. As discussed in both the introduction chapter and literature review 

chapter, the distinction between distress and illness is often not observed in both academic and 

public discourse. Compounding this lack of distinction is the widespread medicalisation of distress 

and suicidality. As a consequence, discussion about how to better support people who are 

experiencing a state of crisis is largely focussed on improving or expanding mental health services. 

An example of recommended improvements that entails crisis resolution services being subsumed 

into mental health services can be found in the mental health and addictions inquiry mentioned 

earlier in this chapter. Reports from this inquiry regularly use the phrase “mild to moderate mental 

health needs” and in the process appear to conflate experiences of psychological distress with 

depression and anxiety. Having merged these issues together, the inquiry recommends expanding 

frontline mental health services by providing funding for more mental health professionals 

(Ministry of Health, 2019a). 

The assumption that support for people experiencing a state of crisis should ideally come from 

mental health professionals was challenged in the preceding section. An equally concerning issue, 

which results from conflating distress and illness, is the common assumption that the appropriate 
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way to meet the needs of people in crisis is to expand mental health services. While an influx of 

people experiencing mental illness would likely require such an expansion, support for people in 

crisis generally can (and, this thesis argues, should) be attended to by crisis resolution services. 

Though an overlap can exist between a state of crisis and acute mental illness, and people in crisis 

may at times require the support of mental health professionals, this should not be automatically 

assumed as the required approach. Writing almost five decades ago and in the context of the USA, 

McGee (1974) cautioned against a then-upcoming initiative to relocate crisis intervention services 

to operate within community mental health centres. He predicted that doing so would result in the 

gradual marginalisation of people who were experiencing a state of crisis but were not seriously 

mentally ill (McGee, 1974). A person presenting in a state of florid psychosis is likely to always elicit 

more response (and require more resources) compared to someone who is experiencing acute 

distress in relation to a stressor event. Given that even well-staffed mental health services have 

finite resources, McGee’s prediction appears to remain relevant in the present-day. 

By examining an independent crisis service, this study highlights some of the advantages of 

establishing such services separately from mental health services. First, and as outlined above, 

doing so reduces the likelihood of services becoming unavailable or non-responsive to people who 

are experiencing acute distress but who do not have a mental illness. Second, maintaining this 

separation helps to avoid further medicalisation of distress and suicidality. Third, having crisis 

resolution services that operate independently from mental health services appears conducive for 

the involvement of non-professional volunteers (who may be less comfortable or welcome working 

in the clinical environment of a mental health service). 

Although the findings of this study support the establishment of independent crisis services, it 

should be noted that this does not, and should not, entail severing relationships between crisis 

resolution services and mental health services. Given the interrelatedness of distress and mental 

illness, maintaining relationships between these services is important. As the Taranaki Retreat 

demonstrates in its relationship with local mental health services, maintaining these connections 

while still retaining independence is achievable. 
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6.5 Future research 

This thesis contributes to the small body of research examining the use of respite to support people 

experiencing suicidality and acute distress. Currently, this is a rare approach to crisis resolution and 

is even more rarely researched. Drawing upon volunteer workers and the attributes they bring, 

respite has significant potential to bolster the spectrum of crisis responses as a non-clinical yet 

comprehensive option for people in crisis. Additional research is needed to further examine the 

effectiveness of respite for people in crisis, and to build upon the theory presented in this thesis. 

The need for further research into respite (and, indeed, other crisis resolution services) is 

particularly pressing given the ongoing medicalisation of distress, suicidality, and crises. 

The methodological framework of realist evaluation presents a promising option for future 

evaluative research of crisis resolution services. Though realist evaluation is not yet widely utilised, 

interest in this approach is growing rapidly (Manzano, 2016; Wong, 2018). Rather than ask the 

standard evaluative question, Does this intervention work? A realist evaluation instead asks,        

How does this intervention work? Why? For whom? In what circumstances? (Westhorp, 2014).        

By doing so, realist evaluations not only produce an in-depth evaluation of a particular intervention, 

they also develop generalisable middle-range theory. This enables a realist evaluation’s findings to 

be used as guidance by policymakers and programme coordinators who are seeking to replicate 

the evaluated service or improve similar services (Porter & O’Halloran, 2012). 

The realist evaluation approach encourages iterative cycles of theory testing and refinement. This 

iterative process occurs not only within a single evaluation, but also across separate evaluations, 

by using prior theory to inform the development of an initial hypothesis (Pawson & Tilley, 1997). 

The refined programme theory in this study is therefore not presented as a ‘finished product’ and 

should undergo additional testing and development. This further theory testing would ideally begin 

with a realist evaluation of a closely comparable service, such as the Maytree Respite Centre in 

London. The process of gradually adjusting interventions or policies and iteratively testing the 

impact of these adjustments conforms with Karl Popper’s notion of ‘piecemeal social engineering’ 

(Popper, 1945), and this notion is reflected in the approach of realist evaluation (Tilley, 2000).   

From a realist perspective, the gradual theory development that occurs through this process results 

in increasingly accurate (though never entirely accurate) representations of reality (Maxwell, 2017). 
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In addition to its potential use in undertaking realist evaluations of closely comparable services,  

the refined programme theory developed in this study may also contribute to future research into 

crisis resolution services more broadly. The contextual factors, mechanisms, and outcomes of the 

refined theory (as concepts that were formulated at a middle-range level of abstraction) could aid 

theory building efforts with other, ‘non-respite’ crisis services. In particular, it would be of value to 

examine the impact of the three ‘warmth’ mechanisms (acknowledgement of distress; offers of 

genuine care; and the presence of allies) in these other services. It would also be beneficial to 

explore whether targeting secondary stressors (either the same five secondary stressors identified 

in this study, or different ones) is a key feature in explaining how these other services operate.     

The categorisation of initial stressors as either situational or non-situational could also be tested in 

other contexts, to see if this is a helpful way of understanding variations in outcomes. 

In the methodology chapter, I defended my decision not to use quantitative methods to measure 

outcomes related to distress and suicidality. I argued in that chapter that pre- and post-test scores 

of distress and suicidality would not make a valuable contribution to explaining how this 

intervention functioned – which is the aim of this thesis. Instead, I suggested that qualitative 

methods would enable a sensitive and nuanced exploration of participants’ experiences of distress 

and suicidality (including any changes in these experiences during their respite stay). Other 

researchers may not find this rationale convincing, or they may be more interested in attempting 

to uncover how much of an impact a crisis service had on its service users. In either case, future 

research could gather further information about the outcomes of respite or other crisis services 

through the use of quantitative tools such as the Clinical Outcomes in Routine Evaluation (CORE) 

questionnaire, or the Subjective Units of Distress Scale (SUDS). 

Further information about the long-term outcomes (if any) of crisis resolution services could also 

be achieved through the use of a longitudinal study. As discussed earlier in this chapter, the inability 

of this thesis to clearly demonstrate that the Retreat facilitates the growth of its guests is, at least 

in part, a consequence of this study’s research design. Demonstrating whether a crisis service 

facilitates growth (i.e., the development of new resources and interpretations), and thereby 

reduces the occurrence of future crises, would require a longitudinal design. Demonstrating that 

any such long-term outcomes can be attributed to a particular intervention, rather than some other 

variable, would likely require a longitudinal randomised trial. 
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The use of an experimental design (with a control group) to research crisis resolution services for 

people experiencing acute distress and suicidality would raise serious ethical concerns. In addition 

to this, if social reality is understood as a complex, open system, then this reality is poorly 

represented by experimental studies that attempt to explain phenomena through the use of 

artificially created, closed systems (Ackroyd & Karlsson, 2014). 

However, if future researchers are able to identify and have access to comparable services, then 

comparative studies would be beneficial. This could include studies comparing crisis services that 

operate as charitable organisations with crisis services (as opposed to mental health services) that 

are publicly funded. A closely related, if not overlapping, comparison would be between crisis 

services staffed by non-professional volunteers and those staffed by paid health professionals. 

Meaningful insights could also be gained by comparing the ‘non-interventionist’ approach of a 

respite facility with the ‘interventionist’ (or clinician-based) approach of crisis services such as  

drop-in clinics and mobile crisis teams. In addition to comparing the outcomes of these services 

and how they function, future research could also attempt to compare the cost-effectiveness of 

respite services with that of other crisis resolution services. 

6.6 Conclusion 

This chapter distilled the key findings of this study and discussed how these findings address the 

research questions. This included examining: the connections between contexts, mechanisms, and 

outcomes; the limited distinction between resources and responses for the mechanisms in this 

study; and the outcomes indicating that the Retreat helps to restore a state of equilibrium, but 

does not clearly and actively facilitate ‘growth’. The chapter also examined the limitations of this 

study, which primarily relate to its exclusive use of qualitative methods. These methods also served 

as strengths, however, generating a large quantity of rich data for analysis. Efforts were made to 

achieve a rigorous process of gathering and analysing this data, which strengthened the validity, 

reliability, and theoretical generalisability of this study. Potential threats to validity were identified 

and, where possible, measures were taken to manage these threats. 

This chapter also discussed the contributions this study makes to the literature – particularly to the 

crisis intervention literature. One key contribution is its exploration of a ‘non-interventionist’ 

approach to crisis resolution, which was accompanied by a novel formulation of the ‘problem’ and 

‘solution’, placing greater emphasis on the role of stressors. The study also highlighted the helpful 
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explanatory role of unfulfilled needs when formulating these stressors. Finally, the study brought 

attention to the importance of ‘genuine care’. There are also a number of practical implications for 

policymakers and practitioners raised by this study. These implications included: reinforcing the 

use of respite as part of a spectrum of crisis responses; providing guidance for the design and 

improvement of crisis resolution services; highlighting the unique and important advantages that 

volunteers and charitable organisations bring to this field; and finally, supporting the position that 

crisis resolution services should operate independently of mental health services. 

Finally, the chapter presented potential areas for future research prompted by this study’s findings. 

This includes further testing of the programme theory in other comparable crisis respite facilities, 

as well as using components of this theory to aid theory building efforts with other ‘non-respite’ 

crisis services. Though the rarity of respite facilities specifically for people experiencing suicidality 

and/or distress currently limits the opportunity for comparative studies, in future, if possible, it 

would be beneficial to compare charitable and publicly funded crisis respite services, and compare 

crisis services staffed by non-professional volunteers with those staffed by paid health professionals. 

The following chapter concludes this thesis with some brief, final remarks.  
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Chapter 7: Conclusion 

This thesis succeeded in its aim of developing a generative explanation of how respite functions to 

support people who are experiencing a state of crisis. As a realist evaluation, it not only identified 

the key contextual factors, mechanisms, and outcomes of the Taranaki Retreat, it developed a 

transferable theory that is applicable to crisis resolution services more broadly. 

In the face of international concern about the prevalence of psychological distress and suicidality, 

as well as the oft-discussed failure of clinical services to adequately meet the needs of people in 

crisis, the theory developed in this thesis serves the purpose of supporting the improvement of 

crisis resolution services. The study points to the largely untapped and overlooked potential of   

non-clinical, community-based organisations to provide comprehensive support to people who are 

experiencing acute distress and suicidality. Greater attention to, and investment in, respite as a 

means of supporting people in crisis would serve to strengthen the wider spectrum of available 

crisis services. 

Given that the use of respite is not directly considered in the crisis intervention literature, this thesis 

extends that literature into new territory by using concepts from crisis theory to explore and explain 

respite as a form of crisis resolution. 

One of the key contributions this thesis makes is in examining an approach to crisis resolution that 

emphasises the provision of a conducive environment. This approach can be distinguished from an 

approach which emphasises the role of an active interventionist. Identifying this distinction 

challenges the assumption, apparent in the crisis intervention literature, that crisis resolution 

should inevitably centre around the role of an interventionist. A ‘non-interventionist’ approach 

focusses more on creating and maintaining conducive environments for change, rather than on 

attempting to directly effect change. In this manner, this approach appears strongly person-

centred. 

Another contribution the thesis makes is in emphasising the significant impact of ‘genuine care’ in 

crisis intervention. This illustrates the importance of considering how people in a state of crisis may 

interpret the motivations of those around them. 
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Finally, running in opposition to current trends in the crisis intervention literature towards 

formalising and professionalising this field of practice, this thesis highlights the distinct value of 

both charitable organisations and the use of non-professional volunteers in achieving positive 

outcomes for people in crisis. The potential loss of these distinct benefits through the formalisation 

and professionalisation of this field requires greater consideration. 
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Appendices 

Appendix A: HDEC approval 

Health and Disability Ethics Committees 
Ministry of Health 

133 Molesworth Street 
PO Box 5013 

Wellington 
6011 

 
0800 4 ETHICS 

hdecs@moh.govt.nz 

 
 

10 May 2018 
 
Mr Rowan Magill  
205A / 80 Riddiford St  
Newtown 
Wellington 6021  
 
 
Dear Mr Magill 
 

Re: Ethics ref: 18/CEN/46  
 Study title: The Taranaki Retreat: An alternative response to suicidality and distress? 

 
 
I am pleased to advise that this application has been approved by the Central Health and 
Disability Ethics Committee. This decision was made through the HDEC-Full Review pathway. 
 
Conditions of HDEC approval 
 

HDEC approval for this study is subject to the following conditions being met prior to the 
commencement of the study in New Zealand. It is your responsibility, and that of the study’s 
sponsor, to ensure that these conditions are met. No further review by the Central Health and 
Disability Ethics Committee is required. 
 

Standard conditions: 
 

1.) Before the study commences at any locality in New Zealand, all relevant regulatory approvals 
must be obtained. 

 

2.) Before the study commences at each given locality in New Zealand, it must be authorised by 
that locality in Online Forms. Locality authorisation confirms that the locality is suitable for 
the safe and effective conduct of the study, and that local research governance issues have 
been addressed. 

 

Your next progress report is due by 09 May 2019. 
 
 

mailto:hdecs@moh.govt.nz
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Participant access to ACC 
 

The Central Health and Disability Ethics Committee is satisfied that your study is not a clinical trial 
that is to be conducted principally for the benefit of the manufacturer or distributor of the 
medicine or item being trialled. Participants injured as a result of treatment received as part of 
your study may therefore be eligible for publicly-funded compensation through the Accident 
Compensation Corporation (ACC). 
 
Please don’t hesitate to contact the HDEC secretariat for further information. We wish you all the 
best for your study. 

 
Yours sincerely, 

 
Mrs Helen Walker 
Chairperson 
Central Health and Disability Ethics Committee 

 
 
Encl: appendix A: documents submitted 

appendix B: statement of compliance and list of members 
 
 
 
Appendix A  
Documents submitted 
 

Document Version Date 

Protocol: Study protocol 1 14 March 2018 

CV for CI: C.V. - Rowan Magill 1 14 March 2018 

Evidence of scientific review: peer review 1 14 March 2018 

PIS/CF: PIS & CF - phone interviews with staff 1 14 March 2018 

PIS/CF: PIS & CFs - interviews with guests 1 14 March 2018 

PIS/CF: PIS & CF - participant observation 1 14 March 2018 

PIS/CF: PIS & CF - focus groups 1 14 March 2018 

Application   

Covering Letter: letter re: changes to PIS/CF documents. 2 16 April 2018 

Response to Request for Further Information   

PIS/CF: PIS & CF - guest & staff (participant observation) - v.2.docx 2.0  

PIS/CF: PIS & CF - guest (interview & document analysis) - v.2.docx 2.0  

PIS/CF: PIS & CF - staff (focus groups) - v.2.docx   

PIS/CF: PIS & CF - staff (phone interviews) - v.2.docx   

Update to reply to provisional approval_30April 2018.pdf   
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Appendix B 
Statement of compliance and list of members 
 
Statement of compliance 
 

The Central Health and Disability Ethics Committee: 
 

⎯ is constituted in accordance with its Terms of Reference 

⎯ operates in accordance with the Standard Operating Procedures for Health and 
Disability Ethics Committees, and with the principles of international good 
clinical practice (GCP) 

⎯ is approved by the Health Research Council of New Zealand’s Ethics Committee 
for the purposes of section 25(1)(c) of the Health Research Council Act 1990 

⎯ is registered (number 00008712) with the US Department of Health and 
Human Services’ Office for Human Research Protection (OHRP). 

 
 
List of members 
 

Name Category Appointed Term Expires 

Mrs Helen Walker Lay (consumer/community perspectives) 01/07/2015 01/07/2018 

Dr Angela Ballantyne Lay (ethical/moral reasoning) 30/07/2015 30/07/2018 

Dr Melissa Cragg Non-lay (observational studies) 30/07/2015 30/07/2018 

Dr Peter Gallagher Non-lay (health/disability service provision) 30/07/2015 30/07/2018 

Mrs Sandy Gill Lay (consumer/community perspectives) 30/07/2015 30/07/2018 

Dr Patries Herst Non-lay (intervention studies) 27/10/2015 27/10/2018 

Dr Dean Quinn Non-lay (intervention studies) 27/10/2015 27/10/2018 

Dr Cordelia Thomas Lay (the law) 20/05/2017 20/05/2020 

 
 
Unless members resign, vacate or are removed from their office, every member of HDEC shall 
continue in office until their successor comes into office (HDEC Terms of Reference) 
 
 

http://www.ethics.health.govt.nz 
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Appendix B: Ngāi Tahu committee consultation 

 

Wednesday, 14 February 2018. 

 
Dr Gabrielle Jenkin, 
University of Otago,  
Wellington - Medicine, WSM&HS. 

 
 
Tēnā Koe Dr Gabrielle Jenkin, 

 
The Taranaki Retreat: An alternative response to suicidality and distress? 

 
The Ngāi Tahu Research Consultation Committee (the committee) met on Tuesday, 13 
February 2018 to discuss your research proposition. 

 
By way of introduction, this response from The Committee is provided as part of the 
Memorandum of Understanding between Te Rūnanga o Ngāi Tahu and the University. In the 
statement of principles of the memorandum it states ″Ngāi Tahu acknowledges that the 
consultation process outline in this policy provides no power of veto by Ngāi Tahu to research 
undertaken at the University of Otago″. As such, this response is not ″approval″ or ″mandate″ for 
the research, rather it is a mandated response from a Ngāi Tahu appointed committee. This 
process is part of a number of requirements for researchers to undertake and does not cover 
other issues relating to ethics, including methodology they are separate requirements with other 
committees, for example the Human Ethics Committee, etc. 

 
Within the context of the Policy for Research Consultation with Māori, the Committee base 
consultation on that defined by Justice McGechan: 

 
″Consultation does not mean negotiation or agreement. It means: setting out a proposal not fully 
decided upon; adequately informing a party about relevant information upon which the proposal 
is based; listening to what the others have to say with an open mind (in that there is room to be 
persuaded against the proposal); undertaking that task in a genuine and not cosmetic manner. 
Reaching a decision that may or may not alter the original proposal.″ 

 
The Committee considers the research to be of importance to Māori health. 
 
The Committee notes and commends that ethnicity data is to be collected as part of the research 
project and recommends the use of the questions on self-identified ethnicity and descent, these 
questions are contained in the latest census. 
 
 
 



 
 

 
250 

 
 
The Committee notes and commends the research team for seeking a researcher with expertise 
in analysing and interpreting data by ethnicity. 
 
The Committee encourages contact with Taranaki iwi regarding this study. 
 

The Committee suggests dissemination of the research findings to Māori health organisations 
regarding this study. 
 
We wish you every success in your research and the committee also requests a copy of the 
research findings. 

 
This letter of suggestion, recommendation and advice is current for an 18 month period from 
Tuesday, 13 February 2018 to 13 August 2019. 

 
 

Nāhaku noa, nā 
 

 
Mark Brunton 
Kaiwhakahaere Rangahau Māori Research Manager Māori Research Division 
Te Whare Wānanga o Otāgo 
Ph: +64 3 479 8738 
Email: mark.brunton@otago.ac.nz 
Web: www.otago.ac.nz 
 

 

 

 

 

 

 

mailto:mark.brunton@otago.ac.nz
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Appendix C: Locality authorisation 

 Authorisation report 
 
 
Study ref: 
Study title: 
Status: 

18/CEN/46 
The Taranaki Retreat: An alternative response to suicidality and distress?  
Application decision given - Decision: decision of "approved" 09/05/2018 23:08:00 

 
 
 

Authoriser Type Authoriser Authoriser 
Position Title 

On Behalf of 
(Institution / 
Company) 

Date and time Lead Investigator 
at locality 

Site Name 

Co-ordinating 
Investigator 

Rowan Magill PhD student University of 
Otago 

14 Mar 2018, 
02:41 PM 

Rowan Magill Taranaki 
Retreat 

Primary Contact 
Person 

Rowan Magill PhD student University of 
Otago 

14 Mar 2018, 
02:46 PM 

Rowan Magill Taranaki 
Retreat 

Locality Jamie Allen Trustee and  
Coordinator 

Taranaki Retreat 
Trust 

14 May 2018, 
10:54 AM 

As above Taranaki 
Retreat 

 
 
 
Electronic Authorisations History 
 

Date and time Authoriser Type Action 

14 May 2018, 10:37 AM Locality Request for authorisation sent by Mr Rowan Magill 

14 May 2018, 10:51 AM Locality Request for authorisation accepted by Mr Jamie Allen 

14 May 2018, 10:54 AM Locality Authorisation given by Mr Jamie Allen 

14 Mar 2018, 02:41 PM Co-ordinating Investigator Authorisation given by Mr Rowan Magill 

14 Mar 2018, 02:46 PM Primary Contact Person Authorisation given by Mr Rowan Magill 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Authorisation report - 18/CEN/46 - This authorisation report was generated by Mr Rowan Magill on 24 Jul 2019 at 09:33 AM 
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Appendix D: Information sheets and consent forms 

 

Participant Information Sheet 
 
 
 
Lay study title: Taranaki Retreat case study 

 
Researcher: Rowan Magill, PhD student, University of Otago (Wellington) 

 
 
Invitation 
The researcher invites you (as someone who has stayed at the Taranaki Retreat for at least one night, 
and who is over the age of 13) to take part in a study about the Taranaki Retreat. Participation is 
completely voluntary. If you don’t want to take part, you don’t have to give a reason, and it won’t 
affect the care you receive. If you want to take part now, but change your mind later, you can pull 
out of the study at any time.  
 
This Participant Information Sheet will help you decide if you’d like to take part. It explains why I am 
doing the study, what your participation would involve, what the benefits and risks to you might be, 
and what would happen after the study ends. You do not have to decide today whether you will 
participate in this study. Before you decide, you may want to talk about the study with other people, 
such as family, whānau, friends, or healthcare providers. If you agree to take part in this study, you 
will be asked to sign the Consent Form. You will be given a copy of both the Participant Information 
Sheet and the Consent Form to keep. 
 
 
What is the purpose of the study? 
The overall goal of this research is to contribute to better support services for people experiencing 
acute distress. Most of the discussion in the media and among academics is about ways to improve 
clinical mental health services. However, a big part of the solution might lie outside of clinical services 
– in places like Taranaki Retreat. This research will look at the experiences of guests who have stayed 
at the Retreat, and how staying there helped (or did not help) them. This research is not externally 
funded. 
 
 
What will I have to do?  
If you provide written consent, you will be asked to participate in a 30-90 minute interview with the 
researcher. The interview will be at your home, or at a different location if you prefer. You will be 
asked questions about events leading up to your stay at the Retreat, your experiences while you were 
there, in what ways your stay was helpful or unhelpful, and how things are for you now. As part of this 
study, the researcher will also review your case notes at the Taranaki Retreat. This will help the 
researcher better understand your situation and experiences. 
 
You might find questions about your experiences difficult or uncomfortable to discuss, and you can 
stop the interview at any time. The researcher will encourage you to have family and support people 
present during these interviews. Māori participants will be offered the presence of a Māori support 
person. For any participants between the ages of 14-16, consent from a guardian will also be needed. 
Staff at the Taranaki Retreat will be aware of your participation in this study, but the information you 
share with the researcher will remain confidential. In the Consent Form, the researcher has asked if he 
can contact you later by phone to follow up any questions. It is up to you if you want to agree to this 
or not. 
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Confidentiality 
The information you provide to the researcher will remain confidential. However, if the researcher 
becomes aware of risk issues (risk to yourself or to someone else), he will need to share the relevant 
information with the appropriate support services (the Taranaki Retreat or local clinical services). 
Absolute confidentiality can therefore not be guaranteed where risk issues arise. 
 
This study will not report or use any participant’s name in the results of this study. You will be given a 
‘participant code’ when you join the study, to keep your identity confidential. This code will be 
recorded with your data. The only form that will have both your name and your code will be the 
Consent Form. The Consent Form will be securely stored in locked cabinets in the research group 
office at the University of Otago, Wellington. The interview you participate in will be audio-recorded 
and this recording will be typed up. The researcher may also record field notes of relevant non-verbal 
information during the interview. Some notes will also be written from the information in your case 
notes at the Retreat. This data will not contain your name or other identifying details. It will be stored 
on a secure, password-protected hard-drive at the University of Otago, Wellington. Consent forms and 
gathered data will be stored for 10 years after the study has been completed, as per University and 
HDEC requirements. These forms will then be shredded, and the electronic data will be deleted. The 
data you provide will not be used for other studies which you have not consented to. Participants have 
the right to access information about them which has been collected as part of the study. 
 
 
What are the benefits and risks of this study?  
By understanding your experiences at the Taranaki Retreat and the key factors that contributed to 
this, this study will produce better knowledge of ‘what helps’. This study aims to help improve support 
options for people who are experiencing acute distress. 
 
The information you provide to the researcher will be kept confidential and secure. Staff at the 
Taranaki Retreat will be aware that you are taking part in this study, but the information you provide 
to the researcher will not be shared with them unless the researcher becomes concerned for your 
safety, or that of another person. Your usual health care here will not be affected by this study. Your 
participation in this study is not expected to incur any costs. 
 
If you were injured in this study, which is unlikely, you would be eligible to apply for compensation 
from ACC just as you would be if you were injured in an accident at work or at home. This does not 
mean that your claim will automatically be accepted. You will have to lodge a claim with ACC, which 
may take some time to assess. If your claim is accepted, you will receive funding to assist in your 
recovery. If you have private health or life insurance, you may wish to check with your insurer that 
taking part in this study won’t affect your cover. 
 
 
After the study  
Findings from this study will be published in a PhD thesis, academic journals and may also be 
presented at conferences. Nothing that could identify you will be used in any reports on this study.  
 
For all participants who request a summary of the research findings, this will be sent to you by email 
or post. This summary will be completed shortly after the expected completion of this study, in 2020. 
A summary of findings will also be provided to staff of the Taranaki Retreat; health services in Taranaki 
(Tui Ora and Te Rau Pani); Ngāi Tahu Research Consultation Committee; as well as being posted on the 
research group’s website: http://www.otago.ac.nz/wellington/research/smhrg/index.html.  
 
 
 
 
 

http://www.otago.ac.nz/wellington/research/smhrg/index.html
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Where can I get more information about the study? 
Please feel free to contact the researcher (Rowan Magill) if you have any questions about this study: 

Email: rowan.magill@postgrad.otago.ac.nz 
Phone: 020 4074 9026 

 
If you want to talk to someone who isn’t involved with the study, or discuss concerns about your rights 
as a participant in this study you can contact an independent health and disability advocate on: 
 Email: advocacy@hdc.org.nz 

Phone: 0800 555 050 
 
You can contact Jeannine Stairmand (Ngāti Porou), a Māori cultural advisor and lecturer who is 
independent from the study: 

Email: jeannine.stairmand@otago.ac.nz   
Phone: 027 532 3492 

 
You can also contact the health and disability ethics committee (HDEC) that approved this study on: 

Email: hdecs@moh.govt.nz 
Phone: 0800 4 ETHICS 

 
 
 
  

mailto:rowan.magill@postgrad.otago.ac.nz
mailto:advocacy@hdc.org.nz
mailto:jeannine.stairmand@otago.ac.nz
mailto:hdecs@moh.govt.nz


 
 

 
255 

 

Consent Form 
 
 
 
 
I agree that: 

 
I have read, and I understand, the Participant Information Sheet. 

I speak English and understand that I will not have the option of using a translator. 

I have been given enough time to consider whether or not to participate in this study. 

I am satisfied with the answers I have been given about the study and I have a copy of this consent 
form and information sheet. 

I understand that the Taranaki Retreat staff will be aware of my participation but that the information 
I provide in the interview is confidential and will only be seen by the researcher in this study. 

I consent to the researcher collecting and processing my information, including information about my 
health.  

I understand that no material which could identify me personally will be used in any reports on this 
study. 

I understand that if I give the interviewer any reason to be concerned about my safety or that of 
someone else, that this information will be discussed with the appropriate support services. If I still 
receive support from the Taranaki Retreat, safety concerns will be passed on to the Retreat 
coordinator. Otherwise, safety concerns will be discussed with local clinical services. The interviewer 
will only disclose information from the interview which is relevant to maintaining safety. 

I understand that taking part in this study is voluntary (my choice) and that I can withdraw from the 
study at any time without penalty. 

If I decide to withdraw from the study, I agree that the information collected about me up to the point 
when I withdraw may continue to be processed. 

I know who to contact if I have any questions about the study in general. 

I understand that my participation will involve the researcher reviewing my case notes at the Taranaki 
Retreat. 

I understand that my participation will involve a 30-90 minute interview with the researcher at my 
home. 

I would like to receive a summary of the results from this study. Yes  No  
 
If yes, I would prefer the summary to be: 
emailed to this address:            
or posted to this address:              
 

I agree to be contacted by the researcher by phone after the interview for any follow up questions.

 Yes  No   
 
If yes, I can be contacted on phone number:     
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Declaration by the participant: 
 
I hereby consent to take part in this study. 
 
 
Participant’s name:       
 
 
Participant’s signature:       Date:      
 
 
 
Declaration by the researcher: 
 
I have explained the research project to the participant and have answered the participant’s questions 
about it. 
 
I believe that the participant understands the study and has given informed consent to participate. 
 
 
Researcher’s name:       
 
 
Researcher’s signature:       Date:      
 
 
……. 
 
 
Participant code:     
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Participant Information Sheet 
 
 
 
Lay study title: Taranaki Retreat case study 

 
Researcher: Rowan Magill, PhD student, University of Otago (Wellington) 
 
 
Invitation 
The researcher invites you (as someone involved in the planning and design of the Taranaki Retreat)  
to take part in a study about the Taranaki Retreat. Participation is completely voluntary. If you don’t 
want to take part, you don’t have to give a reason. If you want to take part now, but change your mind 
later, you can pull out of the study at any time.  
 
This Participant Information Sheet will help you decide if you’d like to take part. It explains why I am 
doing the study, what your participation would involve, what the benefits and risks to you might be, 
and what would happen after the study ends. You do not have to decide today whether you will 
participate in this study. If you agree to take part in this study, you will be asked to sign the Consent 
Form. You will be given a copy of the Participant Information Sheet and the Consent Form to keep. 
 
What is the purpose of the study? 
The overall goal of this research is to contribute to better support services for people experiencing 
acute distress. Most of the discussion in the media and among academics is about ways to improve 
clinical mental health services. However, a big part of the solution might lie outside of clinical services 
– in places like Taranaki Retreat. This research will look at the experiences of guests who have stayed 
at the Retreat, and how staying there helped (or did not help) them. This research is not externally 
funded. 
 
What will I have to do?  
If you provide written consent, you will be asked to participate in a 60-minute phone interview with 
the researcher. The interview will be at a time convenient for you. The interview will be audio-
recorded, and later transcribed. To help in making an initial programme theory, the researcher will 
also ask you for copies of key documents involved in the Retreat’s planning, design and policies. 
 
You will be asked questions about the process by which the Retreat was designed and came about. In 
this phase of the study, the researcher is aiming to clarify an initial ‘programme theory’. He will 
therefore ask you about the outcomes the Retreat is intended to produce; any unintended outcomes; 
your view of the what the Retreat offers to its guests; how guests respond to what is offered; and, 
finally, any contextual factors which seem to influence guest outcomes. 
 
In the Consent Form, the researcher has asked if he can contact you later by phone to follow up any 
questions. It is up to you if you want to agree to this or not. 
 
Confidentiality 
The information you provide to the researcher will remain confidential. However, if the researcher 
becomes aware of risk issues (risk to yourself or to someone else), he will need to share the relevant 
information with the appropriate support services (the Taranaki Retreat or local clinical services). 
Absolute confidentiality can therefore not be guaranteed where risk issues arise. 
 
This study will not report or use any participant’s name in the results of this study. You will be given a 
‘participant code’ when you join the study, to keep your identity confidential. This code will be 
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recorded with your data. The only form that will have both your name and your code will be the 
Consent Form. The Consent Form will be securely stored in locked cabinets in the research group 
office at the University of Otago, Wellington. The interview you participate in will be audio-recorded 
and this recording will be typed up. This data will not contain your name or other identifying details. It 
will be stored on a secure, password-protected hard-drive at the University of Otago, Wellington. 
Consent forms and gathered data will be stored for 10 years after the study has been completed, as 
per University and HDEC requirements. These forms will then be shredded, and the electronic data will 
be deleted. The data you provide will not be used for other studies which you have not consented to. 
Participants have the right to access information about them which has been collected as part of the 
study. 
 
What are the benefits and risks of this study?  
Understanding how the Taranaki Retreat came about and identifying an initial programme theory will 
help this study produce better knowledge of ‘what helps’. This study aims to help improve support 
options for people who are experiencing acute distress. 
 
Your participation in this study is not expected to incur any costs.  
 
If you were injured in this study, which is unlikely, you would be eligible to apply for compensation 
from ACC just as you would be if you were injured in an accident at work or at home. This does not 
mean that your claim will automatically be accepted. You will have to lodge a claim with ACC, which 
may take some time to assess. If your claim is accepted, you will receive funding to assist in your 
recovery. If you have private health or life insurance, you may wish to check with your insurer that 
taking part in this study won’t affect your cover. 
 
After the study  
Findings from this study will be published in a PhD thesis, academic journals and may also be 
presented at conferences. Nothing that could identify you will be used in any reports on this study.  
 
For all participants who request a summary of the research findings, this will be sent to you by email 
or post. This summary will be completed shortly after the expected completion of this study, in 2020. 
A summary of findings will also be provided to staff of the Taranaki Retreat; health services in Taranaki 
(Tui Ora and Te Rau Pani); Ngāi Tahu Research Consultation Committee; as well as being posted on the 
research group’s website: http://www.otago.ac.nz/wellington/research/smhrg/index.html.  
 
Where can I get more information about the study? 
Please feel free to contact the researcher (Rowan Magill) if you have any questions about this study: 

Email: rowan.magill@postgrad.otago.ac.nz 
Phone: 020 4074 9026 

 
If you want to talk to someone who isn’t involved with the study, or discuss concerns about your rights 
as a participant in this study you can contact an independent health and disability advocate on: 
 Email: advocacy@hdc.org.nz 

Phone: 0800 555 050 
 
You can contact Jeannine Stairmand (Ngāti Porou), a Māori cultural advisor and lecturer who is 
independent from the study: 

Email: jeannine.stairmand@otago.ac.nz   
Phone: 027 532 3492 

 
You can also contact the health and disability ethics committee (HDEC) that approved this study on: 

Email: hdecs@moh.govt.nz 
Phone: 0800 4 ETHICS 

  

http://www.otago.ac.nz/wellington/research/smhrg/index.html
mailto:rowan.magill@postgrad.otago.ac.nz
mailto:advocacy@hdc.org.nz
mailto:jeannine.stairmand@otago.ac.nz
mailto:hdecs@moh.govt.nz
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Consent Form 
 
 
 
 
I agree that: 

 
I have read, and I understand, the Participant Information Sheet. 

I speak English and understand that I will not have the option of using a translator. 

I have been given enough time to consider whether or not to participate in this study. 

I am satisfied with the answers I have been given about the study and I have a copy of this consent 
form and information sheet. 

I understand that taking part in this study is voluntary and that I can withdraw from the study at any 
time without penalty. 

If I decide to withdraw from the study, I agree that the information collected about me up to the point 
when I withdraw may continue to be processed. 

I know who to contact if I have any questions about the study in general. 

I understand that my participation will involve a 60-minute interview with the researcher. 

I would like to receive a summary of the results from this study. Yes  No  
 
If yes, I would prefer the summary to be: 
emailed to this address:            
or posted to this address:              
 

I agree to be contacted by the researcher by phone after the interview for any follow up questions.

 Yes  No   
 
If yes, I can be contacted on phone number:     
 
 
 
 
Declaration by the participant: 
 
I hereby consent to take part in this study. 
 
 
Participant’s name:       
 
 
Participant’s signature:       Date:      
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Declaration by the researcher: 
 
I have explained the research project to the participant and have answered the participant’s questions 
about it. 
 
I believe that the participant understands the study and has given informed consent to participate. 
 
 
Researcher’s name:       
 
 
Researcher’s signature:       Date:      
 
 
……. 
 
 
Participant code:     
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Participant Information Sheet 
 
 
 
Lay study title: Taranaki Retreat case study 

 
Researcher: Rowan Magill, PhD student, University of Otago (Wellington) 
 
 
Invitation 
The researcher invites you (as a staff member at the Taranaki Retreat)  to take part in a study about 
the Taranaki Retreat. Participation is completely voluntary. If you don’t want to take part, you don’t 
have to give a reason. If you want to take part now, but change your mind later, you can pull out of 
the study at any time.  
 
This Participant Information Sheet will help you decide if you’d like to take part. It explains why I am 
doing the study, what your participation would involve, what the benefits and risks to you might be, 
and what would happen after the study ends. You do not have to decide today whether you will 
participate in this study. If you agree to take part in this study, you will be asked to sign the Consent 
Form. You will be given a copy of the Participant Information Sheet and the Consent Form to keep. 
 
What is the purpose of the study? 
The overall goal of this research is to contribute to better support services for people experiencing 
acute distress. Most of the discussion in the media and among academics is about ways to improve 
clinical mental health services. However, a big part of the solution might lie outside of clinical services 
– in places like Taranaki Retreat. This research will look at the experiences of guests who have stayed 
at the Retreat, and how staying there helped (or did not help) them. This research is not externally 
funded. 
 
What will I have to do?  
If you provide written consent, you will be asked to participate in a 60-minute focus group with the 
researcher and up to five other staff members from the Retreat, at a time convenient for participants. 
The focus group will be audio-recorded, and later transcribed. The researcher may also record field 
notes of relevant non-verbal information. 
 
In this phase of the study, the researcher is aiming to test out an initial ‘programme theory’. He will 
therefore ask your views about: the outcomes (intended and unintended) that the Retreat produces; 
what the Retreat offers to its guests; how guests respond to what is offered; and, finally, any contextual 
factors which seem to influence guest outcomes. 
 
In the Consent Form, the researcher has asked if he can contact you later by phone to follow up any 
questions. It is up to you if you want to agree to this or not. 
 
Confidentiality 
The information you provide to the researcher will remain confidential. However, if the researcher 
becomes aware of risk issues (risk to yourself or to someone else), he will need to share the relevant 
information with the appropriate support services. Absolute confidentiality can therefore not be 
guaranteed where risk issues arise. 
 
This study will not report or use any participant’s name in the results of this study. You will be given a 
‘participant code’ when you join the study. This code will be recorded with your data. The only form 
that will have both your name and your code will be the Consent Form. The Consent Form will be 
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securely stored in locked cabinets in the research group office at the University of Otago, Wellington. 
The focus group you participate will be audio-recorded and this recording will be typed up. This data 
will not contain your name or other identifying details. It will be stored on a secure, password-
protected hard-drive at the University of Otago, Wellington. Consent forms and gathered data will be 
stored for 10 years after the study has been completed, as per University and HDEC requirements. 
These forms will then be shredded, and the electronic data will be deleted. The data you provide will 
not be used for other studies which you have not consented to. Participants have the right to access 
information about them which has been collected as part of the study. 
 
What are the benefits and risks of this study?  
Understanding how the Taranaki Retreat came about and identifying an initial programme theory will 
help this study produce better knowledge of ‘what helps’. This study aims to help improve support 
options for people who are experiencing acute distress. 
 
Your participation in this study is not expected to incur any costs.  
 
If you were injured in this study, which is unlikely, you would be eligible to apply for compensation 
from ACC just as you would be if you were injured in an accident at work or at home. This does not 
mean that your claim will automatically be accepted. You will have to lodge a claim with ACC, which 
may take some time to assess. If your claim is accepted, you will receive funding to assist in your 
recovery. If you have private health or life insurance, you may wish to check with your insurer that 
taking part in this study won’t affect your cover. 
 
After the study  
Findings from this study will be published in a PhD thesis, academic journals and may also be 
presented at conferences. Nothing that could identify you will be used in any reports on this study.  
 
For all participants who request a summary of the research findings, this will be sent to you by email 
or post. This summary will be completed shortly after the expected completion of this study, in 2020. 
A summary of findings will also be provided to staff of the Taranaki Retreat; health services in Taranaki 
(Tui Ora and Te Rau Pani); Ngāi Tahu Research Consultation Committee; as well as being posted on the 
research group’s website: http://www.otago.ac.nz/wellington/research/smhrg/index.html.  
 
Where can I get more information about the study? 
Please feel free to contact the researcher (Rowan Magill) if you have any questions about this study: 

Email: rowan.magill@postgrad.otago.ac.nz 
Phone: 020 4074 9026 

 
If you want to talk to someone who isn’t involved with the study, or discuss concerns about your rights 
as a participant in this study you can contact an independent health and disability advocate on: 
 Email: advocacy@hdc.org.nz 

Phone: 0800 555 050 
 
You can contact Jeannine Stairmand (Ngāti Porou), a Māori cultural advisor and lecturer who is 
independent from the study: 

Email: jeannine.stairmand@otago.ac.nz   
Phone: 027 532 3492 

 
You can also contact the health and disability ethics committee (HDEC) that approved this study on: 

Email: hdecs@moh.govt.nz 
Phone: 0800 4 ETHICS 

 

  

http://www.otago.ac.nz/wellington/research/smhrg/index.html
mailto:rowan.magill@postgrad.otago.ac.nz
mailto:advocacy@hdc.org.nz
mailto:jeannine.stairmand@otago.ac.nz
mailto:hdecs@moh.govt.nz
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Consent Form 
 
 
 
 
I agree that: 

 
I have read, and I understand, the Participant Information Sheet. 

I speak English and understand that I will not have the option of using a translator. 

I have been given enough time to consider whether or not to participate in this study. 

I am satisfied with the answers I have been given about the study and I have a copy of this consent 
form and information sheet. 

I understand that taking part in this study is voluntary and that I can withdraw from the study at any 
time without penalty. 

If I decide to withdraw from the study, I agree that the information collected about me up to the point 
when I withdraw may continue to be processed. 

I know who to contact if I have any questions about the study in general. 

I understand that my participation will involve a 60-minute focus group with the researcher. 

I would like to receive a summary of the results from this study. Yes  No  
 
If yes, I would prefer the summary to be: 
emailed to this address:            
or posted to this address:              
 

I agree to be contacted by the researcher by phone after the interview for any follow up questions.

 Yes  No   
 
If yes, I can be contacted on phone number:     
 
 
 
 
Declaration by the participant: 
 
I hereby consent to take part in this study. 
 
 
Participant’s name:       
 
 
Participant’s signature:       Date:      
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Declaration by the researcher: 
 
I have explained the research project to the participant and have answered the participant’s questions 
about it. 
 
I believe that the participant understands the study and has given informed consent to participate. 
 
 
Researcher’s name:       
 
 
Researcher’s signature:       Date:      
 
 
……. 
 
 
Participant code:     
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Participant Information Sheet 
 
 
 
Lay study title: Taranaki Retreat case study 

 
Researcher: Rowan Magill, PhD student, University of Otago (Wellington) 
 
 
Invitation 
The researcher invites you (as a guest or staff member of the Taranaki Retreat) to take part in a study 
about the Taranaki Retreat. Participation is completely voluntary. If you don’t want to take part, you 
don’t have to give a reason, and it won’t affect the care you receive. If you want to take part now, 
but change your mind later, you can pull out of the study at any time.  
 
This Participant Information Sheet will help you decide if you’d like to take part. It explains why I am 
doing the study, what your participation would involve, what the benefits and risks to you might be, 
and what would happen after the study ends. You do not have to decide today whether you will 
participate in this study. Before you decide, you may want to talk about the study with other people, 
such as family, whānau, friends, or healthcare providers. If you agree to take part in this study, you 
will be asked to sign the Consent Form. You will be given a copy of both the Participant Information 
Sheet and the Consent Form to keep. 
 
What is the purpose of the study? 
The overall goal of this research is to contribute to better support services for people experiencing 
acute distress. Most of the discussion in the media and among academics is about ways to improve 
clinical mental health services. However, a big part of the solution might lie outside of clinical services 
– in places like Taranaki Retreat. This research will look at the experiences of guests who have stayed 
at the Retreat, and how staying there helped (or did not help) them. This research is not externally 
funded. 
 
What will I have to do?  
If there is written consent from all guests and staff who will be staying or working at the Retreat for a 
period of 5-10 days, the researcher will join you at the Retreat as a volunteer. As a participant 
observer, the researcher will help with practical jobs around the Retreat while also getting the chance 
to observe and learn about how the Retreat functions. 
 
The researcher would be happy to chat with you during this time, but you will not be expected to do 
so if you prefer not to. The researcher will not interfere with your care while at the Retreat, and you 
will not be required to do anything outside of your normal routine for this research. The researcher 
will write down some of his observations about how the Retreat works on a day to day basis. He will 
not record personal details about participants. He also won’t have access to participants’ case notes. 
In the Consent Form, the researcher has asked if he can contact you later by phone to follow up any 
questions. It is up to you if you want to agree to this or not. 
 
Confidentiality 
The information you provide to the researcher will remain confidential. However, if the researcher 
becomes aware of risk issues (risk to yourself or to someone else), he will need to share the relevant 
information with the appropriate support services (the Taranaki Retreat or local clinical services). 
Absolute confidentiality can therefore not be guaranteed where risk issues arise. 
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This study will not report or use any participant’s name in the results of this study. You will be given a 
‘participant code’ after joining the study, to keep your identity confidential. The only form that will 
have both your name and your code will be the Consent Form. The Consent Form will be securely 
stored in locked cabinets in the research group office at the University of Otago, Wellington. Hand-
written field notes from the observation research will be typed up and the original notes will be 
shredded. These notes will not contain your name or other identifying details. They will be stored on a 
secure, password-protected hard-drive at the University of Otago, Wellington. Consent forms and 
gathered data will be stored for 10 years after the study has been completed, as per University and 
HDEC requirements. These forms will then be shredded, and the electronic data will be deleted. The 
data you provide will not be used for other studies which you have not consented to. Participants have 
the right to access information about them which has been collected as part of the study. 
 
What are the benefits and risks of this study?  
By understanding how the Taranaki Retreat functions to support its guests, this study will produce 
better knowledge of ‘what helps’. This study aims to help improve support options for people who are 
experiencing acute distress. If the researcher becomes concerned for your safety, or that of another 
person, this concern will be passed on to the Retreat staff. Your usual health care here will not be 
affected by this study. Your participation in this study will not incur any costs.  
 
If you were injured in this study, which is unlikely, you would be eligible to apply for compensation 
from ACC just as you would be if you were injured in an accident at work or at home. This does not 
mean that your claim will automatically be accepted. You will have to lodge a claim with ACC, which 
may take some time to assess. If your claim is accepted, you will receive funding to assist in your 
recovery. If you have private health or life insurance, you may wish to check with your insurer that 
taking part in this study won’t affect your cover. 
 
After the study  
Findings from this study will be published in a PhD thesis, academic journals and may also be 
presented at conferences. Nothing that could identify you will be used in any reports on this study.  
For all participants who request a summary of the research findings, this will be sent to you by email 
or post. This summary will be completed shortly after the expected completion of this study, in 2020. 
A summary of findings will also be provided to staff of the Taranaki Retreat; health services in Taranaki 
(Tui Ora and Te Rau Pani); Ngāi Tahu Research Consultation Committee; as well as being posted on the 
research group’s website: http://www.otago.ac.nz/wellington/research/smhrg/index.html.  
 
Where can I get more information about the study? 
Please feel free to contact the researcher (Rowan Magill) if you have any questions about this study: 

Email: rowan.magill@postgrad.otago.ac.nz 
Phone: 020 4074 9026 

 
If you want to talk to someone who isn’t involved with the study, or discuss concerns about your rights 
as a participant in this study you can contact an independent health and disability advocate on: 
 Email: advocacy@hdc.org.nz 

Phone: 0800 555 050 
 
You can contact Jeannine Stairmand (Ngāti Porou), a Māori cultural advisor and lecturer who is 
independent from the study: 

Email: jeannine.stairmand@otago.ac.nz   
Phone: 027 532 3492 

 
You can also contact the health and disability ethics committee (HDEC) that approved this study on: 

Email: hdecs@moh.govt.nz 
Phone: 0800 4 ETHICS 

  

http://www.otago.ac.nz/wellington/research/smhrg/index.html
mailto:rowan.magill@postgrad.otago.ac.nz
mailto:advocacy@hdc.org.nz
mailto:jeannine.stairmand@otago.ac.nz
mailto:hdecs@moh.govt.nz
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Consent Form 
 
 
 
 
I agree that: 

 
I have read, and I understand, the Participant Information Sheet. 

I speak English and understand that I will not have the option of using a translator. 

I have been given enough time to consider whether or not to participate in this study. 

I am satisfied with the answers I have been given about the study and I have a copy of this consent 
form and information sheet. 

If I decide to withdraw from the study, I agree that the information collected about me up to the point 
when I withdraw may continue to be processed. 

I know who to contact if I have any questions about the study in general. 

I understand that the researcher will be present at the Taranaki Retreat, working as a volunteer. 

I understand that the purpose of the researcher’s observation research is to better understand how 
the Taranaki Retreat provides support to its guests. 

I understand that I will not be required to be involved in any interviews with the researcher. 

I consent to the researcher collecting and processing my information, including information about my 
health.  

I understand that no material which could identify me personally will be used in any reports on this 
study. 

I understand that any information I provide to the researcher is confidential and will only be seen by 
the researcher in this study. 

I understand that if I give the interviewer any reason to be concerned about my safety or that of 
someone else, that this information will be discussed with the appropriate support services. If I still 
receive support from the Taranaki Retreat, safety concerns will be passed on to the Retreat 
coordinator. Otherwise, safety concerns will be discussed with local clinical services. The interviewer 
will only disclose information from the interview which is relevant to maintaining safety 

I would like to receive a summary of the results from this study. Yes  No  
 
If yes, I would prefer the summary to be: 
emailed to this address:            
or posted to this address:              
 

I agree to be contacted by the researcher by phone after the interview for any follow up questions.

 Yes  No   
 
If yes, I can be contacted on phone number:     
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Declaration by the participant: 
 
I hereby consent to take part in this study. 
 
 
Participant’s name:       
 
 
Participant’s signature:       Date:      
 
 
 
Declaration by the researcher: 
 
I have explained the research project to the participant and have answered the participant’s questions 
about it. 
 
I believe that the participant understands the study and has given informed consent to participate. 
 
 
Researcher’s name:       
 
 
Researcher’s signature:       Date:      
 
 
……. 
 
 
Participant code:     
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Appendix E: Guardian consent and assent forms 

 

Guardian Consent Form 
 
 
 
 
I agree that: 
 
I have read, and I understand, the Participant Information Sheet. 
 
I have been given enough time to consider whether or not my child/ward will participate in this study. 
 
I am satisfied with the answers I have been given about the study and I have a copy of this consent 
form and information sheet. 
 
I understand that the Taranaki Retreat staff will be aware of the participation of my child/ward, but 
that the information provided in the interview is confidential and will only be seen by the researcher 
in this study. 
 
I consent to the researcher collecting and processing my child/ward’s information, including 
information about their health. 
 
I understand that no material which could identify my child/ward or my family will be used in any 
reports on this study. 
 
I understand that if my child/ward gives the interviewer any reason to be concerned about their safety 
or that of someone else, that this information will be discussed with the appropriate support services. 
If my child/ward still receives support from the Taranaki Retreat, safety concerns will be passed on to 
the Retreat coordinator. Otherwise, safety concerns will be discussed with local clinical services. The 
interviewer will only disclose information from the interview which is relevant to maintaining safety. 
 
I understand that taking part in this study is voluntary and that I can withdraw my child/ward from the 
study at any time without penalty. 
 
If I decide to withdraw my child/ward from the study, I agree that the information collected about my 
child/ward up to the point of withdrawal may continue to be processed. 
 
I know who to contact if I have any questions about the study in general. 
 
I understand that my child/ward’s participation will involve the researcher reviewing their case notes 
at the Taranaki Retreat. 
 
I understand that my child/ward’s participation will involve a 30-90 minute interview with the 
researcher at our home. 
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I would like to receive a summary of the results from this study. Yes  No  
 
If yes, I would prefer the summary to be: 
emailed to this address:            
or posted to this address:              
 
I agree to be contacted by the researcher by phone after the interview for any follow up questions.

 Yes  No   
 
If yes, I can be contacted on phone number:     
 
 
 
Declaration by guardian: 
 
I hereby consent to my child/ward taking part in this study. 
 
 
Guardian’s name:       
 
 
Guardian’s signature:       Date:      
 
 
 
Declaration by the researcher: 
 
I have explained the research project to the guardian and have answered the guardian’s questions 
about it. 
 
I believe that the guardian understands the study and has given informed consent to participate. 
 
 
Researcher’s name:       
 
 
Researcher’s signature:       Date:      
 
 
……. 
 
 
Participant code:     
 
 

  



 
 

 
271 

 
 

Assent Form 
 
 
 
I agree that: 
 
I have read, and I understand, the Participant Information Sheet. 
 
I speak English and understand that I will not have the option of using a translator. 
 
I have been given enough time to consider whether or not to participate in this study. 
 
I am satisfied with the answers I have been given about the study and I have a copy of this consent 
form and information sheet. 
 
I understand that the Taranaki Retreat staff will be aware of my participation but that the information 
I provide in the interview is confidential and will only be seen by the researcher in this study. 
 
I understand that my parent/guardian will be aware of my participation in this study and that they will 
also need to sign a consent form. 
 
I agree to the researcher collecting and processing my information, including information about my 
health. 
 
I understand that no material which could identify me personally will be used in any reports on this 
study. 
 
I understand that if I give the interviewer any reason to be concerned about my safety or that of someone 
else, that this information will be discussed with the appropriate support services. If I still receive 
support from the Taranaki Retreat, safety concerns will be passed on to the Retreat coordinator. 
Otherwise, safety concerns will be discussed with local clinical services. The interviewer will only 
disclose information from the interview which is relevant to maintaining   safety. 
 
I understand that taking part in this study is voluntary (my choice) and that I can withdraw from the study 
at any time without penalty. 
 
If I decide to withdraw from the study, I agree that the information collected about me up to the point 
when I withdraw may continue to be processed. 
 
I know who to contact if I have any questions about the study in general. 
 
I understand that my participation will involve the researcher reviewing my case notes at the Taranaki 
Retreat. 
 
I understand that my participation will involve a 30-90 minute interview with the researcher at my 
home. 
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I would like to receive a summary of the results from this study. Yes  No  
 
If yes, I would prefer the summary to be: 
emailed to this address:            
or posted to this address:              
 
 
I agree to be contacted by the researcher by phone after the interview for any follow up questions.

 Yes  No   
 
If yes, I can be contacted on phone number:     
 
 
 
Declaration by the participant: 
 
I hereby assent to taking part in this study. 
 
 
Participant’s name:       
 
 
Participant’s signature:       Date:      
 
 
 
Declaration by the researcher: 
 
I have explained the research project to the participant and have answered the participant’s questions 
about it. 
 
I believe that the participant understands the study and has given informed assent to   participate. 
 
 
Researcher’s name:       
 
 
Researcher’s signature:       Date:      
 
 
……. 
 
 
Participant code:     
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Appendix F: Interview schedule (trustees) 

Face-to-face interviews with the designers & coordinators of the Taranaki Retreat 
 
The purpose of this interview is to gather information that will help develop an initial theory about the 
outcomes of the Taranaki Retreat and how these come about. 
 
 
 
1.) Can you tell me about the origins of the Taranaki Retreat? How and why did it come about? 
 
 
2.) Were there any particular concepts, models, theories, or beliefs that guided the development 

and design of the Retreat? 
 
 
3.) During the planning stages, what were the outcomes it was hoped the Retreat would achieve? 
 
 
4.) During the planning stages, how was it thought the Retreat would achieve these outcomes? 
 
 
5.) What are the types of outcomes you currently see for guests of the Retreat? 

- How do you gather information about guest outcomes? (e.g., direct observation, feedback, 
other). 

- Has there been any neutral, negative, or detrimental outcomes for guests staying at the 
Retreat? 

- Have there been any unexpected outcomes (positive or negative)? If so, what are these? 
 
 
6.) What are the various interventions / treatments that the Retreat provides to its guests? 
 
 
7.) Through these interventions, what resources does the Retreat offer to guests? 

- ‘Resources’ may include: material, practical, emotional and knowledge resources. 
 
 
8.) What types of responses do these resources bring about in guests? 

- What emotional reactions do these resources seem to bring about? 
- What changes in thinking or reasoning do these resources seem to bring about? 

 
 
9.) Have you noticed any important contextual factors that seem to influence how resources are 

received and responded to? (i.e.: important contextual factors which influence outcomes). 
- Examples may include: demographics, health conditions, socio-economic or cultural factors. 

 
 
10.) Do you have any thoughts on how or why these contextual factors may have this effect? 
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Appendix G: Observation schedule 

Participant observation at the Taranaki Retreat 
 

The purpose of this participant observation is to gain a better understanding of the Retreat’s features 
and functioning. It will also enable observation of key events and interactions between guests and 
staff. This data will enable further testing and refinement of the programme theory, in particular – 
mechanisms and contextual factors. 
 
 

 
Date: ____________         Time (from/to): _______________        Location: _______________ 
 
Present (participant codes): 
________________________________________________________ 
 
 

Description of feature / process / event / interaction: ___________________________________ 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
 
Analytic notes (relevance of observed event to mechanisms, contextual factors, or outcomes):  
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
 
 
Subjective reflections / reactions: _________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 
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Appendix H: Focus group schedule 

Focus group with staff & volunteers at the Taranaki Retreat 
 
The purpose of this focus group is to gather staff perspectives on the initial programme theory. After 
a round of introductions, the focus group will begin with a brief explanation of realist evaluation 
(explaining the concepts of ‘outcomes’, ‘mechanisms’ and ‘contexts’). The hypothesized outcomes, 
mechanisms and contextual factors developed in phase one will then be presented to the group, and 
their critical perspectives on these will be gathered. This will help to test and refine the programme 
theory. 
 
 
 
 
1.) These are my thoughts on the outcomes for guests of the Retreat. 

[Discuss the outcomes of: reduction of distress and reduction of suicidal ideation]. 
- What is your perspective on these outcomes? 
- Would you remove any of these outcomes or add any new ones? Please explain. 

 
 
2.) These are my thoughts on the mechanisms that bring about changes for Retreat guests. 

[Discuss: ‘time out’, ‘big four’, ‘helping hands’, ‘aroha’ and ‘reciprocity’]. 
- What is your perspective on these mechanisms? 
- Would you remove any of these mechanisms or add any new ones? Please explain. 

 
 
3.) These are my thoughts on the main contextual factors that influence how mechanisms function. 

[Discuss: state of emotional distress, suicidal ideation, poor experiences with other services]  
- What is your perspective on these contextual factors? 
- Would you remove any of these contextual factors or add any new ones? Please explain. 
- Have you observed any variations in outcomes (or in how the intervention works) related to 

the gender, age, ethnicity, locality, employment status or education of guests? 
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Appendix I: Interview schedule (guests) 

Face-to-face or Skype/phone interviews with former guests of the Taranaki Retreat 
 
The purpose of this interview is to gather participants’ perspectives on the hypothesized outcomes, 
mechanisms and contextual factors developed in phase one. The interview will also more broadly 
gather information about the experiences of these participants leading up to, during and after their 
stay at the Taranaki Retreat. 
 
To begin, a brief explanation of realist evaluation (namely, the concepts of ‘outcomes’, ‘mechanisms’ 
and ‘contexts’) will be given. The hypothesized outcomes, mechanisms and contextual factors will 
be presented to participants, and their critical perspectives on these will be gathered. This will enable 
testing and refinement of the programme theory. 
 
 
 

Demographic information 
 
 
Gender: ____________________   Age: ______________ 
 
 
Ethnicity: Which ethnic group do you belong to? (Please mark as many spaces as apply to you). 
 New Zealand European 
 Māori  
 Samoan 
 Cook Islands Maori 
 Tongan 
 Niuean 
 Chinese 
 Indian 
 Other (e.g., Dutch, Japanese, Tokelauan) _____________________________________ 
 
 
Are you descended from a Māori (that is, did you have a Māori birth parent, grandparent, or great-
grandparent, etc.)? 
 Yes    No    Don’t Know 
 
 
Do you know the name(s) of your iwi (tribe or tribes)? 
 Yes    No 
  
 
If yes, print the name(s) and region(s) of your iwi (tribe or tribes) below: 
 
______________________________________________________________________________ 
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1.) Can you tell me a bit about what was going on for you just before you went to stay at the Retreat? 
 
 
2.) What was it like contacting the Retreat and organising your stay there? 
 
 
3.) Have you ever used another respite or support service (e.g., phone counselling, E.D.) in the past – 

in similar circumstances? 
- If so, what service(s) did you use? 
- Was that service(s) different to staying at the Retreat? In what way? 

 
 
4.) What was it like when you first arrived at the Retreat? (prompts: what did you do? who was there? 

how were you feeling?). 
 
 
5.) I’m interested to hear about your experiences during your stay at the Retreat. What was it like? 
 
 
6.) What sort of things did the Retreat provide to you? (prompts: this could include physical things, 

practical help, emotional support, or information / knowledge). 
- Were any of these things especially important to you? Why? 
- Did your stay at the Retreat meet your cultural needs? (prompts: did you feel any ‘cultural mismatch’ 

during your stay?) 
 
 
7.) What was your response to what the Retreat provided? 

- What was your emotional reaction to these things? 
- Did any of these things bring about a change in your thinking? How? 

 
 
8.) What was your experience of leaving the Retreat like? 
 
 
9.) Did your stay at the Retreat bring about any short-term or long-term changes for you? If so, what? 

- Do you think your stay at the Retreat was helpful? Please explain.  
 
 
10.) How are things for you now? How do you see the future? 
 
 

….. 
 
 
 
11.) These are my thoughts about how the Retreat may help the people who stay there. 

[Present the initial programme theory – hypothesized outcomes, mechanisms and contexts]. 

- What is your perspective on this theory [outcomes, mechanisms, contexts]? 

- Does this theory reflect your experience of staying at the Retreat? How? 

- Would you change any of these [outcomes, mechanisms, contexts] or add anything? Explain. 
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Appendix J: Reflection journal (excerpts) 

(28/09/18) 
It’s been in the back of my mind for a while (and hit me more clearly yesterday while re-reading the 
focus group transcript) that there may be a sequence to the mechanisms – that they’re not necessarily 
floating, independent of each other. The focus group participants spoke about ‘time out’ being the 
foundation on which the other IPTs are built. In ‘quiet & warmth’ terminology, this could translate as 
‘quiet’ coming first / being the foundation. Maybe agitating activities are first stripped away (‘quiet’), 
and then new resources (or ‘warmth’?) are introduced? 
 
Focus group participants also made some contextual qualifications. That ‘chaotic’ guests (as opposed to 
guests facing longer-term issues) seemed to find the quiet / time out more confronting. Whereas staff 
suggested that some ‘longer-term issues’ guests may find aroha / warmth confronting. 
 
….. 
 
 
(07/11/18) 
Several guest participants spoke about their “useless GPs”. But then TR didn't appear to provide them 
significantly more tangible support than the GPs did (these participants declined active input / stayed 
in their rooms). It was more about the perception that TR staff (genuinely) cared enough that they  
would have provided tangible support, if needed. Communicating, “I matter”. 
 
….. 
 
 
(12/11/18) 
The issue seems to be less about an actual lack of support and more the lack of being surrounded by 
people who are seen as genuinely supportive. Participants describe wanting to feel valued. Similarly, 
having someone to talk to doesn't seem to be the primary issue (many of them describe already having 
this in some form). It's about having someone around who you believe genuinely cares. 
 
Different forms or degrees of mistreatment/neglect? -  People mistreat me (active); people take from 
me; people don't give / they neglect me (passive). 
 
….. 
 
 
(14/01/19) 
In the phase one interviews, one of the trustees suggested that guests’ progress at the Retreat is 
sometimes limited by (their bad experiences with) poor clinical services. However, this really doesn’t 
match up with the phase two data at all. If anything, bad experiences with clinical services seem to 
enhance guests feeling that TR is caring (a key mechanism). Maybe he was trying to (unfairly) attribute 
instances of poor engagement with some guests to their past experiences with MHS? 
 
….. 
 
 
(22/02/19) 
Interpretations are central to the mechanisms/contexts. If someone (who has nasty intentions) insults 
you, but you (wrongly) interpret this as good-natured joking, is it likely you’d be distressed by this? 
 
…..  
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Appendix K: Initial phase one codes 

 

  

Intervention Context Mechanism Outcomes

Able to sign in & out Dismissive GPs A break from home Better 'headspace'

Activities in community Distressed by recent events A chance to give back Feeling some hope about life

Animals onsite Emotionally upset Aroha Interrupting the suicidal moment

Art activities Mistreatment by MHS Calm space More emotionally stable

Assistance getting to TR Needing 'space to breathe' Caring environment Processing grief

Baggage not inspected Suicidal behaviour Daily rhythm Reduced risk of harm to self

Bedrooms lockable Thoughts of suicide Emotional support

Budgeting advice Exercise

Equine therapy Good company

Evening meal Healing through giving

Families can stay as a group Healthy food

Follow-up contact Joint problem-solving

Free service Kindness

Funded by donations Linking with services

Group induction Non-judgmental

Guest matched with staff Practical support

Gym Reciprocity

Landscape of the Retreat Relationship with staff

Lights out Sleeping well

Limited exclusion criteria The 'big four'

Low caseload for staff Time out

Massage

Minimal traffic

Musical activities

Nearby farms

No alcohol or drugs

No 'over-sharing'

Nutrition coach

Online journal

Outreach work

Pastoral care

Personal trainer

Referral to other services

Retreat family live onsite

Self-referrals

Set intake dates

Staffed mostly by volunteers

Tasks of the stay

Various buildings on site 

Visitors welcome
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Appendix L: Initial codes from deductive analysis 

 
CONTEXT 

Emotional distress 

~not distressed (used TR post-rehab) 

anger towards my family 

distraught & confused 

long-term low mood 

past engagement with MH services 

situational distress 

 

Suicidal ideation 

~no suicidal thoughts 

fleeting suicidal thoughts 

prominent suicidal thoughts 

self-harm  

suicide attempt 

suicidal thoughts with actions 

 

Experiences with clinical services 

~I was offered 'real' care prior to TR 

clinical services may lack what TR provides because of under-resourcing 

forceful care from people around me 

health professionals didn't take my distressing situation seriously 

I felt like I wasn't bothering anyone 

I perceived TR staff as putting in time & effort (they really cared) 

inadequate care from those around me 

knowing support was there if I needed it 

MHS discharged me because I wouldn't let them push me around 

my counsellor seemed indifferent re. my distress 

my GP gave me the impression that she couldn't be bothered helping me 

my GP was dismissive of my concerns 

never used a similar service 

no follow-up from MHS (no acknowledgement of my distressing situation) 

people donating & volunteering – helps me get better 

people donating & volunteering – humbling 

perceptions of TR staff members' (unselfish, genuine) motivations 

perspectives on clinical MHS – scary, short-staffed, just medication 

the care was flexible, without an agenda (not forceful) 

they treated me like I was somebody 

they were looking to accept my referral (rather than looking for reasons to decline) 

TR staff 'got it' (understood & empathised) 

TR staff 'got it', due to having shared experiences 

TR staff seemed happy to see me 

TR staff took my situation & distress seriously 

TR staff treated me like I was somebody (I matter) 

various brief counsellors in the past 
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MECHANISMS 

Time out 

~at times it was so boring 

~I remained in constant phone contact with a friend 

~I wasn't able to relax (inc. socialising with others was energy sapping) 

~I wish I had place to myself (wanting more time out) 

~time out (removal of activities) can be confronting 

~TR as the eye of the storm 

agitated by colleagues 

agitated by demands from other people 

agitated by home environment (reminders of loss) 

agitated by noise & people in public places 

agitated by social media drama 

being around the animals was soothing 

'being' rather than 'doing' 

confrontational behaviour & conflict with others 

doing art was soothing 

garden (Retreat landscape) was soothing 

I get agitated by crowds 

in contrast to taking a holiday (time out is different) 

natural setting was soothing 

quiet spaces to sit & be alone 

removal from 'dramas' (conflictual relationships) 

removal from home environment (a change of environment) 

removal from home environment (noise) 

removal from people around me 

removal of access to alcohol & illicit drugs 

removal of access to social media 

removal of constant activity (able to just 'do nothing') 

removal of regular job (paid employment) 

removal of reminders of loss 

removal of Wi-Fi 

removing the need to do daily tasks (e.g., cooking & cleaning) 

space to get away from everyone 

stressful work situation 

they give you space – settling into TR 

TR provided peace & an absence of distractions (unlike a holiday) 

transition or consolidation period (additional time out elsewhere) 

wandering around the site, or going for walks 

 

Big four 

~there was lots of baking / weight gain  

~I often stayed up late watching movies 

~inactive (not exercising) 

~poor relationship with other guests / support worker 

~poor sleep at TR  

good relationship with other guests / support worker 
 improved sleep 
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Helping hands 

~I declined (didn't need) input from support worker 

~we had plenty of support prior to TR, but still distressed 

practical support & problem-solving 

staff picked me up or arranged transport 

TR helped me arrange follow-up care 

 

Aroha 

~being offered 'real' care can be confronting 

~I felt like I had to be bubbly (socialise) & couldn't grieve 

~I haven't had the follow-up I expected 

~I just wanted to be left alone (no one bothering me) 

~I was offered validation prior to my stay at TR 

~I wish I'd asked to stay for longer (than 5 days) 

~initially I was unaware that many of the staff are volunteers 

~mechanism was dampened by another guest 

~not all staff are volunteers 

~whereas govt.-run respite wouldn't be flexible (risk-focussed instead) 

animals onsite – interactions without any demands 

authenticity 

available yet unobtrusive 

awareness of volunteers & donations – feeling cared for 

awareness of volunteers & donations – inspirational 

being offered care (motivated by unselfishness) 

calm concern (not intrusive concern) 

connecting with other guests 

contrasted against motivations in public & private sectors 

feeling cared for 

feeling that TR staff a willing to make an effort for me 

feeling worthy or valued 

hearing the coordinators story 

I felt like I wasn't bothering anyone 

I felt very welcomed 

I perceived TR staff really cared 

I was inspired by TR staff – pay it forward 

knowing support was there if I needed it 

looking for ways to accept my referral 

more able to connect with 'real' staff (vs. clinicians) 

perceptions of TR staff members' (selfless) motivations 

relationship with support worker 

right fit, rather than meeting criteria 

risk of 'dependence' 

rules not too rigid 

shared evening meal 

staff – approachable, down-to-earth, casual 

staff – nothing was too much trouble (bent over backwards) 

staff being ‘rough & ready’ 

staff just listened – didn't give advice 

talking with staff for as long as needed (inc. not talking) 
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the care had no strings attached (nothing asked for in return; free) 

the care involved some sort of sacrifice by staff 

the care was comprehensive (not just the bare minimum) 

the care was easily accessible (minimal barriers) 

the care was flexible, without an agenda (not forceful) 

the care was intentionally supported by the local community 

the coordinators' children lived on site 

the ‘real’ care they offered made me feel, 'I matter' 

they put the guests ahead of themselves 

time to settle into routine 

TR site is not clinical; personal touch 

TR staff 'got it', due to having shared experiences 

TR staff seemed happy to see me 

unexpected extras 

warm, genuine welcome 

whānau model 

 

Reciprocity 

~guests remaining in their rooms throughout stay 

~I was aware that I could 'chip in', but didn't 

~reciprocity – not prominent (‘one-way street’) 

~removal of jobs & duties while at TR is helpful 

giving back to TR – I volunteer there (after ‘discharge’) 

I helped cook some of the meals 

I intend to 'pay it forward' at some point 

people volunteering – gratitude 

people volunteering – helps me get better 

staff are receiving by giving 

visible donations from the community 

 

OUTCOMES 

Reduced emotional distress 

~as soon as I left, it's 'back to reality' 

~I felt great at TR, but my mood deteriorated after returning home 

~ongoing mistreatment from family (contributes to deterioration) 

after TR, I became less emotional  

after TR, the grief became more bearable 

I was content back at home – no longer stressed 

now (after TR) I feel calmer, less angry 

processing grief (ongoing) 

without TR I'd still be distressed & unable to work 

 

Reduced suicidal ideation 

~I still have fleeting thoughts of suicide 

reduced suicidal thoughts 

no suicidal thoughts, self-harm, or suicide attempts 

without TR I would have taken my life 
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Appendix M: Initial codes from inductive analysis 

~Initial distress chain (initial stressor, distress, sleep, impaired clarity, suicidality) 

i.a.) C - initial stressor (situational) 

anxiety re. work or finances 

assault 

loss (bereavement) 

loss (relationship breakup) 

natural disaster 

physical illness 

i.b.) C - initial stressor (developmental?) 

'empty nest syndrome' 

leaving home - going to university 

i.c.) C - initial stressor (existential) 

loss of faith 

sense of purposelessness  

sense of unfulfillment 

lacking sense of worth 

(unfulfilled) desire to feel valued by others 

feeling undeserving of TR 

TR staff seemed happy to see me 

TR staff treated me like I was somebody (I matter) 

ii.) C – distress 

~not distressed (used TR post-rehab) 

~too distressed to engage (initially) 

spectrum - 'chaotic' to long-term low mood 

iii.) C - disturbed sleep 

iv.) C - impaired clarity of thought 

functional impairment (work, study, relationships) 

impaired problem-solving 

loss of perspective 

ruminating  

self-neglect 

unable to constructively self-reflect (‘pushing it away’) 

v.) C - suicidal thoughts 

fleeting suicidal thoughts 

nil suicidal thoughts 

prominent suicidal thoughts 

suicidal thoughts with actions 

~Secondary distress chain (distress & impaired clarity, leading to secondary stressors) 

i.) C - secondary stressor (additional agitation) 

agitated by demands from other people 

agitated by home environment (reminders of loss) 

agitated by noise & people in public places 

agitated by social media drama 

confrontational behaviour & conflict with others 

ii.) C - secondary stressor (maladaptive behaviours) 

becoming isolative, withdrawn 
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excessive use of social media, internet 

heavy substance use (alcohol, illicit drugs) 

self-harm 

using excessive work as a distraction from distress 

iii.) C - secondary stressor (need for acknowledgement) 

family members didn't take my situation seriously 

health professionals didn't take my situation seriously 

no follow-up from health services (no acknowledgement of my situation) 

iv.) C - secondary stressor (desire for 'real' care) 

~I was offered 'real' care prior to TR 

~understating care from others 

forceful care from people around me 

I'm a giver - I put others first 

inadequate care from those around me 

those around me are self-centred (inc. constantly taking from me) 

those around me do not value me 

those around me mistreat me 

various brief counsellors in the past (limited support, revolving door) 

v.) C - secondary stressor (perceived lack of allies) 

family members not talking to me 

loss of friends, or social isolation 

no allies around me 

only able to have narrow conversations with friends 

those around me weren't aware of my situation 

1.) Time-out (removal from additional agitation) 

~at times it was so boring 

~I remained in constant phone contact with a friend 

~I wasn't able to relax (inc. socialising with others was energy sapping) 

~I wish I had place to myself (wanting more of a time out) 

~importance of 'time out' 

~time out can be confronting 

~TR as the eye of the storm (once guests leave, they're back into chaos) 

being around the animals was soothing 

'being' rather than 'doing' 

doing art was soothing 

garden (Retreat landscape) was soothing 

natural surroundings were soothing 

quiet spaces to sit & be alone 

time out different from a holiday 

-Reaction - feeling safe 

removal from home environment (a change of setting) 

removal from people around me 

removal of constant activity (able to just 'do nothing') 

removal of regular jobs & duties 

removal of reminders of loss 

removal of Wi-Fi (& social media) 

transition or consolidation period (additional time out elsewhere) 

wandering around the site, or going for walks 
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2.) Disrupting maladaptive behaviours 

~I became very active at the Retreat (to suppress my distress) 

I got rid of my mobile phone (no access to social media & computer games) 

I've cut down or stopped substance use since staying at the Retreat 

staying at TR removed my access to alcohol (or other drugs) 

they stored my medication (removed risk of OD) 

3.) Acknowledgement of situation & distress 

~I was offered validation prior to my stay at TR 

TR staff 'got it' (understood & empathised) 

TR staff 'got it', due to having shared experiences 

I knew they had shared experiences because they openly shared their stories 

TR staff took my situation & distress seriously 

validation from TR gave me hope 

4.) Being offered 'real' care 

~being a charity didn’t influence my perspective 

~care was not immediate (limitations of residential facility) 

~confusion re. practical arrangements 

~coordinator pushed the 'no drugs' message repeatedly 

~govt.-run respite wouldn't be flexible (instead, they're risk-focussed) 

~I haven't had the follow-up I expected 

~I wish I'd asked to stay for longer (than 5 days) 

~initially excluded (primary issue AOD) 

~initially I was unaware that many of the staff are volunteers 

~mechanism dampened by another guest 

~not all staff are volunteers 

~slow response (initial stages) 

-Reaction - admiration for staff 

-Reaction - gratitude towards TR & wider community 

-Reaction - I was inspired by TR staff 

-Reaction - the 'real' care they offered made me feel, 'I matter' 

additional stays 

allowed to be myself (having fun) 

available but unobtrusive 

being NGO important for flexibility 

calm concern (not intrusive concern) 

follow-up care 

gentle, everyday conversations (inc. 'serious, but not serious') 

importance of being NGO (re. motives) 

journaling 

less risk averse 

looking to accept my referral (rather than looking for reasons to decline) 

maintained contact prior to stay 

making arrival at the Retreat easy 

nice guest facilities despite limited resources 

perceived motivations in public & private sectors 

perceptions of TR staff members' (unselfish, genuine) motivations 

personalised care 

quick referral process 

'right fit' rather than 'meeting criteria' 
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rules not too rigid 

selection of activities 

staff were just a listening ear (not giving advice) 

staff were non-judgmental 

suggestions, not instructions 

talking with support worker for as long as I needed (inc. not talking) 

the animals onsite - interactions without any demands 

the care had no strings attached 

the care involved some sort of sacrifice (by staff) 

the care was comprehensive (not just the bare minimum) 

the care was easily accessible (minimal barriers) 

the care was flexible, without an agenda (not forceful) 

the care was intentionally supported by the local community 

they put the guests ahead of themselves (resources) 

time to settle in 

unexpected extras (bending over backwards) 

varied activity schedule, appts (inc. option of not doing activities) 

volunteer staff 

5.) Perception of allies 

~I declined (didn't need) input from support worker 

~I felt like I had to be bubbly (socialise) & therefore couldn't grieve 

~I just wanted to be left alone (no one bothering me) 

~I was in constant phone contact with a friend (didn't engage with staff or other guests) 

~I was surprised that students worked there 

~I was initially too agitated to engage with TR staff 

~policy re. not sharing background info with other guests (mixed opinions) 

a healing community (staff benefit too) 

connection with guests & staff was enhanced by shared experiences 

connection with other guests 

connection with staff was enhanced by their non-professional status 

connection with support worker (‘rough & ready’) 

I can't relate to clinicians who don't have that shared experience 

I was initially apprehensive about TR - diffused by a warm welcome 

sad to leave 

staff focussed on relating to me, not analysing me 

there was a 'family feeling' at the Retreat 

6.) Attending to secondary stressors (cascading Outcomes - distress, thought, sleep, SI) 

i.) reduced distress 

~improved mood didn't last very long 

~mistreatment from family upon returning home   

~sudden transformation 

catharsis 

I was no longer stressed 

I was very comforted at being offered 'real' care 

processing grief 

sense of hope 

ii.) improved sleep 

~poor sleep at TR 
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iii.) clarity of thought 

~clarity might be impaired if guests stayed at TR too long 

a fresh (wider) perspective of my situation 

aided by keeping a journal 

awareness of support network (inc. opening up to others) 

constructive self-reflection 

counselling (post-stay) 

finding time out spaces outside of TR 

fresh perspective due to hearing other people's stories of strife 

I became more accepting of my situation 

improved problem-solving 

increased (external) mindfulness of nature (inc. contemplativeness) 

increased (internal) mindfulness of emotions & thoughts 

increased objectivity 

latent solutions or coping skills emerged 

making plans supportive of my MH (inc. lifestyle & living situation) 

prioritising self-care 

reduced rumination 

iv.) reduced suicidality 

~I still have fleeting thoughts of suicide 

the thoughts are less prominent 

those thoughts haven't come back 

TR saved my life 

v.) no more functional impairment  

7.) Attending to initial stressors 

coming to terms with the loss 

dropping the expectation that others be caring 

exploring my spirituality (re. loss of faith) 

gaining some sense of purpose – volunteering 

greater sense of fulfilment – new job 

I was motivated to improve my situation 

importance of attending to initial stressors 

past events emerging 

urge to give back to the Retreat (or 'pay it forward') 

8.) Not attending to initial stressors 

~ DNA follow-up appointments 

~I find it difficult to initiate contact (for follow-up) 

fixing core issues is a life-long task – staying at TR is just 'opening a door' 

it only works for people who want to help themselves 

just knowing that I could go back there again is reassuring 

the role of follow-up care in continuing to attend to stressors 

the TR referral not initiated by me (motivation for change) 

the TR stay was just a break (not a catalyst for further change) 
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Appendix N: Initial ‘if/then’ statements 

 
 
 

if a respite site is in a rural setting / natural surroundings, then guests find this calming (fewer agitations)

if a guest shares experiences with another guest, then this enhances the sense of having allies

if a health professional fails to validate a person's distress, then this compounds their distress (lack of acknowledgement)

if a respite provides 'quiet', then this helps guests become more self-reflective

if a respite provides space (staff available but unobtrusive), then guests are able to constructively self-reflect

if a respite removes distractions such as Wi-Fi, then guests sleep will improve (sleep earlier)

if guests feel that they are the focus of staff's concern, then this produces a sense of value ("I matter")

if many of a guest's stressors are attended to, then they will be more able to reflect on their thoughts and feelings

if staff are direct & informal ("rough & ready"), then guests interpret this as genuine care

if staff express a warm welcome upon arrival, then guests feel less apprehensive

if there is common ground with staff, then guests perceive them as 'getting it' (vs. experts who "read it in a book")

if a guest views their support worker as 'non-professional', then the guest feels they are allies (not 'experts')

if a respite provides follow-up contact (comprehensive), then guests feel a greater sense of being cared for

if guests are aware of the support of volunteer staff, then they feel "others value me"

if guests become aware of other guests' experiences of distress, then they feel less isolated

if staff initiate everyday conversations, then guests will feel more at ease (no agenda / not forced care)

if staff make support available but unobtrusive, then guests feel care is non-forceful

if a guest wants to resolve issues (rather than just take a break), then they are more likely to constructively self-reflect

if a guest has long-standing / non-situational stressors, then they are more likely to deteriorate post-stay

if a guest hears a personal story of strife from staff, then they may gain new perspective about their own situation

if a guest is aware of the availability of ongoing support, then they will feel safe

if a guest was engaging in maladaptive coping behaviours during crisis, then staying at TR interrupts these behaviours

if a guest is removed from a agitating home environment, then their distress will reduce

if a guest interprets the motives of staff as being selfless, then this enhances their sense of being cared for

if a guest perceives help is available to them (regardless of taking this up), then they feel "I matter"

if a guest volunteers to help the respite, then this provides the guest with self-esteem

if a guest was abusing drugs/alcohol to manage distress, then they may reflect on this drug use when thinking 'clears'

if a guest's family have cut off contact, then this compounds their distress (feeling unvalued)

if a person in distress is provided respite facilities but feels staff don't genuinely care, then respite will be of limited value

if a respite allows family groups, then family members can process shared grief together

if a respite does not have lots of activity nearby (traffic, etc.), then guests feel less agitated

if a respite is family-run, then guests have a feeling of being welcomed into that family (community/allies)

if a respite offers flexible support options to choose from, guests feel that it doesn't 'have an agenda' (non-forceful care)

if a respite provides service at no cost, then guests feel "others value me"

if a respite site contains or is near farm animals, then guests find this calming ("no demands, no drama")

if a respite site has many spaces for guests to sit alone, then guests feel unconstrained (flexibility)

if a respite site is 'rustic' (personal touches, not clinical), then guests feel more 'at home'

if guests perceive community donations, then they feel that the community cares about their wellbeing

if guests share meals & activities with other guests & staff, then this creates a sense of fellowship/allies

if many of a guest's stressors are attended to, then they will be more able to mindfully observe nature

if respite staff communicate their own experiences of distress, then guests perceive them as allies

if staff are proactive with referral, then guests feel that their distress is being taken seriously (acknowledgement)

if staff give guests space & time to settle in, then guests feel less apprehensive

if staff listen (rather than giving advice), then guests come up with their own solutions

if a guest frequently calls friends during respite stay, then they will feel less sense of being allied with staff & other guests

if a guest's distress reduces and thinking 'clears', then suicidal ideation reduces

if a guest's distress reduces, then their sleep improves

if a guest's distress reduces, then their thinking becomes clearer

if a guest's thinking 'clears', then they are able to do tasks again (functioning)

if a guest's thinking 'clears', then they may begin to view situational stressors differently

if a person is in a state of acute distress, then the distress itself generates additional stressors

if a guest's stressors are attended to, then their distress will reduce

if the initial stressors are situational, then the reduction of distress is more lasting
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