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1
Overview:  Maytree and suicide prevention

Maytree is a highly innovative project, which has now been open for over three years, in which suicidal people can enter, for a brief period of time – a stay of up to 4 nights – in order to provide respite. The model that has been developed is distinctive, based on a clearly articulated and evolving therapeutic model of befriending, trust, limits and risk management, . The overall approach is to offer trust and through this a climate and emotional context for relating, talking and being. Thus a non-intrusive approach to care for the guests exists alongside a positive and active effort to provide opportunities for guests to talk about their life circumstances and their emotional responses to these to the people that work in Maytree. 

Maytree is committed to a non-medical approach. This means that the aim is to avoid and counteract the stigma and labelling of the medical model, and also to promote equality: “Maytree is committed to creating a non-medical environment of mutual trust, where the equality of each person as a human being is respected” (Maytree Policy and Guidelines, 2005) 

Maytree was formed by Paddy Bazeley and Michael Knight with the aim of providing a place that offered the opportunity for people in suicidal crises to have a short, but intensive period of respite. Paddy Bazeley is the Director of Maytree and guests and volunteers are required to accept, unconditionally, her authority. Anja Murphy is deputy director and Michael Knight, is Chair of the Board of trustees and co-director. 

The physical setting is important to the overall aims of Maytree. It is a terraced house in North London, adapted to provide living space for guests, and provide a calm atmosphere conducive to respite and recovery. Communal living space provides opportunities for talking and interacting, sharing meals and time together, both within the house and in the very delightful garden, and space for administration and organisation. Most visitors to Maytree, including ourselves, have been struck by the powerful sense of calm. One referrer described the effect of looking at the large kitchen table, and the view on to the garden as beautiful in its calm and added “I don’t want to seem flowery, but it is serene” 

Maytree has developed a distinctive approach to suicidal prevention. The model developed is based on each guest being offered a four day stay in the house. In this stay, guests are encouraged to relax and also to talk about themselves. Talking and being listened to empathically is the first principal of the Maytree model:

“We believe strongly at Maytree that listening, exploring and understanding a person’s suicidal thoughts and feelings are the first steps to helping someone come through a suicidal crisis”. (Maytree website)

A key benefit from this is the belief that the stigma about suicide is reduced:

We believe that talking openly about suicide takes away the stigma and opens up opportunities for positive change. (Maytree website)

Bringing about positive change is based on thinking that a suicidal crisis is volatile:

When in a crisis and feeling suicidal a person’s mood can change quickly – through understanding, respect and mutual trust, we believe that that change can be positive. 

Understanding, respect and mutual trust underpin the interventions in Maytree, so that the stay of 4 days is both brief and transformative: 

Four nights is not long but can make the difference between wanting to die and wanting to live

Maytree opened in 2002. It has offered 4-night stays to some 160 + guests since then. How the model impacts on guests has considerable implications for Maytree and, in a more general sense, suicide prevention in the UK. Its work has been widely noted and it has come to the attention of governmental bodies looking to find best practice in suicide prevention. For example, the LB Camden scrutiny panel on suicide visited Maytree in 2004 and was very impressed.  One outcome of this panel’s visit to Maytree was the wish to copy the Maytree model and develop ‘Crisis Centres’. However, Maytree itself felt that, as there had been no external evaluation of its work, this was needed in order that its qualities and effects could be understood and evidenced. We feel that the scrutiny panel, though recognising the positive impact of Maytree has failed to take into account the subtleties of Maytree: it is not simply a ‘crisis centre’ that can be replicated without understanding how its parts make a whole. We will attend closely to identifying and describing the parts of Maytree in this report.

Suicide Prevention

Maytree came into existence at a time when suicide prevention has become a central –even pivotal- part of government policy for mental health. Following a global trend for rising suicide rates in the 1980’s and 1990’s, governments world wide began to address ways in which the suicide rates could be reduced. In the UK Standard 7 of the National Service Framework for Mental Health introduced the target of reducing the suicide rate by 20% by 2010 from a base rate of 9.2 suicides per 100000 in 1995-7.  This target led to the formation of the National Suicide Prevention Strategy for England, which, under the auspices of the National Institute for Mental health in England (NIMHE), proposed locally coordinated activities based on identification of high risk groups, promoting mental health and reducing access to means. NIMHE has sponsored some innovative projects that aim to reach out to hard to reach groups, especially young men (16- 35) and promote mental health as preventing suicide. Identification of key risk factors for suicide and measures to address these were also key to this approach. Research sponsored by the Department of Health undertaken by Keith Hawton at the University of Oxford Centre for Suicide Research (Hawton et al 2003
) has been influential, along with other studies, in showing that self harm is one of the most important risk factors for suicide. People who deliberately self harm are more vulnerable to suicide, especially in the period of 18 months after the episode of self harm. 

Suicide rates world wide and in the UK began to decline in 2000-2002.  The rate of decline has slowed since then but continues to decline. Suicide prevention initiatives are being measured against these declining rates and conclusions about their effectiveness cannot be confidently stated (though often they are) without taking into account these larger trends. Maytree has come into operation during a period when suicide rates have dropped in London, the UK and worldwide. The causes of this decline are complex and not necessarily due to any particular kind of intervention. The overall statistics for suicide rates concern only completed suicides, which consist of a very small number of people relative to those who feel suicidal, self-harm and attempt suicide. Suicidal and self harming behaviour has probably not declined. Indeed there is evidence that the demands on services following self-harm and suicide attempts remain high. Hospital attendances after self=harm are in the region of 150,000-170,000 in England and Wales and hospital admissions following self harm were 68,716 in 2001 (NICE 2004). Self –harm is a major risk factor for suicide and work with those who have harmed themselves and/or made suicide attempts or had seriously suicidal thoughts, ideas and plans is critically important to all suicide prevention.

Alongside the new initiatives for suicide prevention, perhaps best characterised by the assertive out-reach programmes that aim to make contact with groups that are hard to reach, especially young men, longer standing organisations, such as the Samaritans, have developed well defined and tested methods for working with the suicidal. The Samaritans has reviewed, and reorganized its approach, methods and range in recent years. Maytree has been developed from within the Samaritan tradition and offers a different alternative for suicidal people, a distinctive offer of 4 nights respite.

Maytree must be evaluated in the context of current policy about suicide prevention, as offering something different within the overall strategy and also as maintaining and extending a particular tradition, based on the work of the Samaritans. It is aiming to contribute to a central social policy task, preventing suicide

2
 Aims and objectives of the evaluation  

This report evaluates the work of Maytree in its first three years of operation (2002- 2005). The main purpose of the evaluation is to assess the Maytree model, identified as providing respite, opportunities for change towards a wish to live rather than a wish to die, and reducing stigma. The primary question for the evaluation is whether Maytree achieves this aim and whether guests do experience benefit from their experience of their stay in Maytree. 

As suicide prevention in UK is a social policy priority, and where innovative initiatives are needed and welcomed, it is also important to assess what Maytree contributes to the overall task of suicide prevention, what are its strong points, and what might be replicable. This evaluation is likely therefore to be of interest not only to Maytree and its stakeholders but also to the wider constituency of policy makers involved in generating and delivering suicide prevention strategy. What place, therefore does Maytree have in a coordinated network of suicide prevention strategy, what are the main strengths of the model, how does it work and why? What are the lessons to be learned from Maytree and how should they be incorporated in suicide prevention strategy in the UK?

2.1 The evaluation methodology

To achieve the above objectives we have designed an evaluative study that has been carefully assessed as taking place over a 7 month period, from the beginning of September 2005 to end of April 2006.

The aim of the evaluation is to provide a methodology that closely fits with the particular and distinctive features of the Maytree model – intensive, short term respite for suicidal people – and which is relevant to wider understanding of the needs of suicidal people. It is known, for example, that the causes of suicide are complex (NICE 2004
) and that suicide crosses most social distinctions of class, age, ethnicity and gender. Though there are some well identified patterns for suicidal behaviour– males commit suicide more often but attempt less – and some high risk factors – previous attempt, presence of mental ill health (especially depression), the suicidal behaviour of each individual does not follow a predictable course. The evaluation therefore aimed to take into account the diverse experiences of the population who have been to Maytree and to provide a method in which these experiences can be identified and assessed.

The Maytree model is designed to offer a rapid response for people in acute suicidal states, and the brief and intense intervention is most likely to provide immediate, short term relief. However, it is possible that within the model there are features that may provide more long term benefit to individuals who have histories of suicidal behaviour. We see this possibility operating through the Maytree model, in that, the aim is to generate a benign space, where the offer of trust and some ‘ordinary’ relating and activities take place (including talking with others, resting, eating, sleeping, reflecting).

We designed the evaluation to see if it can be evidenced that, for some residents at least, a process of longer term change may be set in motion. We assessed that investigating this possibility will provide the most powerful way of examining and evaluating the Maytree model. Rather than limiting ourselves to accounting for short term benefits, we aim to assess change through follow up after 3 months. 

In order to evaluate the model, therefore, we aimed to assess both long term and short term change and benefit for the suicidal people who are guests in Maytree. We aimed to evaluate whether some people benefited more than others, and whether more benefit is obtained from longer stay (within the 4 day maximum of the model). We aimed to assess what aspects of the Maytree experience appear to be most influential and also explored whether the model works better for some people than others.

2.2 Overview of methods
To achieve these objectives, the evaluation assessed and analysed the written records, the views of staff, guests, past and present, and referrers.  Additionally, as well as this essentially retrospective study we conducted a prospective evaluation, involving follow up in order to generate evidence that would enable us to assess longer term benefits should these exist.

We used a combination of methods, including quantitative and qualitative survey and audit of the written information. However, we also developed an in depth qualitative evaluative study. In this we drew on the strengths of the Tavistock tradition and the extensive experience of the research team. Through in depth individual in-depth interviews, focus groups and observation we aimed to show how the process of being a guest at Maytree related to the outcome, both in terms of the stay at Maytree, and afterwards. 

Therefore the best way to describe the evaluation in more detail is to discuss process and outcome.    

2.3 Process evaluation

The aim of process evaluation was to address two questions: 

· who does the service reach? 

· and how does it impact on guests?

 It was important, firstly, to establish as a baseline, which provides a profile of the characteristics of the people who use Maytree. A range of service records are available and all of these were collated and analysed to assess 

· The characteristics of the guests, including profiles of age, gender, ethnicity and class.

· Their histories, including difficult experiences in their backgrounds, their suicidal histories.

· Enquiries and the way these indicate quality of access to the service.

· Length of stay 

Additionally, this written information was supplemented by individual and focus group interviews with staff, volunteers and current and past guests. The focus groups concentrated on 

· ascertaining what it is like to be in Maytree from the perspectives of the different roles of guest, volunteer, staff member, and 

· evaluating what are felt to be the most important aspects of the Maytree experience. 

In establishing these groups we took into account the age range of guests and that different needs and experiences may be expressed by different age groups. 

 We established a member of the evaluative team as a participant observer, who provided an invaluable source of information about the experience of being at Maytree and the guests who are there at the time. This enabled us to 

· develop a picture of a detailed account of the experience of being in Maytree  

· triangulate the written and interview sources,  

· identify new questions for study. 

The participant observer visited at least once weekly, at different times of the day and on different days, for a period of a few hours over a three month period. From the combination of written sources, interviews and observation we developed an in-depth assessment of how Maytree works, what are the most important components of the model and where, if at all, improvements or adjustments might be considered.

2.4 Outcome evaluation

A baseline for evaluating the implementation of the model and its effectiveness was formed through collating and analysing all written sources, including

· Written records of outcomes, goodbye letters, clients letters

· Referrers’ comments and observations including their evaluation of the impact of Maytree for the people they have referred.

· Past guests’ retrospective reflections and comments, including their levels of satisfaction and experience of the role Maytree played in helping them change. 

· Views of professionals in the field who  commented on their awareness of Maytree’s role and their views of its relevance and importance

We aimed also to address in this evaluation the question of how Maytree brings about change, and the kinds of change that occur. This assessment needed to include changes in states of mind and attitude, especially towards suicide. Therefore, in order to generate some very strong evaluative data, we conducted a prospective study of outcome in which we measured and assessed the changes that took place for guests during the stay and after leaving. Thus we aimed to study a sample of guests prospectively over a three month period, and to conduct a follow up interview between 3 and 6 months after leaving. We 

· asked guests and staff to complete brief questionnaires on arrival and when they leave.  

· through participant observation and informal discussion with the guests and staff developed detailed profiles of the guests during their stay and the ways they use the stay

· obtained permission to follow up and meet the guests again 3-6 months later, to conduct a semi-structured interview and to ask them to complete a questionnaire

3
 Data Collected

The evaluation collected a wide range of data to satisfy the aims and objectives described above.  These data sources were:-

1. The data base for Maytree, including primarily data on the experiences of all guests during the first three years of Maytree’s operation was analysed quantitatively, providing a quantitative profile of guests. 

2. Reading guest files. 30 out of 160 guest files were read by a member of the research team and then discussed in detail by the research team. This panel discussion led to the formulation of hypotheses and questions. These were checked and analysed through comparison with other sources of data and further reading of guest files.

3. The characteristics of the guest files read in detail were compared with that for the guest population of Maytree as a whole.  

4. Reading potential guest files. 15 out of 100 potential guests files who contacted but did not stay were read and analysed in the same way as guest files. 

5. A series of in depth individual and focus groups were conducted with Maytree staff, volunteers, supervisors, referrers. These were recorded and transcribed and analysed by the team of evaluators. 

6. Participant observation. A member of the research team regularly visited Maytree, spent time there and recorded experiences. These participant observation sessions were written up in detail and discussed in the research team.

7. A self report questionnaire – the Clinical Outcomes in Routine Evaluation (CORE) - was administered to all guests in Maytree during the period of evaluation. 41 guests completed the CORE soon after the time of entering Maytree and shortly before leaving. These reports were analysed quantitatively and scores between the two sets of data were compared using statistical techniques.

8. All guests during the period of the evaluation were invited to take part in a follow up interview, at least 3 months after their stay in Maytree. This interview included a qualitative and quantitative element. The quantitative element was that the CORE was repeated.

9. The evaluative team set up a series of regular meetings with the Co- directors. These meetings were used to discuss issues arising during the evaluation, sharing data and issues arising from it, and reviewing and reevaluating issues raised in this way. These meetings became central to the evaluative process as a whole, and issues and discussion from these meetings further developed and refined the evaluative team’s methods and activities. 
4
The Maytree model

4.1.
Maytree staffing

Maytree is ‘staffed’ by the Director, Paddy Bazeley, the deputy Director, Anja Murphy, and the Chair of Trustees, Michael  Knight, who is also a Director. Paddy and Michael are the founders of Maytree. Alongside them a team of approximately 40 active volunteers undertake at least one  3.5 hour shifts each week. Approximately one third of all active volunteers do an overnight stay. There are always two people staying overnight when guests are present, including one of the Directors or an experienced volunteer. The combination of the intensive involvement of the Co directors and volunteers creates a two tiered system, in which the Directors have responsibility for assessing potential guests, working intensively with them during their stay through individual sessions and managing the volunteer input. Volunteers undertake initial training and through this they are encouraged to engage and relate to guests, to emphasise empathic relating and positive encouragement. The operation of this system is more complex and sophisticated than it appears. Firstly, there is huge dedication to Maytree. The Directors are passionately involved with the project and take a most comprehensive responsibility for its operation. All three Directors become deeply involved with the guests from their first contact with them and maintain this level of involvement throughout the 4 days of the guests’ stay. They conduct extensive and intensive meetings with the guests on a 1-1 basis throughout the stay. One of them is always available through telephone contact 24 hours a day, able to arrive at Maytree within 30 minutes.  Thus continuous cover is provided. Guests’ experiences and reactions to their stay are discussed by the 3 directors informally, often and intensively.  Worries about risks are particularly discussed regularly, informally and in detail. 

The merits of the Maytree model, founded on this deep commitment are furthered by the skills, extensive experiences and uncommon sensitivities of the Directors. Especially, Paddy Bazeley is central to the whole operation of Maytree. Her intuitive and profound capacities to assess guests and to make contact with these suicidal people pervades Maytree and generates the sense of this being a remarkable setting. On numerous occasions and emanating from all our data sources, the evaluative team has been continually impressed not only with the extent of the commitment to each guest but also with the depth of emotional understanding of the guests’ needs and difficulties. This generates throughout Maytree a well defined mission and application of the values to guests and volunteers. For many, including guests, volunteers and the Directors themselves there is the experience of being in a unique setting and experience.  

4.2          Values underpinning the model
To a great extent, leadership in Maytree derives from the personal qualities of the Directors. These are underpinned by deeply held values derived from extensive experience. The predominant values are those of the Samaritans. 

Paddy Bazeley has 30 years of experience as a Samaritan and Michael Knight is also a Samaritan. The Samaritan values that influence Maytree include the commitment to talking and understanding as key to making emotional contact with suicidal people, the emphasis placed on a non-judgmental approach to suicide and the establishment of a boundary, through the value of confidentiality, of separating the commitment to work with the suicidal to generate positive change from the self determination of the individual to make decisions including whether to live or to die. 

In order to establish Maytree from its Samaritan roots for the purpose of working with guests over the short, but intensive 4 nights stay, the principles of the Samaritan method have been adopted and adapted.  The Maytree model is based on three key principles- befriending, limits and risk management. These three principles are clearly articulated in Maytree’s Policy and Guidelines document. 

Befriending: The concept of befriending is at the heart of the Samaritan movement and is thus in Maytree. “The old Samaritan notion of naming and not putting up any barrier about what can be spoken of. No limits to this- naming of people’s worst fears.”(evaluation interview with a Director). In the Maytree Policy and Guidelines it is described as a ‘profound process, a relationship which can facilitate changes in thoughts, feelings (emotional and physical), intentions and actions’ (page 5). Through helping a suicidal person feel understood, befriending is a ‘normalising’ process, providing something that is often taken for granted but missing for suicidal people. Befriending stems from giving total attention to another person, ‘assimilating moods and feelings, often conveyed in the detail of physical expression, attuning to thoughts and emotions, often hidden, complex and confused… of helping with its communication by jointly seeking to give it words and meaning” (page 5). 

Befriending is thus a technical term, used in order to distinguish the activity from professional treatment and advice giving, and from counselling or psychotherapy but deriving a great deal from these disciplines. It does have a considerable congruence with the psychoanalytic ideas of containment (Bion 1962) and ‘holding’ (Winnicott 1960). Maytree explicitly differentiates befriending from interpretive psychotherapy, since they believe that “probing or interpreting can be a source of adding to distress and do harm”. Befriending implies a fiduciary relationship, in which ‘staff’ – directors and volunteers- believe that “the offer of trust invites the reciprocation of trust” and conversely mistrust breeds mistrust (page 3). 

In Maytree befriending is undertaken through spending time one-to one with guests. There is no limit to the amount of time thus spent, except those provided by the length of the volunteer’s shift. In the course of their stay over four nights, guests will make a number of befriending relationships with volunteers and they will also develop deep befriending relationships with one or more of the directors. Befriending is thus a method, a technical term and a philosophy. From its roots in the Samaritans, it is applied to Maytree’s 4 day residential model through the deployment of ‘staff’, the integration of aspects of the Cognitive Analytic Therapy model (CAT), and the articulation of limits and risk management.

Limits and boundaries. The key boundary condition is the limit of the 4 day stay, and the once-only availability of this. Having clearly articulated limits is essential to provide a structure through which the befriending process can take place. Boundaries are described in terms of the volunteer’s approach which should be guided by empathetic listening and trust rather than probing or giving advice. Maintaining time commitments, writing up notes of befriending sessions and observing confidentiality – which is ‘sacrosanct’ – are other specified boundary conditions. These aim to provide continuity for guests and also to maintain Maytree as a sanctuary. 

Risk management. Maytree recognises that in accepting guests for a four-night stay they are providing a non-medical residential service, akin perhaps to a therapeutic community, and that the vulnerable nature of the guests can pose risks. Maytree has a clearly articulated policy on risks. This includes

· assessment of suitability and the statement of some criteria of unsuitability, namely those with a history of violence against others, being in a severely disturbed state of mind which reduces the capacity to be responsible for actions, and severe drug and alcohol dependency. 

· Assessment of the capacity of the guest to ‘retain responsibility for self and others

· Some house rules, including no violence and no alcohol and drug taking.

The Policy and Guidelines covers plans for action in a crisis, including insisting the guest leaves the house, calling an ambulance and the police. The preferred response to risk of violence to self and others is to attempt to restore trust (“We believe that the seemingly high risk option of sticking with trust often, in the end, carries lesser risks” –P and G page 4), and limiting wherever possible and to the greatest extent breaching confidentiality. However, it is recognised that when judged necessary Maytree will put into practice the policy for risk management, and that the Directors thus establish the right to act in this way. 


In practice, there are inevitably tensions between the three elements of befriending, limit setting and risk management and these will be explored below. The values and policies of Maytree do limit responsibilities for the guests – and need the exclusion criteria applied to assessments to ensure these are workable. Maytree does not make the mistake, therefore, of believing it has no limits; unlike, for example, some statutory services where the boundaries of responsibility of staff and patient are less clear and can lead to omnipotent organisations (Bell 2000
). The Samaritan value that that everyone has the right to make fundamental decisions about their own life, including the decision to die by suicide has the positive impact of promoting a distinction between the responsibilities of the befriender and those of the befriended. 

The Maytree model is thus founded on and adapts the Samaritan method. It is adapted through the changed context – 4 days residential stay instead of a single telephone contact (though it is worth noting that the Samaritans also run face to face, ‘drop-in services and day centres). The pros and cons of this approach are discussed in more detail below. Here the main point is that a clear framework, different from that operated in statutory services such as NHS, has a powerful guiding influence on Maytree, and, secondly, that the application of this model is greater than the sum of its parts; the whole organisation is imbued with the deeply humanitarian values of its leader, and the application of these values through expertise. The organisation is charismatic, based on the authority of the leader’s experiences and capacity to make sense of and engage with suicidal crises. This makes the organisation dependent on Paddy Bazeley and beholden to her overall influence on the work. In terms of evaluating the model it is important to differentiate the practices that can be replicated and those that depend on the individual characteristics of the leaders. Charismatic organisations depend completely on their leaders, and can be in disarray in their absence (Obholzer 1994 page 43
).  Probably most new organisations are charismatic to an extent, since they depend completely on the energy and imagination of the founders. In Maytree, the Directors are deeply engaged in the process of reflection and learning from experience and this leads to clearer definition and differentiation of the task and model, and an evolving conceptualisation of the therapeutic model that is emerging from the Samaritan roots. This process has the effect of developing practices that may lead to replication and succession.  

The Maytree model is in process of change and development. One of Maytree’s consultants told us that the process of development includes articulation and clarification, and on going process in response to experiences within Maytree and the external contexts. Thus the original aim of Maytree- respite – has to some extent developed towards including a second aim, that of an opportunity fore psychological change for the guests within an emerging therapeutic model. This is explicit in the way that Maytree’s Policy and Guidelines discusses the concept of befriending and is now inclusive of the psychotherapy experiences of its staff. Michael Knight’s training in CAT is one element that has been brought to bear on thinking about the developing model and its application. 

4.3 Maytree’s practices. Our understanding of Maytree’s practices has been gained from written sources (Maytree promotional material and Policies and Guidelines document), interviews and discussions with people working in Maytree (the directors, volunteers) and reading guest files. The Maytree model is informed by the underpinning values of the organisation. In simple terms, guests who are in an acute suicidal state are invited to stay in Maytree for up to 4 nights. This is a once only opportunity and this is made clear to all guests, that they will not be able to extend their stay nor will they be able to return in the future. This boundary is maintained rigorously and clearly. 

During their stay, guests are encouraged to talk about themselves, but they are also encouraged to spend time quietly, informally in the house. There is a great emphasis placed on talking, which stems from the Samaritan beliefs in (a) The importance of having the opportunity to explore difficult feelings and (b) That being listened to, in confidence and accepted without prejudice, can alleviate despair and suicidal feelings (Samaritans website www.samaritans.org ). These beliefs are central to Maytree:

“We believe strongly at Maytree that listening, exploring and understanding a person’s suicidal thoughts and feelings are the first steps to helping someone come through a suicidal crisis.  We believe that talking openly about suicide takes away the stigma and opens up opportunities for positive change.” (Maytree website: www.maytree.org.uk ). Thus during the stay the aim is to offer befriending, a crucial concept in Maytree, which conveys empathic listening and understanding, availability and the offer of an ordinary (and non professional) relationship. 

In practice, befriending extends to include some deep and intense one-to-one sessions between guests and one of the Co-directors. One of these describes it as ‘deep psychotherapy’ (Evaluation interview). One of the Maytree consultants has said that seen from this perspective Maytree provides a most intense psychotherapeutic assessment over 4 days. At other times, the Co-directors use the term ‘befriending’ to differentiate their work from medical and psychotherapy models – it is imbued with the (Samaritan) value that talking without limits is what counts. This identity is contrasted with the medical model, which is thought to compound the difficulties of suicidal people, by not naming things and by stigmatizing “We don’t have answers to these illnesses (medical diagnoses) so labels don’t help. The medical model is also excluding of the person you are talking about – the patient” (Evaluation interview). Befriending is therefore a technical descriptor and more than a commonly used definition. It is a term through which an identity is formed, not only as a positive definition of activities that flow from the descriptor, but also as a way of denoting what Maytree is not- medical and institutional. 

It is important that the term also includes activities that lead to assessment of suitability for stay and of risks. When we asked Paddy Bazeley how she made such complex and finely tuned assessments, her response was that it is done through befriending. This seems a significant aspect of the Maytree model, that although drawing on traditions other than Samaritans, especially psychotherapy and psychodynamic thinking, it aims to stay separate and distinct from the mainstream, institutionalized, medical, probably NHS methods, values and identity.  

The befriending notion has other implications when applied to the residential nature of Maytree’s work. Guests move in and stay for 4 days. Co-directors and volunteers adopt the empathic, ‘befriending’ stance and the impact on the community is a very noticeably calm, ‘family’ and ‘homely’ environment. The very troubled states of mind of all the guests, the turbulence of their inner and social worlds is confronted with the most peaceful, and relaxed of environments. 

It is important here to describe the physical surroundings. The house is Maytree, and the house provides an external image of the venture.  Maytree, a terraced house in North London, has a well-tended garden which leads off a large dining room. The photographs on Maytree’s website absolutely convey the sense of peacefulness, and simple ordinariness of the setting. Referrers who visited the house said of it “physically lovely, comforting and welcome’ and ‘impressed by location and accommodation, lovely environment’. There is a sense of quietness. The central rooms are the kitchen/dining room – with its large circular table – and an office room. Upstairs guest bedrooms and befriending rooms (with two chairs and a small table) are private spaces. Downstairs, the front meeting room is rarely used by guests. The tranquility of the setting is a result and externalization of the approach, values and identity of Maytree. The social normalisation process in Maytree is perhaps a serendipitous consequence of transplanting the Samaritan model to a short stay residential setting. It leads to ‘sitting round a kitchen table talking openly with no secrets” (evaluation interview with staff member/co director). The sense of calmness is of course of the utmost importance in the context of the task of relieving the inner turbulence and often socially troubled and tormented experiences of suicidal people.  

On the other hand, there are times in the house when the sense of calm is subject to pressures and tensions. The space is quite small – it is a house not an institution – and not many people need to be present for there to be a sense of the house feeling crowded, even claustrophobic. The dynamics of Maytree change with the number of guests. When there are at least 3 guests, and one volunteer for each guest, there can be a sense of overcrowding, of space being shared, and confusion between sharing and potential for invasiveness of intimate discussions taking place between two people. On these occasions Maytree changes from a family to a large family setting, and temporary groups and sub groups can get started. Sometimes guests retire to their rooms. On other occasions, guests form alliances and talk with each other rather than with the volunteers.  It is hard to track the group processes when there is more than one guest staying, since Maytree operates an intensively individual model, and group processes are incidental to the individual befriending approach.

It is crucial that alongside the openness, availability and empathic understanding that it is aimed to offer to guests, the Maytree model has some very clear boundaries. The limit of 4 nights stay is a key boundary condition; the others are, firstly, the initial assessment of potential guests in terms of their suitability for a stay in Maytree and secondly, the application of some clear rules of behaviour during the stay. In particular there is an absolute ban on the use of drugs and alcohol in Maytree.
Assessment of suitability: The criteria for suitability are that potential guests should be in a suicidal crisis and that they will benefit from the stay. The main criteria for this are the capacity and willingness to use the opportunity for talking about themselves and their difficulties. All initial assessments are undertaken by one of the three co-directors, and there is usually discussion between at least two of them about each potential guest and whether to make the offer of a stay in Maytree. The assessments in fact involve some very difficult and complex decisions about suitability and risk. The offer of a 4 night stay within the terms of Maytree’s model is a substantial one, involving a major decision by the potential guest. It can for some potential guests involve making decisions to leave family and partners for this period.  Assessments of suitability include an assessment of risks. Since suicidal risks often do occur alongside and in the context of other mental health problems, the assessments therefore include judgments about the mental health difficulties of guests. 

The process of assessment and making an offer to stay takes a variable amount of time. Some potential guests ask for an immediate admission, others are more tentative. We have read files of guests who came for the interview with a suitcase packed. The Maytree practice in these circumstances is to establish a boundary, through setting a time for the stay to begin. The more tentative group of potential guests require directors and volunteers to keep them in mind, being aware of the potential guest’s thinking and that s/he may call. If there is silence for a time, one of the Directors may decide to call the potential guest to see how the thinking about entering Maytree is progressing. For all admissions there is in fact an essential precondition, that of negotiation across a boundary, 

How the process of assessment of suitability of guests occurs in practice can be illustrated through referring to some examples. 

Ossie, a 50 year old man telephoned Maytree to say he was thinking of asking to come for a stay. One of the Directors, Paddy, took the initial call and arranged a time later that day for a further discussion on the telephone. Ossie lived outside London. In this subsequent phone call that lasted 30 minutes, Ossie talked about his current state of mind- feeling suicidal and fearing going out of control, but worrying also about his feelings because he said his father had killed himself. Ossie talked about having been depressed in the past and gave some details of difficult experiences in his past. Ossie appeared in this telephone assessment to clearly meet the criteria for Maytree. He was actively thinking of suicide and in an agitated state of crisis. However, he was very unsure about taking the step to go to Maytree and Paddy invited him to talk with her on the phone the next day. When he did not call, Paddy phoned him. This situation continued for some days. Ossie continued to express anxiety about himself and reluctance to commit to a stay. Eventually after several days of intermittent telephone conversations with both Paddy and Michael and three volunteers, Paddy set a boundary, a time in which Ossie should come to Maytree. He evidently needed time to think about this but agreed to come and arrived for his stay three days later.   

Ossie is perhaps an extreme example of a prevaricating suitable guest! In contrast Dick, a young man of 28, was someone who was not offered a stay.

Dick telephoned and spoke to Michael. Dick said he felt suicidal, and was frightened of making an attempt. He was very upset, having nightmares and flashbacks. He had a history of being sexually abused when in care as a child, and he was currently going through a divorce. He had been diagnosed as schizophrenic but ‘he knew he was not’. He hears voices of a little boy who has been abused. He has a history of suicide attempts and his father committed suicide. He sees a CPN though he said he is terrified of hospitals. He can’t eat and he tries to control his drinking. Michael had an exchange with Dick about how he might see 4 days making a difference to all these difficulties. Dick said he didn’t know but he needed a space to try to stop his mind spinning.  Michael said he would think about the conversation and call him back, feeling that though there were clearly risks in offering a stay, the stay might just calm him and maybe help him to begin to look after himself again, perhaps through eating and getting back on medication.  However, Dick phoned again and speaking to Paddy demanded to come into Maytree. Paddy said that was not possible but she could offer him an assessment the following day. Dick responded aggressively, but calmed a little in the curse of the conversation and said he would come for the assessment – if he was still alive.

This example shows Maytree thinking about how the stay could be used for someone who was borderline in terms of meeting the criteria for a stay, but Dick’s potential for aggression and the lack of tolerance of frustration indicates difficulties in taking responsibility for himself. The principle of negotiating across the boundary of admission provides the ballast for these difficult discussions. The emotional pressure on the assessors is also well illustrated in this example.

Finally, an example of a 49 year old woman, Emma. 

Emma phoned after being referred by a hospital psychiatric unit. She talks to Paddy, and says she is feeling very anxious. She gives some details about her background including the deaths of her parents in her childhood. She talks about using alcohol and then gives a recent anecdote which is about refusing to leave her GP’s surgery and becoming violent. The police were called. Paddy spoke to her for some time and put to Emma that she was not really suicidal. Emma admitted this was true. Paddy said she could keep Maytree’s phone number and leaflet and noted that Emma was reluctant to end the call.

This first contact produces some information about Emma’s aggression and her drinking, and that she is not suicidal at present. All three of these factors would indicate questions about her suitability for a stay at Maytree. It is interesting too that the aggression is seen around a refusal to leave a situation and this might be relevant to the way she may experience leaving Maytree, should she eventually have a stay.  

All three examples show the befriending process in action while attempting to elucidate complex situations. These interactions –as with most at Maytree – convey sharp and active assessing, of the key points, ‘on task’ whilst also conveying a sense of having time to think and openness. Managing boundaries like this is difficult work and to do so whilst containing anxieties and not reaching premature closure is quite an achievement.

4.4 Leaving Maytree

The suitability of guests for a stay in Maytree depends not only on meeting the criteria for entry, but also whether they will be able to leave. The four day model puts a terrific emphasis on the capacity to leave, to manage the loss of the sanctuary and to return to difficult social situations where the experience of feeling alone will be back to be contended with. The time limit of four nights is non-negotiable, an absolute. It is though that being four days in Maytree is long enough to gain the benefits and short enough to not be taken over by fantasies of moving in.

The Directors of Maytree have given much thought to managing the process of leaving. The process of leaving the house is one of talking, and also receiving a goodbye letter, a physical something to take away, to aid the transition. The use of good bye letters is taken from cognitive analytic therapy (CAT, Ryle 1990
). In Maytree it is part of the ritual of leaving and also an opportunity to write something that the guest may turn to in the future. The content of goodbye letters varies according to the guest and the experience in Maytree. They aim to take a positive but realistic perspective, pointing gut what has been achieved, and the limits of this, as understandable given the time available. They also aim to focus on a key issue that has been discussed in one-to-one befriending sessions. The goodbye letter aims to facilitate the transition across the boundary from Maytree back to the guest’s social world,

Maytree has a policy of no-follow up and though guests do contact, send messages and letters after leaving the house, for the directors and volunteers the leaving process is absolute- a definite ending with no route to find out what happens with the guests after their stay. It is a self-imposed limit of the model and constitutes, on the whole a clean and clear boundary condition. The Directors strive to facilitate an appropriate position for the guest who is leaving. This means having a notion of a realistic appraisal of the experience of Maytree, one that is formulated in the Goodbye letters. The aim is to sensitively tune in to whether guests are resentful and fearful about leaving, and to try to augment a balanced view of Maytree. Both idealisation of the experience, or, conversely, denigration of it, are though to be not helpful states of mind to take away from the stay. The Directors are very conscious of the problem that vulnerable guests may feel excluded and /or abandoned, and if this is virulent it can undo the beneficial effects of the stay.  There is an intensive focus on the experience of leaving and the Directors are particularly watchful over these states of mind- abandonment and/or idealisation. Having in mind the problems associated with these states of mind and recognising the potential for, not only difficult experiences after leaving Maytree but also the risks that leaving generate help Maytree to pay particular attention to these factors. On the face of it the process of leaving, for this very vulnerable group of people should be experienced negatively. In practice, the leaving process can be painful and moving, enabling the internalisation of the time spent in Maytree to leave with the guest. 

Whether the ending is too absolute is a difficult area. We have found from some aspects of our evaluation data that for some guests at least the opportunity for follow- up and review would be favourable and beneficial. We discuss this issue in more detail in section 9 below.

4.5 Volunteers. 

Like the Samaritans, Maytree is totally dependent on volunteers. The main role for volunteers is to befriend guests, through engaging, talking and spending time with them. Volunteers undertake responsibilities such as answering the telephone and thus talking with potential guests, keeping a check on guests who are out of the building or in their rooms and writing up notes of interactions with guests. 

There are approximately 40 -50 active volunteers at any time, and each undertakes at least one weekly duty of a shift of 3.5 hours, and one third of active volunteers undertake overnight stays. Inevitably, this is a shifting population. Volunteers are continually recruited, trained, deployed to work in Maytree, and at various points in the process, some leave. Over 110 potential volunteers have registered an interest in becoming a volunteer since August 2002. Maytree records show that 42 potential volunteers were trained between February 2004 and September 2005. 

Some volunteers become very actively involved in Maytree, whilst others undertake the minimum duties, one 3.5 hours shift each week. Volunteers are drawn from a variety of social positions, and some key groups can be identified. These include undergraduate and postgraduate students looking for work experience; employed people looking for a part time experience contrasting their usual work role, people employed in the counselling psychotherapy field looking to extend their experience and retired people.  Most Maytree volunteers are white British. 

The process of recruiting volunteers, following the Samaritan model, is a rigorous process. A written application form is completed followed by an interview with one of the Co-directors. This assesses that the potential volunteer has the necessary qualities and motivation for the work. Two references are taken up and a CRB check is made. Volunteers are given initial training by Maytree. This consists of an introductory course over three evenings, combining experiential and didactic learning. Potential volunteers are shown the qualities needed to be a volunteer, understanding of suicide, including attitudes, risk factors, ‘facts and fables’, befriending, practical introduction to the application of the volunteer’s befriending role in Maytree: taking referrals, talking with guests, handover; some didactic input about Maytree’s policies.  The training is derived from the Samaritan’s training of volunteers, and as long as the volunteer has the essential capacities it is adequate. The method effectively tests the capacity of volunteers to take up the role. The training focuses on the most intensive and demanding aspects of the role –taking a referral, dealing directly with suicidal behaviour, for example. Volunteers do have to be prepared for these aspects of work in Maytree- and also resilient enough in their motivation to volunteer to cope with being ‘stood down’ when there are no guests in residence. They also have to be able to cope with periods of time when there is not much happening on the surface and the shift consists then of a social experience, maybe in the kitchen/dining area of the Maytree house.

It is not surprising, therefore that through exposure to the recruitment procedures and the realities of work in Maytree that a large proportion of volunteers drop out either before their applications have been agreed or early in their experiences of work as a volunteer. As few as 4/10 potential volunteers complete the application process. This however is a consequence of the volunteer system in that the application system allows unsuitable or unmotivated volunteers to drop out of the process rather than being overtly rejected. The Co-directors are both perceptive about the qualities needed to be a volunteer and respectful of the volunteers feelings about applying to become a volunteer at Maytree. As this is not paid employment, more ruthless techniques are not appropriate. Managing the recruitment, training, deployment and resignations of volunteers is of course a complex and uncertain task, necessitating considerable inputs of time, energy, and anxiety. 

The recruiting and training of volunteers is therefore an intensive process, taking a lot of time and effort. Training programmes run regularly, for 4 hours on three evenings. It is a process that is taken very seriously by the Co-directors and one in which potential painful rebuffs are thoughtfully and warmly managed. 

Following training, volunteers have the opportunity of taking part in a supervision group with a trained psychotherapist. However, though some volunteers attend this group many do not and there are few other opportunities for on-going supervision. To a great extent this potential lack of supervision is countered by the availability of on-going support from the Co-Directors and other volunteers during shifts and the ethos and values of Maytree exude from everyday encounters and interactions in the house. Inevitably volunteers vary in their capacities for undertaking this kind of work, their commitment to Maytree. Through our observations of volunteers in action in Maytree, we found that the volunteer system functioned effectively. The overall impact is that there is a strong presence of volunteers, who rarely work in isolation and who are not overly exposed to the disturbance of the guests. In fact the guests meet a rather large number of volunteers during their stay, simply through the operation of the shift system. Volunteers usually do not have more than one contact with guest (because they usually work one shift each week). We have formed the picture that form the guest perspective, there is the0 experience of meeting a rather large society, called Maytree, in which continuous contact with one or more of the three Co-directors exist alongside more passing contact with a number of volunteers. From the volunteer perspective, there is a series of usually one-off contacts. This does mirror the Samaritan model. There are of course pros and cons to this system. Briefly trained volunteers are not over exposed to the disturbance and distortions of relationships that is an expected impact of working with suicidal people. On the other hand, the absence of continuity can lead to ritualised role function (Menzies Lyth 1986
).    

These potential patterns were tested in our evaluation through discussion with volunteers in two focus groups. Using a structured format for both groups, we asked volunteers about their experiences in role in Maytree. The interview protocol is appended to this report. 15 volunteers attended, 8 in group 1 and 7 in group 2.  The volunteers attending had the following characteristics|:

	Gender

	Male
	4
	11%

	Female
	11
	73%

	Total 
	15
	100%


	Age

	Age range
	21-64 years

	Average Age
	39.13 years

	Median Age
	36 years


	Occupation

	Student
	5
	33%

	retired
	3
	20%

	Alternative work
	4
	27%

	Supplements work
	3
	20%

	Total 
	15
	100%


	Length of Time as Volunteer

	Maximum
	3 years

	Minimum
	5 months

	Mean
	1.75 years


Volunteers were extremely positive about their experiences of Maytree. They spoke of it as “very rewarding; it puts life into perspective” and “I rate the organisation and enjoy the people that I meet. I am valued as a team member” and “I like the atmosphere and the mothering side of it”. They identify the influence of the Maytree model as being ‘non medical’, ‘non judgemental’ and ‘warm environment’. Guests have the opportunity to be away from their tense and problematic environments and instead ‘can be relaxed here’. And ‘they have time to think and speak’. 

Volunteers also gave examples of their ‘befriending’ experiences which included conversations with guests in strange situations- a walk with a volunteer’s dog, viewing the photographs of a guest who has undergone a sex change. Volunteers are confronted with disturbing and unpredictable experiences. Although the co-directors feel proud of the work of volunteers, they also acknowledge that they bring a range of capacities. Some are intuitive emotionally and work thus in their befriending; some are more comfortable with practical rather than emotional issues; others need to be loved themselves. It is impressive that given this range, volunteers are encouraged to go at their own pace, whilst the co-directors take responsibility for the assessments of risk and managing the more difficult, aggressive and turbulent feelings of the guests. Volunteers reported a sense of uncertainty, of not knowing what guests might bring to their contact, or anxiety about the wellbeing of guests. Some volunteers spoke of the anxiety when guests withdrew to their rooms or took time outside the Maytree house. Volunteers felt they would like more feedback from Paddy and Michael, but recognise that this is an additional task for busy and stretched people. 

Assessing this information, we have wondered about the meaning of guests having experiences of large numbers of volunteers during their stay. Volunteers reported that they found it difficult to remember names of guests, or to feel connected with individual guests. Occasionally volunteers remembered a past guest because of a significant interaction but often they have the experience of seeing someone once and then they had left. These experiences are inevitably part of the structure. Volunteers will frequently do one shift during a guest’s stay. Some volunteers are more involved than others, and their more frequent shifts will enable them to see a guest more than once during their stay. When volunteers make a connection with one of the guests they will often return to Maytree to see this guest before s/he leaves.  However, this kind of contact is largely determined by the volunteer’s feeling for a guest and is not part of a system of ‘specialing’. There is not really a concept thereof and consequently the impact of giving particular attention is not evaluated, in terms of both its pros and con, such as the impact on other guests, arousing jealousy for example.

Providing positive attention is strongly encouraged in Maytree and volunteers emphasised the importance of being positive and conveying a positive approach to guests. This underpins their role, and we have thought that the aim of volunteers is to contribute to the normalisation process of the Maytree model, that is providing guests with a plenitude of possible ordinary interactions with volunteers. From the guests’ perspectives, the encounter with large numbers of volunteers has the impact of being exposed to a society, all members of which are benign and positive. From the volunteers perspective the impact of the deep hostility and aggression of suicidal many people is minimised. The responsibility for managing and relating to this hostility is the co-directors’, and this is held and contained in the intensive individual befriending sessions. Guests often say to volunteers that they are ‘off to do some work’ when they have a befriending session with one of the co-directors. 

This division of responsibilities does not exclude or prevent volunteers having exposure to the difficult and disturbed behaviours and thoughts of the guests. Indeed there was evidence of quite a lot of anxiety about uncertainty, suicidal behaviour both in interactions and when there is telephone contact with potential guests. This is managed by a belief in the positive mission of Maytree, by, on the whole, lack of curiosity about guest’s suicidality and by the system through which volunteers do not have to follow through with individual guests. Not knowing what happens is a consequence of the Maytree model that eschews follow up. Volunteers did provide interesting examples of where a guest did not abide or comply with Maytree’s strict adherence to no follow up. For example one guest came and sat on the steps of the house, thus ensuring that post-Maytree disturbance came to their attention. Volunteers find the point at which guests leave Maytree painful, since ‘they all leave in tears’. Volunteers can find it hard to leave guests at the end of a shift, and hard to say goodbye. The emphasis on the positive in the volunteers befriending role and the experience of boundaries as painful, leads on occasions to different perspectives between volunteers and Co-directors’ roles.  For example, volunteers were angry with Paddy when she gave a time limit to a potential guest who was delaying his arrival at Maytree. The volunteers reported the experience of the boundary setting as a cruel imposition, but it seemed clear in this case that the boundary setting seemed to help the guest make a decision to come to Maytree. On the other hand volunteers are also exposed to the predominant experience that guests appear to relax and change during their stay. They can see that they look different – changing from being tense and withdrawn to more relaxed and open. 

Although perhaps shielded through the rota system and the roles of the co-directors, volunteers are inevitably exposed to the aggression and hostility of guests. They experience this through anxiety about suicidal behaviour from a guest during the stay at Maytree, and this is a conscious anxiety for volunteers, particularly the fear that someone will attempt or commit suicide in Maytree, and worst of all finding a body. Another area of responsibility for volunteers is answering the telephone and responding to potential guests. This involves engaging with anxieties about suicidality and being able to appropriately call on the Co-directors to help with decision making. Less consciously, volunteers can be unsure how to respond to guests’ attempts to get volunteers to disclose. This is another boundary management issue. For example, one volunteer described a guest insisting on knowing his self harming history, adding that unless the volunteer had self-harmed s/he would be unable to help. A volunteer reported: 

 “Guests have asked me if I have attempted suicide. And they are quite keen to know that I have. Then they argue that ‘you can not relate to someone like me because you have not been there’.   I do want to argue back and say I have had family and friends who have but I discuss with them and let them open up.  The question - ‘can you relate to me’ is asked often.”

This kind of pressure to disclose is of course part and parcel of most client-worker interactions. The issue of disclosure is complex. The engagement with guests is predicated on the ‘normalisation’ idea in which volunteers, through self description and disclosure contribute to the positive atmosphere in Maytree. Guests have complex and diverse motivations in asking these questions, from wanting, in a benign sense to test how committed to understanding the volunteer is –‘can you relate to me’ – to a more hostile kind of communication, with the aim of projecting into the volunteer and making her/him feel uncomfortable. It is inevitable that volunteers differ in their capacities to manage these difficult emotional transactions, and those that are more oriented towards practical help and support find this more difficult to attend to. On the other hand these interactions- including those that make volunteers feel tested or uncomfortable - indicate also that volunteers do make efforts to seem ‘real’ to guests who in fact value the sense that disclosure generates of feeling listened to and taken seriously. This does reduce stigma and the sense that the suicidal person is alone, different or strange.

4.6   Management of Maytree

Routine administration: Maytree is a small organisation and the routine management tasks rest with the three Co-directors. As described above (section 4.2), the model of Maytree is primarily one of charismatic leadership rather than led by bureaucracy and administration. Routine management includes writing notes on guests and potential guests, keeping records of volunteer recruitment. Gradually over the first three years of its operation Maytree has developed systems for managing the flow of data about guests. The directors have put in place a data base, and we have drawn on the data this produces for this report. This is now adequate with regard to maintaining important information about guests. It is based on the protocol used for initial assessment. This includes information about the guest, this current psycho-social functioning and their histories. We have found that routine note keeping of assessments and befriending sessions by directors and volunteers is competently undertaken, and increasingly has become more focused and detailed in more recent months. There can be rather large variations in the ways that volunteers write up their befriending sessions.

There are some formally constructed meeting times including the volunteer ‘handover’ at the end and beginning of shifts but a great deal of the communication about guests between Directors takes place in an informal on going way. A strength of Maytree being a small organisation is that the constant contact between directors maintains an easy flow of information between them. The availability of a second opinion for any of the directors and volunteers is emphasised in the Policy and Guidelines document and put into practice.

Being a small organisation also presents the problem of relying extensively on the Directors. There is no ‘slack’ in the system for one of these being unavailable for any length of time. The availability of a fourth staff member (director) would ease this pressure, though it would also dilute the model.

Flow of guests. The number of guests Maytree takes in has increased with each year (see table 7.1, below). We have witnessed an increase in the number of guests during the time of our involvement. In terms of raw figures, until the end of 2005, Maytree was occupied for 640 nights out of an available 4380 nights theoretically available. However, there is agreement all round that the nominal availability of 6 beds overstates the space available and it is more realistic to consider Maytree having space for a maximum of 4 guests. Furthermore it is essential to build into the operation time when guests are not staying, so that the calm nature can be maintained, reflection and ‘digestion’ of the intensive emotional experiences of working in Maytree and simply catching up can take place. The current average occupancy of Maytree is 9 guests per month and the Directors have in mind a maximum of 20. Our view is that this is probably too many since as we comment in more detail elsewhere in this report when four guests are present Maytree can appear to be at its limits in terms of offering its distinctive containment for guests. 

Management of risks: duty of care: We have spent a considerable period of time during the evaluation assessing the boundaries of responsibility inherent in the model. It is inevitable that suicidal guests present risks and at times complex mental health difficulties, and ways of managing these are important. In fact Maytree has well defined policies with regard to risks that may occur in the course of looking after a suicidal guest. Some guests present with ‘co-morbidity’ and these particularly require careful assessment. After considerable thought and discussion we have concluded that Maytree should continue to work within its current guidelines, and this preserves its position as existing alongside and providing an alternative to psychiatric care. This view is supported by the views of one of Maytree’s consultants, that when guests have psychiatric problems, it should be made clear that psychiatric responsibility remains with these services and not with Maytree. The duty of care starts from the Samaritan model and should not involve any statutory duties. Whether other legal issues arise from the nature of the organisation – taking guests for 4 days – should be explored by the Maytree trustees along with any insurance implications. We understand that these discussions have been taking place, and, when finalised, an appropriate statement may be placed in the Maytree literature. 

Management structures: Maytree has a board of Trustees and Michael Knight chairs the Board. This creates a potential anomaly given his involvement in Maytree as a co-director. The board of trustees is very aware of the issue of potential conflict and these have been openly discussed, with trustees considering that there are ‘pluses and minuses’. On the plus side members of the Board feel he is an able Chair with a good strategic view. Against this Michael is very involved in the work of Maytree and perhaps this made him ‘too close for comfort’. It would be problematic to find another Chair who would be able to devote so much to Maytree without being paid. We felt that the Board was very aware of the issues and the fact that it had been openly discussed is reassuring. Clearly the Board would be able to reconsider the position should the need arise. The Board is very aware of the principles of ‘good governance’ and also of the realities of key members of a small organisation undertaking multiple roles.

The Board of Trustees meets regularly and provides Maytree with a sound structure. The membership of the Board represents key interests – including recently the addition of an eminent lawyer with mental health law experience.

Continuous professional development/ clinical support. The Directors have regular consultations in order to think about the development of Maytree and they have clinical supervision. They have a panel of consultants on whom they can  call  that includes social workers (drug & alcohol, prisons, mental health, children and families), doctors (general medical, physician, psychiatrist), psychotherapists (forensic) solicitors, financial advisers and community services.  It has been very striking to us throughout that the directors are extremely open to thinking about Maytree and welcome discussions about issues arising. The directors are fully committed to enabling strategy, policy and practice to emerge from engagement in learning from experience.
 

5  Maytree in context: links with organisations.

In this section of the report we explore the role Maytree has in the network of services, paying attention to the sources of referrals, referrers’ views about Maytree and how these suggest Maytree fits into the network of agencies and approaches to suicide prevention. 

5.1 Referral sources

There are some distinct patterns of referral to Maytree. Two groupings of referrals stand out and provide nearly half of all the referrals in the period covered by the data used fro this evaluation. Firstly, guests refer themselves or are advised by family members and friends to make an approach. 36/159 (23%) reached Maytree in this way. The second largest group of referrals comes from local hospitals, including St Thomas, Homerton, Royal Free, St Anns, 35/159 (22%) referrals came through this route. Thirdly, at least 11 Community Mental Teams have made at least one referral. Fourthly, a range of voluntary agencies, including the Samaritans, account for another significant cluster of referrals and a fifth grouping is formed by the referrals from counsellors and therapists. 

Apart from the four hospitals (and self referrals), the striking pattern for referrals is that these come from a large range of organisations, in the statutory and voluntary sectors. At least 48 organisations have made a referral. This does show that Maytree is recognised in the local networks as offering a service in the area of suicide prevention. 

The process of referring means that there can be more than one referrer involved in the referral, and that the guest has to take some part or initiative in the process. Potential guests are always at least partly involved in the referrals, since it involves at least the potential guest to make direct contact with Maytree. Other potential guests are ‘signposted’ to Maytree, so the referrer, whilst having a significant part in the referral would not necessarily be recognised as having that role when the guest contacts Maytree. For example, the Samaritans reported that they have actively referred 5 people directly to Paddy, and ‘signposted’ an indeterminate number of others. 

Information about Maytree is known across the UK. Guests have come from the home counties, the north and west of England and in one case Scotland. The Maytree website and the information leaflets that have been widely distributed in health and primary care settings, in particular, show that Maytree effectively communicates about its presence. 

5.2 Referrers views of Maytree.

We conducted telephone interviews with a number of referrers. These interviews followed a structured interview protocol (see appendix). We aimed to ascertain the views of referrers about Maytree and how they thought Maytree impacted on the people they had referred. We contacted referrers from across the wide range of organisations represented in the list of referrers. In total we have contacted 12 referrers, 7 from statutory services (St Thomas' & Homerton psychiatric liaison nurses; Jules Thorne psychiatric day hospital, North Islington Crisis team, consultant psychiatrist in a CMHT, 1 Social Worker in a CMHT, 1 nurse in a Learning Disability team) and 5 from voluntary agencies  
The referrers we spoke to had positive views of Maytree and the impact on the people they referred – where this information was available and known to the referrer. Some referrers spoke of the deep and transformational change that came about for the people they referred as a result of the stay.  For example, one referrer from a counselling organisation reported that a client who was very desperate at the point of going to stay in Maytree has experienced enormous changes from the stay. Though this client has continued to have difficult life experiences and situations to face since Maytree, she has been able to manage these without the previous levels of desperation and despair. Another referrer who had referred a number of people felt that Maytree offered an opportunity for people to delay going back into the cycle of self-destruction, and these people were invigorated and energised by Maytree. 

Referrers also spoke of their appreciation of how Maytree is approachable, that in contrast to statutory services that often see suicidal patients as being an imposition and the aim is to ‘get rid of them’, Maytree is refreshing in being willing to have long phone calls and face to face meetings. This in itself was thought to be beneficial and unusual in the context of contemporary service delivery.  Referrers told us of clients who are disillusioned frightened and stigmatised by psychiatric services and that Maytree was therefore a more positive recommendation to make. 

Some referrers reported occasions when the referral had not gone smoothly. One referrer had arranged for a potential guest to call at Maytree and this guest had been put off by the reception she had. It appeared that Maytree had not been ready for her to call. This referrer had been helped by being contacted by Maytree after this event and referrers do value the information Maytree provides for them after a referral. Another referrer had heard afterwards that a potential guest had not been assessed as suitable and was not clear how this decision had been reached.

Referrers provided us with consistent accounts of how they saw the purpose of Maytree and whom they feel it is suitable for. There was a consistent sense from these referrers that Maytree has a particular focus and is primarily beneficial for those guests that are both suicidal and also not too dangerous. One referrer said that Maytree is best suited for those ‘on the edge’. This referrer thought that the people should be referred can be located as being between mildly suicidal or depressed (who should not be referred) and violent/psychopathic or psychotic (who also should not be referred). Hospital and CMHT based referrers thought that the non medical aspect of Maytree was important and that this provided Maytree with a niche, which was clearly distinct from medical provision, and provided it with a capacity for safe practice. Another medical based referrer said that it was less suitable for chronically depressed or ‘actively suicidal’ cases. These referrers, although finding Maytree helpful and beneficial for the people they referred, were also quite cautious about who to refer- preferring not to send the more extreme cases.

Referrers had diverse views about the model of one stay for 4 nights. One view was that there should be more than ‘one bite of the cherry’. The fact that only one stay is possible puts potential guests off deciding to go. A different view was that the one stay of 4 nights model goes against the trend within health and caring professions of not turning people away but it is successful and is an unusual provision which should be appreciated as such. Another referrer was not clear about the rationale for either the stay being of 4 nights’ duration or of one stay only. A further view expressed to us was that whereas this referrer had been quite anxious initially about how the process of leaving after 4 nights would impact on the guests, experience showed that the model worked and that the leaving process must be handled in a way that enables the guest to have the opportunity to retain a positive and benign appreciation of the stay.

5.3 Maytree’s place in suicide prevention strategy

Referrers’ comments about Maytree give the sense that Maytree is appreciated by a wide range of organisations for its contribution to the task of suicide prevention. It is widely held that Maytree is an unusual organisation. We noticed a trend in which referrers from a similar or cognate value system were appreciative of the way that Maytree offered a sense of availability and openness, willingness to think flexibly about referrals. For example people with learning difficulties are not automatically excluded. Referrers from different value systems – i.e. medical- were also appreciative that Maytree exists and offers an alternative. There was a sense that these referrers had to think ‘out of the box’ in order to appreciate Maytree’s methods. For this group, the Maytree model questions assumptions about managing risks. As we have pointed out earlier, the Maytree model does involve a different (and in our view clearer) set of assumption about the limits and extent of responsibilities for risk management. However, since the most disturbed and violent suicidal people are not suitable for Maytree, these do inevitably remain the responsibility of the statutory health services, and in these cases the requirement to take responsibility for the suicidal person is a priority. 

Maytree thus occupies a position – or niche - somewhere between counselling, therapy and out-reach or out patient work and work with those at the extremes of risk, usually in hospital or in-patient settings. It occupies also some middle ground between the traditional medical model and the new preventive strategies that are based on reaching those that traditional services appeared not to have been able to reach.

The view expressed by many referrers is that Maytree offers a positive alternative, is very successful at what it does and in some cases can have a powerful impact for the good on its guests. The potential for Maytree to influence suicide prevention strategy is high and Maytree offers a genuinely alternative approach from the mainstream.

6  Maytree’s Guests

In this section of the report we provide an in-depth account of Maytree’s guests. Drawing on a range of data sources (see section 3) we aim to 

· Evaluate the characteristics of Maytree guests

· Assess in-depth the experience of being a guest in Maytree

· Evaluate the effects of the Maytree stay and the outcomes in terms of their suicidality, mental health and psycho-social functioning.   

6.1. Profile of Maytree’s guests.

Maytree had 159 guests staying between October 2002 and December 2005. The numbers of guests staying show an increase each year. For the 3 full years 2003, 2004 and 2005:

Table 6.1 

	Year
	No of guests

	2003
	34

	2004
	50

	2005
	65

	Total
	149


Geographical locations

A large number of Maytree guests – 69/159 - came from North London, and a second substantial group of 47/159 came from Greater London. 25/159 came from the UK outside London. Single guests came from 19 towns and cities across the UK, including 1 guest from Scotland. Maytree thus provides a local service but has a very wide UK clientele (Table 8.2

Table 6.2

	Place
	No of cases

	North London
	69

	Greater London
	47

	UK (not London)
	25

	Homeless
	2

	No data
	16


Gender:

 64 (40%) guests were male and 95 (60%) female. Their ages ranged from 18 to 66. Table 8.3 shows the age distribution for guests in decades between18 and 66.

Table 6.3

	Age Range
	Female 
	Male
	male and female

	18-19
	7
	3
	10

	20-29
	17
	11
	28

	30-39
	33
	15
	48

	40-49
	21
	24
	45

	50-59
	14
	8
	22

	60-69
	3
	3
	6

	Total 
	95
	64
	159


From these figures, there is a peak of female guests in the age range 30-39, and for male guests in the next decade, 40 -49 (Graph 6.1)

Figure 6.1
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Maytree does succeed in offering a stay to young men in the age range 18-29, often considered the hardest group to reach. 14 guests in this age range represent 20% of all male guests and 9% of the total (male and female). 

It is interesting to note that Maytree’s guest profile in terms of age distribution matches that for suicide risks for London as a whole. A recent survey by the London Health Observatory (de Ponte 2006), showed that the highest rates of suicide for men are in the ages 35-54, 75-9 and 85+ years, and for women in the ranges 35-64, 75-79 and 85+. 36 (56.25%) of all male guests and 57 (60%) female guests are in these age ranges.

Ethnicity

Two thirds of Maytree’s guests are mainly white British (106/159 (67%) were White British. A further 17 guests were white from non British backgrounds, thus white guests account for 77% of all guests. 5 guests came from dual ethnicity backgrounds and 26 (16%) were Black and Asian (Table 6.4). The preponderance of white guests, alongside the mainly white group of Maytree workers (Co-directors and volunteers), appears not to represent the local and wider populations of potentially suicidal people who might be able to make use of Maytree. The figures suggest that some ethnic minority people, from a range of backgrounds do access Maytree, but the question is raised as to why more do not. 

Table 6.4 Ethnicity of guests.  

	Ethnic Origin
	Number of cases

	White - British
	106

	White - Irish
	3

	White - any other White background
	14

	 Mixed - White & Asian
	2

	Mixed - any other mixed background
	3

	 Indian
	1

	 Bangladeshi
	3

	Any other Asian background
	3

	 Black Caribbean
	6

	 Black African
	5

	 Any other Black background
	2

	 Any other ethnic group
	6

	Not stated
	5

	Grand Total
	159


Table 6.5 shows the % of minority ethnic and mixed ethnicity guests across each age band. The higher rates are in the younger age bands, between 20 and 40. Black and minority ethnic groups are reasonably well accessed in these age bands. 

Table 6.5

	age
	% black, ethnic minority and mixed ethnicity guests   
	N

	18-19 
	10
	10

	20-29
	28
	28

	30-39
	21
	48

	40-49
	15
	45

	50-59
	4
	22

	60-69
	17
	6


The reasons that more minority ethnic groups do not access Maytree are probably complex. This is an area that Maytree could explore in the future, linking more with black and  minority ethnic communities for referrals of guests, explaining the Maytree model to these groups, seeking to widen the range of ethnicities in the volunteer group and making Maytree more widely known in black and minority ethnic media. Discussions with minority ethnic groups would also elucidate any cultural differences with regard to the concept of Maytree and whether it touches on any stigmatizing issues, such as leaving the family home, taking difficulties outside the community, particularly affecting the older age groups that least access Maytree.

Suicidal histories of Maytree’s Guests. 

Maytree’s primary task is to provide respite in suicidal crisis and the profiles of the guests strongly support the view that Maytree does take guests who are in such crises.  111 (70%) of the 159 guests had a history of at least 1 previous suicide attempt. 27 (17%) had histories of at least 3 previous suicide attempts.  By far the most common suicidal method was overdosing. Other methods included jumping, drowning, cutting, asphyxiation, jumping in front of or crashing a car (Table 6.6).   

Table 6.6

	OD
	Hanging
	jumping
	cutting
	asphyxiation
	drowning
	vehicle

	71
	4
	2
	7
	1
	1
	3


 We looked at the distribution of suicide attempts by gender and age

Table 6.7

	Number of suicide attempts
	Female
	Male

	0
	26
	24

	1+
	28
	21

	2+
	22
	11

	3+
	10
	3

	4+
	3
	3

	5+
	6
	2

	Total
	95
	64


Table 6.8

	Age range
	Male attempts
	Female Attempts

	
	Yes
	No
	Yes
	No

	18-19
	2
	1
	5
	2

	20-29
	6
	5
	14
	3

	30-39
	11
	4
	25
	8

	40-49
	16
	8
	14
	7

	50-59
	3
	5
	11
	3

	60-69
	2
	1
	2
	1

	Total
	40
	24
	71
	24


These tables show that suicide attempts had been made by guests of both genders across the age ranges. A minority of guests (30%) had not made suicide attempts and some of the reported attempts were in the medium or more distant past. It is important therefore to look in more depth at the characteristics of Maytree guests at the time of their stay in order to understand the suicidal risks they posed and the nature of their vulnerabilities.

Psycho-social backgrounds and risk factors of guests

The assessment process at Maytree aims to take into account suicide risks, including factors that lead to vulnerability to suicide and potentially suicidal states of mind. Feeling explicitly acutely suicidal is one of a number of ways in which suicidal risks are expressed and understanding of the level of risks needs to take into account a full psycho-social profile (NICE 2004). Our evaluation of Maytree guests showed that they presented a range of risk factors for suicide and psycho-social vulnerabilities. Through analysis of this data it was possible to identify different categories of guests, with different suicidal histories and personal psycho-social backgrounds. 

Overall, the profiles of Maytree guests show that, in addition to previous suicide attempts, they have a wide range of significant risk factors for suicide and vulnerabilities. 35 guests (22%) reported to Maytree that they had experienced the death of a close friend or relative by suicide. (Table 6.9)

Table 6.9 Loss of relative/friend by suicide

	Relationship
	Number of cases

	Mother 
	2

	Father
	2

	Sibling
	4

	Partner/spouse
	3

	Uncle
	6

	Niece
	1

	Cousin
	1

	Unspecified relative
	1

	Friend
	14

	Boyfriend/girlfriend
	1

	Total
	35


Guests have also experienced significant losses and separations such as divorce and relationship break up (42/159), parental death before the age of 15 (10/159). They have had disturbed or disrupted childhood experiences. 4 had been adopted, 13 had been in foster or residential care for at least part of their childhood, 23 had experienced parental separation. A large proportion of guests were single (66 – 41%) and others were unsupported, felt stigmatized by previous difficulties and had turbulent or difficult current relationships with partners, family members and friends. Feeling unsupported or let down by relationships was also highly reported.  Only 16 guests reported that they had outside professional (or voluntary support) at the time of entering Maytree, but these figures probably under represent the support available. It does seem to be probably true, from our analysis of the data base and reading guest’s files that guests are not well supported, or that the support they have does not, at the time of crisis feel adequate for the problems they felt themselves to be currently enduring. One referrer, a counsellor, for example, described a crisis in which his client became desperately distressed and the counselling setting was not enough to bear the extent of this desperate state. 

A large number of guests reported on admission and during their stay at Maytree that they experienced mental health difficulties. Supplemented by the information provided by referrers, this shows that 102 (64%) reported a mental health ‘diagnosis’. This information is however incomplete and also not entirely accurate, since, firstly, there is less information (and less authoritatively derived information) about some guests depending on the referral route. Referral from a medical source is more likely to provide a medical diagnosis. Some ‘diagnoses’, particularly that of depression is an agglomeration of official ‘diagnosis’ and self-description. Diagnostic categories frequently included a spectrum of diagnoses made at different stages in the guest’s mental health histories. Some information about guests is not complete and it may be that some guests did not refer to (or have referral information about) medical diagnoses of mental ill health, or mental health difficulties that had not been ‘diagnosed’. The figure may well be higher, in fact, than is reported by guests and/or referrers to Maytree either during assessment or stay.

These figures do not in themselves accurately or comprehensively describe and assess the level of difficulties and severity of problems experienced by Maytree guests. Through studying a sub-sample of guests in Maytree during the period of the evaluation (between October 2005 and March 2006) we have obtained a qualitative analysis of the severity of guests’ mental health difficulties. Through comprehensive reading of guest files it has been possible to gain a more substantial picture of the characteristics of people who stay at Maytree. We will discuss these in terms of a typology that we have generated from our evaluative work. Before that we present our findings about the level of difficulties of Maytree guests. 

Severity of guests’ difficulties 

In order to test how severe these difficulties were at the time of entering Maytree, we asked a sample of guests staying at Maytree during the period of the evaluation to complete a self –report questionnaire (Clinical Outcomes in Routine Evaluation CORE –description below in section 7.1, page 51).  Table 6.10 shows that the CORE scores identify that on entering Maytree, all 41 of the guests in this sample were above the clinical ‘cut off’ point on all 4 dimensions of the scale, ‘well-being’, ‘problems’, ‘functioning’ and ‘risk’. This would appear to demonstrate that guests entering Maytree have significant and wide ranging mental; health problems, risks and difficulties in relatedness and social functioning, and that these are above the norms for the population as a whole. 

Table 6.10 Means (and standard deviations) for each of the four dimensions and the total mean score, obtained at pre-test, along with the corresponding clinical cut-off scores (N = 41).

	
	Male (n = 17)
	Female (n = 24)



	Dimension


	Mean score (sd)
	Cut-off score
	Mean score (sd)
	Cut-off score



	Well-being
	3.15 (1.05)
	1.37
	3.51 (0.45)
	1.77

	Problems
	2.91 (0.75)
	1.44
	3.41 (0.37)
	1.62

	Functioning 
	2.32 (0.74)
	1.29
	2.77 (0.45)
	1.30

	Risk
	1.69 (0.69)
	0.43
	2.00 (0.59)
	0.31

	
	
	
	
	

	Total mean
	2.51 (0.67)
	1.19
	2.95 (0.33)
	1.29




6.2 Characteristics of Maytree guests.

Maytree’s guests are therefore in considerable difficulties with severe problems at the start of the stay. We have identified two main groups – or categories – of Maytree guests through comparing their mental health histories. We have described these as ‘anomic’ long term mental health patients and ‘acute’ turbulent and anxious suicidal people. 

The anomic group.  This consists of those who have long standing and complex mental health difficulties. This group of guests had significant involvement with psychiatric agencies (including CMHTs, psychiatrists and day centres). Generally, this group had experienced previous in-patient admissions and lengthy therapeutic support over a number of years. Although this group came to Maytree with a spectrum of diagnoses made at different stages in their mental health history, in some cases, these diagnoses were disputed by the guest. Often the diagnoses seemed a source of some distress and/or confusion. Thus, for example, one man’s initial diagnosis of autism and schizophrenia had more recently been changed to Asperger’s syndrome and schizoid personality disorder. One woman’s initial diagnosis of schizophrenia (following a psychotic breakdown) was subsequently amended to borderline personality disorder with paranoid features (both of which she disputed). Another woman, with long term mental health problems, was variably described as having post traumatic stress disorder, post traumatic psychosis, personality disorder and depression. An evocative aspect of many of these accounts was the guest’s painful awareness of their own limitations (even if they disputed psychiatric diagnoses) and an expressed desire to be ‘part of the mainstream’ rather than sequestered within a chronic mental health patient existence.  

Some of the guests in this group had experienced severe physical health problems which had contributed to their problems. One man had suffered a severe stroke 5 years previously, another woman had had breast cancer requiring reconstructive surgery (with complications) and another man had had a hip replacement followed by a hernia operation the previous year. 

The majority of the guests in this group described a sense of being socially isolated. Often estranged from family members, none of these guests were in paid employment (or had been for many years) and very few had been married or had children. Some of these guests had been abused in childhood (either sexually or physically). In addition, they reported suffering single or multiple losses of relatives and/or friends through suicide; as well as other bereavements through accidents or illnesses.

All except one of the guests in this category had made at least one previous suicide attempt. Two had taken an overdose many years ago, another had spent a month in hospital following an overdose some years previously and another admitted to several prior attempts. One woman had made 2/3 previous attempts, including one in the year of her stay at Maytree; another man had made 2 previous attempts whilst in hospital; and another woman had made 5 previous attempts (including an overdose, jumping, drowning and inserting a knife into herself). 

Example: Case Vignette 1: Harry

Harry, a 47 year old man, presented with severe anxiety and obsessive suicidal thoughts. These included walking into woods and disappearing. His current crisis had been triggered by an infatuation with a woman neighbour and he was frightened this might get out of control. He feared he was on the edge of a breakdown and might be sectioned. He had problems in his physical health, including two major operations.  

He had been brought up in a war-torn African country. He has a younger brother who is a lawyer and an older sister who is married and lives in Paris.  His father had died, but he had weekly contact with his mother. The family were Moslem and his conversion to evangelical Christianity had caused some alienation from the family.

He had been diagnosed as autistic as a child and as suffering from schizophrenia in his teens. Recently, this diagnosis had been amended to Asperger’s and schizoid personality disorder. As an adolescent he had felt slow, left out and isolated. The infatuations had started when he was 16 years and continued over the years. None had led to a relationship or even a friendship and (particularly when younger) he had frequently reacted to rejection by making suicide attempts (thus further alienating him from his family). He later took to ‘disappearing’ and this had cost his last job 10 years earlier.

Subsequently he had taken a degree at the Open University. He also wrote poetry, stories and music all which had been rejected by publishers. He liked travel, but had very limited social contacts and described life as being ‘like driving on a 2-lane road, with no exits or lay-bys, stuck behind a lorry, trying to get to a destination that he was never in sight of’.  He knew he lacked empathy, but denied feelings of rejection and isolation. He attended a day centre and saw a counsellor once a month (which was all he could afford).

Maytree found initially an absence of emotion: ‘the immense sadness and emotional poverty of Harry’s life was only felt after he left the room’. There was a concern that he might find the closeness in Maytree threatening and it “might evoke other fears and lead to a suicidal outburst”’. 

During his stay his notes state that he was primarily preoccupied with his infatuation, repeating the story to both staff and volunteers and talking about the way in which crushes, leading to rejection would then elicit rage and a suicide attempt. Disappearing was a way of protecting himself. He had limited interest in others and quickly tired of general topics. He also had a limited ability to explore any underlying feelings or issues. He was encouraged to think about using a mediator, but also to stay away from neighbour with whom he was infatuated. However he was able to stay for the four nights without being too stirred up.

About 11 months later he visited Maytree to say that the   neighbour had ‘rejected him horribly’ and he had moved to a different part of London.  Six months later he set a donation to Maytree and said he intended to go travelling.

The ‘acute’ group: 

Guests in this group are characterised by a different history of mental ill-health. They describe themselves as depressed, and they dispute less the attribution of depression by others. They may have other mental health problems which have, on occasion, involved prior in-patient admissions, but they have less restrictions to their social and emotional lives. Thus, most of these guests are or have been in employment, have or have had long term relationships, and often have children. The referrals to Maytree often follow specific relationship breakdown of these relationships in the immediate period before referral. The experience of increased depression is what has triggered referral, compounded by, for 1 woman a long standing eating disorder, for another woman self-harm and, for a third woman severe physical health difficulties.

The history of losses was also less pervasive than for the previous group. There was less experience of loss of close relatives through suicide. One young woman referred to the death by suicide of her paternal grand-father (and both his parents), another young woman’s boyfriend had recently committed suicide and a man (adopted at birth by an aunt) was left with uncertainties as to whether his birth mother had killed herself. Two of these guests had been adopted as babies or young children; both in difficult and uncertain circumstances. 

These guests also presented with a less severe pattern of suicidal behaviour and less actual evidence of current suicidality. Maytree was asked to assess a sense of deterioration and crisis that may herald suicidal behaviour. Often Maytree assessments recorded this as an uncertainty about how suicidal the guest (potential guest at this stage) appeared. These assessments then pointed out the regressive or dependent states of mind that these guests presented, and the sense that suicidal behaviour may be impending. Thus, whilst admission to Maytree was premised on a degree of suicidal ideation, many of these guests did not have a long history of previous suicidal attempts and only one of the cases we examined had made more than one attempt. These included overdoses, in some cases combined with cutting, and jumping. One young woman had been admitted to Maytree shortly after discharge from hospital following a serious suicide attempt (overdose and cutting her wrists). 

Example: Vignette 2

Case Vignette 2: Jane

Jane, a 51 year old woman referred by a friend and GP, lived in South London where she was a pharmacist. She had separated from her husband (of 23 years) 6 months previously and had two sons. Following the separation, she had buried herself in work and ‘run herself into the ground’ – partly she had ‘had enough’, partly she ‘blamed herself as a total mess and failure’.  She felt on the point of ‘falling apart’, culminating in spending several hours on a station platform on the verge of ‘throwing herself away’. 

She had been in counselling and took anti-depressants. She found that the high dose (recently  increased) – ‘maintained even further her inability to let out bottled up feelings, something she’s never done’.  She was ashamed for not being able to keep going as a ‘superwoman’ and unable to accept the support offered by others. 

Maytree described her as ‘identifying totally with working and caring for others’ and ‘unable to be intimate or vulnerable’. ‘The children leaving home and the marriage break-up are huge losses, though she underestimates them’.  Jane didn’t believe anything could change, but agreed Maytree wouldn’t do any harm and it might relieve the worry of others about her’.

There were detailed notes from volunteers and staff. These show that at first Jane asked volunteers a lot of questions “distancing her from being a guest”. She also used counselling language in the same way. She felt ‘humiliated’ by her suicidal behaviour the previous week. She talked about her marriage break-up, the sense of her world being turned upside down and blaming herself for this. Her anger with herself was the only sign of energy. Otherwise she seemed “lost in an unstructured world with which she is unfamiliar”.

Towards the end of her stay she talked about anxieties about leaving and “being on her own in her house” which felt large and empty. She felt she hadn’t used Maytree as she should, she hadn’t allowed herself to stop and be looked after. She also talked about anger with her counsellor  for “letting her get so close to killing herself, for failing to warn her and for more or less abandoning her between her fortnightly  sessions”.

The ‘goodbye letter’ thanked her for investing trust in Maytree, and for “letting us encourage you to have faith in finding yourself’. It also recognised that there were no easy solutions to going back to being alone in her large house. 

A month later, her GP sent an email to say she was ‘impressed’ and asking for referral information. Jane sent a card to “Paddy, Michael and Guy and your wonderful team of volunteers”: “Very many thanks for your love and your listening, for giving me space and support and for the drawing and the dancing. Please use the enclosed donation to buy some pictures for the walls”. She later wrote: ‘Of course use the money to buy art materials’. She added she had just joined a weekly therapeutic dance class which she found ‘potentially liberating’. 

Summary of the two groups: ‘anomic’ and ‘acute’. We have described these two groups of Maytree patients as consisting of distinct characteristics that are inclusive of gender, ethnicity and other differences. The main differences between the two groups are located as originating from different mental health histories. The single case illustrative vignettes flesh out these differences and the qualities of the kind of guest that the descriptions aim to encapsulate. Inevitably this discussion oversimplifies the difference between these ‘ideal typical’ descriptions. Gender differences, for example do lead to different presentations of cases within the groups. Though we think that the two groupings indicate real and significant patterns, there is more of an overlap between the two ‘types’ than this discussion allows for, and both groups can be sub categorised. For example, women in the ‘anomic’ group tend to present recurring self-harm as a way of contending with repeated experiences of abuse in relationships. Men in the ‘acute’ group tend to present as not able to cope with the demands of adulthood, de-stabilised by the loss of a relationship on which they were dependent and which provided them with a way of avoiding the demands of growing up. Even in later middle age some of these could be identified a youthful ‘Peter Pan’ quality, or, like Harry as finding the demands of an ordinary adult relationship simply too much. 

Each of these two groups presents a different dilemma to Maytree. The ‘anomic’ group wish for relief from a long standing, repetitive, cyclical struggle with isolation, misery, disappointment and stigmatisation. The ‘acute’ group require –often accompanied by anxiety and panic- that Maytree arrest the descent into deepening depression, despair and suicidal thoughts and solutions. At this stage we can judge that for both groups Maytree offers the possibility of relief from suicidal states of mind and an experience that reduces stigmatisation as a mental health patient and the fear of this. We have tested these hypotheses through our prospective follow up study (see below, section 9). The hypotheses are also tested through our study of guests who provided a challenge to Maytree, aberrant guests who did not ‘fit’ into the pattern. 

Guests on the borderline: aberrant guests

That Maytree extended help and respite to both the acutely suicidal and the longer term repetitively suicidal extended the original ideas behind the Maytree model. Guests challenged this model through presenting co-morbidities, including substance misuse, and through opposing, consciously and/or unconsciously, the model through which talking and relating is assumed to be beneficial. A small number of these guests felt unable to stay for the full four days. A third small group – those who were anxious about separation from close but ambivalent relationships also presented difficulties to the model through feeling stressed and pressurised by the respite model, which necessitated having experiences of separation for four nights from these complicated relationships. Here we aim to look at where Maytree found the task more complex and difficult not to dwell on failure or shortcomings but rather to explore the limits of the model. Study of aberrant cases is essential in qualitative research like this, where the aim is not only to explore the boundaries and limits of the effectiveness of the model but also to establish, through comparisons with the unusual what is usually achieved (Silverman 2000
). 

Substance misuse: The group of guests that misused substances were mainly men.  Guests that misused drugs and alcohol were founding both the anomic and acute groups. Some had difficulties that were not generally as long-term or permanent as for the ‘anomic’ guests and had not proved as restrictive of their overall life experiences. All these guests had had significant long term relationships, including some who had been married; they had mostly also had previous long term employment experiences, and it was striking that at the time of the referral they were on sick leave. The substance abuse involved alcohol, compounded by (for 1 guest) cannabis use and (for another) a prior history of heroin use. Other guests has  longer term experience of mental ill health, had been abused in childhood and had been involved over long periods of time with mental health services. These guests presented less evidence of networks of relationships and were isolated. They tested the model through finding talking and being cared for provocative and stirring up of emotions and generating negative responses. 

The use of alcohol and drugs is strictly prohibited in Maytree, in line with Samaritan policy. Some guests that have a history of misusing substances are more able to cope with the demand not to use during the stay than others. The meaning of substance misuse within an intervention is important in that it can be seen as breaking a boundary or as a sign of stress. The one Maytree guest that is known to have completed suicide after leaving Maytree was caught with alcohol in the house and excluded himself rather than face the process of discussion that Maytree offered. 

Opposition to the model Maytree Co-directors when assessing potential guests are mindful of the need to assess not only whether a guest meets the criterion of being in a suicidal crisis but also whether the offer of a stay will be beneficial. The above assessment of Harry shows the careful way in which the impact of Maytree on a guest who finds intimacy and closeness unbearable might be experienced. Although a stay in Maytree may represent a risk for the guest in terms of taking a step into the unknown, it is striking that the assessment process does lead to a very substantial majority of guests staying for the four nights. Only a minority of 17% guests do not stay for the full 4 nights (Table 6.11)

Table 6. 11

	Nights Staying
	Total
	%

	1
	8
	5

	2
	9
	6

	3
	9
	6

	4
	133
	83

	  Total
	159
	100


We have identified three ways in which Maytree guests may find the stay too difficult. These are: breaking the key house rules, such as using alcohol or drugs, getting stirred up by feelings (and preferring to get rid of feelings or deny them and being in conflict through the demands of relationships. The most powerful of these are relationships with children, and some guests with children can feel torn and guilty about being in Maytree One guest, for example, a 36 year old woman. Tanya, felt very agitated about being away from her partner and child. She had longstanding mental health and relationships difficulties and she had taken a serious overdose before coming to Maytree. There was tension and conflict in her relationships with her child and boyfriend. After experiencing a very bad night’s sleep on her first night she felt that talking and staying in the house made her too anxious and she chose to leave.  Leaving close family members for four nights may complicate the decision to stay in Maytree especially when these relationships are entangled and conflictual. In Tanya’s case it was difficult for her to make arrangements to see her partner and child during her stay.   

6.3 Summary

In this section of the report we have looked closely at the profile of Maytree’s guests. Most guests stay for 4 nights. Guests come to Maytree with substantial clinical difficulties and in suicidal states. Guests have a wide range of backgrounds and current psycho-social situations. We have identified two characteristic groups which we have called ‘anomic’ and ‘acute’. These two groups represent two aspects of the population of Maytree’s guests. The anomic group have long term mental health difficulties and are often single and with poor networks of family and friends. The acute group have less complex mental health histories, are more likely to be depressed and have attempted suicide less often. This group often has more social contacts, through friends, employment and family, though these relationships are felt at present to be not offering enough support. These two groups represent Maytree’s appeal to either those that have not previously much used mental health services or those who are in need of a different approach. The clear conclusion that arises from this is that Maytree guests meet the requirements of being currently suicidal and falling on a fairly wide spectrum within the domain of moderate to severe difficulties. Very severe cases and very mild cases do not usually become Maytree guests.

7 Outcomes: the impact of staying at Maytree

A central aspect of our evaluation was to undertake a prospective study of the impact of staying at Maytree. We introduced a multi-methodological approach to this aspect of the study, including participant observation of guests staying during the period of the evaluation, and we asked guests to complete a self report questionnaire, the CORE. This was completed as soon as was practical (and ethical) after the stay began, and at an appropriate point before the guest left the house. Three months after leaving Maytree we contacted guests, met with them and conducted a short semi-structured interview and again asked the ex-guests to complete the CORE. We aimed to achieve a sample of 30 cases for this prospective study, but owing to increased demand on the centre, 48 guests were seen during this period and 41 completed the two CORE questionnaires administered during the stay.  Follow up interviews after leaving Maytree are still being conducted at the time of writing this report. To date, 14 ex guests have been interviewed and have completed the CORE in the course of this interview.

It is very striking that through analysing both qualitative and quantitative data there emerged very strong evidence that staying at Maytree was experienced as having significantly and deep positive effects. The files kept by Maytree workers (co-directors and volunteers) show that guests begin their stay in considerable distress, disturbance, tension and inner conflict and that during the stay all of these are replaced by greater relaxation, calm and reflectiveness. In the last part of the stay as leaving the house gets nearer, there is increased tension and anxiety. Our observations of guests during their stay also show these patterns. 

7.1 CORE Questionnaire Report

Sample and Data Collection

Forty eight guests stayed at Maytree between 18th October 2005, when data collection began, and 7th March 2006. Guests were asked to complete the Clinical Outcomes in Routine Evaluation (CORE) questionnaire twice during their stay; once as close to their arrival as possible (pre-test) and similarly before they departed (post-test). 

Of the forty-eight guests who stayed at Maytree, pre-test and post-test questionnaires were obtained for forty-one participants.  Two participants only completed a pre-test questionnaire, two participants only completed a post-test questionnaire and three participants completed neither.  Where the questionnaires were not completed, this was because the participants refused, were too distressed or unavailable.  Only the data from the forty-one participants who completed both pre- and post-test questionnaires are included.

Results

Total mean scores

The CORE is a 34-item questionnaire, with each item scored on a 5-point scale ranging from 0 (not at all) to 4 (most or all the time).  The measure is problem scored; that is, the higher the score the more problems and/or distress is being reported by the individual.  The ‘total mean score’ is calculated by dividing the total score on the questionnaire by the number of complete item responses.  The total mean score therefore ranges from 0 to 4.  Figure 9.1 below gives each participant’s total mean score for their pre- and post-test questionnaire, which shows that the levels of problems reported by the guests on arrival reduced during the stay.
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Figure 7. 1: Total mean pre-test and post-test score for each participant (N = 41)
A paired-samples T-test was undertaken to assess whether the reduction of each participant’s total mean score from the pre-test to post-test condition was statistically significant. This analysis shows that there is a significant decrease for scores between the pre- and post-test condition, t(40) = 13.72, p < 0.001.

Dimension scores

The 34-items of the CORE cover four dimensions, which are ‘subjective well-being’, ‘problems/symptoms’, ‘life functioning’ and ‘risk/harm’.  The mean score for each dimension is calculated by dividing the total score on a dimension by the number of completed item responses for that dimension.  Figure 7.2 below gives the mean pre-test and post-test score on each of the four dimensions for all forty-one participants.
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Figure 7.2: Mean pre-test and post-test scores on each of the four dimensions (N = 41)
This shows that the mean score on each of the four dimensions reduced from the pre-test to the post-test condition.  To test if the mean differences are significant, paired-sample t-tests were carried out. These analyses show that the differences are significant for all four dimensions (Table 7.1).

Table 7.1

	Dimension of CORE
	T (40)
	p

	Subjective well being
	 8.42
	<0.001

	Problems/symptoms
	11.91
	<0.001

	Life functioning
	12.17
	<0.001

	Risk/harm
	9.58
	<0.001


Clinical cut-off scores

The CORE manual gives cut-off scores for reliable and clinically significant change. Clinically significant change is sufficient improvement to have moved the client to a score more representative of the general population than a clinical population.  Thus, a range representative of the general population would include scores below the cut-off figure.

The table below (Table 7.2) gives these clinical cut-off scores for each of the four dimensions and the total mean score.  The mean scores (and standard deviations) for the present sample, obtained at post-test, are also given.  The clinical cut-off scores differ by sex, and the data are therefore presented in this way.

Table 7.2 Means (and standard deviations) for each of the four dimensions and the total mean score, obtained at post-test, along with the corresponding clinical cut-off scores (N = 41).

	
	Male (n = 17)
	Female (n = 24)



	Dimension


	Mean score (sd)
	Cut-off score
	Mean score (sd)
	Cut-off score



	Well-being
	2.19 (0.86)
	1.37
	 2.31 (0.89) 
	1.77

	Problems
	1.96 (0.67)
	1.44
	 2.00 (0.74) 
	1.62

	Functioning 
	1.12 (0.47)
	1.29
	1.17 (0.50)
	1.30

	Risk
	0.80 (0.63)
	0.43
	 0.75 (0.64) 
	0.31

	
	
	
	
	

	Total mean
	1.49 (0.53)
	1.19
	 1.53 (0.57) 
	1.29




This shows that, for both men and women, it is only the ‘life functioning’ score at post-test which falls into a range representative of the general population.  All the other scores fall within a range representative of a clinical population.  

These data imply that, although there has been a significant decrease in problems from the pre-test to post-test condition, the problems experienced by a guest at post-test are still more representative of a clinical population than of a general population. However, as can be seen from the table above, the standard deviations are relatively high for the present data, indicating that there is quite a spread of scores around the mean.

Items in the ‘life functioning’ dimension relate directly to the values and aims of the Maytree model. These include:

· I have felt terribly alone and isolated

· I have felt I have someone to turn to for support when needed

· Talking to people has felt too much for me

· I have felt warmth or affection for someone

· I have thought I have no friends

· I have felt shamed or humiliated by other people

Changes from the negative to the positive on these and the other items in this dimension appear to indicate the success of Maytree’s ‘normalisation’ through befriending.
Summary

The data collected shows that there is a statistically significant reduction in the problems of guests from when they enter Maytree to when they leave.  This significant reduction in distress is reflected across all four dimensions of the CORE.  Furthermore, the results indicate that, by the end of a guest’s stay, the score on the ‘life functioning’ dimension is likely to have reduced to a level more representative of the general population than of a clinical population. 

The minority of guests that do not conform to this dominant pattern of beneficial effects provide interesting information about the limitations of the model.  As we have described above (section 6.2, table 6.11) a small number of guests leave Maytree before they have spent the full 4 nights there. We do not (by definition) have quantitative data for changes in mental states and suicide risks for these guests. It has not been possible, because of lack of data, to reach any conclusions about whether these short staying guests have benefited from Maytree, or, conversely, whether their vulnerabilities increased through not feeling able to stay in the house. Some individual case data shows that shortened stays may be indicative of the residential stay being stressful through separations from key attachments and through feeling a sense of failure through not being able to manage the stay. These cases have been discussed above.

7.2 Outcomes: what happens after leaving Maytree?

 Our aim in undertaking a follow up study was to interview guests that had completed both CORE interviews during their stay at Maytree. There was limited time available for this study and 34 guests were identified as eligible (having stayed at Maytree between 11th October 2005th and 15th January 15th 2006.  Of these 13 had been interviewed at the time of writing this report. This study is therefore incomplete and will be completed at a later date and reported separately. However, the information gained from ex guests is striking – both qualitatively and quantitatively - and can be reported at this point with the proviso that the sample is relatively small. The follow up consists of the quantitative findings from the CORE questionnaire and a qualitative analysis of the transcripts of the semi-structured interviews. The schedule for the interview is appended to the report.

7.3 The CORE Questionnaire Follow –Up Report. 

Analysis of the CORE data from the follow-up interviews showed that, for the overall scores, the trends were for all guests to record lower scores than at the point of admission to Maytree. Figure 9.1 shows that the mean score on each of the four dimensions reduced from the pre-test to the post-test condition, and from the post-test to follow-up condition. To test if the mean differences on each of the four dimensions are significant, paired-sample t-tests were carried out. These analyses show that the differences are significant for all four dimensions between the pre-test and post-test conditions; 'subjective well-being', t(12) = 6.27, p < 0.001, 'problems/symptoms', t(12) = 9.01, p < 0.001, 'life functioning', t(12) = 6.23, p < 0.001, and 'risk/harm', t(12) = 6.22, p< 0.001.
The analyses also show that the differences are significant for all four dimensions between the pre-test and follow-up condition; 'subjective well-being', t(12) = 8.39, p < 0.001, 'problems/symptoms', t(12) = 12.37, p < 0.001, 'life functioning', t(12) = 6.90,p < 0.001, and 'risk/harm', t(12) = 7.72 ,p < 0.001.
Between the post-test and follow-up condition the analyses show that the differences are significant for 'subjective well-being', t(12) = 2.59, p < 0.05, 'problems/symptoms', t(12) = 3.10, p < 0.01, but not for 'life functioning', t(12) = 0.72,p = 0.49, or 'risk/harm', t(12) = 1.66,p = 0.12.
Figure 7.3 Mean pre-test, post test and follow-up score for each participant, and overall.
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This implies that improvement for this sample of guests was significant during their stay at Maytree and also continued after their stay. There was even a significant improvement for guests between the point of leaving Maytree and follow-up after three months in the dimensions of 'subjective well-being' and   'problems/symptoms'. 

To assess further the level of improvement shown by this sample of guests, we assessed the mean scores for pre-test, post-test and follow up in relation to the CORE manual clinical cut off scores. Table 7.1 shows that on entering Maytree the sample had scores above the clinical cut off point. Though the scores were lower at the point of leaving Maytree (post-test) they were above the clinical cut off scores in three of the four dimensions and overall (the exception was the dimension of ‘life functioning’ in which the scores at post-test were below the clinical cut off scores). However, at follow-up the scores for all dimensions and overall were below the clinical cut off scores. 

Table 7.3 Means (and standard deviations) for each of the four dimensions and the total mean score, obtained at pre-test, post-test and follow-up, along with the corresponding clinical cut-off   (N = 13)
. 
	Total (n= 13)


	Dimension

	Pre-test

	Post-test

	Follow-up

	Approximate


	
	(sd)

	(sd)

	(sd)

	cut-off


	Well-being

	3.60(0.36)

	2.17(0.70)

	1.38(0.94)

	1.57


	Problems

	3.33 (0.32)

	1.90(0. 68)

	1.19(0.76)

	1.53


	Functioning

	2.53 (0.49)

	1.15(0.51)

	1.01 (0.76)

	1.30


	Risk

	1.91 (0.60)

	0.63 (0.69)

	0.27 (0.46)

	0.37


	Total mean

	2.83 (0.26)

	1.44(0.52)

	0.98(0.67)

	1.24



The CORE manual provides different cut-off scores for men and women. These have been averaged in Table 9.1. Taking men and women separately, the results show similar results except that women scores at follow up are above the clinical cut off scores for the Life Functioning dimension. All other dimensions and overall are below the cut-off scores at follow up (and not before this). These scores are not reported separately because the sub-samples are very small (7 men and 6 women).
Although we are cautious in the meaning that can be attributed to these findings, because of the small sample and the absence of comparison groups, the indications are that they demonstrate improvements in social functioning and reduced risks that begin with entering Maytree and are maintained after leaving.  Our hunch at the outset of the evaluation was that the Maytree model had the capacity to effect longer term as well as respite changes. Although this data set is incomplete, we have confidence in reporting these findings now because, even if later evidence from further interviews has the effect of reducing the overall positive picture, there is already evidence that some guests experience deeply significant benefits from their stay.  The quantitative evidence from the follow up study presents at least the hypothesis that Maytree provides a unique, and life changing experience. 

Figure 7.1 shows that within the overall trends, guests experience Maytree in different ways. The CORE scores show that all 13 guests in this sample experienced improvements during their stay in Maytree, and that 10 of the 13 continued to show social improvements and reduced risks at follow-up. Qualitative analysis of the semi-structured interviews enabled us to explore these differences and their meaning in more detail. 

7.4 Analysis of the qualitative follow-up interviews.

Leaving Maytree: All stakeholders in Maytree –those that work there, guests and referrers – have commented on the anxiety about the effects of leaving Maytree for these very vulnerable guests. The guests themselves provide evidence that the prospect of leaving Maytree is a fearful process. It does seem difficult to escape from difficult stressful social circumstances, that contribute to the distress and despair that leads to suicidal thoughts, plans and behaviour, and then have to leave the warmth and support of Maytree. As we have commented above, the Maytree co-directors are very mindful of the effects and potential effects of both boundaries of entry and departure. Guest themselves have a range of reactions to leaving, most of which testify to the emotional difficulty of the process involved. The tensions about leaving are felt powerfully by Maytree workers, but the policy of no follow up leaves them by and large not knowing how guests feel after leaving Maytree. It is striking that many guests send messages, leave cards and letters all of which hare movingly positive in their sentiments. Through our follow up interviews with Maytree guests we have been able to access both how guests look back on their time in Maytree and how they fared after leaving. 

We have categorised their reactions to leaving as varying according to the way guests formulate their thoughts about dependency. Three approaches are identifiable. Firstly, the more psychologically integrated guests are able to recognise their pain and anxiety about leaving, and reflect on how it affected them in terms of their dependency on others. For example, a male guest said that though he felt the stay was too short, staying longer would have made him feel too dependent. Secondly, some guests who are less able to reflect on or recognise their dependency needs feel that the stay should have been longer, and that repeated stays should be permissible. These guests are probably more vulnerable than the first group, are more likely to be located in the ‘anomic’ category of guests and may also be more likely to regress into more suicidal states after leaving Maytree. For example, a female guest said that she had found it a struggle after leaving Maytree and in fact felt worse initially having to contend with some very difficult social circumstances. She felt suicidal again at that time, but gradually recovered and then she felt better. Thirdly we have identified an ‘avoidant’ group of guests who defend against the pain of leaving by downplaying the significance of the stay, the impact of the leaving and the importance of relationships in general. They construct leaving as normal and emotional contact as problematic- but the thinness of this defence against pain is apparent and their actions (such as agreeing to take part in follow up interviews) shows that the words are in fact a defence against the fact they know that leaving Maytree is non-negotiable. One example is a male guest who in fact lived within walking distance of the Maytree house, a tantalising position, and who had to set a boundary and limit against the desire to visit and return.    

What happens after leaving Maytree? We found qualitative evidence to support the CORE results that some guests experience deeply significant benefits from their stay. These benefits are, firstly, feeling better, less distressed and suicidal, secondly, having enduring very positive and benign memories and images of the experience of Maytree that act as a source of inspiration, hopefulness and spur to resilience and, thirdly, experiencing changes in terms of attitudes to relatedness to others. Ex-guests reported greater valuing of friendships, increased access to helping professional, therapeutic relationships, and greater readiness to be self-protective with regard to potentially difficult emotional experiences. This included being-self protective towards our follow up interviews. We felt these were likely to stir up feelings of loss and possibly abandonment, resentment and feeling excluded. It is striking in our experience of undertaking these interviews, not only how generous some ex-guests have been in making themselves available, giving up time and making the effort to meet with us, but also the warmth and consideration with which they responded to our invitation to meet. We also noticed how ex-guests could recognise that the meeting might stir up feelings that would be difficult to manage and they ensured that support would be available. For example, one ex –guest met with us shortly before his regular therapy session, and we were struck, therefore that this support would be available if the meeting did arouse strong feelings.

The follow up meetings are showing that the period after leaving Maytree is difficult. Particularly for those ex-guests that are less able to articulate for themselves a reflective state of mind with regard to their dependency on Maytree the period after leaving involves risks. One guest told us about a suicide attempt in the immediate period after leaving Maytree and, though this arose in a context of long-standing difficult and distressing relationships (this guest had a child in care) it seemed from the interview that loss of a brief time when she felt looked after was not bearable.   

For the 3 (aberrant) guests that scored higher on the CORE at follow up than on leaving Maytree we identified some key themes. These guests had further difficult life events to endure and were less able than others to activate support or feel adequately supported in either professional or friendship and relationship networks. They expressed mixed feelings about aspects of Maytree. For example one guest, who was also a parent of a young child, expressed feeling torn during her stay. Guests also expressed mixed feelings about the volunteer system, including some who commented that the number of volunteers seen felt too many. One guest said that she did not see a familiar face on the last day of her stay, and this added to the feelings of difficulty of leaving. However, expressing mixed feelings is not consistent, in this sample, with higher CORE scores at follow-up. Many guests who scored lower at follow- up were able to express some negative as well as positive feelings towards Maytree. Indeed the follow up interview was designed to elicit these thoughts and feelings. We were struck by how little the ex-guests challenged the boundaries and the structure of the model. This may be because it may seem too much to risk for individuals who have experienced such limitations in their own parenting and relationships. The structure of the offer of a limited stay mirrors deprivations they have endured in their past. It takes a certain kind of inner confidence to be able to confront these structures. If this is a correct interpretation of this evidence, having it in mind to enable guests to think about their acceptance of the structure or passivity towards it could be a way of talking to Maytree guests and therefore included in the Maytree therapeutic model. 

Ex- guests have all commented evocatively on the powerful effects of leaving the haven of Maytree. They have thought about the wish to return there and organised this loss in their own ways (according to their defences against this kind of pain). Some have thought that the stay ought to be longer. Others have articulated the wish for follow up contact. The experience of our interview has the flavour and context of a follow up or review meeting. It appears to us that it is important that Maytree think about and develop a method of offering a review meeting to former guests. The evidence from our follow up interviews is that this should be available between 4 and 6 weeks after leaving. We assess that this will mitigate the difficulties guests experience in managing the transition from Maytree back into their social worlds, particularly those who feel low and abandoned after leaving Maytree. Having in mind the notion of the review meeting could probably be sustaining in itself for many, as well as the interview itself offering an opportunity for reflection. 

8
Recommendations

We recommend that 

1. Maytree continues to undertake the work of offering respite to the suicidal.

2. the Maytree model should continue in its present form, including continuing to: 

a. offer guests a stay of four nights, limited to one stay.

b. work within its philosophy, of befriending, limit setting and risk management in a non-medical model

c. continue to evolve its therapeutic model through reflecting on experience

d. assess guests for suitability within its present guidelines (being at suicidal risk but excluding those who pose strong risk of violence to others, being in need of medical oversight, chronically misusing drugs and alcohol

e. staff Maytree through Directors and volunteers

3.  Maytree should continue to occupy its niche as a unique alternative resource for the suicidal, selecting guests within its criteria of suitability.

4. The model and philosophy of Maytree should be widely promoted and recognised as having a very significant role to play in suicide prevention. Consideration should be given to developing other centres on the Maytree model making them available on a local basis. 

5. If other respite centres are developed on the Maytree model, it is crucial that the personal leadership qualities that are needed to create the unique atmosphere of Maytree are recognised as being central to the model. 

6. The model and its philosophy should be widely disseminated to statutory agencies so that these can learn from the success of the Maytree experience. The balance between limits of responsibility, trust and deep commitment to the suicidal is particularly recommended to statutory and other voluntary organisations involved in suicide prevention.

Additionally we have some thoughts that Maytree may wish to consider in terms of the development of their organisation

1. Developing a follow-up outreach service for guests, and potential guests that find it hard to accept the offer of a stay. We recommend that the follow up should be an offer for ex-guests meet a director or senior volunteer 4-6 weeks after leaving Maytree.

2. Considering how best to review the few guests that do not stay for the full 4 nights or who generate concern about suicidal behaviour whilst in Maytree. 

3. Extending to more volunteers regular experiences of supervision and continuous training. 

4. Continuing to explore and reach conclusions about the scope, extent and limits to Maytree’s ‘duty to care’ through legal discussions that should be reported back to the Trustees.

5. The maximum number of guests staying in the house should be limited to 4 at any time (not 6).

6. Considering how to attract more minority ethnic guests. This process may begin through discussion with local minority ethnic organisations, establishing contact and dialogue.

 Appendix: Interview schedules.

Focus Group schedule: Volunteers

What is it like to be a volunteer?’

‘What sort of behaviours do you see / come across?’

‘How do you deal with suicidal behaviour here?’

‘What do you think is most influential in the Maytree model?

Can you give case examples of when Maytree has worked best?’

Do you have any examples of when Maytree model has not worked, or not worked well?’    

‘What do you think about the use of volunteers?’   

‘Any other comments?’

Interview schedule: referrers. 

1. Name of project/ referrer

2. What is the nature of your unit or service?

3. How did you hear about Maytree?

 4. Have you made referrals to Maytree and if so, how many?

5. What are the reasons for referring these individuals to Maytree? Why Maytree?

6. What do you think Maytree offers to its guests? 

7. What has been Maytree’s impact on the people you referred?

8. Are there any concerns you have about Maytree, or any issues you wish to raise?

9. Do you have any further comments? 

Interview schedule: follow-up

1. How are things for you now?

2. What are your thoughts retrospectively about Maytree?

3. Do you have any particularly positive thoughts about Maytree?

4. Do you have any particularly negative thoughts about Maytree?

5. Have you accessed any services since Maytree?

6. Any other comments?
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