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Jacqui Fairley – SUF West Lead & SUF Group Facilitator 
Nigel Moyes, SUF Volunteer & Jayne Davey, SUF Project Coordinator, Group Note 
Takers 

Initial group comments 

 Mental Health to have clear and transparent parity with physical health in 
commissioning.  

 A designated crisis team/crisis line that is not ward based, so that callers are not 
told I am in an assessment right now, so I cannot talk but I will call you back. 

 If there is an emergency number/crisis number to call then it should be responsive 
and able to deal with mental health needs. 111 is not suitable. 

 Care plans that really do capture early warning signs that we know we have. 

 Good and clear contingency plans that are known by all partners, let’s see CPA in 
action. All partners need to know the positive interventions that make a difference. 

 A & E is not the place for someone in a mental health crisis. It’s noisy, loud, bright, 
more stressing. 

 How will Lorenzo make a difference? 

 It’s not helpful that symptom checker on NHS choices always leads the mental 
health patient in crisis to ‘phone 999’. If you have called 999 too many times you are 
asked to sign a Responsibilities Agreement by the ambulance service to confirm 
that you will only ring for a medical 999 emergency. 

 

Further discussions 

1. An appropriate space for a person experiencing a mental health crisis. 
It was felt A & E was not a good place for a person in mental distress. However, the 
Psychiatric Liaison nurse in Bury stated that they now have a clinical decision making 
suite, with 8 beds and 6 recliner chairs. It’s a safe place with no ligature points for 
example, restful. They are currently seeking accreditation. The Psychiatric Liaison nurse 
stated that if someone is not see in A & E after an hour or so, they move to this suite and 
in any event must be moved here is not seen after 4 hours. 

SUF has subsequently to this workshop arranged to visit this suite to see it and to 
understand more about how it works for MH patients, adults and older persons. In the 
discussions about this suite there were queries raised as to why someone in mental health 
crisis did not get moved to this suite straight away on arrival at A & E but this was not 
answered as the conversation moved on, so issues such as this require more 
understanding and follow up.  

The Psychiatric Liaison nurse stated that this suite was based on the RAID model, which 
SUF was aware of from our initial involvement in the planning for the psychiatric liaison 
nurses team. It’s a role funded for 1 year at the moment and was explained as an 
innovative project funded from Commissioning for Quality & Innovation (CQUIN). It’s 

SUF Stepping Forward – Workshop 1   
 
What do we need to tell Commissioners’ in Suffolk about improving our 
services to intervene early and create responsive crisis care when I have a 
problem with my mental health?  
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currently undergoing a big evaluation to look at cost effectiveness. It is estimated that in 
West Suffolk about 1/3rd of admissions to the acute hospital are MH related usually MH 
needs of older people, particularly dementia, so this needs consideration in terms of 
looking at the needs of adults in MH crisis. 

2. Direct Payments 
This should be able to support people in crisis and should enable and facilitate respite 
care/ placement in a crisis home to enable people to manage their illness, to enable them 
to fund a placement at a time when they know they do not feel safe and need help. Service 
users stated that Suffolk care line will not provide support for those with a mental illness, 
only for the elderly and physically unwell, this is not parity. 

3. Debrief after a crisis 
Service users felt that there really is a benefit in having a debrief following any period of 
crisis. It’s always an opportunity for learning and increased understanding and awareness, 
an opportunity to do something different. One idea was for there to be some kind of 
facilitated peer support group for crisis debrief, this is a model used in America, it’s 
supportive in a homely and quiet room. It was recognised that there has been a huge shift 
on the basis on which people are admitted into mental health acute  beds, previously most 
people were voluntary patients, now about 80% are on a section.  

4. How can service users be able to access secondary care for early 
preventative care, to prevent a crisis, when they have been discharged from 
NSFT? 

Service users where concerned that people had to be under treatment from the NSFT 
Home Treatment Team to be able to access one of the three respite care beds in Suffolk. 
If you have already been discharged from secondary care at present service users have to 
start the entire process again by being referred to NSFT. If they are not yet in crisis, their 
referral will not attract a high response time. 

This does not enable service users to manage the preventative element of their condition 
by being able to get treatment as and when they know they are beginning to deteriorate or 
beginning to experience a mental health crisis. There was concern that service users end 
up acting the mentally ill person in crisis in order to get seen and to get the treatment they 
need, this is not helpful or what people want for themselves. If people can learn to manage 
their physical health needs, we can learn to manage our mental health and supporting us 
to do so must be a key priority, through a prevention pathway. 

5. Quick wins and key messages: 

It costs nothing to treat people as human. People often loose family and friends when they 
have a mental illness, when unwell, they need to know someone is there, it’s a human 
need. The middle of the night is the loneliest time; the worst time and is often crisis time. 

Services and commissioners need to see alcohol as self-medication, as a symptom of 
another problem, not the problem itself; it’s not helpful to treat the consequence and the 
cause separately. 

There needs to be a follow up to MH services to find out the answer to the question, What 
happened next? 

Bear in mind that Cathy’s Top 10 did not include NSFT; it’s not always about the 
secondary mental health provider, let’s look more creatively at what supports people that 
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has a nil commissioning cost, but is preventative and is supportive. What prevention can 
look like. 

 

A & E is not the place for the mentally distressed, suicidal or unwell,  you are just seen as 
the psycho in the wheelchair and people feel their time is better spent on those who are 
really unwell…it adds to the stigma. A & E’s priority is physical health and wellbeing, 
accidents, physical health emergency. There needs to be a separate mental health walk in 
point for emergency care. Asking people to go to A & E to be seen by the access and 
assessment team is not parity. Woodlands is a new build, ‘state of the art’ and yet it was 
built without there being a crisis access point. One service user stated that 2 GP practices 
are merging in Ipswich Lattice Barn and Woodbridge Road, is there any opportunity in this 
new build for a MH A & E? let service provider’s join up thinking and be creative and have 
a we want to hear you and can do  response. 

People with a mental illness should not be put in police  cells at any time. If they have 
made a suicide attempt whilst using alcohol, this is still no reason to be placed in a police  
cell, their human distress is not criminal, it’s about mental distress and they need to be 
someone where the human kindness element is recognised and that need met for people 
to feel safe and cared about until they are ready to be assessed. This needs a real attitude 
change. Recognition that NSFT and other services need to look after their staff. When staff 
are burnt out this can lead to staff being cynical through emotional burnout. 

There needs to be joined up thinking for handover between different 999 services, e.g. 
Police to Woodlands staff. How well is this happening? 

There is no genuine alternative to admission in Suffolk. 

Is NSFT the right organisation to offer a crisis line? The Samaritans do such a good job of 
being human, but cannot offer medication/mental health treatment advice and support. 
There need to be a connection that works better for service users. The NSFT senior 
manager spoke about a partnership model that has led to the re-commissioning of MH 
services in Bristol. 

We need more information. For example, what % of police time is spent with MH patients 
and service users? 

How can MH be on the curriculum at schools to support families and children to help build 
up understanding and emotional resilience. 
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Jeannie Wright  - SUF Chair & Group Facilitator 

Elizabeth Moad – SUF Media Lead & group note taker 

 

Wanted by group - Psychiatric Liaison support in all A&E departments that can 
respond to a person in crisis within an hour of arrival  

 

Currently there is a potential wait of up to 4 hours (and sometimes longer in a service user 
experience), as importantly in the  evening  there is less cover; many people hit crisis in an 
evening/night time (see workshop 2). 

 

Wanted by group – a part of the A&E dept that is more geared up to MH crisis, a 
better environment than the main A&E part, with access to physical care. Point was 
raised that often people with MH crisis also have serious physical needs and that can take 
priority. 

 

Supported Housing worker informed the group that people in crisis they support have gone 
to Woodlands when in crisis rather than the main A & E as it is familiar. How can this 
happen for some people and not others, there needs to be an equitable service for all. 

What happens often if there is nobody to see the person they have to wait outside.   Is this 
the right place to be when in mental health crisis, do people with physical illness wait 
outside A & when there is not one to see them? 

 

An option to have a centre for this at Woodlands including drug and alcohol 
support? 

 

Wanted by the group:- 

 All services staff need a greater understanding of what otherl services do prior to 
crisis (Would this be prevention care?) 

 Access to care plans, Link Worker stated that they are unable to access care plans 
via GP system so has to go on to Epex system to get it.  

 Training needed 

 Recording of crisis line phone calls, still not in place across NSFT but is understood 
to be in progress 

 NICE guidelines require a service for Personality Disorder but there is not one in 
Suffolk  - this is still needed. PD should not be a diagnosis of exclusion. 

 SUF recommended a year ago a service for Personality Disorder; Waves is co 
funded by Mind/NSFT but is just meeting the needs of 40 people at a time; how 
many people in Suffolk with a PD diagnosis? What is the unmet need? 

 Training of staff re personality disorder, variation of services – how many NSFT 
staff have received KUF training? 

SUF Stepping Forward  - Workshop 2  
 

What does primary care (GP, Police, Social Services, Ambulance, Street 
triage, Emergency Departments) in Suffolk need to do to provide joined up 
support before a crisis -  coordinating access to specialist expertise and 
secondary care (substance misuse, including alcohol, & needs of MEC’s and 
LGBT people & other ‘invisible ‘ groups). 
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No clear picture -  “people make processes work” and if not they abandon the process 

 

 

Wanted by group - A specific entry gate needed for people with MH needs, not to 
use the general entry gate 

 

 Who do we tell it to and who will listen? The Health and Wellbeing Board set the 
agenda and say there is good communication and this brings all groups together – 
they say there is good communication but is this felt by service users? 

 

 What is the plan after signing the concordat? Need a group to bring commissioners 
together re. concordat. It needs to be a living document not lip service. 

 

 Psychiatric Liaison nurses and police liaison car show where services are coming 
together, attitudes, values perceptions; seen as very positive. 

 

How are we capturing people before crisis? 

A feeling that often families are not aware the person is in the early stages of crisis. This is 
an internal experience. 

 

Wanted by the group - Relapse care plan needed/Crisis Prevention 

 Contingency /discharge plan  - need a relapse plan after discharge from secondary 
care 

 For GPs to support this plan and make the plan visible 

 More in-depth info and detail to prevent a crisis.ble 

 Lack of GP knowledge 

 NSFT to audit final care plan pre discharge  

 Family carers need access to information, and everyone named on the care plan 
needs to get a copy 

 

Invisible groups: 

 

 Survivors of bereavement – those that find a family member with a death by suicide 
are forgotten and not given services. Should be flagged up as an invisible group – if 
a sudden death then family to go on to NSFT register automatically 

 

 Liz Peck – BME groups invisible and need more interpreters. Traveller groups – feel 
ok to talk about MH but not actually wanting to access services.  

 

 Cultural differences – it is a crisis that brings people to services and not before. 

 

Wanted by the group – a drop in centre for people to come and talk about MH. 

 

 Peer groups – where people can talk to others (fellow sufferers) 
 

 Centre with facilities for families to receive and give  MH support to all Suffolk 
community members  including the  BME community and all invisible groups. 
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 Joint training between agencies so that each service understands  accountability 
when dealing with MH crisis 

 

 Crisis line is not resourced enough and to be separated out from Access and 
Assessment Team. 

 

 We need an equivalent of 111 for Mental Health. 
 
 

  



Stepping Forward with the mental health Crisis Care Concordat. 

7 of 13 
 

 

Jeff Stern – SUF Trustee & SUF Group Facilitator 
Jayne Davey – SUF Project Coordinator & Group Note Take 

 

Jeff Stern  – SUF Trustee & SUF Group Facilitator 
Jayne Davey, SUF Project Coordinator, Group Note Takers 

 

Initial group thoughts 

 What questions should commissioners ask?  

 A recognition that commissioners use CQUIN’s as a payment for an enhanced 
quality in a service or for new initiatives. Providers do not get the extra money 
unless the meet these targets or priorities. For example the Psychiatric Liaison 
services are funded through a CQUIN as is the East Suffolk Triage car. 

 There needs to be a GAP analysis by all concordat partners. 

 Examples of the concordat making a different might be: 

 Less use of s.136’s 

 If CCG’s commission prevention we might expect to see a decrease in the number 
of people going into crisis. Less people returning fully into secondary care (so 
measuring the people returning to NSFT on a longer term basis and needing care 
coordination. More families and service users feeling listened to and in control of 
their care. More service users and carers feeling that they are managing their 
illness. (Survey’s). 

 Finding the answer to the question what happened next, see Workshop 2 above. 
Particularly about obtaining meaningful feedback about the service users outcomes 
and experience of referral on and care. What is their story? Feedback at the 
moment is very limited, and often from the same people, we need to capture the 
experience of a range of people. Drilling down this level of information and detail 
can be quite difficult. We could measure the no. of repeat referrals NSFT say this 
can be done easily), but would this prove anything? It might.(Did they have 
discharge/ recovery plans?) 

 Could Commissioners commission a crisis support group (see workshop 2). 

 Access & Assessment team have about 70 referrals a day…we need to know if this 
is new referrals or if this is people returning to services. Better training with GP’s 
would help ensure that referrals are more appropriate. There was felt to be an over 
referral rate to secondary care and under referral rate to the wellbeing service. 

 We need feedback about the Wedgewood House Trial where they are trialling 
having a short stay assessment in patient time e.g. 3-5 days and a separate longer 
term inpatient unit. 

 There was a group view that Service providers should receive funding for improved 
communication and information sharing, based on user feedback. Service users 
and their families  need to see the change happen.  

 WSCCG did a really good feedback for service users based on the U said/We did. 
This was seen as very credible. They showed they had listened and acted. This 
needs to happen now for all of Suffolk…we need to see a commissioners U said 
and we did for mental health and the mental health conversations. 

 Important for commissioners to not ask MH service users to come to you, they need 
to go to them, where they are, they need to get out and reach out to their 

Workshop 3 

What needs to happen in Suffolk to audit and review all emergency and crisis 
care across the County, a process that values service users experience so 
that a safe & improved environment, and staff safety is also achieved.  
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community. There has to be an attraction for people, what is in it for people. 
Message is go to people in their existing groups. 

 Video is another way for CCG’s to share their message, but people still need to be 
able to inform the debate. 

 GP surgeries/A & E have TV screens. Is there an opportunity to use these to inform 
share and ask for feedback. At the moment people can feedback in so many ways, 
how can this be joined up…is this through Healthwatch Suffolk? How is this shared 
regularly? How can we get SMART feedback and be more joined up. 
Commissioners need to see feedback as constructive, what has worked well, could 
it be better, more different. All views are important. How do people know where to 
feedback? Can there be a power in balance if the feedback is service user to 
provider, what if I come back again because I am unwell again, what happens? I 
raise something negative. There is a benefit in case studies, we want to know what 
happened next. 

 GP Training – the need for mental health training could be linked to GP funding to 
get them more engaged. 

 GP’s need to more appropriately refer to the wellbeing service (currently 11-12% 
instead of 15%) and AAT. It was shared that Commissioners do already monitor 
‘GP hot spots’ so could be linked to funding. 

 Staff Safety 

 This relies on information sharing. 

 Ambulance service get a lot of abuse, but new recruits do get good MH training, 
existing staff do not. 

 One good measure of change might be the number of Ambulance and police shouts 
for MH patients/service users. 

 Might be helpful to look at which service users are known to all/most services 
‘frequent attenders’, so all 999 services can connect up. In Norfolk there is a MH 
trained person in the control room rather than having a Triage car. 
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Derek Jones, SUF Member & Group Facilitator 

Elizabeth Moad, SUF Media Lead & Group Note Taker 

 

Opening to group: 

 

A lot of discussion this morning was about what professionals should be doing now, things 
are already in place but not actually being done, such as crisis plans, but it’s not being 
done in secondary care, using the Care Programme Approach.How can we  “make 
recovery a reality in Suffolk”  

 

Supported Housing representatives stated that these full care plans are being done in 
supported housing. 

 

It needs the involvement of family, friends and community – “family, friends and 
community are the scaffolding around you, so if some parts fall away, the rest still 
holds you up”  

 

But service users experience is also that “most people with MH condition have lost 
family along the way.”  We cannot under estimate the impact on family & friends and 
then the impact on service users. 

 

A Person centred approach is important 

 

What meant a lot to Service users was to use their own words in care planning and not 
those words regurgitated in to professional language. There needs to be ownership, the 
plan needs to sound and be associated with me, my life my experience to have ownership. 
This takes professionals more time to listen, to understand; but it is integral because: 

 

 Being listened to matters 

 People are made to fit the system, not the system adapted to fit people, the 
individual and yet we all talk about person centred care. 

 

Continuity of care 

 

 Can be a key factor – One service user in group is now with a third care coordinator 
in 4 months and actually not met the current care coordinator. 

 

 Most cost effective is continued ongoing care, with the same people, who get to 
know you understand you and can help you to prevent a crisis 
 

 Every time a SU meets somebody they address the same core issues 

Stepping Forward -  Workshop 4  
 

What needs to happen in Suffolk to really understand ‘recovery’ & staying 
well – preventing further crisis (Personal crisis plan - early warning signs / 
support available to prevent further crisis).  
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 Professionals benefit from continuity as well. 

 

Wanted by group – Day or night the care is consistent, it can be provided by 
different people, but the care is the same, the responses are the same and 
awareness is the same. 

 

In a crisis the people responding can vary – it is understood that it does not have to be the 
same person each time, but service users wants the reassurance that the service is the 
same. Anyone in a crisis doesn’t care which individual it is, it’s the help that’s wanted, the 
human response and support. 

 

Wanted by group – ability to access the system at the point of need 

 

Case Example of one male service user. In April he had a 28 day assessment in patient 
(on a section), then was treated by the Wellbeing service, then referred to the Access & 
Assessment Team and finally treatment has taken so long he has gone to private 
psychiatrist who then said his care can be paid for on NHS – is this really cost effective for 
all concerned? How effective is this as an outcome for the service user concerned? 

 

Service users feel like in a pinball machine bouncing round the system from GP to Access 
& Assessment to Wellbeing  

 

Case Example no. 2; The are such a large number of professionals involved to convince 
that you are at risk and in need of support – e.g. ambulance, A&E, home treatment, etc. 
They all have to be convinced of the need 

 

Secondary Care Discharge Policy  

 

 Other countries do not have concept of “Discharge”  

 Service users want to be kept on the system and not discharged so they know they 
can get access immediately when they need it and not have to start the process 
again  

 Secondary Care Discharge is felt to be too early (all agreed).  

 People now have to go from unwell to really unwell to access the system 

 “Discharge” in the recovery model is not helping. 

 

Research in 2009 stated that the concept of recovery is to let people put feet on the 
ground and then see if they can cope, if not bring back in to services and much more free 
flowing model works. 

 

“In remission” may be a better word to apply for people as they learn to live with and 
manage their mental illness. 

 
Wanted by group – a dedicated and staffed crisis line 

 

Currently there is not a dedicated ‘crisis line’ line as staffing only includes in Suffolk two 
staff in West Suffolk and two in East Suffolk, whose role is to also carry out MH 
Assessments.  
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So if they are in an assessment the telephone call is not answered or in one case given by 
a group member the call was answered and the caller told the staff member could not 
speak now as they were in an assessment. This is not helpful. This is not crisis support. 

 

Respite beds – including 3rd sector respite beds 

 

Value of respite beds acknowledged by group but felt there was a huge lack of respite 
beds. There are two in Lowestoft, one in Bury and one in Ipswich, they are being used to 
almost full capacity. 

 

How are these being linked to need? 

 

Example from one MH staff member – when the staff member was carrying out an 
assessment at A&E. If she decides a patient needs respite care rather than Wedgewood in 
patient care, she phones respite, but if their bed is full, then only option is to refer to 
Wedgewood as an inpatient. Important to ask who is capturing this information about 
needs & unmet needs together with unnecessary admissions. What impact does this have 
on the patient? 

 

Action required from this issue – there needs to be a follow up to ensure need for 
respite beds from AAT, home treatment etc. is being measured to see if greater 
need than current supply 

 

Personality disorder & The Haven in Essex 

 

Wanted by the group – An equivalent of The Haven in Suffolk is needed for people 
with Personality Disorder; but despite service user requests and pressure CCG’s are not 
prepared to fund. 

 

Do commissioners know what the population is of those with Personality Disorder 
is without the filter of the NHS? 

 

There is no daily personality disorder service in Suffolk (currently 10 am to 4 pm one day a 
week?). NICE Guidelines say that we must have a service in Suffolk but we do not have it, 
why not? It was noted that probably a lot of other NICE Guidelines are not being met 
either. 

 

MH clustering by diagnosis - Cluster 8 is often used for Personality Disorder and probably 
is the most expensive cluster, but needs are not being met, so people are being put in to 
clusters that are not meeting their needs . 

 

Commissioner present talked of the contract and money between: 

 

CCG’s 

 

 

NSFT 
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A strong view by other professionals that 50% of people seen at West Suffolk A & E have 
personality disorder; People that are seen quite regularly, e.g. once a month and people 
that demand a lot of professional time as a supplement to CPA. 

 

A professional view that an effective crisis line could help to address this as A & E is not 
the place for people in MH distress in these instances. 

 

It was questioned as to who had the power to make change? A feeling that service users 
are always chasing the “power” to try to get the changes needed that they has asked for 
year after year and sometimes decade after decade. Why do commissioners still believe 
they know what  the best is for people when will they listen? 

 

Parity of esteem – if no parity then MH will always be marginalised  

 

At Stonham there are partnerships that are working and these pockets of activity, albeit 
small, are working and are gathering momentum now.  

 

Suffolk Public Health and now MH Commissioning is keen to continue the involvement of 
the community launched with the Suffolk conversations earlier in 2014. Work is being done 
to write the MH strategy for the next 5 years with concrete items to be completed in those 
5 years. There has been a commitment to ensure that the feedback from this event forms 
part of this dialogue and strategy. Parity between mental and physical health has been the 
political mantra, evidence of this shift toward parity now needs to be seen and felt in 
Suffolk. As a service user stated: 

 

“If you broke your arm and went to A & E only to be told there is nobody 
available to see you, please comeback in 4 weeks and we will re-break your 
arm for you and set it then” –  would this be acceptable? No, of course not, 
things would be changed?  

 

Why then is it okay to say this to people in mental distress and crisis? Why is 
their pain any less important? Why are they any less deserving of a crisis/ 999 
or A & E service that can help support and meet their needs? 
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The workshop notes reveal with overwhelming evidence that all 4 workshops have 
effectively discussed the same key areas. The groups have consisted of a very mixed 
group of Suffolk service users and staff across a variety of care and mental; health 
settings. It is evident that the people involved in mental health care, be they professional, 
patient or family carer are saying the same things. We need to see Commissioners really 
hearing these voices that speak so clearly, to actually say we hear you, we know you said 
that and now we are doing this! 

 

There needs to be a clear range of deliverables that shows that those receiving mental 
health outcomes are actually being heard in what they ask to be different, in what they say 
will actually make a difference to their health & wellbeing. 

 

All 4 groups have without doubt spoken about the same key mental health care issues.  

 

These are now summarised below: 

 

1. An appropriate place to go to for a person experiencing a mental health crisis. 
 

There needs to be a safe place for people experiencing a mental health crisis to go to that 
is not A & E. It needs to be a mentally healthy place. It needs to be a place where an 
assessment can take place, including an assessment for those who are on a section 136 
and those who may be placed under a section of the MH Act for assessment and 
treatment and have their liberty taken away. It needs to be a safe place for staff. 

It will benefit from soft lighting, little and low stimulation. It is a space that allows for people 
to come round from a drugs overdose or from drinking alcohol and the impulsive effectives 
this may have, in a safe comfortable place. It means that people do not need to wait in a 
police  cell before they are alcohol free for an assessment. It understands the complexities 
of being human and the ways we try to find to cope with our distress and does not judge. 

It needs to be user friendly and understand that people may be arriving in a state of 
significant distress, usually feeling that they have not been heard and not understood. It 
benefits from staff who understand this and how know that the biggest gift they can offer is 
that of human kindness and understanding. 

2. Commissioning needs to ensure that those people experiencing a relapse or 
early stages of a crisis can access quick and speedy services from secondary 
care, without going through the complete re-referral system. Prevent needs to 
attract the same priority as crisis; because crisis is where prevention has faile 

SUF Mental Health Concordat Involvement - Conclusions 
 


