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Purpose 
This report brings together key themes identified through Suffolk User 
Forum (SUF)’s Stepping Forward coproduction discussions focused on the 
development of 24/7 neighbourhood mental health hubs across Norfolk 
and Suffolk. 

The report is for commissioners, providers and system partners. It 
summarises what people with lived experience and family/parent carers 
told us in response to the coproduced discussion questions, alongside 
written feedback received after the event. It is intended to inform design 
and decision-making, service specifications and quality assurance as the 
hub model develops. It is a lived experience feedback report and should 
not be read as agreed system policy or as confirming final model decisions. 

Coproduction methodology 
This coproduction feedback report summarises the Stepping Forward 
coproduction event, held in Bury St Edmunds, at the library on 30th April 
2026, focused on 24/7 neighbourhood mental health hubs. 

The questions for the event and the event structure were coproduced with 
lived experience groups, including the Mental Health Lived Experience 
Group (LEG) meeting on 26th March 2026 and the My Voice Champions 
Group, on 23rd March 2026.  

Twenty-Four people attended the event, including: 

o Thirteen people with lived experience of mental ill health as 
users of services and/or family/parent carers, including four 
SUF staff. 

o Ten professionals - including Norfolk and Suffolk NHS 
Foundation Trust (NSFT) presenter and staff, Suffolk County 
Council (SCC) staff and voluntary sector partners. 

o One Suffolk County Council commissioner. 

Written feedback was received from three people with lived experience 
who were unable to attend the event, responding to the same discussion 
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questions. All written feedback was reviewed and has been included within 
the main themes of this report. 

At the event, people contributed their views in facilitated table-top 
discussions, supported by SUF and system partners who captured 
discussion notes. Quotes in this report are anonymous and come from 
what people told us on the day and from written feedback received. 

Acknowledgements 
Thank you to everyone who attended the event and shared their distressing 
experiences when reaching out for help during a mental health crisis. We 
know how hard this can be, and we are deeply grateful for your honesty and 
trust. Your voices will help shape better support for others. 

We would also like to thank the presenters who contributed their time, 
expertise and openness to the event. Their willingness to listen, share 
learning and engage honestly with lived experience helped create 
thoughtful discussion. 
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Executive summary 
This report brings together lived experience insight from the Stepping 
Forward coproduction event and additional written feedback. It sets out 
priorities for how 24/7 hubs should be designed, communicated and 
staffed so they feel warm, welcoming and safe spaces, that are accessible, 
genuinely helpful, offering preventative support before people reach crisis. 
The report also reflects a wide range of aspirations raised by participants; 
these will need to be prioritised and considered within available resources 
as the model develops. 

The five questions we explored 
1. Who should the hub be for, and what would make someone use it 

(instead of other options)? 
2. What would “easy to access” look like in real life? 
3. What support should the hub offer—and how quickly should it 

respond? 
4. What should the experience feel like? 
5. How should the hub link with other services, work overnight, and 

show it’s making a difference? 

Findings by question 
The themes below reflect what people told us at the event and through 
written feedback, grouped under each coproduced question. 

Key feedback set against the key questions 

1) Who should the hub be for, and what would make someone use it 
(instead of other options)? 

• Open to everyone, at least initially: Some people felt strongly that 
the hubs should be open to everyone in the first instance. They 
suggested starting with a broad, inclusive offer and, once the hubs 
are established and learning has been gathered, reviewing whether 
any eligibility criteria are needed. 
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“They should be open to everyone”  

“Initially be for everyone, and then once they are more established, 
decide if there needs to be any eligibility”. 

  

• Age range and transitions: There was discussion about the age 
range for provision, including whether the offer should include older 
or late teenagers who are moving on from Child and Adolescent 
Mental Health Services (CAMHS). People highlighted the risks 
associated with transitions, including gaps in provision and people 
falling between services at a vulnerable time. 

  

• Community-owned and community-run: One theme was that this 
model needs to be clearly positioned as being in the community, for 
the community, and run by the community. Participants felt this 
community emphasis was not always strong enough in the 
presentation. They described hubs as a community resource with the 
potential to draw in local connections and volunteers who could help 
make it work.  

“I see this model as in the community, for the community and run by 
the community.” 

  

• A preventative offer that helps people get help sooner: The group 
described hubs as a preventative initiative which could help people 
access support earlier. They felt the community could help weed out 
what help is really needed, and that if hubs are known as a safe place 
for good advice and signposting, there is potential for the offer to 
grow over time. 



Page 6 of 35 
 

 “It needs to be preventative - before a crisis” 

• Reducing repetition through joined-up support: People also saw a 
potential benefit in a shared approach across partners (and possibly 
a shared system), because this could reduce the need for individuals 
to keep telling their story and support more consistent delivery 
across organisations. 

  

• Stigma and take-up: It was strongly felt that stigma remains 
significant, and that naming and branding will influence whether 
people use the hubs. Participants suggested that if mental health is 
in the title, some people may not attend, whereas a support hub 
framing could increase take-up; they also noted that overt NHS 
branding might put some people off. One example shared referenced 
having three types of offers (e.g., The Haven, Safe Haven and Hope 
Haven). 

 “I don't like the word hub”, and “it sounds like a mental health place” 

• Who will and will not feel safe using a hub: There was concern that 
some people may not feel confident or safe if they believe “everybody 
can read” their information, and that broad access could be 
particularly unsettling when someone is unwell (including potentially 
triggering paranoia). People emphasised the importance of choice 
and control over who they trust, what they share, and which partners 
can see what information. 

  

• Adults only vs all-age: The hubs were described as being planned as 
adult-only initially. However, participants noted that if hubs later 
became all-age, this could change the operating model, influence 
which organisations can deliver from the hub, and increase 
safeguarding and workforce requirements. 
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• Specific groups highlighted in discussion: Discussion highlighted 
that people living with severe mental illness (e.g., schizophrenia, 
bipolar disorder and psychosis) could benefit from earlier 
preventative support, provided the hub is experienced as a genuinely 
“safe place”. People also highlighted the impact of homelessness, 
noting that housing is often a major driver of crisis and repeat 
presentations, and that people with complex emotional needs may 
require earlier preventative support that sits alongside crisis 
responses. In addition, participants suggested that hubs could be 
valued by older people, people who are lonely, and people going 
through difficult life events who need somewhere to go. 

  

• People who may struggle to use the hub: Participants noted that 
people in rural communities may struggle to access hubs due to 
limited transport, and that loneliness is a major issue in both Norfolk 
and Suffolk's rural areas. 

  

• Staff and practitioners as users: A question was raised about how 
mental health practitioners and staff with their own mental health 
needs would access support. Some staff may feel vulnerable 
attending their local hub because they could be recognised by 
colleagues, and participants questioned how confidentiality 
concerns can be managed in a small local setting. 

  

• Support before crisis (not diagnosis-led): People said that the hub 
should feel accessible even without a diagnosis and be clearly 
positioned as support before crisis, with clarity about the level of 
need it is intended for  
 

“a comfortable place to go even without a diagnosis”  
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“The level of need is not crisis—no—it needs to be preventative before 
crisis”. 

2) What would “easy to access” look like in real life? 

• Arrival, waiting and privacy: People emphasised the importance of 
thinking through what happens when someone first arrives, including 
how they are welcomed, where they wait, and how privacy is 
protected. There was a strong desire to avoid recreating an 
intimidating waiting-room experience, where large numbers of 
people waiting can feel exposed and where someone might see a 
person they know arriving. 

 “I don't want the first person I meet to look like a receptionist” 

• Rural access and transport: Participants highlighted the challenges 
of delivering hubs across large rural areas with little or limited public 
transport. They felt that transport would be a key barrier, particularly 
for older people and people who are unwell and do not want (or feel 
able) to travel out to a physical hub. Suggestions included 
community transport options and free or low-cost transport to 
improve accessibility. 

  

• Outreach and pop-up provision: The group felt that the hub model 
needs to be supported by outreach work in communities, particularly 
to reach isolated people who may never make it to a building-based 
offer. They suggested that outreach could act as a first point of 
contact in the community, helping to signpost, promote the hub, and 
build trust. Pop-up hubs in rural areas were suggested, with 
examples such as the Rural Coffee Caravan and the Be Well Bus. 

  

• A digital option alongside face-to-face: While face-to-face contact 
was consistently described as vital, participants also discussed the 
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need for a digital element for times when someone is too unwell to 
attend in person. Ideas included virtual drop-ins, supported by Digital 
Inclusion Champions, while also recognising that digital exclusion 
can affect both older people (including those with transport barriers) 
and younger people living chaotic lives. The group stressed that the 
offer should not be digital-only. 

“People have had enough of impersonal contact methods” 

“Phone calls are not enough” 

• Clarity about opening times and consistency: People felt that 
regularity and reliability would matter, including clear opening times 
and an expectation that someone is available, particularly because 
impersonal contact methods have left many people feeling 
unsupported. Good wireless internet access (Wi-Fi) was specifically 
mentioned as a practical enabler for a modern, accessible offer. 

  

• Clear communications and access criteria: Participants noted that 
hubs can only feel easy to access if people understand what support 
is available, which partners are present, and what the criteria are for 
accessing different parts of the offer (recognising that some services 
will have eligibility thresholds). They questioned how far hubs can be 
truly open access to “all services” and emphasised the need for 
transparent communication and clear pathways. In addition, some 
people may need options to be seen in a different area or by different 
professionals to protect confidentiality, particularly in small 
localities. 

  

• Cross-area access rules (don’t turn people away): People said 
there are questions about whether people can drop into any hub (and 
what restrictions apply) and stressed the need for clear 



Page 10 of 35 
 

communications, so people are not turned away unexpectedly; this 
also links to practical issues like shared records and consent. 

“You don’t want to turn people away.” 

“I need to know what happens next when I leave — and for it to actually 
happen as it’s meant to.” 

  

• Appointments can be a barrier: People said that appointment-
based models can stop people accessing support; the hub should be 
able to meet people as and when they present, with privacy options 
as needed. 

  

• Awareness and promotion: People said that services like Steam 
House Cafes were not widely known or understood as open to the 
public. Hubs will need clear, proactive advertising, and funding for 
communications was seen as a major factor in whether hubs 
succeed. 

3) What support should the hub offer—and how quickly should it 
respond? 

• Approved Mental Health Practitioner (AMHP) input and social 
care links: There was a suggestion that Approved Mental Health 
Practitioners (AMHPs) could have a desk, or be partly based, within 
hubs so that they can link closely with social care teams and support 
related work (including Community Treatment Orders (CTOs)). 
Because AMHP services operate 24/7, participants felt this could 
strengthen local resilience, including overnight support, and help 
people access earlier preventative help if the hub is experienced as a 
safe place. 

 
• Crisis Resolution and Home Treatment Team (CRHTT) 

collaboration: People discussed how Crisis Resolution and Home 
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Treatment Teams (CRHTTs) could collaborate closely with AMHPs 
within a hub model. It was noted that the CRHTT currently supports 
the Norwich REST hub (a local crisis drop-in/service model), and that 
if someone presents with suicidal thoughts, they may be supported 
towards voluntary admission or detention following AMHP 
assessment, with the expectation that people needing close 
observation would be supported into a crisis bed rather than a guest 
bed. 

 
• Suicidality, observation and Section 136: The intention discussed 

was that hubs are not planned to be ligature-free, and that people 
who are suicidal or require close observation should be supported in 
hospital or a crisis/inpatient bed, rather than staying overnight as a 
guest. It was also stated that there are no plans for Section 136 suite 
provision at hubs because of the lack of capacity for observation; 
instead, people needing close observation would need a crisis bed, a 
ward, or an acute hospital. If detox is needed, this would be through 
acute hospital/inpatient provision. Participants also noted that some 
people may not be suitable for overnight guest accommodation if 
there is a risk of vomiting. 
 

• Overdose risk: The discussion included the need for hubs to be clear 
about how overdose risks are managed and what medication or 
equipment would be expected on site. Overdose reversal medication 
was mentioned in the discussion (and later referenced as naloxone in 
the question prompts). 
 

• Co-occurring conditions and intoxication: Participants recognised 
historic challenges for people with co-occurring mental health and 
substance misuse needs and expected that people may arrive 
intoxicated or high. They emphasised the need for a clear, practical 
approach, including close working with Turning Point and learning 
from existing models where partnership working is well established. 
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• “Guest beds”, homelessness and length of overnight stays: 
Discussion included whether 24/7 hubs may include a small number 
of overnight accommodation/beds, perhaps described as “guest 
beds”, as part of a preventative offer for people who need short-term 
support to stay safe and avoid escalation. It was important to note 
that any such offer would not replace crisis care or inpatient beds for 
people whose level of need or clinical risk requires a higher level of 
support. Homelessness was given as one example of how guest beds 
might sometimes be used, particularly where time is needed to link 
someone with housing support. Professionals agreed that housing is 
often a major issue in supporting people, and that hostels and bed 
and breakfasts (B&Bs) are not always safe for people in mental 
distress. 

 
• Preventative support and support below thresholds: The hub was 

repeatedly described as a preventative initiative which could help 
people get help sooner, particularly at the point where they are 
struggling but do not meet service thresholds. Participants felt 
strongly that people should not have to wait to reach a threshold to 
be deemed worthy of help; instead, hubs should offer hope, early 
advice and support, and effective signposting. The hub was also 
described as a place for holding space, so people feel seen and know 
they are not alone while they wait for longer-term support. 
 

• Signposting and bridging support: In addition to direct support, 
participants felt hubs could play a key role in signposting and helping 
people navigate systems. Even if someone still must wait for a 
service after being seen, hubs could offer interim support and 
connect people to other practical help and community resources. 
 

• Daytime “step-up, step-down” support to prevent crisis: Emailed 
feedback highlighted a need for people to be able to access 
meaningful support in the day and then return home overnight 
(similar to a day-patient model). The view was that, without this kind 
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of earlier “step-up” support, some people can remain isolated at 
home and become increasingly unwell until they reach crisis point. 
 

• How crisis is defined in practice: Emailed feedback raised concern 
that when someone tells the crisis team they are thinking about 
suicide but has no plan, this may not be treated as a crisis, whereas 
disclosing a plan can trigger a more intensive response.  
 
The feedback emphasised the need for earlier, compassionate 
support that does not rely on someone being at the point of having 
made plans. 
 

• Short respite / “kept safe” options: Telephone and emailed 
feedback suggested that transformation leads from NSFT contact 
The Maytree (https://www.maytree.org.uk/) to understand what 
works well and what could be adapted locally. 

The Maytree has not always had a spare bed available immediately. 
However, people described being kept in daily contact until a space 
became available, so they did not feel forgotten and knew they would 
be checked in with at least once a day. 

On arrival, Maytree was described as a normal house on a normal 
road, with no external signage beyond the house number. This 
discretion was seen as reducing stigma, because it is not obvious to 
others why someone is going in. 

People described being made very welcome and helped to feel 
comfortable straight away (for example, being offered a drink and 
something to eat). They also valued having a choice about where to 
be—such as sitting in the garden, taking a break outside, going to 
their room, or staying in a shared space like the kitchen. They said 
they could talk at any time, and felt listened to in a non-judgemental, 
supportive way, including when discussing suicidal feelings. 

Feedback highlighted the importance of volunteers. Maytree was 
described as having a strong volunteer base that supported both 

https://www.maytree.org.uk/
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guests and staff and was seen as a key part of what made the offer 
work well. 

People staying at Maytree were described as “guests”, in guest 
bedrooms. One person was unsure whether rooms were ligature-free 
but noted there was a panic button if they felt unsafe. They also 
described being able to speak to someone during the night (for 
example, at 2:30 am).  

While they could not recall the exact staff/volunteer mix, they felt the 
model worked in practice and experienced it as a safe place. 

Maytree was also described as having a large pool of volunteers, so 
shifts were not too onerous (for example, a few hours each week, or 
once a fortnight). This was seen as helping to reduce the risk of 
volunteer burnout. 

Drawing on this, people said hubs should feel accessible and 
calming: low lighting, quiet spaces, settees and comfortable chairs, 
and side rooms where someone can wait privately if they prefer. A 
refreshments area (even just a biscuit and a drink) was seen as 
important. They also emphasised the value of a welcoming 
presence—someone with a good understanding of mental health 
(not necessarily a clinician) who can greet people, explain what will 
happen next, and give realistic information about any wait. LISTEN 
suicide prevention principles were suggested as a core part of the 
approach. Hubs were also expected to involve trained volunteers 
and/or volunteers with lived experience, and to offer an active, 
human welcome (e.g., keeping people updated, making a drink, 
listening to why they have come, and treating them with dignity). 

If overnight spaces are part of the model, people suggested they 
should be near the hub where possible, described as “guest” 
rooms/beds, and designed to feel light, airy and welcoming (for 
example, plain white linen and a comfortable, homely feel). They 
suggested rooms should be ligature-free where possible, and that 
guests could be allowed to bring their own pillow and duvet if helpful. 
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They also emphasised having things to do for guests who are staying 
(e.g., art and crafts, relaxation groups, and other calming activities). 

• Severe Mental Illness (SMI) pathways and physical health 
inequalities: There was interest in how hubs will link into intensive 
and assertive outreach (noted as being procured) for people living 
with severe mental illness (SMI) (such as bipolar disorder, 
schizophrenia and psychosis), and whether clinical and support 
offers (including depot and Clozaril clinics) could be delivered from 
hubs. People also discussed whether hubs could help address health 
inequalities for people with SMI, including links with the NSFT Suffolk 
Physical Health Team and with SUF’s Healthy Together project, which 
provides bespoke peer support to help people meet goals identified 
during annual health checks. 

 
• Whole-family approach and safeguarding interface: Participants 

stressed the importance of a whole-family approach. In practice, 
some adults presenting at hubs will be parents, so triage and 
assessment should routinely check whether the person has children 
at home; checking who is supporting with childcare arrangements, 
and whether additional help is needed. Where appropriate, the hub 
should offer early signposting and referrals to family support (for 
example, Home-Start) and other relevant services, while ensuring 
children’s safeguarding is considered and acted on. 
 

• Safeguarding concerns raised during acute distress: People noted 
that when someone is acutely unwell, they may disclose or raise 
safeguarding concerns (including allegations). These disclosures 
should be listened to, recorded, and referred/escalated through 
safeguarding procedures as appropriate. Concerns should not be 
dismissed solely because the person is experiencing mental ill health 
or is in crisis. 

 
• Hoarding support: Hoarding was raised as a significant mental 

health-related issue, and participants cautioned that decluttering 
alone does not address the underlying drivers and that patterns can 
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quickly recur. It was noted that hoarding can involve fire risk, 
environmental health risks and, in some cases, human excrement, 
so responses need to be multi-agency and risk aware. 
 

• Warm handovers and realistic expectations: People said that 
“warm handovers” into other services matter (not abrupt 
signposting), along with being honest about what the hub can and 
can’t provide (especially out of hours), and making sure people leave 
with clear next steps and rough timelines (including what to do if 
follow-up doesn’t happen). 

“Warm handover to other services is essential — not cold and abrupt 
or in your face, with no choice or involvement.” 

4) What should the experience feel like? 

• Safe, calm and genuinely welcoming: People repeatedly said the 
need for hubs to feel like a safe place that is calming, pleasant and 
clean, particularly if the hubs are intended to prevent escalation and 
support people earlier. Participants described the value of having 
somewhere to decompress and to be met in a non-judgemental way. 
  

• Learning from The Maytree - The importance of being welcomed, 
having dignity and choice: Emailed feedback (shown above) 
highlighted that Maytree feels like a normal, discreet home 
environment (not clinical), and that people are welcomed in a warm, 
human way on arrival (e.g., offered a drink and something to eat). 
People attending the Maytree valued having choice about where to 
be (e.g., garden, outside break, bedroom, kitchen/shared space) and 
being able to talk at any time, with non-judgemental listening and 
support even when discussing suicidal feelings. Volunteers were 
described as a key part of what made the model work well, including 
supporting people overnight (e.g., being able to speak to someone 
during the night). 
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“Whilst waiting for a guest bed, you know that you have not been 
forgotten about and that you are actually worth a daily call as a 

minimum.” 

“You are listened to in a non-judgemental and supportive way even 
when you talk about suicide.” 

 
• Non-clinical environment: It was strongly agreed that the building 

should not look or feel like a clinical setting, and that a clinical 
atmosphere could be triggering and become a barrier to access. 
People said they wanted “low lighting, sofas, not a clinical setting” 
and wanted the space to feel more like a café rather than a ward or 
an office. A welcoming and inviting entrance was described as 
important, with a local example referenced of the Haverhill 
community hub and its bold colours and friendly design. 

 
• “Soft touch” elements that reduce anxiety: Participants also 

highlighted the importance of small, human details that help people 
feel at ease when they enter, including being pet-inclusive and even 
having simple comforts like cake. These “soft touch” elements were 
described as a way of reducing anxiety and making it more likely that 
someone will come through the door, including for “the smallest of 
reasons”. 

 
• Natural and green space: People described the value of nearby 

natural and green spaces, including enclosed green spaces, as part 
of creating an environment that supports regulation and recovery. 
They felt that access to green space could help people decompress 
and could make hubs feel more like a community wellbeing space 
than a clinical service. 
 

• Privacy and dignity: Participants reinforced the importance of 
privacy and dignity, particularly in relation to arrival and waiting. They 
were concerned about experiences that feel exposing, including the 
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possibility of being seen by someone they know, and emphasised 
that the physical layout and welcome processes needed to minimise 
those risks. 
 

• Trauma-informed and inclusive pathways: People emphasised that 
the experience needs to feel trauma-informed and inclusive, 
recognising that people may have experienced sexual violence (in 
childhood or adulthood, across all genders) and ensuring robust 
signposting into specialist support so people are not left carrying 
trauma without appropriate help. 
 

• Welcoming process in the first 10 minutes: People said they should 
be acknowledged quickly on arrival, experience a calm environment, 
and have someone listening within the first 10 minutes (e.g., “within 
10 minutes—acknowledgement—calm quiet environment—listen”). 
They also suggested practical touches like refreshments and simple 
communication aids (e.g., a “green/red card” approach for when 
someone does not currently want to speak). 

 
• Layout learning from Steam House Cafés: People said that when 

Steam House Cafés separated drop-in days from appointment-only 
days, people who use services preferred the separation, and people 
presenting in crisis benefited from access to a more private area. 
 

• Doors and sense of control: People said that some people dislike 
doors being locked behind them (“I don't like doors being locked 
behind me”); a button that can be pressed by guests to exit the 
approach can feel more acceptable (“but a button to get out is fine”), 
depending on time of day and safety arrangements. 

5) How should the hub link with other services, work overnight, and 
show it’s making a difference? 

• Information sharing, consent and risk management: Views were 
mixed about a single shared system. People could see potential 
benefits for consistency, but they were also clear that any 
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information sharing needs to be carefully defined and based on 
choice and consent. This was described as particularly important for 
risk management and multi-agency contexts (including Multi-Agency 
Public Protection Arrangements (MAPPA)), with clarity needed about 
who shares what, with whom and when. Participants also noted that 
when someone is unwell, they may want more restrictions on what is 
shared. 

“Some people don’t want everybody to have access to all of their 
information.” 

“It could trigger people’s paranoia, particularly if they are becoming 
unwell.” 

 
• Links with justice and public protection partners: Participants felt 

there needs to be strong links with probation and forensic services, 
including MAPPA. Police were also described as key partners: while 
they may continue to take people to Emergency Departments or 
other places of safety, there is potential for hubs to be part of a more 
appropriate pathway where safe to do so. 
 

• Links with fire service and environmental health: Fire service links 
were raised particularly in relation to hoarding, where multi-agency 
responses may be needed to address significant fire risk and 
environmental health concerns. 
 

• Overnight working model: A view was expressed that, if hubs are 
intended to operate 24/7, the overnight model may need to be a 
skeleton resource. Suggestions included formalising links between 
AMHP and CRHTT input overnight, while recognising that many 
services are likely to operate largely within core business hours. 
People were keen to understand the demand profile across the 24-
hour period in the pilot sites and asked for updates at the June 
Stepping Forward event. 
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• Managing capacity for guest accommodation: Questions were 

raised about what happens if all guest beds are taken, including 
whether people would be redirected to another hub and what 
thresholds would apply. Participants also asked whether there is 
data to indicate how many beds are enough per locality per night. 
 

• Governance, accountability and sustainability (including 
revenue): There was concern that, while capital set-up costs may 
come from NHS England, the ongoing revenue costs and day-to-day 
running responsibilities are less clear particularly if many providers 
are delivering within one hub. Participants were interested in what 
other pilot hubs currently offer (weekly or monthly) and which 
services might pivot into hubs over time. They also emphasised the 
need to manage expectations and be realistic about resources, while 
recognising that earlier support may generate a surge in demand. 
 

• Continuity, reliability and the impact of last-minute 
cancellations: Emailed feedback described the impact of a care 
coordinator cancelling a planned joint home visit with 30 minutes 
notice, after the person had spent days using significant energy and 
planning to prepare. The feedback highlighted that last-minute 
cancellations and a lack of follow-up contact afterwards can have a 
negative impact on both mental and physical health, and it 
emphasised the importance of reliable communication and 
continuity. 
 

• Lead voluntary sector partner selection: Participants raised 
questions about how the lead voluntary sector organisation will be 
selected, including whether a tender process will exist, who will set 
the specification, who will evaluate bids, and how quality will be 
assured, monitored and measured. There was a view that this may 
tend to favour larger organisations, raising questions about locality fit 
and the ability to build genuinely community-owned models. People 
wanted clear processes for what happens if a lead partner is not 
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delivering in a sound, safe and professional manner, including 
assurance about value for money. 
 

• Guest beds and standards: If overnight accommodation is offered 
on a guest basis and they are not Care Quality Commission (CQC) 
registrable, participants felt that there needs to be clear governance 
and safety standards, and a consistent approach across the Norfolk 
and Suffolk footprint. They asked how guest accommodation would 
be monitored, evaluated, and quality assured, and they emphasised 
that the language needs to avoid sounding clinical. It was also 
important to clarify that guest accommodation is not a substitute for 
inpatient care, crisis beds or other settings where clinical risk 
requires a higher level of support, observation or intervention. The 
group strongly felt that the language needs to change, and that any 
overnight spaces should be nothing like a ward. 

 
• Independent evaluation and coproduction: Participants 

emphasised the importance of linking with Suffolk User Forum (SUF) 
as an independent lived experience voice for supporting ongoing 
coproduction, evaluating quality and gathering up-to-date feedback. 
They were concerned that evaluation should not sit solely with the 
lead voluntary sector provider that people depend on, and they felt 
there needs to be an independent, user-led organisation that people 
can feed back to. 
 

• Commissioning changes and protecting a mixed voluntary sector 
economy: As commissioning arrangements change (including 
commissioning coming down to trusts), participants stressed the 
need to protect a mixed economy of large, medium and small 
charities, and to avoid perceptions of favoured charities receiving 
contracts. They emphasised transparency and accountability in 
contract awards and raised the wider issue that charities are short of 
funding and increasingly vulnerable to shorter funding cycles. 
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• Local government reorganisation: People anticipated that local 
government reorganisation could affect procurement and add 
complexity to decision-making. Questions were raised about how 
assets and land might be handled over time, whether unitary 
authorities will pool resources, and how differences in political 
leadership could influence service decisions. 
 

• Operational coordination and daily risk management: Participants 
felt there needs to be clear operational ownership of day-to-day hub 
functioning, including coordinating rotas, room bookings and staffing 
to reduce lone working risks, as well as leading daily risk 
assessments of premises and activities. They also discussed 
whether different organisations could run drop-ins on different days 
but stressed the importance of partners staying in their lane and 
delivering their specialisms rather than duplicating or displacing 
other voluntary sector roles. 
 

• Understanding what already exists locally (scoping): Participants 
discussed whether there would be a scoping exercise for Bury St 
Edmunds, so that local partners and communities can map what is 
already available, identifying existing resources and gaps, ahead of 
the Bury hub being established. This reflected a wider theme about 
hubs needing to connect coherently with existing community assets 
and support offers. 
 

• Tools to support joined-up care: One practical suggestion was to 
use a genogram to map a person’s circle of support. Participants felt 
this could help the hub understand the full range of support someone 
accesses, how each element contributes to wellbeing, and how 
networks of support are built and maintained. 
 

• Managing access across areas and information sharing: People 
said there are practical questions about cross-area attendance (e.g., 
someone visiting from elsewhere), how hubs would link to services 
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outside the local footprint, and whether shared records/databases 
would be needed—highlighting consent implications. 
 

• Overnight/24-7 clarity and staffing: People said that if hubs are 
24/7, what’s available out of hours must be explicit and realistic 
(avoid over-promising). They suggested a visible welcoming presence 
at the door and, for larger premises, at least two staff to cover 
communal space and private conversations, while managing lone-
working risks. 
 

• Out-of-hours links to crisis services: People said there is an 
expectation that crisis teams may need to be present in the hub or 
clearly linked in; even if the “right person” isn’t there at 10 pm, people 
need clarity about what happens next and confidence that follow-on 
actions will happen as intended. 
 

• Waiting times and follow-up transparency: People said it’s 
important to be explicit about likely timelines (e.g., if the wait is three 
weeks, say so) and to advise what to do if there is no contact by an 
agreed point; publishing waiting times online was suggested. 
 

• Practical tools for navigation and referrals: People said tools like 
Quick Response (QR) codes could support referrals, alongside an up-
to-date community database of local charities/resources to help 
people find the right support (and avoid ending up on multiple waiting 
lists). 

 
• Homelessness and wider needs: People said that some people 

attending existing offers were homeless and without a bed for the 
night, highlighting the need for clear links with wider support 
pathways. 
 

• Accessibility: People said full physical accessibility matters, 
including ensuring the space works for wheelchair/walker users 
without having to move furniture. 
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• Funding certainty: People said it’s important to have clarity about 

longer-term funding. 
 

• Role alongside phone services: People said the hub should mainly 
focus on in-person support and not try to be everything to everyone; if 
phone support is included, it may need separate resourcing, and the 
relationship to NHS 111 (Mental health option)/Samaritans-type 
offers should be clear. 
 

• Inclusion, awareness and rural access: People said there are 
barriers for ethnic minority communities and people in rural areas 
(including transport and not knowing what exists). Suggestions 
included better advertising and community-based awareness (e.g. 
notice boards in everyday places) plus pop-ups/buses or alternative 
ways to “drop in” for rural areas. 
 

• Community, peer support, activities and volunteering: People said 
the hub should be a community space with activities (not only 
services), with lived experience/peer support and volunteers playing 
a role, and charities collaborating rather than duplicating or 
competing; a connector role between charities was suggested. 
 

• Naming and accessibility (and wider needs): People said the word 
“hub” can sound like a mental health place and that more 
“community” language may feel more welcoming. They also stressed 
full physical accessibility (including layout that doesn’t require 
moving furniture) and raised links to wider needs such as 
homelessness. Longer-term funding clarity was also highlighted as 
essential. 

6) What do family/parent carers need from a 24/7 mental health hub? 

• Carers support offer: Discussion about support for family/parent 
carers, especially carers of people with mental health problems who 
refuse to engage. Consideration of daytime offers for carers and 
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liaison with carers organisations; need to be inclusive of Suffolk 
Family Carers. 
 

• Identify carers early and routinely: Need an embedded process to 
identify family carers (including people who see themselves as 
spouse/relative rather than a “family/parent carer”). Emphasis on 
early identification and preventative support; access to carers' 
assessments; and ongoing support, linked to Suffolk Family Carers’ 
wider offer. 
 

• Carers within a 24/7 model: View expressed that if professionals are 
in the hub 24/7, family/parent carer support should be part of the 
resource (linked to the discussion about overnight skeleton staffing). 
 

Recommended actions 

For Norfolk and Suffolk NHS Foundation Trust - as part of the hub 
development, to: 

• Agree and publish clear access criteria, including cross-area access 
rules and what will happen if a hub is at capacity. 

• Set minimum standards for the environment and welcome (non-
clinical, privacy, dignity, accessibility and timely intervention). 

• Specify expectations for follow-up and communication across 
partners (including managing cancellations and timeframes). 

• Clarify governance and quality assurance for any “guest” 
accommodation (including safety standards and escalation 
pathways). 

• Continue to use and promote LISTEN as the model for crisis care 
support and suicide prevention interventions.  
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For system partners (providers and statutory services), as hubs are 
developed. 

• Work together to deliver “warm handovers” and avoid abrupt 
signposting; make sure people leave with clear next steps and 
realistic timelines. 

• Ensure staff and volunteers have local knowledge and can offer a 
non-judgemental welcome, including support when someone is 
distressed or suicidal including using the LISTEN for crisis support 
suicide prevention. 

• Agree practical information-sharing arrangements that protect 
choice and consent, with clarity for multi-agency contexts. 

• Strengthen links with housing, substance misuse, carers 
organisations and other partners so the hub can connect people to 
the right support quickly. 

For Suffolk User Forum (SUF) 

• Continue to gather lived experience feedback at the next Stepping 
Forward event on 18th June 2026 and as the hubs develop, sharing 
themes with commissioners and partners. 

• Support independent evaluation and quality feedback loops, 
including accessible routes for people to feedback safely. 

• Contribute coproduction learning into hub design and 
communications. 

Next Steps 

For Suffolk User Forum 

1. To report back initial findings and feedback to Norfolk and Suffolk 
NHS Foundation Trust and System partners. 
 

2. To hold the next Stepping Forward Event in Ipswich on Thursday, 18th 
June. 
 
To book to attend - Visit Eventbrite to book: 
https://bit.ly/3RD4QGO 

https://bit.ly/3RD4QGO
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Or Call Suffolk User Forum on 01473 907087. 

 

For Norfolk and Suffolk NHS Trust. 

To update everyone at the next event on the 18th June 2026, with more 
information addressing the key questions people raised in this report. 
These are: 

1. Naming/branding learning: What naming and branding approaches 
have worked in other areas/pilot sites (e.g., “support hub” vs “mental 
health”), and what evidence is there that NHS branding affects take-
up of services? 
 

2. Pilot-site demand profile: What does demand look like across the 
24 hours in pilot sites (including overnight), and what does this imply 
for staffing models and “skeleton” coverage? 
 

3. Pilot-site offer: What services are pilot hubs offering on a 
weekly/monthly basis (including drop-ins), and what services have 
successfully been located into hubs? 
 

4. Arrival/waiting-room management: How have pilot sites managed 
first arrival, waiting, and privacy to avoid intimidating waiting-room 
dynamics, plus what learning has emerged. 
 

5. Risk management in non-ligature-free venues: What mitigations 
are being used where hubs are not ligature-free; how are decisions 
made about who can safely stay as an overnight guest versus 
requiring a crisis bed/inpatient setting? 
 

6. Daytime step-up support models: Is there scope within the hub 
model for a day-patient style offer (support during the day with 
people returning home at night) to prevent deterioration and reduce 
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crises, and how would this interface with existing community teams 
and crisis services? 
 

7. Crisis thresholds and response for suicidal ideation: In practice, 
how do crisis teams and hubs respond when someone reports 
suicidal thoughts but no plan, and what options exist for early 
support and safety planning before someone reaches the point of 
making plans? 
 

8. Short-respite models (e.g., 72-hour kept safe support): What 
evidence and models exist for short, non-inpatient respite offers 
(similar to Maytree), and is there a feasible way to develop a 
comparable option in Suffolk as part of, or alongside, the hub 
pathway? 
 

9. Pathways for suicidal people and Section 136: Confirmation of 
pathways for people who are suicidal and how hubs interface with 
crisis beds, wards, acute trusts and Emergency Departments and 
places of safety/section 136 suites. 
 

10. Substance misuse / intoxication pathways: Practical arrangements 
for managing presentations involving alcohol/drugs, including links 
with Turning Point and protocols for managing the overdose of opioids 
like heroin or methadone (Naloxone is an emergency medication that 
can reverse the effects of an overdose of opiates), including what 
medication/equipment is expected to be available at the hub. 
 

11. Continuity and communication standards: What expectations and 
minimum standards are being set (across partners) for 
communication, reliability and follow-up for example, managing last-
minute cancellations of planned support and ensuring people are 
contacted afterwards? What failsafe is in place to make sure that 
contact/follow up happens. 
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12. Revenue funding / operational responsibility: How is day-to-day 
revenue being funding being planned (beyond NHS England capital 
funding), who holds accountability for running costs, staffing 
coordination, and safety governance. 
 

13. Lead voluntary sector partner model: How will lead 
provider/partner selection work (tendering/specification/evaluation), 
and how locality fit and capability requirements will be assessed. 
 

14. Governance of guest beds (non-CQC): How will safety, quality 
assurance, monitoring, and evaluation be managed for “guest” beds 
that are not CQC registrable, and how consistency will be ensured 
across the ICB/NHS and NSFT Norfolk and Suffolk footprint. 
 

15. Multi-agency working operations: Who will coordinate rotas/room 
bookings, manage lone working risks, and lead on daily risk 
assessments (premises and activities). 
 

16. Overflow arrangements: What happens when guest beds are full, 
cross-referral to other hubs, thresholds, transport, and 
communication arrangements. 
 

17. Family/parent carers offer: What is the planned offer for carers 
(including carers of people who refuse to engage), and how hubs will 
link with local carers organisations (e.g., Suffolk Family Carers, 
Carers Matters Norfolk). 
 

18. Links to Approved Mental Health Practitioners (AMHP) and Crisis 
resolution and Home Treatment Team (CRHTT): Will AMHP’s and 
CRHTT have a staffed presence at the hub? and how will the AMHP 
and CRHTT collaboration be formalised in hubs (including support 
people on a Community Treatment order (CTO) and overnight cover 
for people staying as guests). 
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19. Links to SMI physical health support: How will the hubs connect to 
physical health support for people with SMI (annual health checks 
follow-up) and how can SUF’s Healthy Together model be built into 
the pathway with a presence at the hubs. 
 

20. Pathways for professionals/staff confidentiality: How will the hubs 
support local mental health staff who become unwell but do not 
want to attend their local hub, and how will confidentiality and data 
security concerns of these staff be addressed. 
 

21. All-age expansion implications: Is it likely that the hubs may 
become all-age, and what does this means for children and young 
people (CYP) safeguarding, Disclosure and Barring Service (DBS) 
requirements, lone working safeguards, and/or which organisations 
can deliver from the hubs. 

 
22. Digital offer / virtual drop-ins: What digital elements (e.g., virtual 

drop-ins) are planned as part of the hub model, how they will be 
staffed and kept safe, and how the offer will avoid excluding people 
affected by digital exclusion (including older people and people living 
chaotic lives), while ensuring it is not digital-only. 
 

23. Outreach model (especially for rural/isolated people): What 
outreach resource is assumed (who delivers it, how often, and how it 
links with the building-based hub), and whether pop-ups/buses will 
be part of the model (and funded) to reach people who may never 
attend a physical hub. 
 

24. Transport solutions: Whether there is a realistic plan for community 
transport / free or low-cost transport to support access (especially in 
rural areas and out of hours), and who would fund, coordinate and 
communicate this. 
 

25. Overnight “beds” terminology and environment standards: 
Confirmation of what terminology will replace “beds” (given repeated 
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feedback that it feels too clinical) and what minimum environmental 
standards apply (e.g., quiet/pleasant/clean/non-clinical, and access 
to green space where possible), including how these will be quality 
assured. 
 

26. Community “run by the community” (what it means in practice): 
How the model will enable community leadership/ownership in 
practice (e.g., volunteering, peer roles, governance and decision-
making), and what support, training, safeguarding and supervision 
will be in place to make this safe and sustainable. 
 

Closing reflection 
This feedback highlights that hubs will only be trusted and used if people 
experience them as human, welcoming and reliable—offering practical 
help and clear next steps, without judgement, and without people needing 
to prove they are “in crisis” before they are taken seriously. 

There are many insightful reflections and perspectives throughout this 
report, and we would once again like to thank everyone for their openness, 
contributions and partnership working in this project. 
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Appendix A: Event evaluation feedback 
Eleven feedback forms were received from 20 people attending (not 
including SUF staff) – equalling a 55% response rate. 

What we will do differently next time, based on the suggestions 
received. 

• Presentation length: we will aim to reduce time where we can, but on 
complex subjects we may still need a substantive presentation to 
share the information available at the time. 

• We will ask presenters to consider slide readability (larger text / 
clearer formatting) so content is easier to read from all parts of the 
room. 

• Keep prioritising tabletop discussion and, where possible, allow 
more discussion time. 

• Include the opportunity for quick introductions at each table at the 
start of tabletop discussions. We do not use icebreakers, as these 
are not always appreciated by people with lived experience. 

• Make the agenda easier to spot before the day. It was available on 
the Eventbrite booking page; however, we will also highlight it more 
clearly in pre-event communications. 

• Offer more ways to give feedback, including QR codes and an option 
to share thoughts after the event, for people who think of things later 
and after the event. 

 

Feedback Received 

Tell us something you liked best 
 

• Good to catch the vision. 
• The tabletop discussion was very productive. 
• Fantastic day, really useful, lots of interesting conversations. 
• Being able to discuss the proposed plans and give feedback. 
• Great conversations and networking. 
• New faces and opinions. 
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• Having the space to think and chat through how these could be 
shaped. Being able to ensure carers are on the radar.  

• Being able to talk with others, share views and discuss the 
proposals – in simple language.  

• Liaising with other services, sharing information, and 
communication. 

• Interaction with other attendees. 
• I think the tabletop discussion was very useful. 

 

Please share one thing we could do even better next time 
 

• More time for discussion. It would be helpful for people to 
introduce themselves. 

• I think the tabletop discussion should have been longer and the 
presentation shorter.  

• More time for discussion, QR codes for feedback. 
• Different ways to contribute would also be good, as you may think 

of things later. 
• There is nothing that I can think of. 
• Sorry if I missed it, but an agenda in advance would have helped 

shape thinking. Slides were a little small to read. 
• You did great! 
• Increase communication with front-line staff. 
• Icebreakers. 
• I think the presentation could have been shorter and given us 

more time for the tabletop discussion. 
 

Tell us what you have gained most from this event today 
 

• Knowledge of other people’s views and services offered. 
• Made some visual contacts. Learned more about current 

offerings. 
• Reignited passion. 
• Learning about the proposed plans and being part of shaping it. 
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• The vision of where mental health support is going and how this 
will be delivered.  

• A better understanding, but more questions. 
• Being face-to-face and meeting new people – listening to what 

matters.  
• Raising awareness about carers and hearing where they will fit in. 
• Hope. 
• Better understanding of the proposed community ‘hub’ 
• It’s nice to know I’m not the only person who feels like they’ve 

been pulled from pillar to post in their problems. 
 

Did you feel heard and listened to today? 
 

• Yes – facilitators were very good. 
• Absolutely!  
• Yes, the table discussions helped 
• Yes 
• Yes, listened. 
• Yes – great time for discussion. 
• Yes, the facilitators helped. 
• Yes 
• Yes – not sure what helped. 
• Yes - I feel listened to. 

 

Ideas for future events 
 

• Social events – how to increase/offer within each community 
• People transitioning from children to adult services 
• Something on social prescribing.  
• Opportunity for people with lived experience to share their 

strategies for surviving a crisis 
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Appendic B: SUF’s coproduction principles. 

Introduction 

Coproduction is central to SUF’s identity and purpose. Our commitment to 
“nothing about us, without us” shapes every part of our work, ensuring 
that people with lived experience of severe and enduring mental ill health 
are not only involved, but fully empowered as equal partners in shaping 
mental health services, influencing policy, and guiding organisational 
development. 

Coproduction Principles: 

• We actively listen to understand. We respect each other’s views, 
experiences and opinions. We value people with lived experience 
who take part in our coproduction activities. 

• We involve people who use services, including people with lived 
experience of mental illness and their family/parent carers, working 
alongside those who work in services. We are all equal partners 
working together to influence positive change. 

• We ensure time for coproduction. As people with lived experience, 
we in turn are clear about the time we can give to this role, ensuring 
we can take breaks from coproduction to keep ourselves well. 

• We are committed to equality and inclusion, ensuring people can 
share their views in the way they prefer. We reach out to diverse 
communities and evaluate all feedback. 

• We are always clear about what our next steps are. We regularly 
check that coproduction is happening and that we are working to our 
coproduced and agreed principles. 



 

 

 

 

 

 


