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Purpose 
This report brings together the key themes from Suffolk User Forum’s 
Stepping Forward coproduction event, held in Ipswich on 18 June 2026, to 
inform the development of 24/7 neighbourhood mental health hubs across 
Norfolk and Suffolk. It builds on the previous report from 30 April 2026 and 
incorporates the comments, questions and reflections captured during the 
June event. 

The report is intended for commissioners, providers and system partners. It 
summarises what people with lived experience, family/parent carers, 
professionals and SUF staff told us in response to the coproduced 
discussion questions. The findings are intended to support design, decision-
making, service specifications and quality assurance as the hub model 
develops. This is a lived experience feedback report and should not be read 
as agreed system policy or as confirmation of final model decisions. 

The report also draws on two additional pieces of emailed feedback received 
after the event, which provided more detailed reflections on early 
coproduction, location decisions, partnership capacity, sustainability, 
governance, family/parent carers, transport, rural access and how feedback 
should influence the next stage of planning. 

Coproduction methodology 
The event was held at Ipswich Library and used facilitated table-top 
discussions to explore the developing plans for 24/7 neighbourhood mental 
health hubs. Discussions focused on access, environment, support offer, 
safety, governance, communications and links with wider services. 

One post-event response noted that advance materials, including the 
agenda, slide pack and six questions, gave helpful structure without 
overloading participants. It also suggested that future sessions could use 
visible table summary sheets so participants can check, add to or correct 
key points before discussions close. 

Thirty-three people attended:  

o Sixteen people with lived experience 

o One family/parent carer 
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o Ten professionals 
o Six Suffolk User Forum (SUF) staff 

Participants contributed through discussion, questions and practical 
suggestions. Notes were captured during the table-top conversations to 
support the development of this report. 

Two people also sent emailed feedback after the event. Their reflections 
have been included in the relevant themes below, alongside the table-top 
discussion notes and event evaluation feedback. 

Quotes in this report are anonymous and come from table-top discussions 
captured during the event. 

Acknowledgements 
Thank you to everyone who attended the event and shared their views, 
questions and lived experience insights. We are grateful for the honesty, 
challenge and practical suggestions offered. These contributions will help 
shape better, more accessible and more trusted support for people 
experiencing mental health difficulties, and family/parent carers. 

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. 

Executive summary 
The June event tested and expanded many of the themes from our April 
report. Participants said hubs must feel human, non-clinical, easy to access 
and rooted in local communities. They emphasised the importance of clear 
communication, realistic expectations, warm handovers, privacy, transport, 
digital inclusion, stigma reduction and a genuinely welcoming environment. 

Participants also raised practical operational questions about guest 
hospitality beds, governance, safety, night-time arrangements, information 
sharing, the role of social workers and Approved Mental Health 
Professionals (AMHPs), involvement of wider services, and how hubs will 
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respond to people who are intoxicated, distressed, aggressive or in need of 
more intensive clinical support. 

Participants gave practical examples of operational challenges the service 
may need to plan for, including open access and safety, intoxication and 
acute distress, anonymity and records access, fair use of guest hospitality 
beds, confidentiality for family/parent carers, and how the hub will work if 
there is no clear first contact role. 

What we heard most strongly is that: 

• Hubs must feel human, welcoming and non-clinical. People were 
clear that the environment, language and first welcome will strongly 
influence whether someone feels able to come in and stay. 

• Access needs to work in real life, not just on paper. Transport, 
locality, digital exclusion, rurality, deprivation, opening hours and 
clear communication all need to be considered together. 

• The model must be honest about what it can and cannot offer. 
People valued the idea of early help, but felt expectations must be 
realistic, particularly around waiting lists, response times, guest 
hospitality beds and out-of-hours support. 

• People with complex or co-occurring needs must not be 
unintentionally excluded. Participants repeatedly raised people 
experiencing substance misuse, homelessness, domestic abuse, 
debt, family pressure, safeguarding concerns or acute distress. 

• Warm handovers and joined-up pathways are essential. The hub 
should help people take the first steps towards support and connect 
them to the right services ensuring supported signposting and 
avoiding repeated storytelling. 

• Trust, privacy and consent will be central to whether people use 
the hubs. People want reassurance about who can see their 
information, how records will be used and how confidentiality will be 
protected in local settings. 

• The offer must be clearly different from existing services: Post-
event feedback stressed that the model should not feel like a 
rebranded version of current provision. The difference should be 
visible in access, continuity, experience, partnership working and 
outcomes. 
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This report is organised around the six coproduced questions explored at the 
event. Each section summarises what participants said, followed by 
recommended actions and next steps for Suffolk User Forum, Norfolk and 
Suffolk NHS Foundation Trust, and wider system partners. 

The six 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 is making a difference? 
6. What do family/parent carers need from a 24/7 mental health hub?  
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Findings by question 
The themes below reflect what people told us at the Ipswich event on 18 
June 2026. They are grouped under the six questions so that the detail of the 
table-top discussions can be read alongside the event structure and 
compared with feedback from the previous Stepping Forward report from 30 
April 2026. 

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

• Open and inclusive, with practical safeguards: Participants 
supported a broad, low threshold offer for anyone vulnerable, 
including people in crisis, people who may be suicidal, family/parent 
carers, people experiencing homelessness, people affected by 
alcohol or drugs, and people seeking early reassurance before 
becoming more unwell. They felt strict criteria could stop people 
getting help early, but also recognised that an open-door approach 
must be supported by clear safety arrangements, staffing, escalation 
routes and boundaries. 

• Promoting ongoing coproduction and lived experience 
involvement: Post-event feedback highlighted the importance of 
involving  people with lived experience, family/parent carers and 
people with lived experience throughout the development of the hub 
model. This includes creating regular opportunities to shape the 
design, review assumptions, comment on what support is needed, 
and understand how feedback is influencing decisions as the model 
develops. 

• Including lived experience in site and location planning: Feedback 
suggested that people with lived experience and family/parent carers 
should be involved in reviewing learning from other models, 
considering potential sites, and testing whether proposed buildings 
and locations would work in practice. This would help ensure 
decisions are informed by access, safety, stigma, transport, privacy, 
accessibility and the realities of using support locally. 

• Avoid excluding people with co-occurring needs: People 
recognised that mental health, substance misuse, gambling, debt, 
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homelessness and domestic abuse can be closely connected. Some 
were concerned that including alcohol and drug support could put 
others off, while others felt excluding these needs would undermine 
the open-to-everyone ethos and reinforce stigma. 

• People who may be unintentionally excluded: Participants 
highlighted people experiencing substance misuse, homelessness, 
neurodivergence, digital exclusion, rural isolation, domestic abuse, 
disability, older age and being hidden behind closed doors. They 
described the need for proactive outreach, so the model does not 
depend only on people being able to attend a building. 

• Family/parent carers and respite: Family and parent carers said they 
often feel excluded from services, despite knowing their loved ones 
best. They wanted the hub to offer family/parent carers advice, 
emotional support, practical navigation and, where appropriate, 
respite or short-term support. 

• Local realities and trust: Participants said people are more likely to 
use a hub if it is easy to get to, locally trusted, staffed by consistent 
people and sensitive to local safety issues, including concerns that 
some young people may avoid centres in certain postcodes. 

• Choice may influence trust: Some participants felt staff teams 
should include a balance of male and female staff because people 
may feel safer or more able to talk to someone of a particular gender 
when discussing their mental health. 

• Community reach: Participants suggested that the hub needs to be 
visible through community routes as well as formal services, including 
village champions, pubs, churches, local gathering places and wider 
outreach. 

“There should be no criteria.” 

“We need to be able to see a consistent and regular person.” 

“We know our loved ones best.” 

“People need to feel safe and free from judgement.” 
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2) What would “easy to access” look like in real life? 

• Access routes need to be varied: People suggested a free phone 
number, video calls, WhatsApp and an app, while stressing that digital 
routes must not exclude people who are not digitally confident or do 
not have reliable access. 

• Transport, locality and deprivation: Strong transport links were seen 
as essential, with suggestions for free or subsidised transport. People 
felt hubs should be located where need is greatest, with rurality, 
deprivation and local access barriers considered together. 

• Location decisions must be coproduced: Emailed feedback raised 
concern that possible sites and property decisions may be discussed 
before people with lived experience and family/parent carers have had 
enough opportunity to comment on whether locations and buildings 
are suitable. Feedback also reinforced that a Suffolk model must work 
for people without transport, people who cannot safely drive, and 
those living outside larger towns. 

• Concerns about estate-led compromise: Feedback questioned 
whether location decisions were being shaped more by estate 
availability than by people with lived experience and family/parent 
carer views about suitability. The feedback stressed that proposed 
sites must be tested openly against access, safety, stigma, transport, 
anonymity, building suitability and the intended support offer. 

• Reasonable adjustments and communication access: Participants 
highlighted that accessibility should include planned reasonable 
adjustments, not only physical access. This should include asking 
people what helps them communicate and feel comfortable, offering 
information in different formats, and making adjustments for people 
with autism and neurodiversity, Irlen’s syndrome, dyslexia, hearing 
impairment, visual impairment or other sensory and communication 
needs. Examples could include coloured paper or overlays, plain 
English information, large print, screen-reader compatible digital 
options, quiet spaces, good lighting without glare, hearing loop 
provision, British Sign Language interpretation where needed, written 
alternatives to verbal information, interpretation/translation services 
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and staff awareness of how sensory overload can affect someone in 
distress. 

• Clear marketing and public awareness: Participants said people 
and partner agencies need to understand what the hub is, what it can 
offer and when to use it. Suggestions included bus stop screens, 
General Practitioner (GP) surgery screens, local news, leaflets, social 
media, partner communications, word of mouth, community 
promotion, and visible local activity such as bunting and balloons to 
make the offer feel recognisable and welcoming. 

• Physical accessibility and simple entry: Participants wanted level 
access, wide doorways, accessible toilets, clear routes from the door 
into the main space, and minimal forms or repeated explanations 
before getting help. 

• The first point of contact matters: Participants said what happens at 
the front door is critical. Some wanted someone to greet them and 
explain waiting times, while others worried that a formal receptionist 
or triage role could feel like another barrier. Suggestions included 
intercoms, buzzers, digital screens, visual prompts and allowing 
people to interact at their own pace. 
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• Avoiding repeated storytelling: People strongly disliked having to 

repeat their story. They suggested appropriate records access, patient 
passports or electronic information held with the person, while also 
recognising the need for anonymity, informed consent, privacy and 
trust. 

• Recognisable and trusted first contact: Post-event feedback asked 
whether people will be able to recognise the hubs, trust them, reach 
them and use them when they most need help. It also highlighted that 
the first few minutes matter: who welcomes someone, who assesses 
need, and who decides what happens next should be clear. 

• Rural and community access: Easy access must include 
affordability, outreach and community-based approaches for people 
who may never attend a building, including rural communities, older 
people, disabled people and people who are housebound. 

“If it appears too busy, I may not stay and wait.” 

“People should not have to repeatedly tell their story.” 

“Repeating experiences can be re-traumatising.” 

 

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

• Broad practical support: Participants wanted hubs to connect 
people with housing, debt, digital inclusion, financial and energy 
advice, domestic abuse support, alcohol and drug services, 
counselling, homelessness support, employment, veterans’ support, 
social prescribing, Citizens Advice and family support. 

• Immediate practical care: Participants felt the first response should 
include a warm welcome, a drink, something simple to eat where 
needed, and gentle questions about immediate wellbeing. This was 
linked to comments that people in crisis may not have eaten properly 
and that small acts of care can help someone feel safe. 
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• A mix of crisis, planned and community support: Participants 
suggested a crisis café element alongside planned and community-
based support, including peer support, web chat, art groups, walking 
groups, cycling groups, photography groups and other structured 
activities. 

• Managing expectations about response times: People said 
signposting is useful but does not always lead to immediate help. They 
felt communications need to be honest that the hub can offer a first 
step, support and warm handovers, but may not remove waiting lists 
or guarantee quick access to specialist services. 

• Complex needs and long-term recovery: Post-event feedback asked 
what support for complex needs and long-term recovery will mean in 
practice, including what will be available, who will provide it, how long 
support will continue, and how people will avoid being moved on 
without meaningful follow-up. 

• Managing intoxication and substance misuse: Participants asked 
whether people affected by alcohol or drugs would be admitted, 
placed in a side room or ever turned away. They recognised that some 
people self-medicate and that excluding them could increase risk, 
while also asking how staff would keep others safe. 

• Food, drink and café arrangements: Participants asked whether the 
café would provide meals or snacks, whether food and drinks would 
be free, who would pay, whether the café would generate income, how 
special diets would be managed, and how refreshments would work 
overnight. 

• Pets, assistance animals and comfort: Some felt pets or emotional 
support animals could help people feel safe, while others raised fears, 
allergies and the need for clear arrangements, including possible pet-
friendly times and separate consideration for assistance animals. 

• Children, young people and family rooms: Participants asked what 
would happen if someone arrived with children. They suggested family 
rooms, toys, changing facilities and clear safeguarding pathways, and 
noted that some 16-year-olds may be young adult carers. 

• Maintaining safety without security: Participants asked who would 
manage the space if there was no receptionist and people were 
arguing, intoxicated, distressed or causing concern. This highlighted 
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the need for clear first-contact roles, de-escalation, staffing levels, 
environmental design and escalation routes. 

• Veteran-specific provision: Participants suggested that the hub 
could identify veteran-related needs by asking whether someone has 
ever served in the Armed Forces. 

“What can we do for you today?” 

“Have you eaten?” 

“Signposting is great but doesn’t achieve instant results.” 

 

4) What should the experience feel like? 

• Non-clinical, calming and homely: People said anything too clinical 
would put them off. They wanted hubs to feel gentle, supportive and 
not overwhelming, with plants, soft furnishings, sofas, privacy rooms, 
quiet areas and décor that reduces anxiety. 

• Learning from community cafés: The Steam Café was repeatedly 
referenced as a positive example because people felt comfortable, 
compassionately spoken to and treated as human beings. 
Participants also noted its limits, including doors closing at 4pm and 
support becoming by appointment-only after that, showing the 
challenge of adapting community café learning to a 24/7 model. 

• Queues, waiting and privacy: People said obvious queues or busy 
waiting areas could make them leave. Design should reduce the sense 
of queueing, protect dignity and avoid making people feel exposed, 
watched or unsure where to go. 

• Choice and control on arrival: People discussed anonymity and 
suggested buzzers, visual prompts or digital screens so people can 
engage at their own pace rather than immediately entering a formal 
reception or triage process. 

• The first 10–15 minutes: People said the first response should be 
flexible and person-centred, using non-threatening questions such as 
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“What can we do for you today?”, “How are you?” and “Have you 
eaten?” 

• Normal from the outside, safe inside: Participants wanted the hub 
to look like a normal building and feel welcoming but not stigmatising. 
They also recognised the challenge of safely managing acute distress, 
intoxication and conflict without making the environment feel clinical 
or security led. 

• Staff appearance and manner: Uniforms were seen as potentially 
off-putting. Participants wanted staff to be approachable, 
compassionate and human, with the first welcome setting the tone for 
whether someone feels able to stay. 

• Choice about who to speak to: Participants highlighted that choice 
matters, including gender choice where possible, because some 
people may feel safer speaking openly to someone of a particular 
gender. 
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“A place to be accepted.” 

“Somewhere to talk to someone and a place to be listened to.” 

“The opposite of a hospital.” 

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

• Safety, security and design: People asked whether there would be 
security, panic buttons and clear escalation routes if someone 
became aggressive or highly distressed. The model was described as 
based on a softer environment, with some pilot sites using panic 
buttons and links with Police Community Support Officers. 

• Clarity about what 24/7 means: Post-event feedback asked whether 
24/7 means a fully always staffed clinical model, a safe space with 
escalation routes, a crisis alternative, overnight beds, remote support, 
or a combination of these. The report should therefore ask for clear 
public information about what is available during the day, overnight 
and at pressure points. 

• Night-time arrangements and staffing: People asked how centres 
will operate overnight, including locking, curfews, staff numbers, 
skeleton cover, supervision, wellbeing, sickness cover and whether 
people will be able to access support if they cannot sleep or arrive late 
at night. 

• Staff consultation, wellbeing and workforce change: Post-event 
feedback noted that the proposed model would require changes in 
working practices and staff consultation. Concern was raised about 
the impact of major redesign on staff wellbeing, retention and morale, 
particularly if staff are already under pressure. The feedback stresses 
that safe implementation must consider workforce sustainability as 
well as estates, pathways and staff with lived experience experience. 

• Guest hospitality beds and safeguarding: Participants wanted clear 
rules about beds, including eligibility, prioritisation, gender 
arrangements, adult-only provision, safeguarding, bedding, laundry, 
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cleaning, what happens if beds are full, and whether someone staying 
overnight may feel vulnerable if others arrive in crisis. 

• Governance, records and consent: People asked how governance 
and shared records would work. SystmOne was described as the 
preferred option, with access limited to those with a legitimate reason. 
Participants wanted clear rules about consent, privacy, information 
sharing and accountability, especially where voluntary sector, 
National Health Service (NHS) and other agencies are involved. 

• Professional roles and clinical links: People asked about the role of 
social workers, AMHPs, psychiatry, health visitors, GPs and crisis 
services. They wanted clarity about who will be based in hubs, who will 
be on call, and how escalation pathways will work. 

• Commissioning, funding, timescales and sustainability: 
Participants asked how the model will be funded and commissioned 
over time, including day-to-day revenue, operational responsibility, 
five-year contracts, procurement routes and how smaller voluntary 
sector organisations can remain part of the offer. People also asked 
about timescales for Ipswich and Bury, with 2028/2029 discussed and 
work ongoing to improve that timeframe. 

• Partnership capacity and fair involvement: Emailed feedback 
highlighted that voluntary, community and social enterprise partners, 
involvement needs to be properly resourced, with clarity about 
payment, backfill, capacity and how participation can be inclusive 
rather than unintentionally excluding people who cannot afford to 
contribute unpaid time. 

• Payment and inclusion: Feedback noted that involvement payment 
arrangements already exist in parts of the National Health Service 
(NHS), for example for interview panels and coproduced activity. 
However, some people may not be able to accept payments without 
consequences, which can itself create exclusion. Payment, expenses 
and alternatives therefore need to be designed carefully so 
involvement is fair, accessible and does not disadvantage people 
financially. 

• Warm handovers and follow-up: People said the hub should connect 
people to the right services with supported signposting. It should help 
people understand what happens next, what timescales are realistic, 
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what to do if follow-up does not happen, and whether waiting times 
and outcomes are improving. 

• Handover and aftercare are part of safety: Post-event feedback 
highlighted that the visit itself is only one part of safety. The model 
needs to clarify who owns follow-up, how quickly it happens, what 
happens if follow-up does not take place, and how people avoid falling 
between services. 

• Measuring impact beyond attendance: Participants said evaluation 
must consider what help was provided, whether people received 
further support, whether warm handovers happened, whether follow-
up took place, whether people understood next steps, and whether 
they felt safer, listened to and less alone. 

• Transparent evaluation and feedback loops: Post-event feedback 
suggested that the model should be tested against whether it is 
accessible, operates safely day and night, influences wider system 
behaviour, improves access and outcomes, and endures beyond 
launch. People also wanted a clear “you said, we considered, we 
changed” approach so contributors can see how feedback has 
shaped decisions. 
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• Governance assurance lens: One post-event response suggested 
testing the model against whether it is accessible, operates safely, 
influences wider system behaviour, improves access and outcomes, 
and endures beyond the initial launch period. 

 
 

“9–5 does not fit with mental health crises.” 

“Warm handover to other services is essential — not cold and abrupt.” 

“The right bed for the right patient.” 

 

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

Feedback about family and parent carers was a strong theme across the 
discussions, so it has been drawn out as a separate section to reflect the 
importance participants placed on family/parent carers being recognised, 
supported and included. 

• Family/parent carers need to be recognised as people needing 
support in their own right: Participants said family/parent carers are 
often excluded from services, despite holding important knowledge 
about the person they support. They wanted family/parent carers to be 
able to come to the hub for help, advice and emotional support, not 
only as an extension of the person they care for. 

• Family/parent carers need to be included as partners in support: 
Emailed feedback reinforced that family/parent carers often become 
the practical support system and need to be able to contact the hub, 
bring someone in, receive advice, be listened to, and be included 
appropriately in follow-up. This should be balanced with 
confidentiality but not used as a reason to exclude family/parent 
carers from sharing relevant concerns. 

• Family/parent carers need clear routes into the hub: Post-event 
feedback asked whether family/parent carers could contact the hub 
directly, bring someone in, receive advice, be listened to and be 
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included appropriately in follow-up. This should be made explicit so 
family/parent carers know when and how they can use the service. 

• Confidentiality can become a barrier: Participants explained that 
confidentiality can prevent family/parent carers from sharing 
concerns, being listened to, or understanding what is happening. 
While confidentiality is important, people felt services need a better 
way to involve family/parent carers safely and appropriately, 
especially where families are trying to keep someone well. 

• Family/parent carer burnout and pressure: Participants said 
family/parent carer burnout is a real issue. Families may be supporting 
people through mental health difficulties, physical illness, sudden 
change, loss of support workers, council processes, caring 
responsibilities for children and older relatives, or uncertainty about 
what help is available. 

• Family/parent carers need rights information and practical 
navigation: One example given was a family/parent carer who lost 
support workers after COVID and had not been clearly told what 
council process they needed to follow to continue care. Participants 
felt the hub could help family/parent carers understand their rights, 
routes to assessment and where to go for help. 

• Reach-out support for family/parent carers: Participants felt 
family/parent carers should be offered help through the hub, but also 
through proactive outreach. Some family/parent carers may not be 
able to visit a centre, may not identify themselves as family/parent 
carers, or may only ask for help when they are already exhausted. 

“We know our loved ones best.” 

“Carers are excluded from services all the time.” 

“Carer burnout is a very real issue.” 
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Recommended actions 

For Norfolk and Suffolk NHS Foundation Trust 

1. Clarify the operational model for guest hospitality beds, including 
adult-only provision, night-time locking, curfews, gender 
considerations, safety standards and escalation pathways. 

2. Publish clear information about access, response times, waiting 
expectations and what the hub can and cannot provide. 

3. Clarify how presentations involving intoxication, substance misuse, 
aggression, acute distress and overdose risk will be managed in 
practice. 

4. Explain the roles of social workers, AMHPs, psychiatrists, health 
visitors, GPs and other professionals within the hub model. 

5. Share learning from pilot sites on queue management, security, 
panic buttons, response times, staffing models and demand across 
the 24-hour period. 

6. Set out how early coproduction will influence the developing model, 
including a clear feedback loop showing what has been changed, 
what is still under consideration, and what cannot be changed with 
reasons. 

7. Explain how learning and history from LISTEN for suicide prevention 
will be included in the workstream, recognising that LISTEN was 
coproduced and that Suffolk User Forum can provide background 
information about its development and relevance. 

8. Confirm how shared records, consent, information governance, 
accountability and liability will be managed if voluntary sector 
organisations are involved in running centres. 

9. Confirm how people with lived experience, family/parent carer and 
voluntary sector participation will be properly resourced, including 
payment, expenses, backfill and support for people who cannot 
contribute unpaid time. 

10. Clarify how needs and risk will be assessed on arrival, including 
whether buildings will have separate areas for early intervention, 
crisis support, quiet support, family needs and higher-risk 
presentations. 
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11. Explain how staffing will work across 24 hours, including staff 
numbers, skill mix, gender balance, clinical availability, supervision, 
breaks, sickness cover and support for staff wellbeing. 

12. Set out the practical operating model for any café and overnight 
refreshments, including food provision, cost, dietary requirements, 
staffing and whether food or drinks will be free. 

13. Provide assurance that risks and safeguards have been considered in 
detail before implementation, including safety, escalation, staffing, 
accountability, safeguarding, record-sharing, clinical input, guest 
hospitality beds, intoxication, crisis presentations and the possible 
consequences of poorly tested compromises. 

For system partners 

1. Work together to create warm handovers, rather than signposting 
alone, especially where people need support with housing, debt, 
benefits, domestic abuse, substance misuse, employment, family 
support or digital inclusion. 

2. Develop clear pathways for people who arrive with children, people 
who may need family rooms, and people with wider safeguarding or 
social care needs. 

3. Ensure marketing is clear, accessible and realistic, using community 
channels as well as formal NHS and partner communications. 

4. Support transport solutions, especially for rural areas and 
communities experiencing deprivation. 

5. Involve people with lived experience and family/parent carers in 
testing proposed locations and buildings before decisions are 
finalised, including transport, stigma, anonymity, accessibility, 
safety, rurality and suitability for the intended support offer. 

6. Ensure accessibility planning includes clear reasonable adjustments 
for people with autism and neurodiversity, different communication, 
sensory and information needs. This should include interpreters, 
visible language information at reception, support for Deafblind 
people, hearing loop provision, British Sign Language interpretation 
where needed, large print, accessible digital systems, plain English 
materials, coloured paper or overlays for people with Irlen’s 
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syndrome or dyslexia, and alternatives for people who find verbal 
communication difficult. 

7. Work with voluntary and community sector partners to design a 
broad support offer that includes housing, debt, social prescribing, 
Citizens Advice, domestic abuse support, drug and alcohol support, 
creative activities, family/parent carers’ support and family support. 

8. Consider how the hub will support people with pets, emotional 
support animals or assistance animals, while also protecting people 
who may be frightened of animals or have allergies. 

For Suffolk User Forum 

1. Continue to gather lived experience insight and share themes with 
commissioners, NSFT and system partners as the hubs develop. 

2. Support independent feedback and quality assurance routes so 
people can share experiences safely and honestly. 

3. Continue to highlight the importance of non-clinical environments, 
privacy, dignity, inclusive access and realistic communication. 

4. Use the June feedback to maintain a clear list of unresolved 
questions for commissioners and providers, including crisis 
pathways, clinical input, beds, family/parent carers support, lived 
experience support and family support, voluntary sector resourcing 
and evaluation measures. 

5. Continue to capture lived experience feedback on people’s 
experience of support, including what helps people feel welcomed, 
safe, respected and able to stay. 

6. Use future coproduction sessions to explore practical scenarios, 
including someone arriving intoxicated, someone arriving with 
children, someone needing a bed, someone fearful of being seen 
locally, and someone needing help overnight. 
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Next steps 

For Norfolk and Suffolk NHS Foundation Trust 

To update everyone on the following points as the model develops: 

1. What naming and branding approaches have worked elsewhere, and 
how will language be chosen so that the hubs feel welcoming and non-
stigmatising? 

2. What will happen in the first 10–15 minutes after someone arrives, 
including greeting, waiting, privacy and options for people who do not 
want to engage immediately? 

3. How will shared records, consent and information governance work 
across NHS, voluntary sector and partner organisations? 

4. What practical arrangements will be in place for people who want 
anonymity or who are fearful of services? 

5. How will the hub respond to people who arrive intoxicated, distressed, 
aggressive, suicidal, homeless, fleeing domestic abuse or needing 
urgent clinical input? 

6. How will guest hospitality beds work, including eligibility, 
prioritisation, safeguarding, gender arrangements, adults-only 
provision, curfew, night-time locking and what happens when beds are 
full? 

7. What will be available overnight, and how will the staffing model be 
made safe, sustainable and realistic? 

8. How will family/parent carers be identified and supported, including 
family/parent carers of people who refuse to engage? 

9. How will the hub link with social workers, AMHPs, psychiatry, GPs, 
health visitors, crisis services and wider community support? 

10. How will warm handovers be delivered in practice, and how will the 
hub avoid sending people back into long waiting lists without support? 

11. How will feedback from this event and post-event emails be reviewed, 
responded to and visibly reflected in the next stage of hub design? 

12. How will Norfolk and Suffolk NHS Foundation Trust respond to 
concerns that people with lived experience and family/parent carers 
were not involved early enough in site visits, decisions about potential 
buildings, and the overall design assumptions? 



 

23 
 

13. What outreach and transport model will support people in rural 
communities, areas of deprivation and people who cannot travel 
easily? 

14. How will the hub identify, record and respond to reasonable 
adjustment needs, including autism and neurodiversity, Irlen’s 
syndrome, dyslexia, hearing impairment, visual impairment, sensory 
overload and communication preferences? 

15. How will sustainability be assured, including recurrent funding, 
staffing, safe overnight cover, partnership capacity and governance 
oversight after the initial launch period? 

16. How will the workstream ensure that lived experience and 
family/parent carer involvement is not tokenistic, and that people are 
not asked to agree to compromises without clear evidence, options, 
risks and reasons? 

17. How will location planning take account of young people’s safety 
concerns, postcode-related barriers and the need for more than one 
accessible place of support? 

18. How will the service measure success beyond attendance numbers? 
19. How will pilot-site learning be shared, including demand across 24 

hours, queue management, no-reception models, panic buttons, 
security, café arrangements and guest accommodation? 

For Suffolk User Forum 

1. Share this report with Norfolk and Suffolk NHS Foundation Trust 
(NSFT) and relevant system partners. 

2. Use the June feedback to update the list of questions and points for 
clarification as hub planning progresses. 

3. Continue to involve people with lived experience, family/parent 
carers, professionals and voluntary sector partners in shaping the 
model. 

4. Compare the April and June feedback to identify repeated themes, 
new issues and areas where further coproduction is needed. 

5. Continue gathering real examples and anonymous quotes so that 
future reports retain the strength and authenticity of lived experience 
feedback. 
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Closing reflection 
The feedback from 18th June 2026 reinforces that hubs will only be trusted 
and used if they feel welcoming, human, safe, clear and practical. People 
want a service that is easy to understand, accessible in real life, and honest 
about what it can offer. 

They also want a model that does not unintentionally exclude people with 
complex needs, family responsibilities, substance misuse issues, transport 
barriers, digital exclusion, domestic abuse experiences, housing difficulties, 
or concerns about stigma and confidentiality. 

The strongest overall message was that the hubs must not become an under-
resourced alternative to crisis care, hospital care or specialist support. If 
people with high levels of need are expected to use the centres, there must 
be clear clinical input, risk assessment, escalation routes, staffing 
arrangements and accountability. 
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Appendix A: Event Evaluation Feedback 
Nine feedback forms and two additional emailed responses were received 
from 33 attendees, not including SUF staff, giving feedback from 11 people 
and an overall response rate of 42%. 

Tell us something about this event that you liked best 

• "The round table talks."  
• "The chance to discuss the ideas and meet other people." 
• "The knowledge & skill of the person that gave the talk. Also liked the 

setting and the welcome. And of course, the food!!"  
• "NSFT are actually putting people's needs seriously."  
• "Beth's brilliant presentation. Optimism, great ideas, thoroughness, 

holistic goals."  
• "Hearing updates on the PowerPoint and having the opportunity to 

share ideas and debate."  
• "A really good networking event. Very enjoyable and insightful 

discussions."  
• "The discussion time. A lot of great conversations."  
• Being open and honest. 
• I valued the fact that this engagement took place while the model is 

still at a relatively early stage. That made the discussion feel 
meaningful rather than like a late-stage consultation… The 
presentation by Beth Manning was energetic, open and candid… I 
also appreciated the opportunity for table discussion. The 
roundtable format allowed practical questions to be explored in 
more detail. 

 
Post-event email feedback:  
• “I valued that engagement was happening while the model was still 

at an early stage, making the discussion feel meaningful rather than 
like a late-stage consultation.” 

• “I appreciated the open presentation, table discussion, and the 
opportunity to explore practical questions about access, stigma, 
transport, rurality, first contact, shared records, family/parent 
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carers, substance use, veterans, neurodiversity and people who 
may fall between services.” 

• “I felt the advance materials were helpful, particularly the agenda, 
slide pack and six questions, because they gave enough structure 
without overloading people.” 

 

Please share one thing we could do even better next time to support 
coproduction 

• “Promote “LISTEN" for suicide prevention.” 
• “I thought the advance material was helpful, particularly the 

agenda, the slide pack and the six questions for discussion. 
Those gave enough structure without overloading participants.” 

• "Not sure how this can be resolved other than a larger 
venue/room – the noise level at each table was so loud that it was 
hard to hear all the comments being shared on my own table."  

• "Advertise it better."  
• "Possibilities for people with lived experience to present 

something to group."  
• "Overall, I was very happy with the venue and set-up – just right. A 

good presentation at the start and table discussions. Maybe 
alternate tables so you can speak to others on other tables."  

• "Time to feedback from other groups, be good to hear what others 
are thinking. Be great to hear how our feedback is going to be used 
and implemented. Could visit the proposed building to help 
inform discussions." 

 
Post-event email feedback:  
• “It’s good to use a simple “you said/we considered/we changed/ 

we could not change because…” approach after the event so 
people can see how feedback has influenced the next stage”. 

• “Future events could include a visible summary sheet at each 
table so participants can see the key points being captured and 
add or correct anything before the session closes.” 

• “Involve people with lived experience and family/parent carers 
earlier in discussions about site visits, potential buildings and 
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location suitability, so coproduction can influence decisions 
before options become too fixed.” 

• “Time, depending on presentation and topics.” 
 

What have you gained most from today? 

• "A better idea of what the hubs might be."  
• “The event helped me see both the promise and the risks. The 

promise is a more humane, local, non-stigmatising first point of 
contact. The risks include overnight safety, hospitality/guest 
beds, record-sharing, clinical escalation, staffing, transport, rural 
access, regulatory framing, workforce change and long-term 
sustainability.” 

• "An understanding of what you are trying to achieve with the 
mental health hubs."  

• "I have gained a broader knowledge of services, the structure, and 
the future plans for commissioning and the purpose of the hubs."  

• "Feel more positive about the way forward. Mental health and 
community hub is going to be great if managed well."  

• "Understanding of NMHCs and NHS long term plan."  
• "Others' insights and viewpoints."  
• "Lots of contacts. Understanding what the neighbourhood 

centres might look like and offer. It's an exciting project though a 
very challenging one."  

• "I hadn't heard of the hub before, so it was great to hear more." 
• “Better understanding of what is going on and needed.” 

 
Post-event email feedback: 
• “I gained a clearer understanding that the proposal is a significant 

shift in access, culture, partnership working and crisis 
prevention, not simply an estates project or a rebranding of 
existing services.” 

• The event helped identify both the promise of a more humane, 
local and non-stigmatising first point of contact, and the risks 
around overnight safety, beds, record-sharing, clinical 
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escalation, staffing, transport, rural access, workforce change 
and long-term sustainability. 

• I gained a better understanding that the issue is not only whether 
a service exists, but whether people can recognise it, trust it, 
reach it and use it when they most need help. 

 

Did you feel heard and listened to today? 

• "I did feel listened to, those on my table were respectful and 
allowed me time to speak, free of being challenged or interrupted."  

• "Yes, sitting in groups was great, we got to talk to each other." 
• Yes. I felt that the discussion at the table was taken seriously, and 

Beth’s willingness to join the discussion helped clarify several 
important points. Chloe’s guidance during the roundtable 
discussion and Emily’s notetaking were also appreciated, 
especially given how quickly the conversation moved. 

• "Yes, it is nice to be able to have a say or input in the future care."  
• "Yes, plenty of time given to round table discussion."  
• "Yes, however lots of people with enthusiasm wanting to talk, 

could have been better managed, to take turns."  
• "Yes."  
• "Yes." 
• “Yes, being able to share what I have been through.” 

 
Post-event email feedback:  
• “The table discussion felt respectful and was taken seriously, but 

feeling fully heard will depend on what happens next and whether 
feedback is reflected in the developing model.” 

• “One person felt professionals at their table were kind and listened 
to them, while also raising concerns that people with lived 
experience and family/parent carers had not been involved early 
enough in the wider design process.” 

• “I appreciated that questions about first contact, access barriers, 
stigma, shared records, veterans, family/parent carers and lead-
provider partnership working were discussed openly.” 
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Please tell us any ideas you have for future SUF coproduction events. 

• One useful future theme could be how people experience the first 
point of contact with services. This could apply beyond the 
Neighbourhood Mental Health Centres and include GP access, 
crisis lines, community services, digital contact, reception 
processes, forms, language, tone and how people are welcomed 
when they first ask for help 

• Another useful session could focus on people who may be 
unintentionally excluded, including rural communities, people 
without transport, people experiencing coercive control or domestic 
abuse, people using alcohol or drugs to cope, people with gambling 
problems, people who are homeless or vulnerably housed, 
travelling communities, veterans, people with neurodiversity, faith 
communities, family/parent carers and people who distrust 
services because of previous experiences.  

• A further coproduction theme could be the language used by 
services: what names, descriptions and forms of communication 
make people feel safe to approach, and what language 
unintentionally creates stigma, confusion or distance. 

• “Maybe a small social event for volunteers in the spring/summer, 
BBQ, pub lunch for instance.” 

• “I liked the venue and layout.” 
 
Post-event email feedback 
• A future coproduction event could explore the first point of contact 

with services, including GP access, crisis lines, community services, 
digital contact, reception processes, forms, language, tone and how 
people are welcomed when they first ask for help. 

• Future sessions could focus on people who may be unintentionally 
excluded, including rural communities, people without transport, 
people experiencing domestic abuse, people using alcohol or drugs 
to cope, people with gambling add, people who are homeless or 
vulnerably housed, travelling communities, veterans, neurodivergent 
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people, faith communities, family/parent carers and people who 
distrust services because of previous experiences. 

• A useful future theme could be the language used by services, 
including what names, descriptions and communication styles make 
people feel safe to approach and what language unintentionally 
creates stigma, confusion or distance. 

• Coproduction could test the model through practical questions, 
including who the hubs are for, what happens at the front door, what 
24/7 means, how the offer differs from existing provision, how rural 
and transport barriers will be handled, how family/parent carers and 
families will be supported, how handover and aftercare will work, 
how feedback will shape the model, what success will look like, and 
whether the model is sustainable. 

 

How did you hear about this event? 

• "On Facebook."  
• "Eventbrite."  
• "Already helping as a 'My Voice Champion' for SUF."  
• "Anglia Care Trust."  
• "Suffolk User Forum member."  
• "VASP email."  
• "Via VASP news bulletin. Lovely that lunch was also included" 
• Newsletter and email. 
• Through Suffolk User Forum / NSFT-related engagement routes. 

 

Other post event feedback about the event: 

• “… I would like to thank Suffolk User Forum for inviting me and the 
support they provide to myself and others. Support at these events is 
vital to enable service users and carers to attend. “ 

• “I felt the professionals on my table were kind and listened to me.” 
• “The venue for this meeting was in a good location, and the food was 

very nice.” 
• “Thank you for a very useful and thought-provoking event. I found it 

particularly valuable that this engagement is taking place while the 
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model is still at a relatively early stage, rather than after most of the 
important decisions have already been made”.  

• “Early coproduction seems especially important for a development of 
this scale. It can help avoid later redesign, wasted effort, avoidable 
safety risks and delayed benefits for people who need support.” 

• “Thank you again for the opportunity to contribute. I found the session 
very valuable and hope these reflections are helpful.” 

 

 

 

 

 

 

 

 

 

 

  



 

32 
 

Appendix 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. 

Our 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. 
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