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Foreword  

HUG Action for Mental Health, part of SPIRIT Advocacy, is a network of people who have experience 

of mental ill health. HUG has some 200+ service-user ‘members’, thirteen branches across the 

Highlands and has been in existence since 1996. HUG wants people with mental health problems to 

live without discrimination and to be equal partners in their communities.  

(More about HUG on page 20). 

Towards the tail-end of 2017, and early in 2018, HUG’s Advisory Group helped review our priorities 

for the coming year – and we had many. But top-of-the-list was a pressing need for us to gather 

‘voice’ from people who had experienced recent mental health crisis. Meanwhile, our development 

staff were monitoring what seemed like a steadily increasing trend of people facing mental health 

crisis who were approaching us for individual advice and support. We did our best to be supportive, 

and signpost or redirect people where we could – to, say, Advocacy Highland’s issue-based advocacy 

or to Citizens’ Advice information services. But this trend bothered us, and pressed us to query what 

was happening. 

Also, throughout 2017 and early 2018, we had perceived and recorded what seemed to us like a 

steady erosion of mental health support services in Highland, and trends towards statutory and 

other services downsizing some areas of their operations. For example: Closure of Support In Mind’s 

(SIM’s) ‘Cairdeas Cottage’ drop-in centre in Inverness, two rounds of bed cuts at New Craigs 

psychiatric hospital, and review of the Aonach Mhor rehabilitation centre in Inverness.  

We had taken an early role too, over that period, in the national Distress Brief Intervention initiative, 

https://www.dbi.scot – working with Support in Mind (SIM) and frontline emergency services on 

helping shape a distress response pilot for the Inverness area. 

Our day-to-day work, where we have service user members participating in key mental health 

decision-making and working groups, at local and national level, offers us unique insights into the 

ways support systems are changing and evolving. We have, for example, had HUG members taking 

part in local Scottish Patient Safety Programme (SPSP) activity, helping revisit the area’s Psychiatric 

Emergency Plan (PEP), and sitting on the Choose Life suicide prevention planning steering group. 

 

There are many individual experiences recorded in our full report; some positive, some negative, 

and some recorded as ‘asides’. But we felt it important to note what was said or summarised in our 

many conversations (See Full Report appendices.) 

The experiences, we noted, could differ between geographical areas, between urban and rural 

environments, between areas where there was good support and those where there seemed to be 

none. This, in itself, pointed to a noticeable lack of consistency in the way people are dealt with and 

treated in different parts of Highland – and this is commented upon in more detail in the report. 

We hope this report’s contents, analysis and findings will have a strong bearing in how statutory and 

other services might plan and design their mental health crisis support services in future. 

 

Ken Porter, manager, SPIRIT Advocacy 

https://www.dbi.scot/
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First Impressions 

The Good   ………………………………………………………………………………………………………………………           

Many we spoke to had positive, optimistic comments to make about the ways they had been  

treated during crisis, and offered positive suggestions about how things might be improved: 

“DBI (Distress Brief Intervention) is great once you do get referred there. I can be respected and given 

back my dignity and have more referrals (for further treatments). Now my picture of me has been 

painted. I understand better.” 

“For me, it’s to be reminded that it’s just a cycle. That it will pass, and that no matter how difficult it 

is at the time, it will pass.” 

“There’s two sides of the coin … there’s this doctor, when you walk into his office, it’s like walking 

into sunshine – he’s always got a smile, he’s always got a … He’s very understanding. He’s took me 

oot for walks…“ 

“We’ve got quite a few young policemen up here. We don’t have a permanent presence – and as far 

as I’ve seen and heard, they seem to be pretty good (at dealing with mental health crisis).” 

“The doctor who helped me the most was the one who said, ‘I don’t know much about this illness.  

Can you help me?  I want to achieve this……. Help me get to this or talk about what would help’.   

It let me be part of the conversation and the plans. I don’t even like her otherwise.” 
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“I honestly think they are good. This place is great. I have this place, a CPN, a psychiatrist. I’m well 
covered.” 
 
“There’s the luxury of time in here, and space to get down and think about it. Say your piece as well. 

It’s not an appointment system – so nobody’s rushed out the door. They’ve got all day.” 

The Bad   ……………………………………………………………………………………………………………………………… 

Many people provided us with practical examples of their negative feelings – such as 

disappointment or anger – about the ways they were sometimes treated during times of crisis: 

 

“You just have to start all over again and that filling in a questionnaire and explaining what’s wrong 

just makes it all worse again.”  

“I have never been asked about suicide by my doctor. It’s like they don’t want to ask the question 
because they are scared of the answer. If you say yes, they have to do something about it and they 
have nothing to offer anyway.” 
 
“Eighteen months is not unusual, yes.” 

“I’ve been waiting even longer than that. I was supposed to be seen by a psychiatrist two years ago. 

And I’ve not heard a thing.” 

“It might just be half an hour for them, but it’s a full day for you - not just half an hour.” 

“I was at my GP with depression - he said ‘you don’t look depressed.” 

“Compare Dementia Friendly Community activity going on with Mental Health Friendly Activity.  

There is none, it doesn’t exist.” 

“I went to the doctor’s to try to be seen when I was suicidal and they refused me an appointment. It 
took three weeks to get an appointment”.  
 
“I have three sons and they are all I can rely on when I am having a crisis but that’s not fair on them. I 
don’t have a CPN anymore – she left.”  
 
“They seem not to care. I can’t get an appointment – I got a letter saying I didn’t meet the criteria”. 
 
“I’d like a CPN or a Social Worker to help me when I’m having a crisis and they are scarce”. 
 
“I was in New Craigs for fifteen weeks in 2017. When I came out all I got was a referral to Decider 
Skills, no other support.” 
 
“I hate my psychiatrist – he doesn’t care and he has no explanation for anything”.  
 
“20 years ago there was no support and it’s the same now”. 
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The Downright Unacceptable   …………………………………………………………………………………… 
 
It came as a shock to us that quite high number of people had experienced, and gave several 
examples of, bad attitudes, negligence and serious mistreatment in times of mental health crisis: 
 
“There was an incident when a young girl came in, and she was completely ‘away with it’. Her 
boyfriend was the devil and was going to kill her baby and all that kind of thing. So we (service users) 
sat with her, and sat with her, for some time, then they went over to the hospital, sat there for 
another two hours, nobody appeared, so she just went home. We couldn’t make her stay there.” 

“By this time my son is anxious and uncooperative and I’m having to persuade him to stay. The CPN 
turned up just after 12 noon. My son was in meltdown so she gave him diazepam to calm down. She 
said that she was dealing with someone seriously ill so leaves us in the day room with my son having 
a meltdown.” 
 
“I had a psychotic episode and I took an overdose. The CPN saw me but didn’t refer me on to anyone. 
She saw me again four or five days later and discharged me. There was no attempt to support me. 
I just had to find my own way through it.” 
 
“I was eventually seen by a doctor and he said he needed to speak to a consultant so he went off.  
I waited ages and then a nurse came back and told me I was being discharged. They gave me back 
my rope and discharged me in the middle of the night.” 

“I take too many tablets every day or most days. My ‘normal’ is feeling suicidal but BEING suicidal is 
different. My chaos is my asking for help by my actions. I want someone to hug me but can’t do 
physical contact. No one ever asked why.” 

“I had to give up my job because I’m so depressed I too got a letter back saying that I didn’t meet the 
criteria for a referral. In the past, group stuff has worked. I went to a group once a week for five 
weeks but that’s not happening now. A cup of coffee doesn’t really do it anymore. I’m so scared all 
the time that S is going to be suicidal again and I don’t think I have the strength to help him. No one 
really cares. I tried phoning …. but it just rang and rang. Our whole family is affected yet we have no 
CPN and no psychiatrist. The CPN left their job and was never replaced.” 

“We had four, if not five people who used to come here at one point, who took their own lives… all in 
about two years. And the one which ‘J’ is referring to had actually gone to the local hospital  …  at 
least two or three times, asking for help. And because… they didn’t know what to do with her and 
just told her to go home. This was over a weekend – a Saturday morning – and she just walked into 
the river.” 

….His thoughts were increasingly about suicide and self-harm but he was able to phone the number 
for the Community Mental Health Team (CMHT) which he had been given to use if he felt that he 
was becoming unwell. He spoke to the person who answered the phone – he described himself as so 
distressed he could hardly speak, unable to breath properly and sobbing ‘like a bairn’. The person on 
the phone took his details, told him no one was available but that someone would phone him back. 
This did not happen – no one phoned him back. M attempted suicide later that day, taking an 
overdose. He was taken to hospital and kept in. At the time of talking to M, no-one had phoned him 
back from the CMHT despite the fact that a relative of M had also contacted them to explain that M 
needed some help. This was six days following his initial phone call to the team…. 
 
“The GP just told me to stop bleeding and just cope. To me, that was unacceptable. Three days 
later, I was rushed in as an emergency admission.” 
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Introduction – what motivated us to prepare this report? 

 
HUG Action for Mental Health was motivated to undertake this exercise after what – throughout 
2017 and 2018 – seemed to our members like very noticeable deterioration in Highland-wide mental 
health support services due, in the main, to a wider austerity agenda and budget cuts.  
 

Local and national news, too, seemed to reflect our initial findings: 

 Inverness Courier article, 2 April 2018 - 'Listen to patients' – plea for mental health support 

 Press and Journal, 6th June 2018 - 'Mental health patients wait over a year to see expert’ 
 
https://www.pressandjournal.co.uk/fp/news/highlands/1491804/mental-health-patients-
wait-over-a-year-to-see-expert 

 Inverness Courier, 18th July 2018 – 'Nurse says staff shortages are putting lives in danger at 
New Craigs Hospital'  

 

And, in August 2018, The Mental Welfare Commission published its report on ‘Place of Safety’ which 

offered insights into an increase in mental health detentions across Scotland, including Highland.  

Mental Welfare Commission for Scotland – Publication of Place of Safety report – 16 August 2018. 

https://www.mwcscot.org.uk/media/431345/Place%20of%20safety%20report%202018.pdf 

This, in turn was amplified in some of our discussions with Police Scotland, who estimate that 

around 75-80 per cent of their day-to-day callouts in Highland related to people in mental health-

related crisis. 

At the same time, we were experiencing an increasing number of telephone calls, and other 

requests for help, from people who were experiencing severe crisis (or friends/relatives) and were 

finding statutory and other emergency support difficult or impossible to access. 

We were motivated to find out more about people’s actual experiences of being in crisis and explore 

the issues they raised. To that end, we decided to undertake a round of simple collective advocacy 

meetings with groups of mental health service users at different Highland locations and with a 

number of individuals who had recent experience of what they considered to be severe crisis. 

Many of the people we spoke to had specific thoughts about a wide range of mental health-related 

subjects other than crisis itself. Conversations often strayed into topics like poverty and mental 

health; bereavement; family problems and break-ups; the effects of stigma and self-stigma; the 

effects of medications; public transport inadequacy, or individuals’ relationships with health 

professionals such as GPs. While we concurred that these topics are all closely interlinked to the 

subject of crisis, we also agreed that HUG might spend some time at a later date, exploring many of 

those topics in more detail separately. 

 

 

https://www.pressandjournal.co.uk/fp/news/highlands/1491804/mental-health-patients-wait-over-a-year-to-see-expert
https://www.pressandjournal.co.uk/fp/news/highlands/1491804/mental-health-patients-wait-over-a-year-to-see-expert
https://www.mwcscot.org.uk/media/431345/Place%20of%20safety%20report%202018.pdf
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Executive summary – key points raised and identified 

 
The overwhelming view was that crisis support should be accessible, offer immediate response, 

close to their homes or communities, and should be face-to-face with another human being  

who could listen, reassure and offer swift, direct, and appropriate help. 

 

Our conversations and observations, after some reflection and analysis, point to the following 

factors and key issues relating to mental health crisis and crisis response: 

 Crisis can be both a cause and effect of poor mental health. Anyone can find themselves, 

unexpectedly, in crisis. And it was recognised that, if not dealt with quickly and effectively, 

crisis can beget crisis – particularly among families, friends and carers; 

“If you went to the (Community) Mental Health Team, you’d have to have your crisis between nine 

and five.” 

“Crisis can be daily living not a separate occasional event.” 

 The very nature of mental health crisis, more often than not, can and does inhibit an 

individual’s ability to gather and articulate their thoughts, feelings and decision-making 

processes – and/or seek appropriate help. People often find themselves confused, out of 

control, terrified even, and can consider their situation hopeless; 

“My mind, body, and spirit disappear, lose borders with the world, lose identity. There is nothing 

worse than not existing.” 

 Routes to access assistance are often deemed too difficult, complicated and confusing, 

inappropriate – or are perceived as non-existent in some parts of the Highland area; 

“When you need help, you need it there and then”. 
 

“They seem not to care. I can’t get an appointment – I got a letter saying I didn’t meet the 

criteria.” 

 Service provision, statutory and more informal support (including from the Third Sector), are 

extremely inconsistent, and inconsistently delivered, across different parts of Highland; 

 Many of the people we spoke with perceived a very noticeable decrease in availability of 

good quality support – particularly during recent years. While they seemed to understand 

the financial pressures which support services were undergoing – due, they believed in the 

main, to the so-called government’s ‘austerity’ agenda – they felt strongly that simpler, 

friendlier, small-scale support, delivered closer to home, could be delivered effectively and 

at relatively little cost; 

“Some people are getting good services. I’ve asked for help several times when I was suicidal.  

It was sometimes good and sometimes awful. It was good when I was listened to and respected 

and I was admitted sometimes and sometimes not. It was awful when I was dismissed and left to 

feel unimportant and a pain in the neck”. 
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 There was a broad feeling that healthcare had been over-centralised, both across Scotland 

and Highland, with many key services only being delivered many miles (sometimes more 

than a hundred miles away) from their families, communities, and more immediate sources 

of support. Problems relating to this were compounded by poor transport infrastructure 

across Highland, costs involved in finding overnight accommodation (for themselves and 

supporting families/friends if having to travel to Inverness or beyond) and, critically, time-

related access to emergency treatment and support; 

“They kept me in for 72 hours and the crisis passed and I was wanting to go home – partly because 
I was feeling better but also because I was scared all the time I was in the hospital. My mum had 
to take me home in a taxi again though, and it cost another £180.” 
 

“Bonar Bridge, again, there’s nothing there. But when you’re talking about Sutherland, what are 

we talking about? You’ve got the rest of the county. In the west. And what’s happening there?” 

“See if I had appendicitis, I would have been airlifted to Raigmore – why is a mental health crisis 

not treated like that? The medical side is really good, but the mental health side is awful at times.” 

 Mental health crisis does not just happen during support services’ working hours. While 

mechanisms such as NHS24 , Breathing Space or Samaritans do exist to help with out-of-

hours crisis, many people we spoke to either deemed them inadequate or found their 

processes difficult to deal with, particularly during crisis when they found it very stressful to 

communicate by phone, or even to think rationally about responses offered; 

 Most people stressed that speedy, responsive face-to-face human contact, with an empathic 

listener – at or close to their homes or communities – was critical in dealing successfully with 

a mental health crisis; 

“Just talking to somebody.” 

“Having no-one to talk to makes it worse.” 

 

“You go home again, and that’s it. You go back to isolation.” 

 Most people we spoke to found the mental health support landscape grossly over-

complicated, and often found themselves being ‘signposted’ from one service to another, 

then signposted repeatedly – even finding themselves being looped back to the service they 

originally approached. There seemed to be little genuine co-ordination between services; 

 “And don’t be ill over the weekend.” 

 NHS’s professional ‘referrals’ process itself is inconsistently handled across Highland and 

requires overhaul – with much more access to immediate crisis support though self-referral 

required. This often applies, too, to the provision of charitable and third sector support; 

“We get more referrals from Citizens Advice (than from medical professionals), don’t we. They 

advise people to come in here. Possibly, occasionally from GPs – and also word-of-mouth – our 

leaflets are everywhere.” 
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“There is nowhere that is self-referral – not even Distress Brief Intervention.” 

 A strong feeling was expressed, too, that too many of the services/initiatives offered or 

signposted-to related mainly to the promotion of longer-term wellbeing – not the 

immediate treatment of emergency mental health crisis. This is also reflected in HUG’s wider 

view that investment in, and energy devoted to, formal/statutory wellbeing and recovery-

focused initiatives almost seems to be being undertaken nowadays at the expense of 

immediate emergency care and treatment; 

“I am also waiting to go on a STEPP course and I think it might be August before that happens. 

This is over a year after the breakdown so my experience is definitely one of waiting.  I understand 

that the Mental Health team are stretched to the limit and the doctors try their hardest not to 

make lots of referrals.”  

“My daughter recently went to see her doctor as she was very depressed and she was told to go 

for a walk.” 

 The above feeling is magnified, too, in people’s views that there were too many promises 

being made by politicians and statutory organisations, with action plans, strategies, mission 

statements, etc. failing to be actually delivered in reality; 

 Trust and continuity of response and care was a recurring issue in our conversations. Many 

we talked to referred to the fact that they seldom saw the same doctor or psychiatrist twice 

– which led to their having to explain their conditions/symptoms time and time again – 

which could in itself be very stressful. NHS recruitment and staffing issues, especially but not 

exclusively in NHS Highland, were acknowledged. Many had long waits to see health and 

mental health professionals, some had professional support cut off with no apparent 

explanation or alternative offered; 

“No you wouldn’t. They’re all new. It’s all locums. There’s only one doctor there that’s a regular. 

The rest is all locums; I don’t trust them.” 

“You don’t get the same one all the time. Everything (asked) all over again. It brings up all your 

emotions again.” 

“The point is that posts aren’t filled. They just don’t replace people when they leave. So now you 
only get to see someone if you are considered high priority.” 
 
“Thank goodness we have a good pharmacist.” 

 Lack of Places of Safety (as defined in the Mental Health Act) was often cited, especially in 
rural or semi-rural localities – as was lack of less formal ‘safe places’ to go while in crisis; 

“They did have what they called a Place of Safety. But that didn’t last. It went years and years 

ago.” 

“There is still no Place of Safety in Highlands. I don’t want to end up in a jail cell.” 
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 People with Borderline Personality Disorders (BPDs) perceived different approaches to them 
when they were in crisis compared to people with other mental health problems and these 
approaches were not always helpful. Too often, their crisis was dealt with by Police officers, 
not healthcare providers. It was noted, in almost all cases, that the Police dealt reasonably 
well under often-difficult circumstances. Few people with BPD had formal crisis plans in 
place. The Police and other emergency services can, themselves, find it hard to access 
appropriate help for people with BPD in crisis;  

“I took an overdose and the Ambulance Service were called. They asked what’s wrong with me 
and I said I have Borderline and they just looked at me – they didn’t have a clue.” 

“My CPN did do a review of what worked and what didn’t work and did a plan for me, but this was 
then disregarded by everyone else.” 

“They tell you that you have BPD and then they say you are a liar.” 

 Poverty and relationship-breakdown were widely cited as key factors in crises developing. 
But it was also noted that there seemed to be a wider accumulation of social and 
community stresses which were leaving people anxious. These included: Changes in Social 
Security arrangements; closure of conventional local meeting-points such as shops, village 
halls and schools, Post Offices and banks, farmers’ auction marts and so on. People felt that, 
in recent times, there had been a gradual ‘dehumanising’ of their communities.  
Everything had to ‘be done through the internet’; and when trying to contact people and 
organisations by telephone, including healthcare providers, they were too often answered 
by robotic answering machines. People were finding themselves increasingly isolated from 
conventional human contact at many levels; 

“The most important thing is kindness. Warmth warms the soul.” 

 All of the people we spoke to strongly valued local mental health-related drop-in centres for 

the human, face-to-face non-clinical support and peer support they received there. There 

was a strong view that all of these should be available for self-referral – both in emergency 

crisis situations and to aid longer-term recovery. In the main, these are provided by 

charitable organisations, local mental health associations etc.  

“There’s the luxury of time in here, and space to get down and think about it. Say your piece as 

well. It’s not an appointment system – so nobody’s rushed out the door. They’ve got all day.” 

 However it was noted that, in all of the parts of Highland we visited, there was a great deal 

of service user anxiety about these centres’ futures – mainly related to serious funding 

uncertainties, and despite their being run with little or no statutory support. 

 Almost all we spoke to felt that Primary Care health staff, especially GPs themselves, should 

have much more, and in-depth, mental health-related training. 

 And more than a few examples of bad, arguably unacceptable, practices need to be dealt 

with urgently. 

“He was taken off the school register so CAMHS discharged him - he was 16. And I was told that he 

couldn’t access adult mental health services until he is 25. What am I supposed to do for 8 years?” 
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Background/context – the bigger picture 

 

There are many ideals and philosophies relating to mental health crisis and how it might be best 

dealt with. And there are many theories, too, about how people might be helped to get through 

crisis and begin to find recovery. For this exercise, we took as starting point (taken from the national 

Mental Health Foundation’s web pages) the following: 

The Mental Health Foundation - https://www.mentalhealth.org.uk/a-to-z/c/crisis-care  

describes crisis as:  “… an emergency that poses a direct and immediate threat to your physical or 

emotional wellbeing. There is no one set definition of what a crisis entails; it is highly personal to 

each individual case and can be escalated by service users, their carers, or family/friends according 

to what they consider normal/abnormal.“ 

 

Crisis care should… 

 Be person-centred. 

 Be tailored around the strengths and assets available individually or within the family unit. 

 Be as flexible as possible, aiming for minimal coercion where possible. 

 Ensure service options are made available that allow for assessment to ensure the 
immediate and short term support is tailored to the crisis at hand. 

 Actively seek feedback from service users and their carers to see what works well, and what 
doesn’t. 

 Encourage self-management in the long-term. 
Who provides crisis care? 

NHS acute and mental health trusts; NHS and independent ambulance providers; and 

Primary medical services (including GPs). 

Where does crisis care take place? 

Those who experience mental health crisis are most commonly treated in the following 

three ways; however the three are by no means mutually exclusive:  

 When there is a very real and immediate threat to someone’s health, they are 
treated at accident and emergency departments. 

 More often people require access and support from specialist mental health 
services. 

 A smaller number of people are detained under Section 136 of the Mental Health 
Act and then taken to a place of safety for treatment. 
 

Mental Health Crisis Care Concordat 
In February 2014, 22 national bodies from across health, policing, social care, housing, local 

government and the third sector signed the Crisis Care Concordat, with a further five since, making a 

total of 27 national signatories. It focuses on four main areas: 

 Access to support before crisis point. 

 Urgent and emergency access to crisis care. 

 Quality of treatment and care when in crisis. 
 Recovery and staying well. 

 
…………………………………………………………………………………………………………………………………………………………………………… 
 

 

 

https://www.mentalhealth.org.uk/a-to-z/c/crisis-care
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Despite the well-considered and reassuring thinking recorded in the Mental Health Foundation’s 

above summaries, and despite seeing its principles reflected in much good practice in Highland 

mental health care, we did not feel the actual experiences of many we spoke to were consistent 

with the Foundation’s ideals. 

Other apparent trends which we noted during 2017-18, and which in many ways we welcome with 

open arms, related to increasing resources and energy being put into mental health awareness-

raising, and into long-term recovery-focused approaches to mental wellbeing. HUG, for example, 

offered early input to a proposed Inverness-based ‘Recovery College’; The Scottish Recovery 

Network (SRN) upped its activity significantly in Highland; LGOWIT (Let’s Get On With It Together) 

spent much energy advocating self-management for people with long-term health conditions; the 

Highland Third Sector Interface (HTSI) raised a great deal of awareness through its Adult Health and 

Wellbeing Forum, and associated mental health conferences. We have participated, too, in the 

Scottish Government-funded National Rural Mental Health Forum, which focuses much of its 

attention and resources on the promotion of wellbeing and recovery. 

Mental health, over the period, became much more mainstream in the media too, with articles, 

documentaries and many celebrity testimonies hitting local and national headlines.  

While we applaud much of the awareness raised, we also recognise that this might be a factor in 

some of the population, including even key decision-makers, now taking some mental health issues 

for granted – and even believing that stigma had, somehow, been eliminated. We know, of course, 

that this is far from the truth.  

 

An award-winning article in the Guardian newspaper, June ’18, perfectly summarises the way many 

of our service user members actually feel about this.  

The Guardian – news article 30 June 2018 -  

'It's nothing like a broken leg': Why I'm done with the mental health conversation.   

Journalist Hannah Jane Parkinson. 

 

https://www.theguardian.com/society/2018/jun/30/nothing-like-broken-leg-mental-health-

conversation 

“In the last few years I have observed a transformation in the way we talk about mental health, 

watched as depression and anxiety went from unspoken things to ubiquitous hashtags. It seems as 

though every week is now some kind of Mental Health Awareness Week, in which we should wear a 

specific colour (although this year no one could agree on which: half wore green, half yellow).” 

“…but this does not mean it is not infuriating to come home from a secure hospital, suicidal, to a 

bunch of celebrity awareness-raising selfies and thousands of people saying that all you need to do is 

ask for help – when you’ve been asking for help and not getting it. There is a poster in my local 

pharmacy that exclaims, ‘Mental health can be complex – getting help doesn’t have to be!’ 

Each time I see it, I want to scream.” 

We linked to this article from our HUG Facebook page, and recorded: 1,562 people reached, and 

62 reactions, comments and shares.  

https://www.theguardian.com/society/2018/jun/30/nothing-like-broken-leg-mental-health-conversation
https://www.theguardian.com/society/2018/jun/30/nothing-like-broken-leg-mental-health-conversation
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Direct feedback from members included: 

“This is by far the best mental health article I have ever read. Powerful stuff but, I agree with all  

of it.” 

“Brilliant. What started as a good thing, i.e. celebrities opening up about mental illness, public 

awareness etc has in some ways belittled people who live with mental illness. Celebrities who go 

to hospital for a couple of days then come out and sell their stories on their depression and suicidal 

thoughts make a mockery of genuine illness. This is the best article I have ever read.” 

“I know first-hand just how bad depression is, but I still find it hard when I read about celebrities 

who go to ‘rehab’ for a few days then do the media circus. It doesn't help, if anything it makes it 

harder for the ordinary person to be taken seriously. It's very tiring putting on a ‘public face’ for 

work. How do you explain that you are unable to function sometimes for weeks, when some 

celebrity goes for a few days break and has a story in the paper next day.” 

Over the last two years, we have sensed increasing frustration among our service user membership, 

indeed anger in some cases, centred around the feeling that many of the positive approaches being 

taken towards mental wellbeing, recovery and self-management, while welcomed and entirely 

worthy, seemed to be being undertaken at the expense of practical treatment – in particular, 

treatment in times of crisis – and were, in some ways, distracting from some very serious issues. 

 

Suicides in Highland  

 

Another contextual point for this report relates to suicide figures for Highland, which indicate a 

person takes their own life around every 10 days, invariably as a result of crisis, and of the 32 known 

suicides in the Highlands at November 2017, only a third of the casualties were known by relatives 

or mental health services to have been a suicide risk. (This prompted the setting up of an Inverness-

based emergency centre for potential victims in late 2017 – the Mikeysline charity, and its ‘The Hive’ 

project was established in the wake of a 23-year-old Inverness man’s suicide). 

While the most recent detailed suicide trends and statistics for Highland are not easy to find, we 

note, at time of writing, that the official NHS Scotland Scottish Suicide Information Database Report 

was due for review and updating in August 2018. See: 

http://www.isdscotland.org/Health-Topics/Public-Health/Publications/2017-11-14/2017-11-14-

ScotSID-Report.pdf  

And we note that an NHS Highland Public Health Action Plan for Suicide Prevention – 2017-2018 is 

available on the Choose Life web pages. 

http://www.chooselife.net/Publications/publication.aspx?id=58  

HUG continues to participate actively in the area’s Choose Life suicide prevention steering group.  

And, in late September, we welcomed the news (P&J 26 September 2018) 

https://www.pressandjournal.co.uk/fp/news/highlands/1571006/nhs-tackling-suicide-trend-in-

highlands/  …that: 

http://www.isdscotland.org/Health-Topics/Public-Health/Publications/2017-11-14/2017-11-14-ScotSID-Report.pdf
http://www.isdscotland.org/Health-Topics/Public-Health/Publications/2017-11-14/2017-11-14-ScotSID-Report.pdf
http://www.chooselife.net/Publications/publication.aspx?id=58
https://www.pressandjournal.co.uk/fp/news/highlands/1571006/nhs-tackling-suicide-trend-in-highlands/
https://www.pressandjournal.co.uk/fp/news/highlands/1571006/nhs-tackling-suicide-trend-in-highlands/
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“A multi-agency plan to tackle Highland’s worrying suicide trend was approved yesterday by 

Highland NHS board. 

“Community planning partners will now form part of a suicide prevention group which already 
involves NHS Highland, Police Scotland, Highland Council, Samaritans and numerous third sector 
agencies. 

“A proposal by Police Scotland to train at least 500 members of the multi-agency Highland 
Community Planning Partnership has resulted in twenty newly trained individuals ready to deliver 
suicide prevention courses, the board heard at its regular meeting in Inverness.” 

The article noted: 

“Suicide is the leading cause of death in males aged 15-24 in Highland, although most suicides 
occur in middle age. 

“Highland, in common with Moray, has higher suicide rates than the Scottish average and, while 
Scottish figures have been reducing, Highlands’ has been rising. 

“Latest figures show an average of 58 probable suicide deaths per year in NHS Highland area. 

“Those most at risk are people who had a problem with drinking alcohol, unpaid carers, individuals 
with nationality other than British, and farmers. 

“Living in remote areas is associated with a higher suicide risk. Around 60% of Highland residents 
live in areas considered remote.” 

We believe our area’s ‘special case’ needs to be taken far more seriously by central government 

bodies which, in recent years, have based much thinking, strategy and infrastructure planning on 

centralised urban-based decision-making. One size does not fit all. This is also echoed in the 

Highland area, where we often record a perception that health planning and decision-making is 

overly Moray Firth and Inverness-centric. We believe that mental health crisis – and its implications 

for suicidal thoughts/behavior – needs to be tackled more quickly and effectively at local level, and 

as close to individuals’ homes and community connections as possible. 

Borderline Personality Disorder 

While not a prime subject of this report, another very contemporary factor where there is some 

recent recognition that crisis care is currently unsatisfactory is in the response to and treatment of 

Borderline Personality Disorder (BPD). HUG has been hearing this from service users for some years 

now, and has worked with local groups such as ‘Serenity’ to engage with their views more closely. 

In August 2018, The Royal College of Psychiatrists published:  

‘Personality Disorder in Scotland Report – Raising awareness, raising expectations, raising hope’. 

 

The full report is available at: https://www.rcpsych.ac.uk/files/pdfversion/CR214.pdf 

We welcomed this report, which included among its top-level findings, that: ‘Many people with BPD 

reported a negative experience of using A&E services, and A&E staff shared their view that these 

departments were not well-placed to meet their needs.’ Regional inconsistencies were mentioned 

frequently too.  

https://www.rcpsych.ac.uk/files/pdfversion/CR214.pdf
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This report was shortly followed up by a monitoring report from the Mental Welfare Commission in 

Scotland – ‘Living with Borderline Personality Disorder – The experience of people with the 

diagnosis, families and services in Scotland’. 

https://www.mwcscot.org.uk/media/431592/bpd_report_final.pdf 

Among its conclusions, and relating directly to mental health crisis, were: 

 People with BPD perceived different approaches to them when they were in crisis compared 
to people with other mental health problems and these approaches were not always helpful;  

 Few people had crisis plans in place;  

 The police and other emergency services could find it hard to access appropriate help for 
people with BPD in crisis;  

 Many people with BPD reported a negative experience of using A&E services;  

 A&E staff shared their view that these departments were not well placed to meet their 
needs; 

 Staff reported that a lack of information-sharing across services caused difficulties when 
people presented in crisis. 

 

We believe all of the above context points to the need for serious and urgent reappraisal of crisis 

support across Highland. 
…………………………………………………………………………………………………………………………………………………………… 

Methodology – how we sought people’s views 

 

Our main round of meetings took place in July, August and September 2018, as HUG branch 

meetings, where we meet our wider membership, usually once or twice a year, at mental health 

drop-in centres across the area. These centres are usually run by local or national mental health 

charities or other third-sector organisations. We arranged meetings at: 

 Caithness Mental Health Support Group’s The Haven in Wick and at Stepping Stones, Thurso. 

 Support in Mind’s Golspie Gatehouse in Sutherland, Companas Cottage in Alness, East Ross – 
and at Cothrom, Fort William, Lochaber. 

 Skye and Lochalsh Mental Health Association’s Am Fasgaidh in Portree, Skye. ‘RagTag’ 
support group (Portree and Broadford) and through the ‘Crumz’ conversation café, 
established and organised by local HUG members. 

 Community Mental Health Team’s (CMHT) men’s group in Ullapool and at a Kingussie drop-
in and support centre. 

 With ‘Serenity’ – an Inverness-based group for women with Borderline Personality Disorder. 

 With students at the main campus of the University of the Highlands and Islands (UHI). 

 

We also spoke to more than ten individuals, including people who could not manage to daytime 

group meetings because of work commitments, or who felt uncomfortable in group situations;  

and we noted comments posted on our Facebook page, as well as some emailed comments from 

individuals who could not attend meetings.  

https://www.mwcscot.org.uk/media/431592/bpd_report_final.pdf
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And we themed three of our Inverness office-based fortnightly HUG ‘Thursday Think-ins’ around 

mental health crisis. (Not recorded in this report). 

While we believe this report’s true value lies in its honest and straightforward qualitative approach, 

we are also aware it cannot be regarded as a particularly scientific or academic study. Its prime value 

lies in its simple recording of ‘the collective voice’ of people with lived experience of mental ill health 

and how they perceive the ‘actualities’ of crisis support, at date, across Highland.  

Our conversations were themed around recent experience of crisis and were based on the following 
broad questions: 

 What are people's experiences at times of crisis? 

 What happens when people are suicidal or in crisis and they try to get help?  

 What are the responses from the services set up to help them and from the professionals 
they encounter? 

 Experiences of professional stigma - When accessing services or support do people 
encounter stigma or discrimination? What about other experiences of stigma and 
discrimination people are encountering from other services – housing or leisure services for 
example. In addition, we sought to learn about any locality-specific issues affecting people.  

 
More specifically, at each meeting, we tried where possible to follow a common series of questions 
and prompts – as follows: 
 

 If you are experiencing a crisis where do you go for help and why?  

 In your experience of crisis or suicidal feelings, what has the response been from those 
services that you asked for help?  

 What has been the most helpful when you have been in crisis or suicidal?  

 How helpful is it to be given a phone number - Samaritans, Breathing Space or NHS24? 

 How easy have you found it to get to see a mental health practitioner when you are in crisis? 

 Do you have access to any peer support services? How helpful are these? 

 What do you think services for people in crisis should look like? 

 Has mental health stigma been ‘sorted’ in Highlands? 

 Do you understand what stigma is and what professional stigma is in particular? 

 Do you think that services treat you differently because you have a mental illness?  

 Which services?  Examples - what is your experience of this?  

 How do you think this could be overcome? 

 How often does this happen? 

 How does it make you feel when this happens to you? 
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Conclusions – where do we go from here? 

 

What differences would we like to see made? 

 

Everyone in every community wants to feel safe. They want to know they have somewhere 

nearby to go to where they can feel safe, and they need people around them who can help them 

feel safe – clinical and non-clinical. 

Experience of mental health crisis is clearly commonplace across Highland, and its manifestation has 
many diverse origins. Most people we spoke to talked of ‘repeat’ moments of crisis – not simply 
one-off episodes. Some talked of ‘non’-mental health-related crisis leading to mental health crisis; 
some of mental health-related crisis leading to other family, social or physical health crises. 

The people we spoke to, almost without exception, felt their basic needs during times of mental 

health crisis and severe distress were not always being dealt with adequately or appropriately.  

The very nature of mental health crisis can and does inhibit an individual’s ability to gather and 

articulate their thoughts, feelings and decision-making processes – and/or seek appropriate help. 

People often find themselves confused, out of control, terrified even, and can consider their 

situation hopeless. All too often in Highland, this can lead to people considering or completing the 

taking of their own lives. 

 

Access to and availability of crisis support 

 

Routes to access assistance are often deemed too difficult, complicated and confusing, 

inappropriate – or are perceived as non-existent in some parts of the Highland area. The support 

landscape and infrastructure – statutory and third sector – is over-complex, thinly-spread in many 

places and seems unduly and unfairly inconsistent in its approach to crisis.  

A trend seems to have been established for ‘over-centralisation’ or, to use a euphemism, 

‘rationalisation’ of service provision , nationally and across Highland itself; and this has been 

compounded by factors such as the fact that much of the area is remote and rural – with long travel 

distances involved; lack of good quality transport infrastructure; and with many traditional social 

meeting points and resources (shops, banks, post offices, churches, village halls – even farmers’ 

auction marts) disappearing or changing dramatically – and this trend has increased perceived 

individual isolation.  

 

Much time and energy has been expended on looking to technological solutions to some of these 

factors – but too often at the expense of simple, face-to-face human contact. 

There is a perception, too, and despite its value and benefits, that much resource and energy is 

going into providing longer-term recovery-focused, wellbeing-promoting, and self-management 

initiatives – increasingly at the expense of basic frontline emergency crisis care and treatment.  

 

And much of statutory service provision is being directed towards the third, charitable or social 

enterprise sector – but without guaranteed fiscal support to maintain or sustain that third sector. 
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An exception is the pilot Distress Brief Intervention (DBI) initiative which seems highly valued by its 

users to date. However, it is accessible only in the Inverness area of Highland currently and is offered 

through ‘referral-only’ processes. While the DBI systems being designed may be wholly applicable 

for a small urban city, we believe a completely different model would have to be designed for rural 

and remote rural areas, where distress and support organisations are thinly-spread or non-existent.  

 

It is a sad fact, also, that a wider austerity agenda is forcing more and more support organisations 

here to close their doors through lack of secure and sustainable funding. 

The right people – recruitment and retention 
 
Another key factor acknowledged by most of the people we spoke to related to the wider NHS, and 
NHS Highland itself, was their serious difficulty in recruiting key mental health and other 
professionals. But it was noted too that, often, they would be just as happy in times of crisis to 
receive initial help from non-clinical (including third sector) professionals, provided they had 
sufficient skills, empathy and access to a relevant, consistent signposting process – which could 
respond quickly and not send them around unhelpful ‘loops’.  

It was also reflected-upon in our conversations that the third sector itself often had just as much 
difficulty in finding empathic, competent, skilled staff at times. And increasing funding uncertainty 
seemed to be making this even more acute – with many short-term contract staff seeking 
employment in other, more secure positions – a significant (and escalating) loss of skills, knowledge 
and wider social support expertise. 

‘Social prescribing’ was mentioned on several occasions, as was a need for ‘community link workers’ 
– perhaps attached to GPs’ surgeries or local health centres. Again, in these conversations, there was 
an emphasis on immediate, trusted, face-to-face response, close-to-hand.  

Skills and training 

Another key point is the issue of mental health-related training – at all levels. GPs and other doctors, 
our members felt, should have mental health as a larger part of their medical school curriculum and 
continuing professional development (CPD); all nurses and AHPs should be given the basics, too, as 
part of their studies and CPD – not just about the clinical manifestations, medications and treatment 
of mental illness, but also in the need for empathy, kindness and clear communication in helping 
people through immediate crisis. HUG’s efforts and experience in helping train professionals, 
including Police, Mental Health Officer students; nurses, GP practices and so on – were cited, and 
understood to be highly regarded. 
 
Other frontline healthcare workers, too, such as Scottish Ambulance Service, NHS24 personnel – and 
even GPs’ receptionists need to become much better aware of emergency mental health symptoms, 
scenarios and signposting to practical support and treatment. 

Our members also believe there should be much more investment in and improved targeting of 
mental health first aid training and delivery (see: http://www.smhfa.com/) for people throughout 
our rural communities – from shopkeepers and schoolteachers, to charity workers and care 
professionals. Good handling of crisis care needs to become much more widespread and more 
universally understood, where there is little immediate statutory provision of such care. More 
widely, we would also like to see statutory Health and Safety Executive (HSE) workplace first aid 
courses evolving to include emergency mental health crisis care. 

http://www.smhfa.com/
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And we would like to see extension and development of the national Distress Brief Intervention 
(DBI) pilot into remote and rural Highland – with long-term financial commitment to exploring and 
sustaining new models of crisis treatment and care here. We believe a very different model would 
be required for most of the Highland area – where there may be few, or even non-existent, 
accessible sources of immediate help for people in distress. We believe, too, that better-structured 
and sustainable fiscal support for the third sector would be needed to support DBI here. 

Overall, we conclude that a new, well-designed, and consistently applied model of crisis support is 
required throughout Highland.  

We believe that its design should probably be NHS/Highland Council initiated and led – perhaps 
through the area’s Health and Social Care Partnership, and in close conjunction with other agencies 
such as the Mental Welfare Commission; that existing mental health crisis support organisations 
should be both involved from the outset and supported to participate; and that the views of service 
users should be taken seriously at any re-design’s core.  

The ‘dreamed-up’ idealistic models discussed at our meetings – ‘one-stop-shops’ and ‘all under one 
roof’ ideas might perhaps be more practical (and economically feasible) than first imagined – with 
statutory health organisations working much more closely, in a consistent co-ordinated way, with 
third sector crisis care providers, and filling identified gaps in support, at local level, to provide 
something more effective in helping with the immediate needs of people in crisis.  

Any re-design might benefit, too, from recognising the needs for a wider, more holistic approach to 
locally-delivered community healthcare; perhaps being able to deal quickly, under the same roof, 
with other health and social care-related conditions such as neuro-degenerative illness, autism, 
dementia, drugs and alcohol, acquired brain injury, learning disability and so on.  

While it was acknowledged that these ideas might be impractical 24:7, it was felt strongly that out-

of-hours services such as NHS24 should be better-equipped and trained to deal with mental health 

crisis – quickly and effectively. 

Caithness’s ‘The Haven and ‘Stepping Stones’ centres already come close to that kind of vision – 
safe, accessible and trusted places where people can self-refer, for pretty much any reason – and 
mostly to help them through powerful feelings of social isolation. 

And we feel strongly, that Scottish Government funding has to be found to undertake more formal 
research into reviewing the ‘special case’ of Scotland’s 21stCentury Highlands – its rapidly-changing 
demographics; its social economy and culture, and in terms of identifying gaps in, and re-defining, 
access and treatment for mental health crisis care.  

And not just research into crisis support for the people who experience it directly – but for their 

families, carers and communities too.  

…………………………………………………………………………………………………………………………………………………………… 

Note: The full version of this report, including notes from meetings, testimonies, transcripts and 

case studies is available at:   

 

www.spiritadvocacy.org.uk/resources/key-documents-and-reports 

 

 

http://www.spiritadvocacy.org.uk/resources/key-documents-and-reports
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About SPIRIT Advocacy and HUG Action for Mental Health 

 
SPIRIT Advocacy describes itself as ‘user-led’ collective advocacy for people with mental ill health 
(through HUG and SPEAK, its initiative for younger people) and/or learning disability (through People 
First Highland).  
 
HUG Action for Mental Health, part of SPIRIT Advocacy, is a network of people who have experience 
of mental health conditions. HUG has some 200+ service-user members and 13 branches across the 
Highlands and has been in existence since 1996. Among them, members of HUG have experience of 
nearly all the mental health services in the Highlands. HUG wants people with mental health 
conditions to live without discrimination and to be equal partners in their communities.  
 
We should be respected for our diversity and for who we are. 

We should: 

 Be proud of who we are; 

 Be valued; 

 Not be feared; 

 Live lives free from harassment; 

 Live the lives we choose; 

 Be accepted by friends and loved ones; 

 Not be ashamed of what we have experienced. 

 
We hope to achieve this by: 

 Speaking out about the services we need and the lives we want to lead; 

 Challenging stigma, and raising awareness and understanding of mental health issues. 

 
Our aims: 

 To be the voice of people in Highland who have experienced mental health conditions; 

 To promote the interests of people in Highland who use or have used mental  
health services; 

 To help eliminate stigma and discrimination against people with mental health conditions; 

 To help promote equality of opportunity for people with mental health conditions, 
irrespective of creed, sexuality, gender, race, faith or disability; 

 To improve understanding about the lives of people with mental health conditions; 

 To participate in the planning, development and management of services for users at a local, 
Highland and national level; 

 To identify gaps in services and to campaign to have them filled; 

 To find ways of improving the lives, services and treatments of people with mental health 
conditions; 

 To share information and news on mental health issues among mental health service user 
groups and interested parties; 

 To increase knowledge about resources, treatments and rights for users; 

 To promote cooperation between agencies concerned with mental health. 
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With thanks to all who contributed to this report; 

and especially to those who shared their stories of personal crisis. 

 

 

 

 

 

 

 

 

As well as HUG Action for Mental Health, SPIRIT Advocacy also includes: 

SPEAK – a HUG equivalent for younger people – and People First Highland for people with learning disabilities 

mailto:hug@spiritadvocacy.org.uk
http://www.spiritadvocacy.org.uk/

