
International Conference on Rural Mental Health – Tackling Isolation and 
Fostering Connections - 12th and 13th August.  
 
The conference was the first to be held and it gave an international flavour of some of 
the work that is being undertaken and how UHI is collaborating across the world with 
Texas A&M University - Kingville to tackle Isolation and loneliness and improve 
mental wellbeing.  
 
There were many interesting speakers from both here in the Highlands and from 
Kingsville. Other organisations that presented work that they had been involved in, 
included Support in Mind, The Royal Blind and the Scottish War Blind, Creativity in 
Care and Work being done by NHS Western Isles, NHS Shetland and the University 
of Stirling to tackle isolation and loneliness in older people in remote areas.  
 
HUG presented the findings from our Crisis Report at the event and the presentation 
can be read below along with the slides from the presentation. 
 
  
 
Crisis Presentation – Sue Lyons 
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Hi my name is Susan Lyons. I’m a development worker with HUG (Action for Mental 
Health)  
 
 
 
 
 
 
 
 
 
 
 
 

https://www.spiritadvocacy.org.uk/hug

hug@spiritadvocacy.org.uk

Ken Porter  - Manager 

Susan Lyons – Development Worker
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Today I am going to be presenting the findings from a report we carried out last year. 
This report looked at crisis. It explored what people meant by a “crisis” and their 
feelings about their own crisis. It collected evidence from 135 people across the 
Highlands to explore what was happening to people at the point they found 
themselves in crisis. Where did they go, what help were they getting and from whom. 
The research explored their views on crisis related services and how they felt about 
those services.  
 
Now I am very clearly going to point out that this is not an “academic” presentation. 
The report is not an academic report – not styled as one and I’m not presenting it as 
such today. This report is the lived experience of the 135 people that we spoke to. 
The report includes their own words, anonymised and collated into themes or into 
locations. There is a raw truth about this and that is what you will hear today.  
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HUG is a collective advocacy charity. Mostly people are familiar with individual 
advocacy, issues based and one to one working. HUG is not that. HUG is a 
membership organisation that works collectively with its members to campaign for 

Mental Health Crisis 

“You almost have to be 
well to be ill.”

A report based on 135 people’s experiences of 
being in mental health crisis

and their views on crisis-related services and 
treatment across Highland.

Who are we?

u Founded in 1996 HUG is a network of people living in 
the Scottish Highlands who have experience of 
mental ill health. We have a membership group of 
over three hundred members with meetings across 
Highlands

u Our main aim is to campaign to improve the rights, 
services and treatment of people with mental health 
problems, and to challenge stigma and 
discrimination.

“If you are treated like dirt, you start to believe 

you are dirt”.



better rights services and treatment of people living with mental illness and to 
challenge stigma.  
 
All of HUG’s members have lived experience of mental illness. “Lived experience” 
has become a phrase which many people take exception to but for us it means that 
our members  and actually our staff too, have a diagnosis of a mental illness, that we 
live with the effects and consequences of that diagnosis and that we work together to 
ensure that our voices are heard by those making decisions about how we are 
treated. Whilst everyone’s experiences are different, we share an understanding of 
the need for our voices – our expertise – to be heard by those responsible for 
providing services and designing legislation for those of us who live with mental 
illness.  Our day to day work means we have service user members participating in 
key mental health decision making and working groups at local and national level. It 
offers us unique insights into the ways support services are changing and evolving. 
We have HUG members involved in local Scottish Patient Safety Programme activity, 
helping to revisit the areas psychiatric Emergency Plan (PEP) and sitting on the local 
suicide prevention planning steering group. We have members working at national 
level on designing training for the Scottish social security staff, with the Poverty 
Alliance on anti-poverty work and with the Scottish Suicide leadership group.  
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Towards the end of 2017 and into 2018 we had heard and recorded what seemed to 
us to be a steady erosion of mental health support in Highlands. We were 
experiencing a number of people coming to us for individual advocacy and we were 
signposting them onwards. Our Advisory group which is made up of our members felt 
that there was a pressing need to explore how this was impacting on people at the 
point they were experiencing a ”crisis” – often the point when our members were at 
their most vulnerable, their most challenging, their most desperate. It seemed to us 
that members were reporting that it was becoming increasingly difficult to get help 
when their mental health had deteriorated. Following an incident where our staff 
found it almost impossible to get help for someone experiencing a crisis in our office, 
we wondered how difficult other people were finding it to get help At one of our 
regular meetings we heard from the NHS what should happen when people were in 
crisis but this did not seem to be the experience of the people who were there.  
 

Crisis

“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.”
The Mental Health Foundation

A crisis is sometimes a 
short lived thing but it can 
repeat itself if you don’t get 
help (HUG Member)  



 
For the purposes of this report we took as a starting point this definition from the 
mental health foundation. During 2017-2018 we had seen some positive trends 
towards increasing resources into mental health awareness raising and long-term 
recovery focus approaches. HUG provided input to the plans for an Inverness based 
Recovery college, the Scottish recovery network increased its activity in Highland, 
HTSI increased awareness through the Adult health and wellbeing forum, and the 
National Rural Mental health forum focused much of its attention and resources on 
wellbeing and recovery. During the same period articles in the press and reports on 
celebrity mental health grew and whilst all this is to be welcomed, it can lead to some 
mental health issues being taken for granted and people thinking that stigma has 
been eliminated – we of course know that this isn’t true. 
 
We also recognised the suicide figures in Highland remained higher than the national 
average with figures that show that “suicide is the leading cause of death in males 
aged 15 -24. There were other issues being discussed and reports appearing in the 
press, Borderline Personality Disorder was the subject of two key reports “Personality 
Disorder in Scotland Report – Raising awareness, raising expectations, raising hope” 
by the Royal College of Psychology, and a monitoring report from the Mental Welfare 
commission “ Living with Borderline Personality Disorder – the experience of people 
with the diagnosis, families and services in Scotland. Both these reports suggested 
that people with personality disorders were struggling to access help and support in 
times of crisis.  
 
Given this context we felt there was an urgent need to examine the experiences of 
people trying to access help and support when they were in crisis.  
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We spoke to 135 people – this was done through a series of group meetings. We run 
these meetings once or twice a year at mental health drop in centres and peer 
support groups.  
 
These meetings included Places like the Haven in Wick and Stepping stones at 
Thurso, Am Fasgadh in Portree and Rag Tag in Broadford and its associated Crumz 
café set up by local HUG members.  

Methodology

q Groups 
q Face to face
q Partners in the Third Sector 
q Think Ins
q Digital Platforms

Everyone in every 
community wants to feel 
safe … and they need 
people around them who 
can help them
feel safe – clinical and non-
clinical.



 
Groups in Ullapool and Kingussie were also included  
 
Serenity – a support group for women with Borderline and students at the main UHI 
campus. 
 
We spoke to more than ten individuals who were unable to attend the groups 
 
We noted comments on our facebook page and we themed three of our fortnightly 
Thursday Think ins around crisis.  
 
At each meeting we discussed some broad questions – 
 

• What are people’s experiences at the time of crisis 
• What happens when they are in crisis or suicidal and they try to get help 
• What are the responses from the services set up to help them and from the 

professionals they encounter 
• Do people encounter stigma or discrimination from services – both statutory, 

voluntary, health based or other services  
• Locally specific issues.  

 
We also included some case studies which looked at the specific experiences of 
some people and which often highlighted excellent ways in which services worked 
together or ways in which there were complete failures.  
 
As I have already said – this is not a scientific or academic report – we believe that 
its value lies in its simple recording of the collective voice of people across highland 
speaking about the actualities of crisis support. There is a power in the collective 
voice which can be lost when we try to speak up as individuals and this report is an 
example of that. 
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Ask people not involved in mental health - in your families, in your circle of friends, 
people on facebook and twitter and just around your dinner table what they think 
would happen if they suddenly found themselves in crisis and people tend to think 
they would be “looked after”. The hospital, the mental health team, their GP or in the 

Findings

The Good The Bad The 
Downright 

Unacceptable  

Here I can be 
respected 
and given
back my 
dignity

My GP said 
‘you don’t 
look 
depressed’.”

They gave 
me back my 
rope and 
discharged 
me



worst cases the police would look after them. Probing what that actually means 
shows people think that, just like if I had a heart attack an ambulance would take me 
to hospital and I would get great care until I was well enough to go home safely with 
minimal risk of readmission.  
 
There is a security in that.  Most of us feel that no matter what happens to us – 
broken leg, car accident, a fall, cancer we would be treated quickly and effectively. 
And that’s pretty much what actually happens with physical illness.  
 
I’m sure that many of you who work in mental health services, providing excellent 
care and supporting many people through illness and crisis believe that service, that 
emergency mental health care is there for people too.  When we ask professionals 
from NHS Highland what happens when people are in crisis, we are told what should 
happen – someone would be seen, someone would be assessed, admitted if 
necessary and given the support that they need to save their life. When we raise the 
issue of someone who hasn’t had that support and service we are often told that it is 
an “individual case” and can’t be discussed or isn’t representative of the service as a 
whole.  
 
And I understand that. Most of us are just doing our best to support people to be as 
well as they can be. Sometimes we get things wrong and so it’s not surprising that 
we found the good the bad and occasionally, the downright unacceptable.  
 
At the heart of many of the good experiences was empathy and kindness.  
 
The bad experiences often stemmed from ignorance and perhaps lack of training and 
staff shortages – things that can be rectified with some work and a desire to 
continually improve our practice, our services and the experiences of the people we 
work with. 
 
The downright unacceptable were the things that kept me awake at night and for 
which we could find no excuse and no comprehension of why it was thought to be ok 
to treat people this way.  
 
We found evidence that the idea of being looked after is not the experience of many 
of the people who spoke to us. That far from being supported and looked after they 
felt abandoned, a nuisance and left to sort themselves out.  
 
Over the next few slides I will share with you some of the comments and findings 
from the research.  I will quote directly from the report but I am only sharing with you 
some of the comments and case studies there are many more to be read and 
discussed.  
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Our findings show us that people experience crisis in different ways and that crisis is 
personal and varied.  It may be a symptom of someone’s ongoing mental illness. “my 
normal is feeling suicidal but being suicidal is different” or it may be a response to 
circumstances that leads to what some might call a “breakdown”.  
 
“Something absolutely appalling has happened and it leads onto other things”  
 
Sometimes crisis is about “not going to bed anymore” or the experience of “daily 
living”. Many believe that anger is under recognised as a response to crisis. Several 
of our members discussed the anger they can feel when they are not being listened 
too and how that can manifest itself with temper and sometimes physical outbursts. 
Whilst respecting the fact that staff should not be subjected to abuse we have found 
that support services can be difficult and complicated to access and the stresses of 
trying to find help can exacerbate and lead to outbursts of anger or, in some cases 
violence.  
 
One mother spoke of waiting several hours for her son to be seen and he became 
more and more upset and angry culminating in what the mother called a “meltdown”. 
The person that they were waiting for came in and gave her son something to calm 
him down whilst commenting that she was dealing with someone who was seriously 
ill and left them in the day room. They were then told that the member of staff was 
“stressed” and so had gone for her lunch” making the anger her son was feeling 
worse. 
 
In addition, some further research we have been involved in has highlighted the links 
between rural poverty and low levels of mental wellbeing. This is not always 
recognised or understood.  “Losing my home, my marriage and my job was awful but 
it was poverty that pushed me to the brink of suicide”. Rural poverty does not show 
up on the Scottish index of multiple deprivation and therefore doesn’t carry the same 
weight as poverty in urban areas. And yet we have found some evidence that it may 
lead to lower levels of mental wellbeing. 
 
“Sometimes I can’t eat” 
 

Findings – Crisis 

u Cause and Consequence of Mental illness

u Access to support is often complicated, difficult 
confusing inappropriate and non existent

u Anger is often not recognised as a response to 
crisis 

u Increase in social and community stresses which 
leave people feeling anxious and exacerbate crisis.

u Poverty and Isolation 



“Disability benefits don’t help either. I can’t afford to pay for therapy – I can’t even 
afford food. If you have a mental health problem then having no money doubles it” 
 
 
Slide 8 – Findings  
 

 
 
Where people get a quick response, a kind response, then that can help hugely. And 
yet this is difficult to access.  
People talked about how important it was to be respected and given back their 
dignity and often professionals are at the heart of this.   
 
“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 saw my CPN and it really helped” 
“Here is brilliant I get a cup of coffee and a chat and I feel much better.” 
 
Service provision was discussed widely and the feeling was that it is inconsistent 
across Highland. Distress Brief Intervention was highly complemented but is only 
available in Inverness. Staffing issues often lead to inconsistency in the services 
available. Some participants felt that they were ignored because of where they live. 
This was particularly prevalent in remote rural areas.  
 
”The CPN left and there’s no one to see now” 
 
“I have seen five different doctors in the last two years – the last one wanted to stay 
but couldn’t because her contract was finished” 
 
We heard many comments to indicate that people are turned away from services or 
are unable to access services. Some of the case studies in our report highlight this.  
 
 “My son was taken off the school register so Camhs discharged him – I asked my 
GP for a referral to adult services but the GP wouldn’t refer him – he was adamant 
that there was nothing wrong with my son” 
 
“I had to give up my job because I’m so depressed, I got a letter back saying that I 
didn’t meet the criteria for a referral.” 
 

Findings – Support

u Speedy responsive face to face support is essential 
when in crisis

u Service provision and support is inconsistent 
across Highland

u Often what should happen does not happen

u People are turned away from hospital 

u Stigma

u Place of safety 



“New Craigs wouldn’t let me in the door” 
 
“They seem not to care – I can’t get an appointment – I got a letter saying I didn’t 
meet the criteria” 
 
Many of our conversations highlighted the stigma people felt when they tried to 
access help during a crisis. There are different types of stigma – self stigma was 
something people mentioned frequently  
 
“I don’t want to be seen in public” was one comment and many echoed that shame 
that many felt at their own crisis. This sometimes prevented people seeking any sort 
of support  
 
“I fear losing my kids if I open up” 
 
“I worry about my job (at the NHS) if I tell the truth” 
 
Whilst many people experienced this it was people with Borderline Personality 
disorder who spoke about it the most  
 
”They said I was a liar” 
“They laughed at me” 
“They said I was lying about my depression” 
 
The stigma and judgements made about self- harm were often highlighted by 
women, particularly those with a diagnosis of borderline personality disorder. 
 
“I hurt my foot and they thought I had self-harmed and were really cold. When I 
explained what happened they changed completely… I got a local anasthaetic for the 
stitches. I never get one when I have self-harmed” 
 
“Ive never had a local anasthetich when I have cut myself and needed stitches” 
 
“I went into a hospital after an overdose …the nurse asked me why I was being so 
silly” 
 
People spoke about the importance of places of safety or safe places. The words 
“place of safety” mean different things to different people. There is a specific meaning 
from the Mental Health Act but people were mainly talking about the need for a safe 
space where people can go and get the help they need to reduce their crisis. Some 
hospitals have historically had a safe space for people having a mental health crisis - 
Broadford Hospital and the Belford were named as having such a space, however 
both these spaces are under threat as new hospitals are being built.  
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Waiting lists as you can imagine were mentioned many, many times. We heard from 
people who were sent home from hospital after a suicide attempt and just left for 
three or even six months whilst they wait for an appointment.  Many reported long 
waiting lists to see psychologist or nothing happening at all after a referral for a CPN. 
Some are just referred back to resources they have already accessed. 
 
“I was discharged and referred to do decider skills – I went along and the person 
running it said “Hello – what are you doing here again?” I had already done decider 
skills but there was nothing else. It’s passing the buck” 
 
Whilst people recognise the staff shortages and the pressure that staff are under 
there is a feeling that not enough is being done to sort out these issues and that they 
are the ones left without any help or support 
 
“I just got a self management plan – there was nothing else” 
 
“After I left hospital there was no one to check up on me. I wasn’t assigned a CPN or 
anything” 
 
This feeling that there is nothing to help is particularly evident outside office hours.  
 
“I phoned 111 and they asked me why I didn’t phone between 9 and five “ 
“No one phoned him back” 
“I waited 24 hours for NHS 24 to call me back’ 
“The fact that M didn’t get a phone call back made him think that no one cared about 
him at all, so what was the point of living if even the people that are supposed to care 
won’t help him.  Six days and following an overdose and an admission to hospital no 
one from the CMHT has phoned him back” 
 
People were however positive about the out of hours telephone support and thought 
that the new initiatives were interesting and helpful.  
 
“The Samaritans were really useful” 
“It’s good news to have the app about suicide prevention” 
 

Findings – Services 

u The availability of good quality support has decreased over 
the last few years with longer and longer waiting lists 

u Too many services are business hours only

u People are being repeatedly signposted back to services 
they have already been referred to or have already 
completed.

u Referrals process excludes people

u Staff shortages and waiting lists
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A strong feeling was expressed that the services/initiatives related to longer term 
wellbeing not the immediate treatment of emergency mental health crisis 
 
“I can do a writing group but not get an emergency appointment with a CPN” 
“I hear stories of folk being handed a self-help leaflet from their GP or being told to go 
for a walk or listen to music. When someone is in a crisis this is just not acceptable 
and leaves the person feeling unsupported and more isolated” 
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Overall our report showed that people want to be safe, they want to be believed and 
they want to have places where they can go for help. I think we can all agree that 
people should be able to access the help they need to be well and live a good and 
happy life.  
 
And yet that isn’t happening in Highlands for many people.  
 
We believe that we need to look closely at our services and we need a new, well 
designed and consistently applied model of crisis support.  
 
 

Findings – Policy 

u Focus on wellbeing has come at the expense of Crisis care 

u Too many strategies which fail to translate to any front line 
effect.

Conclusions

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.

This is not happening in Highlands today

Overall, we conclude that a new, well-designed, and 
consistently applied model of crisis support is
required throughout Highland.
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Whilst Distress Brief Intervention is highly valued by its users to date, its only 
accessible in Inverness and is referral only. We concluded that a different model 
would need to be designed for rural areas. Third sector support would be vital in this 
however there is little guaranteed fiscal support to maintain or sustain many third 
sector organisations – this needs to be reviewed and changed. 
 
If you remember when we looked at the good, the bad and the downright 
unacceptable I said that empathy and kindness were at the heart of the good 
experiences people have. This needs to be recognised and put at the heart of the 
crisis support people receive. When it is lacking then it leads to situations like we 
heard from one of the participants - 
 
“At A and E after an overdose they sent someone to see me – I begged them not to 
discharge me and told them I was going home to finish the job. He said “That’s a risk 
we are prepared to take” The lack of kindness and empathy in this comment is clear 
for all of us to see and the impact on the person themselves was devastating – he felt 
alone, ignored and worthless. 
 
Empathy and kindness is so important to people in distress, we need to recognize 
that. Vox did reported on empathy and kindness and that could be used as a starting 
point for work to improve services.  
 
The findings that we felt led to poor service and bad experiences were largely due to 
a lack of understanding or training and we conclude that we need better professional 
development training for a range of staff about mental health.  
 
Some participants talked about the great work that has been done by Dementia 
Friendly Communities – particularly in East Sutherland  - and it is possible that we 
can apply some of the strategies they have used to tackle stigma and create 
community support to creating mentally healthy communities in some of our more 
remote areas.   
 
 
 
 

Conclusions

u Expansion of DBI

u Better training for NHS and other frontline staff in mental 
illness and crisis support – CPD

u A recognistion of the role of empathy and kindness in 
managing crisis

u Community Response to Mental illness to tackle stigma and 
create better community support for those experiencing 
crisis
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We have heard frequently in our travels around the Highlands about a letter. This 
letter is sent to people who have been referred by their GP to the Mental health team. 
It tells them that they don’t meet the criteria for referral and sends them back to their 
GP. Several of our participants asked how this treated mental illness and physical 
illness the same. In what other medical circumstances does your GP refer you to a 
specialist and you get told that you are not going to be seen? This builds in a lack of 
parity to the system and should be changed.  
 
There was some discussion of the out of hours service from the NHS – quicker and 
better responses need to be made and better training for staff like ambulance 
services and receptionist need also to be more aware of how to help people in a 
crisis and how to get them help.  This is already happening I believe and is to be 
welcomed. 
 
Very few places are self-referral and this can be a barrier to people accessing 
support – HUG would like to see more opportunities for people to self-refer to places 
like Cothrom or Campanas Cottage or other services so that they can get quicker 
help when they are feeling unwell.  
 
The idea of a wider more holistic approach led to discussions about the potential for 
community link workers to help people identify issues which lead to crisis and support 
them to overcome those issues. These have been used in some surgeries in 
Glasgow, specifically in areas of high socioeconomic deprivation. We believe these 
could be of great help in rural areas and it was noted that people were often just as 
happy to receive help from non-clinical (including third sector) professionals who 
could respond quickly.  
 
The dreamed up idealistic models of one stop shops and all under one roof 24/7 
provision might be more practical than first imagined. Especially with statutory health 
organisations working closely with third sector crisis care providers and peer 
supporters to provide something more effective in dealing with the immediate needs 
of people in crisis.  
 
 
 

Conclusions

u A wider more holistic approach 

u Out of hours support should be better-equipped and trained 
to deal with mental health crisis quickly effectively and with 
empathy – perhaps a dedicated option on the menu

u Self referral 

u Parity of treatment 

u A dream of 24/7 help supported by outreach in rural areas.
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How do we change what we have to develop something better?  
 
Vision first of all. A vision which takes the views of service users and puts them at the 
heart of redesign and delivery.   
 
If we do that and we listen to what those of us who live with crisis have to say about 
what we need then we could make a good start. Statutory services will need to work 
closely with third sector and other agencies including existing mental health crisis 
support organisations from the outset.  
 
This will take considerable passion and money but what we have is not working for 
people now and we believe it must change.  
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As I have already pointed out, our report is not written as academic research and I 
haven’t presented it as such. A full report, including case studies, testimonies and 
detailed notes from our meetings across the area is available in the ‘resources’ 
section of our website. I’d also point you to a speech (also on our site) which HUG’s 
founder Graham Morgan made in April, in this very building, about the unique 

How do we do this?

u The views of service users and those with lived experience 
of crisis must be at the heart of re-design and delivery

u NHS Highland and Highland Council initiated and led 
through the area’s Health and Social Care Partnership. 

u Close working with other agencies such as the Mental 
Welfare Commission

u Existing mental health crisis support organisations
u should be both involved from the outset and supported to 

participate

Future Research 

u Scotland’s 21st Century Highlands 

u Changing demographics and different communities

u Social economy and culture

u Rural Poverty 

u Re-defining access and treatment for mental health crisis 
care for those who have lived experience and their families 
and carers.



stigmas and discriminations experienced by people seeking support in rural 
Highland. It backs-up and enhances the findings from our report. 

In the end, we can produce a thousand reports. We can place them directly in the 
hands of key influencers and decision-makers, at governmental, administrative and 
clinical levels. But unless they are actually acted-upon by the people they are aimed 
at, we will probably have wasted our time and people will be further disillusioned, 
continue to struggle when they hit a crisis, isolated, alone and ignored. The suicide 
figures will continue to rise and lives will continue to be more difficult than they need 
to be. 

We do not only need more wellbeing and self-management initiatives, we must only 
focus our efforts on recovery. We need real crisis support for people in Highland and 
we need it now. 

Those of you who have the wherewithal to take decisions and make 
recommendations and commission or carry out further research, please consider the 
areas which we have highlighted here. Please, all of you, look at imaginative, 
innovative ways of working together more closely to ensure that no one is left without 
support at the time they are most vulnerable. 

Many of the people we spoke to pointed out that 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.” 

This feels to our members and to us like a crisis in crisis care. We need to change 
this I hope that together we can make that difference and change – and save - the 
lives of people living here.  

 

Thank you  

 

 
 
 


