The

COLLABORATIVE
Report on
Supporting People in a crisis event
17/07/14
8.30-12.30

We are 336 (336 Brixton Rd)

1. What the Collaborative has done to date and setting the scene and case
study from NEFLT — Supporting crisis at home through enhanced HTT.

Please find below the presentation used embedded below. The presentation
includes:

e What the Collaborative has done to date and setting the scene

e Lambeth Street Triage and

e North East London Foundation Trust Home Treatment Team.

Crisis Presentation
170714.pdf

2. Supporting people to manage crisis design sessions

Delegates were asked to attend one of the four design sessions:
1. Supporting people in A&E who are experiencing crisis
2. Supporting people in a place of respite/safety/sanctuary while in crisis
3. Supporting people in their own home who are experiencing crisis
4. Supporting people to manage crisis while on acute wards

The delegates were asked to look at what happens currently and look at what works
well, and what could be improved. The facilitator then had to feedback at the end on:
1. Two things we can change immediately
2. One big system change
3. How technology could help / what technology could be used.
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Summary of feedback from each groups discussions.
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1. Supporting people in A&E who are experiencing crisis

This group looked at the interactions in A&E for people with mental iliness. It looked at each stage from arriving at A&E through to
discharge.
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2. Supporting people in a place of respite/safety/sanctuary while in crisis

Things we can change immediately

e Could immediately look at void situations and have a mental health pathway co-
ordinator.

e Can link in Solidarity in a Crisis with Home Treatment Team to be better connected.
Use social media to promote Solidarity in a Crisis.

e Can link in with police around alternative options and inform police of the options so
they know what they are and how to refer people to them.
Could test out with accommodation already available for a retreat options.

o Look at easy access and being able to self-referral on a 24hr basis.
For people experiencing crisis feel they are being listened to.

Big system change

e To create a belief in recovery and the community.

o Look at getting support earlier to help people have a different experience, right from
the beginning of their crisis.

e The system is constantly changing and is difficult for people to follow the changes.
Stop ‘changing the system’ all the time.

¢ Involve and listen to family and friends where it is appropriate.
To get people to believe in the resources and the solutions available within the
community, whether in groups or individuals.

How could technology help/what technology could you use?
e Look at what communities and individuals use already and build on that.
e Look to scale Connect and Do to reach others.

—

things we can change im \
| bws Loox. g Jos ST + UH ?AT’M Covihrtz
‘ Ladod- S, T HTT (m wm)

L wr QU pwss Bemarrie odmary

b

|
‘L EST ooT gt oRTRw.

| big system change that is |

e EBlx To pae ‘a Nerser 6
[ 26w T ﬁw T ZWB‘T)’ o W o

‘,pr’h IMEF TN Recovery - (PASIM
\ 3 " Gommrt!

“ SR cemone TR S M R

mow could te
- what technology

BNE  No

Page 50f 8



3. Supporting people in their own home who are experiencing crisis

Things we can change immediately

Care co-ordinators keep in contact with people on the wards to keep a seamless
process.

For GP practices to be more accessible through a named GP — who knows them in
the community, and being able to book double appointments

A named person who is involved with the person in crisis that works along side HTT.
Could use the Living Well Network for this.

Psychological services to work alongside HTT, however there should not be an
exclusion criteria.

Big system change

Use care co-ordinators differently. Can they be outside of secondary care?
Need an enabler, but it does not need to be a mental health practitioner, there is
clinical responsibility, could this been a GP surgery?

Need to link the Living Well Network to everything. i.e. benefits advice, therapy,
housing etc.

How could technology help/what technology could you use?

The Collaborative offer could be accessed via IT solutions. i.e. Peer Support,
Benefits, with a timeframe on how long the wait would be.

Ensure that it is timely and systematic. Look at the acute medical scheme taking
place elsewhere.
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Key Issues and suggestions

During the Supporting people in their own home who are experiencing crisis
Session key issues were also discussed and suggestions on how they can be

overcome.
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4. Supporting people to manage crisis while on acute wards

The focus on this group was around carers and how they can be more involved with people
who are on the wards. Embedded is the information that was provided to the group.

= |nievfaces(
il
= et &

= Ema

VI 1l + ALY
V‘Mﬂa WeAloway,

je immedi

- that is neede

big system change

Co- PMW\V!, (e PLAN

( Aowvomcent Ouvective) \‘

PV TS
TUMHT[CE)

Things we can change immediately

e Could change the visiting times to make them more suitable, and welcome the
visitors, even if they have been on the ward, and offer them a cup of team.
Provide an alternative contact

Look at the ward rounds and the appointments to make them more user friendly.
Establish a carers group for people who care for people who are on the wards.
Look at sharing information more easily between staff, people on wards and their
carers and families.

e Have carer peer supporters on the wards.

Big system change

e Look to have a co-productive care plan (advance directive)
o Have areflection after admission with CMHT / CC / Triage about what they have
learnt on their time on the ward.

How could technology help/what technology could you use?

e Put leaflets of information on a website, or have them electronically and be
able to email the link for people to download the leaflets. This would save a lot
of time for staff.
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