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Goldstein Awards 2015 

Trafford Mental Health Practitioner Project


Summary

This document presents a 12 month review of the above project.

Scanning

This submission an examination of the scale of the challenge faced by police and other service providers within Trafford, Greater Manchester, regarding repeat demand placed on resources by individuals suffering from mental illness and measures taken to address this challenge. 

Analysis

Crime and incident analysis undertaken by Greater Manchester Police and partner agencies identified that one of the key drivers of demand for police resources on a daily basis was linked to a cohort of individuals with suspected or diagnosed mental health needs.

Their exhibited behaviour included:

•	Being armed with knives intent on harming self or others
•	Jumping from bridges causing significant personal injury 
•	Climbing to the roofs of buildings and threatening to jump
•	Placing a ligature around own neck with suicidal intent
•	Assaulting family members and emergency service personnel 
•	Racially abusing members of the public

Response
The principal element of this initiative has been the introduction of a mental health practitioner to operate within Trafford Police Station, working alongside police officers to triage emerging risk case, engaging with individuals presenting demands on services, and supporting the development of a multi-agency plan of care and intervention. 



Assessment


(1) Impact evaluation 
(2)    Cost benefit analysis  
(Fig1 and Fig 2 Appendix A)

(3)    Process evaluation – understanding of how the intervention works in practice. 

Additionally the ability to draw on the advice, support and direction of an expert professional has increased confidence amongst police officers who have previously lacked an understanding of mental health services. It also allowed for the identification of critical success factors connected to this initiative. 

How the intervention works in practice:

The key ingredients of the Trafford initiative:
· Case management 
· Intensive support based on outreach principles
· Focused problem solving complementing existing triage services

Above all the measurable outcomes of this initiative has been an overriding sense that it has reduced risk and produced better outcomes for service users. 

A full assessment of the first seven months of this initiative is also attached “Appendix B”



Scanning

The nature of the problem encountered was that a significant number of individuals within Trafford had regularly come to police attention, either via complaint from a third party or agency or by direct contact from the individual, with regard to their apparent mental illness and often the propensity of such persons to indicate their intention to cause harm to themselves and or others.  Albeit measures would be taken under the mental health act to protect these individuals in the short term, such was the nature of their mental illness, that very often they would cause similar issues again within a short period of their release from any enforceable or voluntary care regime. 

The problem was identified through the regular management review processes of police activity .This identified such incidents on a daily, weekly and monthly basis. and attracted the attention of police managers due to their regularity and volume. The subsequent demand being placed on police resources was of concern as was the acute vulnerability of the persons concerned due to their mental illness.
   
In the first instance this issue was identified by police managers, who due to concerns regarding both demand and risk presented by the individuals involved, brought these matters to the attention of health and adult social care professionals. 

Primarily, this issue was highlighted by police, due to the increasing risk that these individuals posed to themselves in terms of intended or accidental self-harm and the fact that a number of them were coming to police attention on a regular basis.

There was appreciation across a number of service providers that the level of care and control provided to this cohort of individuals could be improved and their health and social wellbeing enhanced.
  
Additionally the onset of existing and anticipated future financial austerity measures within the public sector, including the police service, mean the need to effectively manage demand on police resources is an ever increasing requirement. 



Examples of the type of behaviour exhibited by the cohort are shown below. 

· Beverley regularly calls mental health workers claiming to have taken an overdose. Mental Health workers then call police and she then goes missing resulting in a missing report and police hours spent locating her. She also attends or gets taken to A&E and leaves before she is seen, again resulting in a missing report. Beverley has been in possession of knives when police have attended and has refused to hand the knives over to police resulting in her being restrained.
· Lucy has made false allegations of sexual assault. She regularly calls the police and ambulance service stating that she is feeling suicidal.
· Alex regularly calls police & ambulance service when drunk reporting various issues. He is often unconscious through alcohol when police attend and officers have had to force entry in the past. His house is described as a health hazard with human waste, vomit and rotting food. The mental health worker is considering getting environmental health to do a deep clean of the address. Officers have to enter this environment due to the calls being made by Alex
· Diane is an alcoholic and in 2013 doctors believed that she had been drinking methylated spirits which has damaged her sight
· Shelly and her partner have made DV complaints about each other. Shelly was classified as a high risk victim in Dec 14. Shelly has made allegations of rape when under the influence of alcohol and has then retracted when sober.
· Chelsea has attended A&E numerous times due to self-harm. She has climbed on bridges and made threats to jump. On one occasion she jumped off a footbridge causing herself significant injury. She has committed assaults against police officers and hospital staff. She has forced her way into ex-partner’s address and wrapped a cord around her own neck. She has answered the phone to police from within mental health unit and purported to be a member of staff.
· Carl called police and stated that he was suicidal. He was taken to hospital where he absconded resulting in a further call to police. A further call came in from the hospital stating that he climbed on top of a container and was self-harming. On a further occasion Carl climbed on the roof of building at the hospital and was demanding to be admitted to a certain unit. He was eventually talked down. He also climbed onto the hospital clock tower, threatened to jump and was eventually talked down by a PC who knew Carl and his interests (the PC also climbed up to get closer to him). Carl once cut into his forearm with a Stanley knife requiring stitches.
· Lynette is an alcoholic and assaulted her daughter (head butted) whilst drunk. Lynette received an adult caution for this.
· Cathy is an alcoholic and was charged with a racially aggravated public order committed whilst drunk in 2014.
· Barbara frequently reports domestic incidents committed by her parents and sister who also frequently call reporting domestic incidents against Barabara.



The scope of analysis appertaining to this problem was to identify incidents concerning individuals across Trafford during a 12 month period who were presenting to the police on a regular basis with apparent mental health issues.  It also involved the identification of other relevant partner organisations from which these individuals were presenting an associated demand. This was seen as crucial to the development of a holistic approach to this problem. 

Analysis 

Crime and incident analysis undertaken by Greater Manchester Police together with the Safer Trafford Partnership (STP) identified that one of the key drivers of demand for police resources on a daily basis was linked to individuals with suspected or diagnosed mental health needs. Part of the challenge identified related specifically to demand from individuals within existing recognised health care settings (both at the Accident and Emergency/ Urgent Care Centre (UCC) at the Trafford General Hospital (TGH), and the Moorside Mental Health Unit specifically). Further significant service demand was identified as being generated by individuals with mental health needs who were living in a community setting. 

The analysis highlighted that this demand was affecting a range of local stakeholders, and related to individuals who were often repeatedly presenting with mental health needs and self-harming behaviour, but not meaningfully accessing support services. The overall key issue identified from the research was an apparent gap in meeting and managing the emotional and mental health needs of a small number of individuals - posing a significant resourcing challenge and a revolving cycle of service demand. This problem had been prevalent for a number of years 


A broad partnership of stakeholder agencies e.g. police, health, adult social care, were closely involved in this issue. Additional to this professional involvement from both managers and practitioners, it was accepted that a vital component would be the views of the cohort members to ensure that the change in service delivery also led to an improvement in their personal experience of it. 

Prior to this initiative incidents and individuals were dealt with in isolation with no   holistic multi agency problem solving taking place 

Examples of the harm resulting from the actions of the cohort membership range from causing or threatening to cause injury to themselves or others, causing distress and harassment to members of the local community and over monopolising  finite emergency service provision to the detriment of other community members.

These examples include:

• Being armed with knives intent on harming self or others, 
• Jumping from bridges causing significant personal injury, 
• Climbing to the roofs of buildings and threatening to jump,
• Placing a ligature around own neck with suicidal intent, 
• Assaulting family members and emergency service personnel, 
• Racially abusing members of the public.


In addition to the potential and actual physical harm caused to the individual when they have thrown or threatened to throw themselves from motorway bridges, it is also recognised that the subsequent closure of that section of motorway to either negotiate their removal from the bridge or the recovery of the injured person from the roadway causes extreme traffic disruption, which is known to have a detrimental effect on the local community. 
  
The analysis revealed that a relatively small number i.e. 16 individuals with suspected mental health needs, generated a total of 546 calls for Police service between January 2013 and March 2014. The majority of these incidents led to subsequent referral to a medical or psychological care providers. 

The analysis confirmed the increasing prevalence of repeated calls to the Police by a small number of service users, exacerbating the cycle of inappropriately placing demand on police resources. More fundamental still, however, was the recognised complexity of the underlying issues, the vulnerability of the service users involved, and prime concerns in relation to risk management. This made a concerted dialogue with health partners and other stakeholders essential in determining potential joint action to improve the situation. 

Liaison with local mental health services confirmed a range of issues in terms of classifying the service user demand being discussed:
• In many instances, individuals concerned were either ‘sub-threshold’ or their mental health needs were undiagnosed;
• In some cases, the mental health need was diagnosed, but the individuals concerned were not meaningfully accessing support services; and
• in further cases still, individuals concerned were diagnosed, were receiving care/treatment, but nevertheless were continuing to place significant demands on a number of services for a range of reasons.

In a number of cases the family or neighbours of the cohort member were the persons who contacted the police and or ambulance service in relation to the behaviour being exhibited by that individual. This was motivated by concerns for the mentally ill person or themselves. The improved management of the individuals within this initiative has led to a positive modification in behaviour and an appreciation of that fact by the community members. 

The analysis identified a ‘core group’ of service users who represented the most significant cases of demand on police resources.
For the purposes of this initiative, project leads within identified partner agencies were requested to provide full profiling information in relation to a cohort of 10 service users who have been central to the work illustrated in this document.





This research and analysis showed that the cohort under examination has the following demographic profile:
 

· 4 female clients were open to Community Mental Health Teams: 1 had a diagnosed mental illness, 1 diagnosed personality Disorder, 1 dual diagnosis (alcohol and mental illness), and 1 was being managed as a vulnerable adult.

· 1 male was open to GMW’s Crisis Response and Home Based Treatment Team, in connection with psychological problems and alcohol problems 

· 1 female was open to the local Learning Disability Partnership Team

· 1 male was on a waiting list for alcohol Inpatient Detox – subsequently admitted in May (alcohol problems)

The remaining three members of the cohort (two females and one male) were not open to services. However, in each case there was a history of contact with A&E mental health Services, and problems with alcohol use. 

Other profiling information: Features of complex dependency

A wider profile of the cohort identified problematic alcohol use as a particularly important issue, but also a number of additional challenges that often feature as presenting needs when examining and responding to complex dependency:

· Occupational status: None of the cohort recorded as having been in paid employment (going back 5 years). 1/10 (female) completed 15 hours of voluntary work per week. 3/10 were pensioners.

· Accommodation status: All recorded as resident in local authority or private rented accommodation. 1/10 owned their home.

· Children: 1/10 (female) had 2 children – though not custody of both children (supervised contact)

· Substance misuse: 6/10 recorded as having significant problems with alcohol use.

· Domestic abuse/adult safeguarding: 5 females recorded as being involved in intermittent relationships with history of domestic violence (safeguarding vulnerable adult assessments conducted).









Response 
	
The goals of this initiative were primarily to achieve the following:  

· Reduction in incidents where vulnerable mentally ill individuals are at serious risk of harm from their own action or omission or where they place members of the public at such a risk.

· Reduction in the demand placed upon police and partner agency resources relating to the identified cohort of 10 service users. This was measured by the number of incidents generated by the cohort membership during the 12 month period.. 

· Reduction in costs – This was measured by establishing a stringent method of calculating the cost benefits derived from this activity.

· Improved patient processes –This was measured by capturing the views of  project leads, practitioners and service users in particular, to ensure that this new way of working provided them with an enhanced level of service. 

Although the initiative was originally devised as a key means of reducing demand on police resources, it has demonstrated a much wider potential to reduce demand on other emergency services

In considering possible responses to this issue it was recognised that the easiest response was for each agency to continue to operate in silos, each dealing with certain aspects of the individual’s behaviour, each performing its core role, but at no point considering an overall multi agency strategy which offered the opportunity to actually address the underlying issues that manifested themselves in the person’s behaviour.

Whilst this is seen as the easiest option it is also the least effective.

Conversely the most effective solution involving a number of stakeholder agencies is also never an easy process requiring agency professionals to appreciate both role and capabilities within partner organisations. 

Holistic problem solving is always desirable, but rarely easy to achieve. 



The analysis served to identify a cohort of problematic individuals. These were  selected on the basis of their propensity to make repeat demands for service on the police. Further research revealed which other agencies were also involved with those  individuals. 

Additional profiling by partner agencies greatly enhanced the appreciation of the issues which were underlying their behaviour. This served to identify the most effective responses for each of the individuals.

There was a broad acceptance by stakeholder agencies that there was a genuine need to act in unison to address these issues underlying the behaviour of the cohort members. This positive reaction was further enhanced by existing and impending budget reductions facing those same partners and led to the application of public service reform principles to this issue. 

A business case was developed proposing the introduction of a dedicated mental health worker to support the partnership in developing a problem-solving approach that would include a wider range of health professionals. 

The initial response: Multi-agency action plan covering the following activity:

· Develop a formal strategic partnership examining the impact of mental health/ vulnerability issues on police.

· Develop a menu of monitoring criteria.

· Develop an effective Tactical Partnership Delivery Group.

· Develop a process to focus on complex cases requiring higher degree of multi-agency intervention.

· Develop a system to identify repeat cases 


· Develop an escalation process for problematic cases

· Review the management of voluntary patients and those who have authorised leave

· Review the roles and responsibilities of the Home Based Treatment Team (HBTT) and GMW staff regarding response to missing patients

· Conduct a review of security at the Moorside Mental Health Unit.


· Deliver an on-going series of joint partnership training inputs

· Organise awareness sessions for staff regarding policies and protocols amongst all agencies.

· Include this issue as an agenda item at the Trafford Adult Safeguarding Board & Trafford Health and Well-Being Board

· Develop a partnership survey to capture blockages in current systems and ideas for service improvement moving forward.

 
The collaborative multi agency actions were implemented at a strategic level by senior managers from:
· Trafford Police 
· GMW
· Trafford Clinical Commissioning Group (CCG)
· Trafford Council  
· Acute Services (Central Manchester Central Manchester University Hospitals NHS Foundation Trust (CMFT))
. 

A number of factors were considered in deciding potential responses. These were:
 
· Section 1 Human Rights Act 1988 requires all government agencies to protect human life.

· The sworn duty of all police officers together with the requirements of this act directly influenced the activity pursued with regard to the cohort membership.

· Professional experience of the various agencies was fully utilised to identify the most effective means by which this could be achieved.  

These were supported and endorsed by the moral responsibility and ethos to do all that was feasible and reasonable to lessen the continued risk of harm. 

These methods of working were selected on this basis and secondly as they represented a corresponding reduction in costs across a number of agencies 


Dedicated resources directed to the problem consisted of one full time Mental Health Specialist Practitioner and a Support Time and Recovery Worker (STR worker, 0.6 FTE). It was appreciated that an earlier appointment to this latter post would have increased effectiveness.  



A wider profile of the cohort identified a number of issues including problematic alcohol use as a particularly important issue. These individuals also had several additional challenges and dependencies which proved to be an added difficulty.
 
These included: 

· Occupational status: None of the cohort had been in paid employment (last 5 years). 1/10 (female) completed 15 hours of voluntary work per week. 3/10 were pensioners.

· Accommodation status: All recorded as resident in local authority or private rented accommodation. 1/10 owned their home.

· Children: 1/10 (female) had 2 children – though not custody of both children (supervised contact).

· Substance misuse: 6/10 recorded as having significant problems with alcohol use.

· Domestic abuse/adult safeguarding: 5 females recorded as being involved in intermittent relationships with history of domestic violence.

Assessment

The following were the intended goals of this response: 

· Reduction in incidents where vulnerable mentally ill individuals are at serious risk of harm from their own action or omission or where they place members of the public at such a risk. 
· Incident Reduction 
· Cost Reduction  
· Improved patient processes  

The 12 month evaluation indicates that these goals were clearly achieved with no transference to other adverse behaviour. 

This is supported by statistical findings regarding the impact of the initiative, results from the Cost Benefit Analysis, and wider evaluation findings on the initiative outcomes to date.

Outcome analysis has been based on a detailed examination of case files and management information relating to the 10 service users.
(n.b. Albeit the capacity of the cohort was 15 service users only 10 have remained with the project for the full 12 month period and it is changes in their behaviour which has been used to calculate demand  and cost savings.)

In addition to the statistical reduction of incidents reported, there has also been a reduction in the severity of such incidents and the potential harm posed to the individual and or others.  

The impact of the responses led to a reduction in the demand placed upon police and partner agency resources. This produced a reduction in costs and improved patient processes. 

These results were measured both quantitatively and qualitatively as detailed below:

Demand - on various stakeholder services over the 12 months of the initiative (April 2014 – March 2015) have been compared with a baseline period of equivalent length immediately before the intervention began (April 2013 – March 2014) 

22.30% reduction in Police demand

· The ten members of the cohort generated 530 police incidents in the 12 months prior to this initiative and 412 police incidents in the 12 months of the initiative. This is a reduction of 22.30% (118 police incidents). 
· NB, if the data from two cohort individuals who displayed particularly complex and challenging behaviour, were removed, then a cohort of 8 individuals would have generated 170 fewer police incidents – a reduction of 36.6% (170 incidents).
· The type of calls received by the Police has also changed with calls made by the cohort becoming less resource-intensive and complex. 
· 341 calls to NWAS before the initiative and 283 calls during the initiative. This represents a 17% reduction. 
· A&E Acute presentations have reduced from 490 to 281, which is a reduction of 76%. 
· 76.6% reduction in hospital in-patient admissions relating to the cohort. Admissions were reduced from 214 to 50 in-patient bed days. 
· The Home Based Treatment Team is an alternative to hospital admission for persons in psychiatric crisis.  Incidents reduced from 336 to 111 (-67%), - success in moving from crisis care to planned and more upstream intervention at the earliest opportunity.

Costs Reduction 

The cost savings associated with decreases in service demand across a number of agencies is compared to the annual expenditure associated with this work. The annual  financial net gain is shown as being £89,540

Reference text – Refer to Fig 1 & 2 Appendix A

Improved Processes
 
The below are considered to be the critical success factors associated with this initiative.
1. High-calibre candidate in the central role
2. Strategic leadership and buy-in
3. Co-location
4. Manageable cohort of 10-15 service users
5. Flexible approach to selection and de-selection criteria

The need to find efficiencies was a clear driver of this initiative, however, also considered to be of fundamental importance, was the need to achieve better patient outcomes – morally therefore this was “the right thing to do”.

 
Several members of the cohort provided their views on the new way of working. These themes are:

“The personal relationship is valued”
 
“Frequency of contact is welcomed”
 
“The recovery focus of the intervention is evident”
 
This feedback tallies with that of the Specialist Mental Health Practitioner and of wider project leads. 

 Many of the cohort membership are socially isolated, and the ‘whole person’ approach has been an important part of its success. 


Practitioner Perspectives 
The recurring themes that have been made known during the evaluation are broadly as follows:

· Practical brokerage role between agencies.  - Introduction of a dedicated post has achieved significant demand reductions

· Significant added value through the brokerage role - Offered by the Specialist Mental Health Practitioner

· Improvements to information sharing - Multiple practitioners have highlighted improvements to information sharing as a major benefit of the project.

· Strategic collaboration and culture of joint working. - Largely unintended consequence of the project has been its role in bringing together senior management teams 


The impact evaluation and accompanying Cost Benefit Analysis has not, at this stage, factored in the potentially significant impact of the intervention in the longer-term, and therefore a range of further benefits and savings are not quantified at present. e.g. worklessness, child safeguarding, tackling domestic abuse, alcohol dependency 

It is expected that a further comprehensive assessment in a further twelve months’ time would be able to build upon the impact analysis conducted here, and cement the wider links to Public Service Reform and better outcomes from service users. 

This would be in similar detail to that produced by Lucy Evans, Trafford Police Crime Analyst, David Ottiwell and Britta Berger Voigt, New Economy, Greater Manchester, This document contained within “Appendix B”   


This initiative is fundamentally a delivery model grounded in the principles of Public Service Reform. It is focused on multi-agency problem-solving, addressing complex need at the earliest opportunity, and is centred on the application of a tailored case management approach.

It has proven to have significant potential when measured in the most direct of terms ie its ability to reduce the demand placed upon blue-light and healthcare services when complex service users are in crisis, and when that crisis cyclically recurs. 

A key message from this evaluation is that this intervention can certainly be replicated, but should be considered as a discrete intervention. The key ingredients of the Trafford initiative – case management, intensive support based on outreach principles, and problem solving – can complement the existing focus on triage and navigation services, but neither intervention is a substitute for the other. 

Most importantly it has also shown that it is vital to keep patient outcomes ‘front-and-centre’ in an evaluation of the intervention. In that respect, all the agency stakeholders feel confident that the intervention plays a vital role from a risk management perspective. In simple terms this means fewer Trafford residents taking overdoses, fewer Trafford residents being intent on self-harm and fewer Police calls to reports of people threatening suicide on bridges, roofs of buildings, and railway lines. 

It reduces risk and makes vulnerable people safer. It also costs less. 
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Paul Mitchell -  Project Lead, Criminal Justice Liaison and Training Project, Greater Manchester West Mental Health NHS Foundation Trust
Claire Fraser – Senior Manager, Moorside Mental Health Unit, Trafford General Hospital.
Brian Clarke – Senior Information Analyst, Greater Manchester West Mental Health Foundation Trust.
Lucy Evans – Intelligence Analyst, Trafford Division, Greater Manchester Police.
David Ottiwell – Principal, Public Protection Research Unit, New Economy, Greater Manchester
Britta Berger-Voigt - Public Protection Research Unit, New Economy, Greater Manchester



Project Contact Person. 

Name: James Liggett

Position/Rank: Divisional Superintendent

Address: Trafford Division, Divisional Headquarters, Talbot Road, Stretford, Manchester.
M32 0XB

Phone: 0161 856 7501   Mobile: 07717428024

Email: James.Liggett@gmp.pnn.police.uk




Appendix A


Fig 1

Headline benefits (demand reduction) attributed to the New Delivery Model
Outcome 

	Outcome
	 Gross Fiscal Saving
	% Total

	Police demand
(-22.3% reduction)
	£16,513.02
	8.4%

	999 calls to NWAS
(-17% reduction)
	£12,539.75
	6.4%

	A&E attendances 
(-42.7% reduction)
	£18,467
	9.4%

	Hospital admissions
(-76.6% reduction)
	£94,316.40
	44.8%

	Home Based Treatment Team calls
(-67% reduction)
	£54,371
	27.7%

	
	            £196,207.42



Fig 2

All costs associated with the New Delivery Model

	Cost category
	 Annual cost
	% Total

	Direct/salary costs

	GMW Mental Health Practitioner - Staff Salary & On Costs (1 FTE)
	£48,670
	45.6%

	GMW Support Time and Recovery Worker - Staff Resource/Time (0.6 FTE)
	£12,775
	12.0%

	Administration and resource support

	GMW Mental Health Practitioner -Admin, Supervision, and IT (including travel cost)
	£4,745
	4.4%

	Project overheads -Office space/office equipment
	£936
	0.9%

	Project coordination and governance
	£1,692
	1.6%

	Police Officers' Resource/Time - Service User Support
	£456
	0.4%

	Police Officers' Resource/Time - Officer shadowing / learning exchange
	£129*
	0.1%

	Police triage training
	£5,382*
	5.0%

	Voluntary and community sector contribution

	Voluntary sector support–Thrive/ blueSCI
	£2,685
	2.5%

	Other teams/agencies referral costs

	A&E Mental Health Team

	£29,198
	27.4%

	
		£106,667
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Executive Summary



Introduction



This report provides an overview of key findings from a dedicated evaluation of a new way of working that has been piloted in Trafford since April 2014, testing a New Delivery Model (NDM) between the Police at the Trafford Division within Greater Manchester Police (GMP) and local Health Services. 



The principal element of the pilot has been the introduction of a Specialist Mental Health Practitioner from Greater Manchester West Mental Health NHS Foundation Trust (GMW), to operate within the Integrated Safer Communities Team, physically co-located on the Trafford Division at Stretford Police Station. The role of the Specialist Mental Health Practitioner is to work alongside Trafford Division Police and Trafford Council staff to triage emerging risk cases; and to engage with individuals who are presenting demands on services, supporting the development of a multi-agency plan of care and / or intervention. The NDM can be characterised as an innovative multi-agency model, with a focus on personal, face-to-face interaction, relationship building, problem solving and early intervention.



Methodology



The evaluation, completed jointly by New Economy with the Safer Trafford Partnership[footnoteRef:1], has comprised: [1:  The Safer Trafford Partnership is the lead partnership in Trafford on the delivery of the Safety & Reassurance Key Objective and its priority outcomes in the Sustainable Community Strategy document 'Trafford Vision 2021: A blueprint'. The partnership was formed as a result of the Crime and Disorder Act 1998, which places a duty on local services such as the Police, Council, Fire Service, Health, Children’s Services, Housing and Probation to work together to reduce crime.] 




(1) an impact evaluation – which considers available data relating to a cohort of 10 service users who have benefitted from the new way of working between April 2014 and November 2014;



(2) an accompanying cost benefit analysis – which estimates fiscal benefits (i.e. savings to the public sector) as a result of the pilot, compared against the marginal costs of establishing the new way of working; and



(3) a process evaluation – which draws on the perspectives of project leads, practitioners and service users to provide supporting qualitative evidence on the pilot’s achievements to date, and to unpick how the intervention is working in practice.



Achieving outcomes for multiple stakeholders



Levels of demand on various stakeholder services over the first seven months of the project (April 2014 – November 2014) have been compared with a baseline period of equivalent length immediately before the intervention began (September 2013 – March 2014). This has allowed a pre/post comparison for key measures of service demand, relating to the cohort of 10 service users considered.



The overall picture is an extremely positive one, with reductions noted across a range of contexts and multiple partners’ day-to-day business activity. Although the pilot was originally devised as a key means of reducing demand on Police resources, the pilot has demonstrated a much wider potential to reduce demand on other emergency services, and is also reducing the use of health services in hospital and in the community. 





		Outcome Measure

		Positive Impact

		Estimated value of demand reduction (annualised)



		Reduction in police demand

		15% reduction in volume of calls (64% reduction in resource demand)

		£16.5k



		Reduction in 999 calls to the North West Ambulance Service

		20% reduction in call volumes

		£16k



		Reduction in attendances at the hospital emergency department

		42% reduction in volume of attendances

		£18k



		Reduction in hospital in-patient admissions

		58% reduction in number of bed days

		£68k



		Reduction in the number of interventions from the GMW Crisis Resolution and Home Based Treatment Team

		50% reduction in call volumes

		£33k







Modelling of gross fiscal savings to the relevant agencies, in respect of the five headline outcomes achieved by the NDM, suggests the intervention has the potential to achieve demand reductions worth in excess of £150k per annum. This compares to a calculation of total costs estimated to be in the region of £100k per annum. 



It is problematic to convert these costs versus benefits figures into a precise residual figure for savings, as this evaluation has not distinguished cashable savings from non-cashable benefits. In addition, this operating cost figure of £100k comprises all costs relevant to the delivery model (approximately £61.5k in direct salary costs, plus other ‘in kind’ costs and costs associated with referral to other services). However, what emerges clearly from the analysis is a strong business case for the agencies involved to continue investing in the intervention, given the strong ‘return’ it yields to several agencies whose resources are being put under considerable pressure by these service users and others with similarly complex lives.

	

Helping practitioners work together effectively



Front line police officers who have shared their view of the project have pinpointed the bridging role provided by the Specialist Practitioner as a key benefit in their day to day work. The ability to draw on the advice, support and direction of an expert professional has engendered a confidence amongst officers who report having previously lacked a real understanding of mental health services and how they operate. Practical resolution to longstanding issues around information sharing has also made a step-change difference. 



Project leads recognise these significant benefits to the front line, but also a more fundamental consolidation of relationships between policing and health service professionals on a strategic and organisational level. This has come about through the joint dialogue to champion, establish and oversee the pilot, but the benefits are actually felt to have permeated far more widely.




Changing service users’ lives



Above and beyond all the measurable outcomes and metrics, at the heart of the pilot has been an overriding sense that the new way of working could produce better outcomes for service users – meaning more appropriate and collaborative decision making, and a tailored, problem solving approach centred on the individual. Service users who have been asked about their experiences reflect that the new way of working introduces a personal relationship that benefits them, providing a means to interact, be listened to, and begin a supported journey that provides stability and ultimately leads towards recovery.



Critical success factors – How the intervention works in practice



Project leads have come together to reflect collectively on how the intervention has worked in practice. A structured dialogue has been conducted to identify how and why the intervention has been successful in achieving its core aims, and this has identified six critical success factors:



i. an excellent, high-calibre candidate in the central role

ii. strategic leadership and buy-in

iii. co-location

iv. a manageable cohort of 12-15 service users

v. a flexible approach to selection and de-selection criteria

vi. appropriate resourcing of practical support to the Specialist Practitioner



Many of these factors are mutually reinforcing and so it is problematic to isolate any single process or component of the delivery model that underpins everything else. There is a strong sense of ownership amongst all project leads, with a clear understanding that this is an intervention that has brought the partners closer together in Trafford. This is reflected into a strong governance model at the senior level, and it also affords the intervention a particular credibility amongst practitioners. There is also a commitment to being realistic about project achievements to date, and recognising that many of the service users currently subject to the intervention have been experiencing a cycle of crisis and dependency for several years. This ensures there is a continued and helpful focus on problem solving, and a resolve to address underlying drivers of demand over the medium and longer term. 



Risks for the future



Clearly, the continued efficacy of the intervention depends upon its critical success factors being understood and protected. The greatest risk, therefore, is that the intervention loses its focus, or that key personalities involved in overseeing and/or delivering the intervention move into different organisational roles. 



With Trafford Clinical Commissioning Group (CCG) having made a further commitment to invest in the intervention over 2015/16, there is no immediate risk to the future operation of the model that is now in place. There is, however, a need to monitor outcomes over a longer period of time to gain a clearer sense of how the intervention is achieving sustainable change. This is particularly important because of the size of the cohort that has been the focus of the intervention to date: it is currently hard to generalise regarding the profile of service user needs in the future, and therefore difficult to make definitive claims about likely future outcomes.



In terms of considering options for spreading the Trafford model to other areas, this is currently being considered in neighbouring areas and will be the subject of a broader, strategic discussion at the Greater Manchester Strategic Mental Health Partnership Board in due course. 



One key message from this evaluation is that the intervention can certainly be replicated, but must be considered as a discrete intervention, and not be enveloped within a wider discussion about effective, integrated screening and initial assessment. The key ingredients of the Trafford pilot – case management, intensive support based on outreach principles, and problem solving – can complement the existing focus on triage and navigation services, but neither intervention is a substitute for the other.



It will also be important to ensure that future development and potential wider roll-out of the delivery model is considered in its appropriate strategic context. Ultimately, that discussion should reflect the core principles of Greater Manchester’s commitment to public service reform, and take advantage of emerging opportunities for service re-design and co-commissioning associated with local opportunities presented through the devolution agenda.
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Pilot Intervention – Case Studies



The essence of the intervention – its strategic importance, the operational benefits, the move towards better and safer outcomes for service users – are all helpfully and powerfully illustrated through the medium of case studies. Each of the following is a real case from the pilot work since April. Names have been changed to ensure the identity of service users is appropriately protected.



Beverley’s Story



Beverley is a mature woman with a long history of problematic alcohol misuse and a history of poor engagement with alcohol services. In her younger years, she had a promising career and stable family life. As her career was flourishing, her use of alcohol escalated. Unfortunately she became depended on alcohol, with subsequent marriage breakdown, career loss and physical health problems secondary to alcohol use. Her chaotic lifestyle and health problems precipitated frequent contact with emergency services.



Project intervention: The project used case management, personal active assertive outreach engagement, motivational interviewing, carer involvement and practical approaches to support Beverley. Her presentation made it difficult for her to engage with services and initially Beverly was not willing to engage with alcohol services. The project team worked collaboratively with Beverly and her carer to formulate an alternative support plan which involved gradual detoxification, regular medical reviews with GP, monitoring from project team and her carer. Previously Beverly had unsuccessful attempts to stop by jumping immediately into abstinence, which escalated use of emergency services due to adverse withdrawals. Beverley is currently abstinent and has a relapse prevention plan (and she has experienced a few lapses). She was supported by the project team to engage with voluntary services for social inclusion, to manage her time constructively and to engage in voluntary entertainment activities. She reports an increased satisfaction with quality of her life, improved physical health and interpersonal relationships. Her contact with emergency services has reduced substantially. 



Demand on services

Pre-pilot

During pilot

GMP calls

119

16

NWAS calls

121

15

A&E attendances

72

8









Carl’s story



Carl is a middle-aged man with a long history of poly-substance misuse, suicidal behaviour and frequent crisis presentation to A&E. His problems worsened when he lost his job and experienced loss of a close family member by suicide. Carl has a history of poor engagement with services and dysfunctional relationships with care providers. Carl has had multiple assessments of his mental health needs from a range of services within community and inpatient settings. These assessments have consistently identified that Carl’s problems are predominantly psychological and compounded by poly substance misuse.



Carl’s chaotic lifestyle precipitated frequent contact with police due to welfare concerns or third party calls from professionals. Carl presented with challenging behaviour within care settings, namely verbally abusing, threatening professionals and making explicit attempts to self-harm in front of staff. This behaviour was in the context of attempts to obtain medication, or when he perceived his needs were not being met.



Service intervention: The Project team used case management and assertive engagement approach to develop and maintain a constructive working relationship with Carl. The team used a multi-agency approach, by communicating and arranging a professionals meeting with all services that were coming into contact with Carl. Services shared information and developed a shared management plan to promote a consistent approach to break the cycle of high-risk behaviours. Carl was made aware of information shared between agencies. The Specialist Mental Health Practitioner also worked collaboratively with Carl’s GP to manage the risk of repeated overdose by recommending a significant reduction in the quantity of his medication prescribed.



Carl was reluctant to engage with alcohol services. He has, however, had periods of temporarily controlled drinking/spontaneous remission. These periods were used as a window of opportunity for motivational interviewing to challenge his ineffective strategies and increase his motivation for change. Carl gained a good insight into problematic use of alcohol and how it maintains a crisis cycle. Carl was referred for bereavement counselling and was supported to attend initial appointment, and appears motivated to address unresolved grief. Involvement with the project ensures that he continues to receive contact, although intermittently. Carl’s use of emergency services has reduced significantly.



Demand on services

Pre-pilot

During pilot

GMP calls

25

14

NWAS calls

30

18

A&E attendances

48

37
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Chelsea’s Story



Chelsea is a young woman with a history of contact with mental health services and social services as a child.



In her early twenties she experienced a relationship breakdown and a few months later her daughter was removed from her care. This resulted in a considerable amount of self-injurious behaviour, suicidal attempts and marked emotional and mental instability. She had various visits and contact with the police due to concerns for welfare, concerns for her daughter’s welfare and concerns regarding domestic violence. She was taken to the A&E under section 136 of the Mental Health Act numerous times. 



The number of risk incidents escalated, culminating in a serious incident where Chelsea jumped off a footbridge and sustained significant physical injuries. This incident resulted in an inpatient psychiatric admission at a local mental health unit. The escalation in her risk behaviours led to partnership, cross boundary and coordinated working between a numbers of agencies. Chelsea needs were assessed, with subsequent diagnosis of emotionally unstable personality disorder, and managed under the community mental health team.



Chelsea’s subsequent care was coordinated by the project team, who liaised with community mental health team, police and social services. Since these interventions, there have been no further police or emergency service involvement, as she is currently stable. Chelsea continues to be supported by the community mental health team, where she benefits from regular and consistent appointments with her care coordinator and psychiatrist. Due to this significant period of stability, Chelsea managed to resume care for her daughter and continues to receive support from Children’s Social Services.



Demand on services

Pre-pilot

During pilot

GMP calls

28

4

NWAS calls

3

0

A&E attendances

19

1









Alex’s Story



Alex is a single man in his fifties. He has a diagnosis of mental and behavioural disorder due to alcohol dependency syndrome. His parents are deceased, he is estranged from his siblings and is socially isolated. Alex has a long history of extensive use of GP out-of-hours services, police and ambulance services, and makes frequent A&E attendances.



Alex was offered assertive intensive contact and home visits to assess his needs. He appeared motivated to address his alcohol use and was amenable to a detoxification. The project worked collaboratively with Alex and the alcohol team to facilitate a two week inpatient detox and comprehensive assessment of needs. Following eight weeks of pre-detox input and post detox planning, Alex was transported to the detox unit, unfortunately he self discharged two days later.



Alex’s use of alcohol maintained his chaotic dependency on emergency services. Dialogue between the services involved confirmed that Alex was not willing to engage and had consistently expressed a wish to continue drinking. The multi-agency meeting led to a number of key actions:



1. It was agreed that the ambulance service should attend to medically related calls made by Alex to the police.

2. It was agreed that partners should work together to reduce the number of ambulance service responses graded at Red 2 level (a blue light response), to reduce the risk to the wider public. This related specifically to calls relating to suicidal thoughts on Alex’s part, as multiple risks assessments have consistently identified these suicidal thoughts as passive. 

3. The service made arrangements for a key safe to be installed at Alex’s home to allow paramedics’ access, rather than use of police services to gain entry.

4. The service worked with A&E to manage third-party calls to police by staff requesting for welfare checks when Alex left the department prematurely. These types of calls would be made if clinically indicated rather than as general A&E protocol. 



The service continues to visit Alex on a regular basis. He admits problematic use alcohol, and remains reluctant to address this. He continues to place significant demands on emergency services, although the new multi-agency plan means that the response is less resource intensive and better targeted to Alex’s needs.



Demand on services

Pre-pilot

During pilot

GMP calls

44

32

NWAS calls

37

42

A&E attendances

45

27
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This report provides an overview of key findings from a dedicated evaluation of a new way of working in Trafford between the Police and local Health Services. Originally focused on reducing demand on Police resources, the New Delivery Model (NDM) has been piloted since April 2014 as an intervention with much wider potential to reduce demand on other emergency services, and an important means of improving multi-agency care planning for vulnerable people. The shared aim of Greater Manchester Police (GMP) - Trafford Division[footnoteRef:2] and Greater Manchester West Mental Health NHS Foundation Trust (GMW)[footnoteRef:3] has been to engage individuals who repeatedly present with suspected mental health needs and self-harming behaviour who do not meaningfully access support services. [2:  Trafford Division is co-terminous with the metropolitan borough of Trafford.]  [3:  Greater Manchester West Mental Health NHS Foundation Trust provides integrated mental health and social care services to the 700,000 people living in the Bolton, Salford and Trafford local authority boundaries. The Trust also provides a range of specialist and secure mental health services across Greater Manchester, the wider North West and beyond. See https://www.gmw.nhs.uk/about-us for further details.] 


The principal element of the pilot has been the introduction of a Specialist Practitioner from GMW, to operate within the Integrated Safer Communities Team of GMP and Trafford Council, with physical co-location at Stretford Police Station. The role of the Specialist Practitioner is to work alongside Police and Trafford Council staff to triage emerging risk cases; and to engage with individuals who are presenting demands on services, supporting the development of a multi-agency plan of care and / or intervention. The NDM can be characterised as a multi-agency model, with a focus on personal, face-to-face interaction, relationship building, problem solving and early intervention. 

The ultimate aims of the pilot are as follows:

to improve the quality of care to ‘sub-threshold’[footnoteRef:4] individuals who repeatedly present to services with mental health needs – managing risk and vulnerability, and addressing underlying need; and [4:  The term ‘sub-threshold’ refers to those individuals not meeting full diagnostic criteria for mental disorders.] 


to reduce the cost and resource burden to public agencies (police, health and local authority) generated by individuals in crisis who repeatedly present to a range of services.

The pilot has been supported by a Home Office Innovation Fund grant. The new way of working has shown considerable potential to enhance joint working and improve outcomes, and will therefore continue to operate beyond March 2015, following recent agreement with commissioners on local funding options going forward.

This evaluation report has been commissioned to provide an independent review of the model. The scope of the evaluation, which was undertaken between October 2014 and February 2015, was as follows:

(1) To undertake an impact evaluation, reviewing project outcomes in the seven months of operation April 2014 – October 2014, against a baseline September 2013 – March 2014;

(2) To undertake a cost benefit analysis (CBA), examining project costs against modelled / potential savings from a demand reduction perspective; and

(3) To review and reflect on the way the NDM operates, to determine critical success factors and key process issues.



The remainder of this evaluation report is structured as follows:



Chapter 2: Background and context – provides an overview of how and why the pilot was developed.

Chapter 3: Project Outcomes – provides a review of statistical findings in relation to the impact of project, results from the CBA, and wider evaluation findings on project outcomes to date.

Chapter 4:  Project Delivery – provides an analysis of how the model has worked in practice, highlighting critical success factors and key learning points. 

Chapter 5: Conclusions

Appendices
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Background and context

The challenge: Demand management, risk management and safeguarding

Development of the Home Office Innovation Fund Specialist Mental Health Practitioner Pilot has its origins in a multi-agency dialogue in 2013 to examine, understand and respond to a noticeable increase in mental health incidents in the borough of Trafford.

Analysis undertaken by GMP, together with the Safer Trafford Partnership (STP), identified that one of the key drivers of demand for police resources on a daily basis was linked to individuals with suspected or diagnosed mental health needs. From a policing perspective, this manifested itself in a number of ways. Part of the challenge was identified as relating specifically to demand from individuals within existing recognised health care settings (both at the Accident and Emergency/ Urgent Care Centre (UCC) at the Trafford General Hospital (TGH), and the Moorside Unit[footnoteRef:5] specifically). Further significant service demand was identified as being generated by individuals with mental health needs who were living in a community setting. [5:  The Moorside Unit, owned by GMW, provides specialist capacity within the grounds of Trafford General Hospital with regards to mental health. Key services include: Assessment or medical treatment for persons detained under the 1983 Mental Health Act; Caring for people whose rights are restricted under the Mental Health Act; Dementia, Diagnostic and screening procedures; Mental health conditions; Treatment of disease, disorder or injury; Caring for adults over 65 yrs. http://www.cqc.org.uk/location/RXV80] 


The analysis highlighted that this demand was affecting a range of local stakeholders, and related to individuals who were often repeatedly presenting with mental health needs and self-harming behaviour, but not meaningfully accessing support services. The overall key issue identified from the research was an apparent gap in meeting and managing the emotional and mental health needs of a small number of individuals - posing a significant resourcing challenge and a revolving cycle of service[footnoteRef:6] demand. [6:  Familiar issues in this regard included time spent by police officers remaining with patients in A&E whilst waiting for medical assessment; inappropriate requests for police resources to undertake transportation of patients; police resources invested in responding to repeated episodes of patients being reported as ‘missing’ (i.e. patients who had absconded or walked out of healthcare settings) – all creating difficulties in resourcing other priority incidents at critical times.] 


In organisational terms, the analysis confirmed the increasing prevalence of repeated calls to the Police by a small number of service users, exacerbating the cycle of inappropriately placing demand on police resources. More fundamental still, however, was the recognised complexity of the underlying issues, the vulnerability of the service users involved, and prime concerns in relation to risk management. This made a concerted dialogue with health partners and other stakeholders essential in determining potential joint action to improve the situation.

Liaison with GMW confirmed a range of dynamics and issues in terms of classifying the service user demand being discussed:

in many instances, individuals concerned were either ‘sub-threshold’ or their mental health needs were undiagnosed;

in some cases, the mental health need was diagnosed, but the individuals concerned were not meaningfully accessing support services; and

in further cases still, individuals concerned were diagnosed, were receiving care/treatment, but nevertheless were continuing to place significant demands on a range of services for a range of reasons.

The initial response: Multi-agency action plan (Sep 2013 - March 2014)

In response to the issued identified, in September 2013 senior managers from Trafford Police, GMW, Trafford Clinical Commissioning Group (CCG), Trafford Council and Acute Services (Central Manchester Central Manchester University Hospitals NHS Foundation Trust (CMFT)) formed a strategic group and devised an action plan to forge a closer and more comprehensive multi-agency response. 

This plan covered a range of activity, with agreement to:

	

develop a formal strategic partnership to examine the impact of mental health/ vulnerability issues on police in Trafford;

develop a menu of criteria for monitoring purposes at the Strategic Meeting;

develop an effective Tactical Partnership Delivery Group meeting on a weekly basis;

develop a process to focus on those complex cases that require a higher degree of multi-agency intervention and support;

develop a system to identify repeat cases (patients and callers);

develop a system where there is a clear escalation process for problematic cases;

review the management of voluntary patients and those who have authorised leave;

review the roles and responsibilities of the Home Based Treatment Team (HBTT) and GMW staff and the response to a report of a missing patient;

conduct a review of security at the Moorside Unit, within wards at Trafford General Hospital and A+E;

deliver an on-going series of joint partnership training inputs, as part of a workforce development programme

organise a series of awareness sessions for staff (to improve understanding of current policies and protocols amongst all agencies); 

include this issue as an agenda item at Trafford Adult Safeguarding Board;

include this issue as an agenda item at the Trafford Health and Well-Being Board; and

develop a partnership survey to capture blockages in current systems and ideas for service improvement moving forward.





Looking back on this period, local partners agree that this activity brought about a number of positive changes:

an enhanced level of communication between partners, and a focus on those individuals within the system who were regular attenders at the acute setting establishments, and who attracted a significant amount of police demand;

a collaborative approach to re-visiting and updating policies and protocols, to identify opportunities to implement improved ways of working; and

structural and environmental changes to the Moorside Unit.[footnoteRef:7] This reduced the opportunities for patients to leave the building unchallenged, and resulted in a reduction in the number of calls to police to report patients as ‘missing’ (which in turn no longer necessitated the allocation of police resources to conduct enquiries to locate and return missing patients from the ward). [7:  Specifically: change of break glass points at fire doors to embedded key locks, and creation of a reception area making a physical presence between the ward and the exit.] 


The new delivery model: Introduction of a Specialist Mental Health Practitioner (April 2014 – Present)

The package of measures in 2013/14 achieved some notable successes. For example, in September 2013, there were 57 mental-health related calls to the Police from care settings. By comparison, there were 23 comparable calls in February 2014. However, despite progress on various levels, the demand generated by individuals with diagnosed or suspected mental health issues within the community setting remained.

The existing and impending budget reductions facing partners in Trafford highlighted the need to apply public service reform principles to the issue, which could only be properly understood and tackled as both a symptom and cause of complex dependency in the borough.  A business case was developed proposing the introduction of a Specialist Mental Health Practitioner to support the partnership in developing a problem-solving approach that would include a wider range of health professionals - something that the Police alone had struggled to achieve due to the lack of professional knowledge in this specialised area of work.




A bid to the Home Office Innovation Fund in early 2014 was successful, securing a proportion[footnoteRef:8]  of approximately £59,000 to invest in taking forward a pilot of the new way of working. In addition to the Home Office Innovation Fund monies, further funding was secured from the Office of Police and Crime Commissioner, and from Trafford Council. The pilot project formally commenced in April 2014.  [8:  The bid was a multi-year bid in the 2013/14 ‘Precursor fund’. Over the two years, £58,820 was secured to enhance the work of the Safer Trafford Partnership in two areas: with regards to Antisocial Behaviour (neighbourhood disputes) and in relation to mental health work. In total, approximately £100,000 was secured over 15 months to deliver these two projects.] 


The introduction of the Specialist Mental Health Practitioner



Overview of the New Delivery Model (NDM)



Headline Description



Co-location of a Specialist Practitioner at Stretford Police Station (Integrated Safer Communities Team) with a remit to: work alongside Police within Trafford Division and Trafford Council staff to triage emerging risk cases; engage with individuals who are presenting demands; and support the development of a multi-agency plan of care and / or intervention. 

Details

· Secondment of a Band 7 Specialist Mental Health Practitioner from GMW to provide intensive case management and clinical support.

· Recruitment of a Support Time and Recovery Work post to provide additional capacity.

· Identification of a small cohort of service users as the core group for focus through the NDM, who are then case managed and provided with a tailored care and support package (on a voluntary basis).

· Wider brokerage with local service providers, to enable a joined up response that addresses the underlying issues.









Profile of the ‘core group’ of service users targeted by the New Delivery Model



A core principle of the new delivery model is that it must retain focus on a manageable number of service users, given the complexity of the underlying issues and need for intensive problem solving. In creating the initial cohort for the NDM, initial consideration was given to 16 individuals with suspected mental health needs who, between January 2013 and March 2014, were shown to have generated a total of 546 calls for Police service.

For the purposes of this evaluation, project leads were requested to provide full profiling information in relation to a subset cohort of 10 service users, who have been central to the test period of the new delivery model. 

The cohort under examination has the following demographic profile:



Overview of the cohort



Gender: 3 male; 7 female

Age: Aged between 21 and 71. 8/10 aged 40 or above. [image: ]

Ethnic background: 8/10 White British; 1/10: White Other; 1/10 Mixed: White & Black African.

Religion: 4/10 Catholic; 3/10 Church of England; 2/10 no religion; 1/10 not stated.

Marital status: 2/10 (female) are divorced, and are involved in intermittent relationships; 1/10 (male) is divorced and not involved in a relationship; 1/10(female) is widowed and not in a relationship; 1/10 (female) is married, but separated (not officially divorced), and involved in a relationship. The remainder (5/10) are single and have never been married.

Sexual orientation: All heterosexual







Engagement status with local mental health support services



As of April 2014, 7/10 cohort members were ‘open’ to local mental health services:

4 female clients were open to Community Mental Health Teams: 1 had a diagnosed mental illness, 1 diagnosed personality disorder, 1 dual diagnosis (alcohol and mental illness), and 1 was being managed as a vulnerable adult.

1 male was open to GMW’s Crisis Response and Home Based Treatment Team, in connection with psychological problems and alcohol problems	

1 female was open to the local Learning Disability Partnership Team

1 male was on a waiting list for alcohol Inpatient Detox – subsequently admitted in May 2014 (alcohol problems)

The remaining three members of the target cohort (two females and one male) were not open to services. However, in each case there was a history of contact with A&E mental health Services, and all three had problems with alcohol use. 



Other profiling information: Features of complex dependency



A wider profile of the cohort identified problematic alcohol use as a particularly important issue, but also a number of additional challenges that often feature as presenting needs when examining and responding to complex dependency:

Occupational status: None of the cohort recorded as having been in paid employment (going back 5 years). 1/10 (female) completed 15 hours of voluntary work per week. 3/10 were of pensionable age.

Accommodation status: All recorded as resident in local authority or private rented accommodation. 1/10 owned their home.

Children: 1/10 (female) had 2 children – though not custody of both children (supervised contact).

Substance misuse: 6/10 recorded as having significant problems with alcohol use.

Domestic abuse/adult safeguarding: 5 females recorded as being involved in intermittent relationships with history of domestic violence (safeguarding vulnerable adult assessments conducted).
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Project Outcomes



This chapter provides a review of statistical findings in relation to the impact of project, results from the CBA, and wider evaluation findings on project outcomes to date.

An analysis of project outcomes to date has been based on a detailed examination of case file and management information relating to a subset of 10 service users benefiting from the NDM described in the cohort profiling in section 2.

Levels of demand on various stakeholder services over the first seven months of the project (April 2014 – November 2014) have been compared with a baseline period of equivalent length immediately before the intervention began (September 2013 – March 2014). This has allowed a pre/post comparison for key measures of service demand.[footnoteRef:9] [9:  There is a possibility that seasonal differences could have an impact on this pre/post analysis. The degree to which this applies is not known.] 


Overview of headline project outcomes (demand reduction measures)



The overall picture is a significantly positive one, with reductions noted across a range of contexts and multiple partners’ day-to-day business activity.

Fig 3.1, Headline project outcomes – Demand reduction measures, baseline period (September 2013 – March 2014) compared to intervention period (April 2014 – November 2014)

[image: ]




15% reduction in Police demand



· There has been an overall reduction in the level of police demand (incidents) in the 7 months that the project has been running. The ten members of the cohort generated 323 police incidents in the 7 months leading up to the project. The same cohort generated 275 police incidents in the 7 months of the project up until end November 2014. This is a reduction of 14.9% (48 police incidents). 



· The demand reduction has been more marked still for several service users. It has been identified that two members of the cohort have displayed and presented particularly complex and challenging behaviour throughout the duration of the project to date.  For context, if the data from these two individuals were removed, then a cohort of 8 individuals would have generated 112 fewer police incidents compared to the number of police incidents generated by the same 8 in the previous 7 months prior to the project pilot – a reduction of 39% (112 incidents).



· The type of calls received by the Police has also changed. In overall terms, the calls made by the cohort have become less resource-intensive and complex. For example, the number of occasions where the Police have been required to use powers under Section 136 Mental Health Act with members of the cohort has reduced from seven uses to a single instance. This is discussed further in the context of the cost benefit analysis findings described below.



20% reduction in 999 calls to the North West Ambulance Service



· There has been a reduction in the number of times that the North West Ambulance Service (NWAS) has been called out to attend and treat members of the cohort following a 999 call for service. Several members of the cohort are registered on the NWAS ‘frequent caller’ register. The data shows that the cohort made 219 calls to NWAS before the initiative and 176 calls during the initiative. This represents a 19.6% reduction. 



42% reduction in attendances at a hospital emergency department (A&E)



· A&E Acute presentations have reduced from 286 to 164, which is a reduction of 42%. This is based on an assessment of attendance numbers at Trafford General Hospital Urgent Care Centre and at three other hospital sites.



58% reduction in hospital in-patient admissions



· In-patient admissions relating to the cohort have reduced. In the baseline period, the cohort accounted for a combined 115 in-patient bed days. In the 7 months of the project up until end November 2014, the equivalent figure was 48 bed days. This is a reduction of 58%.






50% reduction in the number of interventions from the Greater Manchester West Crisis Resolution and Home Based Treatment Team



· The Home Based Treatment Team is a service for people 17 years and above with mental health problems who are experiencing an acute psychiatric crisis.  The service provides an alternative to hospital admission, providing home based treatment for service users 365 days a year with access to a qualified practitioner at all times.[footnoteRef:10]The number of Crisis Team incidents generated by the cohort has reduced from 161 to 81, which is a reduction of 50%. This reduction in demand is an important indicator in terms of the NDM’s success in moving from crisis care to planned and more upstream intervention at the earliest opportunity. [10:  Referral to the service is via community mental health teams or A&E. The service also facilitates early discharge from inpatient wards at the Moorside Unit. ] 




Cost Benefit Analysis – Intervention Costs



A formal cost benefit analysis has been undertaken to extend the findings of the impact analysis above, to consider how the demand reductions achieved by the project to date can be expressed in financial terms. This has been completed using New Economy’s HM Treasury approved methodology, producing a baseline retrospective assessment that compares the net fiscal value of the benefits attributed to the model against the costs of its implementation. Detail in relation to the methodology is provided in Appendix A, CBA Technical Information.



Intervention Costs

A detailed examination of all essential ingredients that make up the new delivery model has identified total costs in the region of £100,000 per annum 



· £61.5k in direct salary costs

· £29k equivalent in A&E Mental Health team referral costs

· £8k in recurring administration and in kind (resource) support

· £2.5k equivalent contribution from the voluntary and community sector








A fuller cost breakdown is as follows:

Fig 3.2, All costs associated with the New Delivery Model

		Cost category

		Est. Annual cost

		% Total



		Direct/salary costs



		GMW Specialist Mental Health Practitioner - Staff Salary & On Costs (1 FTE)

		£48,670

		45.6%



		GMW Support Time and Recovery Worker - Staff Resource/Time (0.6 FTE)

		£12,775

		12.0%



		Administration and in kind (resource) support



		GMW - Admin, Supervision, and IT (including travel cost)

		£4,745

		4.4%



		Project overheads -Office space/office equipment

		£936

		0.9%



		Project coordination and governance

		£1,692

		1.6%



		Police Officers' Resource/Time - Service User Support

		£456

		0.4%



		Police Officers' Resource/Time - Officer shadowing / learning exchange

		£129*

		0.1%



		Police triage training

		£5,382*

		5.0%



		Voluntary and community sector contribution



		Voluntary sector support–Thrive/ blueSCI

		£2,685

		2.5%



		Cost of referrals to other teams/agencies



		A&E Mental Health Team



		£29,198

		27.4%



		

		£106,667

		







Items marked with a * are effectively a start-up cost and are non-recurring beyond Year 1 of implementation

Direct costs: The costs captured in Fig 3.2 are a mixture of revenue costs and broader, ‘in kind’ contributions to the project. In terms of direct costs, the intervention in future years will rely upon £61.5k investment to support annual salary & on costs of a full time Band 7 Mental Health Practitioner (£49k) and the equivalent of 0.6 FTE salary & on costs of a Support Time and Recovery Worker (£13k). The model also generates a direct cost in the form of administration costs, principally those relating to staff travel expenses. 

‘In kind’ costs: Some of the broader costs reflect the enabling functions of continuous managerial oversight and input to the multi-agency governance, and the broader day-to-day running of the project. These are ‘in kind’ contributions in the form of staff time and resource, but no less important to the overall successful implementation of the project. The modelling has also considered those essential facets of the model that did not ultimately generate a new cost for Trafford partners – but would potentially need to be considered by other partnerships seeking to replicate the Trafford model (e.g. office space). 

Contribution from the voluntary and community sector: Projects often include input from the voluntary/third sector, in some instances given for free or at below market rates. Approved CBA guidance states that projects should identify whether this is the case for their intervention and if it is, quantify and value the amount of support they receive from voluntary/third sector agencies. The CBA includes a suitable cost to monetise the value of the 180 hours of project support provided by Thrive Trafford & blueSCI (a not-for-profit Social Enterprise that supports people who may be experiencing emotional or psychological distress).[footnoteRef:11] [11:  See http://www.bluesci.org.uk/ for further details.] 


Referrals to other agencies: It is important that any CBA modelling captures all costs that may be accruing as a result of project referrals to other services (as these may be critical to the success of the model). This is often difficult to model with precision, and has therefore been the subject of lengthy discussion with project leads. The main referral cost including in the CBA modelling is the increased cost borne collectively by the A&E Mental Health Teams across local hospitals[footnoteRef:12], due to the intervention of the Specialist Practitioner.  Access to these services by members of the NDM cohort increased by 21% overall. [12:  Local hospitals are: Trafford General Hospital (Central Mcr University Hospital NHS Foundation Trust); Wythenshawe Hospital (University Hospital of South Manchester NHS Foundation Trust); and Manchester Royal Infirmary (MRI) (Central Mcr University Hospital NHS Foundation Trust).] 


Cost considered but not modelled: alcohol treatment services. The profile of the service user cohort outlined in paras 3.1-3.4 above highlights the prevalence of problems specifically relating to alcohol misuse. For this reason, discussions with project leads were held to determine what referral costs should be included in the CBA in respect of dedicated substance misuse services. The experience of working with the cohort to date is that they are not responsive to formal engagement with Phoenix Futures[footnoteRef:13], the current commissioned provider in Trafford. Instead, members of the cohort have made progress in beginning to stabilise their alcohol consumption through intensive one-to-one support with the Specialist Mental Health Practitioner and STR worker, in conjunction with appropriate support from their registered GP. For this reason, no specific referral costs have been included (though this could be included in a future iteration of the CBA, along with a consideration of bespoke benefits specifically relating to sustainable reductions in alcohol-related harm, which are also excluded from the CBA to ensure balance). [13:  See http://www.phoenix-futures.org.uk/ for further details.] 


Cost considered but not modelled: increased demand on community mental health team services. Enquiries were made to determine whether the NDM has generated referral costs borne by the Community Mental Health Team (i.e. an increase in the number of scheduled, face-to-face appointments, above and beyond those personally attended to by the project’s Specialist Mental Health Practitioner). Project leads felt that the overall levels of face-to-face contact have not significantly changed since the project began. This was corroborated by case management records; scheduled appointments did increase for some members of the cohort, but this was offset by reduced number of scheduled appointments for others. The overall conclusion of the analysis is that the total number of appointments relating to the service users did of course increase, but that this increase was essentially ‘absorbed’ by the intensive nature of the support offered by the Specialist Mental Health Practitioner and STR worker.

Cost Benefit Analysis – Intervention Benefits (Monetised)





Intervention Benefits

Modelling of gross fiscal savings to the relevant agencies, in respect of the five headline outcomes achieved by the NDM, suggests the intervention has the potential to achieve demand reductions worth in excess of £150k per annum. 







Fig 3.3, Headline benefits (demand reduction) attributed to the New Delivery Model

		Outcome

		Est. Gross Fiscal Saving

		% Total



		Police demand
(-14.9% reduction)

		£16,439

		10.8%



		999 calls to NWAS
(-19.6% reduction)

		£15,945

		10.5%



		A&E attendances 
(-42.7% reduction)

		£18,467

		12.1%



		Hospital admissions
(-58.3% reduction)

		£68,194

		44.8%



		Home Based Treatment Team calls
(-49.7% reduction)

		£33,348

		21.9%



		

		              £152,393







The CBA has, wherever feasible and appropriate, drawn upon suggested “unit cost” estimates that are included within the New Economy CBA Unit Cost Database, which draws together the recognised evidence base on how much interventions and services cost. Unit costs in respect of ambulance call outs, A&E attendances, and in-patient hospital admissions have been drawn from this data repository. Bespoke costings have been calculated in relation police demand and in relation to a modelled cost saving for reduced demand on the Home Based Treatment Team. Again, further details are contained in Appendix A.

In all benefits modelling, the reductions in service demand evidenced through a comparison of the baseline and intervention periods (both spanning seven months) were scaled to ‘annualise’ what the equivalent reduction would be over a twelve month period. This applies a scale factor of x1.7 (figure for seven months is divided by seven and then multiplied by twelve). All benefits modelling also worked on the assumption that the NDM will typically achieve this order of reduction with a caseload of 15 service users in each year. This approach has been taken on the basis of advice from the Specialist Mental Health Practitioner, as the intervention will typically be working with a main cohort of this size (i.e. the data analysis was based on available data for 10 service users, but the intervention will typically work with more than 10 people). This applies a further scale factor of x1.5.

Brief details are provided on each of the benefits calculations below, with further detail again contained within Appendix A.

Police demand: Detailed information was available in relation to all calls for service made by service users in the cohort under examination, both in the baseline and intervention periods. This made possible a detailed examination of likely costs per service call, which was undertaken by Greater Manchester Police Change and Transformation Branch. Costing assumptions were based on the Response Grade assigned to the call, its categorisation by Force call handlers, and other information on the call log. The results of the data analysis suggest that the total cost of calls made by the cohort in the baseline period was around £10,000, compared with approximately £3,600 in the intervention period. This shows that, whilst the reduction in volume of calls was 15%, in terms of demand / resources the reduction can be estimated at approximately 64%. It is not possible to fully itemise the shifts in volume of specific call types that most influence this change in demand profile. It is worth noting, however, that various pieces of research from GM and around the UK have provided helpful information to set this overall reduction in the context of case study examples:

Concern for welfare calls for service: Feedback from GMP mental health leads suggests that calls for service that relate to a concern for public welfare (e.g. incidents involving risk of self harm and/or suicide) typically involve a minimum of 1.5 – 2 hours of officer time. The most serious of cases can of course involve a significantly larger and wider policing response. 

Crisis intervention - section 136 Mental Health Act: insight from GMP (both from the frontline and from management information experts) suggests that the average amount of time that officers are involved in a s.136 MHA incident is in excess of 6 hours. Given that a pair of officers is usually involved, this would equate to a service cost of more than £200 per incident. There are often cases when the implication for demand on police time and resources is significantly greater.

Missing persons investigations: the Home Office estimates that, in terms of police investigation, a missing person investigation is likely to cost three times more than a robbery investigation and four times more than burglary. A recent independent academic evaluation[footnoteRef:14] into the subject produced an estimate that the cost to the police of a medium risk medium term missing person investigation is between £1,325 and £2,415. [14:  Repeat reports to the police of missing people: locations and characteristics (University of Portsmouth Centre for the Study of Missing Persons, July 2014)] 


999 calls to NWAS: The CBA draws on recognised cost estimates within the document “NHS Reference Costs 2011-12”, which suggest that the average cost of an ambulance services call out is £226 per incident (current prices).

A&E attendances: The CBA again draws on recognised cost estimates within the document “NHS Reference Costs 2011-12”, which suggest that a very conservative cost for A&E attendance (i.e. when patients receive no investigation and no significant treatment) is £68 per attendance (current prices). For information and reference only, an A&E attendance involving investigation and subsequent treatment of some kind (but still not leading to admission) would be approximately double the cost in demand terms.

Hospital admissions: The CBA again uses an estimate from the document “NHS Reference Costs 2011-12”, in relation to Mental health inpatient hospital attendance. This suggests that a suitable estimate is £426 per bed day (current prices).

Home Based Treatment Team calls: The CBA drew on cost estimates provided by the project’s Specialist Mental Health Practitioner, who liaised with practitioners within the Crisis Response/Home Based Treatment team. This established that an appropriate costing for a call generated to the Home Based Treatment team is considered to be £179 per episode (current prices).



Cost Benefit Analysis – Value for Money (Costs vs Benefits)





Value for Money (Costs vs Benefits)

Considering all costs relevant to the delivery model (direct, in kind and referral), the cost benefit analysis suggests that the intervention makes demand reductions equivalent to £150k+ per annum, compared to an operating cost of around £100k per annum. This suggests a gross fiscal saving of £1.51 for every £1.00 invested (directly and indirectly).

A more direct measure of the “real” cost requirement to deliver the NDM is to focus solely on staffing costs, which equate to £60-65k per annum. CBA work undertaken for this evaluation has not directly addressed the issue of how cashable the benefits savings identified in the analysis may be, in the short or longer term, so a figure for cashable savings year on year has not been agreed through discussion of the CBA results. At present, it may be most appropriate to say that the investment in two key posts is showing the potential to reduce demand on services with a broad equivalent monetised value of approximately £150k, which equates to a £2.50 notional return in demand terms, for every £1 invested in cash terms.





Service User Perspectives



The need to find efficiencies was a clear driver of the innovation pilot, but not the sole or over-riding one. Of fundamental importance was a shared sense amongst the various stakeholders that a different way of working together would achieve better patient outcomes – and therefore that this was simply “the right thing to do”.

Given the complex nature of the challenges being addressed through the project, it has not been possible to gather a complete picture of service user perspectives. Several members of the cohort have, however, been invited to provide their views on the new way of working, and a number of key threads quickly emerge on what has been achieved:

The personal relationship is valued



What did you find most helpful?

“I had someone to interact with and I was listened to”

…

How was your experience different to the service you had previously?



”More personal and private”









Frequency of contact is welcomed

How was your experience different to the service you had previously?



“[The] Service interacted with me on a regular basis and visited me more than the mental health team”





The recovery focus of the intervention is evident

What did you find most helpful?



 “Allowed me to be me again”



This feedback tallies with that of the Specialist Mental Health Practitioner and of wider project leads. The tailored, personal-level focus of the intervention is felt to have achieved one of its central aims: to provide the sort of intensive case management required to introduce a fresh stability into a range of very complex scenarios. Many of the individuals who have benefited from the intervention are extremely socially isolated from family and friends, and the ‘whole person’ approach introduced through the model is an important part of its success.



Practitioner Perspectives

Outside of a formal impact analysis and accompanying CBA, it is also possible to get a strong sense of the intervention’s positive impact through practitioner testimony, and reflections of those who have overseen and led the implementation of the project.

The recurring themes that have been shared with the report authors in the course of completing this evaluation, are broadly as follows:

Practical brokerage role between agencies. The introduction of a dedicated post has clearly achieved substantial demand reductions in relation to the core cohort of targeted service users. In addition, however, in the day-to-day operation of the Safer Trafford Partnership, there is significant added value through the brokerage role offered by the Specialist Mental Health Practitioner, which is seen to help join up the response between agencies and service providers. More than one Police Officer has commented that, prior to the introduction of the new way of working, there was no readily identifiable service link, or means to draw on experts’ knowledge and advice. In contrast, there is now a route for Police Officers or members of the Integrated Safer Communities Team more broadly to seek advice, support and direction. As one Officer has described it: “[Our perception previously was that the Service before] was non-existent – since the Specialist Mental Health Practitioner and the joint working arrangements, it has been excellent”[footnoteRef:15] [15:  It is worth noting that the intervention is felt to have had a general benefit in the way it has instilled a greater certainty of decision making amongst Police Officers, who are often required to make swift judgements in very complex cases, where appropriate risk assessment is crucial. ] 


Improvements to information sharing. Improving the flow of information between policing and healthcare partners is almost an ever-present topic of debate amongst Community Safety Partnerships (CSPs). It is therefore particularly positive that multiple practitioners have highlighted improvements to information sharing as a major benefit of the project. The option to seek further information on an individual before taking a decision on the best policing response has been particularly welcomed, both in terms of improving service user outcomes, and in terms of its functional benefit in building stronger relationships between partners. As one practitioner has put it: “accessibility of someone who has access to both police records and medical records [has] improved relationships with GMP and GMW”.[footnoteRef:16] [16:  Care has been taken to ensure that all information sharing has been undertaken in full accordance with the Data Protection Act 1998 and the requirements of patient confidentiality.] 


Strategic collaboration and culture of joint working. It has been noted that a (largely unintended) consequence of the project has been its role in bringing together senior management teams, on a level more fundamental than simply fostering collaboration in relation to specific project milestones and deliverables. Feedback has been provided that there is now an ‘ease of dialogue’, and a better shared understanding of agency roles and responsibilities. Project leads report that a new culture of joint working has emerged through the process, both strategically and operationally. 






Feedback from an NHS Practitioner (Hospitals NHS Foundation Trust)



“[The Specialist Mental Health Practitioner] came to meet with me to discuss the problems that we had and worked with us to resolve these problems. It felt more personal and was obviously not a chore.  The service was refreshing and welcoming. 

We have had one particular repeat attender and the collaborative work between the police and mental health practitioners has greatly reduced this. In fact the particular patient has not attended the unit in the past 2 months, which is very unusual for this patient.”









Feedback from an NHS Staff Member (Home Based Treatment team)



“The service is now working with better, easier and more comprehensive communication, which enables better efficiency and more effective patient care.

The collaborative service has made working with complex individuals much easier. The management of these cases has improved, giving a better end result.”









Case Study in Collaboration: 

A View from the Integrated Safer Communities Team (Hub)



Between October 2013 and November 2014 I was a temporary Inspector running the Trafford North Integrated Neighbourhood Policing Team. During this time officers in Trafford were impacted by continual incidents raised by two residents; R1 and R2. Each incident created by these two individuals resulted in a great amount of police time being taken up with no real resolution of the issues. Gaining the services of the Specialist Mental Health Practitioner, gave GMP the ability to deal with these issues from a different perspective. 



R1 has a diagnosis of Learning Disability and was under the care of a local Learning Disability team. He continually made use of the 999 system to contact the police whenever he had a personal crisis. From a policing perspective, we were considering criminal enforcement to stop him from doing this - a time consuming task.  However, an assessment from social services identified that R1 does not have capacity to understand the implications of calling 999 whenever he is upset.  The Specialist Mental Health Practitioner is now working with R1 in conjunction with the Neighbourhood Beat Officer to speak with R1 for reflection after each instance of him calling 999. The Specialist Mental Health Practitioner has assessed and established that R1 has capacity to understand the use of 999 as an emergency service and has undertaken work to explain the impact of his actions. The Specialist Mental Health Practitioner has also done further work with R1 to help him deal with his emotions and provided him with alternative non-emergency contacts. Since the Specialist Practitioner’s intervention, the number of calls received from R1 has decreased dramatically. 



R2 persistently contacted the police with various issues when she was in crisis. On each occasion a great deal of police time would be spent dealing with the incidents that were generated. R2 would often be taken to other appropriate departments such as A&E where she would inevitably be disruptive, threatening towards staff, and demanding prescription medicine. The Specialist Mental Health Practitioner has assessed and case managed this service user to establish how to break this cycle of frequent calls to emergency service and repeat A&E attendance. Through a multi-agency professional meeting, it was identified that the service user is prone to putting herself in seemingly risky situations, ostensibly with a view to ending her life, but invariably attracting attention sufficient to avoid serious harm. R2 appeared to behave in this way to instigate emergency service involvement and subsequent A&E attendance, or whilst at A&E whenever she was, correctly, refused prescription medication by medics. As a direct result of this assessment, Police were able to officially warn her that we were collating evidence of her actions to take criminal action against her. Again as a direct result of the Specialist Mental Health Practitioner’s intervention, the numbers of incidents created by this service user have all but ceased.



All Trafford Police officers and staff, as well as our partnership colleges, are aware of and make use of the Specialist Mental Health Practitioner’s skills and services.



Thanks

Jon

       
Sergeant Jon Evans 
Stretford Hub, Stretford Police Station













[bookmark: _GoBack]Longer Term Benefits – Complex Dependency



At this stage in the roll-out of the delivery model, it is difficult to make strong judgements on the precise relationship between this particular intervention and the broader agenda of public service reform. Nevertheless, it is still important to bring any evaluation of the intervention’s outcomes back around to a consideration of strategic context. In that regard, this is fundamentally a delivery model grounded in the principles of PSR. It is focused on multi-agency problem-solving, addresses complex need at the earliest opportunity, and is centered on the application of a tailored case management approach.

The intervention has proven to have substantial potential when measured in the most direct of terms: its ability to reduce the demand placed upon blue-light and healthcare services when complex service users are in crisis, and when that crisis cyclically recurs. It is also vital to keep patient outcomes ‘front-and-centre’ in an evaluation of the intervention – and in that respect, all the agency stakeholders feel confident that the intervention has a vital role to play from a risk management perspective: - in simple terms this means fewer Trafford residents taking an overdose, and fewer Police call outs to reports of people on bridges.  

The impact evaluation and accompanying CBA has not - at this stage -factored in the potentially significant impact of the intervention in the longer-term, and therefore a range of system benefits and savings are not quantified at present. This is largely because the intervention has not been in existence for long enough to make robust judgements about its potential in the areas of (e.g.) worklessness, child safeguarding, tackling domestic abuse, alcohol dependency – particularly with the sample size of the cohort being small. However, given the profile of the current core group of service users (and our wider understanding of complex dependency in the round) it would be expected that a CBA in twelve months’ time may be able to build upon the impact analysis conducted here, and potentially cement the wider links to PSR.[footnoteRef:17] Project leads have suggested that it may be appropriate to introduce a stronger means of ‘distance travelled’ structured outcomes measurement with service users, to demonstrate improvements in outcomes and patients’ experiences.[footnoteRef:18] [17:  For example, the Specialist Mental Health Practitioner has worked closely with LA Children’s Services and local Learning Disability services, where childcare factors are relevant for 1/10 in the cohort.]  [18:  For example, the ‘Outcomes Star’, developed by the social enterprise Triangle Consulting, provides one means for service users and support worker to measure, monitor and discuss progress against agreed outcomes, using a ‘ladder of change’ methodology. See http://www.outcomesstar.org.uk/about-the-outcomes-star/ for further details. A further option would be to undertake patient reported outcome measure (PROM) questionnaires, and patient reported experience measure (PREM) questionnaires.] 
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Project Delivery



This chapter provides an analysis of how practitioners report that the model has worked in practice. A structured dialogue with project leads and practitioners has been undertaken, to review and reflect on key processes underpinning the new way of working, and consider the following questions:

how and why has the intervention been successful in achieving its core aims? 

what are the critical success factors?

how could the intervention be optimised to achieve even more locally? 

is the model transferrable to other parts of GM and/or elsewhere?

The approach to addressing some of these issues was to invite colleagues to undertake a SWOT analysis – with further details at Appendix B. This provides a structured method of evaluating the strengths, weaknesses, opportunities and threats involved in a particular project. This section of the evaluation is structured into broadly two parts: (1) a summary of the critical success factors identified by the process evaluation, and; (2) an analysis of key risks of which Trafford partners (and any external partners seeking to replicate the model) should be mindful.



Critical Success Factors



1: An excellent, high-calibre candidate in the central role



“The Specialist Mental Health Practitioner is an asset to the Service” 







The importance of having the right person in the role of Specialist Mental Health Practitioner within this delivery model cannot be over-estimated. The Specialist Mental Health Practitioner operating in the key role within the Trafford project has proven an excellent ‘fit’ for this particular role, on a number of levels:

Experience: The Specialist Mental Health Practitioner has a background of seven years’ experience of working with the Police and in the Criminal Justice System more broadly. The Specialist Mental Health Practitioner has worked as a test-on-arrest worker as part of the Drugs Intervention Programme, in HMP Manchester as part of the Prison’s detoxification team, and within a Mentally Disordered Offenders (MDO) Team. This specialist knowledge is not essential to the post, but is extremely beneficial;

Ability to build relationships: Project leads have commented that a key role for any Specialist Mental Health Practitioner embedded within another Service is to “sell” the positives of the new way of working (i.e. to win ‘hearts and minds’). Feedback from practitioners identifies the Specialist Mental Health Practitioner as an ‘asset to the Service’. Whilst ‘knowledge’ is clearly important to Police Officers who have been invited to comment on the Service, there was more frequent mention still of a basic ability to work flexibly in a different environment and build good relationships. Practitioner feedback here is extremely positive, and highlights a prevailing reputation of friendliness, helpfulness, and approachability.  As highlighted in section 3, a recurring message is that the Specialist Mental Health Practitioner and STR worker are valued for the role they play in ‘bridging’ between the Police and health service providers. 

Leadership: The prevailing view amongst project leaders and practitioners is that, in overall terms, the Specialist Mental Health Practitioner has led the development of the project on a day-to-day basis. Links have been built through the identification of key relationships and processes. For example, the Specialist Mental Health Practitioner has forged links with NWAS in relation to its ‘frequent callers’ project, and is starting to develop similar processes with the Acute trusts. There is also evidence of a very flexible approach. For example, although the Specialist Mental Health Practitioner and STR worker are contracted to work normal office hours, there have been occasions when service users have been engaged outside of these parameters.



2:  Strategic leadership & buy-in

There is significant partnership, political and financial commitment to tackling this issue in Trafford. Strong foundations were already in place before the Specialist Mental Health Practitioner was introduced through the pilot, in terms of overall clarity of vision, coupled with an acceptance that there was more than one dimension to the collaboration – i.e. that the intervention was ‘the right thing to do’; that it was important in the context of demand management (and therefore in the context of making efficiencies and savings to public agencies); and that it was vital in terms of patient outcomes from a vulnerability and risk perspective.

This strategic leadership has also been expressed in the form of hands-on, practical support and line management of the key personnel involved, which has ensured that the overall credibility of the intervention has been maintained throughout. For example, GMW arranged for staff to have access to the clinical database via a secure Trafford Council connection, which has helped ensure smooth day-to-day functionality of the intervention. The Specialist Mental Health Practitioner also has access to a daily log of police incidents, which provides a further means of embedding the service in the Integrated Safer Communities Team (Hub).[footnoteRef:19] [19:  Due regard was given to Data Protection Act 1998 and attendant information security considerations at the start of the pilot. The Specialist Mental Health Practitioner holds an appropriate level of GMP vetting (level 3), which underpins the system access arrangements in place at Stretford Police Station. Basic information about police incidents reported to the Police can be accessed via these arrangements. More detailed sharing of intelligence is undertaken on a case by case basis, within the parameters of existing data sharing protocols.] 


3: Co-location

“Confidence has permeated through the Police Station” 





The decision to base the Specialist Mental Health Practitioner at Stretford Police Station is felt to be a critical success factor. This has helped the Specialist Mental Health Practitioner to become embedded in the police station environment, and become viewed as part of the team. As stated in section 3, there has been a positive shift in culture as a result, with one project lead having expressed the view that ‘confidence has permeated through the Police Station’, on an issue that was previously poorly understood.

4: A manageable cohort of 12-15 service users

One of the ways that strong leadership of the project has manifested itself is in the clarity of shared understanding that the intervention works because of the quality of the interactions that the Specialist Mental Health Practitioner is able to coordinate and lead. This is only possible if the core group of service users within the intervention remains limited, which is governed by a strong, clear and collaborative governance process that ensures oversight of the selection and de-selection process. GMW has ensured adherence to existing best practice guidance which states that a caseload of 12-15 is appropriate and feasible when operating an assertive outreach model. Engagement strategies are key to the success of the project and this is a key reason to keep the cohort small. This makes it possible to develop an enhanced personal relationship and deliver “the right care, in the right time, at the right place”.

5. A flexible approach to selection and de-selection criteria

In addition to having a realistic approach to the numbers of cases within the core target group of the intervention, project leads also feel that the flexible approach to selection and de-selection has also been a critical success factor. The project is guided by an overarching principle that agency thresholds – whilst important to understand – should not govern the process in relation to step-up and step-down decisions. The approach has instead been managed in a more flexible way, through a monthly review of protection and management plans by a dedicated steering group. This eliminates the risk of the project becoming overwhelmed as a result of an open referral system and/or inappropriate referrals. It also provides a means for GMW and GMP to monitor the overall shape of the project, jointly within the steering group, and independently if required.

6: Appropriate resourcing of practical support to the Specialist Mental Health Practitioner

Just as cohort size needs to be managed in order for the Specialist Mental Health Practitioner to function effectively, there is also a need to put adequate financing in place to support the process of intensive case management. The employment of a Support Time and Recovery Worker (STR worker, 0.6 FTE) ensures that service users receive the practical support they need, for example with regards to keeping appointments in the community, and assisting service users in accessing the correct support structures / community resources.[footnoteRef:20] As a result, the Specialist Mental Health Practitioner retains the appropriate capacity to undertake the elements of delivery that involve clinical responsibility. [20:  As per comments in relation to the appointment of the Specialist Mental Health Practitioner, the choice of an STR worker who is well-suited to the role is also important. The STR worker in Trafford is, by coincidence, also a Police Special Constable, which is helpful in terms of understanding the operational context and providing the bridging role between organisations.] 



Key Risks (locally for Trafford partners)



1. Difficulty in achieving long-term ‘resolution’ to complex cases



The flexible nature of the current arrangements to step-up and step-down create a risk in the medium and longer-term that the total cohort size may potentially become difficult to manage. Project leads recognise that service users that are de-selected from the core target group continue to need a level of support, and therefore the ‘case is left open’. In year one of the project, this does not present any significant issues. In future years, the cumulative effect of this practice may be that there is a significant open caseload of complex cases, and therefore a pressure on the delivery model. This will need to be considered in terms of how the STR worker can maintain appropriate non-clinical support to those cases, and how mainstream community mental health services interface with the project in this context.

2. Difficulty in judging how ‘repeatable’ the demand reductions achieved in Year 1 may be



Although the CBA has been undertaken with a significant attention to detail and a strong sense-check with practitioners, it is inevitably difficult to be 100% sure whether the experience of the first year of the project will be reflective of the future rollout. This is because of the size of the cohort. The mixture of presenting needs in the current cohort is felt, broadly, to be a good representation of a ‘typical’ cohort. It is also a real positive that success in reducing demand has not been systematic across this cohort (this is likely to be case in the future too). There remains scope, however, for different sorts of challenges to arise, and the Safer Trafford Partnership will need to evolve and develop further to meet these challenges.

3. Challenge for Specialist Mental Health Practitioner to avoid ‘assimilation’ with GMP



Co-location is one of the key strengths of the delivery model, but this also presents risks in the medium and longer-term. Senior managers from both organisations have empowered operational staff to challenge the status quo and offer a critical perspective back to their employing agency if changes to systems and processes can achieve better outcomes. At the same time, however, project leads have commented that the fundamental difference in organisational perspectives between GMP and GMW is actually something that both parties need to embrace, understand and preserve within the delivery model. High levels of involvement from management are maintained to ensure the practitioners at the centre of the delivery model are supported and can remain focused. If long-term co-location were to blur the lines of responsibility and professional expertise unduly, this would serve to undermine the very strength of the current model.

4. Challenge in collectively agreeing to a positive risk-taking approach



Project leads have highlighted that the delivery model may only achieve its full potential when it reaches a point of maturity and when all partners can sign up to what is described as a ‘positive risk taking approach’. When this point is reached, there will be greater scope to identify a more appropriate resource and response without necessarily requiring a blue-light service response in the usual manner. Subject to all parties having a common and agreed risk management threshold, and a suitable investment of time in workforce training this would create a new expectation of when a dispatch is made, and when an alternative response is chosen instead. 



Additional Potential Risks (Transferring the Model to Other Areas)

1. Absence of strong strategic relationship between partners



The introduction of the New Delivery Model in Trafford came after a concerted period of preparatory work between the partners. On the one hand, this involved the development of a shared action plan (described above). More broadly, the formulation of the bid to Home Office was underpinned by a strong strategic relationship with appropriate senior officer, political and financial support. This evaluation has emphasised that the functionality of the model would be significantly compromised by a lack of equivalent strong foundations in other areas. 



2. Deviation from core principles



As highlighted above, the delivery model relies on the ability of the Specialist Mental Health Practitioner to provide intensive case management support with a prescribed number of service users. This is ‘enabled’ through strong governance of the referral process into the intervention, and a clear understanding of how the Specialist Mental Health Practitioner and STR roles need to complement each other. Attempts to rollout the model with any significant changes (e.g. a larger cohort, a lesser investment in STR worker support, etc.) would lead to dilution of the model’s effectiveness.




3. Absence of clear distinction between the Trafford model and other best practice schemes (principally: street triage)



Any future discussion exploring the potential transferability of the Trafford model to other districts needs to be clear that it is not something that replicates street / telephone triage. Telephone triage is one essential part of the overall joint approach to managing mental health in a partnership. It creates an opportunity for a Police Officer to contact a suitably qualified professional and seek rapid assessment /advice on whether a service user has a history of mental health problems, whether they are currently open to services, and what would be an appropriate resolution to a particular set of circumstances. The delivery model developed in Trafford, in contrast, is about understanding the revolving cycle of crisis and providing an intensive and ongoing case management model, to reduce future demand and intervene earlier with sub-threshold cases on a problem solving basis.

.
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Conclusions



Achieving outcomes for multiple stakeholders



The impact evaluation outlined in this report suggests that the pilot intervention has significant potential to achieve outcomes for multiple stakeholders.

Although the pilot was originally devised as a key means of reducing demand on Police resources, the pilot has demonstrated a much wider potential to reduce demand on other emergency services, and is also reducing the use of health services in hospital and in the community.

Modelling of gross fiscal savings to the relevant agencies, in respect of the five headline outcomes achieved by the NDM, suggests the intervention has the potential to achieve demand reductions worth in excess of £150k per annum. This compares to an estimate of total costs in the region of £100k per annum. 

It is problematic to convert these costs versus benefits figures into a precise residual figure for savings, as this evaluation has not distinguished cashable savings from non-cashable benefits. In addition, this operating cost figure of £100k comprises all costs relevant to the delivery model (approximately £61.5k in direct salary costs, plus other ‘in kind’ costs and costs associated with referral to other services). However, what emerges clearly from the analysis is a strong business case for the agencies involved to continue investing in the intervention, given the strong ‘return’ it yields to several agencies whose resources are being put under considerable pressure by these service users and others with similarly complex lives.

	

Helping practitioners work together effectively



Front line police officers who have shared their view of the project have pinpointed the bridging role provided by the Specialist Mental Health Practitioner as a key benefit in their day to day work. The ability to draw on the advice, support and direction of an expert professional has engendered a confidence amongst officers who report having previously lacked a real understanding of mental health services and how they operate. Practical resolution to longstanding issues around information sharing has also made a step-change difference. 



Project leads recognise these significant benefits to the front line, but also a more fundamental consolidation of relationships between policing and health service professionals on a strategic and organisational level. This has come about through the joint dialogue to champion, establish and oversee the pilot, but the benefits are actually felt to have permeated far more widely.





Changing service users’ lives



Above and beyond all the measurable outcomes and metrics, at the heart of the pilot has been an overriding sense that the new way of working could produce better outcomes for service users – meaning more appropriate and collaborative decision making, and a tailored, problem solving approach centred on the individual. Service users who have been asked about their experiences reflect that the new way of working introduces a personal relationship that benefits them, providing a means to interact, be listened to, and begin a supported journey that provides stability and ultimately leads towards recovery.



Critical success factors – How the intervention works in practice



Project leads have come together to reflect collectively on how the intervention has worked in practice. This structured dialogue has been extremely valuable in identifying how and why the intervention has been successful.  Six critical success factors appear to be present to equip and enable to model:



i. an excellent, high-calibre candidate in the central role

ii. strategic leadership and buy-in

iii. co-location

iv. a manageable cohort of 12-15 service users

v. a flexible approach to selection and de-selection criteria

vi. appropriate resourcing of practical support to the Specialist Mental Health Practitioner



Many of these factors are mutually reinforcing and so it is problematic to isolate any single process or component of the delivery model that underpins everything else. 

There is a strong sense of ownership amongst all project leads, with a clear understanding that this is an intervention that has brought the partners closer together in Trafford. In part, this shared ownership flows from a perceived inherent logic that wired into the model: partners would not deem it appropriate or sensible to ask mental health specialists to police a public order event, and so by the same token there is a fundamental need to bridge police officers into the right contacts, advice and professional expertise that is available within local mental health services. However, it is still to the significant credit of local partners that recognition is given to the importance of a strong governance model at the senior level, and its role in giving the intervention a particular credibility amongst practitioners. 



Risks for the future



Clearly, the continued efficacy of the intervention depends upon its critical success factors being understood and protected. The greatest risk, therefore, is that the intervention loses its focus, or that key personalities involved in overseeing and/or delivering the intervention move into different organisational roles. Partners should maintain a commitment to continuously review the intervention. There is a need to monitor outcomes over a longer period of time to gain a clearer sense of how the intervention is achieving sustainable change. This is particularly important because of the size of the cohort that has been the focus of the intervention to date.



In terms of considering options for spreading the Trafford model to other areas, this is currently being considered in neighbouring areas and will be the subject of a broader, strategic discussion at the Greater Manchester Strategic Mental Health Partnership Board in due course. One key message from this evaluation is that the intervention can certainly be replicated, but must be considered as a discrete intervention, and not be enveloped within a wider discussion about effective, integrated screening and initial assessment. The key ingredients of the Trafford pilot – case management, intensive support based on outreach principles, and problem solving – can complement the existing focus on triage and navigation services, but neither intervention is a substitute for the other.



It will also be important to ensure that future development and potential wider roll-out of the delivery model is considered in its appropriate strategic context. Ultimately, that discussion should reflect the core principles of Greater Manchester’s commitment to public service reform, and take advantage of emerging opportunities for service re-design and co-commissioning associated with local opportunities presented through the devolution agenda.
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Full details of the CBA are available on request to the report authors. An Excel spreadsheet captures the calculations underpinning the CBA, includes key facts and findings from the data analysis, and also provides additional information on any assumptions that have been made in order to complete the modelling work.
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Cohort size: The advice of the Specialist Mental Health Practitioner is that the intervention will typically be managing a core cohort of 15 individuals. Advice also states that additional support will be provided to a number of additional users. This represents the ‘stock’ part of the CBA modeling. The question of ‘flow’ – i.e. how long typically will a particular service user remain part of the core cohort – is very difficult to quantify given that there are very flexible arrangements for ‘step up’ and ‘step down’ within the delivery model. In addition, the model has not been in place long enough to make a firm judgement as to (e.g.) what a typically total number of service users will be over a 2, 3 or 5-year period. For this reason, the model assumes that within a discrete twelve month period, 15 service users will be the subject of the delivery model. This can be revisited in a future iteration of the CBA if required.

Optimism bias: The CBA model requires that adjustments are made to all cost and benefit estimates, to account for known quality and accuracy issues, and wider uncertainty associated with the fact that the delivery model centres on a small cohort, and have not yet been in place for 12 months. This means that some adjustments have been made to the model costs (slightly scaled up) and potential benefits (moderated down).

Lag and drop off: The CBA model – which is considering the costs and benefits of the delivery model over 5 years - requires that consideration is given to ‘lag’ and ‘drop off’. In terms of benefits, this is to account for any delayed effects of the model, and also any future risk of diminishing benefits. In terms of costs, this provides a practical means of accounting for start-up costs, and any costs that would significantly change over the course of the delivery model. Adjustments have been made on the costs side of the model to account for start-up costs. No modelling of lag and drop off has been attempted in terms of benefits.
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The main referral cost including in the CBA modelling is the increased cost borne collectively by the A&E Mental Health Teams across local hospitals, due to the intervention of the Specialist Mental Health Practitioner.  Access to these services by members of the NDM cohort increased by 21% overall. The unit cost information is based on estimates from the Trafford RAID team manager on the cost of this service.

The view of project leads is that it would be important to revisit these figures at a future date. One reason for this is that the overall increase in contact relates to some, but not all, of the cohort. In addition, there is a suggestion that the increase may, in part, be attributable to the roll-out of a fully-functioning alcohol RAID service (in Trafford in January 2014, and Wythenshawe in April 2014). Prior to this, there was a less systematic arrangement (alcohol liaison nurse provision).
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The analysis was underpinned by assumptions that are based on simulation work undertaken by GMP that considered the resourcing of response policing and examined calls for service over the two year period April 2011 – March 2013.

The analysis is primarily concerned with matters relating to primary investigation, i.e. it does not include secondary investigation of crime, not any longer-term problem solving work undertaken by GMP. It also disregards the (relatively small) cost of the OCB function (i.e. the administration cost of handling the initial call).

Calculations in the model are split into travel time, time at scene, multiplied by the number of officers attending. Median time to attend each incident is based on primary closing code (i.e. the classification of the call at the original point details are captured by the call hander). Average (mean) number of units attending is based on grade and opening code. This gives a total time per incident which is multiplied by the cost per hour of a constable (provided by the GMP Finance Team).

Simulation software is employed in the calculations process to help understand and account for variation in demand by job type, and its impact on resources.
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Information on the number of 999 calls was gathered by the Specialist Mental Health Practitioner, through liaison with the North West Ambulance Service’s Information Analyst. Information was provided in relation to the number of calls, matched against all service users. Several of the service users were registered on the NWAS frequent caller intervention. Manual trawling of records was undertaken in the remainder of cases.

The CBA draws on unit cost estimates within the document “NHS Reference Costs 2011-12”. Different cost estimates are available dependent on whether the callout resulted in a vehicle dispatch, whether treatment was administered, and whether the patient was conveyed to hospital. The unit cost figure used within the CBA is a weighted average of available cost options, and reflects expert advice from the Information Analyst.
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The CBA uses the standard recommended unit cost within the document “NHS Reference Costs 2011-12”. A conservative approach was adopted, given that hospital admissions costs are counted separately in the model.
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The CBA uses a recommended unit cost within the document “NHS Reference Costs 2011-12”. More than one option was available to undertake the modeling work (i.e. unit costs expressed as the cost of an admission of ‘average’ length versus unit costs per bed day). The CBA utilised suggested unit costs per bed day as the Specialist Mental Health Practitioner was able to source precise data to this specification in relation to the subset cohort of 10 service users.
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The unit cost figure in the CBA for Home Based Treatment Team calls is £179 per call. This figure was supplied by the Specialist Mental Health Practitioner, who liaised with the Service, and so is effectively an estimate based on expert practitioner judgement.
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Appendix B – Evaluation Workshop

A dedicated evaluation workshop was held on 2 February 2015 with a small group of officers central to the oversight and delivery of the project, representing Greater Manchester Police, Trafford CCG and Greater Manchester West Mental Health NHS Foundation Trust. 

The purpose of the workshop was as follows:

1) To review and reflect on key processes underpinning the new way of working – how has the intervention worked in practice? Why is the intervention working? What are the critical success factors?

· Project strengths: why has the intervention been successful in achieving its core aims? Have there been unanticipated (positive) consequences?

· Project weaknesses? Are there areas where the project has not succeeded? 

· Future opportunities: how could the intervention be optimised to achieve even more locally? Is the model transferrable to other parts of GM?

· Future risks: what would put the future success of the intervention ‘at risk’?

2) To reflect on the cost benefit analysis undertaken to evaluate the project’s impact, and identify wider qualitative/less easily measurable outcomes that have been achieved.

· What have service users fed back about the intervention? 

· From a practitioner perspective, other than the headline outcomes captured and monetised in the CBA, what key successes have been achieved through the project?

The evaluation workshop was facilitated and coordinated by: David Ottiwell, Principal, Public Protection Research Team, New Economy; Lucy Evans, Intelligence Analyst, Trafford HUB, Stretford Police Station; and Britta Berger-Voigt, Economic Analyst, New Economy.

A list of attendees can be found in Appendix C: Acknowledgements.
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Executive Summary



Introduction



This report provides an overview of key findings from a dedicated evaluation of a new way of working that has been piloted in Trafford since April 2014, testing a New Delivery Model (NDM) between the Police at the Trafford Division within Greater Manchester Police (GMP) and local Health Services. 



The principal element of the pilot has been the introduction of a Specialist Mental Health Practitioner from Greater Manchester West Mental Health NHS Foundation Trust (GMW), to operate within the Integrated Safer Communities Team, physically co-located on the Trafford Division at Stretford Police Station. The role of the Specialist Mental Health Practitioner is to work alongside Trafford Division Police and Trafford Council staff to triage emerging risk cases; and to engage with individuals who are presenting demands on services, supporting the development of a multi-agency plan of care and / or intervention. The NDM can be characterised as an innovative multi-agency model, with a focus on personal, face-to-face interaction, relationship building, problem solving and early intervention.



Methodology



The evaluation, completed jointly by New Economy with the Safer Trafford Partnership[footnoteRef:1], has comprised: [1:  The Safer Trafford Partnership is the lead partnership in Trafford on the delivery of the Safety & Reassurance Key Objective and its priority outcomes in the Sustainable Community Strategy document 'Trafford Vision 2021: A blueprint'. The partnership was formed as a result of the Crime and Disorder Act 1998, which places a duty on local services such as the Police, Council, Fire Service, Health, Children’s Services, Housing and Probation to work together to reduce crime.] 




(1) an impact evaluation – which considers available data relating to a cohort of 10 service users who have benefitted from the new way of working between April 2014 and November 2014;



(2) an accompanying cost benefit analysis – which estimates fiscal benefits (i.e. savings to the public sector) as a result of the pilot, compared against the marginal costs of establishing the new way of working; and



(3) a process evaluation – which draws on the perspectives of project leads, practitioners and service users to provide supporting qualitative evidence on the pilot’s achievements to date, and to unpick how the intervention is working in practice.



Achieving outcomes for multiple stakeholders



Levels of demand on various stakeholder services over the first seven months of the project (April 2014 – November 2014) have been compared with a baseline period of equivalent length immediately before the intervention began (September 2013 – March 2014). This has allowed a pre/post comparison for key measures of service demand, relating to the cohort of 10 service users considered.



The overall picture is an extremely positive one, with reductions noted across a range of contexts and multiple partners’ day-to-day business activity. Although the pilot was originally devised as a key means of reducing demand on Police resources, the pilot has demonstrated a much wider potential to reduce demand on other emergency services, and is also reducing the use of health services in hospital and in the community. 





		Outcome Measure

		Positive Impact

		Estimated value of demand reduction (annualised)



		Reduction in police demand

		15% reduction in volume of calls (64% reduction in resource demand)

		£16.5k



		Reduction in 999 calls to the North West Ambulance Service

		20% reduction in call volumes

		£16k



		Reduction in attendances at the hospital emergency department

		42% reduction in volume of attendances

		£18k



		Reduction in hospital in-patient admissions

		58% reduction in number of bed days

		£68k



		Reduction in the number of interventions from the GMW Crisis Resolution and Home Based Treatment Team

		50% reduction in call volumes

		£33k







Modelling of gross fiscal savings to the relevant agencies, in respect of the five headline outcomes achieved by the NDM, suggests the intervention has the potential to achieve demand reductions worth in excess of £150k per annum. This compares to a calculation of total costs estimated to be in the region of £100k per annum. 



It is problematic to convert these costs versus benefits figures into a precise residual figure for savings, as this evaluation has not distinguished cashable savings from non-cashable benefits. In addition, this operating cost figure of £100k comprises all costs relevant to the delivery model (approximately £61.5k in direct salary costs, plus other ‘in kind’ costs and costs associated with referral to other services). However, what emerges clearly from the analysis is a strong business case for the agencies involved to continue investing in the intervention, given the strong ‘return’ it yields to several agencies whose resources are being put under considerable pressure by these service users and others with similarly complex lives.

	

Helping practitioners work together effectively



Front line police officers who have shared their view of the project have pinpointed the bridging role provided by the Specialist Practitioner as a key benefit in their day to day work. The ability to draw on the advice, support and direction of an expert professional has engendered a confidence amongst officers who report having previously lacked a real understanding of mental health services and how they operate. Practical resolution to longstanding issues around information sharing has also made a step-change difference. 



Project leads recognise these significant benefits to the front line, but also a more fundamental consolidation of relationships between policing and health service professionals on a strategic and organisational level. This has come about through the joint dialogue to champion, establish and oversee the pilot, but the benefits are actually felt to have permeated far more widely.




Changing service users’ lives



Above and beyond all the measurable outcomes and metrics, at the heart of the pilot has been an overriding sense that the new way of working could produce better outcomes for service users – meaning more appropriate and collaborative decision making, and a tailored, problem solving approach centred on the individual. Service users who have been asked about their experiences reflect that the new way of working introduces a personal relationship that benefits them, providing a means to interact, be listened to, and begin a supported journey that provides stability and ultimately leads towards recovery.



Critical success factors – How the intervention works in practice



Project leads have come together to reflect collectively on how the intervention has worked in practice. A structured dialogue has been conducted to identify how and why the intervention has been successful in achieving its core aims, and this has identified six critical success factors:



i. an excellent, high-calibre candidate in the central role

ii. strategic leadership and buy-in

iii. co-location

iv. a manageable cohort of 12-15 service users

v. a flexible approach to selection and de-selection criteria

vi. appropriate resourcing of practical support to the Specialist Practitioner



Many of these factors are mutually reinforcing and so it is problematic to isolate any single process or component of the delivery model that underpins everything else. There is a strong sense of ownership amongst all project leads, with a clear understanding that this is an intervention that has brought the partners closer together in Trafford. This is reflected into a strong governance model at the senior level, and it also affords the intervention a particular credibility amongst practitioners. There is also a commitment to being realistic about project achievements to date, and recognising that many of the service users currently subject to the intervention have been experiencing a cycle of crisis and dependency for several years. This ensures there is a continued and helpful focus on problem solving, and a resolve to address underlying drivers of demand over the medium and longer term. 



Risks for the future



Clearly, the continued efficacy of the intervention depends upon its critical success factors being understood and protected. The greatest risk, therefore, is that the intervention loses its focus, or that key personalities involved in overseeing and/or delivering the intervention move into different organisational roles. 



With Trafford Clinical Commissioning Group (CCG) having made a further commitment to invest in the intervention over 2015/16, there is no immediate risk to the future operation of the model that is now in place. There is, however, a need to monitor outcomes over a longer period of time to gain a clearer sense of how the intervention is achieving sustainable change. This is particularly important because of the size of the cohort that has been the focus of the intervention to date: it is currently hard to generalise regarding the profile of service user needs in the future, and therefore difficult to make definitive claims about likely future outcomes.



In terms of considering options for spreading the Trafford model to other areas, this is currently being considered in neighbouring areas and will be the subject of a broader, strategic discussion at the Greater Manchester Strategic Mental Health Partnership Board in due course. 



One key message from this evaluation is that the intervention can certainly be replicated, but must be considered as a discrete intervention, and not be enveloped within a wider discussion about effective, integrated screening and initial assessment. The key ingredients of the Trafford pilot – case management, intensive support based on outreach principles, and problem solving – can complement the existing focus on triage and navigation services, but neither intervention is a substitute for the other.



It will also be important to ensure that future development and potential wider roll-out of the delivery model is considered in its appropriate strategic context. Ultimately, that discussion should reflect the core principles of Greater Manchester’s commitment to public service reform, and take advantage of emerging opportunities for service re-design and co-commissioning associated with local opportunities presented through the devolution agenda.
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Pilot Intervention – Case Studies



The essence of the intervention – its strategic importance, the operational benefits, the move towards better and safer outcomes for service users – are all helpfully and powerfully illustrated through the medium of case studies. Each of the following is a real case from the pilot work since April. Names have been changed to ensure the identity of service users is appropriately protected.



Beverley’s Story



Beverley is a mature woman with a long history of problematic alcohol misuse and a history of poor engagement with alcohol services. In her younger years, she had a promising career and stable family life. As her career was flourishing, her use of alcohol escalated. Unfortunately she became depended on alcohol, with subsequent marriage breakdown, career loss and physical health problems secondary to alcohol use. Her chaotic lifestyle and health problems precipitated frequent contact with emergency services.



Project intervention: The project used case management, personal active assertive outreach engagement, motivational interviewing, carer involvement and practical approaches to support Beverley. Her presentation made it difficult for her to engage with services and initially Beverly was not willing to engage with alcohol services. The project team worked collaboratively with Beverly and her carer to formulate an alternative support plan which involved gradual detoxification, regular medical reviews with GP, monitoring from project team and her carer. Previously Beverly had unsuccessful attempts to stop by jumping immediately into abstinence, which escalated use of emergency services due to adverse withdrawals. Beverley is currently abstinent and has a relapse prevention plan (and she has experienced a few lapses). She was supported by the project team to engage with voluntary services for social inclusion, to manage her time constructively and to engage in voluntary entertainment activities. She reports an increased satisfaction with quality of her life, improved physical health and interpersonal relationships. Her contact with emergency services has reduced substantially. 



Demand on services

Pre-pilot

During pilot

GMP calls

119

16

NWAS calls

121

15

A&E attendances

72

8









Carl’s story



Carl is a middle-aged man with a long history of poly-substance misuse, suicidal behaviour and frequent crisis presentation to A&E. His problems worsened when he lost his job and experienced loss of a close family member by suicide. Carl has a history of poor engagement with services and dysfunctional relationships with care providers. Carl has had multiple assessments of his mental health needs from a range of services within community and inpatient settings. These assessments have consistently identified that Carl’s problems are predominantly psychological and compounded by poly substance misuse.



Carl’s chaotic lifestyle precipitated frequent contact with police due to welfare concerns or third party calls from professionals. Carl presented with challenging behaviour within care settings, namely verbally abusing, threatening professionals and making explicit attempts to self-harm in front of staff. This behaviour was in the context of attempts to obtain medication, or when he perceived his needs were not being met.



Service intervention: The Project team used case management and assertive engagement approach to develop and maintain a constructive working relationship with Carl. The team used a multi-agency approach, by communicating and arranging a professionals meeting with all services that were coming into contact with Carl. Services shared information and developed a shared management plan to promote a consistent approach to break the cycle of high-risk behaviours. Carl was made aware of information shared between agencies. The Specialist Mental Health Practitioner also worked collaboratively with Carl’s GP to manage the risk of repeated overdose by recommending a significant reduction in the quantity of his medication prescribed.



Carl was reluctant to engage with alcohol services. He has, however, had periods of temporarily controlled drinking/spontaneous remission. These periods were used as a window of opportunity for motivational interviewing to challenge his ineffective strategies and increase his motivation for change. Carl gained a good insight into problematic use of alcohol and how it maintains a crisis cycle. Carl was referred for bereavement counselling and was supported to attend initial appointment, and appears motivated to address unresolved grief. Involvement with the project ensures that he continues to receive contact, although intermittently. Carl’s use of emergency services has reduced significantly.



Demand on services

Pre-pilot

During pilot

GMP calls

25

14

NWAS calls

30

18

A&E attendances

48

37
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Chelsea’s Story



Chelsea is a young woman with a history of contact with mental health services and social services as a child.



In her early twenties she experienced a relationship breakdown and a few months later her daughter was removed from her care. This resulted in a considerable amount of self-injurious behaviour, suicidal attempts and marked emotional and mental instability. She had various visits and contact with the police due to concerns for welfare, concerns for her daughter’s welfare and concerns regarding domestic violence. She was taken to the A&E under section 136 of the Mental Health Act numerous times. 



The number of risk incidents escalated, culminating in a serious incident where Chelsea jumped off a footbridge and sustained significant physical injuries. This incident resulted in an inpatient psychiatric admission at a local mental health unit. The escalation in her risk behaviours led to partnership, cross boundary and coordinated working between a numbers of agencies. Chelsea needs were assessed, with subsequent diagnosis of emotionally unstable personality disorder, and managed under the community mental health team.



Chelsea’s subsequent care was coordinated by the project team, who liaised with community mental health team, police and social services. Since these interventions, there have been no further police or emergency service involvement, as she is currently stable. Chelsea continues to be supported by the community mental health team, where she benefits from regular and consistent appointments with her care coordinator and psychiatrist. Due to this significant period of stability, Chelsea managed to resume care for her daughter and continues to receive support from Children’s Social Services.



Demand on services

Pre-pilot

During pilot

GMP calls

28

4

NWAS calls

3

0

A&E attendances

19

1









Alex’s Story



Alex is a single man in his fifties. He has a diagnosis of mental and behavioural disorder due to alcohol dependency syndrome. His parents are deceased, he is estranged from his siblings and is socially isolated. Alex has a long history of extensive use of GP out-of-hours services, police and ambulance services, and makes frequent A&E attendances.



Alex was offered assertive intensive contact and home visits to assess his needs. He appeared motivated to address his alcohol use and was amenable to a detoxification. The project worked collaboratively with Alex and the alcohol team to facilitate a two week inpatient detox and comprehensive assessment of needs. Following eight weeks of pre-detox input and post detox planning, Alex was transported to the detox unit, unfortunately he self discharged two days later.



Alex’s use of alcohol maintained his chaotic dependency on emergency services. Dialogue between the services involved confirmed that Alex was not willing to engage and had consistently expressed a wish to continue drinking. The multi-agency meeting led to a number of key actions:



1. It was agreed that the ambulance service should attend to medically related calls made by Alex to the police.

2. It was agreed that partners should work together to reduce the number of ambulance service responses graded at Red 2 level (a blue light response), to reduce the risk to the wider public. This related specifically to calls relating to suicidal thoughts on Alex’s part, as multiple risks assessments have consistently identified these suicidal thoughts as passive. 

3. The service made arrangements for a key safe to be installed at Alex’s home to allow paramedics’ access, rather than use of police services to gain entry.

4. The service worked with A&E to manage third-party calls to police by staff requesting for welfare checks when Alex left the department prematurely. These types of calls would be made if clinically indicated rather than as general A&E protocol. 



The service continues to visit Alex on a regular basis. He admits problematic use alcohol, and remains reluctant to address this. He continues to place significant demands on emergency services, although the new multi-agency plan means that the response is less resource intensive and better targeted to Alex’s needs.



Demand on services

Pre-pilot

During pilot

GMP calls

44

32

NWAS calls

37

42

A&E attendances

45

27









[bookmark: _Toc413326349]1. Introduction

This report provides an overview of key findings from a dedicated evaluation of a new way of working in Trafford between the Police and local Health Services. Originally focused on reducing demand on Police resources, the New Delivery Model (NDM) has been piloted since April 2014 as an intervention with much wider potential to reduce demand on other emergency services, and an important means of improving multi-agency care planning for vulnerable people. The shared aim of Greater Manchester Police (GMP) - Trafford Division[footnoteRef:2] and Greater Manchester West Mental Health NHS Foundation Trust (GMW)[footnoteRef:3] has been to engage individuals who repeatedly present with suspected mental health needs and self-harming behaviour who do not meaningfully access support services. [2:  Trafford Division is co-terminous with the metropolitan borough of Trafford.]  [3:  Greater Manchester West Mental Health NHS Foundation Trust provides integrated mental health and social care services to the 700,000 people living in the Bolton, Salford and Trafford local authority boundaries. The Trust also provides a range of specialist and secure mental health services across Greater Manchester, the wider North West and beyond. See https://www.gmw.nhs.uk/about-us for further details.] 


The principal element of the pilot has been the introduction of a Specialist Practitioner from GMW, to operate within the Integrated Safer Communities Team of GMP and Trafford Council, with physical co-location at Stretford Police Station. The role of the Specialist Practitioner is to work alongside Police and Trafford Council staff to triage emerging risk cases; and to engage with individuals who are presenting demands on services, supporting the development of a multi-agency plan of care and / or intervention. The NDM can be characterised as a multi-agency model, with a focus on personal, face-to-face interaction, relationship building, problem solving and early intervention. 

The ultimate aims of the pilot are as follows:

to improve the quality of care to ‘sub-threshold’[footnoteRef:4] individuals who repeatedly present to services with mental health needs – managing risk and vulnerability, and addressing underlying need; and [4:  The term ‘sub-threshold’ refers to those individuals not meeting full diagnostic criteria for mental disorders.] 


to reduce the cost and resource burden to public agencies (police, health and local authority) generated by individuals in crisis who repeatedly present to a range of services.

The pilot has been supported by a Home Office Innovation Fund grant. The new way of working has shown considerable potential to enhance joint working and improve outcomes, and will therefore continue to operate beyond March 2015, following recent agreement with commissioners on local funding options going forward.

This evaluation report has been commissioned to provide an independent review of the model. The scope of the evaluation, which was undertaken between October 2014 and February 2015, was as follows:

(1) To undertake an impact evaluation, reviewing project outcomes in the seven months of operation April 2014 – October 2014, against a baseline September 2013 – March 2014;

(2) To undertake a cost benefit analysis (CBA), examining project costs against modelled / potential savings from a demand reduction perspective; and

(3) To review and reflect on the way the NDM operates, to determine critical success factors and key process issues.



The remainder of this evaluation report is structured as follows:



Chapter 2: Background and context – provides an overview of how and why the pilot was developed.

Chapter 3: Project Outcomes – provides a review of statistical findings in relation to the impact of project, results from the CBA, and wider evaluation findings on project outcomes to date.

Chapter 4:  Project Delivery – provides an analysis of how the model has worked in practice, highlighting critical success factors and key learning points. 

Chapter 5: Conclusions

Appendices





[bookmark: _Toc413326350]
Background and context

The challenge: Demand management, risk management and safeguarding

Development of the Home Office Innovation Fund Specialist Mental Health Practitioner Pilot has its origins in a multi-agency dialogue in 2013 to examine, understand and respond to a noticeable increase in mental health incidents in the borough of Trafford.

Analysis undertaken by GMP, together with the Safer Trafford Partnership (STP), identified that one of the key drivers of demand for police resources on a daily basis was linked to individuals with suspected or diagnosed mental health needs. From a policing perspective, this manifested itself in a number of ways. Part of the challenge was identified as relating specifically to demand from individuals within existing recognised health care settings (both at the Accident and Emergency/ Urgent Care Centre (UCC) at the Trafford General Hospital (TGH), and the Moorside Unit[footnoteRef:5] specifically). Further significant service demand was identified as being generated by individuals with mental health needs who were living in a community setting. [5:  The Moorside Unit, owned by GMW, provides specialist capacity within the grounds of Trafford General Hospital with regards to mental health. Key services include: Assessment or medical treatment for persons detained under the 1983 Mental Health Act; Caring for people whose rights are restricted under the Mental Health Act; Dementia, Diagnostic and screening procedures; Mental health conditions; Treatment of disease, disorder or injury; Caring for adults over 65 yrs. http://www.cqc.org.uk/location/RXV80] 


The analysis highlighted that this demand was affecting a range of local stakeholders, and related to individuals who were often repeatedly presenting with mental health needs and self-harming behaviour, but not meaningfully accessing support services. The overall key issue identified from the research was an apparent gap in meeting and managing the emotional and mental health needs of a small number of individuals - posing a significant resourcing challenge and a revolving cycle of service[footnoteRef:6] demand. [6:  Familiar issues in this regard included time spent by police officers remaining with patients in A&E whilst waiting for medical assessment; inappropriate requests for police resources to undertake transportation of patients; police resources invested in responding to repeated episodes of patients being reported as ‘missing’ (i.e. patients who had absconded or walked out of healthcare settings) – all creating difficulties in resourcing other priority incidents at critical times.] 


In organisational terms, the analysis confirmed the increasing prevalence of repeated calls to the Police by a small number of service users, exacerbating the cycle of inappropriately placing demand on police resources. More fundamental still, however, was the recognised complexity of the underlying issues, the vulnerability of the service users involved, and prime concerns in relation to risk management. This made a concerted dialogue with health partners and other stakeholders essential in determining potential joint action to improve the situation.

Liaison with GMW confirmed a range of dynamics and issues in terms of classifying the service user demand being discussed:

in many instances, individuals concerned were either ‘sub-threshold’ or their mental health needs were undiagnosed;

in some cases, the mental health need was diagnosed, but the individuals concerned were not meaningfully accessing support services; and

in further cases still, individuals concerned were diagnosed, were receiving care/treatment, but nevertheless were continuing to place significant demands on a range of services for a range of reasons.

The initial response: Multi-agency action plan (Sep 2013 - March 2014)

In response to the issued identified, in September 2013 senior managers from Trafford Police, GMW, Trafford Clinical Commissioning Group (CCG), Trafford Council and Acute Services (Central Manchester Central Manchester University Hospitals NHS Foundation Trust (CMFT)) formed a strategic group and devised an action plan to forge a closer and more comprehensive multi-agency response. 

This plan covered a range of activity, with agreement to:

	

develop a formal strategic partnership to examine the impact of mental health/ vulnerability issues on police in Trafford;

develop a menu of criteria for monitoring purposes at the Strategic Meeting;

develop an effective Tactical Partnership Delivery Group meeting on a weekly basis;

develop a process to focus on those complex cases that require a higher degree of multi-agency intervention and support;

develop a system to identify repeat cases (patients and callers);

develop a system where there is a clear escalation process for problematic cases;

review the management of voluntary patients and those who have authorised leave;

review the roles and responsibilities of the Home Based Treatment Team (HBTT) and GMW staff and the response to a report of a missing patient;

conduct a review of security at the Moorside Unit, within wards at Trafford General Hospital and A+E;

deliver an on-going series of joint partnership training inputs, as part of a workforce development programme

organise a series of awareness sessions for staff (to improve understanding of current policies and protocols amongst all agencies); 

include this issue as an agenda item at Trafford Adult Safeguarding Board;

include this issue as an agenda item at the Trafford Health and Well-Being Board; and

develop a partnership survey to capture blockages in current systems and ideas for service improvement moving forward.





Looking back on this period, local partners agree that this activity brought about a number of positive changes:

an enhanced level of communication between partners, and a focus on those individuals within the system who were regular attenders at the acute setting establishments, and who attracted a significant amount of police demand;

a collaborative approach to re-visiting and updating policies and protocols, to identify opportunities to implement improved ways of working; and

structural and environmental changes to the Moorside Unit.[footnoteRef:7] This reduced the opportunities for patients to leave the building unchallenged, and resulted in a reduction in the number of calls to police to report patients as ‘missing’ (which in turn no longer necessitated the allocation of police resources to conduct enquiries to locate and return missing patients from the ward). [7:  Specifically: change of break glass points at fire doors to embedded key locks, and creation of a reception area making a physical presence between the ward and the exit.] 


The new delivery model: Introduction of a Specialist Mental Health Practitioner (April 2014 – Present)

The package of measures in 2013/14 achieved some notable successes. For example, in September 2013, there were 57 mental-health related calls to the Police from care settings. By comparison, there were 23 comparable calls in February 2014. However, despite progress on various levels, the demand generated by individuals with diagnosed or suspected mental health issues within the community setting remained.

The existing and impending budget reductions facing partners in Trafford highlighted the need to apply public service reform principles to the issue, which could only be properly understood and tackled as both a symptom and cause of complex dependency in the borough.  A business case was developed proposing the introduction of a Specialist Mental Health Practitioner to support the partnership in developing a problem-solving approach that would include a wider range of health professionals - something that the Police alone had struggled to achieve due to the lack of professional knowledge in this specialised area of work.




A bid to the Home Office Innovation Fund in early 2014 was successful, securing a proportion[footnoteRef:8]  of approximately £59,000 to invest in taking forward a pilot of the new way of working. In addition to the Home Office Innovation Fund monies, further funding was secured from the Office of Police and Crime Commissioner, and from Trafford Council. The pilot project formally commenced in April 2014.  [8:  The bid was a multi-year bid in the 2013/14 ‘Precursor fund’. Over the two years, £58,820 was secured to enhance the work of the Safer Trafford Partnership in two areas: with regards to Antisocial Behaviour (neighbourhood disputes) and in relation to mental health work. In total, approximately £100,000 was secured over 15 months to deliver these two projects.] 


The introduction of the Specialist Mental Health Practitioner



Overview of the New Delivery Model (NDM)



Headline Description



Co-location of a Specialist Practitioner at Stretford Police Station (Integrated Safer Communities Team) with a remit to: work alongside Police within Trafford Division and Trafford Council staff to triage emerging risk cases; engage with individuals who are presenting demands; and support the development of a multi-agency plan of care and / or intervention. 

Details

· Secondment of a Band 7 Specialist Mental Health Practitioner from GMW to provide intensive case management and clinical support.

· Recruitment of a Support Time and Recovery Work post to provide additional capacity.

· Identification of a small cohort of service users as the core group for focus through the NDM, who are then case managed and provided with a tailored care and support package (on a voluntary basis).

· Wider brokerage with local service providers, to enable a joined up response that addresses the underlying issues.









Profile of the ‘core group’ of service users targeted by the New Delivery Model



A core principle of the new delivery model is that it must retain focus on a manageable number of service users, given the complexity of the underlying issues and need for intensive problem solving. In creating the initial cohort for the NDM, initial consideration was given to 16 individuals with suspected mental health needs who, between January 2013 and March 2014, were shown to have generated a total of 546 calls for Police service.

For the purposes of this evaluation, project leads were requested to provide full profiling information in relation to a subset cohort of 10 service users, who have been central to the test period of the new delivery model. 

The cohort under examination has the following demographic profile:



Overview of the cohort



Gender: 3 male; 7 female

Age: Aged between 21 and 71. 8/10 aged 40 or above. [image: ]

Ethnic background: 8/10 White British; 1/10: White Other; 1/10 Mixed: White & Black African.

Religion: 4/10 Catholic; 3/10 Church of England; 2/10 no religion; 1/10 not stated.

Marital status: 2/10 (female) are divorced, and are involved in intermittent relationships; 1/10 (male) is divorced and not involved in a relationship; 1/10(female) is widowed and not in a relationship; 1/10 (female) is married, but separated (not officially divorced), and involved in a relationship. The remainder (5/10) are single and have never been married.

Sexual orientation: All heterosexual







Engagement status with local mental health support services



As of April 2014, 7/10 cohort members were ‘open’ to local mental health services:

4 female clients were open to Community Mental Health Teams: 1 had a diagnosed mental illness, 1 diagnosed personality disorder, 1 dual diagnosis (alcohol and mental illness), and 1 was being managed as a vulnerable adult.

1 male was open to GMW’s Crisis Response and Home Based Treatment Team, in connection with psychological problems and alcohol problems	

1 female was open to the local Learning Disability Partnership Team

1 male was on a waiting list for alcohol Inpatient Detox – subsequently admitted in May 2014 (alcohol problems)

The remaining three members of the target cohort (two females and one male) were not open to services. However, in each case there was a history of contact with A&E mental health Services, and all three had problems with alcohol use. 



Other profiling information: Features of complex dependency



A wider profile of the cohort identified problematic alcohol use as a particularly important issue, but also a number of additional challenges that often feature as presenting needs when examining and responding to complex dependency:

Occupational status: None of the cohort recorded as having been in paid employment (going back 5 years). 1/10 (female) completed 15 hours of voluntary work per week. 3/10 were of pensionable age.

Accommodation status: All recorded as resident in local authority or private rented accommodation. 1/10 owned their home.

Children: 1/10 (female) had 2 children – though not custody of both children (supervised contact).

Substance misuse: 6/10 recorded as having significant problems with alcohol use.

Domestic abuse/adult safeguarding: 5 females recorded as being involved in intermittent relationships with history of domestic violence (safeguarding vulnerable adult assessments conducted).
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Project Outcomes



This chapter provides a review of statistical findings in relation to the impact of project, results from the CBA, and wider evaluation findings on project outcomes to date.

An analysis of project outcomes to date has been based on a detailed examination of case file and management information relating to a subset of 10 service users benefiting from the NDM described in the cohort profiling in section 2.

Levels of demand on various stakeholder services over the first seven months of the project (April 2014 – November 2014) have been compared with a baseline period of equivalent length immediately before the intervention began (September 2013 – March 2014). This has allowed a pre/post comparison for key measures of service demand.[footnoteRef:9] [9:  There is a possibility that seasonal differences could have an impact on this pre/post analysis. The degree to which this applies is not known.] 


Overview of headline project outcomes (demand reduction measures)



The overall picture is a significantly positive one, with reductions noted across a range of contexts and multiple partners’ day-to-day business activity.

Fig 3.1, Headline project outcomes – Demand reduction measures, baseline period (September 2013 – March 2014) compared to intervention period (April 2014 – November 2014)

[image: ]




15% reduction in Police demand



· There has been an overall reduction in the level of police demand (incidents) in the 7 months that the project has been running. The ten members of the cohort generated 323 police incidents in the 7 months leading up to the project. The same cohort generated 275 police incidents in the 7 months of the project up until end November 2014. This is a reduction of 14.9% (48 police incidents). 



· The demand reduction has been more marked still for several service users. It has been identified that two members of the cohort have displayed and presented particularly complex and challenging behaviour throughout the duration of the project to date.  For context, if the data from these two individuals were removed, then a cohort of 8 individuals would have generated 112 fewer police incidents compared to the number of police incidents generated by the same 8 in the previous 7 months prior to the project pilot – a reduction of 39% (112 incidents).



· The type of calls received by the Police has also changed. In overall terms, the calls made by the cohort have become less resource-intensive and complex. For example, the number of occasions where the Police have been required to use powers under Section 136 Mental Health Act with members of the cohort has reduced from seven uses to a single instance. This is discussed further in the context of the cost benefit analysis findings described below.



20% reduction in 999 calls to the North West Ambulance Service



· There has been a reduction in the number of times that the North West Ambulance Service (NWAS) has been called out to attend and treat members of the cohort following a 999 call for service. Several members of the cohort are registered on the NWAS ‘frequent caller’ register. The data shows that the cohort made 219 calls to NWAS before the initiative and 176 calls during the initiative. This represents a 19.6% reduction. 



42% reduction in attendances at a hospital emergency department (A&E)



· A&E Acute presentations have reduced from 286 to 164, which is a reduction of 42%. This is based on an assessment of attendance numbers at Trafford General Hospital Urgent Care Centre and at three other hospital sites.



58% reduction in hospital in-patient admissions



· In-patient admissions relating to the cohort have reduced. In the baseline period, the cohort accounted for a combined 115 in-patient bed days. In the 7 months of the project up until end November 2014, the equivalent figure was 48 bed days. This is a reduction of 58%.






50% reduction in the number of interventions from the Greater Manchester West Crisis Resolution and Home Based Treatment Team



· The Home Based Treatment Team is a service for people 17 years and above with mental health problems who are experiencing an acute psychiatric crisis.  The service provides an alternative to hospital admission, providing home based treatment for service users 365 days a year with access to a qualified practitioner at all times.[footnoteRef:10]The number of Crisis Team incidents generated by the cohort has reduced from 161 to 81, which is a reduction of 50%. This reduction in demand is an important indicator in terms of the NDM’s success in moving from crisis care to planned and more upstream intervention at the earliest opportunity. [10:  Referral to the service is via community mental health teams or A&E. The service also facilitates early discharge from inpatient wards at the Moorside Unit. ] 




Cost Benefit Analysis – Intervention Costs



A formal cost benefit analysis has been undertaken to extend the findings of the impact analysis above, to consider how the demand reductions achieved by the project to date can be expressed in financial terms. This has been completed using New Economy’s HM Treasury approved methodology, producing a baseline retrospective assessment that compares the net fiscal value of the benefits attributed to the model against the costs of its implementation. Detail in relation to the methodology is provided in Appendix A, CBA Technical Information.



Intervention Costs

A detailed examination of all essential ingredients that make up the new delivery model has identified total costs in the region of £100,000 per annum 



· £61.5k in direct salary costs

· £29k equivalent in A&E Mental Health team referral costs

· £8k in recurring administration and in kind (resource) support

· £2.5k equivalent contribution from the voluntary and community sector








A fuller cost breakdown is as follows:

Fig 3.2, All costs associated with the New Delivery Model

		Cost category

		Est. Annual cost

		% Total



		Direct/salary costs



		GMW Specialist Mental Health Practitioner - Staff Salary & On Costs (1 FTE)

		£48,670

		45.6%



		GMW Support Time and Recovery Worker - Staff Resource/Time (0.6 FTE)

		£12,775

		12.0%



		Administration and in kind (resource) support



		GMW - Admin, Supervision, and IT (including travel cost)

		£4,745

		4.4%



		Project overheads -Office space/office equipment

		£936

		0.9%



		Project coordination and governance

		£1,692

		1.6%



		Police Officers' Resource/Time - Service User Support

		£456

		0.4%



		Police Officers' Resource/Time - Officer shadowing / learning exchange

		£129*

		0.1%



		Police triage training

		£5,382*

		5.0%



		Voluntary and community sector contribution



		Voluntary sector support–Thrive/ blueSCI

		£2,685

		2.5%



		Cost of referrals to other teams/agencies



		A&E Mental Health Team



		£29,198

		27.4%



		

		£106,667

		







Items marked with a * are effectively a start-up cost and are non-recurring beyond Year 1 of implementation

Direct costs: The costs captured in Fig 3.2 are a mixture of revenue costs and broader, ‘in kind’ contributions to the project. In terms of direct costs, the intervention in future years will rely upon £61.5k investment to support annual salary & on costs of a full time Band 7 Mental Health Practitioner (£49k) and the equivalent of 0.6 FTE salary & on costs of a Support Time and Recovery Worker (£13k). The model also generates a direct cost in the form of administration costs, principally those relating to staff travel expenses. 

‘In kind’ costs: Some of the broader costs reflect the enabling functions of continuous managerial oversight and input to the multi-agency governance, and the broader day-to-day running of the project. These are ‘in kind’ contributions in the form of staff time and resource, but no less important to the overall successful implementation of the project. The modelling has also considered those essential facets of the model that did not ultimately generate a new cost for Trafford partners – but would potentially need to be considered by other partnerships seeking to replicate the Trafford model (e.g. office space). 

Contribution from the voluntary and community sector: Projects often include input from the voluntary/third sector, in some instances given for free or at below market rates. Approved CBA guidance states that projects should identify whether this is the case for their intervention and if it is, quantify and value the amount of support they receive from voluntary/third sector agencies. The CBA includes a suitable cost to monetise the value of the 180 hours of project support provided by Thrive Trafford & blueSCI (a not-for-profit Social Enterprise that supports people who may be experiencing emotional or psychological distress).[footnoteRef:11] [11:  See http://www.bluesci.org.uk/ for further details.] 


Referrals to other agencies: It is important that any CBA modelling captures all costs that may be accruing as a result of project referrals to other services (as these may be critical to the success of the model). This is often difficult to model with precision, and has therefore been the subject of lengthy discussion with project leads. The main referral cost including in the CBA modelling is the increased cost borne collectively by the A&E Mental Health Teams across local hospitals[footnoteRef:12], due to the intervention of the Specialist Practitioner.  Access to these services by members of the NDM cohort increased by 21% overall. [12:  Local hospitals are: Trafford General Hospital (Central Mcr University Hospital NHS Foundation Trust); Wythenshawe Hospital (University Hospital of South Manchester NHS Foundation Trust); and Manchester Royal Infirmary (MRI) (Central Mcr University Hospital NHS Foundation Trust).] 


Cost considered but not modelled: alcohol treatment services. The profile of the service user cohort outlined in paras 3.1-3.4 above highlights the prevalence of problems specifically relating to alcohol misuse. For this reason, discussions with project leads were held to determine what referral costs should be included in the CBA in respect of dedicated substance misuse services. The experience of working with the cohort to date is that they are not responsive to formal engagement with Phoenix Futures[footnoteRef:13], the current commissioned provider in Trafford. Instead, members of the cohort have made progress in beginning to stabilise their alcohol consumption through intensive one-to-one support with the Specialist Mental Health Practitioner and STR worker, in conjunction with appropriate support from their registered GP. For this reason, no specific referral costs have been included (though this could be included in a future iteration of the CBA, along with a consideration of bespoke benefits specifically relating to sustainable reductions in alcohol-related harm, which are also excluded from the CBA to ensure balance). [13:  See http://www.phoenix-futures.org.uk/ for further details.] 


Cost considered but not modelled: increased demand on community mental health team services. Enquiries were made to determine whether the NDM has generated referral costs borne by the Community Mental Health Team (i.e. an increase in the number of scheduled, face-to-face appointments, above and beyond those personally attended to by the project’s Specialist Mental Health Practitioner). Project leads felt that the overall levels of face-to-face contact have not significantly changed since the project began. This was corroborated by case management records; scheduled appointments did increase for some members of the cohort, but this was offset by reduced number of scheduled appointments for others. The overall conclusion of the analysis is that the total number of appointments relating to the service users did of course increase, but that this increase was essentially ‘absorbed’ by the intensive nature of the support offered by the Specialist Mental Health Practitioner and STR worker.

Cost Benefit Analysis – Intervention Benefits (Monetised)





Intervention Benefits

Modelling of gross fiscal savings to the relevant agencies, in respect of the five headline outcomes achieved by the NDM, suggests the intervention has the potential to achieve demand reductions worth in excess of £150k per annum. 







Fig 3.3, Headline benefits (demand reduction) attributed to the New Delivery Model

		Outcome

		Est. Gross Fiscal Saving

		% Total



		Police demand
(-14.9% reduction)

		£16,439

		10.8%



		999 calls to NWAS
(-19.6% reduction)

		£15,945

		10.5%



		A&E attendances 
(-42.7% reduction)

		£18,467

		12.1%



		Hospital admissions
(-58.3% reduction)

		£68,194

		44.8%



		Home Based Treatment Team calls
(-49.7% reduction)

		£33,348

		21.9%



		

		              £152,393







The CBA has, wherever feasible and appropriate, drawn upon suggested “unit cost” estimates that are included within the New Economy CBA Unit Cost Database, which draws together the recognised evidence base on how much interventions and services cost. Unit costs in respect of ambulance call outs, A&E attendances, and in-patient hospital admissions have been drawn from this data repository. Bespoke costings have been calculated in relation police demand and in relation to a modelled cost saving for reduced demand on the Home Based Treatment Team. Again, further details are contained in Appendix A.

In all benefits modelling, the reductions in service demand evidenced through a comparison of the baseline and intervention periods (both spanning seven months) were scaled to ‘annualise’ what the equivalent reduction would be over a twelve month period. This applies a scale factor of x1.7 (figure for seven months is divided by seven and then multiplied by twelve). All benefits modelling also worked on the assumption that the NDM will typically achieve this order of reduction with a caseload of 15 service users in each year. This approach has been taken on the basis of advice from the Specialist Mental Health Practitioner, as the intervention will typically be working with a main cohort of this size (i.e. the data analysis was based on available data for 10 service users, but the intervention will typically work with more than 10 people). This applies a further scale factor of x1.5.

Brief details are provided on each of the benefits calculations below, with further detail again contained within Appendix A.

Police demand: Detailed information was available in relation to all calls for service made by service users in the cohort under examination, both in the baseline and intervention periods. This made possible a detailed examination of likely costs per service call, which was undertaken by Greater Manchester Police Change and Transformation Branch. Costing assumptions were based on the Response Grade assigned to the call, its categorisation by Force call handlers, and other information on the call log. The results of the data analysis suggest that the total cost of calls made by the cohort in the baseline period was around £10,000, compared with approximately £3,600 in the intervention period. This shows that, whilst the reduction in volume of calls was 15%, in terms of demand / resources the reduction can be estimated at approximately 64%. It is not possible to fully itemise the shifts in volume of specific call types that most influence this change in demand profile. It is worth noting, however, that various pieces of research from GM and around the UK have provided helpful information to set this overall reduction in the context of case study examples:

Concern for welfare calls for service: Feedback from GMP mental health leads suggests that calls for service that relate to a concern for public welfare (e.g. incidents involving risk of self harm and/or suicide) typically involve a minimum of 1.5 – 2 hours of officer time. The most serious of cases can of course involve a significantly larger and wider policing response. 

Crisis intervention - section 136 Mental Health Act: insight from GMP (both from the frontline and from management information experts) suggests that the average amount of time that officers are involved in a s.136 MHA incident is in excess of 6 hours. Given that a pair of officers is usually involved, this would equate to a service cost of more than £200 per incident. There are often cases when the implication for demand on police time and resources is significantly greater.

Missing persons investigations: the Home Office estimates that, in terms of police investigation, a missing person investigation is likely to cost three times more than a robbery investigation and four times more than burglary. A recent independent academic evaluation[footnoteRef:14] into the subject produced an estimate that the cost to the police of a medium risk medium term missing person investigation is between £1,325 and £2,415. [14:  Repeat reports to the police of missing people: locations and characteristics (University of Portsmouth Centre for the Study of Missing Persons, July 2014)] 


999 calls to NWAS: The CBA draws on recognised cost estimates within the document “NHS Reference Costs 2011-12”, which suggest that the average cost of an ambulance services call out is £226 per incident (current prices).

A&E attendances: The CBA again draws on recognised cost estimates within the document “NHS Reference Costs 2011-12”, which suggest that a very conservative cost for A&E attendance (i.e. when patients receive no investigation and no significant treatment) is £68 per attendance (current prices). For information and reference only, an A&E attendance involving investigation and subsequent treatment of some kind (but still not leading to admission) would be approximately double the cost in demand terms.

Hospital admissions: The CBA again uses an estimate from the document “NHS Reference Costs 2011-12”, in relation to Mental health inpatient hospital attendance. This suggests that a suitable estimate is £426 per bed day (current prices).

Home Based Treatment Team calls: The CBA drew on cost estimates provided by the project’s Specialist Mental Health Practitioner, who liaised with practitioners within the Crisis Response/Home Based Treatment team. This established that an appropriate costing for a call generated to the Home Based Treatment team is considered to be £179 per episode (current prices).



Cost Benefit Analysis – Value for Money (Costs vs Benefits)





Value for Money (Costs vs Benefits)

Considering all costs relevant to the delivery model (direct, in kind and referral), the cost benefit analysis suggests that the intervention makes demand reductions equivalent to £150k+ per annum, compared to an operating cost of around £100k per annum. This suggests a gross fiscal saving of £1.51 for every £1.00 invested (directly and indirectly).

A more direct measure of the “real” cost requirement to deliver the NDM is to focus solely on staffing costs, which equate to £60-65k per annum. CBA work undertaken for this evaluation has not directly addressed the issue of how cashable the benefits savings identified in the analysis may be, in the short or longer term, so a figure for cashable savings year on year has not been agreed through discussion of the CBA results. At present, it may be most appropriate to say that the investment in two key posts is showing the potential to reduce demand on services with a broad equivalent monetised value of approximately £150k, which equates to a £2.50 notional return in demand terms, for every £1 invested in cash terms.





Service User Perspectives



The need to find efficiencies was a clear driver of the innovation pilot, but not the sole or over-riding one. Of fundamental importance was a shared sense amongst the various stakeholders that a different way of working together would achieve better patient outcomes – and therefore that this was simply “the right thing to do”.

Given the complex nature of the challenges being addressed through the project, it has not been possible to gather a complete picture of service user perspectives. Several members of the cohort have, however, been invited to provide their views on the new way of working, and a number of key threads quickly emerge on what has been achieved:

The personal relationship is valued



What did you find most helpful?

“I had someone to interact with and I was listened to”

…

How was your experience different to the service you had previously?



”More personal and private”









Frequency of contact is welcomed

How was your experience different to the service you had previously?



“[The] Service interacted with me on a regular basis and visited me more than the mental health team”





The recovery focus of the intervention is evident

What did you find most helpful?



 “Allowed me to be me again”



This feedback tallies with that of the Specialist Mental Health Practitioner and of wider project leads. The tailored, personal-level focus of the intervention is felt to have achieved one of its central aims: to provide the sort of intensive case management required to introduce a fresh stability into a range of very complex scenarios. Many of the individuals who have benefited from the intervention are extremely socially isolated from family and friends, and the ‘whole person’ approach introduced through the model is an important part of its success.



Practitioner Perspectives

Outside of a formal impact analysis and accompanying CBA, it is also possible to get a strong sense of the intervention’s positive impact through practitioner testimony, and reflections of those who have overseen and led the implementation of the project.

The recurring themes that have been shared with the report authors in the course of completing this evaluation, are broadly as follows:

Practical brokerage role between agencies. The introduction of a dedicated post has clearly achieved substantial demand reductions in relation to the core cohort of targeted service users. In addition, however, in the day-to-day operation of the Safer Trafford Partnership, there is significant added value through the brokerage role offered by the Specialist Mental Health Practitioner, which is seen to help join up the response between agencies and service providers. More than one Police Officer has commented that, prior to the introduction of the new way of working, there was no readily identifiable service link, or means to draw on experts’ knowledge and advice. In contrast, there is now a route for Police Officers or members of the Integrated Safer Communities Team more broadly to seek advice, support and direction. As one Officer has described it: “[Our perception previously was that the Service before] was non-existent – since the Specialist Mental Health Practitioner and the joint working arrangements, it has been excellent”[footnoteRef:15] [15:  It is worth noting that the intervention is felt to have had a general benefit in the way it has instilled a greater certainty of decision making amongst Police Officers, who are often required to make swift judgements in very complex cases, where appropriate risk assessment is crucial. ] 


Improvements to information sharing. Improving the flow of information between policing and healthcare partners is almost an ever-present topic of debate amongst Community Safety Partnerships (CSPs). It is therefore particularly positive that multiple practitioners have highlighted improvements to information sharing as a major benefit of the project. The option to seek further information on an individual before taking a decision on the best policing response has been particularly welcomed, both in terms of improving service user outcomes, and in terms of its functional benefit in building stronger relationships between partners. As one practitioner has put it: “accessibility of someone who has access to both police records and medical records [has] improved relationships with GMP and GMW”.[footnoteRef:16] [16:  Care has been taken to ensure that all information sharing has been undertaken in full accordance with the Data Protection Act 1998 and the requirements of patient confidentiality.] 


Strategic collaboration and culture of joint working. It has been noted that a (largely unintended) consequence of the project has been its role in bringing together senior management teams, on a level more fundamental than simply fostering collaboration in relation to specific project milestones and deliverables. Feedback has been provided that there is now an ‘ease of dialogue’, and a better shared understanding of agency roles and responsibilities. Project leads report that a new culture of joint working has emerged through the process, both strategically and operationally. 






Feedback from an NHS Practitioner (Hospitals NHS Foundation Trust)



“[The Specialist Mental Health Practitioner] came to meet with me to discuss the problems that we had and worked with us to resolve these problems. It felt more personal and was obviously not a chore.  The service was refreshing and welcoming. 

We have had one particular repeat attender and the collaborative work between the police and mental health practitioners has greatly reduced this. In fact the particular patient has not attended the unit in the past 2 months, which is very unusual for this patient.”









Feedback from an NHS Staff Member (Home Based Treatment team)



“The service is now working with better, easier and more comprehensive communication, which enables better efficiency and more effective patient care.

The collaborative service has made working with complex individuals much easier. The management of these cases has improved, giving a better end result.”









Case Study in Collaboration: 

A View from the Integrated Safer Communities Team (Hub)



Between October 2013 and November 2014 I was a temporary Inspector running the Trafford North Integrated Neighbourhood Policing Team. During this time officers in Trafford were impacted by continual incidents raised by two residents; R1 and R2. Each incident created by these two individuals resulted in a great amount of police time being taken up with no real resolution of the issues. Gaining the services of the Specialist Mental Health Practitioner, gave GMP the ability to deal with these issues from a different perspective. 



R1 has a diagnosis of Learning Disability and was under the care of a local Learning Disability team. He continually made use of the 999 system to contact the police whenever he had a personal crisis. From a policing perspective, we were considering criminal enforcement to stop him from doing this - a time consuming task.  However, an assessment from social services identified that R1 does not have capacity to understand the implications of calling 999 whenever he is upset.  The Specialist Mental Health Practitioner is now working with R1 in conjunction with the Neighbourhood Beat Officer to speak with R1 for reflection after each instance of him calling 999. The Specialist Mental Health Practitioner has assessed and established that R1 has capacity to understand the use of 999 as an emergency service and has undertaken work to explain the impact of his actions. The Specialist Mental Health Practitioner has also done further work with R1 to help him deal with his emotions and provided him with alternative non-emergency contacts. Since the Specialist Practitioner’s intervention, the number of calls received from R1 has decreased dramatically. 



R2 persistently contacted the police with various issues when she was in crisis. On each occasion a great deal of police time would be spent dealing with the incidents that were generated. R2 would often be taken to other appropriate departments such as A&E where she would inevitably be disruptive, threatening towards staff, and demanding prescription medicine. The Specialist Mental Health Practitioner has assessed and case managed this service user to establish how to break this cycle of frequent calls to emergency service and repeat A&E attendance. Through a multi-agency professional meeting, it was identified that the service user is prone to putting herself in seemingly risky situations, ostensibly with a view to ending her life, but invariably attracting attention sufficient to avoid serious harm. R2 appeared to behave in this way to instigate emergency service involvement and subsequent A&E attendance, or whilst at A&E whenever she was, correctly, refused prescription medication by medics. As a direct result of this assessment, Police were able to officially warn her that we were collating evidence of her actions to take criminal action against her. Again as a direct result of the Specialist Mental Health Practitioner’s intervention, the numbers of incidents created by this service user have all but ceased.



All Trafford Police officers and staff, as well as our partnership colleges, are aware of and make use of the Specialist Mental Health Practitioner’s skills and services.



Thanks

Jon

       
Sergeant Jon Evans 
Stretford Hub, Stretford Police Station
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At this stage in the roll-out of the delivery model, it is difficult to make strong judgements on the precise relationship between this particular intervention and the broader agenda of public service reform. Nevertheless, it is still important to bring any evaluation of the intervention’s outcomes back around to a consideration of strategic context. In that regard, this is fundamentally a delivery model grounded in the principles of PSR. It is focused on multi-agency problem-solving, addresses complex need at the earliest opportunity, and is centered on the application of a tailored case management approach.

The intervention has proven to have substantial potential when measured in the most direct of terms: its ability to reduce the demand placed upon blue-light and healthcare services when complex service users are in crisis, and when that crisis cyclically recurs. It is also vital to keep patient outcomes ‘front-and-centre’ in an evaluation of the intervention – and in that respect, all the agency stakeholders feel confident that the intervention has a vital role to play from a risk management perspective: - in simple terms this means fewer Trafford residents taking an overdose, and fewer Police call outs to reports of people on bridges.  

The impact evaluation and accompanying CBA has not - at this stage -factored in the potentially significant impact of the intervention in the longer-term, and therefore a range of system benefits and savings are not quantified at present. This is largely because the intervention has not been in existence for long enough to make robust judgements about its potential in the areas of (e.g.) worklessness, child safeguarding, tackling domestic abuse, alcohol dependency – particularly with the sample size of the cohort being small. However, given the profile of the current core group of service users (and our wider understanding of complex dependency in the round) it would be expected that a CBA in twelve months’ time may be able to build upon the impact analysis conducted here, and potentially cement the wider links to PSR.[footnoteRef:17] Project leads have suggested that it may be appropriate to introduce a stronger means of ‘distance travelled’ structured outcomes measurement with service users, to demonstrate improvements in outcomes and patients’ experiences.[footnoteRef:18] [17:  For example, the Specialist Mental Health Practitioner has worked closely with LA Children’s Services and local Learning Disability services, where childcare factors are relevant for 1/10 in the cohort.]  [18:  For example, the ‘Outcomes Star’, developed by the social enterprise Triangle Consulting, provides one means for service users and support worker to measure, monitor and discuss progress against agreed outcomes, using a ‘ladder of change’ methodology. See http://www.outcomesstar.org.uk/about-the-outcomes-star/ for further details. A further option would be to undertake patient reported outcome measure (PROM) questionnaires, and patient reported experience measure (PREM) questionnaires.] 
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Project Delivery



This chapter provides an analysis of how practitioners report that the model has worked in practice. A structured dialogue with project leads and practitioners has been undertaken, to review and reflect on key processes underpinning the new way of working, and consider the following questions:

how and why has the intervention been successful in achieving its core aims? 

what are the critical success factors?

how could the intervention be optimised to achieve even more locally? 

is the model transferrable to other parts of GM and/or elsewhere?

The approach to addressing some of these issues was to invite colleagues to undertake a SWOT analysis – with further details at Appendix B. This provides a structured method of evaluating the strengths, weaknesses, opportunities and threats involved in a particular project. This section of the evaluation is structured into broadly two parts: (1) a summary of the critical success factors identified by the process evaluation, and; (2) an analysis of key risks of which Trafford partners (and any external partners seeking to replicate the model) should be mindful.



Critical Success Factors



1: An excellent, high-calibre candidate in the central role



“The Specialist Mental Health Practitioner is an asset to the Service” 







The importance of having the right person in the role of Specialist Mental Health Practitioner within this delivery model cannot be over-estimated. The Specialist Mental Health Practitioner operating in the key role within the Trafford project has proven an excellent ‘fit’ for this particular role, on a number of levels:

Experience: The Specialist Mental Health Practitioner has a background of seven years’ experience of working with the Police and in the Criminal Justice System more broadly. The Specialist Mental Health Practitioner has worked as a test-on-arrest worker as part of the Drugs Intervention Programme, in HMP Manchester as part of the Prison’s detoxification team, and within a Mentally Disordered Offenders (MDO) Team. This specialist knowledge is not essential to the post, but is extremely beneficial;

Ability to build relationships: Project leads have commented that a key role for any Specialist Mental Health Practitioner embedded within another Service is to “sell” the positives of the new way of working (i.e. to win ‘hearts and minds’). Feedback from practitioners identifies the Specialist Mental Health Practitioner as an ‘asset to the Service’. Whilst ‘knowledge’ is clearly important to Police Officers who have been invited to comment on the Service, there was more frequent mention still of a basic ability to work flexibly in a different environment and build good relationships. Practitioner feedback here is extremely positive, and highlights a prevailing reputation of friendliness, helpfulness, and approachability.  As highlighted in section 3, a recurring message is that the Specialist Mental Health Practitioner and STR worker are valued for the role they play in ‘bridging’ between the Police and health service providers. 

Leadership: The prevailing view amongst project leaders and practitioners is that, in overall terms, the Specialist Mental Health Practitioner has led the development of the project on a day-to-day basis. Links have been built through the identification of key relationships and processes. For example, the Specialist Mental Health Practitioner has forged links with NWAS in relation to its ‘frequent callers’ project, and is starting to develop similar processes with the Acute trusts. There is also evidence of a very flexible approach. For example, although the Specialist Mental Health Practitioner and STR worker are contracted to work normal office hours, there have been occasions when service users have been engaged outside of these parameters.



2:  Strategic leadership & buy-in

There is significant partnership, political and financial commitment to tackling this issue in Trafford. Strong foundations were already in place before the Specialist Mental Health Practitioner was introduced through the pilot, in terms of overall clarity of vision, coupled with an acceptance that there was more than one dimension to the collaboration – i.e. that the intervention was ‘the right thing to do’; that it was important in the context of demand management (and therefore in the context of making efficiencies and savings to public agencies); and that it was vital in terms of patient outcomes from a vulnerability and risk perspective.

This strategic leadership has also been expressed in the form of hands-on, practical support and line management of the key personnel involved, which has ensured that the overall credibility of the intervention has been maintained throughout. For example, GMW arranged for staff to have access to the clinical database via a secure Trafford Council connection, which has helped ensure smooth day-to-day functionality of the intervention. The Specialist Mental Health Practitioner also has access to a daily log of police incidents, which provides a further means of embedding the service in the Integrated Safer Communities Team (Hub).[footnoteRef:19] [19:  Due regard was given to Data Protection Act 1998 and attendant information security considerations at the start of the pilot. The Specialist Mental Health Practitioner holds an appropriate level of GMP vetting (level 3), which underpins the system access arrangements in place at Stretford Police Station. Basic information about police incidents reported to the Police can be accessed via these arrangements. More detailed sharing of intelligence is undertaken on a case by case basis, within the parameters of existing data sharing protocols.] 


3: Co-location

“Confidence has permeated through the Police Station” 





The decision to base the Specialist Mental Health Practitioner at Stretford Police Station is felt to be a critical success factor. This has helped the Specialist Mental Health Practitioner to become embedded in the police station environment, and become viewed as part of the team. As stated in section 3, there has been a positive shift in culture as a result, with one project lead having expressed the view that ‘confidence has permeated through the Police Station’, on an issue that was previously poorly understood.

4: A manageable cohort of 12-15 service users

One of the ways that strong leadership of the project has manifested itself is in the clarity of shared understanding that the intervention works because of the quality of the interactions that the Specialist Mental Health Practitioner is able to coordinate and lead. This is only possible if the core group of service users within the intervention remains limited, which is governed by a strong, clear and collaborative governance process that ensures oversight of the selection and de-selection process. GMW has ensured adherence to existing best practice guidance which states that a caseload of 12-15 is appropriate and feasible when operating an assertive outreach model. Engagement strategies are key to the success of the project and this is a key reason to keep the cohort small. This makes it possible to develop an enhanced personal relationship and deliver “the right care, in the right time, at the right place”.

5. A flexible approach to selection and de-selection criteria

In addition to having a realistic approach to the numbers of cases within the core target group of the intervention, project leads also feel that the flexible approach to selection and de-selection has also been a critical success factor. The project is guided by an overarching principle that agency thresholds – whilst important to understand – should not govern the process in relation to step-up and step-down decisions. The approach has instead been managed in a more flexible way, through a monthly review of protection and management plans by a dedicated steering group. This eliminates the risk of the project becoming overwhelmed as a result of an open referral system and/or inappropriate referrals. It also provides a means for GMW and GMP to monitor the overall shape of the project, jointly within the steering group, and independently if required.

6: Appropriate resourcing of practical support to the Specialist Mental Health Practitioner

Just as cohort size needs to be managed in order for the Specialist Mental Health Practitioner to function effectively, there is also a need to put adequate financing in place to support the process of intensive case management. The employment of a Support Time and Recovery Worker (STR worker, 0.6 FTE) ensures that service users receive the practical support they need, for example with regards to keeping appointments in the community, and assisting service users in accessing the correct support structures / community resources.[footnoteRef:20] As a result, the Specialist Mental Health Practitioner retains the appropriate capacity to undertake the elements of delivery that involve clinical responsibility. [20:  As per comments in relation to the appointment of the Specialist Mental Health Practitioner, the choice of an STR worker who is well-suited to the role is also important. The STR worker in Trafford is, by coincidence, also a Police Special Constable, which is helpful in terms of understanding the operational context and providing the bridging role between organisations.] 



Key Risks (locally for Trafford partners)



1. Difficulty in achieving long-term ‘resolution’ to complex cases



The flexible nature of the current arrangements to step-up and step-down create a risk in the medium and longer-term that the total cohort size may potentially become difficult to manage. Project leads recognise that service users that are de-selected from the core target group continue to need a level of support, and therefore the ‘case is left open’. In year one of the project, this does not present any significant issues. In future years, the cumulative effect of this practice may be that there is a significant open caseload of complex cases, and therefore a pressure on the delivery model. This will need to be considered in terms of how the STR worker can maintain appropriate non-clinical support to those cases, and how mainstream community mental health services interface with the project in this context.

2. Difficulty in judging how ‘repeatable’ the demand reductions achieved in Year 1 may be



Although the CBA has been undertaken with a significant attention to detail and a strong sense-check with practitioners, it is inevitably difficult to be 100% sure whether the experience of the first year of the project will be reflective of the future rollout. This is because of the size of the cohort. The mixture of presenting needs in the current cohort is felt, broadly, to be a good representation of a ‘typical’ cohort. It is also a real positive that success in reducing demand has not been systematic across this cohort (this is likely to be case in the future too). There remains scope, however, for different sorts of challenges to arise, and the Safer Trafford Partnership will need to evolve and develop further to meet these challenges.

3. Challenge for Specialist Mental Health Practitioner to avoid ‘assimilation’ with GMP



Co-location is one of the key strengths of the delivery model, but this also presents risks in the medium and longer-term. Senior managers from both organisations have empowered operational staff to challenge the status quo and offer a critical perspective back to their employing agency if changes to systems and processes can achieve better outcomes. At the same time, however, project leads have commented that the fundamental difference in organisational perspectives between GMP and GMW is actually something that both parties need to embrace, understand and preserve within the delivery model. High levels of involvement from management are maintained to ensure the practitioners at the centre of the delivery model are supported and can remain focused. If long-term co-location were to blur the lines of responsibility and professional expertise unduly, this would serve to undermine the very strength of the current model.

4. Challenge in collectively agreeing to a positive risk-taking approach



Project leads have highlighted that the delivery model may only achieve its full potential when it reaches a point of maturity and when all partners can sign up to what is described as a ‘positive risk taking approach’. When this point is reached, there will be greater scope to identify a more appropriate resource and response without necessarily requiring a blue-light service response in the usual manner. Subject to all parties having a common and agreed risk management threshold, and a suitable investment of time in workforce training this would create a new expectation of when a dispatch is made, and when an alternative response is chosen instead. 



Additional Potential Risks (Transferring the Model to Other Areas)

1. Absence of strong strategic relationship between partners



The introduction of the New Delivery Model in Trafford came after a concerted period of preparatory work between the partners. On the one hand, this involved the development of a shared action plan (described above). More broadly, the formulation of the bid to Home Office was underpinned by a strong strategic relationship with appropriate senior officer, political and financial support. This evaluation has emphasised that the functionality of the model would be significantly compromised by a lack of equivalent strong foundations in other areas. 



2. Deviation from core principles



As highlighted above, the delivery model relies on the ability of the Specialist Mental Health Practitioner to provide intensive case management support with a prescribed number of service users. This is ‘enabled’ through strong governance of the referral process into the intervention, and a clear understanding of how the Specialist Mental Health Practitioner and STR roles need to complement each other. Attempts to rollout the model with any significant changes (e.g. a larger cohort, a lesser investment in STR worker support, etc.) would lead to dilution of the model’s effectiveness.




3. Absence of clear distinction between the Trafford model and other best practice schemes (principally: street triage)



Any future discussion exploring the potential transferability of the Trafford model to other districts needs to be clear that it is not something that replicates street / telephone triage. Telephone triage is one essential part of the overall joint approach to managing mental health in a partnership. It creates an opportunity for a Police Officer to contact a suitably qualified professional and seek rapid assessment /advice on whether a service user has a history of mental health problems, whether they are currently open to services, and what would be an appropriate resolution to a particular set of circumstances. The delivery model developed in Trafford, in contrast, is about understanding the revolving cycle of crisis and providing an intensive and ongoing case management model, to reduce future demand and intervene earlier with sub-threshold cases on a problem solving basis.

.
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Conclusions



Achieving outcomes for multiple stakeholders



The impact evaluation outlined in this report suggests that the pilot intervention has significant potential to achieve outcomes for multiple stakeholders.

Although the pilot was originally devised as a key means of reducing demand on Police resources, the pilot has demonstrated a much wider potential to reduce demand on other emergency services, and is also reducing the use of health services in hospital and in the community.

Modelling of gross fiscal savings to the relevant agencies, in respect of the five headline outcomes achieved by the NDM, suggests the intervention has the potential to achieve demand reductions worth in excess of £150k per annum. This compares to an estimate of total costs in the region of £100k per annum. 

It is problematic to convert these costs versus benefits figures into a precise residual figure for savings, as this evaluation has not distinguished cashable savings from non-cashable benefits. In addition, this operating cost figure of £100k comprises all costs relevant to the delivery model (approximately £61.5k in direct salary costs, plus other ‘in kind’ costs and costs associated with referral to other services). However, what emerges clearly from the analysis is a strong business case for the agencies involved to continue investing in the intervention, given the strong ‘return’ it yields to several agencies whose resources are being put under considerable pressure by these service users and others with similarly complex lives.

	

Helping practitioners work together effectively



Front line police officers who have shared their view of the project have pinpointed the bridging role provided by the Specialist Mental Health Practitioner as a key benefit in their day to day work. The ability to draw on the advice, support and direction of an expert professional has engendered a confidence amongst officers who report having previously lacked a real understanding of mental health services and how they operate. Practical resolution to longstanding issues around information sharing has also made a step-change difference. 



Project leads recognise these significant benefits to the front line, but also a more fundamental consolidation of relationships between policing and health service professionals on a strategic and organisational level. This has come about through the joint dialogue to champion, establish and oversee the pilot, but the benefits are actually felt to have permeated far more widely.





Changing service users’ lives



Above and beyond all the measurable outcomes and metrics, at the heart of the pilot has been an overriding sense that the new way of working could produce better outcomes for service users – meaning more appropriate and collaborative decision making, and a tailored, problem solving approach centred on the individual. Service users who have been asked about their experiences reflect that the new way of working introduces a personal relationship that benefits them, providing a means to interact, be listened to, and begin a supported journey that provides stability and ultimately leads towards recovery.



Critical success factors – How the intervention works in practice



Project leads have come together to reflect collectively on how the intervention has worked in practice. This structured dialogue has been extremely valuable in identifying how and why the intervention has been successful.  Six critical success factors appear to be present to equip and enable to model:



i. an excellent, high-calibre candidate in the central role

ii. strategic leadership and buy-in

iii. co-location

iv. a manageable cohort of 12-15 service users

v. a flexible approach to selection and de-selection criteria

vi. appropriate resourcing of practical support to the Specialist Mental Health Practitioner



Many of these factors are mutually reinforcing and so it is problematic to isolate any single process or component of the delivery model that underpins everything else. 

There is a strong sense of ownership amongst all project leads, with a clear understanding that this is an intervention that has brought the partners closer together in Trafford. In part, this shared ownership flows from a perceived inherent logic that wired into the model: partners would not deem it appropriate or sensible to ask mental health specialists to police a public order event, and so by the same token there is a fundamental need to bridge police officers into the right contacts, advice and professional expertise that is available within local mental health services. However, it is still to the significant credit of local partners that recognition is given to the importance of a strong governance model at the senior level, and its role in giving the intervention a particular credibility amongst practitioners. 



Risks for the future



Clearly, the continued efficacy of the intervention depends upon its critical success factors being understood and protected. The greatest risk, therefore, is that the intervention loses its focus, or that key personalities involved in overseeing and/or delivering the intervention move into different organisational roles. Partners should maintain a commitment to continuously review the intervention. There is a need to monitor outcomes over a longer period of time to gain a clearer sense of how the intervention is achieving sustainable change. This is particularly important because of the size of the cohort that has been the focus of the intervention to date.



In terms of considering options for spreading the Trafford model to other areas, this is currently being considered in neighbouring areas and will be the subject of a broader, strategic discussion at the Greater Manchester Strategic Mental Health Partnership Board in due course. One key message from this evaluation is that the intervention can certainly be replicated, but must be considered as a discrete intervention, and not be enveloped within a wider discussion about effective, integrated screening and initial assessment. The key ingredients of the Trafford pilot – case management, intensive support based on outreach principles, and problem solving – can complement the existing focus on triage and navigation services, but neither intervention is a substitute for the other.



It will also be important to ensure that future development and potential wider roll-out of the delivery model is considered in its appropriate strategic context. Ultimately, that discussion should reflect the core principles of Greater Manchester’s commitment to public service reform, and take advantage of emerging opportunities for service re-design and co-commissioning associated with local opportunities presented through the devolution agenda.
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Full details of the CBA are available on request to the report authors. An Excel spreadsheet captures the calculations underpinning the CBA, includes key facts and findings from the data analysis, and also provides additional information on any assumptions that have been made in order to complete the modelling work.
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Cohort size: The advice of the Specialist Mental Health Practitioner is that the intervention will typically be managing a core cohort of 15 individuals. Advice also states that additional support will be provided to a number of additional users. This represents the ‘stock’ part of the CBA modeling. The question of ‘flow’ – i.e. how long typically will a particular service user remain part of the core cohort – is very difficult to quantify given that there are very flexible arrangements for ‘step up’ and ‘step down’ within the delivery model. In addition, the model has not been in place long enough to make a firm judgement as to (e.g.) what a typically total number of service users will be over a 2, 3 or 5-year period. For this reason, the model assumes that within a discrete twelve month period, 15 service users will be the subject of the delivery model. This can be revisited in a future iteration of the CBA if required.

Optimism bias: The CBA model requires that adjustments are made to all cost and benefit estimates, to account for known quality and accuracy issues, and wider uncertainty associated with the fact that the delivery model centres on a small cohort, and have not yet been in place for 12 months. This means that some adjustments have been made to the model costs (slightly scaled up) and potential benefits (moderated down).

Lag and drop off: The CBA model – which is considering the costs and benefits of the delivery model over 5 years - requires that consideration is given to ‘lag’ and ‘drop off’. In terms of benefits, this is to account for any delayed effects of the model, and also any future risk of diminishing benefits. In terms of costs, this provides a practical means of accounting for start-up costs, and any costs that would significantly change over the course of the delivery model. Adjustments have been made on the costs side of the model to account for start-up costs. No modelling of lag and drop off has been attempted in terms of benefits.
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The main referral cost including in the CBA modelling is the increased cost borne collectively by the A&E Mental Health Teams across local hospitals, due to the intervention of the Specialist Mental Health Practitioner.  Access to these services by members of the NDM cohort increased by 21% overall. The unit cost information is based on estimates from the Trafford RAID team manager on the cost of this service.

The view of project leads is that it would be important to revisit these figures at a future date. One reason for this is that the overall increase in contact relates to some, but not all, of the cohort. In addition, there is a suggestion that the increase may, in part, be attributable to the roll-out of a fully-functioning alcohol RAID service (in Trafford in January 2014, and Wythenshawe in April 2014). Prior to this, there was a less systematic arrangement (alcohol liaison nurse provision).
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The analysis was underpinned by assumptions that are based on simulation work undertaken by GMP that considered the resourcing of response policing and examined calls for service over the two year period April 2011 – March 2013.

The analysis is primarily concerned with matters relating to primary investigation, i.e. it does not include secondary investigation of crime, not any longer-term problem solving work undertaken by GMP. It also disregards the (relatively small) cost of the OCB function (i.e. the administration cost of handling the initial call).

Calculations in the model are split into travel time, time at scene, multiplied by the number of officers attending. Median time to attend each incident is based on primary closing code (i.e. the classification of the call at the original point details are captured by the call hander). Average (mean) number of units attending is based on grade and opening code. This gives a total time per incident which is multiplied by the cost per hour of a constable (provided by the GMP Finance Team).

Simulation software is employed in the calculations process to help understand and account for variation in demand by job type, and its impact on resources.
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Information on the number of 999 calls was gathered by the Specialist Mental Health Practitioner, through liaison with the North West Ambulance Service’s Information Analyst. Information was provided in relation to the number of calls, matched against all service users. Several of the service users were registered on the NWAS frequent caller intervention. Manual trawling of records was undertaken in the remainder of cases.

The CBA draws on unit cost estimates within the document “NHS Reference Costs 2011-12”. Different cost estimates are available dependent on whether the callout resulted in a vehicle dispatch, whether treatment was administered, and whether the patient was conveyed to hospital. The unit cost figure used within the CBA is a weighted average of available cost options, and reflects expert advice from the Information Analyst.
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The CBA uses the standard recommended unit cost within the document “NHS Reference Costs 2011-12”. A conservative approach was adopted, given that hospital admissions costs are counted separately in the model.
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The CBA uses a recommended unit cost within the document “NHS Reference Costs 2011-12”. More than one option was available to undertake the modeling work (i.e. unit costs expressed as the cost of an admission of ‘average’ length versus unit costs per bed day). The CBA utilised suggested unit costs per bed day as the Specialist Mental Health Practitioner was able to source precise data to this specification in relation to the subset cohort of 10 service users.
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The unit cost figure in the CBA for Home Based Treatment Team calls is £179 per call. This figure was supplied by the Specialist Mental Health Practitioner, who liaised with the Service, and so is effectively an estimate based on expert practitioner judgement.
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Appendix B – Evaluation Workshop

A dedicated evaluation workshop was held on 2 February 2015 with a small group of officers central to the oversight and delivery of the project, representing Greater Manchester Police, Trafford CCG and Greater Manchester West Mental Health NHS Foundation Trust. 

The purpose of the workshop was as follows:

1) To review and reflect on key processes underpinning the new way of working – how has the intervention worked in practice? Why is the intervention working? What are the critical success factors?

· Project strengths: why has the intervention been successful in achieving its core aims? Have there been unanticipated (positive) consequences?

· Project weaknesses? Are there areas where the project has not succeeded? 

· Future opportunities: how could the intervention be optimised to achieve even more locally? Is the model transferrable to other parts of GM?

· Future risks: what would put the future success of the intervention ‘at risk’?

2) To reflect on the cost benefit analysis undertaken to evaluate the project’s impact, and identify wider qualitative/less easily measurable outcomes that have been achieved.

· What have service users fed back about the intervention? 

· From a practitioner perspective, other than the headline outcomes captured and monetised in the CBA, what key successes have been achieved through the project?

The evaluation workshop was facilitated and coordinated by: David Ottiwell, Principal, Public Protection Research Team, New Economy; Lucy Evans, Intelligence Analyst, Trafford HUB, Stretford Police Station; and Britta Berger-Voigt, Economic Analyst, New Economy.

A list of attendees can be found in Appendix C: Acknowledgements.

[bookmark: _Toc413326365]
Appendix C - Acknowledgements



A steering group was established to support development and delivery of this project evaluation. The authors would like to thank all individuals listed below for their involvement in the process.

Main steering group / attendees at the Evaluation Workshop



		Name

		Role

		Organisation



		Jim Liggett

		Divisional Superintendent

Trafford Division [M]

		Trafford Division, Greater Manchester Police



		Vincent R Jones

		Inspector 

HUB Manager

M Division - Trafford

		Trafford Division, Greater Manchester Police



		Sandy Bering

		Strategic Lead Commissioner 



		NHS Trafford Clinical Commissioning Group / 

Association of Greater Manchester CCGs MH Networks



		Catherine Mudzingwa (RMN)



		Specialist Mental Health Practitioner, Home Office Innovation Project,

Integrated Safer Community Team
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		Senior Information Analyst
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		NHS Trafford CCG



		Graeme McCormack

		Information Analyst

		NW Ambulance Service



		Rachel Nutsey

		Sergeant, Partnership Support Team

		Trafford Division, Greater Manchester Police



		Angela Thompson

		Service Manager / Matron

		GMW













New Economy		045

image2.emf



image3.emf



image4.emf



image5.emf



image6.emf



image7.emf



image8.png

new .
economy

& part of MGC.






image9.emf

0


10


20


30


40


50


60


70


80


F1 F2 F3 M1 F4 M2 F5 M3 F6 F7


Service User Profile (Age


)




image10.emf

323


219


286


115


161


275


176


164


48


81


0


50


100


150


200


250


300


350


Police demand


(-14.9% reduction)


999 calls to NWAS


(-19.6% reduction)


A&E attendances


(-42.7% reduction)


Hospital admissions


(-58.3% reduction)


Home Based


Treatment calls


(-49.7% reduction)


Baseline period During Intervention




image1.emf




image15.png
new .
economy

& part of MGC.




image1.jpeg




image2.png
NHS




image16.jpeg




