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EXECUTIVE SUMMARY 
 

In 2015, the Metropolitan Borough Council of Sandwell, working with Alcohol 

Concern, adopted the Blue Light approach to develop a local response to 

high impact, change-resistant problem drinkers.  

 

The two key elements of Blue Light are: 

 

• Training specialist and non-alcohol specialist staff in working with 

change-resistant drinkers. 

 

• Setting up a multi-agency group to manage the impact of, and 

encourage change with, this client group through joint working and 

planning.  

    

This report is an interim evaluation, funded by Alcohol Research UK, of the 

experience and impact of Sandwell Blue Light on both clients and professional 

practice.  

 

Establishment of the project 

 

The Sandwell Blue Light process began in July 2015.  A multi-agency steering 

group met three times to agree the terms of reference, operational protocols 

and information governance framework, including consultation with the 

council’s legal department on information sharing. A strategic group was then 

formed to oversee the process and an operational group was established to 

manage clients.  

 

The operational group was launched in November 2015.  16 individuals were 

identified as meeting the eligibility criteria. We estimate that this group of 

clients had cost police, ambulance, hospital and Accident & Emergency 

services £244,154 in the year prior to the establishment of the Blue Light process. 

 

Post-intervention data was sought on the change in the cost impact from these 

clients.  Not all of the 16 clients had been on the case list for a full 12 months; 

therefore, data was only gathered on the nine clients who had been subject 

to the approach for one year.  Data for the remaining clients will be added to 

this report when it is available.   

 

Data for the nine clients who have so far been involved for a full year of Blue 

Light shows a reduction on costs from £244,154 at baseline to £92,730 at the 

end of Year 1. After adjusting this figure to account for the death of one client 

and imprisonment of one other, this represents an estimated cost saving of 

£142,838. 
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The project costs were £25,000 – this includes £5,000 to Alcohol Concern for 

support in setting up the group and allocated staff costs in the local authority 

and local services (see below for details).  

 

On this basis, the estimated return on investment is 471% (i.e. a £25,000 

investment for a £142,838 cost reduction). 

 

Of the 16 individuals identified at the start of the process: 

 

• Four (25%) have successfully completed a course of treatment with 

community alcohol services.  

 

• Three (15%) are currently accessing community alcohol support services 

with some degree of sustained engagement. 

 

• One died. 

 

• One was imprisoned. 

 

• All other individuals are subject to a range of ongoing harm reduction 

and engagement approaches. 

 

The project in Sandwell has not, however, been without its problems.  The key 

challenge has been to engage hospital and mental health service staff, who 

did not commit resources to this process.  This may reflect specific conditions 

and relationships in Sandwell.  A similar problem has been to secure 

consistency of membership: the turnover in some services has been 

considerable.  For example, the representation from one emergency service 

changed twice in the first year. 

 

The success of the group, despite these challenges, has highlighted the 

importance of: 

 

• Strategic leadership – Sandwell benefitted from embedding the process 

in the public health team and having a strategic group of more senior 

managers to provide further oversight. 

 

• Operational leadership – the group had consistent, active leadership 

and management from the Council’s public health department, with 

the Alcohol Project Manager operating as a champion for the group 

and ensuring a consistent approach. 

 

• The local alcohol services – local services need to be central to the Blue 

Light process and should be encouraged to work assertively with the 

high impact drinkers coming through the group. 

 

Overall, this evaluation suggests that: 
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• The multi-agency Blue Light process offers the potential for a significant 

return on investment, with modest up-front investment. 

 

• The effectiveness and cost-effectiveness of the approach is measurable.  

 

• Client benefit is significant and demonstrable through evidence of 

engagement with substance misuse services. 

 

The interviews and survey also showed that adopting Blue Light led to: 

 

• Improved joint working between agencies. 

 

• Opportunities to challenge poor practice. 

 

• Support to commissioners to identify unmet need, and gaps and 

blockages in care pathways. 

 

In Sandwell, the Blue Light process was quick to establish and led to 

enthusiastic engagement from most partner agencies.  It was sustainable over 

the evaluation period, with results that could be captured both qualitatively 

and quantitatively.  As a low-cost intervention, it had potential for significant 

cost-savings and the capacity to make a tangible difference to the lives of 

people who both suffer high levels of alcohol-related harm and represent a 

significant cost to local communities. 
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INTRODUCTION – THE BLUE LIGHT PROJECT 
 

The Blue Light project is Alcohol Concern’s initiative to develop alternative 

approaches and care pathways for change-resistant drinkers who place a 

significant burden on public services.  The approach seeks to challenge the 

pessimistic belief that nothing can be done for people who appear not to want 

to change.  Blue Light asserts that there are positive strategies that can be used 

with this client group.  

 

The Blue Light manual contains tools for understanding why clients may not 

engage, assessing risk, managing harm and encouraging change.  It is 

available at: www.alcoholconcern.org.uk/blue-light-project 

 

Blue Light offers the positive message that intervention is possible.  Services may 

not always be able to ‘treat’ someone and make them change completely, 

but working together they can help drinkers reduce the harm and manage 

the risk they pose to themselves and others.   

 

The dissemination of Blue Light involved a series of local pilots, in areas as 

diverse as Lincolnshire, Medway and Merton.  However, the key pilot to date 

has been in the West Midlands borough of Sandwell. 

 

NB: Quotes in italics are either from interviews or the online survey. Interview 

quotes are anonymised and attributed using a number provided in brackets 

following the quote.  Survey quotes are not attributed. 

 

The Sandwell pilot and evaluation 

 

The Metropolitan Borough of Sandwell is North of Birmingham.  It has a 

population of 308,000 of whom 70% are White British, White Irish, European or 

other white. The Local Alcohol Profiles for England show that Sandwell has 

significantly higher levels of alcohol-related hospital admissions and mortality 

than the national average. 

 

Sandwell were early adopters of the Blue Light project and asked Alcohol 

Concern to work locally to implement the approach.  As a first step 28 frontline 

workers from health, criminal justice and housing services in the borough were 

asked: What priority should be given to tackling high impact change resistant 

drinkers?  The answers were very clear: 96% felt that they were a high or 

medium priority, of whom 73% felt this group were a high priority. 

  

http://www.alcoholconcern.org.uk/blue-light-project
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All existing Blue Light pilots have consisted of four elements: 

 

• Embedding the Blue Light approach in strategic/commissioning thinking. 

 

• Training of specialist and non-alcohol specialist staff. 

 

• Building a business case for other interventions such as assertive 

outreach. 

 

• Setting up a multi-agency group to manage the impact of, and to 

encourage change within, this client group through joint working and 

planning.     

 

This report presents a quantitative and qualitative process evaluation of the 

Sandwell multi-agency group, as well as estimated cost-savings based on local 

data captured pre- and post-intervention. 

 
Sandwell client example: 

“One of my clients is the wife of one of the Blue Light clients and the group has been 

positive for her because it has increased the support to her partner and reduced 

the burden on her.” (4) 

 

This evaluation was funded by Alcohol Research UK Small Grant.  The funding 

was approved by Alcohol Research UK’s independent Grants Advisory Panel, 

and the decision preceded the merger of Alcohol Research UK and Alcohol 

Concern by over a year. The work was undertaken by Mary Bailey, Alcohol 

Project Manager at Sandwell Borough Council and Mike Ward, the originator 

of the Blue Light project, with the support of Annie Steel and Sue Garret from 

Swanswell.    Mike Ward undertook the interviews with stakeholders. 

 

The service costs used to calculate the return on investment are outlined in 

Appendix 2.  
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Initiating the group process in Sandwell 

 

In March 2015, Sandwell Public Health and its partners took a strategic decision 

to set up a multi-agency group to tackle problem drinkers who place a 

significant burden on public services – particularly the emergency services.  A 

core focus of the approach was the reduction of repeat demand on 

emergency and acute services. 

 

The initial project survey showed that local services saw interventions with this 

client group as a high priority. 

 
What priority should be given to tackling this group of clients? 

 

 
Comments about this client group included: 

 

• We need to improve multi agency communication. 

• We need to integrate services. 

• It is sometimes very frustrating for the clients because they feel some 

services have no time for them and don't want to listen. 

• People who have dual diagnosis (mental health and substance misuse 

issues) can be discriminated against by Mental Health services as it is 

convenient to blame alcohol or drugs rather than poor mental health 

for their problems.  

• Access to services can be denied. 

• These clients are sometimes difficult to support due to lone working risk.  

• More should be put into place to give support. 

• More activities are required to keep them occupied. 
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A strategic group was set up to drive the development forward.  It consisted 

of: 

 

• West Midlands Police; 

• Swanswell Community Alcohol Service; 

• Adult Social Care, Sandwell Metropolitan Borough Council; 

• West Midlands Ambulance Service; 

• Black Country Partnership Foundation Trust; 

• Sandwell West Birmingham Hospital Trust; 

• West Midlands Fire Service; 

• National Probation Service; 

• Community Rehabilitation Company; 

• Iris Drug Treatment Services; 

• Sandwell Women’s Aid; 

• Anti-Social Behaviour Team, Sandwell Metropolitan Borough Council; 

and, 

• CentrePoint, Christian Church Registered Charity. 

 

11 of the partner agencies signed up to a data-sharing agreement and 

committed to an operational multi-disciplinary approach.  The group then set 

out model terms of reference and operational protocols.  This process required 

three meetings over three months.  The outputs included: 

 

• eligibility criteria; 

• referral process; 

• information-sharing protocols; 

• the preferred management framework; 

• links to other multi-agency groups e.g. MAPPA; 

• the ideal membership; 

• information governance arrangements; 

• administration arrangements; and, 

• establishment of an evaluation methodology. 

 

The main outputs from these discussions are in Appendix 1. 

 

The partner agencies then split into two separate groups: 

 

• an ongoing strategic group, which met occasionally to review the 

process; and, 

• an operational group, which met monthly to jointly manage clients. 

 
Sandwell client example: 

“In one case where housing was proving to be a problem, we accessed someone 

from floating support and it began to open up housing options.” (3) 
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The operational group 

 

The Sandwell multi-agency group began in November 2015 and met 

thereafter every month.  For the first six months, an independent chair, Mark 

Holmes (Alcohol Concern), led the group to provide expertise in the 

management of the target client group.  This role then passed to the Alcohol 

Project Manager based in the local authority Public Health Department.  

Swanswell, the local provider of alcohol services, are currently moving towards 

co-chairing and taking on leadership functions within the group alongside 

Public Health. 

 
“Mark Holmes was really useful in giving examples of how to work with these clients.” 

(8) 

 

The operational group meetings follow a consistent structure: 

 

• All participants to sign a confidentiality statement (see Appendix 1). 

• Chair asks for nominations (i.e. specific clients) to be discussed at the 

meeting – initially, these are referred to by initial only.  New potential 

clients are presented anonymously while it is decided whether there are 

grounds for information sharing and whether the client is having 

sufficient impact to warrant management through the group. 

• Reviews of action plans and action to date for existing clients.  These 

may lead to revised action plans or case closure. 

• For new nominations, a more detailed description is given and other 

agencies may choose to share what they know. Discussion focuses on 

what the aims and outcomes are, and how these might be achieved. 

 

• The default position is that Swanswell will be asked to develop an action 

plan for the next meeting which will target how outcomes will be 

achieved.  This task may be delegated to another agency if 

appropriate. 

 

• This process is repeated for each client. 

  

The average caseload for the meeting is 10-12 clients.  Each is discussed for up 

to 15 minutes and time allocation is biased to the top of the list.  Actions are 

circulated no more than a week after the meeting.    

 

Three key risks were identified with this process: 

 

• A two-hour meeting can lead to fatigue, so later discussions can be 

more problematic. 

 

• Agencies may fail to ‘own’ their respective actions within the planning 

process. 
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• The public health lead often has to take on multiple roles including note-

taking and chairing. 

 

The discussion around each client is very specific to that person.  However, the 

Chair makes use of a checklist (set out below) developed by Alcohol Concern 

specifically to guide the Chairs of multi-agency groups.   

 

A process checklist 

 
1 Have people been spoken to about agency concerns, the impact of their 

presenting problems and been given relevant brief advice about changing 

their situation and seeking help?  

2 Have people been referred to relevant specialist services? 

3 Has someone assessed the client to identify barriers to change and 

engagement.  Are there reasons why this person will find it difficult to change?  

These could include low self-esteem, physical health problems, or peers who 

sabotage change. 

4 Has someone undertaken a specific assessment of risks e.g. fire risks, trip 

hazards in the home, noise nuisance?  

5 Has the client had a physical health check with their GP and/or a dental or 

other physical check?  

6 Have motivational interventions or a motivational interviewing approach been 

used with the person?  

7 Has the client been offered ongoing enhanced personalised education, i.e. 

highlighting the very specific risks?  

8 Have efforts been made to promote self-efficacy, i.e. encouraging the client 

to believe that change is possible? 

9 Have efforts been made to involve family members, significant others or 

relevant carers, where appropriate, in care planning?  

10 Has contingency management been used, i.e. incentivising engagement with 

treatment through the offer of food vouchers, or other small incentives? 

11 Have efforts been made to reduce any potential harms to the client or other 

people e.g. ensuring a smoke alarm is fitted, thinking about trip hazards in the 

home?  

12 Has a single care coordinator been identified to manage and coordinate the 

care?  
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13 If the client shows motivation to change have arrangements been put in place 

to enable a fast track into care?  

14  Have community care resources been considered for purchasing outreach, 

befriending or other support? 

15 Have assertive outreach or peer support approaches been used?   Could a 

PCSO make contact with this person?   

16 Has consideration been given to whether anything is supporting the negative 

behaviour, e.g. is a family member buying alcohol? 

17 Are there legal powers which can be used to contain the behaviour?  

 

Quantitative impact 

 

The main focus of the quantitative analysis has been the cost savings 

achieved.  However, the analysis also provided important information on the 

clients and their pathway into the group.  
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Who are the clients? 

 

The review process began nine months after the group had begun (in 

November 2015).  At that point, a total of 16 individuals had been identified as 

meeting the eligibility criteria.   

 
Client Referring organisation Gender Age 

A ASB Team Male 50 

B Police Male 59 

C Sandwell Women’s Aid Female 50 

D Probation Male 48 

E Probation Male 62 

F ASB team Female 47 

G Police Male 48 

H Street Triage/ambulance Male 34 

I Police Female 57 

J ASB team Male 60 

K ASB team Female 52 

L MARAC referral Male 43 

M Sandwell Women’s Aid Female 49 

N Adult Social Care Male 56 

O ASB team Female 49 

P Sandwell Women’s Aid Male 43 

 

The most noticeable aspect of the client referral data is the lack of referrals 

from the health sector.  In particular, the lack of any referrals from the local 

hospital.  Furthermore, health services were poor attendees at the group.  In 

equivalent groups elsewhere (see section 11 below) hospital services were 

active participants and a source of referrals.  In Sandwell, the predominant 

referral source has been the criminal justice system.   This is recognised as a 

gap locally and efforts are being made to address it through local discussions 

between public health and the health trusts. 
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Costings  

 

Baseline estimates of the costs associated with each individual’s use of 

emergency services during the 12 months prior to the introduction of Blue Light 

were developed for comparison with post-intervention costs 12 months after 

adoption.  The data is set out in the table below.   
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*  Nominal saving of £11,238 reduced pro-rate to 3 months = £2,810 

**Nominal saving of £945 reduced pro-rata to 10 months = £787 

BLUE LIGHT CLIENT DEMAND COSTS: Prior to & after launch of Blue Light 

CLIENT AMBULANCE 

12 months 

prior 

AMBULANCE 

12 months 

after 

A&E/ 

HOSPITAL 

12 months 

prior 

A&E/ 

HOSPITAL 

12 months 

after 

POLICE 

12 months 

prior 

POLICE 

12 

months 

after 

TOTAL 

PRE 

TOTAL 

POST 

TOTAL 

SAVING 

NOTES 

A 
£3,060 £1,363 £12,989 £132 £2,005 £841 £18,054 £2,336 £15,718 

Engagement with dual 

diagnosis service - abstinent 

as at Jan 2016 & positively 

closed to Blue Light group 

B 
n/a** n/a** £3,294 £0 £10,833 £2,889 £14,127 £2,889 

 

£2,810* 

 

Went into prison Jan 2016 – 

unclear re: support for 

drinking whilst in prison.  Yet 

to be released 

C 
£3,600 £856 £3,562 £132 £8,010 £1,562 £15,172 £2,550 £12,622 

Engaged with alcohol 

services and positively closed 

to Blue Light Oct 2016 

D 
n/a** n/a** £19,005 £9,085 £28,937 £13,134 £47,942 £22,219 £25,723 

 

Some progress - still open to 

Blue Light  

E 
£33,222 £22,287 £5,625 £1,405 £12,924 £4,159 £51,771 £27,851 £23,920 

CBO in place to address 

nuisance WMAS calls – 

denies help for drinking  

F 
£10,560 £2,076 £6,682 £2,297 £31,200 £1,891 £48,442 £6,264 £42,178 

Engaged with alcohol 

services – abstinent as at 

May 2016 & positively closed 

to Blue Light.  

G 
n/a** n/a** £2,101 £3,690 £37,680 £21,387 £39,781 £25,077 £14,704 On-off engagement with 

alcohol services 

H 
£1,848 £0 £852 £1,624 £3,300 £0 £6,000 £1,624 £4,376 Successfully engaged into 

recovery support services 

I 
£1,002 £84 £528 £1,836 £1,335 £0 £2,865 £1,920 £787** 

Client died 10/9/16: fall & 

bleed on brain.  Progress re: 

CV, housing & AA sponsor. 

TOTAL £53,292 £26,666 £54,638 £20,201 £136,224 £45,863 £244,154 £92,730 £142,838 
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Clients for whom full 12 months follow-up data is not available 

CLIENT AMBULANCE 

12 months prior 

AMBULANCE 

12 months after 

A&E/HOSPITAL 

12 months prior 

A&E/HOSPITAL 

12 months after 

POLICE 

12 months prior 

POLICE 

12 months after 

TOTAL 

PRIOR 

TOTAL 

AFTER 

 

J £1,920  £3,116  £1,240  £6,276  

Engaging with 

alcohol services 

– no recent 

ASB/ offending 

K £2,696  £960  £2,842  £6,498  Positive closure 

L £4,500  £0  £651  £5,151  

Managed via 

ODOC  

M £480  £801  £801  £2,082  

Engaging with 

alcohol services.  

Little  

emergency 

service demand  

N TBC  £5,066  £1,642  £6,708  

Closed to 

alcohol services 

– positive 

occasional use.   

O  TBC  £0   TBC  £0  

Positive closure 

from alcohol 

services. Little  

emergency 

service demand  

P  TBC  £2,347   TBC  £2,347  

Engaging with 

alcohol services  

TOTAL £81,991 n/a £66,928 n/a £143,400 n/a £292,319 n/a  

 

*n/a – West Midlands Ambulance Service call out information is not possible for individuals of no fixed abode – it has therefore 

been excluded from the costing exercise as it may give a false sense of cost / demand without a specified call out postal address
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Three caveats have to be entered: 

 

• It cannot be proven that the process itself generated change in 

individuals. 

 

• A part of the reduction is due to death of client I, ten months into the 

process.   Therefore, the total annual saving of £945 has been reduced 

pro rata to a 10-month saving of £787. 

 

• A part of the reduction is due to the imprisonment of client B three 

months into the process.   Again, the cost saving of £11,238 has been 

reduced pro rata to a three-month saving of £2,810. 

 

The service costings used to calculate the savings are set out in Appendices 2 

and 3 

 

The total saving across nine clients was £142,838.    

 

The investment was £5,000 paid to Alcohol Concern to set up the group and 

re-allocation of existing staff time.   Costed at £50 per hour, staff attendance 

at meetings over 12 months cost around £12,000.  The support costs from the 

Alcohol Project Manager based in public health were calculated at £8,000 

e.g. organising meetings, taking and sending out the minutes and agendas 

each month.  

 

On this basis, the return on investment is: 471% (£25,000 investment for a 

£142,838 cost reduction). 

 

Of these 16 individuals involved in the intervention: 

 

• Four (25%) had successfully completed a course of treatment with 

community alcohol services. 

• Three (15%) were currently accessing community alcohol support 

services with some degree of sustained engagement. 

• One died. 

• One was imprisoned. 

• All other individuals were subject to a range of on-going harm reduction 

and engagement approaches. 

 
 

Qualitative impact 
 

Qualitative views of the process were gathered through an online survey sent 

to all members of the strategic or operational group, interviews with members 

of both groups, and attendance at a group meeting. 
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An online survey was sent to all 31 past and present members of the 

operational and strategic groups.   13 people responded (a 42% response rate) 

all of whom were current members of one or other group.   Some members 

who were approached had moved on and others specifically delegated the 

task to the current representative.  These were divided as follows: 
 

 

NB the “other” is the manager of staff involved in the process.  

 

11 professionals involved in the group were interviewed.  These included staff 

from public health, alcohol services, mental health services, National Probation 

Service, the Community Rehabilitation Company, Ambulance Service and 

domestic violence services.  The following sections set out their views on a 

range of issues related to the impact of the group.1 

 

10.1 How would you describe the effectiveness of the Blue Light operational 

group? 

 

70% of survey respondents felt that the group was either effective or very 

effective, with only one describing it as ineffective. 
 

 
 

Interviewees were also very positive about the Blue Light group.  

 

                                                           
1 For the purposes of anonymisation, each interview respondent has been allocated a number.  The number given in 

the brackets following interview quotes refers to the number allocated to the respondent.  Further identifying 

information would compromise the anonymity of respondents. 
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• It is something we need in Sandwell because we have a population with 

years of drinking…The group gives us time to focus on harm 

reduction…The group is a good example of partnership working and it 

shows we have a workforce who care. (9) 

• (It) is a forum to take clients for whom there has not been a joined-up 

approach.  It closes the gap for vulnerable and costly clients. (5) 

• It is valuable but it needs to be regional rather than just Sandwell.  We 

need groups in the Black country and Birmingham. (11) 

• I am surprised how the partners have come to the table.  It has been a 

well-attended group.  Bodies such as the Fire Service which could have 

been peripheral have become involved. (7) 

• I think it is a good opportunity to get together to talk about clients we 

don’t usually get the chance to discuss. (4) 

• In some cases, it gave us another perspective on their drinking – either 

seeing it more or less of a problem.    You can see from other angles than 

your own agency’s. (8) 

• …it is useful and beneficial in getting partner agencies together and 

getting to know some of the agencies. (1) 

• From a service perspective, there are benefits.  It is good to have other 

people’s understanding of what people are doing.  We are beginning 

to see the impact on other services especially 999 services. (6) 
• It is quite beneficial because of the number of calls and the costs they impose 

on agencies.  It is useful to take people to the group. (3) 

 

Sandwell client example 

In one case the group helped to understand the reasons that someone was not 

attending Swanswell and how he needed help with supporting him with those. (8) 

 

 

How would you describe the impact of the Blue Light operational group on the 

clients it manages? 

 

10 respondents felt that the group had had a significant or positive impact on 

clients.  Three felt it had had little impact.  This may reflect that not everyone 

who nominates someone to the group will see a positive change for their client. 
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The interviewees were positive about the group’s impact on clients. 

 

• Many are rollercoaster clients.  Some start to eat and take care of 

themselves.  Then they go back to their old friends.  We have got people 

into treatment who have not gone in before.  Therefore, they are no 

longer treatment resistant.  They know what treatment is about and will 

be more willing to go back. (9) 

• The figures show that it is making a difference.   You need to measure 

impact differently with this client group.  With this client group, even 1 

out of 10 is success. (5) 

• …drinking is just one factor in their lives.  It has also helped people to 

focus on these other needs. (8) 

• It is good when they start getting help.   We know that they will fall off the 

wagon but it helps the most chaotic be picked up and try again. (11) 
 

Sandwell client example 

One client posed a risk to ambulance services and others and was unwashed and 

unkempt.  He was viewed in a very negative way which gave people a reason for 

not working with him, but bringing the client to the Blue Light group began to 

engage people in working with them. (8) 

 

 

Do you believe that the clients have accessed services they would not have 

secured otherwise? 

 

10 respondents felt that the group had helped clients access services that they 

would not otherwise have accessed.  Only one respondent felt that this was 

not the case and two were unsure.  
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Interviewee comments were again positive: 

 

• Yes, it helps to explore in a multi-agency approach.  Often it is housing 

but it does look at wider themes such as housing, health etc. (2) 

• We have got people to engage in services. (9)   

• Absolutely.  It is the paradigm shift to “we want to support you”.  It is easy 

to manage a caseload by DNAs. (7) 

• More services are aware and yes, the clients are getting help.  

Sometimes Swanswell won’t know about the clients.  We can now 

identify them to the alcohol services. (4) 

• In some cases, yes – the Blue Light group has helped them to access 

services and encouraged people to try harder with clients and it has 

highlighted some agency support that is there that we did not know 

existed.  Some it has highlighted people we need to make an effort with 

– particularly getting Swanswell to be more assertive. (1) 

• People are taking a bit more interest.  The services are there but they are 

now coming to the forefront of people’s visions but perhaps not as much 

as they should be getting.  Having the other agencies does help to make 

referrals so having someone to pass them on to really helps. (11) 
 

Is the group working with the right clients? 

 

The interviewees were asked whether the group is working with the right clients.  

Two interviewees said they did not have the information to answer that 

question.  However, most believed the group was working with the right clients 

and recognised that the group has turned clients away if necessary and that 

the discussions around this can be very positive.  

 

What is the impact of the Blue Light operational group on joint working? 

 

The other benefit of the multi-agency group approach is the potential for 

improvements to joint working.  12 respondents felt it had improved joint 

working.  No-one felt it had worsened joint working.     
 



  

20 
 

 
 

Two survey respondents provided comments on this question: 

 

• I think in some cases it has helped significantly if involvement engages 

people we have not really engaged with before. For other cases, joint 

working was already very strong. 

 

The interviewees also identified the benefit of improved joint working. 

 

• Yes, it has improved verbal communication – it is not just sending 

discharge letters.  It is not enough to send a letter and assume it has 

been read. (7) 

• Yes, most definitely.  Partnership is the key.  If we don’t work together 

people slip through the cracks. (4) 

 

However, one interviewee qualified this by saying that: 

 

• it has improved joint understanding not necessarily joint working. (6) 

 

How could membership of the Blue Light operational group be improved? 

 

The most debated process aspect of the group was whether the group had 

the right membership. 
 

 
 

Although the responses were not unanimous, the comments do suggest a 

specific concern about a lack of health and mental health input.  

 

• More representatives from mental health and the health sector.  
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• More voluntary organisations - to widen agencies that we may be 

unfamiliar with but who may be fundamental to gaining a way in. 

• Commitment from hospitals to present data about regular attenders. 

• I think it appears to be comprehensive.  

• Housing need to be part of the group and GP service. 

• Hospital/A&E presence and input required. More active involvement 

from Mental Health services needed – all the caseload has mental 

health issues and this link could/should be a lot stronger. 

• It is noticeable that the agencies in attendance have changed since 

the Blue Light Operational group first came into being. Ambulance 

Service and GP colleagues, in particular, are struggling to attend.  When 

changes have occurred within my own organisation, this has left me 

having to sacrifice my own attendance at Blue Light Operational Group 

meetings.  The Group is still viewed as secondary and an add on rather 

than integral to the objectives of individual agencies.  Without 

mandatory buy-in, the effectiveness of this group is determined by the 

turn out around the table. 

 

Three interviewees felt the membership was appropriate, however, most 

highlighted the poor engagement from health and mental health services.   

 

• Mental health services and the mental health crisis team are absent or 

only present occasionally.  Their approach feels very defensive.  A crisis 

team should be a more active player in this process. (9) 

 

A couple of interviewees also commented on the turnover of ambulance and 

fire service staff which presents a problem of continuity. 

 

10.7 In your view could the setting up of the operational group have been 

improved? 

 

Although some people felt the setting up of the group could have been 

improved, the comments suggest that this is mainly a repetition of the concerns 

about the membership.   
 

 
 

A single comment summarised the views: 

 

• …when the group was set up we secured senior level commitment from 

both emergency services and a vast range of support services (including 
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acute A&E/hospital). Unfortunately, staff turnover/changes and the link 

/ commitment from acute health sector was lost. I therefore wonder 

whether the approach may be better hosted/managed by the acute 

sector to gain some commitment/ownership from them? 

 

Most interviewees had similar views: 

 

• I think it was set up well and quickly. (5) 

• We did give time to take the group with us through the process. (9) 

 

Are you happy with the information sharing protocols? 

 

Interviewees were uniformly positive with the information sharing 

arrangements.  One commented: We had quite lengthy discussions about 

information governance.  Everybody wanted a silver bullet solution -  a single 

legal power that solved the problem.  However, most people can be 

managed via client consent and section 115 of the Crime and Disorder Act. 

(9) 

 

How effective is the client-focused action planning within the meetings? 

 

The survey asked about the effectiveness of the client-focused action planning 

process within the meetings.  The answers to this reflected the answers about 

impact of the process on the clients generally in the earlier questions.  The vast 

majority felt it was effective or very effective with only one respondent feeling 

it was ineffective. 
 

 
 

Survey comments included: 

 

• There need to be more pro-active actions to provide outcomes. 

• It would be useful to have an identified end goal for each case so have 

a focus on where we are heading for each case. 

• Tangible actions are often arrived at during meeting discussions but 

ownership and planning of that could be improved by use of care 

planning template to strengthen ownership of actions. 

• It can be very effective when the agency knows a great deal about the 

client and what she / he wants to achieve from the Blue Light Group. 

 



  

23 
 

The interviewees had similar views: 

 

• Generally, each person is given a task and that is effective. (2) 

• Yes, most definitely, but it needs something reported in-between 

meetings to check out the progress. (4) 

 

One commented: There is a possible need for renewed training.  We need to 

re-focus on what can be done: options, risks and harm reduction.  Do we have 

enough knowledge of the other services that could help people – small 

voluntary organisations etc. (9) 

 

The specialist alcohol service role 

 

The local alcohol service provider, Swanswell, have been integral to the group 

process and were centrally involved in setting up the group.  It was, therefore, 

important to ask about perceptions of their role.  These questions were only 

asked in the interviews.   

 

• They have begun to take on the chairing of the group.  The original lead 

has left but the new people will take this on.  Swanswell have been very 

good at pushing the IBA plus training.  We are very lucky to have a 

provider like them.  They have been very flexible e.g. waiving the “three 

missed appointments and you are out” rule. (9) 

• Swanswell is good – they are starting to chair it now.  They have been 

helpful. (2) 

• We have lost the original lead and the subsequent replacement – we 

do need consistency. (4) 

• I think it is adequate. (8) 

• Yes, Swanswell’s lead was really good - very timely and shared 

information well and had the information to hand.  The lead is now 

changing. (1) 

• Again, we need a more assertive response. (6) 

• Yes – Swanswell are very amenable. (11) 

• Could the response from Swanswell be improved? It could but not sure 

how. (3) 

 

General comments on the Blue Light Operational Group 

 

Both respondents to the survey and the interviewees were asked a general 

question about the group to gather any other thoughts.  Some of these 

repeated earlier comments e.g. about membership gaps or consistent 

attendance. 

 

• It provides a safe space to talk about clients.  The workers are tearing 

their hair out.  We know there is no solution but it helps to talk about 

it. (9) 
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• The fact that you are getting people around the table to talk about 

these clients is an advantage.  This helps understand how each 

other’s services work.  I now understand the problems with the 

ambulance service has identifying problems with alcohol. (5) 

• It has made people think about the impact on the public purse.  

Workers need to see that context and encourage them to work with 

and reduce burdens. (7) 

• More regular statistics would be good.  Having ambulance service 

data for example has been very useful.  It does help focus on the right 

clients.  Having that data every 2-3 months rather than yearly would 

be good. (1) 

• Possibly the group should arrange a current assessment. (2) 

• Need to ensure parked clients are returned to after prison etc. (1) 

• Sitting on the group it is difficult to gel the strategic and operational 

sides of it.  It is very action orientated.  We need some more strategic 

action.  Need to get the bigger picture. (6) 

• The chair is really good. (3) 

• Perhaps more linkage to the GPs. (2) 

• It is a lengthy process to share information.  We need to be bringing 

laptops into meetings to speed the process up.  This would be a more 

time effective process. (5) 

• We need stronger links with a volunteer perspective. (8) 

 

What gaps exist in the services for high impact change resistant drinkers? 

 

The survey and the interviews asked about what, other than the group, would 

improve the response to change resistant drinkers.  The two most common 

responses were: 

 

• assertive outreach services  

• more specialist housing support 

 

Outreach was the most commonly mentioned.  Although one respondent said:  

I would like more outreach if there was new funding but not at the cost of other 

services. (7) 

 

Other suggestions included: 

 

• Alcohol care team / provision within hospital – currently there is no 

dedicated support provision for those with entrenched alcohol misuse. 

• More use of punishments with civil and police powers. 

• Care support / services whilst in prison - this remit/provision is still very 

unclear and some of our caseload are in and out of prison with no real 

evidence of professional curiosity from prison staff about alcohol needs 

- this is an opportune time of sobriety to do some work with such clients 

and a missed opportunity.  
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• Access to controlled safe drinking environments i.e. wet houses; 

dedicated long term conditions management capacity for this group 

and end of life care provision. 

• In Public Health, there is a real paradigm shift away from addressing 

chronic needs to more prevention / early intervention. We cannot afford 

to work to such a simple/naive paradigm when we have an established 

drinking culture with a population showing the physical and mental 

ramifications of years of alcohol abuse. We must ensure we work to both 

agendas without losing the focus on what can sometimes be a politically 

unpopular and morally judged group of individuals - placing the issue at 

the point of the substance not on a failure of the individual.  

• It is important to look at mental capacity and how this impacts on our 

client group.  

• Make use of peer mentors and volunteers to fill the gaps made by 

overstretched statutory health and criminal justice services to befriend 

those change resistant drinkers.  

• A focus on the Sikh community – there is a group of drinkers out there but 

they are not coming through to the group. 

• We do need to prevent escalation to this group.  How can we target the 

tier below?  

• Dual diagnosis is a key issue.  
 

Sandwell client example 

In one case the chair wrote a letter to adult social care to try and improve the 

response to a very vulnerable man who was sleeping rough.  The Blue Light group 

turned work with him into action - it did lead to progress - it wasn’t instant it took 

some months but it was really beneficial.  Everyone had this person in their sights.  It 

generated people reflecting on what help could be provided. (8) 

 

 

Comparisons with Blue Light groups in other areas 
 

Over the last two years Alcohol Concern has set up multi-agency groups in five 

other parts of the country.  The analysis of the operation and impact of these 

groups is a larger task than can be undertaken in this context.  However, as 

part of the research the process was reviewed in three other areas to provide 

some context and comparison. 

 

For purposes of anonymity, these areas are not named in this report and are 

identified as: 

 

Area A – a non-metropolitan unitary authority 

Area B – a unitary metropolitan borough 

Area C – a large county with groups in each borough and district 
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This report is not intended to be an analysis of each of these groups.  Instead 

we have highlighted a couple of features that differentiate each group from 

the Sandwell group.  

  

Area A – a non-metropolitan unitary authority  

 

This group was set up at the same time as the Sandwell group and has a similar 

workload and approach to client management.  From the outset, it was 

decided that this group would focus on drugs and alcohol.  It is not possible to 

judge whether this approach has any advantages or disadvantages. 

 

In comparison with Area A, Sandwell has benefited in having a service provider 

that has been much more active in the setting up of the group and providing 

leadership in targeting the clients identified. 

 

However, the group in Area A has been very supported by having: 

 

• Access to a very flexible and supportive housing provider. 

• Active adult safeguarding involvement from the local authority. 

• Membership from mental health services and the hospital frequent flyers 

team. 

 

Area B – a unitary metropolitan borough 

 

This group developed as an alcohol focused group and was set up six months 

after the Sandwell group.  Again, it has benefited from mental health and 

hospital involvement.  Alcohol related brain injury clients were a more common 

feature of the work of this group than either Area A or Sandwell.  No 

explanation can be put forward for this and it may simply be random chance.   

 

The more specific difference with Sandwell or Area A was that Area B had 

dedicated outreach capacity within the local alcohol service.  This was a huge 

asset for the group and enabled much more active targeting of hard to 

engage clients. 

 

However, the key difference with Sandwell is that a decision was taken to 

merge the work of the Blue Light group in to the local multi-agency vulnerable 

person’s hub.  It is too early to make judgements about the effectiveness of this 

approach.  

 

Area C – a large county with groups in each borough and district 

 

Area C set up a Blue Light multi-agency group in each of its boroughs and 

districts.  The success of the groups has varied from area to area.  The most 

robust process has been in the largest urban area.  However, the key feature 

of this process has been the specific presence of an outreach service which is 

having real success in reducing crime reports of high volume offenders.  



  

27 
 

Alcohol offenders identified and referred by the police are targeted by the 

outreach service.   
 

Sandwell client example 

We are working with a white British man in his late 40s who is a client on the Blue 

Light group.  He was a drug user many years ago, but has now moved on to 

problematic drinking.   The key issues are his repeated 999 calls and A&E 

attendance.  He has physical health problems and some signs of brain damage 

although not at the levels of Korsakoff’s.  He had been open to the alcohol service 

seven times previously. 

 

He has been the victim of domestic violence from his partner over several years.  

She would put cigarettes out on him, hit him around head or have him beaten up 

by others.  He attended A&E with head injuries due to this violence. 

 

In the past, he has been on an Alcohol Treatment Requirement (ATR) which didn’t 

work.  His poor memory wouldn’t support the structured approach that the ATR 

required – he would forget appointments and be breached. 

 

He has been on the Blue Light group for about a year and, as a result, engaged 

with Swanswell.  Because the previous problems with the ATR structure were 

understood, the new approach was built around home visits especially after he 

withdrew from the relationship and moved house. 

 

Attendance at A&E and 999 calls have both declined.  The domestic violence 

victimisation has also gone down. (10) 

 

 

Lessons for wider consideration 
 

The evaluation of the Sandwell Blue Light group shows that: 

 

• The multi-agency group process offers the potential for a significant 

return on investment. 

• The upfront costs of this process can be kept low. 

• The set-up time is relatively brief. 

• The effectiveness and cost-effectiveness of the group process is 

measurable.  

• Non-alcohol specialist services appear very willing to be involved in 

these processes and recognise the need for such an approach. 

 

Alongside the costed benefits from reduced client impact, the process can 

also: 

 

• Improve joint working. 

• Improve client care and care planning. 

• Identify unmet need and blockages in the system. 
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These clients can be a politically unpopular group. Their needs are also 

different from the population targeted by preventive interventions more 

usually associated with public health.   Nonetheless, the Sandwell project 

suggests that setting up a multi-agency group to manage high impact drinkers 

can be a positive and cost effective step for any area where there are 

concerns about this group of problem drinkers.   

 

The review also allowed the identification of a checklist of issues that other 

areas will need to think about when developing this type of approach: 

 

• Strategic leadership – Sandwell benefited from embedding the process 

in the public health team and having a strategic group of more senior 

managers to provide some oversight for the process. 

• Information sharing – this was resolved in Sandwell leading to the 

methodology set out in the terms of reference, but it is important that 

each area comes to its own resolution with review from legal services.  

• Membership – it is important to secure membership across the health, 

social care, housing and community safety spectrum.  Engaging the 

health sector has been the challenge in Sandwell. 

• Consistency of membership – the turnover of staff in some services, 

especially emergency services, has been a challenge. 

• The need for operational leadership – the group has benefited from 

having had consistent, active leadership from the Alcohol Project 

Manager, based in the Council’s Public Health department 

• The local alcohol services – alcohol services need to be central to this 

process and be encouraged to work assertively with the high impact 

drinkers coming through the group. 

• Assertive outreach – in Sandwell the process has identified the need for 

assertive outreach.  This is almost inevitable, but the Blue Light group 

remains a useful route to proving the need for such services and 

targeting them effectively.  
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APPENDIX 1 

 

Terms of Reference and Operating Procedures for the Blue Light 

multi-agency group in Sandwell 
 

 

1. Introduction 

 

The perception exists that if a problem drinker does not want to change, nothing can 

be done to help until the person discovers some motivation.  Alcohol Concern’s Blue 

Light project has challenged this approach.  It has shown that harm reduction, risk 

management and motivation enhancement strategies exist and can be used with 

change resistant drinkers.  More importantly tackling this group will target some of the 

most risky, vulnerable and costly individuals in society. 

 

• Sandwell MBC and its partners aim to work together to target the burden on 

our community from change resistant problem drinkers. 

 

2. A multi-agency group targeting the highest risk drinkers 

 

An intensive response cannot be offered to the vast number of drinkers who are not 

engaging with services.  Alcohol Identification and Brief Advice and the offer of 

services are a reasonable approach to a large swathe of these drinkers.   However, 

a small group require a more targeted approach.     

 

The borough has set up a multi-agency framework for managing high risk change 

resistant drinkers.    At the heart of this process is a multi-agency group which meets 

at least monthly.   

 

3. Aim 

 

The aim of this group will be to: 

 

• Improve the management of change resistant drinkers and thereby reduce the 

impact that they are having on the community generally and public services 

specifically. 

 

4. Membership 

 

This will have core membership of: 

 

• Police 

• Hospital 

• CCG 

• Probation 

• Local authority social care 

• Local authority community safety/ASB teams 

• Swanswell 

• Mental health services 

• Ambulance / Fire Service 
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• Housing 

• Primary care 

• Women’s Aid 

• Drug Services 

 

A quorum of five members will be required for the meeting to proceed. 
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5. Level of attendance 

 

It is vital that the person representing each agency is of the appropriate level to 

engage with this process, i.e. operational but with some seniority to ensure that actions 

are taken. 

 

6. Identifying the clients 

 

The group members will individually be responsible for identifying the change resistant 

drinkers that they want to see being discussed at the meeting.  A single definition of 

this client group is not possible but the people to be managed by the group are likely 

to meet the following definition: 

 

i. An alcohol problem 

•  • Have an enduring pattern of problem drinking, dating back at least 

ten years &  

• Score 20+ on AUDIT or  

• Be classified as dependent on SADQ (16-30 = moderate 

dependence/30 is severe dependence range is 0-60) or 

• Have other markers of dependence on alcohol (Ethanol levels or 

biomarkers such as LFT scores may also be used) 

 

ii. A pattern of not engaging with or benefiting from alcohol treatment 

 Clients will: 

• Have been subject to alcohol Identification and Brief Advice (IBA) & 

• Have been referred to services, usually on more than two occasions, 

and have not attended, attended and then disengaged or remained 

engaged but not changed. 

 

iii. A burden on public services  

 Clients will either directly, or via their effect on others e.g. their family, be 

placing a burden on the following services: 

• Health 

• Social care including adults involved with children’s services 

• Criminal Justice / ASB / Domestic violence Services 

• Emergency services (999) 

• Housing and homelessness agencies  

 

The burden will be mainly due to: 

• multiple use of individual services  
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but in a few cases may be due to placing an exceptional burden on these 

services because of a single risk (e.g. a sex offender released from prison with 

a pattern of problematic drinking.) 

Appendix 1 sets out indicators of high burden clients which may indicate 

the type of client to be tackled through this process. 

 Exception 1 – level of risk 

 An exception category will be required.  For example, a person may meet 

the first two criteria (dependence and non-engagement) but the burden 

on public services is due to a single exceptional risk.   

 Exception 2 – engaged with other multi-agency groups 

 If a person is already engaged with another multi-agency group e.g. 

MARAC or MAPPA they will not be taken on by the Blue Group without a 

clear decision from the other group.  The assumption will usually be that 

management will remain with the existing group. 

 

It is recognised that this group can only manage a small number of high burden clients 

at any one time.   Therefore, as a check and control on the process: 

 

• When a new client is presented to the meeting it will be down to the partner 

agencies to agree that this is an appropriate and manageable referral at that 

point in time. 

 

7. Chair and note taking 

 

The chair of the meeting (and a deputy) will be agreed by the members of the group.  

For the sake of consistency the chair should remain the same from meeting to 

meeting.   

 

Notes of the meeting will be in the form of a spreadsheet which will be updated each 

meeting.    

 

Each partner agency who is involved with the client will be expected to update their 

notes on the client after each meeting. 

 

8. Information sharing 

 

This guidance is based on HM Government’s Seven golden rules for information 

sharing.  The phrases in bold below are quotes from the rules (See appendix 1). 

 

The multi-agency group operates within the borough’s information sharing protocol 

which is available on the council website.  All participating agencies must be 

signatories to this protocol. 
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Information cannot be shared about these clients unless the basis on which the 

sharing occurs is clear and agreed by the members.  This will be either because: 

 

• Client consent has been secured; or 

• The Data Protection Act recognises that public interest allows the sharing of 

information, as do other laws such as the Human Rights Act.  The public 

interest generally lies in the prevention of abuse or harm, or the protection of 

others, including the protection of public safety.2 

 

Consent forms 

Many partners will have their own client consent forms.  These will be acceptable 

to the group as long as it is clear that appropriate information sharing is permitted 

with the group. 

Alternatively, the consent form attached at appendix 6 can be used. 

 

Confidential person-identifiable information that is disclosed in the public interest will 

be proportionate and relevant and not excessive to the case concerned. 

 

As a result, the following process is followed: 

 

• Information will be ideally shared with consent: The referring agency will secure 

consent to share information with the members of the multi-agency group.  

 

If this is not possible: 

 

• Outline but anonymous details of the client will be presented to the group in 

order to consider safety and well-being concerns which might allow 

information sharing.  Discussion and agreement will take place as to whether: 

considerations of the safety and well-being of the person and others who may 

be affected by their actions create a public interest case can be made for 

sharing the information.  

 

If this is agreed: 

 

• Keep a record: The agreement will be recorded in the minutes with the reason 

for the decision and the relevant legal framework.  The three key legal 

frameworks are listed in appendix 3. 

• Inform the service user who is the subject of that information of the decision to 

disclose.  This will happen even where their consent is not required, unless it 

                                                           
2 The Public Interest test applies when consent cannot be obtained or has been sought and refused. 
Circumstances that meet the public interest test are as follows:  

• Promoting the welfare of children  

• Protecting children or adults from significant harm  

• The prevention, detection or prosecution of serious crime.  
NB The Public Safety test applies when consent should not be sought The public safety test is met when to 
seek consent, or delay the information sharing while consent is sought would heighten the risk of significant 
harm to a child or adult at risk. 



  

34 
 

would not be safe to do so or would otherwise undermine the purpose of the 

disclosure e.g. allow a perpetrator to avoid detection. 

 

If there are any doubts about the legality of sharing a particular set of information 

further advice should be sought from the relevant organisation’s Information 

Governance Lead or Caldicott Guardian. 

 

9. Security and data management 

 

Confidentiality of data must be maintained when case details need to be circulated 

for panel meetings.   

 

At all stages of the exchange the principle that the information should be available 

only to those who have a specific and legitimate need to see it must be maintained 

by all parties. 

 

Data must only be sent if the means of transmission is secure and it can be established 

that the appropriate recipient’s access to the transmission is equally secure.  Only the 

original paper copies of papers are retained by the coordinator.  All other copies are 

returned and destroyed. 

 

Data must be stored securely, regularly reviewed and disposed of in accordance with 

the receiving organisation’s Retention and Disposal policy and procedures when no 

longer required for the purpose it was originally obtained.  

 

10. Facilitating data collection and performance management 

 

The performance of the group will be measured by looking at whether the process 

has reduced the burden on public services.  Therefore:  

 

• at entry into the process, the referring agency will provide details on service 

usage over the last 6-12 months e.g. number of arrests, ASB complaints, 999 

calls, hospital admissions.  This will allow monitoring over time.  It will also allow 

a judgement about the appropriateness of the client for the group.  

 

11. Process 

 

This section sets out a process for managing the multi-agency meeting. 

 

• The chair of the meeting reminds all concerned of the protocols within the 

agreed sharing of information document. 

• The chair ensures the identity and agency of all people in the meeting is clear to 

ensure that all are covered by the information-sharing protocol. 

 

• New clients for the process will be presented. 

• The chair will ensure the information-sharing permissions are in place for this person. 

• The referring agency will present a short case history of the person.  Other agencies 

will share any available information on that person.   

 

• The partner agencies will develop and agree a joint action/care plan for each 

individual.  Although this care plan will be jointly owned, lead responsibility will lie 

with the agency who brought the client to the group.  They will draft and store the 
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care plan.  A copy will be held by the chair of the group and by other agencies 

who may be involved with this person.  They will retain the lead on this until the 

case is closed or it is passed to another agency in the group.   

• The care plan will use the Blue Light multi-agency group checklist in appendix 4 to 

provide a framework for the plan and to ensure that the key opportunities are 

being addressed.   

 

Two particular issues must be addressed: 

• The partner agencies will ensure that, where relevant, their staff are aware that 

when this service user is identified a specific response is required e.g.: 

 

• Positive encouragement will be given to promote client self-belief. 

• Harm reduction and risk management advice will be given. 

 

This should draw on the approaches set out in the Blue Light manual. 

 

• It should be clarified whether: 

 

• Signed permission for Swanswell to make contact has been secured.  If not 

all agencies who come into contact with this person should be seeking this 

consent. 

 

 

• If consent is secured, Swanswell should be contacted within two working hours. 

 

• If consent is not secured, the multi-agency meeting will ensure that agency staff 

continue to seek opportunities to engage and the group will consider alternative 

approaches e.g.: 

 

• Barriers which may be preventing engagement in services. 

• Alternative approaches to engaging the person. 

• Other local resources, such as faith groups, which could be utilised to work 

with the individual. 

• Involving family members. 

• Identifying incentives to engage the person in treatment. 

• The possible use of compulsory powers. 

 

• In some cases it will be decided that a small sub-group (or conference-call) will be 

set up for an individual involving a group of workers more specific to that person.  

This will operate under the same confidentiality / information-sharing protocol and 

will report back to the main group. 

  

• In some cases this group will be responsible for identifying, recording and reporting 

unmet need to commissioners.  In the light of this data the SDAP will review whether 

specific service development is required e.g. an expansion of outreach capacity.   

 

• If appropriate, the group will: 

 

• ask the borough to consider an expedited process to assess the person for 

community care resources. 

• consider the use of legal powers such as civil injunctions. 
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12. Swanswell role 

 

Once Swanswell have consent to make contact: 

 

• They will offer an assertive response including a swift appointment, a home visit 

or a meeting at a convenient location. 

• Wherever possible the referring agency should undertake an initial joint visit. 

• Swanswell will require the provision of relevant risk information. 

• Swanswell will make assertive efforts to reduce risk and harm and engage the 

person into service. 

• Partner agencies will work in concert by reinforcing messages to the person 

about harm reduction and encouraging change. 

• All agencies involved with the person will report back to the monthly meeting 

on progress and next steps. 

 

• If consent is secured and Swanswell manage to engage the person, they will work 

within their existing resources to: 

 

• maintain engagement 

• assess risk  

• reduce harm and manage risk 

• encourage engagement with general services such as primary care 

• encourage engagement with specialist services. 

 

• Where appropriate Swanswell will engage other agencies to support their work.  

This involvement should be agreed wherever possible, e.g. the ambulance service 

jointly visiting a client. 

 

13. Terminating the process 

 

The group’s oversight will be terminated: 

 

• If the person is successfully engaged with specialist services and it is agreed by 

the group that client’s behaviour is more stable. 

• If the person is sentenced to prison or enters hospital as a long stay patient. 

• If the person moves away from the area.  However, in these circumstances, the 

group will ensure that information has been shared, if appropriate, with local 

agencies in the new area. 

• In some cases a decision will be taken to remove the person from the group’s 

consideration if it is felt that no further benefit will be gained from the process.  

In this case the group needs to be sure that at least one agency has ongoing 

oversight. 

 

If the person dies during the process, consideration will be given to whether an alcohol 

related death review process should be recommended. 

 

14. Measuring the impact 

 

The impact targets for this work are very straightforward and will encompass output 

and outcome targets.    
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Output: The number of clients identified by the multi-agency group who are engaged 

and the period of engagement. 

 

Outcome: The reduction in the behaviours which had brought the client to the 

attention of the multi-agency group e.g. hospital attendances, arrests, 999 calls etc.  

 

The key outcome target will be to reduce the cost burdens presented by the clients 

meeting the definition and brought to the multi-agency group by 20% per annum.   

 

15. Equality and diversity 

 

The organisations participating in this process are committed to ensuring that it treats 

service users fairly, equitably and reasonably and that it does not discriminate 

against individuals or groups on the basis of their ethnic origin, physical or mental 

abilities, gender, age, religious beliefs or sexual orientation.  

 

16. Reviewing these arrangements 

 

These arrangements will be reviewed after 6 months and annually thereafter.  This 

review will ensure the process is relevant and fit for purpose. 
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Agreement to Terms of Reference 

 

I confirm that our agency will be a partner to the Blue Light Multi-Agency 

process and will adhere to the Terms of Reference above and the associated 

information sharing protocol indicated. 

 

For and on behalf of the Client 
 

Signature  

 

Name   

 

On behalf of (Agency)  

 

Date  

 

Position  

 

Address 

  

Email  

 

Telephone number   
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Annex 1 
 

HM Government - Seven golden rules for information sharing  

 

1. Remember that the Data Protection Act is not a barrier to sharing information but 

provides a framework to ensure that personal information about living persons is 

shared appropriately.  

 

2. Be open and honest with the person (and/or their family where appropriate) from 

the outset about why, what, how and with whom information will, or could be 

shared, and seek their agreement, unless it is unsafe or inappropriate to do so.  

 

3. Seek advice if you are in any doubt, without disclosing the identity of the person 

where possible. 

 

4. Share with consent where appropriate and, where possible, respect the wishes of 

those who do not consent to share confidential information. You may still share 

information without consent if, in your judgement, that lack of consent can be 

overridden in the public interest. You will need to base your judgement on the facts 

of the case.  

 

5. Consider safety and well-being: Base your information sharing decisions on 

considerations of the safety and well-being of the person and others who may be 

affected by their actions.  

 

6. Necessary, proportionate, relevant, accurate, timely and secure: Ensure that the 

information you share is necessary for the purpose for which you are sharing it, is 

shared only with those people who need to have it, is accurate and up-to-date, is 

shared in a timely fashion, and is shared securely.  

 

7. Keep a record of your decision and the reasons for it – whether it is to share 

information or not. If you decide to share, then record what you have shared, with 

whom and for what purpose.3 

  

                                                           
3 HM Government – Information Sharing – Pocket Guide - 2008 
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Annex 2 
 

Frameworks within which information sharing may happen 

 

Where there is concern that a child may be suffering, or is at risk of suffering harm, the 

child’s safety and welfare must be the first consideration. In these circumstances the 

Safeguarding Children Boards Child Protection Procedures, must be followed. 

 

Where there is concern that a vulnerable adult may be suffering, or is at risk of suffering 

harm, the individual’s safety and welfare must be the first consideration. In these 

circumstances the local Multi Agency Safeguarding Policy and Procedure, must be 

followed. 

 

If the purpose is: 

 

• primary or secondary health care use and  

• the care and treatment of the patient is central to the purpose and  

• the patient identifiable data is shared only between those responsible for the 

delivery of that care and treatment   

then consent can be reasonably implied.   

 

Three pieces of legislation allow information sharing in different settings: 

 

• The European Convention on Human Rights, incorporated into English law from 

October 2000, by the Human Rights Act 1998: Article 8: Right to respect for 

private and family life states that: 

1. Everyone has the right to respect for his private and family life, his home and 

his correspondence. 

2. There shall be no interference by a public authority with the exercise of this 

right except such as is in accordance with the law and is necessary in a 

democratic society in the interests of national security, public safety or the 

economic well-being of the country, for the prevention of disorder or crime, for 

the protection of health or morals, or for the protection of the rights and 

freedoms of others. 

 

• The Crime and Disorder Act 1998 - Section 115 as amended by the Police 

Reform Act 2002 gives power to any person to disclose information to police 

authorities and chief constables, local authorities, probation committees, 

various health authorities, various fire and emergency authorities, and (since 

2005) registered social landlords, or persons acting on their behalf so long as 

such disclosure is necessary for the purposes of any provision of the CDA. These 

purposes include a range of measures, such as: local crime audits, anti-social 

behaviour orders, sex offender orders and local child curfew schemes. In 

addition, the CDA requires local authorities to exercise their own functions with 

due regard to the need to do all that it reasonably can to prevent crime and 

disorder in its area. 

 

• The Criminal Justice Act 2003 extended the scope of MAPPA by imposing a 

duty on public bodies outside the criminal justice system, including NHS Trusts, 

to co-operate with the responsible authority for MAPPA.  
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In practical terms this duty imposes the following obligations: 

• A general duty to cooperate in the supply of information to other agencies in 

relation to risk assessment and risk management. 

•  A duty on professionals to consider, as part of the care planning process, 

whether there is a need to share information about individuals who come 

within the MAPPA criteria. 

• The need to develop protocols between agencies for exchanging information 

and other forms of cooperation. 
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Annex 3 
 

Confidentiality Statement for meetings 

  

Name of meeting:          

 Date/time:  

 Venue: 

 

Confidentiality Statement: I agree that information shared at this meeting is only to be used 

in relation to working with adults as outlined within the Sandwell Blue Light meeting terms of 

reference.  Information shared at this meeting will not be used outside of this group for any 

other purpose than that agreed within this meeting. All personal information shared should 

be treated as highly confidential and all data should be transported and stored in 

accordance with each agency’s information security policy and procedures.  

 

 

 

 

 

 

 

 

Signature of the chair as witness to the above signatures 

 

 

 

___________________________________________ Date________________________ 

 

  

Name Organisation Contact details Signature  
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Annex 4 
 

Blue Light Multi-Agency Information Sharing Protocol - Consent Form 

The professional stated below, believes that you may be at risk of harming yourself or 

other people and is seeking your consent to make a referral to the Sandwell Blue Light 

multi-agency management group. 

 

If you agree to give your consent, some or all of the following information may be 

shared - your personal details, information about your carers, your current 

environment and details of the risk. This may be shared with a multi-agency group, 

which could include representatives from health, police, emergency services, the 

local authority, housing providers and substance misuse services. 

 

These people are qualified and will consider the information put forward and make 

recommendations on how the care you receive might be extended to support you 

further with any difficulties you may be experiencing. The professionals involved are 

trained to protect your rights to privacy and confidentiality and this will be respected 

at all times. 

 

(If we believe you are at significant risk, or if other people are at risk, professionals can 

still disclose information under common law “Duty of Confidence” without your 

consent, or if we have a legal obligation to do so, such as under the Crime and 

Disorder act 1998) 

 

Please provide the relevant information below: 

 

Is this information about you?     Yes   No 

 

 

If ‘No’, who is the information about?  

 

Name of data subject: 

 

Address: 

 

DOB (ddmmyyyy): 

 

Are you are acting as: Parent/Guardian/Carer 

 

Other (please describe)  

 

 

Have the reasons for requesting consent been explained to you?  

  Yes   No 

 

I give (name of agency/person)……………………………………….. consent to 

process information in relation to a safeguarding concern in relation to myself and 

I am the above named person. 

 

Client signature……………………………………………………………………………. 

Date…………………………………………………………………………………………. 
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To be filled out by the relevant professional the information is being obtained by. 

 

Organisation:  

 

Name of professional:  

 

Professional’s role:  

 

Contact details:   

 

If consent was not obtained please state why below: (e.g. not given, not 

practicable due to risk, mental capacity) 
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APPENDIX 2 
Blue Light Project: Evaluation Methodology 

Paper by Mary Bailey, Alcohol Project Lead in Sandwell 

The Blue Light project sets out to provide a framework which can identify, engage 

and build a long term rapport with treatment resistant drinkers. Since the introduction 

of this project, various multidisciplinary team members have worked to build 

motivation and to reduce the risk of any potential harm either to the clients themselves 

and the wider public population.   

In the Sandwell borough, the multidisciplinary team incorporates public health, 

ambulance, police, probation, fire, local GP services, mental health professionals, 

alcohol treatment provider and various other NHS personnel.  These liaise together for 

monthly reviews to assess the progress of these clients through their interactions with 

them. The clients of this service are inevitably people with complex physical health 

issues, social factors and mental health needs. Although there are existing alcohol 

services in place within the Sandwell borough, there are a proportion of individuals 

who find it difficult to engage with services and could thus be left ignored or fall 

through the system until crisis moment occurs.  Hence, the coordination and 

integration between various public services is of paramount importance in order to 

ensure that these clients are monitored and an effective management plan tailored 

to the needs of the individual client can be conducted.   

The feedback from all these multidisciplinary team meetings has shown that significant 

progress has been made with respect since the integration of services and the 

production of data sharing agreement. The clients have been more engaged with 

services and thus have been less likely to present to emergency services as a result of 

a crisis. In order to formally quantify the impact of this group, a cost-effective analysis 

has been proposed. Furthermore, to further strengthen the authenticity of the analysis, 

a qualitative analysis through the use of questionnaires has also been recommended.   

Background  

It is estimated that the annual cost of alcohol to society is around 21 billion pounds 

per year. This can be broken down into NHS costs which are predicted at around 3.5 

billion, alcohol related crime which includes police, probation and prison costs at 

around 11 billion and lost productivity due to alcohol which is projected at around 6.5 

billion per year (1). Only around 6% of people who suffer from alcohol receive 

treatment (2). The vast majority of this treatment is only applied during emergency 

admissions and crisis moments for the individual. In the case of treatment resistant 

drinkers they are found to receive even less treatment and yet they are the cohorts 

that use disproportionate levels of NHS services, police and criminal justice services (2). 

The Birmingham Untreated Heavy Drinkers Project (BUHD) explored the effects and 

outcomes of untreated heavy drinking over a ten year period (3). Five hundred 

participants between the ages of 25 and 54 were recruited. The study results showed 

that heavy treatment resistant drinkers use hospital services at a constantly higher rate 
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than the general population. In terms of A&E attendance, this is estimated at around 

double the frequency for heavy drinkers compared to the public cohort. Only around 

10% of the investigated cohort seeked help in terms of treatment, referral to specialist 

alcohol inpatient and community services. This study concluded that there was a 

need to increase awareness in the community and between different professional 

members so that these individuals at greatest risk can be identified and targeted 

community approaches can be put in place before the client seeks services during 

an emergency or crisis episode (3).   

The 2004 Alcohol Harm Reduction Strategy for England highlighted the need for 

specialist targeted approaches for people with complex alcohol treatment resistant 

drinkers. With current focussed intervention plans there is a large emphasis and need 

for engagement between the individual and other services. This arrangement is often 

difficult to achieve and the most problematic drinkers avoid services (4, 5). For this 

cohort it is of paramount importance that a focussed specialist delivered intervention 

involving different multidisciplinary team members is planned (6). Public Health 

England have suggested that around 95% of dependent drinkers are not engaged 

with alcohol services. This cohort of the public includes individuals with very complex 

health, social and psychological needs. They include those with criminal justice 

histories, personality disorders and mental illness (7). Thus for the purposes of a cost 

effective evaluation of Sandwell’s Blue Light group it is imperative to consider all 

public service groups including NHS, ambulance, police, probation & prisons, fire and 

mental health services to establish the true nature of the problem and to quantify the 

difference made by the initiation of the multidisciplinary team within the Sandwell 

borough.   

In terms of therapy, evidence shows that flexible counselling and motivational 

enhancement through rapport and use of community teams is more cost effective 

than older rigid systems of treatment for alcohol problems (8). There is an increased 

emphasis on psychosocial treatments especially within the most vulnerable treatment 

resistant drinking cohort. Due to their poor engagement with services, it is vital that a 

focussed MDT approach utilising various psychosocial treatments is catered for in 

order to improve the long term outlook for both the client and society (9). The UK 

Alcohol Treatment Trial (UKATT) was one of the first trials which assessed the 

importance of psychological and community therapies in order to improve motivation 

and rapport with severely alcohol dependent individuals (10). The study concluded 

that both motivational enhancement therapy and social behaviour networking 

therapy incurred a fivefold saving in terms of expenditure on health, social, criminal 

and mental health services. Due to such evidence, there is an even greater emphasis 

on the co-ordination of groups such as the blue light project in order to identify and 

build a long term rapport with vulnerable treatment resistant drinkers.   
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Nottingham Blue Light Group Findings  

One of the most effective blue light groups created thus far is based in Nottingham. 

They conducted a similar quantitative and qualitative analysis to the one suggested 

in this report (11). They collated data using interviews with the staff of the team and 

managers, interviews with people who worked alongside the team in the local Blue 

Light meeting including East Midlands Ambulance Service, Nottinghamshire Fire 

Service, the police, hepatology and primary care as well as its commissioners. 

However, with their analysis they only assessed financial impact upon emergency 

presentations, hospital costs and emergency telephone call service costs. This would 

only portray one aspect of cost saving and did not include the other major 

organizations involved in patient care. For Sandwell, we are proposing a multivariate 

analysis with detailed cost effective evaluations for all the major emergency services 

involved to provide a more accurate and reliable quantification of the savings 

produced by the commencement and integration of the service.    
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Quantitative Analysis  

This involves a cost-effective analysis model which proposes to quantify the 

impact of the interventions of the group from a financial viewpoint.  Data from 

the following local emergency services will be used:  

• Hospital/ A&E,   

• Ambulance,   

• Police,  

• Fire  

For all clients being managed under the Blue Light approach, data will be 

collected from each of the above listed emergency partners for a period of 

12 months prior to commencement of the Blue Light approach.  The dataset 

collected will include the following details of the client from each involved 

partner within the proposed time frame:  

- Number of encounters with the service  

- Type of encounter/ presentation to the service  

- Cost of encounters/ presentation to emergency services  

For each of these domains, the different sectors of the multidisciplinary team 

will provide data with relation to the client list. Once this data is assimilated 

units costings will be applied to each domain for every client, thus producing 

a cost of each individual to public services before the introduction and 

intervention of this group within the Sandwell borough.   

This same methodology will be applied for the prospective comparison study 

which will show the involvement of services over a twelve month period after 

the commencement of the multidisciplinary team. This dataset will include 

exactly the same data as the retrospective analysis. This will then allow a valid 

and reliable comparison to be analysed within the two studies. This will then 

quantify the cost savings, providing accurate, reliable data on the impact of 

the blue light service within the Sandwell borough.   

Costings  

 

The various unit costs for each of the different services have been researched, 

as shown below:   

Police Costings  

The dataset for police costings, shown in the following tables, were identified 

from the recent Home Office report The Economic and Social Costs of Crime 

.(12)   
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Probation & Prison costs  
 

The following data was collected from the Ministry of Justice report Probation 

Trusts Unit Costs.(13)   
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54 
 

Ambulance Costings  

  

These are the rough estimated ambulance costs and these have been 

collected from the NHS Government reference costs 2014-2015 (14).   

Hospital Costings  

The NHS unit costs have been derived from the NHS Government reference 

costs 2014-2015. (14)   
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Fire Costings  

Fire costings have been extracted from the national archives on fire safety and 

unit costs over the last decade. (15)   
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57 
 

Mental Health Costings  

The following data on mental health unit costs were obtained from Royal 

College of Psychiatry, DSI Unit costs. (16)  
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Summary of costings used in the main report data analysis 

A&E/Hospital 

A&E attendance cost  £132 per attendance 

A&E Investigation and 

treatment 

A&E treatment comprising 

ECG £25, bloods £20 (& 

possible radiology £100 if 

physical injury) 

Cost of admission Regular ward admission £354 

Cost of stay for each 

admission 
Cost per day for bed £303 

  

West Midlands Ambulance Service 

Category of call out 

Cost per ambulance call - £7 

Hear & treat & refer - £35 

See & treat & refer - £180 

See & treat & convey - £234 

  

Police 

Police attendance for those 

not arrested   
£267 

Police attendance for those 

arrested  
£457 

Stay in custody Average stay 9.6 hrs £384 

Forensic med examiner in 

custody   
£132 per occurrence 
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