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Preface

This document is the final report of an independent evaluation of the National Model for Liaison and
Diversion (L&D). L&D schemes operate primarily in police custody suites and courts. They aim to identify
and assess people with vulnerabilities as they pass through the criminal justice system, to ensure their health
and other needs are known about and that they are referred to appropriate services for treatment or support.
The Liaison and Diversion Programme was created in 2010 to facilitate development of a model for
commissioning L&D services, and to support existing L&D service providers. From 2011 to 2013, the
Programme developed a national model for L&D services, with an initial focus on the diversion of people
who are brought into police custody. In 2014 the Liaison and Diversion Operating Model was published by
the Programme and NHS England launched a new National Model for L&D services.
This study of the National Model is funded by the National Institute for Health Research (NIHR) Policy
Research Programme (PR-ST-0715-10013). The views expressed are those of the author(s) and not
necessarily those of the NIHR or the Department of Health and Social Care. The research was undertaken
by RAND Europe.
This report has been prepared for the Department of Health and Social Care and NHS England as the final
output for the evaluation, but will also be of interest to policy makers and practitioners responsible for
designing and implementing liaison and diversion services, as well as those commissioning such schemes.
It is also of relevance to anyone designing future research or evaluations relating to L&D services.

RAND Europe is an independent, not-for-profit research institution. For further information about
RAND Europe or this evaluation please contact:
Dr. Emma Disley
Research Group Director
Home Affairs and Social Policy
RAND Europe
edisley@randeurope.org
+44 1223 353 329
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Summary and key findings

Background to Liaison and Diversion services
Liaison and Diversion (L&D) services aim to identify those in the criminal justice system (CJS) who have
mental health needs and other vulnerabilities, refer them to appropriate support services, and ensure that
information about those needs is available to decision-makers in the CJS.
L&D services have operated in some form for over 25 years, but their nature and quality varied between
locations and there are many areas of the country where no L&D services were available. Between 2011
and 2013, the Department of Health was supported by an external partner, the Offender Health
Collaborative, to develop a national L&D model. In 2014, NHS England launched the national Liaison
and Diversion Operating Model for L&D services (NHS England Liaison and Diversion Programme 2014).
Following the launch of the National Model in 2014, it was implemented at ten trial sites in England,
followed by a further 13 sites in 2015. In July 2016, funding was announced to expand implementation of
the National Model further, with the goal of providing services to 75% of the country by April 2018.1
The National Model for L&D provides 24-hour, seven days per week services for people of all ages in the
adult and youth justice pathways, covering a range of health issues and ‘vulnerabilities’2 including mental
health, physical health and learning disabilities.3 The intended outcomes of L&D services are fourfold:


Improve access to healthcare and support services for vulnerable individuals and a reduction in
health inequalities.



Reduce reoffending or escalation of offending behaviours.



Divert individuals, where appropriate, out of the youth and criminal justice systems into health,
social care or other supportive services.



Deliver efficiencies within the youth and criminal justice systems.

1

https://www.england.nhs.uk/commissioning/health-just/liaison-and-diversion/news/programme-updates/ [accessed
March 2020].
2

‘Vulnerabilities’ is the term used in the operating model and service specification.

3

The National Model for L&D is contained in two documents: an operating model (NHS England Liaison and
Diversion Programme 2014) and a service specification (Liaison and Diversion Programme 2014). The service
specification is based on the operating model. The service specification has since been updated, most recently in 2019.
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Evaluation of the National Model for L&D
Prior evaluations
In 2015, RAND Europe was commissioned by the then Department of Health to evaluate the impact of
implementation of the National Model for L&D at the ten initial sites where it was established in 2014
(Disley et al. 2016). The evaluation involved consultation with key stakeholders, including L&D
practitioners and team leaders, and members of the judiciary. Stakeholders were overwhelmingly positive
about the National Model, particularly regarding its impact on identifying people in need of support (Disley
et al. 2016).

The current evaluation focuses on the impact of the National Model for L&D on health
services utilisation and criminal justice outcomes
RAND Europe was commissioned by the Department of Health and Social Care (DHSC) in 2016 to
conduct an independent outcome evaluation of the National Model for L&D as implemented at 27 sites
in England. The primary aim of the evaluation was to investigate the impact of implementation of the
National Model for L&D on healthcare and criminal justice outcomes, addressing five research questions:
1. What impact does the National Model have on health service utilisation (in particular, use of
A&E, mental health services and drug and alcohol treatment services)?
2. What impact does the National Model have on reconviction?
3. What impact does the National Model have on diversion from the criminal justice system (in
particular, being diverted from prosecution, from court or from a custodial sentence)?
4. What impact does the National Model have on the timeliness of court processes (in particular,
the number of adjournments, number of hearings per case, duration of a case and time from arrest
to sentence)?
5. If any impacts on offending and health care utilisation are found, what is the economic effect of
those?
A secondary aim was to understand the implementation of the National Model for L&D (as at the time
when the impact evaluation was conducted), and how this may affect the outcomes achieved.

The current evaluation uses a novel administrative data linkage approach to overcome
the challenges presented in evaluating the National Model for L&D
For this evaluation, we created a large-scale linked data set combining information from four separate
healthcare sources (Hospital Episode Statistics Accident & Emergency, Mental Health Services Datasets,
Improving Access to Psychological Therapies database, National Drug Treatment Monitoring System) and
two separate criminal justice sources (Police National Computer, Her Majesty’s Courts and Tribunals
Service). To our knowledge this is the first example of such an extensive, cross-sector data linkage study. It
enabled us to overcome the key challenges of evaluating the implementation of the National Model for
L&D services, namely:
vi
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The National Model was implemented before the evaluation was commissioned, so it was not
possible to directly gather long-term baseline data from sites before the intervention was deployed.
The linked data cohort provides extensive information on contact with health and criminal justice
services both before and after referral to L&D services.



During the evaluation period, the National Model was being rolled out across England, so there
was no contemporaneous control group (i.e. without L&D services) and a randomised controlled
design could not be used to assess causation. We used the longitudinal linked administrative data
to create a ‘historic’ control cohort that enabled us to attribute causation, using data from an earlier
time period before the implementation of the National Model of L&D.

To provide broader insight into the results from the linked data cohort we analysed two
additional sources of information:
1. The internal programme monitoring data set (the ‘Minimum Data Set’, MDS), which provides
insights into those reached by L&D services across the evaluation sites, and helps to understand
overall implementation of the model.
2. An update of our previous process evaluation of the National Model via telephone interviews of
staff from evaluation sites to aid interpretation of the quantitative data. This does not amount to a
process evaluation, but it provides some insight into implementation of the National Model.

Multiple outcomes across the health and criminal justice domains were included in the
evaluation
The linked administrative dataset was used to assess the impact of implementation of the National Model
of L&D on a range of outcomes including:


Accident & Emergency attendances



Referrals and attendances at specialist mental health services



Referrals and attendances at Improving Access to Psychological Therapies services



Referrals and attendances at drug and alcohol treatment services, and data on quality of life and
other wellbeing measures



Offending, including offence type and outcome



Court processes, including duration and number of hearings.

Data on these outcomes were available for an evaluation cohort of 8,729 service users referred to L&D
services between January and September 2017 and followed-up for at least 12 months. The evaluation
cohort was broadly representative of the wider population referred to L&D services during this period,
although people from ethnic minority groups may be under-represented in this cohort. We also used these
linked data to create an historic control group. To do this, we identified an historic offence for which 1,699
members of the evaluation cohort were charged during 2013/4, before the National Model of L&D was
implemented, and used the data before and after this offence.
vii
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Strengths and limitations of the evaluation
As discussed above, the major strength of this evaluation is the creation of the novel, large-scale linked data
set combining information from four healthcare sources and two criminal justice sources. This data set
provides longitudinal information on the evaluation outcome measures that could not have been reliably
obtained by other methods, and allows the creation of an historic cohort that provides a comparator for the
evaluation cohort and enables attribution of causation.
There are four main limitations of our evaluation approach:
1. The sites included in the evaluation were not randomly selected and may not be representative of
all current L&D services in England.
2. The use of an historic comparator group is not as robust as conducting a randomised controlled
trial. As mentioned, the implementation approach for the National Model of L&D precluded the
use of a randomised study design.
3. The quality of the administrative data available for research, and the processes used for linking these
data, are not perfect.
4. The healthcare outcomes we evaluated were all related to referrals for treatment and subsequent
attendance; we did not examine changes in the healthcare conditions that the treatment was
intended to address.

Summary of key findings from the evaluation
L&D services following the National Model have succeeded in engaging with people
who have a broad range of vulnerabilities
Overall, 88% of people referred to Liaison & Diversion services had at least one vulnerability
identified. Almost three-quarters (71%) of those referred had a mental health need, and half (52%)
experienced drug or alcohol misuse. Other vulnerabilities identified included risk of suicide or self-harm,
unstable accommodation, being an abuse victim, financial needs, and needs relating to physical health,
communication difficulties, or learning disabilities. Some service users had more than one vulnerability;
for example, almost 20% were recorded as having more than one mental health need. This may present a
challenge for L&D staff if multiple vulnerabilities are present, but none of these meet the criteria for referral.
A quarter (26%), however, of people referred to L&D services had no prior service contacts recorded,
indicating L&D services were potentially providing their first contact with health and social care services.
This demonstrates that L&D services have accomplished the aim of engaging people with multiple
vulnerabilities to facilitate access to support services.

L&D services appear to intervene at a point of crisis
Using the novel cross-sector linked data set we identified increased use of multiple healthcare services
in the months leading up to the arrest that precipitated referral to an L&D service. The 6-12-month
prior period to L&D referral is often characterised by a steep increase in contact with Accident & Emergency
(A&E) services, specialist mental health services, and declining self-reported health in those attending drug
viii
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treatment services. However, L&D service users with and without previous criminal justice system contact
were as likely to go to A&E after involvement with the L&D service. This suggests that for L&D service
users it is acute health vulnerabilities that lead to contacts with the CJS, rather than the other way around.
We also observed an increase in detentions under the Mental Health Act (MHA) (1983, amended 2007)
in the six months prior to referral to an L&D service, suggesting that referral to L&D was not their first
crisis-related contact with police for some service users. We did not observe such a marked increase in
offending behaviour, except in the one to two months immediately prior to the arrest leading to L&D
referral. This pattern of repeated health service contacts over an extended period suggests there may be a
window of opportunity for intervention prior to L&D referral.

The interventions offered by L&D services vary by individual and by L&D site
Interventions provided by L&D services, and their uptake by service users, varies widely. Reported
interventions spanned a wide spectrum, from advice and brief interventions, to primary care referral, to
detention under the MHA for psychiatric assessment. Referral to health care services varied significantly
between sites, particularly for the national Improving Access to Psychological Therapies (IAPT) service.
Variability between sites is a planned aspect of the National Model as it is intended that referrals and other
interventions are tailored to individual needs. Yet, insofar as this suggests variation in the delivery of the
National Model, this represents an unplanned aspect of its implementation. Intervention uptake also
varied, with people with substance use vulnerabilities in particular being more likely to decline L&D referral
and interventions overall, despite being more likely to have multiple vulnerabilities. Results from the
qualitative interviews indicated that timeliness of accessing onward referral services may contribute to
variation in both provision and uptake; lengthy delays decrease the likelihood that service users engage with
services, but interviewees reported that in some instances waiting times could be up to six months.

Following L&D referral, there is a short-term increase in referral to mental health services
Referral to L&D services appears to be followed by an increase in referral to IAPT services and nonL&D specialist mental health services. We did not, however, find evidence that these referrals translated
into a substantial increase in face-to-face attendances in the post-L&D referral period. For IAPT services,
there was no evidence for an increase in attendances. There may have been some increase in attendances at
specialist mental health services, but due to how information was recorded in the data source, we could not
differentiate between specialist mental health services, so this may just represent contact with L&D services.

Drug and alcohol treatment referral and attendance may increase following L&D referral
After L&D referral, drug and alcohol treatment service referrals appear to increase. A substantial
minority of the drug and alcohol treatment service referrals were for individuals without previous recorded
contact with these services. Additionally, referrals to drug and alcohol treatment services appear to translate
into increased attendance at appointments, although this increase was not statistically significant.

Referral to L&D services does not appear to reduce offending
Overall, we did not find any evidence for an impact of referral to L&D services on offending behaviour
in the post-L&D referral period. This lack of effect was at odds with the perceptions of L&D service staff
ix
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regarding the impact of the National Model. Our interview participants consistently identified that L&D
services aimed to reduce offending by addressing the unmet needs of offenders through appropriate
assessment and referral. This discrepancy between the information from the interviews and the overall data
linkage analyses may partially be due to heterogeneity in the population targeted by L&D services, and the
wide variation in interventions offered both within and between services. We also found, however, that
(after accounting for other vulnerabilities) contact with the criminal justice system is not a predictor of
healthcare utilisation after L&D referral, which suggests that offending behaviour in this cohort is a
symptom of a wider health and/or social problem that a single contact with a L&D service may not
be sufficient to address.

L&D services appear to increase diversion from custodial sentences
L&D services may reduce the proportion of offences resulting in custodial sentences and thus increase
diversion from the criminal justice system. Considering changes in the proportion of offences resulting
in a custodial sentence over time, the likelihood of service users receiving a custodial sentence after
involvement with L&D services was almost half that of the historic control group. This estimate of impact
of the National Model was statistically significant (p = 0.05). There was, however, no evidence for an
impact of the National Model on the length of custodial sentences.

Court processes are not significantly affected by L&D services
The duration of court proceedings was reduced for offences committed at or just after referral to L&D
services, but the available data do not provide sufficient statistical support to conclusively demonstrate
an impact of the National Model on this outcome. There was no evidence for a statistically significant
impact on number of hearings per court case. Following L&D referral, the time from first hearing to
completion was almost 7 days shorter in the evaluation cohort compared to the historic control, but this
difference was not statistically significant. The qualitative interviews, however, did provide additional
support for the role L&D staff play in expediting court decisions via drafting on-the-day reports for presentencing.

The L&D programme contributes to savings in the criminal justice system, but not in the
healthcare system
L&D services appear to directly contribute savings of between £13.1 million and £41.5 million in the
criminal justice system through diversion from custody and consequent increases in productivity. The
economic analysis (see Box S1 for approach and limitations) hinges on custodial sentence length; when
considering the diversion from custody based on average sentence length, L&D is associated with a total
saving of £38.1 million, or £858 per L&D referral not declined. If we also consider increases in productivity
due to avoidance of custody, then the savings increase to £933 per L&D referral (average sentence length)
or £294 per L&D referral (median sentence length). We estimate the National Model of L&D costs £659
per L&D referral not declined. Based on the average sentence length, the cost of L&D referral is thus
more than offset by the £933 of savings due to diversion from custody. These analyses do not
incorporate costs or savings related to healthcare utilisation outcomes as the national L&D programme was
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not found to have any statistically significant effect on attendance at A&E, (non-L&D) mental health
specialist services, IAPT, or drug and alcohol treatments services.
Box S1 Approach and limitations of the economic evaluation
Approach


Comparison of NHS England and NHS Improvement commission costs of the national L&D
programme with the impacts on costs more widely and on benefits achieved.



Cost-consequences analysis examining the effects on the health service and criminal justice
system, as well as impacts in terms of service users’ net contribution to the economy.



Considers costs and benefits over a one-year period resulting from the national L&D scheme
against the historic ‘control’ cohort identified from based on those charged with an offence three
to four years prior to referral to L&D.

Limitations


A cost-effectiveness analysis, where an overall measure of efficiency would be provided, was
not possible given the available data.



A lack of data meant that many potential costs and benefits could not be quantified in the
economics analysis (see Chapter 11).



As per the main evaluation analyses, these results are based on data from the first two waves of
L&D implementation; findings may not generalise to all L&D services in England.

Evaluation conclusions
This evaluation used a novel, large-scale linked data set combining nationally-collected administrative data
from both the healthcare sector and the criminal justice sector. This unique data set provided insights into
contact with a range of services both before and after referral to a L&D service which could not have been
reliably obtained in other ways.
Analyses conducted across these data sources consistently showed that L&D services are successfully
engaging with a group of service users with a broad range of vulnerabilities, often at a time of acute
crisis when they are most in need to support. There was, however, substantial variation between L&D
services in the types of interventions offered, and referrals to healthcare services often did not translate into
face-to-face contact with health service providers. This is likely to be due to a combination of factors
including differences in service user needs at each site, variation in availability of services to which L&D
staff can refer people, and length of waiting time for face-to-face appointments.
The impact of the National Model for L&D on healthcare and criminal justice system outcomes
appears to be focused on increasing referrals to mental health and drug and alcohol treatment services
and diversion from custodial sentences. It may also lead to an increase in attendances at drug and alcohol
treatment services, and in the number of hearings per court case, but there was no evidence for a statistically
significant impact on these outcomes in this study.
The evaluation identified only limited improvement in some outcomes after L&D referral, but there was
no evidence that outcomes became worse due to L&D referral, and we did not identify any unintended
xi
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consequences of referral.

Evaluating the programme is challenging due to heterogeneity in the

implementation of the intervention and the population targeted. There are, however, some limiting factors
that could be addressed to improve the overall impact of L&D services; most notably increasing capacity
for onward referrals and developing approaches to support people who have multiple vulnerabilities but are
not currently eligible for referral because no single vulnerability meets a required therapeutic threshold.

xii
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1. Evaluation context

1.1.
1.1.1.

Development of the National Model of Liaison and Diversion
Recognition of vulnerabilities amongst people in contact with the Criminal
Justice System

The prevalence of vulnerabilities amongst those in the Criminal Justice System (CJS) has long been a matter
of concern to policymakers. International research has shown that generally a high proportion of people in
contact with the CJS, both prison populations and non-custodial populations, experience poor mental
health (Stürup-Toft et al. 2018). Prisoners are estimated to have a two- to ten-fold excess of mental health
conditions including psychosis, major depression, and personality disorder (Fazel & Danesh 2002). Studies
of police detainees or offenders with community sentences have found that around 30% report mental
health conditions and about 50% report drug and alcohol problems (Cattell et al. 2013; McKinnon &
Grubin 2014; Payne-James et al. 2010; Rekrut-Lapa & Lapa 2014). These mental health conditions,
however, are not experienced in isolation; many people in contact with the CJS experience co-morbid
conditions. Most notably, there is a strong relationship between poor mental health and substance use, both
in the community and in custodial settings, with evidence suggesting a two to four-fold excess of alcohol
dependence compared with the general population, and at least a 13-fold increase in drug dependence
(Delgadillo et al. 2013; Fazel et al. 2006; Mir et al. 2015; Weaver et al. 2003). This may be modified by
gender, with co-morbid conditions especially high among females in contact with the CJS (Zlotnick et al.
2008). In addition to these vulnerabilities, many people in contact with the CJS are affected by additional
social and economic factors including having been in care during childhood, domestic abuse and/or
violence, unemployment or financial difficulties, and unstable living arrangements (Cattell et al. 2013; Roy
et al. 2014; Williams et al. 2012).
Although the high level of vulnerabilities in prison and non-custodial populations has long been known
about, the publication of Lord Bradley’s 2009 review of service provision for people with mental health
problems and learning disabilities in the CJS in England and Wales stimulated considerable focus on the
health inequalities experienced by this group (Bradley 2009). Bradley (2009) drew attention to the
considerable gap between the mental and physical health of people in contact with the CJS and the general
population. As contact with police and custodial environments is known to exacerbate mental health and
other vulnerabilities, create stigmas and preclude access to adequate services to support their needs, Bradley
asserted that every opportunity should be taken to divert people from the CJS. The report made 82
recommendations, including that a national Liaison and Diversion (L&D) model be created – whereas
previously there had been a patchwork of locally-developed L&D services.
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1.1.2.

The Liaison and Diversion Programme and development of the National
Operating Model

L&D services have operated in some form for over 25 years, but the nature and quality of these schemes
varied between locations and there are many areas of the country where no L&D services were available.
The intended outcomes of L&D services are threefold: (1) to improve general and mental health and wellbeing; (2) to reduce offending; (3) to improve social integration. Following the 2009 Bradley review, the
Liaison and Diversion Programme was created in 2010 to facilitate development of a model for
commissioning L&D services, and to support existing L&D service providers. From 2011 to 2013, the
Programme developed a national model for L&D services, initially focused on the diversion of people who
are brought into police custody (HM Government 2009; NHS England and NHS Improvement 2019).
In 2012, the Bradley Commission, hosted by the Centre for Mental Health, was formed to review progress
since the 2009 review (Durcan et al. 2014). The review acknowledged the considerable progress that had
been made with the roll out of L&D services in trial sites. Yet, it also recommended that L&D services
should be standardised through the development of an Operating Model and should also be expanded to
include resettlement after release from prison, as well as early intervention (Durcan et al. 2014).
In 2014, the Liaison and Diversion Operating Model was published by the Programme and NHS England
launched a new National Model for L&D services. L&D services as they operate in England today, aim to
identify people with a range of vulnerabilities as they pass through the CJS to ensure their health and other
needs are known about and that they are referred to appropriate services. The stages of the diversion process
are outlined in Box 2.1 below.
Box 1 Key elements of the L&D process under the 2014 operating model
L&D services are designed to support people with mental health problems, a learning disability, substance
misuse problems and other vulnerabilities including unstable accommodation and risk of self-harm or
domestic abuse. The main activities of L&D are identification, screening, assessment and referral to other
services. These are explained below.


Identification: Criminal justice agencies working at the Police and Courts stages of the pathway
are trained to recognise possible signs of vulnerability in people when they first meet them. They
then alert their local L&D service about the person.



Screening: Once someone is identified as having a potential vulnerability, the L&D practitioner
can go through screening questions to identify the need, level of risk and urgency presented. It
also helps determine whether further assessment is required.



Assessment: Using a trauma-informed approach and approved screening and assessment tools an
L&D practitioner will undertake a more detailed assessment of the person’s vulnerability. This
provides more information on a person’s needs and also whether they should be referred on for
treatment or further support.



Referral: The L&D practitioner may refer someone to appropriate mainstream health and social
care services or other relevant interventions and support services that can help. A person is also
supported to attend their first appointment with any new services and the outcomes of referrals are
recorded. L&D services will also provide a route to treatment for people whose offending
behaviour is linked to their illness or vulnerability.



Outreach: Multi-disciplinary teams, including support time recovery workers and peer support
workers, will work holistically with people in community settings during the currency of any
criminal proceedings, including addressing issues such as housing and financial advice (NHS
England 2019).
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Outcome Evaluation of the National Model for Liaison and Diversion
Following the launch of the National Model in 2014, it was implemented at 10 trial sites in England
(referred to as ‘Wave 1’ sites or Pathfinders), followed by a further 13 sites in 2015. In July 2016, funding
was announced to expand the roll-out of the model further, with the goal of providing services under the
National Model to 75% of the country by April 2018. In March 2017, plans for the expansion of the
service into Crown Court centres was announced; previously L&D services had been limited to the police
and Magistrates’ and Youth Courts.

1.2.

The changing
implemented

policy

landscape

against

which

L&D

was

In the period before, during and since the implementation of the National Model for L&D, a range of
strategic and policy initiatives have affected how vulnerable people are supported in the health and social
care, and criminal justice system. A simplified timeline of some key events including the timeline of this
evaluation is shown in Figure 1.
Figure 1. Timeline of policies and initiatives informing the development and implementation of
the National Model for L&D.

Light purple circles indicate events of broader contextual importance; dark purple circles indicate key points in the outcome
evaluation. Source: Adapted from NHS England (2019). PNC indicates Police National Computer; NDTMS indicates National
Drug Treatment Monitoring System; HMCTS indicates Her Majesty’s Courts and Tribunals Service; HES indicates Hospital
Episode Statistics; A&E indicates Accident and Emergency; IAPT indicates Improving Access to Psychological Therapies.

These initiatives emphasised cross-sector working, with a number focused on the intersection between the
CJS and the healthcare system and may have improved overall awareness of the need to provide more
support to vulnerable individuals. The key developments include:


Mental Health Crisis Care Concordat: Improving Outcomes for People Experiencing Mental Health
Crisis. Signed in 2014 by 22 national bodies involved in health, policing, social care, housing, local
government and the third sector, the Concordat established how public services should work
together to respond to people who are in a mental health crisis (Rodgers et al. 2019).
3
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Strategic Direction for Health Services in the Justice System: 2016-2020. This set out the plan for
NHS England to improve health and care outcomes for those in secure and detained settings,
support safer communities and social cohesion. The Strategic plan aimed to narrow the health
inequalities gap between those in the CJS and the general population. A key aspect of The Strategic
Plan included a focus on rolling out L&D services widely across England (NHS England 2019).
The following seven priority areas were identified, which included L&D services:
1. A drive to improve the health of the most vulnerable and reduce health inequalities
2. A radical upgrade in early intervention supported by effective L&D services
3. A decisive shift towards person-centred care that provides the right treatment and support
4. Strengthening the voice and involvement of those with lived experience
5. Supporting rehabilitation and the move to a pathway of recovery
6. Supporting continuity of care, on reception and post release, by bridging the divide between
healthcare services provided in justice, detained and community settings
7. Greater integration of services driven by better partnerships, collaboration and delivery.



Mental Health Act (1983 amended 2007). In 2017, further amendments were made to Section 136
of the MHA, which allows police to detain people with a mental illness for immediate psychiatric
assessment. The key changes were:
1. Police must consult mental health professionals, if practicable, before using S136
2. Police stations cannot be used as a Place of Safety for people under the age of 18, and can only
be used as a Place of Safety in specific ‘exceptional’ circumstances for adults.

1.3.

The initial process evaluation of Pathfinder Liaison & Diversion sites

In 2015, RAND Europe was commissioned by the then Department of Health to undertake a process
evaluation of the implementation of the National Model for L&D in the ten Pathfinder sites where they
were established in 2014 (Disley et al. 2016). The evaluation involved consultation with key stakeholders,
including L&D practitioners and team leaders, the police and members of the judiciary. The stakeholders
consulted were overwhelmingly positive about the National Model. Key findings from the evaluation about
the first 18 months of implementation were:

Increases in staff and outreach contact
The evaluation indicated that there was an implementation of the National Model, insofar that it resulted
in an increase in the number of L&D staff and greater coverage across both Crown Courts and police
custody. Importantly, these changes meant that more people with a range of vulnerabilities were able to be
identified. A particular strength was the embedding of L&D services in police custody suites, which served
to increase police knowledge of mental health services. The outreach aspect of the National Model was
perceived to be a key strength because it filled a ‘gap’ between service users first making contact with the
L&D service and following through with service engagement.
4
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Partnership in police custody suites
The main point of entry for service users was via police custody suites. Partnerships between L&D
practitioners and police were generally strong across the ten trial sites and co-location within custody suites
was central to the operation of the National Model. In courts, L&D practitioners typically prepared written
pre-sentence reports for the judiciary. The L&D scheme enabled a holistic assessment of individuals and
while a range of risk assessment tools were used, the important thing was that a wide spectrum of
vulnerabilities was considered. There were site-specific differences in levels of engagement between L&D
services and partner agencies. This varied depending on the structure and operation of the service. For
example, in one area where the L&D service was based in the same office as the probation service, the
relationship between the two agencies was particularly strong.

Capacity of partner agencies to take referrals
The evaluation identified significant variability in the capacity of partner agencies to take on referrals from
the L&D scheme. Where they existed, waiting lists decreased the likelihood of the service user attending
appointments. Relatedly, some threshold issues were also identified. Again, these varied by area and covered
a range of service sectors including housing, drug and alcohol, and secondary care services. There was a
common theme that service users with lower levels of need, albeit still with vulnerabilities to be addressed,
were a difficult group to support because they did not necessarily meet the eligibility criteria for many
services. L&D staff, however, played a strong advocacy role in ensuring referrals were secured.

1.4.

The need for an impact evaluation

The process evaluation in the pathfinder sites had provided a rich description of the day to day operation
of L&D in those areas. It was not, however, designed to draw conclusions about whether L&D was
‘working’ – whether it was having any impact on service users. Therefore, following the publication of the
implementation evaluation in 2016, RAND Europe was commissioned by the Department of Health and
Social Care conduct a longer term and more ambitious evaluation of the National Model for L&D. This
report outlines the findings of that evaluation. The following chapter describes how we went about
conducting the study
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2. The methodological approach for the evaluation of the
National Model for L&D

2.1.

Evaluation questions

The primary aim of the evaluation was to investigate the impact of the National Model for L&D on
healthcare and criminal justice outcomes. This evaluation addresses four questions designed to examine
what impact, if any, the implementation of the National Model for L&D has on key outcomes, specifically:
1. Health service utilisation (A&E services, mental health services, and drug treatment services)
2. Reconviction
3. Diversion from the CJS (diversion from prosecution, from court or from a custodial sentence)
4. Timeliness of court processes (number of adjournments, number of hearings per case, duration of
a case and time from arrest to sentence).
The evaluation also addresses a fifth question relating to the economic effects of any identified impacts on
the outcomes outlined above.
A secondary aim was to understand the implementation of the National Model for L&D (as at the time
when the impact evaluation was conducted), and how this may affect the outcomes achieved.

2.2.
2.2.1.

Evaluation design
Why it is difficult to evaluate the impact of L&D on health and criminal justice
outcomes

Attribution of causation is challenging


Implementation of the National Model had begun before the evaluation was commissioned, so it
was not possible to directly gather baseline data from sites before the intervention was deployed.



During the evaluation period, the National Model was being rolled out across England, so it was
not feasible to use a randomised controlled design, and the time the model had been implemented
for differed between sites.
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As illustrated in Figure 1, the National Model was implemented in the context of many other
strategic and policy initiatives that may have an impact on some of the outcomes included in the
evaluation.



The population targeted by L&D services is, by design, very heterogeneous which makes
identifying an appropriate comparison group difficult. L&D interventions are also heterogeneous
and the impact of L&D would not be expected to be the same across individuals.

The data needed to evaluate L&D are sensitive and span multiple sectors


The potential impact of L&D services is broad and covers community care, primary care, secondary
care, policing, and the courts.



Data about these impacts is held by a range of different agencies, in different formats and different
rules for access.

2.2.2.

Our solution creates a unique, new data set combining health and criminal
justice data that enables an innovative approach to attribution

We designed a study that links multiple sources of administrative data from the
healthcare and criminal justice systems for a cohort of Liaison & Diversion service users.
The linked administrative data cohort overcomes the challenges described above and is the core component
of the evaluation. Analyses of these data provide answers to the four outcome-focused evaluation questions,
which in turn inform the fifth economics-focused evaluation question. Creating this data set involves
collecting identifiable data about L&D service users and (with their consent) matching to data held about
them in a number of national databases outlined in Table 2.1 (further information in Annex B). Applying
for and securing access to such a number of data sets, held by a range of agencies, is a significant
undertaking in terms of time and resources, and is not common in research into offender health.
Table 2.1: National datasets to be used to answer the evaluation research questions
Name of data set

Information contained in
data set

Relevant research
question(s)

Data owner

Hospital Episode Statistics Accident
& Emergency data (HES A&E)

Information about use of
A&E

Question 1

NHS Digital

Mental Health Services Datasets
(MHSDS)

Information about use of
mental health services

Question 1

NHS Digital

Improving Access to Psychological
Therapies database (IAPT)

Information about use of
mental health services

Question 1

NHS Digital

National Drug Treatment
Monitoring System database
(NDTMS)

Data about drug and
alcohol treatment service
use

Question 1

Public Health England

The Police National Computer
(PNC)

Data about offending and
diversion from the CJS

Questions 2 & 3

Ministry of Justice
(MoJ)

Her Majesty’s Courts and Tribunals
Service data (HMCTS)

Information about court
hearings, adjournments,
case duration

Question 4

Her Majesty’s Courts
and Tribunals Service
(via MoJ).
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A detailed discussion of the evaluation approach and implementation, including the economic analysis, is
provided in Annex A; the results from analysis of each of the datasets are provided in the relevant outcomes
chapters of this report (Chapters 4 to 10).

The linked data set firstly allowed us to examine people’s healthcare use and criminal
justice system contact before, during, and after referral to L&D services.
This circumvented the challenges presented by the evaluation starting after the intervention had been
implemented. We used these data to compare outcome measures for people in the period before L&D
involvement to the period after L&D involvement (e.g. whether rates of healthcare utilisation were
different). For these analyses, we did not adjust for any individual-level or site-level information. For all
outcome measures except courts processes, we considered three time periods relative to L&D referral:


A one-year period ending 60 days before L&D referral (pre-L&D)



The 60 days before to 60 days after L&D (L&D referral)



A one-year period beginning 60 days after L&D referral (post-L&D).

For the courts data, we considered a six-month period ending the day before L&D referral, and a six-month
period from the day of L&D referral onwards.
These ‘before, during and after’ analyses look at change over time, but they do not allow us to draw firm
conclusions about whether L&D services cause changes in outcomes observed over the evaluation time
period. For that, a comparison, or control group is needed. Therefore, we also used the linked data set in
a second way.

Secondly, we used the linked data set to overcome attribution challenges by creating a
‘historic’ control.
As no contemporary control group was available, we created a control group using historic data about the
people in our evaluation cohort. For members of the L&D evaluation cohort, we identified an offence they
had committed three to four years prior to L&D referral. We used this as an historic comparator event that
provided an index date before the roll out of the National Model (almost all occurring in 2013/2014, with
a few in 2012).
This provides a period of time, around the historic offence (the index date), when support under the
National Model for L&D was not available, but the member of the evaluation cohort had been in contact
with the CJS. As data on the evaluation outcome measures were also available for this time period, we were
able to create a set of data for this historic cohort that could be compared to the evaluation cohort.
The aim was that the experience and situation of members of the cohort before, during and after this control
offence is was similar to their experience and situation before, during and after referral to L&D; the only
difference being that in one period of time they were not supported by L&D services and at the other they
were. Figure 2.1 illustrates the approach.
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Figure 2. Diagram of strategy for creating the historic control cohort.

Each grey horizontal line represents an individual. Purple dots indicate a chargeable offence. Blue dots indicate
the L&D referral offence; red dots indicate the index offence in the historic control cohort. The blue and red
rectangles indicate the time window for which data were analysed for the evaluation and historic control cohorts
respectively. Source: RAND Europe

We undertook extensive preliminary work to ensure that the historic control group was, in fact, similar to
the L&D cohort. For example, both groups experienced the same trends of increasing A&E attendances in
the two years before both the historic offence in 2013/4 and the two years before the offence that lead to
the L&D referral (see Annex B). On a practical level, this suggests similar life experiences and health
vulnerabilities in this period. Yet, from a methodological perspective these similar trends are also an
important confirmation of the appropriateness of the analytical approach that we took.
However, as shown in Figure 2, not all individuals contributed to both cohorts. Inclusion depended on
whether, and when, offences were committed. Details of the counterfactual are provided in Annex C. The
creation of a control group allowed us to compare people who did use L&D services with a similar group
of people who did not have access to L&D services at the time of an offence, and examine whether any
change in outcome measures over time (before and after L&D involvement) was also observed in the control
group. This difference-in-difference analysis does allow us to draw some conclusions about whether
changes in outcomes were caused by L&D services. Further details about this analysis are in Box 2.
Box 2: Approach to the difference-in-difference analysis of evaluation outcomes
The difference-in-difference analyses are used to assess the impact of the National Model for L&D on the key
outcomes – health services utilisation, substance abuse treatment utilisation, offending and court timeliness. This
approach compares the change in the outcome over time in the evaluation cohort to the change in the outcome
over time in the historic control group (i.e. in the absence of L&D). It is a very standard methodological
approach used in evaluating service innovations in the NHS, where randomised controlled trials are not possible
(Clarke et al. 2019). Each difference-in-difference analysis was conducted in two steps:
1.

We initially plotted on a graph the trends in each evaluation outcome in the 24 months before and 12
months after L&D referral date or historic charge date in the evaluation and historic control cohorts to
visualise changes in outcome measures over time. These graphs were not adjusted for any individual or
site-level factors.

2.

We then used appropriate regression models (depending on the outcome analysed) to conduct a statistical
test of whether the change in each outcome after L&D referral or historic charge was different between the
evaluation cohort and historic control cohort. The regression models allow us to control for the variations by
L&D site and individual service user characteristics including sociodemographic characteristics, past
healthcare service use and previous interaction with the criminal justice system.

The results of the difference-in-difference analyses also informed the economic analysis of the impact of the
National Model for L&D (Chapter 11).
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Thirdly, we conducted additional analyses, and collected additional data, to provide
broader context to the evaluation
We used the linked data set to: (1) examine subgroup differences by conducting descriptive analyses
investigating changes in the outcomes stratified by socio-demographic characteristics and site; and (2)
examine predictors of outcomes post-L&D that are adjusted for individual characteristics and L&D referral
site. We also undertook additional outcome-specific secondary analyses where these could provide
further insight into results for a specific outcome. These analyses are referred to in each outcome chapter
and provided in detail in Annex F.
We analysed pseudonymised information from the L&D management information database – an internal
programme monitoring data set called the Minimum Data Set (MDS) – to understand overall
implementation of the model. This provides insights into the individuals reached by the L&D services
across the evaluation sites, including those who did not consent to data linkage (and who are not, therefore,
included in the before and after or difference-in-difference analysis). We use a summary of these results to
provide context for the evaluation in Chapter 3, with full details provided in Annex D.
Telephone interviews of staff from evaluation sites were conducted to aid interpretation of the quantitative
data. This does not amount to a process evaluation, but it provides some opportunity, within the available
resources, to understand implementation of L&D. Relevant findings from these interviews are included in
the outcomes chapters where they expand on the quantitative findings and presented in full in Annex G.
2.2.3.

The study examines multiple outcome measures over different time periods

Because L&D aims to have effects on a range of criminal justice outcomes and may affect the utilisation of
a range of kinds of health services, the evaluation includes a number of different outcome measures (which
we look at using the different data sets outlined in Table 2.1).
As we examine these over different time periods, the study design is somewhat complicated. The table below
(Table 2.2) includes all the measures and the time periods over which we looked at them. The outcome we
evaluated were also measured in different ways, which meant that different statistics were used to quantify
change over time in these outcomes and to measure the impact of the National Model for L&D; a brief
guide to the estimates used is provided in Box 3.
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Table 2.2: L&D evaluation cohort – outcome definitions and associated timeframes
Timeframes

How it is measured in
this evaluation

Outcome

Before a
person
entered L&D
services1

±2 months
from the
date a
person was
referred to
L&D

After a
person has
used L&D
services2

Utilisation of
emergency
healthcare services

Accident &
Emergency
attendance

Rate per person per
month





Rates of offending

Arrest

% of people per month





Diversion from the
CJS

Arrest outcome

% of criminal justice
outcomes that are
custodial







Custodial
sentence length

% of custodial sentences
longer than 60 days







Referrals

Rate per person per
month







Face-to-face
attendance

Rate per person per
month







Referrals

Rate per person per
month







Face-to-face
attendance

Rate per person per
month







Referrals

Rate per person per
month







Face-to-face
attendance

Rate per person per
month







Time from arrest
to completion

Days

3

4

Number of
hearings per
case

% of court cases
requiring more than one
hearing

3

4

Utilisation of
Improving Access
to Psychological
Therapies services

Utilisation of
Specialist Mental
Health Services
(non-L&D)

Utilisation of Drug
and alcohol
treatment services

The timeliness of
court processes

1

One-year period ending 60 days before L&D referral; i.e. month -14 to month -3 inclusive
One-year period beginning 60 days after L&D referral; i.e. month 2 to month 13 inclusive
3
Six-month period ending day prior to L&D referral
4
Six-month period beginning at L&D referral
2
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Box 3: Statistics used to understand change in outcomes over time and the impact of L&D
In this evaluation we use three different statistical approaches to understand if there was a change in the key
outcomes (health services utilisation, substance abuse treatment utilisation, offending and court timeliness) over
time. Which one is used depends on if the outcome is a rate, a proportion or a continuous variable.
Incidence Rate Ratio (IRR)


This is a relative measure of the effect of L&D services on an outcome when that outcome is measured
as a rate. A rate is a count of the number of times an outcome occurred over a time period for a
defined number of people. In this evaluation, healthcare utilisation outcomes are measured in this
way (Table 2.2).



It is calculated for the evaluation cohort by dividing the incidence rate of the outcome in the period
before L&D referral by the incidence rate in the period after L&D referral, and similarly for the historic
control cohort.



As it is a ratio, a value of 1 indicates the incidence rates are the same in the two time periods. A
value greater than 1 indicates the incidence rate is higher after L&D referral, and a value lower than
1 indicates a decrease in the incidence rate after L&D referral.



In the difference-in-difference analysis, the Ratio of Rate Ratios (RRR), quantifies the change in the
incidence ratio over time in the evaluation cohort compared the change over time in the historic
control cohort. It can be interpreted similarly to the IRR: an estimate of 1 indicates the change over
time is similar in the two cohorts, and therefore there is no evidence of intervention impact; an
estimate greater than 1 indicates a relatively higher measure of the outcome in the evaluation cohort.

Odds Ratio (OR)


This is a relative measure of the effect of L&D services on an outcome when that outcome is measured
as a proportion or percentage. Most of the criminal justice system outcomes are measured in this
way (Table 2.2).



It is calculated in the same way as an IRR, but instead of comparing the rate of the outcome, we are
comparing the odds of the outcome. As it is a ratio, it is also interpreted in a similar way to an IRR;
an estimate of 1 indicates the odds of the outcome are the same in the two time periods being
compared.



In the difference-in-difference analysis, we calculate the Ratio of Odds Ratios (ROR) which is
calculated and interpreted similarly to the RRR.

Mean Difference


This is a measure of the effect of L&D services on an outcome when that outcome is measured as a
continuous variable, such as number of days. In this evaluation, some outcomes relating to court
processes are measured in this way (Table 2.2).



The mean difference is calculated as the difference in the average of the outcome measure between
two time periods. If the difference is zero, this indicates no difference between the two time periods;
if the difference is negative, this means the outcome measure decreased over time.



In the difference-in-difference analysis, we calculate the differential change in the mean difference i.e.
the difference in the differences. This is interpreted in the same way as the mean difference: an
estimate of zero indicates no difference between the two cohorts and thus no impact of the
intervention.

2.3.
2.3.1.

Strengths and limitations of the evaluation approach
Strengths

The major strength of this evaluation lies in the creation of a novel, large-scale linked data set combining
information from four separate healthcare sources (Hospital Episode Statistics Accident & Emergency,
Mental Health Services Datasets, Improving Access to Psychological Therapies database, National Drug
Treatment Monitoring System) and two separate criminal justice sources (Police National Computer
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(PNC), Her Majesty’s Courts and Tribunals Service). To our knowledge, this is the first example of such
an extensive, cross-sector data linkage study, and it enables us to overcome some of the challenges of
evaluating the implementation of the National Model for L&D services, namely:


By providing data on contact with health and criminal justice services both before and after referral
to L&D services. As the National Model was implemented before the evaluation was
commissioned, we could not have reliably obtained information about characteristics of service
contact prior to referral to L&D in other ways.



Enabling us to create a historic control cohort based on the linked administrative data which
provides a comparison group for assessing the impact on outcomes attributable to the L&D
National Model. No contemporaneous control group (i.e. without L&D services) was available as
the National Model was gradually implemented across all sites, so this provides an alternative
comparator.

2.3.2.

Limitations

There are four main limitations of our evaluation approach which relate to the implementation of the
intervention, the comparison group used, characteristics of the administrative data sources and data linkage
methods, and outcomes measured.

Implementation of the National Model of L&D
The evaluation cohort is based on data from service users referred to L&D services that were part of the
first two waves of L&D implementation. These sites involved in these stages of the implementation of the
National Model were not selected randomly; the initial wave 1 sites were selected because all had existing,
locally-designed L&D services before the introduction of the National Model (Disley et al. 2016).
Similarly, wave 2 sites were chosen for the second phase of roll-out because they also had some pre-existing
L&D services. Additionally, there was some heterogeneity in the implementation of the National Model
across sites. Consequently, the findings from this evaluation may not accurately reflect the impact of
implementing the National Model at sites for which L&D services did not previously exist, and may not
generalise to all current L&D services in England.

Comparison group and attribution of causation
Our approach to constructing a ‘historic’ control cohort was described above. While this approach better
enables us to assess impact of the L&D referral than the before-and-after analysis, which examines changes
in the outcomes over time in the evaluation cohort, it is not as robust as a randomised controlled trial. Our
approach allows us to draw some conclusions about whether changes in outcomes were caused by L&D
service. Changes, however, in outcome measures after L&D referral may be obscured by imperfect matching
of the evaluation and historic control groups. This is most likely to have affect the analysis of offending, as
individuals in the historic cohort must, by definition, have gone on to commit further offences to be referred
to L&D. It could also affect analyses on sentencing, insofar as previous offences are taken into account.
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Characteristics of administrative data sources and data linkage methods
The quality of the available administrative data for research is variable, both within and between data sets.
For example, in the MHSDS data set for specialist mental health referrals, only about half of the cohort
were recorded as having a L&D referral, when in fact all members of the intervention cohort should have
this recorded. This reduced our ability to draw conclusions about some outcome measures, particularly
specialist mental health referrals. In addition to limitations related to the data sources, there are some
relating to the linkage of our evaluation cohort to the various administrative data sources. All administrative
data owners (NHS Digital, Public Health England, Ministry of Justice) undertook separate approaches to
link the individuals in our evaluation cohort with their datasets and reported caveats regarding their
matching process for at least one of dataset, which are summarised in Annex B. Some L&D sites could not
be linked for particular sources, resulting in a reduced data set for the evaluation of some outcomes.

We only look at utilisation of health and addiction treatment services, rather than
improvements in health.
The healthcare outcomes we evaluated were all related to referrals for treatment and subsequent attendance.
We did not examine changes in the healthcare conditions that the treatment was intended to address. For
example, we examined referrals to, and attendance at, IAPT services but did not evaluate whether this
resulted in a change in the psychological and wellbeing outcomes among service users who were referred.
Evaluating the impact of L&D services on these outcomes, which are dependent on the treatment provided
by services that are outside the remit of the National Model for L&D, would have added to the complexity
of the evaluation and attribution of causation would be even more challenging. This limitation, however,
should be considered when reviewing the health-related evaluation outcomes.

2.4. Changes from protocol
There are three areas where the evaluation presented in this report differs from the work initially proposed:
1. Following discussion and agreement with NHS England we applied to NHS Digital for data from
IAPT services instead of inpatient hospital utilisation in order to better capture mental health
provision and support.
2. We had proposed using a historic control cohort from people attending Wave 2 sites as a
comparison group. Preliminary analyses identified that the evaluation cohort experienced a decline
in health outcomes in the months before L&D and a parallel ‘regression to the mean’ in the
following months. Our work exploring alternative counterfactual cohorts is presented in Annex
C. The final analysis process taken, comparing the impact of L&D with a cohort charged with an
offence in the window between three and four years before L&D at which L&D services would
not have been offered is a slight variation to the originally proposed approach
3. We did not use propensity score matching to compare the intervention and the control cohorts.
We adjusted for age, sex, deprivation, offending history, mental health treatment history, drug
treatment history and site in all analyses; and controlled for pre and post intervention trends by
matching on a historic charge.
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3. Characteristics of people referred to L&D and of the
evaluation cohort

Key findings – Characteristics of people referred to L&D services
This chapter describes the characteristics of all individuals referred to Liaison & Diversion services during
the evaluation period, and those who consented to involvement in the evaluation.


Just under 90% of people referred to Liaison & Diversion services had at least one vulnerability
identified. This demonstrates that L&D services have accomplished their aim of engaging people
with multiple vulnerabilities.
o

Almost three-quarters (71%) of those referred to Liaison & Diversion services had a
mental health need, and just over half (52%) experienced substance or alcohol misuse.
Just over a quarter (26%) had no prior service contacts recorded.



Reported interventions offered to people referred to L&D spanned a wide spectrum, from advice
and brief interventions, to primary care referral, to detention under the MHA for psychiatric
assessment.



Uptake of interventions was also variable, with people with substance use vulnerabilities in
particular being more likely to decline L&D referral and interventions overall, despite being more
likely to have greater numbers of vulnerabilities.



The individuals who consented to be part of the evaluation were broadly similar to the those who
did not with regard to sociodemographic details, vulnerabilities, and past service contact.
o

People from ethnic minority groups may be under-represented in the evaluation cohort.
However, we include people from all ethnic backgrounds and present evaluation
outcomes in later chapters separately by ethnic group allowing disparities in the impact
of L&D services to be investigated.

o

Additionally, those referred to L&D services are not representative of the broader
offending population, being more likely to have committed theft, public order offences,
violence against the person, and sexual offences.

3.1.

Comparison of all individuals referred to L&D services and those
who consented to evaluation study involvement

We used the Minimum Data Set (MDS) to provide a descriptive overview of the characteristics of people
who were referred to L&D, including socio-demographics, vulnerabilities and offending behaviour, and the
types of intervention(s) received via the L&D service. The MDS data were also used to describe the
evaluation cohort and compare the characteristics of those who consented to their data being used in the
15
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evaluation to the total population of people referred to L&D services. This allowed us to determine whether
there were important differences between those who consented and the wider population of service users
that might impact upon the findings of our evaluation. Sample sizes were as follows (see Figure 3):


36,491 people referred to L&D between 1 January and 30 September 2017 (the time frame for
this evaluation), after data cleaning.



6,968 people who consented to share their data with the evaluation team and to data linkage.

The final sample size for the MDS analyses is different from the final data linkage cohort used in the
evaluation outcomes analyses (see below), which had a sample size of 8,729 (8,002 with referral date
available). This discrepancy is for several reasons. First, recording of consent for linkage in MDS may not
be 100% accurate (although we know that people who are included in the final analysis cohort do have
appropriate consent). Second, it is possible that some people gave consent for linkage during time periods
outside 1 January 2017 and 30 September 2017, although this was the main evaluation window, and the
time frame used for this analysis. Third, some people who gave consent for linkage may have declined the
L&D referral overall and were excluded from these analyses. We do not have consent to link MDS to the
other data sets so we are not able to cross-check the details of these differences. Further details regarding
sample sizes and data cleaning are provided in Annex A and Annex B.
Figure 3: Flow diagram for MDS data set (yellow) and data linkage cohort data set (blue). Green
rectangles indicate creation of the historic control data set from main data linkage cohort;
*individuals who were either not invited to be part of the evaluation, or were invited but did not
consent.
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3.1.1.

Sociodemographic characteristics of people referred to L&D services

People referred to L&D services were predominately male, of White ethnicity, and aged less than 35
years. Of the 36,491 service users, 22% were female (Table 3.1). Most people referred were aged 25 to 34
years (32%) and a minority were aged 45 years or older (20%). Most people referred to L&D were
categorised as ‘White’ 4 (86%), but information on ethnicity was missing for 6% of the sample (n=2,297).
Table 3.1: Demographic characteristics of individuals referred to Liaison & Diversion (n=36,491)
Number (%)
Sex
Female

8051 (22)

Male

28440 (78)

18 – 24 years

8829 (24)

25 – 34 years

11809 (32)

35 – 44 years

8428 (23)

45 – 54 years

5245 (14)

55 + years

2180 (6)

White

29308 (86)

Black

2158 (6)

Asian

1401 (4)

Age

Ethnicity

Mixed

927 (3)

Other

400 (1)

Missing

2297

Source: MDS provided by NHS England (2017)

Comparison with the consented evaluation cohort
A comparison of the distribution of age, ethnicity, and sex in the consented evaluation cohort and the full
MDS data set is presented in Figure 4. Overall, the characteristics of the consented cohort are very similar
to the full data set, but there are some differences:


The consented cohort had slightly more people in the 18-24 year group, and slightly less in the two
older age categories; the difference in age distribution between the full and consented data sets was
statistically significant in analyses adjusted for other participant characteristics (p<0.01).

4

In MDS, ethnicity was categorised as ‘White’, ‘Black’, ‘Asian’, ‘Mixed’, or ‘Other’, defined as follows: ‘White’
includes white British and other white ethnic background; ‘Black’ includes black British Caribbean, black British
African and any other black background; ‘Asian’ includes Asian, Asian British Indian, Asian British Pakistani, Asian
British Bangladeshi and any other Asian background; ‘Mixed’ includes mixed white and black Caribbean, black African
or Asian backgrounds and all other mixed backgrounds; ‘Other’ includes Chinese and any other ethnic group.
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Although the unadjusted percentages of women in the consented and full data sets were similar
(23% vs 22% respectively), based on the adjusted analysis the consented cohort was significantly
less likely to include women (p=0.01).



A substantially larger percentage of the consented sample were reported as being White (91%
compared to 86% in the full data set; p<0.01 in adjusted analyses).

Figure 4: Comparison of sociodemographic characteristics of those who consented to involvement
in the evaluation compared to those of the full MDS data set.

Source: MDS provided by NHS England (2017)

Ethnic minority women and men are under-represented among people who consented to be part of the
evaluation cohort. It is also possible that, among people who consented, those who were excluded from the
analysis because of missing information linked from healthcare records were also disproportionately from
ethnic minority groups, as previous research has shown that ethnicity is less accurately recorded in
administrative healthcare data for non-White ethnic groups (Saunders et al. 2013).
People from all ethnic backgrounds are, however, included and results are presented for each evaluation
outcome for people from White, Black, Asian, Mixed and other ethnic groups separately, allowing
disparities in the implementation and the impact of L&D to be evaluated. In addition we present results
stratified by site in Annex D, and so L&D outcomes from sites that particularly work with ethnic minority
women and men can also be assessed at the local level.
3.1.2.

Vulnerabilities and prior service contact

The majority of people referred to L&D services experienced one or more vulnerabilities, with almost
three-quarters identified as having mental health needs. The information on vulnerabilities in the MDS
is based on the assessment undertaken by L&D practitioners. According to that information, only 12% of
people referred to L&D had no vulnerability present (Table 3.2). The remaining 88% experienced a range
of vulnerabilities including poor physical and mental health, alcohol and substance misuse, accommodation
and financial needs, and learning disabilities. Almost three-quarters (72%) had a mental health problem,
most notably depressive illness (33%; Table 3.3). More than one mental health need was experienced by
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16% of the sample and 3% experienced more than two (Figure 5). Just over half of the sample (52%)
experienced substance or alcohol misuse. Of those referred, 26% had no prior service contacts recorded.
Table 3.2: Vulnerabilities and service use of 36,491 people referred to L&D in 2017
Group

N (%)

Vulnerabilities
No needs or vulnerabilities identified

4442 (12)

Mental health

26079 (72)

Alcohol misuse

12262 (34)

Substance misuse

11631 (32)

Current suicide / Self harm risk

7692 (21)

Accommodation needs

6108 (17)

Abuse victim

3889 (11)

Physical health needs

3544 (10)

Financial needs

3264 (9)

Social and communication difficulties

1517 (4)

Learning disabilities

1395 (4)

Prior service use
No prior service contacts identified

9592 (26)

Liaison and diversion

9411 (26)

Mental health

22597 (62)

Substance misuse

9843 (27)

Social services

4546 (13)

Learning disability

1191 (3)

Autism or speech / language /
Source: MDS provided by NHS England (2017)

Figure 5. Mental health vulnerabilities of people referred to L&D in 2017

Source: MDS provided by NHS England (2017)
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Table 3.3. Recorded diagnoses of those referred to L&D with mental health needs
Mental health need

N (%)

Depressive illness

11,388 (33)

Anxiety / Phobia / Panic disorder / OCD / PTSD

6,315 (18)

Personality disorder

4,780 (14)

Schizophrenia / delusional disorder

4,757 (14)

Mental health needs not otherwise specified

2,650 (8)

Adjustment disorder / reaction

1,777 (5)

Attention deficit disorder

1,262 (4)

Bipolar affective disorder

1,192 (3)

OCD = Obsessive compulsive disorder, PTSD = post-traumatic stress disorder.
Source: MDS provided by NHS England (2017)

Comparison with the consented evaluation cohort
The consented cohort was substantially less likely to have been supported by an appropriate adult (12%
compared with 20% of the full cohort; p<0.01 in adjusted analysis). The range of vulnerabilities in the
consented cohort was similar to that of the full data set (Figure 7), but there were some differences:


The consented cohort had fewer people with reported alcohol misuse, or social and communication
difficulties, and more people who were abuse victims or had physical health needs.



As with the full data set, only 26% of the sample had no prior service contacts identified (Figure
7). The consented cohort, however, were less likely to have previously used L&D or learning
disability services, and more likely to have used substance misuse services, social services, or services
to support people with autism or communication difficulties.

Figure 6: Comparison of vulnerabilities of those who consented to involvement in the evaluation
compared to those of the full MDS data set. Note that service users could be in multiple categories so
percentages do not sum to 100.

Source: MDS provided by NHS England (2017)
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Figure 7: Comparison of current or previous service use of those who consented to involvement in
the evaluation compared to those of the full MDS data set. Note that service users could be in multiple
categories so percentages do not sum to 100.

Source: MDS provided by NHS England (2017)

3.1.3.

Offending behaviour

The MDS records the offence that has brought someone into contact with L&D services, usually due to
their arrest by police but also possible for an associated court appearance (Disley et al. 2016). This
information is drawn from the MDS. From 2016/17 onwards, these data were incorporated into MHSDS,
but earlier years were standalone data monitoring collection.
As shown in Table 3.4, the most common offence type at time of referral was violence against the person
(30%), followed by public order – nuisance (10%) and theft (8%).
Table 3.4: Offence at time of referral (n=36,491)
Number (%)
Violence against the person
Public Order - Nuisance

10596 (30)
3520 (10)

Theft

2960 (8)

Breach of Court Order

2637 (7)

Criminal Damage

2577 (7)

Sexual Offence

2451 (7)

Motoring Offences

1601 (5)

Harassment

1321 (4)

Drug offences

1293 (4)

Burglary

1201 (4)

Possession of an offensive weapon
All other offenses

957 (3)
4620 (13)

Missing

757

Source: MDS provided by NHS England (2017)
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Comparison with the consented evaluation cohort
The pattern of offences committed at the time of referral to L&D services in the consented cohort was very
similar to that in the full data set, although the consented cohort were more likely to have committed
motoring offences (Figure 8).
Figure 8: Comparison of offences at the time of referral to L&D for those who consented to involvement
in the evaluation compared to those of the full MDS data set.

Source: MDS provided by NHS England (2017)

3.1.4.

Referral to Liaison & Diversion services and interventions received

Almost all referrals to L&D services were made by police, and the most common interventions provided by
L&D services were advice and new referrals to health or specialist services. The majority of referrals to
Liaison & Diversion services originated from police (89%; Table 3.5). For just over a quarter of L&D
referrals (29%) no intervention was recorded in the data set, and a further 13% declined any intervention.
In the remaining 58% of referrals (n=21,128) a range of interventions were delivered. The most common
was advice (41% overall; 71% of interventions delivered), followed by a new referral to health or specialist
services (19% overall; 32% of interventions delivered).
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Table 3.5: Source of L&D referral and interventions provided (n=36,491)
Number (%)
Referral source
Police

26936 (89)

Case screening

1406 (5)

All other referral sources

1944 (6)

Missing

6205

No intervention recorded

10550 (29)

Advice given

15080 (41)

New referral to health / specialist services

6822 (19)

Intervention declined

4821 (13)

Current service provider informed

3330 (9)

Referral to GP

1825 (5)

Referred for assessment under the MHA

1789 (5)

Referral to police custody health care services

581 (2)

Immediate referral to secondary care

312 (1)

L&D intervention

Source: MDS provided by NHS England (2017)

Comparison with the consented evaluation cohort
Individuals for whom consent to involvement in the evaluation was recorded in the MDS were just as likely
to have been referred to Liaison & Diversion services by the police (90% compared to 89%). Those in the
consented cohort were less likely to receive no intervention or to be immediately referred to secondary care
(including MHA assessment), but more likely to be referred to their GP (Figure 9).
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Figure 9: Comparison of interventions received for those who consented to involvement in the
evaluation compared to those of the full MDS data set.

Source: MDS provided by NHS England (2017)

3.2.

Characteristics of evaluation cohort based on linked national data
sources

Data drawn from the national linked data sources listed in Table 2.1 were used to provide more insight into
the full evaluation cohort of 8,729 individuals.
There is a possibility the evaluation cohort does not sufficiently reflect people from non-‘White’
ethnic groups. Our comparison between all individuals in the MDS and our evaluation cohort, above,
already highlighted that a substantially larger percentage of the consented sample were reported as being
White (Section 3.1.1). When we use information recorded in the national data sets to show the ethnicity
of our evaluation group the percentage of people recorded as having ‘White’ ethnicity is higher, suggesting
data on ethnicity in MDS are disproportionately missing for people from ethnic minorities (see Annex A
and Annex D for further details).
Almost 70% of the evaluation cohort in the two lowest quintiles of deprivation. The national linked
data sets provide information on level of deprivation, which is not available in MDS. These data show that
almost 70% of the evaluation cohort in the two lowest quintiles of deprivation (Table 3.6). More details
of these analyses are presented in Annex D.
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Table 3.6. Deprivation in the evaluation cohort (n=8,729)
Deprivation quintile

N (%)

Most deprived 20%

3448 (45.0)

2

1902 (24.8)

3

1131 (14.8)

4

707 (9.2)

Least deprived 20%

474 (6.2)

Missing

1067

Source: Mental Health Services Datasets supplied by NHS Digital; National Drug Treatment Monitoring
Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

Around half of the evaluation cohort had prior service contact with health and criminal justice
services. As shown in Table 3.7:


Almost half of the cohort was known to mental health services prior to April 2016



More than half had prior contact with the criminal justice system.



Just under a quarter were known to drug treatment services (24%) prior to L&D referral, despite
the MDS indicating that approximately half of the cohort were recorded as having drug or alcohol
misuse problems.
Table 3.7. Prior service contact of L&D evaluation cohort (n=8,729)
Prior service contact

N (%)

Known to mental health services prior to April 2016 (n=8729)
Known to drug treatment services prior to L&D referral
Criminal justice contact prior to L&D referral (n=8729)
5

Copas at time of L&D referral (n=8002)

Yes

4152 (48)

No

4577 (52)

Yes

2074 (25)

No

6655 (76)

Yes

5241 (60)

No

3488 (40)

Mean/median

-0.76/-0.73 (1.42)

Source: Mental Health Services Datasets supplied by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National
Computer supplied by Ministry of Justice.

The evaluation cohort is not representative of the wider population of people committing offences in
2017 (Figure 10). In particular, people referred to L&D services were less likely to have committed
summary offences, and more likely to have committed theft, public order offences, violence against the
person, and sexual offences. This is based on a comparison between national offending data and data on
offending in the evaluation cohort from the PNC.

5

The Copas rate (Copas & Marshall (1988)), is based on the number of court appearances or cautions an individual
has accumulated while accounting for the length of their criminal career. A higher estimate indicates more
convictions/cautions accumulated over the time in which an individual has engaged in criminal behaviour, and is
associated with a greater likelihood of re-conviction in future.
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Figure 10. Comparison of confirmed offences in the cohort compared to national statistics

Source:

Police

National

Computer

data

supplied

by

Ministry

of

Justice;

Criminal

Justice

Statistics

Quarterly,

available

from

gov.uk/government/collections/criminal-justice-statistics-quarterly [accessed July 2019].

Box 4: Explaining the prevalence of people confirmed sexual offences in the evaluation cohort
The finding of higher levels of sexual offences may initially appear unexpected, but demonstrates appropriate
use of Liaison & Diversion services; where police planned an arrest of an individual for sexual offences,
particularly those involving children, the individual was anticipated to be a high risk of suicide and associated
mental health needs, so the Liaison & Diversion team was often engaged in advance.
This was reflected in the qualitative interviews; two interviewees mentioned that individuals who had been
arrested for sexual offences are known to be at an elevated risk of suicide and self-harm making them a priority
population. One interviewee explained that people in contact with the CJS for crimes against the person were
the highest priority.
Given the remit of the Liaison & Diversion programme, it is therefore not unexpected that the offending profile of
the evaluation cohort differs substantially from the national profile. However, this does serve to illustrate the
breadth of service users engaged by these services.
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4. Accident & Emergency care utilisation

Key findings – Accident and Emergency care utilisation
This chapter presents findings about the use of A&E services by L&D service users


Use of A&E services increases significantly around the time people are referred to L&D services,
with a rapid increase just before referral following a gradual increase over the two years before.



Generally, L&D service users have a much higher than average usage of A&E, even when
compared to people in the general population with severe mental health problems.



Although L&D services are successfully engaging with a very vulnerable population with acute
health and mental health problems, we did not find any evidence that L&D reduced (or increased)
A&E utilisation.



Previous contact with mental health services is the strongest predictor of A&E attendance
after L&D referral. L&D service users who had previous contact with mental health services
were 70% more likely to go to A&E after involvement in L&D than those who had not.



In contrast, previous contact with the CJS did not predict A&E utilisation – L&D service users with
and without previous contact were as likely to go to A&E after involvement with the L&D service.
This suggests that for L&D service users it is acute health vulnerabilities that lead to contacts with
the criminal justice system, rather than the other way around

Implications for L&D services


Acute mental health crisis seems to predict A&E utilisation, suggesting that community mental
health services are key for this population.



The increase in A&E utilisation in the years before L&D referral highlights that the majority of this
population is already in contact with services prior to L&D contact. Consequently, there may be
opportunities for early intervention in this cohort before crisis point that L&D referral often marks.

4.1.

How often did L&D service users go to A&E before, during, and
after L&D referral?

A&E attendance spikes just before L&D referral. A&E utilisation by L&D service users increases
gradually from about two years before L&D referral, but the rate of attendance almost doubles over the
four months just before L&D referral. This pattern of A&E service use is related to pre-offence behaviour
not L&D referral; when we look at A&E use in the historic cohort with no access to L&D, we also see an
increase in A&E use in the months leading up to committing an offence (Figure 11). Our analysis of A&E
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data presents a picture that for many people in the evaluation cohort the L&D referral comes at a time
of acute health crisis (see also Box 5).

.1

A&E rate per person, per month
.15
.2
.25

.3

Figure 11: Pattern of A&E utilisation before, during, and after committing an offence in the
evaluation and historic control cohorts. Data presented are unadjusted attendance rates.

-20

-10
0
Months relative to index date
L&D refer: Full Cohort

10

Historic: Historic Cohort

Source: Accident and Emergency data from Hospital Episode Statistics

L&D service users have higher rates of A&E attendance. Baseline levels of A&E utilisation are much
higher than the general population, and also higher than a comparable cohort of people with previous
psychiatric hospital diagnoses. In the years before L&D attendances for psychiatric conditions become an
increasingly large proportion of the utilisation in the cohort overall (see Annex F, Table F.17). In the year
before entry to L&D, the rate of A&E use may be much as five times that of a person in the general
population who does not have a mental health problem (see Box 6).
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Box 5 Technical details – descriptive analysis of A&E data
We examined the rates of Accident and Emergency (A&E) attendance for the whole cohort and stratified by age, sex, ethnicity,
deprivation, and prior mental health and drug treatment service and prior criminal justice contacts. We estimated crude and
‘average within-person’ overall rates, presented per person, per month, i.e. a rate of 1 would be interpreted as one A&E
attendance each month.

Table 4.1: A&E utilisation per person per month – L&D evaluation cohort (n=8,002). Unadjusted stratified
rates.
Pre-L&D outcomes
Rate (95% CI)

±2 months from L&D referral
Rate (95% CI)

Post-L&D outcomes
Rate (95% CI)

All (n=8002)

0.15 (0.15 to 0.15)

0.24 (0.24 to 0.25)

0.15 (0.14 to 0.15)

Average within-person rate
(n=8002)

0.06 (0.06 to 0.06)

0.09 (0.08 to 0.09)

0.04 (0.04 to 0.05)

All with an A&E attendance
(n=6950*)

0.18 (0.17 to 0.18)

0.28 (0.27 to 0.28)

0.17 (0.17 to 0.17)

18 – 24 years

0.17 (0.16 to 0.18)

0.25 (0.24 to 0.27)

0.16 (0.15 to 0.16)

25 – 34 years

0.17 (0.17 to 0.18)

0.27 (0.26 to 0.28)

0.17 (0.17 to 0.18)

35 – 44 years

0.17 (0.16 to 0.18)

0.27 (0.25 to 0.28)

0.17 (0.16 to 0.18)

45 – 54 years

0.18 (0.17 to 0.19)

0.29 (0.27 to 0.31)

0.17 (0.16 to 0.18)

55+ years

0.19 (0.18 to 0.21)

0.39 (0.36 to 0.43)

0.19 (0.18 to 0.21)

Male

0.17 (0.16 to 0.17)

0.27 (0.26 to 0.27)

0.16 (0.16 to 0.16)

Female

0.19 (0.19 to 0.20)

0.29 (0.27 to 0.30)

0.19 (0.18 to 0.20)

White

0.18 (0.18 to 0.18)

0.28 (0.28 to 0.29)

0.17 (0.17 to 0.18)

Black

0.17 (0.15 to 0.18)

0.28 (0.25 to 0.32)

0.14 (0.12 to 0.16)

Asian

0.17 (0.15 to 0.19)

0.21 (0.18 to 0.25)

0.12 (0.10 to 0.14)

Mixed

0.16 (0.14 to 0.18)

0.22 (0.18 to 0.27)

0.14 (0.12 to 0.17)

Other

0.13 (0.11 to 0.15)

0.30 (0.25 to 0.35)

0.15 (0.13 to 0.18)

Most deprived 20%

0.18 (0.18 to 0.19)

0.29 (0.29 to 0.30)

0.17 (0.17 to 0.18)

2

0.16 (0.16 to 0.17)

0.26 (0.25 to 0.27)

0.16 (0.16 to 0.17)

3

0.17 (0.16 to 0.18)

0.24 (0.23 to 0.26)

0.15 (0.15 to 0.16)

4

0.16 (0.15 to 0.17)

0.25 (0.23 to 0.27)

0.15 (0.14 to 0.16)

Least deprived 20%

0.14 (0.13 to 0.16)

0.27 (0.25 to 0.30)

0.18 (0.17 to 0.19)

Age (n=7017)

Sex (n=7066)

Ethnicity (n=6788)

Deprivation (n=7047)

Known to mental health services prior to April 2016 (n=8002)
No

0.09 (0.08 to 0.09)

0.15 (0.14 to 0.15)

0.08 (0.08 to 0.09)

Yes

0.22 (0.22 to 0.23)

0.34 (0.33 to 0.35)

0.22 (0.21 to 0.22)

Known to drug treatment services prior to L&D referral (n=8002)
No

0.14 (0.13 to 0.14)

0.22 (0.22 to 0.23)

0.13 (0.13 to 0.14)

Yes

0.20 (0.19 to 0.20)

0.29 (0.28 to 0.30)

0.18 (0.18 to 0.19)

Criminal justice contact prior to L&D referral (n=8002)
No

0.12 (0.12 to 0.12)

0.20 (0.19 to 0.20)

0.12 (0.12 to 0.13)

Yes

0.17 (0.17 to 0.17)

0.26 (0.26 to 0.27)

0.16 (0.16 to 0.16)

*Rounded to the nearest 5, in line with reporting requirements.
Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital;
National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.
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Box 6 Comparison of A&E attendance rates in the L&D cohort with other groups
To compare A&E attendance rates of the L&D cohort with those from a wider population, we used data
from the Nuffield Trust (Dorning et al. 2015). The Nuffield Trust examined A&E utilisation in 2013/14
among three groups: people with mental health problems, people with severe mental health problems,
and individuals who had used hospital services in the past year (without mental health services contact in
the previous two years).
The Nuffield Trust data showed that:
‐

People with mental health problems attended A&E 1,349 times per 1,000 people in 2013/14, i.e.
at a rate of about 1.3 attendances per person, per year.

‐

People with severe mental health problems attended A&E 1,368 times per 1,000 people in
2013/14, i.e. at a rate of about 1.4 attendances per person, per year.

‐

A ‘physical health’ cohort who had used hospital services in the past year, but had no contact with
mental health services in the previous two years, had A&E utilisation of 421 per 1,000 people in
2013/14, i.e. a rate of about 0.4 attendances per person, per year.

Comparing the national data (the Nuffield data) with the information we have about A&E attendance in
the L&D cohorts:
‐

In 2013/14 the evaluation cohort6 used A&E at a rate of 1,119 attendances per 1,000 people, i.e.
1.1 attendances per person, per year. This is higher than individuals in the national sample who
had not used mental health services, but lower than individuals in the national sample who had
mental health problems.

‐

In the year before L&D entry the evaluation cohort used A&E at a rate of 1,895 attendances per
1,000 people, i.e. 1.9 times per person per year. This is a higher rate than the group of all mental
health service users defined by the Nuffield Trust, and nearly five times higher than their comparison
physical health population cohort, reflecting the high levels of A&E utilisation in the L&D cohort.
Table 4.2 Rate of attendance at A&E: comparing L&D cohort and a national sample
L&D cohort

Nuffield Trust national sample

In the year
before entry to
L&D

In 2013/14

Without mental
health problems
(2013/14)

With mental
health problems
(2013/14)

With severe
mental health
problems
(2013/14)

1.9 attendances
per person, per
year

1.1 attendances
per person, per
year

0.4 attendances
per person, per
year

1.3 attendances
per person, per
year

1.4 attendances
per person, per
year

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Nuffield Trust (2018).

4.2.

Did L&D have an impact on A&E utilisation?

Involvement in L&D did not have an impact on the use of A&E in the longer term. Referral to L&D
coincides with a crisis point when services users’ rates of A&E utilisation reach a high point – following a
steady increase for the previous two years. Rates, however, of A&E utilisation return to the same rates as
before involvement in L&D very quickly. The same pattern is observed in the historic control cohort before
and after the index offence (see Figure 11).

6

Specifically, those in the evaluation cohort who were matched in the HES A&E data
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To assess the impact of L&D referral on A&E utilisation, we compared the change A&E use over time in
the evaluation cohort to the change over time in the historic control cohort, adjusting for individual
characteristics and L&D referral site (for further technical details see Box 7). If L&D has no impact on
A&E use, then we would expect any change in A&E use over time to be the same in the evaluation and
historic control cohorts; if there is a difference in the change over time (i.e. the rate of use increases or
decreases more in the evaluation cohort) this provides evidence for L&D having an impact on the outcome.
Two conclusions can be drawn from this analysis, presented in Table 4.3:
1. Rate of A&E use after L&D referral essentially returns to the same level observed before L&D
referral. The Incidence Rate Ratio (IRR) estimate for the evaluation cohort is 0.98; this represents
the ratio of the rate of A&E use before L&D referral to the rate of use afterwards and indicates that
they are almost identical. This is also observed when comparing the time periods before and after
the index offence in the historic control cohort (IRR estimate 0.96).
2. The magnitude of the change in the rate of A&E use over time is very similar in the evaluation and
historic control cohorts (0.98 vs 0.96 respectively), and consequently there is no evidence for L&D
referral having an impact on A&E use. This is quantified by the Ratio of Rate Ratios, which is
estimated as 1.01 and shows no significant differential change in the evaluation cohort compared
with controls (p=0.65).
Table 4.3: Impact of L&D referral on A&E utilisation. Results are presented as adjusted rate ratios
with 95% confidence intervals (CI) and associated p-values.
Evaluation cohort
IRR (95% CI)
Before versus after
L&D referral or
historic charge

0.98
(0.95 to 1.00)

Historic controls
IRR (95% CI)

P

0.07

0.96
(0.92 to 1.01)

P

0.14

Evaluation cohort vs
historic controls
RRR (95% CI)
1.01
(0.96 to 1.07)

P

0.65

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied
by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by
Ministry of Justice.

Box 7 Technical details – impact analysis of A&E utilisation
Using Poisson regression, as the outcome is a rate, we carried out a difference-in-difference analysis to
test whether the change in A&E utilisation after L&D or after the historic charge in the two cohorts was
different between intervention and control. We adjusted for socio-demographic characteristics and
vulnerabilities, prior contact with health services and the criminal justice system, and L&D site. For the
analysis of rate of A&E use specifically, we excluded data from the two months before and two months
after L&D referral, or the index offence date in the historical control cohort, in line with similar analyses
of healthcare utilisation (see Chapter 2 and Annex C for further analytical details).
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4.3.

Who is most likely to go to A&E after involvement in L&D?

A further analysis looks at who in the evaluation cohort was more likely to go to A&E after being involved
in L&D services. This information could be used by those delivering L&D services to target support. Our
findings indicate (see also Box 8):


Previous contact with mental health services is the strongest predictor of A&E attendance. L&D
service users who had previous contact with mental health services were 70% more likely to go to
A&E after involvement in L&D than those who had not.



Women are 25% more likely to attend A&E after L&D than men.



People from ethnic minorities are less likely to go to A&E after L&D.



People previously known to drug treatment services are 19% more likely to attend A&E after L&D
than people without prior drug treatment contact.

Prior criminal justice contacts are not a predictor of A&E utilisation. This suggests that it is acute health
vulnerabilities that lead to contacts with the criminal justice system, rather than any relationship in
the other direction.

4.4.

Additional analyses – how did L&D service users get to A&E?

Although not one of our main outcomes, we looked at how members of the cohort got to A&E as this
provides context to the main evaluation outcomes and findings (see Annex F.1.1 for further details).
Looking at all the L&D service users in our evaluation cohort:


49% had at least one A&E attendance by ambulance.



26% had been referred by the police at least once during the evaluation period. This compares
with 0.4% of A&E attendances overall in 2017/8 which were referred by referred by the police
(NHS Digital 2019).

Looking at the year before L&D referral:


The proportion of attendances where someone was brought by the police increased from 7% to
14%.



The number of people brought in by ambulance increased from 21% to 28%.

This picture is consistent with the worsening health status and increasing interactions between the
healthcare and criminal justice systems that L&D service users experienced in the years before L&D (further
details in Annex F, Section F.1). It highlights the role of the criminal justice system in identifying this
cohort with multiple health vulnerabilities

32
RAND Europe

Outcome Evaluation of the National Model for Liaison and Diversion
Box 8 Technical details – A&E utilisation after L&D referral
We conducted an adjusted analysis of predictors of A&E utilisation in the year after L&D. The analysis
used a Poisson regression model and estimates the rate ratio for A&E attendances, which can be
interpreted as the number of times more likely someone is to attend A&E in comparison with the baseline
group for each category. This analysis considers predictors of A&E use during the month of L&D referral
up to and including 13 months after L&D referral.

Table 4.4: Adjusted predictors of post-L&D A&E utilisation – L&D evaluation cohort
(n=6,723)
Rate ratio (95% CI)

Joint p-value

18 – 24 years

Ref

0.34

25 – 34 years

0.95 (0.85 to 1.07)

35 – 44 years

0.94 (0.82 to 1.07)

45 – 54 years

0.87 (0.75 to 1.02)

55+ years

1.07 (0.87 to 1.33)

Male

Ref

Female

1.25 (1.13 to 1.39)

White

Ref

Black

0.82 (0.61 to 1.09)

Asian

0.76 (0.55 to 1.05)

Mixed

0.70 (0.49 to 1.00)

Other

0.68 (0.46 to 1.00)

Age

Sex
<0.001

Ethnicity
0.03

Deprivation
Most deprived 20%

Ref

2

1.04 (0.93 to 1.17)

3

1.00 (0.87 to 1.15)

4

1.03 (0.87 to 1.22)

Least deprived 20%

0.96 (0.78 to 1.18)

0.91

Known to mental health services prior to April 2016
No

Ref

Yes

1.70 (1.55 to 1.87)

<0.001

Known to drug treatment services prior to L&D referral
No

Ref

Yes

1.19 (1.08 to 1.32)

<0.001

Criminal justice contact prior to L&D referral
No

Ref

Yes

1.00 (0.90 to 1.11)

0.96

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services
Datasets supplied by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police
National Computer supplied by Ministry of Justice.
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4.5.

Potential implications for L&D services

Could L&D do more to prevent future A&E admission? The lack of an impact on A&E utilisation
suggests that there may be dimensions of the intervention offered that could be improved or developed in
the future. It is possible that A&E attendances after L&D are more appropriate in the intervention group
(i.e. higher utilisation because of better identification of need due to L&D), but we have no evidence of
whether or not this may have occurred.
Could L&D service users receive additional, preventative, support from community mental health
services? The importance of acute mental health crisis in predicting A&E utilisation might cautiously point
to community mental health services as the most important service to be funded and developed further in
response to the needs of this vulnerable population. The decline in health and increase in utilisation in the
years before the L&D referral, in a population that is (sometimes frequently), already in contact with
services, suggests that there may also be the opportunity for early intervention in this cohort before the
point of crisis, offence and contact with the criminal justice system and L&D referral occurs.
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5. Use of specialist mental health services

Key findings – Use of specialist mental health services
This chapter presents findings from analysis of specialist mental health service referrals and face-to-face
attendances by L&D service users


Referrals to non-L&D mental health specialist services were 2 times higher in the 2 months around
the L&D referral date, but return to pre-L&D levels in the following year.



Face-to-face mental health specialist contacts were also 2 times higher in the 2 months around
L&D, and remained 10% higher in the following year. Contacts increased gradually over many
years prior to L&D referral, suggesting intervention occurs at a crisis point for many individuals.



After L&D, previous offending and previous drug treatment do not predict referrals or contacts to
mental health specialist services, but referrals and contacts are both higher among people with
prior mental health service use.



Women are more likely to have mental health referrals and contacts than men. Younger people
are more likely to have referrals recorded than older, but with no variation by age for contacts.
There was no variation in referrals or contacts by ethnicity or deprivation.



A small number of people had sections and police sections under the MHA in the months before
L&D, suggesting that for some people L&D referral was not their first recent crisis-related contact
with police.

Implications for L&D services


The pattern of specialist mental health service referral and attendance suggests that referral to
L&D services occurs at a time of crisis and provides an intervention appropriate to the needs to
service users.



L&D services appear to be increasing attendance at specialist mental health services – a sign
that the service is achieving its objectives.



The increase in contacts with specialist mental health services in the years before L&D referral
indicates that many L&D service users are already in contact with services prior to L&D referral.
Consequently, there may be opportunities for early intervention over a number of years in this
cohort before crisis point that L&D referral often marks.
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5.1.

How much were L&D service users referred to and attending
specialist mental health services before, during, and after L&D
referral?

We looked at referrals to and attendances at secondary specialist mental health services providing assessment
or treatment for people who have, or are thought to have, a mental illness, learning disabilities, or autism
spectrum disorder (see Box 9). Specialist mental health service referrals and attendances increase
substantially in the period around L&D referral, but then return to pre-L&D levels in the 12 months
afterwards (Figure 12).

.1

Rate of MH referrals per person per month
.2
.3

.4

Figure 12: Pattern of (non-L&D) specialist mental health referrals (above) and attendances (below)
before, during, and after referral to L&D services. Graph of attendances excludes the month of L&D
referral itself.
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Source: Mental Health Services Datasets supplied by NHS Digital
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This spike in referrals was observed for the cohort overall and for all subgroups (Box 9; Table 5.1). There
was some variation in referral rates between sites (Annex E), but overall the pattern remained the same.
Examining the rate of all face-to-face specialist mental health service contacts (potentially including L&D
service contacts), we did not find a substantial level of variation between subgroups (see Table 5.2)
Not all L&D contacts are recorded in the Mental Health Services Data Sets (MHSDS). Almost all of
the cohort should have a referral recorded in the L&D referral period, but the number of individuals for
whom this is recorded is just over half the cohort. This highlights potential concerns regarding the quality
of recording in this data set, which unfortunately cannot be addressed in the context of this evaluation.
Box 9 Technical details – descriptive analysis of specialist mental health data
Using data from the MHSDS we examined L&D service user referrals to and attendances at specialist mental health services
which had a definite non-L&D identifier, i.e. referral/attendance related to L&D services was not included. We used data on
referrals to and attendances at secondary specialist mental health services providing assessment or treatment for people who
have, or are thought to have, a mental illness, learning disabilities, or autism spectrum disorder.
MHSDS does not include treatment provided by specialist mental health providers that does not relate to mental health,
learning disabilities, or autism spectrum disorder (e.g. drug and alcohol treatment), or treatment provided at a primary care
level. Use of drug and alcohol treatment and community-based mental health treatment are assessed separately using different
data sets which are described in Chapter 6 and Chapter 7 respectively.
We examined rates of referral and attendance for the whole cohort and stratified by age, sex, ethnicity, deprivation, and
prior mental health and drug treatment service and prior criminal justice contacts. We estimated crude and ‘average withinperson’ overall rates, presented per 100 people per month.

Table 5.1: Rates of referral to specialist mental health services per 100 people per month – L&D
evaluation cohort (n=8,002)
±2 months from
L&D referral
(4 months)

Pre-L&D
(12 months)

Post-L&D
(12 months)

Number of individuals with a referral

2,503

2,955

2,184

Number of referrals

8712

7502

6599

All

10.71 (10.49 to 10.94)

23.46 (22.94 to 24.00)

10.08 (9.84 to 10.33)

Within-person

2.17 (2.00 to 2.36)

8.18 (7.68 to 8.72)

2.01 (1.84 to 2.21)

18 – 24 years

12.38 (11.90 to 12.88)

25.29 (24.20 to 26.43)

11.31 (10.80 to 11.84)

25 – 34 years

13.47 (12.99 to 13.96)

26.03 (24.99 to 27.12)

11.20 (10.72 to 11.70)

35 – 44 years

11.78 (11.25 to 12.33)

26.28 (25.03 to 27.60)

12.07 (11.48 to 12.69)

45 – 54 years

10.75 (10.12 to 11.42)

28.05 (26.42 to 29.79)

11.42 (10.69 to 12.21)

55+ years

7.29 (6.48 to 8.20)

22.03 (19.79 to 24.53)

9.00 (8.01 to 10.10)

Female

14.81 (14.24 to 15.39)

27.85 (26.62 to 29.15)

13.35 (12.75 to 13.98)

Male

11.18 (10.91 to 11.47)

25.34 (24.67 to 26.02)

10.63 (10.33 to 10.94)

White

12.33 (12.06 to 12.61)

26.44 (25.81 to 27.09)

11.38 (11.10 to 11.68)

Black

9.91 (8.61 to 11.40)

25.13 (21.80 to 28.97)

10.18 (8.70 to 11.91)

Age

Sex

Ethnicity
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Asian

18.91 (16.94 to 21.10)

31.37 (27.33 to 36.00)

18.00 (15.80 to 20.51)

Mixed

12.45 (10.64 to 14.57)

21.38 (17.66 to 25.89)

13.90 (11.77 to 16.41)

Other

11.52 (9.71 to 13.67)

25.23 (20.96 to 30.36)

12.76 (10.64 to 15.31)

Most deprived 20%

13.28 (12.88 to 13.68)

27.30 (26.41 to 28.23)

11.86 (11.45 to 12.29)

2

10.65 (10.19 to 11.14)

23.89 (22.79 to 25.06)

10.77 (10.25 to 11.32)

3

11.56 (10.94 to 12.22)

22.81 (21.41 to 24.31)

11.49 (10.78 to 12.24)

4

11.56 (10.77 to 12.41)

26.08 (24.19 to 28.11)

9.98 (9.17 to 10.86)

Least deprived 20%

11.04 (10.07 to 12.09)

32.97 (30.32 to 35.86)

10.87 (9.83 to 12.03)

Deprivation

Known to mental health services prior to April 2016
Yes

17.29 (16.88 to 17.70)

32.92 (32.03 to 33.84)

15.53 (15.10 to 15.97)

No

4.67 (4.47 to 4.88)

14.69 (14.12 to 15.29)

4.96 (4.73 to 5.20)

Known to drug treatment services prior to L&D referral
Yes

13.56 (13.07 to 14.07)

24.86 (23.81 to 25.96)

11.74 (11.24 to 12.26)

No

9.73 (9.48 to 9.98)

22.98 (22.37 to 23.59)

9.49 (9.22 to 9.77)

Criminal justice contact prior to L&D referral
Yes

11.60 (11.32 to 11.89)

23.98 (23.33 to 24.65)

10.96 (10.65 to 11.27)

No

9.00 (8.66 to 9.36)

22.48 (21.61 to 23.38)

8.44 (8.08 to 8.83)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS
Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

Table 5.2: Face to face mental health specialist service contacts - rates of attendances per 100 people per
month – L&D evaluation cohort (n=8,002)
Pre-L&D outcomes
(12 months)

±2 months from L&D
referral
(4 months)

Post-L&D outcomes
(12 months)

Number of individuals with any face to
face contact

2518

4519

2527

Total number of recorded face to face
contacts

18224

31974

15641

All

22.41 (22.08 to 22.73)

44.55 (43.82 to 45.29)

23.89 (23.52 to 24.27)

Within-person

1.59 (1.44 to 1.76)

18.37 (17.57 to 19.19)

2.11 (1.92 to 2.33)

18 – 24 years

23.43 (22.77 to 24.12)

44.93 (43.47 to 46.44)

22.79 (22.06 to 23.54)

25 – 34 years

26.58 (25.91 to 27.27)

50.02 (48.57 to 51.52)

28.99 (28.21 to 29.79)

35 – 44 years

23.96 (23.20 to 24.74)

51.07 (49.31 to 52.89)

25.04 (24.18 to 25.92)

45 – 54 years

26.06 (25.06 to 27.09)

52.97 (50.70 to 55.34)

29.15 (27.96 to 30.39)

55+ years

21.62 (20.19 to 23.15)

43.67 (40.46 to 47.12)

23.45 (21.83 to 25.20)

Female

30.20 (29.39 to 31.04)

50.86 (49.18 to 52.60)

31.02 (30.10 to 31.97)

Male

23.75 (23.34 to 24.16)

48.88 (47.96 to 49.83)

25.20 (24.74 to 25.67)

White

25.34 (24.95 to 25.74)

49.71 (48.84 to 50.60)

26.89 (26.44 to 27.34)

Black

31.09 (28.73 to 33.65)

62.96 (57.55 to 68.88)

31.33 (28.65 to 34.26)

Asian

40.31 (37.39 to 43.45)

59.47 (53.80 to 65.74)

31.28 (28.33 to 34.54)

Age

Sex

Ethnicity
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Mixed

28.01 (25.23 to 31.10)

53.77 (47.66 to 60.66)

34.00 (30.57 to 37.81)

Other

33.16 (29.97 to 36.68)

37.84 (32.53 to 44.01)

27.94 (24.71 to 31.60)

Most deprived 20%

26.23 (25.67 to 26.79)

50.49 (49.26 to 51.74)

28.33 (27.69 to 28.98)

2

25.47 (24.75 to 26.22)

51.02 (49.39 to 52.70)

26.04 (25.23 to 26.89)

3

26.24 (25.29 to 27.23)

47.65 (45.60 to 49.79)

26.45 (25.37 to 27.58)

4

22.67 (21.55 to 23.85)

47.31 (44.74 to 50.03)

25.31 (24.00 to 26.69)

Least deprived 20%

19.74 (18.44 to 21.14)

42.15 (39.14 to 45.40)

20.51 (19.05 to 22.07)

Deprivation

Known to mental health services prior to April 2016
Yes

39.17 (38.55 to 39.79)

62.91 (61.67 to 64.18)

37.60 (36.93 to 38.28)

No

7.02 (6.77 to 7.28)

27.52 (26.73 to 28.33)

11.01 (10.66 to 11.37)

Known to drug treatment services prior to L&D referral
Yes

25.31 (24.63 to 26.00)

47.82 (46.35 to 49.33)

23.85 (23.14 to 24.60)

No

21.41 (21.04 to 21.78)

43.41 (42.57 to 44.25)

23.90 (23.47 to 24.34)

Criminal justice contact prior to L&D referral
Yes

24.10 (23.68 to 24.52)

47.50 (46.58 to 48.45)

23.86 (23.40 to 24.33)

No

19.16 (18.65 to 19.68)

38.94 (37.79 to 40.12)

23.95 (23.32 to 24.59)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital;
National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

5.2.

Did L&D have an impact on referral to and attendance at specialist
mental health services?

Overall, L&D services appear to lead to increases in both referrals to, and attendances at, specialist
mental health services. For referrals, the increase appears to be short-term, whereas the increase in
attendance appears to be maintained for a longer period, although both are statistically significant.
Due to the limitations of the MHSDS – the whole format of the data set changed in April 2016 - we could
not use our historical control cohort approach for these outcomes. Consequently, we cannot draw direct
conclusions regarding the impact of L&D referral on these outcomes because there is no comparison group.
Instead, we only used a ‘before and after’ analysis approach which examined whether the rates of referral to,
and attendance at, specialist mental health services were different in the periods before, during, and after
referral to L&D services (see Box 9 for further details). Two conclusions can be drawn from these analyses,
presented in Table 5.3:
1. L&D services appear to lead to an increase in referrals to specialist mental health services in
the immediate period around L&D referral. The Incidence Rate Ratio (IRR) estimate for the
comparison of period before L&D referral to the 2 months before/after referral is 2.18; this
indicates that the rate for referral more than doubles during the L&D referral period. However,
the IRR comparing the extended period before L&D referral to the extended period after L&D is
0.99, which indicates that the rates of specialist mental health service referral in these two periods
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are almost identical. Thus the increase in specialist mental health service referrals is very shortterm and referral rates appear to return to pre-L&D levels quite rapidly.
2. L&D services appear to lead to sustained increases in contacts with specialist mental health
services. Similar to the pattern for referrals, the OR for contacts is estimated as 2.0 for the
comparison of the extended period before L&D referral and the two months before/after referral,
indicating a two-fold increase in contacts during the referral period. The OR estimate is 1.09 for
the comparison of the extended periods before and after L&D referral, indicating an approximately
10% increase in contacts during the post-L&D period compared to the pre-L&D period.
Table 5.3: Impact of L&D referral on specialist mental health service referrals and attendances.
Results are presented as adjusteda incidence rate ratios (IRR) or odds ratios (OR) with 95% confidence
intervals (CI) and associated p-values.
Referrals
IRR (95% CI)
Before versus ±2 months from L&D referral

P

2.18

Attendances
OR (95% CI)
2.00

(2.12 to 2.25)

(1.95 to 2.04)
<0.0001

Before versus after L&D referral period

P

<0.0001

0.99

1.09

(0.95 to 1.02)

(1.06 to 1.11)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS
Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

Box 10 Technical details – before and after analysis of specialist mental health service referrals
and attendances
Due to changes to the MHSDS from 1 April 2016 onwards, L&D contacts were recorded by MHSDS after
this date, but not before. It was therefore not possible to use the historic control cohort approach for this
outcome. Instead, we present the findings from an adjusted before and after analysis, comparing the two
months before and after L&D with the year before this time window, and comparing the following year
with the year before as well using only MHSDS data from April 2016 to April 2018 (2 years). We
adjusted for socio-demographic characteristics and vulnerabilities, prior contact with health services and
the criminal justice system, and L&D site (see Annex C for further analytical details). For the analyses of
face-to-face contact, note that analyses are based on percentage of the cohort for which a contact is
recorded each month, whereas a rate as used for the analysis of referrals. As such, the model used for
the analysis of referrals was Poisson, estimating a change in the rate of referrals, whereas the model used
for the analysis of attendances was logistic, estimating a change in the odds of attendances.
The absence of a control group means we cannot draw direct conclusions regarding the impact of L&D
services on the utilisation of specialist mental health services. This is because we have no comparator
group that provides an indication of how referrals and attendances may have changed over time in the
absence of the L&D programme, and thus cannot estimate the differential change in rates of referral and
attendance over time. An additional limitation is that some L&D and non-L&D contacts and referrals may
not be accurately captured in the MHSDS database. That said, both L&D and non-L&D mental health
contacts and referrals are all contacts with mental health services in some form.

40
RAND Europe

Outcome Evaluation of the National Model for Liaison and Diversion

5.3.

Who is most likely to be referred to and attend specialist mental
health services after involvement in L&D?

We conducted additional analyses to examine whether particular groups of service users were more likely to
be referred to, or attend, specialist mental health services following referral to L&D services. This
information may be used to target support provided by those delivering L&D services and may assist in
identifying where referrals may not result in contact with specialistic mental health services without
additional support.
Regarding referral to specialist mental health services, we found that the key predictors were age, sex,
and prior mental health services (see also Box 11). More specifically:


People in all older age groups were less likely to be referred than those in the 18-24 years group



Women were 30% more likely to be referred than men



People with prior contact with mental health services were over twice as likely to be referred
compared to those without prior contact.

Similarly, for attendance the key predictors were sex and prior mental health services use, although
there was no association with age (see also Box 11). More specifically:


Women were, again, approximately 30% more likely to attend than men



People with prior mental health services contact were more likely to attend that those without prior
contact, although magnitude of the association was higher than that observed for referrals – almost
four times more likely to attend.

Box 11 Technical details – referral to and attendance at specialist mental health services after L&D
referral
We conducted an adjusted analysis of predictors of specialist mental health service referrals and
attendances in the year after L&D. The analysis used a Poisson regression model and estimates the rate ratio
for referrals and attendances, which can be interpreted as the number of times more likely someone is to
be referred or attend in comparison with the baseline group for each category. This analysis considers
predictors of specialist mental health referrals and attendances during the month of L&D referral up to and
including 13 months after L&D referral.

Table 5.4: Adjusted predictors of post-L&D referrals to specialist mental health services – L&D
evaluation cohort (n=6,723)
Rate ratio (95% CI)

Joint p-value

18 – 24 years

Reference

0.007

25 – 34 years

0.80 (0.69 to 0.93)

35 – 44 years

0.82 (0.70 to 0.97)

45 – 54 years

0.76 (0.62 to 0.92)

55+ years

0.70 (0.52 to 0.93)

Age

Sex
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Male

Reference

Female

1.32 (1.15 to 1.51)

White

Reference

Black

0.89 (0.61 to 1.29)

Asian

1.25 (0.85 to 1.85)

Mixed

1.22 (0.80 to 1.86)

Other

1.33 (0.85 to 2.09)

0.0001

Ethnicity
0.39

Deprivation
Most deprived 20%

Reference

2

0.98 (0.84 to 1.13)

3

1.01 (0.85 to 1.21)

4

0.88 (0.71 to 1.10)

Least deprived 20%

0.80 (0.60 to 1.05)

0.44

Known to mental health services prior to April 2016
No

Reference

Yes

<0.0001

2.78 (2.45 to 3.15)

Known to drug treatment services prior to L&D referral
No

Reference

Yes

1.11 (0.98 to 1.27)

0.11

Criminal justice contact prior to L&D referral
No

Reference

Yes

0.97 (0.84 to 1.11)

0.65

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets
supplied by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National
Computer supplied by Ministry of Justice.

Table 5.5: Adjusted predictors of post-L&D attendances at specialist mental health services –
L&D evaluation cohort (n=6,723)
Rate ratio (95% CI)

Joint p-value

18 – 24 years

Reference

0.40

25 – 34 years

0.87 (0.73 to 1.02)

35 – 44 years

0.98 (0.81 to 1.17)

45 – 54 years

0.95 (0.77 to 1.18)

55+ years

0.84 (0.61 to 1.14)

Age

Sex
Male

Reference

Female

1.34 (1.16 to 1.56)

White

Reference

Black

1.40 (0.95 to 2.07)

Asian

1.26 (0.81 to 1.97)

Mixed

1.20 (0.75 to 1.92)

0.0001

Ethnicity
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Other

1.16 (0.70 to 1.95)

Deprivation
Most deprived 20%

Reference

2

1.05 (0.89 to 1.23)

3

1.07 (0.87 to 1.30)

4

0.87 (0.68 to 1.12)

Least deprived 20%

1.02 (0.76 to 1.37)

0.66

Known to mental health services prior to April 2016
No

Reference

Yes

<0.0001

3.91 (3.40 to 4.50)

Known to drug treatment services prior to L&D referral
No

Reference

Yes

1.09 (0.94 to 1.25)

0.24

Criminal justice contact prior to L&D referral
No

Reference

Yes

0.96 (0.83 to 1.11)

0.58

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets
supplied by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National
Computer supplied by Ministry of Justice.

5.4.

Additional analyses – were service users in contact with mental
health services before L&D referral?

We examined year-by-year contact with specialist mental health services in the period before L&D referral
to investigate the timeframe over which service utilisation increases leading up to referral.
We found that between 40-50% of our evaluation cohort had a record of contact with mental health
services, including sections under the MHA, in the five years before referral to L&D services. Service
utilisation increases in the evaluation cohort in the years before L&D, reflecting that contact with L&D
occurs at a point of crisis for many individuals. Full details (including details of the use of the MHA) are
provided in Annex Section F.2.

5.5.

Potential implications for L&D services

L&D services do seem to be increasing attendance at mental health services in the mid-term. L&D
services appear to increase referral to, and attendance at, specialist mental health services approximately twofold in the immediate period before/after referral to L&D. Referrals then appear to return to pre-L&D
levels quite rapidly, while attendances appear to remain approximately 10% higher in the extended postL&D period. The pattern of mental health service referral and attendance suggests that referral to L&D
services occurs at a time of crisis and provides access to an intervention appropriate to the needs to service
users. This was also reflected in perspectives of L&D staff regarding their role, for example:
‘A lot of work is about engaging individuals into the appropriate health services,
whether that is IAPT [Improving Access to Psychological Therapies] services
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around emotional health and wellbeing, or the secondary mental health services
and engaging people back with a GP.’ (Interview 5)
Opportunities for earlier intervention: The increase in utilisation of mental health services prior to L&D
referral occurs gradually over a number of years – providing a long window during which a need for
intervention can be identified. This echoes the findings from our analyses of A&E care utilisation (Chapter
4), which show this gradual build up to a crisis point and suggest that opportunities for earlier intervention
within the healthcare system may exist.
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6. Use of Improving Access to Psychological Therapies

Key findings – use of Improving Access to Psychological Therapies
This chapter presents findings on use of Improving Access to Psychological Therapies by L&D service
users


There is a three-fold increase in referrals to Improving Access to Psychological Therapies (IAPT)
in the month of Liaison & Diversion referral in the intervention cohort that is not observed in the
historic control cohort.
o

This difference is statistically significant only if the month of L&D referral is considered
(as opposed to including the two months before/after L&D referral).



Referral levels return to those observed prior to the L&D referral, or slightly lower.



Attendances at IAPT services also increase around the time of referral to L&D, but there was
limited evidence for an increase in face-to-face attendance at IAPT services in the post-L&D
period.



IAPT referral rates vary substantially by L&D site, suggesting not all sites refer service users to
IAPT.

Implications for the L&D programme


Overall, L&D referral does appear to result in increased referrals to IAPT services but referrals
do not necessarily translate into a direct increase in attendance at IAPT services – and overall
utilisation of these services is low.



The findings regarding the lack of IAPT attendance increase and site-level variability in IAPT
referrals may be at least partially attributable to the current waiting time lengths for this service
in some areas of the country.

6.1.

How much were L&D service users referred to and attending
Improving Access to Psychological Therapies before, during, and
after L&D referral?

The rate of referral to Improving Access to Psychological Therapies (IAPT) services increased sharply
during the four-month period around referral to L&D, with an approximately three-fold increase in
the month of L&D referral. IAPT referral rates, however, return to pre-L&D levels, or lower, very rapidly
(Figure 13, upper panel; Box 12; Table 6.1). This pattern of a sharp, time-specific increase in referral rates
was observed across all individual level characteristics (Box 11; Table 6.1). Yet, it was not observed at all
L&D sites; referral rates to IAPT were around two and three times higher at some sites, but for others
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there was no change to the already comparatively low referral rate (Annex E). A similar increase is not seen
around the time of offence in the historic control cohort. The referral rate, however, increases slightly over
the post-offence period in the historic control period but not the evaluation cohort.
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Figure 13: Pattern of IAPT referrals (above) and face-to-face attendances (below) before, during,
and after committing an offence in the evaluation and historic control cohorts. Data presented are
unadjusted attendance rates.
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Rates of IAPT attendance peaked in the immediate period before/after referral to L&D services,
generally returning to a level similar to that observed prior to L&D referral in the extended 12-month
follow-up period (Box 12: Table 6.2). Attendance rates also varied considerably between sites (Annex
E) in all time periods (i.e. in the period prior to L&D referral as well as the referral and post-referral periods).
Face-to-face attendances at IAPT services increase in both the intervention and historic control cohorts
around the time of the index offence (Table 6.3) suggesting this is related to offending behaviour rather
than L&D referral. Attendance levels decrease again to a level similar to that observed beforehand within
six months. As observed for IAPT referrals, there is less of a decline in attendances observed in the historic
control cohort over the extended post-offence period.
Box 12 Technical details – descriptive analysis of IAPT referrals and attendances
We examined the rates of Improving Access to Psychological Therapies (IAPT) referrals and attendances for the whole
evaluation cohort and stratified by age, sex, ethnicity, deprivation, and prior mental health and drug treatment service and
prior criminal justice contacts (Tables 6.1 and 6.2 respectively). We estimated crude and ‘average within-person’ overall
rates, presented per person, per month, i.e. a rate of 1 would be interpreted as one IAPT referral or attendance each month.
IAPT services provide psychological treatments focused on anxiety and depression (although some other conditions are also
included). Treatments delivered include cognitive behavioural therapy, counselling, couples therapy, interpersonal therapy,
and brief psychodynamic therapy.

Table 6.1: IAPT referrals per 100 people per month – L&D evaluation cohort (n=8,002)
Pre-L&D outcomes

±2 months from L&D referral Post-L&D outcomes

Number of individuals with a referral

1,116

833

660

Number of referrals

1,423

927

828

All (n=8002)

1.48 (1.41 to 1.56)

2.90 (2.72 to 3.09)

1.26 (1.18 to 1.35)

Within-person (n=8002)

0.78 (0.70 to 0.87)

2.09 (1.82 to 2.39)

0.49 (0.42 to 0.95)

18 – 24 years

1.73 (1.57 to 1.91)

3.01 (2.65 to 3.42)

1.57 (1.39 to 1.78)

25 – 34 years

1.72 (1.57 to 1.89)

3.04 (2.69 to 3.43)

1.38 (1.22 to 1.56)

35 – 44 years

1.56 (1.39 to 1.75)

3.05 (2.65 to 3.52)

1.23 (1.05 to 1.44)

45 – 54 years

1.74 (1.51 to 2.00)

3.09 (2.57 to 3.70)

1.37 (1.13 to 1.66)

55+ years

0.86 (0.63 to 1.17)

1.78 (1.22 to 2.60)

1.17 (0.85 to 1.61)

Female

2.01 (1.82 to 2.22)

3.54 (3.11 to 4.02)

1.75 (1.54 to 1.99)

Male

1.52 (1.43 to 1.62)

2.77 (2.56 to 3.00)

1.26 (1.16 to 1.37)

White

1.73 (1.63 to 1.82)

2.99 (2.78 to 3.21)

1.42 (1.32 to 1.53)

Black

0.79 (0.50 to 1.26)

1.72 (1.00 to 2.96)

1.11 (0.69 to 1.79)

Asian

0.72 (0.43 to 1.22)

1.55 (0.84 to 2.89)

0.56 (0.27 to 1.17)

Mixed

1.40 (0.91 to 2.15)

3.80 (2.42 to 5.96)

1.80 (1.13 to 2.85)

Other

0.83 (0.46 to 1.49)

1.80 (0.90 to 3.60)

0.99 (0.52 to 1.90)

1.65 (1.52 to 1.78)

2.61 (2.34 to 2.91)

1.37 (1.23 to 1.52)

Age (n=7017)

Sex (n=7066)

Ethnicity (n=6788)

Deprivation (n=7047)
Most deprived 20%
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2

1.56 (1.40 to 1.74)

2.88 (2.51 to 3.30)

1.36 (1.18 to 1.56)

3

1.87 (1.64 to 2.12)

3.53 (3.00 to 4.15)

1.59 (1.34 to 1.89)

4

1.59 (1.33 to 1.89)

3.92 (3.23 to 4.76)

1.45 (1.17 to 1.82)

Least deprived 20%

1.45 (1.15 to 1.83)

2.96 (2.24 to 3.92)

0.98 (0.70 to 1.37)

Known to mental health services prior to April 2016 (n=8002)
Yes

1.62 (1.51 to 1.74)

2.55 (2.31 to 2.82)

1.41 (1.28 to 1.55)

No

1.36 (1.26 to 1.46)

3.21 (2.95 to 3.50)

1.13 (1.02 to 1.25)

Known to drug treatment services prior to L&D referral (n=8002)
Yes

1.60 (1.45 to 1.76)

2.23 (1.93 to 2.58)

1.31 (1.15 to 1.49)

No

1.44 (1.36 to 1.53)

3.13 (2.91 to 3.36)

1.25 (1.15 to 1.35)

Criminal justice contact prior to L&D referral (n=8002)
Yes

1.51 (1.42 to 1.61)

2.70 (2.49 to 2.93)

1.33 (1.23 to 1.44)

No

1.43 (1.30 to 1.56)

3.27 (2.95 to 3.62)

1.14 (1.01 to 1.29)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital;
National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

Table 6.2: IAPT attendances per 100 people per month – L&D evaluation cohort (n=8,002)
Pre-L&D outcomes

±2 months from L&D
referral

Post-L&D outcomes

Number of individuals with any attendances

355

219

283

Number of attendances

1154

458

941

All (n=8002)

1.20 (1.13 to 1.27)

1.43 (1.31 to 1.57)

1.44 (1.35 to 1.53)

Within-person (n=8002)

0.01 (0.01 to 0.02)

0.03 (0.02 to 0.05)

0.01 (0.01 to 0.02)

18 – 24 years

0.86 (0.75 to 0.99)

0.98 (0.78 to 1.23)

1.01 (0.86 to 1.17)

25 – 34 years

1.34 (1.21 to 1.49)

1.67 (1.42 to 1.97)

1.62 (1.45 to 1.82)

35 – 44 years

1.24 (1.09 to 1.41)

1.70 (1.40 to 2.06)

1.36 (1.17 to 1.58)

45 – 54 years

1.59 (1.38 to 1.84)

2.37 (1.93 to 2.92)

2.63 (2.29 to 3.03)

55+ years

2.29 (1.89 to 2.77)

1.25 (0.80 to 1.96)

0.69 (0.46 to 1.05)

Female

1.77 (1.60 to 1.97)

1.79 (1.50 to 2.14)

2.14 (1.91 to 2.40)

Male

1.10 (1.02 to 1.19)

1.47 (1.32 to 1.64)

1.26 (1.16 to 1.36)

White

1.33 (1.25 to 1.42)

1.50 (1.35 to 1.66)

1.48 (1.38 to 1.59)

Black

0.31 (0.15 to 0.65)

1.32 (0.71 to 2.46)

0.07 (0.01 to 0.46)

Asian

0.67 (0.39 to 1.16)

0.78 (0.32 to 1.87)

1.04 (0.60 to 1.79)

Mixed

1.73 (1.18 to 2.55)

1.60 (0.80 to 3.20)

3.19 (2.26 to 4.52)

Other

0.75 (0.40 to 1.40)

0.90 (0.34 to 2.40)

0.66 (0.30 to 1.47)

Most deprived 20%

1.06 (0.96 to 1.17)

1.24 (1.06 to 1.45)

1.15 (1.03 to 1.29)

2

1.10 (0.97 to 1.25)

1.42 (1.17 to 1.72)

1.46 (1.27 to 1.67)

3

1.55 (1.35 to 1.79)

2.21 (1.80 to 2.71)

1.83 (1.56 to 2.15)

4

1.68 (1.41 to 1.99)

1.80 (1.36 to 2.40)

2.50 (2.11 to 2.96)

Least deprived 20%

2.05 (1.69 to 2.49)

2.36 (1.72 to 3.22)

1.33 (0.99 to 1.77)

Age (n=7017)

Sex (n=7066)

Ethnicity (n=6788)

Deprivation (n=7047)
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Known to mental health services prior to April 2016 (n=8002)
Yes

1.04 (0.95 to 1.14)

1.27 (1.10 to 1.46)

1.24 (1.12 to 1.37)

No

1.35 (1.25 to 1.46)

1.58 (1.40 to 1.79)

1.62 (1.49 to 1.76)

Known to drug treatment services prior to L&D referral (n=8002)
Yes

1.00 (0.89 to 1.14)

0.66 (0.51 to 0.86)

0.80 (0.68 to 0.95)

No

1.27 (1.19 to 1.36)

1.70 (1.54 to 1.87)

1.66 (1.55 to 1.78)

Criminal justice contact prior to L&D referral (n=8002)
Yes

1.06 (0.99 to 1.15)

1.33 (1.18 to 1.49)

1.36 (1.25 to 1.47)

No

1.46 (1.34 to 1.60)

1.63 (1.41 to 1.89)

1.58 (1.43 to 1.76)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital;
National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

6.2.

Did L&D have an impact on Improving Access to Psychological
Therapies referrals and attendances?

Referral to L&D services does appear to have an impact on referral to and use of IAPT services, but
this increase is restricted to the time of L&D referral and does not appear to result in a sustained,
long-term increase in engagement. As was observed for A&E use (Chapter 4), referral to L&D coincides
with a crisis point when services users’ rates of IAPT referral and attendance had already been increasing.
Rates, however, of IAPT referral and attendance after the L&D referral period rapidly become similar to
those before involvement in L&D. The same pattern is observed in the historic control cohort before and
after the index offence (see Figure 11), although the rapid increase in referrals the month of committing the
offence is not observed in the historic control cohort (i.e. L&D services are facilitating new referrals to
IAPT, which would not otherwise have been made had the services not been in place).
To assess the impact of L&D on IAPT referral and attendance we compared the change in the rate of referral
and attendance over time in the evaluation cohort to the change over time in the historic control cohort,
adjusting for individual characteristics and L&D referral site (further technical details in Box 13). If L&D
has no impact on IAPT attendance and referral, then we expect any change over time to be the same in the
evaluation and historic control cohorts; if there is a difference in the change over time (i.e. it increases or
decreases more in the evaluation cohort) this provides evidence for L&D having an impact on the outcome.
Three conclusions regarding IAPT referrals can be drawn from our analysis, and are presented in Table 6.3
and Table 6.4:
1. Referral to L&D services results in a significant three-fold increase in the rate of referral to
IAPT services, but this impact is restricted to month in which L&D referral occurs. The
Incidence Rate Ratio (IRR) estimate for the evaluation cohort in the month of L&D referral is
3.57 (Table 6.3). It indicates that the referral rate during the month of L&D referral is over three
times higher than it is in the period before referral. There is also an increase in IAPT referrals in
the month of the index offence in the historic control cohort, but of only about half the magnitude
(IRR estimate 1.42). The difference is not as marked when comparing the referral rates for the
four-month period before/after referral to L&D and the index offence (Table 6.4).
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2. The rate of IAPT referral decreases rapidly after the L&D referral period, returning to a level
below that observed prior to L&D referral in the extended post-intervention period. The IRR
comparing the period before L&D referral to the extended period after L&D referral is 0.86,
indicating the IAPT referral rate is approximately 15% lower. In contrast, in the historic control
cohort, the referral rate in the extended post-offence period is very similar to that of the immediate
offence period (IRR 1.34 and 1.42 respectively), suggesting a sustained increase in referrals.
3. The magnitude of the change in the rate of IAPT referral over time differs significantly
between the evaluation and historic control cohorts, indicating a time-specific impact of L&D
referral on IAPT referral. This impact is quantified by the Ratio of Rate Ratios (RRR), estimated
as 2.52 for the month of L&D referral and 0.64 for the extended period after L&D referral (joint
p-value <0.0001). This difference may be partly attributable to when IAPT began and the fact that
referrals and attendances would have been increasing already in the historic control cohort as the
IAPT service became more widely used (Clark et al. 2018).
Table 6.3: Impact of L&D referral on IAPT referral – month of L&D referral only. Results are
presented as adjusted rate ratios with 95% confidence intervals (CI) and associated p-values.
Evaluation
cohort
IRR (95% CI)
Before L&D referral versus
month of L&D referral or
historic charge

3.57
(3.17 to 4.02)

P

<0.001

Historic controls
IRR (95% CI)

1.42
(0.88 to 2.29)

P

0.153

Evaluation
cohort vs historic
controls
RRR (95% CI)

P

2.52
(1.54 to 4.12)
<0.0001

Before versus after L&D
referral or historic charge

0.86
(0.79 to 0.94)

<0.001

1.34
(1.10 to 1.63)

0.003

0.64
(0.52 to 0.79)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS
Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

Table 6.4: Impact of L&D referral on IAPT referral – four-month period around L&D referral. Results
are presented as adjusted rate ratios with 95% confidence intervals (CI) and associated p-values.
Evaluation
cohort
IRR (95% CI)
Before L&D referral vs ±2
months from L&D referral
or historic charge

1.86
(1.70 to 2.03)

P

<0.001

Historic controls
IRR (95% CI)

1.63
(1.24 to 2.14)

P

0.001

Evaluation
cohort vs historic
controls
RRR (95% CI)

P

1.14
(0.86 to 1.52)
<0.0001

Before vs after L&D referral
or historic charge

0.84
(0.77 to 0.92)

<0.001

1.40
(1.13 to 1.73)

0.002

0.60
(0.48 to 0.76)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS
Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.
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Two conclusions regarding IAPT attendances can be drawn from this analysis, presented in Table 6.5:
1. Face-to-face attendances at IAPT services increase during the period immediately around
referral to L&D services, but the evidence for a sustained impact is limited. The IRR of 1.23
in the evaluation cohort is higher than that observed in the historic control cohort (IRR 1.04). Yet
in the extended follow-up period, the attendance rate appears to increase substantially in the
historic control cohort (IRR 1.50 compared to IRR 1.17 in the evaluation cohort).
2. The pattern of the change in the rate of IAPT attendance over time is not consistent between
the evaluation and historic control cohorts, which makes drawing a conclusion about longterm impact difficult. In the evaluation cohort, the rate of referral increases during the L&D
referral period and then decreases, whereas in the historical control cohort there is no increase
during the period around the index offence, but there is an increase over the extended follow-up
period. This results in RRR estimates of 1.18 for the period around L&D referral and 0.78 for the
extended follow-up period (joint p-value = 0.047), suggesting L&D referral leads to increased
attendance initially, but decreased attendance over the longer term. As mentioned previously,
however, this difference between the cohorts is likely to be at least partly attributable to when IAPT
began and the fact that referrals and attendances were increasing over the time period of the historic
control cohort as the IAPT service became more widely used (Clark et al. 2018).
Table 6.5: Impact of L&D referral on IAPT face-to-face attendances. Results are presented as adjusted
rate ratios with 95% confidence intervals (CI) and associated p-values.
Evaluation
cohort
IRR (95% CI)
Before L&D referral vs ±2
months from L&D referral
or historic charge

1.23
(1.10 to 1.37)

Historic controls
IRR (95% CI)

P

<0.001

1.04
(0.71 to 1.52)

P

0.852

Evaluation cohort vs
historic controls
RRR (95% CI)

P

1.18
(0.80 to 1.76)
0.047

Before vs after L&D
referral or historic charge

1.17
(1.07 to 1.28)

0.001

1.50
(1.17 to 1.92)

0.001

0.78
(0.60 to 1.02)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by
NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry
of Justice.
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Box 13 Technical details – impact analysis IAPT referrals and attendances
Using Poisson regression, as the outcome is a rate, we carried out a difference-in-difference analysis to
test whether the change in IAPT referrals and attendances after L&D or after the historic charge in the two
cohorts was different between intervention and control. We adjusted for socio-demographic characteristics
and vulnerabilities, prior contact with health services and the criminal justice system, and L&D site (see
Chapter 2 and Annex C for further analytical details).

6.3.

Who is most likely to be referred to, and attend, IAPT services after
involvement in L&D?

A further analysis looks at who in the evaluation cohort was more likely to be referred to IAPT services and
attend after being involved in L&D services. This information could be used by those delivering L&D
services to target support. Our findings indicate (see also Box 14):


Gender is the only factor associated with referral to IAPT services; women are approximately 30%
more likely to receive a referral.



Attendance at IAPT services is associated with age, gender, and previous treatment for alcohol or
drug use: compared to those aged 18-24, older age groups are more likely to attend; women are
over 70% more likely to attend; people who have previously been in contact with alcohol and drug
treatment services are less than half as likely to attend compared to people who have no prior
contact.

As was found for the analysis of A&E utilisation (Chapter 4), prior criminal justice contacts are not
associated with IAPT referral or attendance. This suggests that it is acute health vulnerabilities that lead to
contacts with the criminal justice system, rather than any relationship in the other direction.
Box 14 Technical details – IAPT referral and attendance after L&D referral
We conducted an adjusted analysis of predictors of IAPT referrals and attendances in the year after L&D. The analysis used
a Poisson regression model and estimates the rate ratio for IAPT referrals and attendances, which can be interpreted as the
number of times more likely someone is to be referred to or attend IAPT services in comparison with the baseline group for
each category. This analysis considers predictors of IAPT referrals during the month of L&D referral up to and including 13
months after L&D referral.

Table 6.6: Predictors of IAPT referrals – L&D evaluation cohort post L&D referral (n=6,723)
RR (95%CI)

p-value

Age
18 – 24 years

Reference

25 – 34 years

0.99 (0.84 to 1.16)

35 – 44 years

0.90 (0.75 to 1.09)

45 – 54 years

1.00 (0.81 to 1.24)

55+ years

0.86 (0.62 to 1.20)

Sex
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Male

Reference

Female

1.37 (1.19 to 1.59)

White

Reference

Black

1.00 (0.63 to 1.60)

Asian

0.61 (0.33 to 1.11)

Mixed

1.32 (0.83 to 2.10)

Other

0.85 (0.45 to 1.59)

<0.0001

Ethnicity

0.37

Deprivation
Most deprived 20%

Reference

2

1.07 (0.90 to 1.26)

3

1.26 (1.04 to 1.52)

4

1.21 (0.97 to 1.52)

Least deprived 20%

0.98 (0.72 to 1.33)

0.1

Known to mental health services prior to April 2016
Yes

0.91 (0.79 to 1.04)

No

Reference

0.1

Known to drug treatment services prior to L&D referral
Yes

0.88 (0.75 to 1.02)

No

Reference

0.1

Criminal justice contact prior to L&D referral
Yes

0.99 (0.85 to 1.15)

No

Reference

0.85

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by
NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry
of Justice.

Table 6.7: Predictors of IAPT attendances – L&D evaluation cohort post L&D referral (n=6,723)
RR (95%CI)

p-value

Age
18 – 24 years

Reference

25 – 34 years

1.71 (1.01 to 2.90)

35 – 44 years

1.75 (0.99 to 3.11)

45 – 54 years

4.16 (2.23 to 7.79)

55+ years

0.77 (0.28 to 2.12)

Male

Reference

Female

1.73 (1.11 to 2.71)

White

Reference

Black

0.47 (0.11 to 1.96)

0.0002

Sex
0.017

Ethnicity
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0.2

Asian

0.68 (0.14 to 3.20)

Mixed

3.57 (1.11 to 11.56)

Other

1.06 (0.20 to 5.58)

Deprivation
Most deprived 20%

Reference

2

1.31 (0.79 to 2.16)

3

1.50 (0.82 to 2.73)

4

1.36 (0.65 to 2.82)

Least deprived 20%

0.73 (0.29 to 1.88)

0.48

Known to mental health services prior to April 2016
Yes

0.70 (0.47 to 1.06)

No

Reference

0.09

Known to drug treatment services prior to L&D referral
Yes

0.38 (0.23 to 0.61)

No

Reference

<0.0001

Criminal justice contact prior to L&D referral
Yes

0.87 (0.55 to 1.37)

No

Reference

0.56

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by
NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry
of Justice.

6.4.

Potential implications for L&D services

L&D is increasing referrals to IAPT. The three-fold increase in referrals to IAPT during the month of
L&D referral indicates that L&D services are providing service users with increased access to mental health
support services. There is potential to boost referrals for some groups. The finding that younger age
groups, men, and those previously in contact with drug and alcohol services are less likely to attend IAPT
services provides some avenues through which targeted support may increase attendance.
Attendance rates at IAPT may be affected by variability in access to the service. Our results show less
evidence that referrals translate into face-to-face contacts. This highlights the challenges faced in providing
access to mental health support when the services that provide treatment are outside the remit of the L&D
programme itself.
The fact that IAPT was only launched in 2008 means the historic control group experience lower
levels of referrals and attendances overall. Referrals and attendances were increasing rapidly during the
historic control cohort time period as the IAPT service became more widely used (Clark 2018), reaching a
plateau in 2016/2017 (see Box 14). As discussed, we identified differences between the evaluation and
historic control cohorts related to overall trends in referrals and attendances to IAPT and this issue made it
challenging to isolate the impact of L&D services on access to IAPT treatment over an extended time period.
This difference between the cohorts over the extended follow-up period is likely to be at least partly
attributable to when IAPT began.
54
RAND Europe

Outcome Evaluation of the National Model for Liaison and Diversion
Box 15 National data on IAPT waiting times
Increased IAPT utilisation has been associated with longer waiting time for treatment which may affect
the impact of L&D referral on this outcome, as longer waiting times are associated with reduced
likelihood of a positive therapeutic outcome (Clark et al. 2018). The average waiting time for IAPT
treatment in 2016/2017 was 23 days, and decreased to 20 days in 2018/2019, but it ranges from 4
days to 61 days across the country ((House of Commons Library UK Parliament 2020).
Additionally, the wait between first and second treatment episodes may also have an effect, particularly
for L&D services users who are supported by the L&D service only until the first treatment episode. In
2016/2017 the average time between first and second treatment was 41 days, with total average
waiting time of over 9 weeks from referral to second treatment episode (House of Commons Library UK
Parliament 2020). In 2018/2019 data, the waiting time was longer between first and second
treatment episodes than between referral and first treatment in 90% of CCGs, but the time between first
and second treatment episodes ranged from 2 weeks to over 18 weeks.
This variation in provision may contribute to lack of a sustained impact on IAPT attendance, and
knowledge of delays in access to local IAPT services may explain low referral rates by some L&D
services.
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7. Use of drug and alcohol treatment services

Key findings – Use of drug and alcohol treatment services
This chapter presents findings about use of drug and alcohol treatment services by L&D service users


Drug and alcohol treatment referrals increase between 2 and 3-fold after L&D referral.
Approximately 30% of these referrals are for people with no previous contact with drug treatment
services.



There is descriptive evidence that drug and alcohol treatment attendances increase after L&D
referral, but our analyses did not provide support for a statistically significant increase in
attendances.



Previous drug treatment, offending and being aged 35-44 predict both drug treatment referrals
and attendances after L&D, and attendance (but not referral) rates are higher in women
compared with men.



Although drug treatment was higher overall among people with previous mental health service
contacts, in adjusted analyses there was no evidence that mental health service contact was an
independent predictor of either drug treatment attendance or referral.



Self-reported mental health and quality of life is lower in the months around L&D, alcohol and
cocaine use is higher as is self-reported offending. Self-reported opiate use in the L&D cohort is
lower after L&D.

Implications for L&D services


L&D services engage people successfully with drug and alcohol treatment. Part of the mechanism
for this occurs may relate to helping bridge the gap between referral and receiving treatment.



The drug treatment data further shows that a person comes into contact with L&D after a period
of decline – indicating potential for early intervention.

7.1.

How much were L&D services users referred to, and attending, drug
and alcohol treatment before, during, and after L&D referral?

There is a three-fold increase in referrals to drug and alcohol treatment services around the time of
L&D compared to referral rates in the two-year period leading up to L&D referral, although the rate returns
to pre-L&D levels very quickly (see Figure 14, upper panel; Box 15; Table 7.1).
L&D services are referring people not previously in contact with drug and alcohol services. Just over
30% of referrals to drug and alcohol treatment services made around the time of L&D referral were for
service users who had no record of previous contact with drug and alcohol services. A similar increase in
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referrals occurs around the time of committing an offence in the historical control cohort, but it is not of
the same magnitude.
Figure 14: Pattern of drug and alcohol treatment referrals (above) and attendances (below) before,
during, and after committing an offence in the evaluation and historic control cohorts. Data
presented are unadjusted rates.

Source: National Drug Treatment Monitoring Survey data provided by Public Health England
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There was an increase of approximately 20% in the rate of drug treatment attendance in the months
after L&D and this increase is sustained for up to 10 months after L&D referral (see Figure 14, lower
panel; Box 15; Table 7.2). A similar sustained increase is not observed in the historic control cohort.
The same pattern of increased drug and alcohol treatment referrals and attendances at the time of
L&D was seen in all groups in the unadjusted rate estimates except for people from Black and Asian
ethnic minority backgrounds (Box 16; Table 7.1). Overall rates of referrals were higher in people who
had prior contacts with the criminal justice system and mental health services, and were higher among
people living in more deprived areas. Attendance rates were highest in people known to drug treatment
services before L&D and 35-44 year olds (Box 16; Table 7.2).
Box 16 Technical details – descriptive analysis of NDTMS referrals and attendances
We examined the rates of referrals and attendances to community drug and alcohol treatment services using data from the
National Drug Treatment Monitoring Strategy (NDTMS) data set. We examined referrals and attendances for the whole
evaluation cohort and stratified by age, sex, ethnicity, deprivation, and prior mental health and drug treatment service and
prior criminal justice contacts (Tables 6.1 and 6.2 respectively). We estimated crude and ‘average within-person’ overall
rates, presented per person, per month, i.e. a rate of 1 would be interpreted as one drug and alcohol treatment referral or
attendance each month.
Drug and alcohol services provide a range of psychological and pharmacological treatments and other types of support.

Table 7.1: Drug treatment referrals - rates of referrals per 100 people per month for L&D evaluation cohort
(n=8,002)
Pre-L&D outcomes ±2 months from L&D referral Post-L&D outcomes
Number of individuals with a referral

583

Number of people with no pre-L&D drug
treatment contacts
Number of referrals

631

Number of referrals in people with no

408

576

132

185

409

645

132

171

All

0.66 (0.61 to 0.71)

1.28 (1.16 to 1.41)

0.67 (0.62 to 0.73)

Within-person

0.46 (0.38 to 0.55)

1.28 (1.16 to 1.41)

0.38 (0.32 to 0.45)

18 – 24 years

0.41 (0.34 to 0.50)

0.97 (0.77 to 1.21)

0.47 (0.39 to 0.57)

25 – 34 years

0.83 (0.73 to 0.95)

1.46 (1.22 to 1.73)

0.80 (0.70 to 0.92)

35 – 44 years

0.87 (0.75 to 1.02)

1.62 (1.33 to 1.97)

1.02 (0.89 to 1.18)

45 – 54 years

0.90 (0.74 to 1.09)

1.48 (1.14 to 1.92)

0.62 (0.49 to 0.79)

55+ years

0.53 (0.35 to 0.79)

0.99 (0.60 to 1.64)

0.53 (0.35 to 0.79)

Female

0.72 (0.61 to 0.84)

1.63 (1.35 to 1.96)

0.70 (0.59 to 0.83)

Male

0.71 (0.65 to 0.78)

1.24 (1.10 to 1.40)

0.72 (0.66 to 0.79)

White

0.73 (0.67 to 0.80)

1.36 (1.22 to 1.51)

0.74 (0.68 to 0.80)

Black

0.71 (0.43 to 1.15)

0.40 (0.13 to 1.23)

0.79 (0.50 to 1.26)

Age

Sex

Ethnicity
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Asian

0.83 (0.51 to 1.35)

0.62 (0.23 to 1.65)

0.52 (0.28 to 0.96)

Mixed

0.87 (0.50 to 1.49)

2.00 (1.08 to 3.72)

0.60 (0.31 to 1.15)

Other

0.38 (0.16 to 0.90)

1.13 (0.47 to 2.71)

0.45 (0.20 to 1.00)

Most deprived 20%

0.80 (0.71 to 0.89)

1.42 (1.23 to 1.65)

0.74 (0.66 to 0.84)

2

0.76 (0.65 to 0.89)

1.29 (1.05 to 1.58)

0.79 (0.68 to 0.92)

3

0.58 (0.46 to 0.73)

1.30 (0.99 to 1.69)

0.54 (0.43 to 0.69)

4

0.50 (0.36 to 0.68)

1.19 (0.84 to 1.69)

0.58 (0.43 to 0.77)

Least deprived 20%

0.50 (0.34 to 0.74)

1.15 (0.73 to 1.80)

0.81 (0.59 to 1.10)

Deprivation

Known to mental health services prior to April 2016
Yes

0.85 (0.77 to 0.94)

1.41 (1.23 to 1.61)

0.85 (0.77 to 0.93)

No

0.48 (0.42 to 0.54)

1.16 (1.00 to 1.33)

0.51 (0.45 to 0.58)

3.34 (2.97 to 3.76)

1.85 (1.69 to 2.03)

0.56 (0.47 to 0.66)

0.26 (0.23 to 0.30)

Known to drug treatment services prior to L&D referral
Yes

2.54 (2.35 to 2.74)

No
Criminal justice contact prior to L&D referral
Yes

0.84 (0.77 to 0.91)

1.56 (1.40 to 1.74)

0.85 (0.78 to 0.93)

No

0.32 (0.26 to 0.38)

0.74 (0.60 to 0.92)

0.33 (0.27 to 0.40)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital;
National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

Table 7.2: Drug treatment attendances - rates of attendances per 100 people per month – L&D evaluation
cohort (n=8,002)

Number of individuals with any
attendances

Pre-L&D outcomes

±2 months from L&D
referral

Post-L&D outcomes

868

730

999

119

245

921

2486

128

523

Number of people attending with no
pre-L&D drug treatment contacts
Number of attendances

2078

Number of attendances in people
with no pre-L&D drug treatment
contacts
All

2.16 (2.07 to 2.26)

2.88 (2.70 to 3.07)

2.59 (2.49 to 2.69)

Within-person

0.16 (0.13 to 0.20)

1.20 (1.02 to 1.41)

0.22 (0.18 to 0.26)

18 – 24 years

0.58 (0.49 to 0.68)

1.26 (1.04 to 1.54)

1.24 (1.11 to 1.40)

25 – 34 years

2.48 (2.30 to 2.68)

3.14 (2.79 to 3.53)

2.76 (2.56 to 2.97)

35 – 44 years

4.20 (3.92 to 4.51)

4.77 (4.25 to 5.35)

4.46 (4.16 to 4.77)

45 – 54 years

3.02 (2.71 to 3.35)

3.93 (3.35 to 4.61)

3.23 (2.91 to 3.57)

55+ years

1.65 (1.32 to 2.07)

2.44 (1.77 to 3.37)

2.66 (2.23 to 3.18)

Female

2.48 (2.27 to 2.71)

3.73 (3.30 to 4.22)

3.29 (3.05 to 3.55)

Male

2.29 (2.18 to 2.41)

2.81 (2.60 to 3.05)

2.58 (2.46 to 2.71)

Age

Sex
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Ethnicity
White

2.41 (2.31 to 2.53)

3.10 (2.89 to 3.33)

2.83 (2.71 to 2.95)

Black

1.63 (1.18 to 2.25)

2.12 (1.30 to 3.45)

2.38 (1.82 to 3.11)

Asian

2.54 (1.92 to 3.36)

2.33 (1.40 to 3.86)

2.33 (1.74 to 3.12)

Mixed

2.13 (1.51 to 3.02)

4.20 (2.74 to 6.44)

2.60 (1.90 to 3.56)

Other

1.35 (0.85 to 2.14)

1.35 (0.61 to 3.01)

2.18 (1.51 to 3.13)

Most deprived 20%

2.68 (2.52 to 2.85)

3.31 (3.01 to 3.64)

3.01 (2.84 to 3.19)

2

2.53 (2.33 to 2.75)

3.40 (2.99 to 3.85)

3.00 (2.77 to 3.24)

3

1.82 (1.60 to 2.07)

2.26 (1.84 to 2.76)

2.10 (1.86 to 2.37)

4

1.56 (1.31 to 1.86)

2.57 (2.03 to 3.27)

2.32 (2.00 to 2.68)

Least deprived 20%

1.47 (1.17 to 1.85)

1.87 (1.32 to 2.66)

2.05 (1.69 to 2.49)

Deprivation

Known to mental health services prior to April 2016
Yes

2.89 (2.74 to 3.05)

3.59 (3.30 to 3.90)

3.22 (3.06 to 3.39)

No

1.49 (1.39 to 1.60)

2.22 (2.01 to 2.46)

2.00 (1.88 to 2.13)

9.56 (8.92 to 10.25)

7.89 (7.55 to 8.24)

0.54 (0.45 to 0.64)

0.74 (0.67 to 0.80)

Known to drug treatment services prior to L&D referral
Yes

8.34 (7.99 to 8.71)

No
Criminal justice contact prior to L&D referral
Yes

2.86 (2.73 to 2.99)

3.66 (3.41 to 3.93)

3.24 (3.10 to 3.39)

No

0.85 (0.75 to 0.95)

1.39 (1.18 to 1.62)

1.35 (1.23 to 1.48)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital;
National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

7.2.

Did L&D have an impact on drug and alcohol treatment referrals
and attendances?

L&D services do appear to increase referral to, and attendance at, drug and alcohol treatment services,
although our data only provide strong statistical support for an impact on referrals. For referrals, the
impact was short-term and restricted to the period around L&D referral, whereas the increase in attendance
appears to occur over a more extended period.
To assess the impact of L&D referral on drug and alcohol treatment referral and attendance, we compared
the change in the rate of referral and attendance over time in the evaluation cohort to the change over time
in the historic control cohort, adjusting for individual characteristics and L&D referral site (further technical
details in Box 13). If L&D has no impact on drug and alcohol treatment referral or attendance, then we
would expect any change over time to be the same in the evaluation and historic control cohorts; if there is
a difference in the change over time (i.e. a greater increase or decrease in the evaluation cohort) this provides
the evidence for L&D having an impact on the outcome. Three conclusions regarding drug and alcohol
treatment referrals can be drawn from this analysis, presented in Table 7.3:
1. Referral to L&D services leads to an increase in referrals to drug and alcohol treatment
services in the two months before and after L&D referral. The adjusted Incidence Rate Ratio
(IRR) estimate for the comparison of the extended period before L&D referral to the two months
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before/after referral is 1.86, indicating the referral rate for drug and alcohol treatment almost
doubles around L&D referral.
2. The rate of referrals to drug and alcohol treatment services returns to that observed prior to
L&D referral very rapidly following L&D referral. The IRR comparing the extended period
before L&D referral to the extended period afterwards is 1.0, indicating that the rate of drug and
alcohol treatment referral is the same in these two periods and the impact of L&D services on drug
and alcohol treatment services is limited to the immediate contact period. In the historic control
cohort, the IRR estimate is 0.88 indicating that referral rate in the extended period after the offence
is lower than that observed in the period before the offence.
3. The magnitude of the change in the rate of referral to drug and alcohol treatment services over
time differs significantly between the evaluation and historical control cohorts, with referrals
58% higher in the evaluation cohort in the time period around L&D referral. This impact is
quantified by the Ratio of Rate Ratios (RRR), which is estimated as 1.58 for the time period two
months before/after L&D referral in the evaluation cohort or the offence charge date in the historic
control cohort, and 1.15 for the extended period after L&D referral (joint p-value = 0.006).
Table 7.3: Impact of L&D referral on drug and alcohol treatment referral. Results are presented as
adjusted rate ratios with 95% confidence intervals (CI) and associated p-values.
Evaluation
cohort
IRR (95% CI)
Before L&D referral
versus month of L&D
referral or historic charge
Before versus after L&D
referral or historic charge

1.86
(1.64 to 2.12)

1.00
(0.90 to 1.12)

Historic
controls

P

P

0.93

1.17
(0.91 to 1.51)
0.88
(0.72 to 1.06)

P

RRR (95% CI)

IRR (95% CI)
<0.0001

Evaluation cohort
vs historic controls

0.21

0.18

1.58
(1.19 to 2.10)
1.15

0.006

(0.92 to 1.44)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS
Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

Two conclusions regarding drug and alcohol treatment attendances can be drawn from this analysis,
presented in Table 7.4:
1. Attendance rates are 29% higher in the evaluation cohort compared to the historic control
cohort for the two months before/after L&D referral compared to the extended period
beforehand, and this increase is sustained over the longer follow-up period. For the period
immediately around L&D referral the IRR is 1.29 for the evaluation cohort, compared to 1.17 for
the period immediately around the index offence charge date in the historic control cohort. In the
evaluation cohort attendances rates decrease but are still 18% higher than observed pre-L&D
referral, which is statistically significant (p<0.0001). In contrast, in the historic control cohort
there is no significant difference in attendance rates between the extended pre-offence and postoffence periods (p=0.15).
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2. Although increases in attendance rates around L&D referral and during the extended followup period are greater in the evaluation cohort compared to the historic control cohort, the
difference is not statistically significant and therefore cannot confirm L&D referral has an
impact on attendance at drug and alcohol treatment services. The RRR is 1.10 for the period
around L&D referral and 1.08 for the extended follow-up period, indicating attendance rates in
the evaluation cohort are 10% and 8% higher respectively, but this is not statistically significant.
Table 7.4: Impact of L&D referral on drug and alcohol treatment attendance. Results are presented
as adjusted rate ratios with 95% confidence intervals (CI) and associated p-values.
Evaluation
cohort

Before versus after L&D
referral or historic charge

1.29
(1.19 to 1.40)
1.18
(1.11 to 1.25)

P

<0.0001

<0.0001

1.17
(1.01 to 1.35)
1.08
(0.97 to 1.20)

Evaluation cohort
vs historic controls

P

RRR (95% CI)

IRR (95% CI)

IRR (95% CI)
Before L&D referral
versus month of L&D
referral or historic charge

Historic
controls

P

0.03

0.15

1.10
(0.94 to 1.30)
1.08

0.3

(0.96 to 1.23)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS
Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

Box 17 Technical details – impact analysis of drug and alcohol treatment referrals and attendances
Using Poisson regression, as the outcome is a rate, we carried out a difference-in-difference analysis to
test whether the change in drug and alcohol treatment referrals and attendances after L&D or after the
historic charge in the two cohorts was different between intervention and control. We adjusted for sociodemographic characteristics and vulnerabilities, prior contact with health services and the criminal justice
system, and L&D site (see Chapter 2 and Annex C for further analytical details).

7.3.

Who is most likely to be referred to and attend drug and alcohol
treatment after involvement in L&D?

In a further analysis, we examined who in the evaluation cohort was more likely to be referred to and attend
drug and alcohol treatment services after being involved in L&D services. This information could be used
by those delivering L&D services to target support. Our findings are adjusted for individual characteristics
and L&D site and indicate (see also Box 16):


Rates of referral to drug and alcohol treatment vary by age, prior drug or alcohol treatment, and
criminal justice history:
o

Referral rates are highest for those aged 35-44 years old.

o

Service users with previous contact with drug and alcohol treatment are six times more
likely to receive a referral compared to those without previous contact.

o

Service users with a criminal justice history are also more likely to receive a referral.
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o


Sex, ethnicity, deprivation and previous mental health service contacts do not predict drug
treatment referral rates in the year after L&D.

Drug and alcohol treatment attendance is also associated with age, prior drug or alcohol treatment,
and criminal justice history and, unlike referrals, sex:
o

Attendance rates are also highest for the 35-44-year-old age group.

o

Service users previously in contact with drug and alcohol treatment services are 18 times
more likely to attend.

o

People with a previous CJS contact are more likely to attend than those without a previous
contact.

o

Attendance rates are 48% higher in women compared to men.

o

There was no evidence of variation by ethnicity, deprivation or previous mental health
service contacts. Unadjusted attendance rates are higher in people with previous contact
with mental health services, so these results indicate that mental health problems are not
an independent predictor of drug treatment attendances, rather that they are likely to be
co-occurring with other factors that are associated with substance misuse.

Box 18 Technical details – drug and alcohol treatment referral and attendance after L&D referral
We conducted an adjusted analysis of predictors of drug and alcohol treatment referrals and attendances in the year
after L&D. The analysis used a Poisson regression model and estimates the rate ratio for drug and alcohol treatment
referrals and attendances, which can be interpreted as the number of times more likely someone is to be referred to or
attend drug and alcohol treatment services in comparison with the baseline group for each category. This analysis
considers predictors of drug and alcohol treatment referrals during the month of L&D referral up to and including 13
months after L&D referral.

Table 7.5: Adjusted predictors of post-L&D drug and alcohol treatment referrals – L&D evaluation
cohort (n=6,723)
RR (95%CI)

p-value

Age
18 – 24 years

reference

25 – 34 years

1.42 (1.12 to 1.80)

35 – 44 years

1.62 (1.27 to 2.08)

45 – 54 years

1.09 (0.80 to 1.49)

55+ years

1.26 (0.79 to 2.01)

Female

reference

Male

1.03 (0.85 to 1.26)

White

reference

Black

0.81 (0.42 to 1.56)

Asian

1.28 (0.77 to 2.11)

Mixed

0.77 (0.39 to 1.51)

Other

0.77 (0.33 to 1.78)

0.0010

Sex

0.74

Ethnicity

Deprivation
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0.66

Most deprived 20%

reference

2

1.14 (0.93 to 1.40)

3

0.96 (0.72 to 1.27)

4

1.08 (0.77 to 1.52)

Least deprived 20%

1.63 (1.13 to 2.34)

0.078

Known to mental health services prior to April 2016
Yes

1.07 (0.89 to 1.28)

No

reference

0.47

Known to drug treatment services prior to L&D referral
Yes

6.11 (5.03 to 7.42)

No

reference

<0.0001

Criminal justice contact prior to L&D referral
Yes

1.40 (1.10 to 1.76)

No

reference

0.005

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by
NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of
Justice.

Table 7.6: Predictors of drug treatment attendances – L&D evaluation cohort post L&D (n=6,723)
RR (95%CI)

p-value

Age
18 – 24 years

reference

25 – 34 years

2.11 (1.64 to 2.73)

35 – 44 years

3.23 (2.49 to 4.20)

45 – 54 years

2.32 (1.71 to 3.15)

55+ years

2.63 (1.69 to 4.09)

Female

1.48 (1.22 to 1.81)

Male

reference

White

reference

Black

0.79 (0.45 to 1.42)

Asian

0.86 (0.47 to 1.59)

Mixed

0.89 (0.47 to 1.70)

Other

0.90 (0.42 to 1.93)

<0.0001

Sex
0.0001

Ethnicity

0.92

Deprivation
Most deprived 20%

reference

2

1.00 (0.81 to 1.24)

3

0.86 (0.65 to 1.14)

4

1.02 (0.73 to 1.44)

Least deprived 20%

1.15 (0.76 to 1.76)

0.74

Known to mental health services prior to April 2016
Yes

0.90 (0.75 to 1.08)

No

reference
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Known to drug treatment services prior to L&D referral
Yes

18.11 (14.64 to 22.40)

No

reference

<0.0001

Criminal justice contact prior to L&D referral
Yes

1.40 (1.12 to 1.75)

No

reference

0.0003

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS
Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

7.4.

Additional analyses – what is the health status and quality of life of
service users before, during, and after L&D referral?

We conducted unadjusted before and after analyses of self-reported health and quality of life measures
recorded in Treatment Outcomes Profile forms (Public Health England 2020) for people in the L&D
evaluation cohort who completed these forms when in contact with drug and alcohol treatment services.
Mean self-reported quality of life and mental health are about 5% lower in the period ±two months
from L&D referral compared with the year before and year afterwards (Figure 15). A similar decrease is
not seen in self-reported physical health.
Figure 15: Self-reported quality of life measures from people in the L&D evaluation cohort in
contact with drug and alcohol treatment services.

Source: National Drug Treatment Monitoring Survey data provided by Public Health England

Alcohol use increases in the months around L&D with 64% of people reporting any use, and a mean use
of nearly 9 units per day (Figure 16). Cocaine use shows a small rise as well, although there is no increase
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in self-reported crack, amphetamines or cannabis use. Self-reported opiate use drops after L&D from 34%
to 26%.
Figure 16: Self-reported use of alcohol and other drugs by people in the L&D evaluation cohort in
contact with drug and alcohol treatment services

Source: National Drug Treatment Monitoring Survey data provided by Public Health England

There is an increase in all self-reported crime, particularly assault or violence in the period ±2 months
from L&D referral. Further details are provided in Annex F.4.

7.5.

Potential implications for L&D services

L&D services are being successful in referring people – including those not previously known to
services – into substance misuse treatment. Drug and alcohol treatment referrals increase between 2 and
3-fold after L&D referral, compared to historic controls. Approximately 30% of referrals in the evaluation
cohort were for people with no previous contact with drug and alcohol treatment services.
There is some, albeit limited, evidence that L&D services are being successful in increasing attendance
at drug and alcohol treatment. As, however, attendances also increased in the control cohort after a historic
offence our analyses did not provide support for a statistically significant increase in drug and alcohol
treatment attendances.
Part of the mechanism by which this occurs may relate to helping to bridge the gap between referral
and receiving treatment. In the interviews with L&D staff, timeliness of service delivery were seen as
crucial, particularly for individuals with drug and alcohol problems who were at risk of using substances in
66
RAND Europe

Outcome Evaluation of the National Model for Liaison and Diversion
the absence of adequate supports, as well as for people experiencing homelessness or unstable housing. As
one interviewee noted:
‘The help we provide [by] physically going with them to the service. It gives them
the added motivation to go to that service, where you know, people might have
issues with remembering things, have chaotic lifestyles, are homeless, they might
not be thinking about their next appointment with a service because they are just
living day to day. I think with our support and motivation, they are realising they
can use the services that are available to them really.’ (Interview 8)
Waiting times may play a role in increased referral and attendance rates. In contrast to the results for
the utilisation of IAPT services in this cohort (see Chapter 6), L&D services appear to have some effect on
both referrals and attendances for drug and alcohol treatment services. There are likely to be multiple
factors that contribute to this difference, but the difference in waiting times between these services may be
one key factor. In 2016/2017, waiting times for drug and alcohol treatment were short compared to IAPT
treatment; 96% of people started their first intervention within three weeks with an average waiting time
of 2.2 days (Public Health England 2017).
Further confirmation that L&D comes at a point of crisis, and worsening mental health and quality
of life, and increasing substance use – indicating an opportunity for early intervention. Analyses of
self-reported mental health and quality of life scores indicate that these are lower in the months around
L&D, and alcohol and cocaine use is higher. The fact that we do not see a similar decline in self-reported
physical health is consistent with the analysis of the A&E data (Chapter 4), which indicates that this crisis
is more strongly related to mental, rather than physical, health.
Although many people have co-existing mental health problems, mental health service use is not an
independent predictor of drug and alcohol treatment; if declining self-reported mental health and quality
of life, and increasing substance misuse, could be picked up sooner this may present an opportunity for
identifying people in developing crisis where early intervention may be most effective.
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8. Offending

Key findings – Offending
This chapter presents findings about offending by L&D service users


There was no evidence that the National Model for Liaison & Diversion has a substantial impact
on offending in the cohort of individuals referred to L&D services.



Older age and lack of previous contact with the criminal justice system were associated with a
lower likelihood of re-offending, whereas a long history of offending was associated with a
greater likelihood of re-offending.

Implications for L&D services


These findings do not exclude the possibility that referral to Liaison & Diversion services is more
effective for some subgroups than others, an effect that may not be observed when analysing
data from a large but heterogeneous cohort of service users.

8.1.

How often did L&D service users commit offences before, during,
and after L&D referral?

Offending by L&D service users increases gradually from about three months before L&D referral,
returning to pre-L&D referral levels almost immediately afterwards. As expected, a greater percentage
of the evaluation cohort committed offences during the two months before/after referral to L&D, compared
to either the previous or subsequent 12 month period (Figure 17; Box 19; Table 8.1). Comparing the
percentage committing offences in the pre-L&D and post-L&D periods there does not appear to be a
substantial difference for the overall cohort or in any of the subgroups.
The increase in offending in the months before the index date is also observed in the historic control cohort
(Figure 17). The pattern, however, of offending in the period after the index date diverges; this is an artefact
of the study design in that members of the historic control cohort must necessarily commit future offences
in order to be included in the evaluation cohort.
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Figure 17: Pattern of offending before, during, and after L&D referral or the index offence in the
evaluation and historic control cohorts. Data presented are unadjusted percentages.

Source: PNC data provided by MoJ

Box 19 Technical details – descriptive analysis of offending data from the PNC
The primary outcome for the analysis of offending was the percentage of cohort members committing at least one confirmed
offence in each month over the evaluation period; we did not consider the absolute number of offences an individual
committed in a given month (see Annex F.5 for further methodological details). We report the unadjusted percentage of the
cohort who committed offences for the cohort overall and within subgroups defined by individual-level characteristics for the
three time periods.

Table 8.1: Percentage (with 95% confidence interval) of the L&D evaluation cohort (n=8,002) committing
at least one offence per month by time period. Data are shown for the full cohort and stratified by
sociodemographic and other key characteristics.
Pre-L&D outcomes
Percentage (95% CI)
All

±2 months from L&D
referral
Percentage (95% CI)

Post-L&D outcomes
Percentage (95% CI)

5.3 (5.2 to 5.5)

15.9 (15.5 to 16.3)

4.4 (4.3 to 4.6)

5.4 (5.1 to 5.7)

15.8 (15 to 16.6)

4.5 (4.3 to 4.8)

6.2 (5.9 to 6.5)

17.3 (16.5 to 18.1)

5.5 (5.2 to 5.8)

6.2 (5.8 to 6.5)

17.7 (16.7 to 18.6)

5.1 (4.8 to 5.5)

4.6 (4.3 to 5)

15.2 (14 to 16.3)

3.6 (3.2 to 3.9)

4.1 (3.6 to 4.7)

13.9 (12.2 to 15.7)

2.9 (2.4 to 3.4)

4.3 (4 to 4.6)

13.6 (12.8 to 14.5)

3.8 (3.5 to 4)

6 (5.8 to 6.2)

17.3 (16.8 to 17.8)

5 (4.8 to 5.2)

5.7 (5.5 to 5.8)

16.5 (16 to 17)

4.8 (4.6 to 4.9)

7.1 (6 to 8.2)

18.8 (16.1 to 21.7)

5.9 (4.9 to 6.9)

4.5 (3.6 to 5.4)

11.8 (9.5 to 14.4)

4 (3.2 to 5)

7.7 (6.5 to 9.2)

17.4 (14.2 to 20.9)

5.5 (4.5 to 6.8)

Age
18 – 24 years
25 – 34 years
35 – 44 years
45 – 54 years
55+ years
Sex
Female
Male
Ethnicity
White
Black
Asian
Mixed
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Other

5.3 (4.1 to 6.5)

18 (14.6 to 21.8)

6 (4.8 to 7.4)

6.4 (6.2 to 6.6)

17.2 (16.5 to 17.9)

5.3 (5.1 to 5.5)

5.9 (5.6 to 6.2)

17 (16.1 to 17.9)

4.8 (4.5 to 5.1)

4.7 (4.3 to 5.1)

16.1 (15 to 17.2)

4.1 (3.7 to 4.4)

4.1 (3.7 to 4.6)

13.6 (12.3 to 14.9)

3.4 (3 to 3.8)

3.4 (2.9 to 3.9)
Known to mental health services prior to April 2016

14.1 (12.5 to 15.8)

3.9 (3.4 to 4.5)

18 (17.4 to 18.6)

5.7 (5.5 to 5.9)

13.8 (13.3 to 14.4)

3.2 (3.1 to 3.4)

8.6 (8.3 to 9)

21.1 (20.2 to 22)

7 (6.7 to 7.3)

4.2 (4 to 4.3)

14 (13.6 to 14.5)

3.5 (3.4 to 3.7)

8.1 (7.9 to 8.3)

23.1 (22.6 to 23.7)

6.6 (6.4 to 6.8)

2 (1.8 to 2.3)

0.3 (0.3 to 0.4)

Deprivation
Most deprived 20%
2
3
4
Least deprived 20%

Yes

6.7 (6.5 to 6.9)

No

4 (3.9 to 4.2)
Known to drug treatment services prior to L&D referral
Yes
No
Criminal justice contact prior to L&D referral
Yes
No

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital;
National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

8.2.

Did L&D have an impact on offending?

Referral to L&D services did not result in a decrease in the proportion of L&D service users
committing offences. In the evaluation cohort, the level of offending returned to pre-L&D referral levels
almost immediately after referral. In the historic control cohort, however, the proportion of people
committing an offence was initially lower after the index offence, before increasing gradually over the 12
month period until it reached a level similar to that observed in the period before the index offence (Figure
17).
To assess the impact of L&D referral on offending, we compared the change in the proportion of people
committing offences over time in the evaluation cohort to the change over time in the historic control
cohort, adjusting for individual characteristics and L&D referral site (further technical details in Box 13).
If L&D has no impact on offending, then we would expect any change over time to be the same in the
evaluation and historic control cohorts; if there is a difference in the change over time (i.e. a greater increase
or decrease in the evaluation cohort) this provides the evidence for L&D having an impact on the outcome.
Two conclusions can be drawn from this analysis, presented in Table 8.2:
1. The proportion of people committing offences increases slightly following L&D referral. The
odds ratio (OR) estimate for the evaluation cohort is 1.16, indicating the odds of offending are
slightly higher after L&D referral. A different result is obtained for the historic control cohort with
an OR of 0.71, which indicates that the odds of offending were lower in the post-offence period.
2. The magnitude of the change in odds of offending over time differs between the evaluation
and historic control cohorts, but this does not indicate an impact of L&D referral on
offending. This is quantified by the ratio of odds ratios (ROR) estimate of 1.64, indicating the
odds of offending in the post-L&D period are over 1.5 times higher in L&D service users compared
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to historic controls. Although this result is statistically significant, it does not indicate a significant
impact of L&D on offending. As shown in Figure 17, the proportion of the evaluation cohort
committing offences remains relatively stable over the follow-up period, while in the historic
control cohort it increases over time (as expected given that all individuals must commit at least
one offence to be included in the cohort). Due to this difference between the cohorts, we cannot
draw firm conclusions regarding the impact of L&D referral on offending behaviour.
Table 8.2: Impact of L&D referral on offending. Results are presented as adjusted odds ratios shown
with 95% confidence intervals.
Evaluation
cohort OR
(95% CI)
Before versus after
L&D referral or
historic charge

1.16
(1.07 to 1.16)

Historic controls
OR (95% CI)

P

<0.001

0.71
(0.66 to 0.70)

P

<0.001

Evaluation cohort
vs historic controls
ROR (95% CI)
1.64
(1.43 to 1.89)

P

<0.001

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied
by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by
Ministry of Justice.

Box 20 Technical details – impact analysis of offending
Using logistic regression, as the outcome is a binary variable, we carried out a difference-in-difference
analysis to test whether the change in offending after L&D or after the historic charge in the two cohorts
was different between intervention and control. We adjusted for socio-demographic characteristics and
vulnerabilities, prior contact with health services and the criminal justice system, and L&D site. As for the
analysis of A&E data (Chapter 4), we excluded data from the two months before and two months after
L&D referral, or the index offence date in the historical control cohort (see Chapter 2 and Annex C for
further analytical details).

8.3.

Who is most likely to commit an offence after involvement in L&D?

We examined offending after L&D referral in two ways: examining whether someone committed an offence
after L&D, and also the length of time from L&D involvement to committing an offence. This information
may be of use in terms of identify groups that may benefit from additional support after L&D referral. Our
findings indicate (see also Box 20):


The strongest predictors of re-offending were age, prior interaction with the criminal justice system,
and the Copas rate:
o

Compared to people in the youngest age group (18-25 years of age), those in the older age
groups were all less likely to commit another offence after referral to L&D.

o

People who had no prior contact with the criminal justice system had less than half the
odds of committing another offence compared to those with prior contact.
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o


A higher Copas rate score was associated with a greater chance of offending.

There was some indication that those without prior contact with drug and alcohol treatment
services, and those who were male, were less likely to commit offences. Yet, the data set provides
limited statistical support for these associations (p=0.06 and p=0.05 respectively).



Individuals in the intervention cohort who do re-offend appear to do so more rapidly than those
in the historic control cohort, but overall a smaller percentage of the intervention cohort committed
a subsequent offence (see Annex F.6.2).



Key predictors associated with time to committing an offence are age, Copas rate score, and prior
contact with the criminal justice system or mental health services (full results are presented Annex
F.6.2). In particular, for those with without prior criminal justice system contact the time to
commit a subsequent offence is about two-fold shorter, while for those without a prior mental
health services contact the time to committing a subsequent offence is slightly longer.
Box 21 Technical details – offending after L&D referral

We conducted an adjusted analysis of predictors of committing at least one offence in the year after L&D.
The analysis used a logistic regression model and estimates the odds ratio for committing an offence. We
used a multivariable logistic regression model, adjusting for all other predictors.
We also used survival analysis to examine predictors of time to committing an offence. Unlike the previous
analysis, this analysis also included the historical control cohort. We therefore examined time from L&D
referral or the index offence to subsequent offence in the two cohorts. As the survival curves were not
parallel, we could not fit a Cox Proportional Hazards model over the full follow-up period; instead we
examined only the first six months as the curves are relatively parallel over this period (individuals who
committed offences after six months were censored). The analysis adjusted for all other predictors including
cohort membership; full details are in Annex Section F.6.

Table 8.3: Adjusted predictors of offending post-L&D – L&D evaluation cohort (n=6,723)
Odds ratio
(95% confidence interval)
Age

P-value
0.0003

18 – 24 years

Reference

25 – 34 years
35 – 44 years
45 – 54 years
55+ years

0.83 (0.71 to 0.97)

0.02

0.73 (0.61 to 0.87)

<0.0001

0.68 (0.55 to 0.84)

<0.0001

0.63 (0.45 to 0.88)

0.01

Sex
Female

Reference

Male

0.86 (0.73 to 1)

Ethnicity

0.05
0.88

White

Reference

Black
Asian
Mixed
Other

1.21 (0.83 to 1.76)

0.32

1.06 (0.68 to 1.66)

0.78

1.05 (0.68 to 1.63)

0.82

1.12 (0.7 to 1.8)

0.63
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Deprivation

0.20

Most deprived 20%

Reference

2
3
4
Least deprived 20%

0.92 (0.8 to 1.08)

0.31

0.93 (0.76 to 1.12)

0.43

0.88 (0.69 to 1.12)

0.29

1.28 (0.96 to 1.71)

0.1

Known to mental health services prior to April 2016
Yes

Reference

No

0.93 (0.82 to 1.06)

0.31

Known to drug treatment services prior to L&D referral
Yes

Reference

No

0.88 (0.77 to 1)

0.06

Criminal justice contact prior to L&D referral
Yes

Reference

No
Copas rate
Site (overall)

0.38 (0.28 to 0.51)

<0.0001

2.23 (2.09 to 2.39)

<0.0001
0.003

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied
by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied
by Ministry of Justice.

8.4.

Potential implications for L&D services

The L&D programme does not appear to have any impact on the proportion of individuals who
commit further offences following referral. However, these findings do not exclude the possibility that
referral to L&D services may have a positive impact on offending behaviour for particular subgroups of
service users. We found that age and prior criminal justice and mental health service contacts were
associated with re-offending and rapidity of committing a subsequent offence, which may provide insights
into how services could tailor support more effectively in relation to offending.
The lack of impact on offending is in line with the wider literature in this area. Similar results have
been obtained from investigations of offending in other populations in contact with the criminal justice
system, such as those recently released from prison, and of diversion strategies (Brunton-Smith & Hopkins
2013; Kane et al. 2018; Schucan Bird & Shemilt 2019).
The lack of impact on offending is inconsistent with the perceptions of L&D service staff regarding
the impact of the National Model. In our interviews, participants consistently identified that L&D services
aimed to reduce offending by addressing the unmet needs of offenders through appropriate assessment and
referral. The following quotations are illustrative how the L&D staff perceive the service to be addressing
unmet needs that lead to offending:
‘We have had frequent attendees through custody suites and court [where] we
have realised that the interventions that we had [provided] for that person had
been successful. I think it really fits with the theory that where somebody’s needs
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are met in terms of social, health and wellbeing, their risk of offending is
dramatically reduced because they are living a more fulfilled life.’ (Interview 8)
‘If someone has got benefit issues and they’re stealing to eat or to survive then
obviously if you can break that cycle by helping them in the community to access
benefits, then you may stop that offending cycle. Or if someone is offending
because of relapse due to mental health issues and they’ve not been to mental
health services, then [when appropriate services are provided] hopefully you’ll stop
the cycle of reoffending with that person and…before it gets to an even more
serious stage.’ (Interview 12)
Where offending occurred, interviewees perceived that this was due to a lack of engagement with L&D or
the referred service. The comment of one interviewee illustrates this sentiment:
‘Where we find that people do reoffend, it’s because they might not have engaged
with the processes.’ (Interview 4)
This discrepancy between the information from the interviews and the overall data linkage analyses may be
due to heterogeneity in the population targeted by Liaison & Diversion services, and the wide variation in
interventions offered both within and between services. The interviews may reflect the experiences of staff
in relation to specific subgroups of service users which cannot be clearly identified in analyses of the overall
cohort.
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9. Diversion from the CJS

Key findings – diversion from the CJS
This chapter presents findings about diversion from the criminal justice system for L&D service users
– specifically, diversion from custody and the length of custodial sentences


The L&D programme is associated with an increase diversion from custodial sentences; the
likelihood of service users receiving a custodial sentence after involvement with L&D services was
almost half that of the historic control group.



L&D referral may be associated with an increase in the length of custodial sentences, specifically
those longer than 60 days, but there was limited statistical support for this in the current
evaluation.



Being male and having a longer history of offending were both associated with a higher
likelihood of receiving a custodial sentence and thus staying within the criminal justice system.
No individual characteristics were associated with the length of custodial sentence received.

Implications for L&D services


More research is warranted in order to understand the mechanisms by which L&D services impact
diversion from custodial sentences and support services to sustain and enhance this effect.



Further research may also be warranted to explore whether L&D referral does have an influence
on the length of subsequent custodial sentences, although this should be considered in the context
of a population in which most people receive very short custodial sentences.

9.1.

How much were L&D service users diverted from the CJS before,
during, and after L&D referral?

We examined diversion from the CJS using two measures: the percentage of offences resulting in a custodial
sentence, and the length of custodial sentences.
The percentage of offences resulting in custodial sentences decreases by approximately 17% for
offences committed by L&D service users at or just before referral to L&D services. As shown in Figure
18 (upper panel), overall the percentage of offences resulting in a custodial sentence is less than 25% in
both the evaluation and historical control cohorts, but the percentage appears to be lower during the L&D
referral period.
This reduction is most notable for women (6.6% during the L&D referral period compared to 14.5% in
the period prior), and for individuals without previous contact with drug and alcohol treatment services
(10.9% during the L&D referral period compared to 14.6% in the period prior). Yet, there was substantial
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variability between sites; for some there was no substantial difference between time periods, but for others
the percentage of offences resulting in custodial sentences was halved (Annex E).
Figure 18: Pattern of diversion from the CJS before, during, and after committing an offence in the
evaluation and historic control cohorts, defined by percentage of offences resulting in custodial
sentences (upper panel) and percentage of custodial sentences longer than 60 days (lower panel).
Data presented are unadjusted percentages.

Source: PNC data provided by MoJ

The percentage of custodial sentences longer than 60 days increases by approximately 16% for
offences committed at or just before/after referral to L&D services. As shown in Figure 18 (lower panel),
in both the evaluation cohort and the historical control cohort, the percentage of custodial sentences that
are longer than 60 days is between 40% and 60% overall. In the evaluation cohort, however, the percentage
of custodial sentences of more than 60 days is generally higher for offences committed at, or just prior to,
the point of L&D referral.
The increase is short term. In the evaluation cohort the percentage longer than 60 days in the post-L&D
period returns to levels similar to that in the pre-L&D period, indicating that this increase is very restricted.
For some L&D service users, however, the percentage of custodial sentences longer than 60 days
appears to be lower in the post-L&D period; there is a 12% decrease for those without prior contact with
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mental health services, and a 5% decrease for those without prior drug and alcohol treatment contact (Box
22; Table 9.1).
Box 22 Technical details – descriptive analysis of diversion data
The first measure of diversion from the criminal justice system we examined was the percentage of offences resulting in a
custodial sentence. The second measure of diversion we investigated was the length of custodial sentence amongst those
who received them, specifically the percentage greater than 60 days in length. Although technically continuous measure, it
was not normally distributed and therefore we created a binary variable by splitting this measure at its median over the
analysis period (60 days; further methodological details in Annex F.7). Note that the sample size differs for this outcome as
it is limited to those who received a custodial sentence (n=1,632 in the evaluation cohort and n=727 in the historic control
cohort). Further details are provided in Annex F.7. These measures were based on data from the PNC. Percentages for both
outcomes are reported for the whole cohort and stratified by age, sex, ethnicity, deprivation, and prior mental health and
drug treatment service and prior criminal justice contacts.

Table 9.1: Percentage of offences resulting in a custodial sentence – L&D evaluation cohort (n=8,002)
Pre-L&D outcomes

±2 months from
L&D referral

Post-L&D outcomes

14.5 (14 to 14.9)

12 (11.6 to 12.4)

17 (16.5 to 17.6)

18 – 24 years

12.2 (11.3 to 13.1)

11.9 (11 to 12.7)

15.2 (14.1 to 16.3)

25 – 34 years

14.7 (13.9 to 15.6)

12.8 (12 to 13.6)

18.9 (17.9 to 19.9)

35 – 44 years

15.9 (14.8 to 16.9)

11.9 (11 to 12.9)

16.7 (15.6 to 17.9)

45 – 54 years

15.7 (14.2 to 17.2)

10.4 (9.3 to 11.7)

12.2 (10.8 to 13.8)

55+ years

13.7 (11.3 to 16.4)

11.4 (9.3 to 13.7)

15 (12.1 to 18.2)

Female

14.5 (13.4 to 15.7)

6.6 (5.8 to 7.4)

14 (12.8 to 15.2)

Male

14.3 (13.8 to 14.9)

13.1 (12.6 to 13.7)

17.2 (16.6 to 17.9)

White

13.8 (13.3 to 14.3)

11.8 (11.3 to 12.3)

16.1 (15.6 to 16.7)

Black

17.2 (14.5 to 20.2)

14.4 (11.8 to 17.4)

21.7 (18.3 to 25.4)

Asian

10.4 (7.6 to 13.7)

13.6 (10.1 to 17.8)

20.3 (16.4 to 24.7)

Mixed

18.8 (15.3 to 22.6)

17.2 (13.6 to 21.3)

23.7 (19.3 to 28.6)

Other

26.2 (21.4 to 31.5)

15.1 (11.7 to 19.1)

17.6 (13.8 to 21.8)

Most deprived 20%

14.9 (14.2 to 15.6)

13 (12.3 to 13.7)

17.7 (16.9 to 18.5)

2

14.2 (13.3 to 15.2)

11.5 (10.7 to 12.4)

16.9 (15.8 to 18.1)

3

14.1 (12.8 to 15.5)

11.6 (10.5 to 12.8)

15.2 (13.8 to 16.8)

4

13.8 (12 to 15.8)

9.9 (8.5 to 11.4)

11 (9.2 to 12.9)

Least deprived 20%

10.5 (8.5 to 12.7)

8.8 (7.1 to 10.6)

15.9 (13.5 to 18.4)

All
Age

Sex

Ethnicity

Deprivation

Known to mental health services prior to April 2016
Yes

14.9 (14.3 to 15.5)

13.3 (12.7 to 13.9)

18 (17.3 to 18.7)

No

13.8 (13.1 to 14.6)

10.4 (9.8 to 11)

15.6 (14.8 to 16.5)

14 (13.3 to 14.8)

18.3 (17.4 to 19.2)

Known to drug treatment services prior to L&D referral
Yes

14.2 (13.5 to 14.9)
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No

14.6 (14 to 15.3)

10.9 (10.4 to 11.4)

16.2 (15.5 to 16.9)

14.5 (14 to 14.9)

12.4 (12 to 12.9)

17.4 (16.8 to 18)

1.5 (0.8 to 2.4)

3.5 (2.1 to 5.5)

Criminal justice contact prior to L&D referral
Yes
No

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital;
National Drug Treatment Monitoring Database supplied by Public Health England; PNC supplied by MoJ.

Table 9.2: Percentage of custodial sentences longer than 60 days – L&D evaluation cohort (n=1,632)
Pre-L&D outcomes

±2 months from
L&D referral

Post-L&D outcomes

46.7 (44.9 to 48.5)

54.5 (52.5 to 56.4)

46.3 (44.6 to 48.1)

18 – 24 years

49.4 (45.5 to 53.2)

58.3 (54.4 to 62.1)

52.3 (48.5 to 56.1)

25 – 34 years

47.3 (44.2 to 50.4)

54.5 (51.1 to 57.8)

42.1 (39.3 to 45)

35 – 44 years

41 (37.3 to 44.7)

51.2 (47.1 to 55.4)

43.6 (39.8 to 47.4)

45 – 54 years

37.2 (32.1 to 42.6)

46.5 (40.2 to 52.8)

53.7 (47 to 60.3)

55+ years

52.2 (41.9 to 62.4)

53.9 (43.6 to 64.1)

35.4 (25.5 to 46.3)

Female

38 (33.7 to 42.4)

43.9 (37.7 to 50.3)

43.8 (39.2 to 48.4)

Male

46.7 (44.7 to 48.8)

55 (52.9 to 57.1)

46.1 (44.1 to 48.1)

White

44.3 (42.3 to 46.4)

53.8 (51.7 to 55.9)

46 (44 to 48)

Black

53.2 (43.9 to 62.3)

47.2 (37 to 57.5)

49.1 (39.9 to 58.4)

Asian

40 (24.9 to 56.5)

52.4 (37.5 to 67)

48.6 (37.5 to 59.9)

Mixed

24 (15.3 to 34.4)

46.9 (35 to 59)

26.7 (17.6 to 37.3)

Other

70.8 (59.7 to 80.5)

60.4 (46.9 to 72.8)

52.5 (40 to 64.7)

Most deprived 20%

45.5 (42.9 to 48.1)

53.7 (50.9 to 56.5)

46.4 (43.9 to 49)

2

46 (42.3 to 49.7)

54.5 (50.5 to 58.5)

45.4 (41.8 to 49)

3

44.1 (38.9 to 49.4)

54.3 (49 to 59.6)

47.5 (42.2 to 52.8)

4

51.2 (43.7 to 58.6)

60.9 (53.2 to 68.2)

47.1 (38.3 to 56)

Least deprived 20%

25.6 (17 to 35.7)

35.8 (25.9 to 46.6)

34.8 (27.1 to 43.1)

All
Age

Sex

Ethnicity

Deprivation

Known to mental health services prior to April 2016
Yes

41 (38.7 to 43.2)

51.9 (49.4 to 54.3)

44.8 (42.6 to 47.1)

No

55.9 (53 to 58.8)

58.3 (55.3 to 61.3)

49 (46 to 51.9)

Known to drug treatment services prior to L&D referral
Yes

44.8 (42 to 47.6)

54.2 (51.2 to 57.2)

47.3 (44.6 to 49.9)

No

48 (45.6 to 50.3)

54.6 (52.2 to 57.1)

45.6 (43.2 to 48)

46.7 (44.9 to 48.5)

54.3 (52.4 to 56.2)

46.2 (44.4 to 48)

92.3 (70.3 to 99.5)

68.7 (44.5 to 87.5)

Criminal justice contact prior to L&D referral
Yes
No

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital;
National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.
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9.2.

Did L&D have an impact on diversion from the criminal justice
system?

Involvement in L&D does appear to increase diversion from the criminal justice system, almost
halving the likelihood of receiving a custodial sentence. Over the extended follow-up period, the
percentage of offences resulting in a custodial sentence in the evaluation and historic control cohorts is very
similar, but there is a decrease in the percentage in for offences committed at or just before L&D referral in
the evaluation cohort that is not observed in the historic control cohort (see Figure 18).
To assess the impact of L&D referral on custodial sentences, we used a difference-in-difference analysis to
compare the change in the percentage of custodial sentences over time in the evaluation cohort to the change
over time in the historic control cohort, adjusting for individual characteristics and L&D referral site
(further technical details in Box 23). If L&D has no impact on diversion, then we would expect any change
over time to be the same in the evaluation and historic control cohorts; if the change is bigger or smaller in
the evaluation cohort, this provides the evidence for L&D having an impact on the outcome. Two
conclusions can be drawn from this analysis, presented in Table 9.3:
1. Offences committed by services users around the time of L&D referral were less likely to result in
a custodial sentence. This is demonstrated by the odds ratio (OR) estimate of 0.84 for the evaluation
cohort in the L&D referral period, which indicates the odds of receiving a custodial sentence were about
15% lower. Lower odds of a custodial sentence is also observed for the extended follow-up period but
this is not statistically significant. In contrast, the odds of receiving a custodial sentence were
substantially higher in the historic control cohort for around the index offence and in the extended
follow-up period (ORs of 1.44 and 1.67 respectively).
2. The change in the likelihood of receiving custodial sentences over time differs significantly
between the evaluation and historic control cohorts, suggesting L&D services have a substantial
impact on this measure of diversion. This difference is illustrated by the ratio of odds ratios (ROR),
estimated as 0.58 and 0.55 for the L&D referral period and extended follow-up period respectively.
These indicate the odds of receiving a custodial sentence for offences committed in both time periods
are reduced by almost half, which is statistically significant (joint p-value = 0.05).
Table 9.3: Impact of L&D referral on receiving a custodial sentence. Results are presented as
adjusted odds ratios with 95% confidence intervals (CI) and associated p-values.
Evaluation
cohort
OR (95% CI)
Before L&D referral versus
month of L&D referral or
historic charge

0.84
(0.74 to 0.96)

P

Historic controls
OR (95% CI)
1.44

0.01

(1.29 to 1.61)

P

<0.001

Evaluation cohort
vs historic controls
ROR (95% CI)

P

0.58
(0.46 to 0.74)
0.05

Before versus after L&D
referral or historic charge

0.92
(0.8 to 1.05)

1.67

0.21

(1.49 to 1.87)

<0.001

0.55
(0.43 to 0.70)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS
Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.
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In contrast, involvement in L&D does not appear to have a significant impact on the duration of
custodial sentences when they are handed down. As shown in Figure 18, in the evaluation cohort the
percentage of custodial sentences longer than 60 days appears to increase for offences committed at or before
L&D referral compared to the extended pre-referral period, and remains slightly elevated over the extended
follow-up period. In contrast, the percentage of custodial sentences longer than 60 days appears to decrease
slightly over time in the historic control cohort compared to the pre-index period.
We also used the difference-in-difference approach to assess the impact of L&D referral on the percentage
of custodial sentences longer than 60 days (further details in Box 23). Two conclusions can be drawn from
this analysis, presented in Table 9.4:
1. The likelihood of L&D service users’ custodial sentences being longer than 60 days did not
change during the time period around L&D referral, but did increase by about a third over
the extended follow-up period. The OR estimate for the evaluation cohort is 0.98 for the
comparison of the pre-L&D and L&D referral periods, indicating essentially no difference in the
odds of receiving a longer custodial sentence, whereas the OR comparing the pre-L&D period to
the extended post-L&D period is 1.3, and is statistically significant (p=0.05). In contrast, in the
historic control cohort odds of receiving a longer custodial sentence were significantly increased in
the period immediately around the index offence (OR of 1.32) but returned to pre-index offence
levels in the extended follow-up period (OR 0.86).
2. Although the magnitude and direction of the change in the likelihood of receiving a custodial
sentence longer than 60 days differed between the evaluation and historic control cohorts, the
statistical support was not sufficient to provide clear evidence of impact. The RORs suggest
that the odds of receiving a longer sentence were around 25% lower in the evaluation cohort for
the period immediately around L&D referral and about 50% higher over the extended follow-up
period, but this difference was not statistically significant.
Table 9.4: Impact of L&D referral on receiving a custodial sentence longer than 60 days. Results
are presented as adjusted odds ratios with 95% confidence intervals (CI) and associated p-values.
Evaluation
cohort

Historic controls

P

OR (95% CI)

OR (95% CI)
Before L&D referral versus
month of L&D referral or
historic charge

0.98
(0.75 to 1.27)

1.32

0.86

(1.06 to 1.64)

P

Evaluation cohort
vs historic controls

P

ROR (95% CI)
0.01

0.74
(0.47 to 1.17)
0.07

Before versus after L&D
referral or historic charge

1.3
(1.01 to 1.68)

0.86

0.05

(0.7 to 1.06)

0.17

1.5
(0.97 to 2.34)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by
NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry
of Justice.
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Box 23 Technical details – impact analysis of diversion from the CJS
Using logistic regression, as the outcome is a binary variable, we carried out a difference-in-difference
analysis to test whether the proportion of offences resulting in custodial sentences, and the proportion of
custodial offences that were longer than 60 days, changed over time to a different extent in the evaluation
and historic control cohorts. We adjusted for socio-demographic characteristics and vulnerabilities, prior
contact with health services and the criminal justice system, and L&D site (see Chapter 2 and Annex C for
further analytical details).

9.3.

Who is most likely to receive a custodial sentence after involvement
with L&D?

We examined which L&D service users were more likely to receive a custodial sentence for an offence
committed after L&D involvement, and more likely to receive a sentence of longer than 60 days where an
offence after L&D resulted in a custodial sentence. Out findings, presented in Box 24 below, indicate:


The only significant predictors of receiving a custodial sentence were sex and the Copas rate. Men’s
odds of receiving a custodial sentence were over 50% higher than those of women, and a higher
Copas rate score was associated with a greater likelihood of receiving a custodial sentence.



None of the predictors included showed a statistically significant association with length of
custodial sentence, although there was some evidence for men being more likely to receive longer
custodial sentences (OR 1.58; p=0.07).
Box 24 Technical details – custodial sentences after L&D referral

We conducted an adjusted analysis of predictors of receiving a custodial sentence for offences committed after
L&D referral, and receiving a sentence of longer than 60 days where an offence after L&D referral resulted in
a custodial sentence. The analysis used a logistic regression model and estimates the odds ratio for the two
outcomes.

Table 9.5: Adjusted predictors of post-L&D offences resulting in a custodial sentence – L&D
evaluation cohort (n=6,723)
Proportion
(95% confidence interval)
Age

P-value
0.46

18 – 24 years

Reference

25 – 34 years

1.11 (0.82 to 1.49)

0.51

35 – 44 years

1.01 (0.72 to 1.41)

0.96

45 – 54 years

0.85 (0.54 to 1.32)

0.46

55+ years

1.65 (0.82 to 3.33)

0.16

Female

Reference

Male

1.61 (1.16 to 2.23)

White

Reference

Sex

Ethnicity

<0.0001
0.71
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Black

1.36 (0.7 to 2.63)

0.36

Asian

0.99 (0.43 to 2.25)

0.98

Mixed

1.58 (0.72 to 3.46)

0.25

Other

0.95 (0.41 to 2.19)

0.9

Deprivation

0.34

Most deprived 20%

Reference

2

1.01 (0.76 to 1.35)

0.94

3

0.87 (0.59 to 1.27)

0.47

4

0.62 (0.38 to 1.01)

0.05

Least deprived 20%

1.06 (0.6 to 1.88)

0.83

Known to mental health services prior to April 2016
Yes

Reference

No

1 (0.77 to 1.29)

0.99

Known to drug treatment services prior to L&D referral
Yes

Reference

No

1.13 (0.88 to 1.43)

0.34

Criminal justice contact prior to L&D referral
Yes

Reference

No

1.21 (0.38 to 3.89)

0.74

2.62 (2.26 to 3.03)

<0.0001

Copas rate
Site (overall)

0.002

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied
by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by
Ministry of Justice.

Table 9.6: Adjusted predictors of custodial sentences longer than 60 days after L&D (amongst
those receiving a custodial sentence; n=1,595 for complete case model)
Proportion
(95% confidence interval)
Age

P-value
0.10

18 – 24 years

Reference

25 – 34 years

0.92 (0.6 to 1.41)

35 – 44 years

0.62 (0.39 to 1)

0.05

45 – 54 years

1.27 (0.65 to 2.49)

0.48

55+ years

0.46 (0.17 to 1.28)

0.14

Female

Reference

Male

1.58 (0.97 to 2.6)

White

Reference

Black

0.88 (0.36 to 2.18)

0.79

Asian

1.05 (0.36 to 3.1)

0.92

Mixed

0.48 (0.17 to 1.35)

0.16

Other

1.51 (0.5 to 4.59)

0.47

0.7

Sex

Ethnicity

0.07
0.62
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Deprivation

0.45

Most deprived 20%

Reference

2

1.07 (0.7 to 1.61)

0.76

3

1.29 (0.74 to 2.27)

0.37

4

1.09 (0.52 to 2.31)

0.81

Least deprived 20%

0.53 (0.23 to 1.21)

0.13

Known to mental health services prior to April 2016
Yes

Reference

No

0.84 (0.58 to 1.24)

0.38

Known to drug treatment services prior to L&D referral
Yes

Reference

No

0.94 (0.67 to 1.32)

0.72

Criminal justice contact prior to L&D referral
Yes

Reference

No

9.81 (0.45 to 212.96)

Copas rate

0.82 (0.66 to 1.03)

Site

0.15
0.09
0.30

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied
by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by
Ministry of Justice.

9.4.

Potential implications for L&D services

The L&D programme may reduce the number of offences resulting in custodial sentences and thus
increase diversion from the criminal justice system. Our results also suggested that the L&D programme
could be associated with receiving longer custodial sentences when offences result in such an outcome, but
there was insufficient statistical support to attribute this to L&D referral. This finding should also be
considered in the context of a population in which very short custodial sentences are the norm for many
people; in our evaluation cohort 75% of the custodial sentences received during the study period were for
less than 12 months.
The role of L&D in increasing diversion was also supported by qualitative evidence from L&D staff
interviews, who viewed their provision of independent and clinical information to police and courts as a
key mechanism for increasing diversion:
‘It is about information really…Without the information provided to police and
court they wouldn’t understand the need for diversions…We recommend on
disposal options for cases and we can sort mental health treatment requirements
and we would class that as a diversion. That diversion wouldn’t happen if we [were
not] here sharing that information with the police and the judiciary system…We
are verifying information, we are giving clinical judgement. We truly believe in
our clinical opinion that this will assist in this person’s risk in offending and
therefore the diversion would be appropriate. I think without that information
diversion isn’t possible.’ (Interview 8)
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‘If we are putting forward our care and treatment plan as part of our
recommendations that does successfully divert people out of the criminal justice
system.’ (Interview 2)
In a similar vein, one interviewee believed that L&D was a key part of the decision-making process for
courts:
‘It helps them [Magistrates and judges] with their decision making
[around]…whether they proceed with that person through the criminal justice
system. We divert people sometimes in urgent situations to the hospital away from
criminal justice system because their health is so poorly so we divert them that
way. The other thing we do, because we inform magistrate courts it is part of their
decision making as well, in terms of telling them what that individual needs and
what is available to support that individual.’ (Interview 3)
These findings suggest that further investigation of the impact the L&D programme has on diversion from
the CJS is needed. In particular, more research using a contemporaneous control cohort would be beneficial.

84
RAND Europe

Outcome Evaluation of the National Model for Liaison and Diversion

10. Court timeliness

Key findings – court timeliness
This chapter presents findings about the timeliness of court cases involving L&D service users


Duration of court proceedings was shorter for offences committed during the period at or just
after L&D referral compared to those committed beforehand. The magnitude of this reduction
appears to be larger in the intervention cohort than that observed in historical controls, but the
difference is not statistically significant.



The apparent reduction in court duration appears to be primarily driven by a reduction in the
time from first hearing to completion.



Older age, lack of previous contact with the criminal justice system, and longer offending career
were all associated with a shorter duration of court case. Court timeliness measures varied across
the country, with some sites having a reduction in court duration after L&D whereas other
appeared to have an increase in court duration.



There was no evidence for a statistically significant impact of the L&D programme on the number
of court hearings per case, and there were no predictors of this outcome at the individual or site
level.

Implications for L&D services


Although not statistically significant the quantitative data analysis combined with the qualitative
L&D staff interviews provide support for the importance of the role L&D services play in providing
information to courts and supporting L&D service users to attend hearings.

10.1. How long are the court cases of L&D service users, and how many
hearings do they involve before and after L&D referral?
The average duration of court cases was approximately a week and a half shorter for offences
committed at or just after L&D referral. The average time from arrest to case completion decreases over
the 12-month review period, but declines more rapidly from L&D referral date onwards (see Figure 10.1,
upper panel); the average court case duration following L&D is 56 days, compared to an average of 67 days
during the six months before L&D referral. This differs from the pattern observed in the historic control
cohort; although average case duration initially declines, it increases substantially at the time of the index
offence and then increases over the follow-up period.
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There was no difference in the number of hearings per case. There is no substantial change in the
proportion of cases requiring more than one hearing over time in either the evaluation or the historic control
cohort (see Figure 10.1, lower panel).

Figure 19: Pattern of average court case duration (upper panel) and percentage of cases requiring
more than one hearing (lower panel) before, during, and after L&D referral or the index offence in
the evaluation and historic control cohorts. Data presented are unadjusted averages and percentages.

Source: HMCTS data provided by MoJ

The reduction in case duration is observed across all individual-level characteristics, but the reduction in
was greatest in magnitude for those already known to drug and alcohol treatment services or mental health
services compared to those without prior contact, and for those not previously known to the criminal justice
system (see Box 25).
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Box 25 Technical details – descriptive analysis of court timeliness
Overall timeliness of court cases was calculated based on the time from arrest to completion of the court case. This definition
automatically excludes court cases for which there was no arrest, such as those relating to TV licences or speeding offences.
There were 4,162 members of the evaluation cohort with eligible court cases (n=883 for the historic control cohort). We
examined the average duration, in days, of court cases. We also examined the proportion of cases requiring more than one
hearing (we did not examine the absolute number of hearings because this could not be treated as a continuous variable).
For the number of hearings, court cases not involving an arrest were included, so 4,544 individuals from the evaluation cohort
were included (n=994 for the historic control cohort).
The time period for examined for court timeliness was 6 months before L&D referral (or the index offence in the historic control
cohort) and 6 months afterwards. This is because we expect the impact of L&D on this outcome to be restricted to the immediate
period following L&D referral, rather than a long-term impact. Further methodological details are provided in Annex F.8.

Table 10.1: Average time (days) from arrest to completion – L&D evaluation cohort (n=4,162)
Pre-L&D outcome

Post-L&D outcome

66.91 (64.23 to 69.58)

55.65 (53.07 to 58.22)

18 – 24 years

78.86 (71.61 to 86.1)

63.66 (58.13 to 69.19)

25 – 34 years

64.08 (59.67 to 68.5)

53.59 (49.35 to 57.83)

35 – 44 years

64.24 (59 to 69.47)

48.74 (43.53 to 53.95)

45 – 54 years

61.3 (54.61 to 68)

51.88 (43.78 to 59.98)

55+ years

57.91 (46.52 to 69.29)

49.4 (38.3 to 60.5)

Female

69.17 (62.42 to 75.92)

52.4 (46.51 to 58.3)

Male

66.67 (63.56 to 69.79)

55.39 (52.47 to 58.3)

White

66.08 (63.29 to 68.87)

54.52 (51.76 to 57.28)

Black

73.3 (55.57 to 91.03)

65.12 (45.19 to 85.05)

Asian

79.01 (57.24 to 100.79)

45 (28.19 to 61.81)

Mixed

75.12 (54.25 to 95.99)

51.39 (32.01 to 70.76)

Other

85.12 (25.88 to 144.37)

41.88 (27.69 to 56.07)

Most deprived 20%

69.35 (64.76 to 73.94)

52.11 (48.29 to 55.93)

2

64.06 (59.27 to 68.86)

59.02 (53.65 to 64.38)

3

67.38 (60.47 to 74.28)

57.7 (51.18 to 64.23)

4

65.49 (55.77 to 75.21)

54.98 (45.01 to 64.95)

Least deprived 20%

64.53 (54.49 to 74.58)

53.33 (43.3 to 63.35)

Yes

66.45 (62.62 to 70.29)

52.83 (49.64 to 56.03)

No

67.49 (63.85 to 71.12)

59.51 (55.26 to 63.76)

Yes

61.85 (57.97 to 65.73)

49.77 (45.87 to 53.67)

No

69.95 (66.36 to 73.55)

59.04 (55.67 to 62.42)

All
Age

Sex

Ethnicity

Deprivation

Known to mental health services prior to April 2016

Known to drug treatment services prior to L&D referral

Criminal justice contact prior to L&D referral
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Yes

66.85 (63.95 to 69.76)

56.65 (53.63 to 59.68)

No

67.24 (60.36 to 74.12)

51.78 (47.23 to 56.34)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital;
National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.

Table 10.2: Proportion of cases requiring more than one hearing (n=4,544)
Pre-L&D outcomes

Post-L&D outcomes

0.43 (0.42 to 0.45)

0.38 (0.37 to 0.4)

18 – 24 years

0.4 (0.38 to 0.43)

0.36 (0.34 to 0.39)

25 – 34 years

0.44 (0.42 to 0.47)

0.39 (0.37 to 0.42)

35 – 44 years

0.45 (0.43 to 0.48)

0.39 (0.36 to 0.43)

45 – 54 years

0.44 (0.4 to 0.48)

0.34 (0.29 to 0.38)

55+ years

0.43 (0.37 to 0.5)

0.47 (0.39 to 0.54)

Female

0.44 (0.4 to 0.47)

0.38 (0.34 to 0.41)

Male

0.43 (0.42 to 0.45)

0.38 (0.37 to 0.4)

White

0.43 (0.42 to 0.45)

0.38 (0.36 to 0.4)

Black

0.45 (0.38 to 0.53)

0.42 (0.33 to 0.51)

Asian

0.47 (0.38 to 0.55)

0.39 (0.29 to 0.51)

Mixed

0.42 (0.33 to 0.52)

0.33 (0.24 to 0.44)

Other

0.49 (0.4 to 0.59)

0.4 (0.3 to 0.51)

Most deprived 20%

0.44 (0.42 to 0.46)

0.38 (0.35 to 0.4)

2

0.42 (0.4 to 0.45)

0.4 (0.37 to 0.43)

3

0.43 (0.39 to 0.47)

0.39 (0.35 to 0.43)

4

0.41 (0.36 to 0.46)

0.35 (0.3 to 0.41)

Least deprived 20%

0.47 (0.4 to 0.53)

0.39 (0.33 to 0.45)

Yes

0.44 (0.42 to 0.45)

0.38 (0.36 to 0.4)

No

0.43 (0.41 to 0.45)

0.38 (0.35 to 0.4)

Yes

0.44 (0.41 to 0.46)

0.37 (0.35 to 0.39)

No

0.43 (0.42 to 0.45)

0.39 (0.37 to 0.41)

Yes

0.44 (0.42 to 0.45)

0.38 (0.37 to 0.4)

No

0.4 (0.37 to 0.44)

0.37 (0.34 to 0.4)

All
Age

Sex

Ethnicity

Deprivation

Known to mental health services prior to April 2016

Known to drug treatment services prior to L&D referral

Criminal justice contact prior to L&D referral

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital;
National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.
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10.2. Did L&D have an impact on court case duration or number of
hearings per case?
Court case duration decreases following L&D referral, and this decrease is greater than that observed
in the historic control cohort, but not substantial enough to conclusively demonstrate an impact of
L&D services on this outcome. To assess the impact of L&D referral on court case duration we used a
difference-in-difference approach, comparing the change in the average court case duration over time in the
evaluation cohort to the change over time in the historic control cohort. If L&D has no impact on case
duration, then we would expect any change over time to be the same in the evaluation and historic control
cohorts; if the change is bigger or smaller in the evaluation cohort, this provides the evidence for L&D
having an impact on the outcome. This comparison was adjusted for adjusting for individual characteristics
and L&D referral site (further technical details in Box 26). Two conclusions can be drawn from this
analysis, presented in Table 10.3:
1. The average duration of court cases for offences committed at or after L&D referral is just
over a week shorter than court cases committed before L&D referral. The mean difference
between the two time periods in the evaluation cohort is -8.9 days. In contrast, the difference in
average court case duration for the time periods before and after the index offence in the historic
control cohort is only -2.3 days.
2. The change in average court case duration over time does not differ enough between the
evaluation and historic control cohorts to be considered statistically significant, and
consequently there is no evidence for L&D referral having an impact on court case duration.
This is quantified by the differential change in average court case duration, estimated as -6.59 but
with associated p-value of 0.5 and wide confidence intervals.
Table 10.3: Impact of L&D referral on average court case duration. Results are presented as
adjusted mean differences with 95% confidence intervals (CI) and associated p-values.
Evaluation cohort
Mean difference
(95% CI)
Before versus after
L&D referral or
historic charge

-8.87
(-18.4 to 0.65)

Historic controls
Mean difference
(95% CI)

P

0.07

-2.28
(-10.8 to 6.24)

P

0.6

Evaluation cohort vs
historic controls
Differential change
(95% CI)
-6.59
(-24.15 to 10.96)

P

0.5

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied
by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by
Ministry of Justice.

The trends for proportion of cases requiring more than one hearing in the month prior to the index
date are very similar in both the intervention and historic control cohorts (Figure 19). Although they
differ slightly after the index date, this difference does not appear to be substantial. This is confirmed by
the difference-in-difference analysis results (Table 10.4). Although the Ratio of Odds Ratios (ROR)
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estimate suggests an increase in the proportion of cases requiring multiple hearings of over 30% in the
evaluation cohort compared to the historic control, this difference is not statistically significant (p=0.11).
Table 10.4: Impact of L&D referral on proportion of cases requiring more than one hearing. Results
are presented as adjusted odds ratios with 95% confidence intervals (CI) and associated p-values.
Evaluation cohort
OR (95% CI)
Before versus after
L&D referral or
historic charge

1.04
(0.84 to 1.27)

Historic controls
OR (95% CI)

P

0.73

0.76
(0.64 to 0.92)

P

0.004

Evaluation cohort vs
historic controls
ROR (95% CI)
1.36
(0.93 to 1.98)

P

0.1

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied
by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by
Ministry of Justice.

Box 26 Technical details – impact analysis of court timeliness
We carried out a difference-in-difference analysis to test whether the change in court duration and number
of hearings per case after L&D or after the historic charge in the two cohorts was different between
intervention and control. For court duration we used a linear regression model; for hearings a logistic
regression model. We adjusted for socio-demographic characteristics and vulnerabilities, prior contact
with health services and the criminal justice system, and L&D site. The time period for examined for court
timeliness was 6 months before L&D referral (or the index offence in the historic control cohort) and 6
months afterwards, which is different from the definition of time periods used in other analyses presented
in the report; this is because we expect the impact of L&D on this outcome to be restricted to the immediate
period following L&D referral, rather than a long-term impact. Further methodological details are provided
in Chapter 2 and Annex F.8.

10.3. Who is most likely to have shorter court cases or fewer hearings
following involvement in L&D?
We examined who in the evaluation cohort was more likely to have a shorter court case or a case
involving fewer hearings following involvement in L&D services. Our findings are provided in detail
in Box 27s and summarised briefly below:


Age, previous offending, and L&D site were the strongest predictors of average court case duration
post-L&D:
o

Cases were shorter for all age groups compared to the youngest age group (18-24 years).

o

People without a prior record in PNC had shorter average case durations compared to
people who did have a prior record, but those with longer criminal careers (as measured
by the Copas rate) also had shorter average case duration.

o


There was substantial variation in court duration between L&D sites (see also Annex E).

No individual-level or site-level variables were associated with cases requiring more than one
hearing post-L&D.
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Box 27 Technical details – court timeliness after L&D referral
We conducted an adjusted analysis of predictors of court timeliness in the year after L&D. The analysis
used a linear regression, which estimates the mean difference, for court duration and logistic regression,
which estimates the odds ratio, for court hearings.

Table 10.5: Predictors of average court case duration post-L&D – L&D evaluation cohort
(n=1,954)
Estimate
(95% confidence interval)
Age

P-value
0.03

18 – 24 years

Reference

25 – 34 years

-7.9 (-15.69 to -0.17)

35 – 44 years

-13.66 (-22.37 to -5.04)

45 – 54 years

-10.8 (-21.36 to -0.36)

0.05

55+ years

-10.96 (-27.05 to 4.96)

0.19

Female

Reference

Male

1.18 (-6.56 to 8.99)

0.05
<0.0001

Sex

Ethnicity

0.77
0.16

White

Reference

Black

21.52 (3.55 to 39.27)

0.02

Asian

-1.7 (-24.05 to 20.52)

0.88

Mixed

4.57 (-15.99 to 24.9)

0.67

Other

-8.23 (-30.21 to 13.85)

Deprivation

0.47
0.09

Most deprived 20%

Reference

2

9.58 (2.15 to 16.95)

0.01

3

5.08 (-4.62 to 14.68)

0.31

4

-0.73 (-12.97 to 11.6)

0.91

Least deprived 20%

-2.86 (-16.8 to 11.15)

0.69

Known to mental health services prior to April 2016
Yes

Reference

No

4.72 (-1.77 to 11.13)

0.16

Known to drug treatment services prior to L&D referral
Yes

Reference

No

4.29 (-2.3 to 10.82)

0.21

Criminal justice contact prior to L&D referral
Yes

Reference

No

-16.18 (-28.31 to -4.19)

Copas rate

-3.56 (-6.97 to -0.19)

Site (overall)

0.01
0.04
0.001

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets
supplied by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer
supplied by Ministry of Justice.
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Table 10.6: Predictors of cases requiring more than one hearing post-L&D (n=2,263)
Estimate
(95% confidence interval)
Age

P-value
0.07

18 – 24 years

Reference

25 – 34 years

1.05 (0.86 to 1.28)

0.62

35 – 44 years

1.05 (0.84 to 1.31)

0.67

45 – 54 years

0.82 (0.62 to 1.09)

0.17

55+ years

1.6 (1.06 to 2.42)

0.03

Female

Reference

Male

0.99 (0.81 to 1.21)

Sex

Ethnicity

0.94
0.87

White

Reference

Black

1.13 (0.72 to 1.78)

0.6

Asian

0.95 (0.54 to 1.68)

0.87

Mixed

0.77 (0.45 to 1.33)

0.35

Other

0.99 (0.58 to 1.71)

0.98

Deprivation

0.72

Most deprived 20%

Reference

2

1.1 (0.91 to 1.34)

0.32

3

1 (0.78 to 1.28)

0.99

4

0.89 (0.64 to 1.22)

0.47

Least deprived 20%

0.97 (0.68 to 1.39)

0.88

Known to mental health services prior to April 2016
Yes

Reference

No

0.93 (0.79 to 1.1)

0.4

Known to drug treatment services prior to L&D referral
Yes

Reference

No

1.13 (0.95 to 1.34)

0.17

Criminal justice contact prior to L&D referral
Yes

Reference

No

1.15 (0.83 to 1.58)

0.39

1.08 (0.99 to 1.18)

0.09

Copas rate
Site

0.06

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets
supplied by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer
supplied by Ministry of Justice.
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10.4. Additional analyses – impact of L&D referral on different
components of court processes
Given the potential mechanisms by which L&D may have an impact on court timeliness, we then examined
the duration of different components of the court process to see whether any impact could be identified on
a particular aspect of the court process. The full results are provided in Annex F.8, but briefly, we examined:


Time from arrest to laying of information



Time from laying of information to first hearing



Time from first hearing to completion.

We found no statistically significant impact of L&D on these aspects of the court process, but the
results suggest that time from first hearing to completion may be the driver of the overall reduction
in court case duration. Looking at cases involving the evaluation cohort, the average time from first
hearing to completion was over a week lower in the post-L&D period –34 days compared to 42 days in the
pre-L&D period. In comparison, for cases involving the historic control cohort this was less than two days.
In, however, the difference-in-difference analysis, differential change was not statistically significant
(p=0.15). For time from arrest to laying of information and time from laying of information to first hearing,
there were no substantial differences over time or between the evaluation and historic control cohort. This
observation is confirmed by the difference-in-difference analyses (p=0.54 and p=0.70 respectively; Table
F.27).

10.5. Potential implications for L&D services
We do not have good evidence that the L&D service impacts court timeliness. The L&D programme
does not appear to have any impact on the number of hearings per court case. It may have an impact on
court timeliness, but the data available do not provide sufficient statistical support to demonstrate this
conclusively.
Interviews, however, provide support for the role L&D staff play in expediting court decisions. The
drafting of on-the-day reports by L&D practitioners for pre-sentencing was described as the key mechanism
by which the service seeks to improve the timeliness of court processes. These reports were described as
providing comprehensive and holistic information, which served to reduce the burden on courts and other
practitioners to gather this information.
‘We contribute to pre-sentence reports in line with what…[courts] need on the
day…It is about getting those reports into court in the morning so the legal
advisors and the Magistrate are fully informed before they are even starting their
day.’ (Interview 2)
Two interviewees described how the provision of information reduced the likelihood that cases would be
adjourned. The support of L&D practitioners also helped to ensure that service users not on remand
attended their court date, which was an important mechanism for avoiding delays.
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‘If we can provide on the day information and on the day assessment, there is no
need to adjourn the case, there’s no need to delay a case for background reports;
so that in itself brings about swifter processing through court.’ (Interview 1)
‘There is less risk for them not to turn up and have their cases adjourned. We
track them through their cases and make sure they turn up and feel supported to
be there. It is reducing the time needed four adjournment, really.’ (Interview 2)
In addition to written information, L&D practitioners may also provide verbal information to courts:
‘We…have staff who work with the court as well, when they are at court and
somebody has concerns…we offer a lot of verbal information at court. By doing
that the court does not have to delay decision making because they have the
information there and then.’ (Interview 3)
These remarks from the interviews support the findings from the previous process evaluation, which
indicated that L&D could speed up decision making in some instances, through providing timely
information. Taken together, these findings suggest that there are multiple ways that L&D services and staff
may affect court timeliness; further investigation to understand and identify key processes is warranted.

94
RAND Europe

Outcome Evaluation of the National Model for Liaison and Diversion

11. Summary of economic evaluation of the National Model for
L&D

11.1. Introduction and approach
The research team has undertaken an economic analysis of the impact of the national L&D scheme;
comparing, as far as possible with the data available to the team, the costs of the national scheme with the
costs, savings and other impacts it has had. Where appropriate, we have used the data for a historic cohort
of individuals as a comparator. This historic cohort was identified from among the evaluation cohort, who
had also been charged with an offence three to four years prior to their L&D referral.
We have adopted a societal perspective for the analysis. We have thus considered the scope for impacts on
all groups of stakeholders: the individuals receiving the L&D services, their families, L&D service providers,
the CJS, health services and the economy in general. Table 11.1 lists the potential costs and impacts
foreseen, grouped by stakeholder type.
Limitations to the data available and consequently the analyses possible, mean that we focus on the impacts
detectable in the year following L&D referral, and are able to present quantified evidence on only a subset
of those categories. In essence, we conduct a cost-consequence analysis taking explicit account of the items
indicated in Table 11.1. Unfortunately, no data were available to enable us to estimate the impact of L&D
on the health and well-being of individuals or their families.
The analysis draws on the data described elsewhere in this report and on data from a targeted review of the
literature. Full details of the economic analysis are in Annex H. The main points from it are summarised in
this chapter.
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Table 11.1: Potential costs and benefits associated with the L&D scheme that were considered in
the economic evaluation. Costs and benefits are grouped by thematic area with an indication of
whether these could be included in the analysis based on available data.
Thematic area
Individual

Costs/benefits

Health and well-being

Psychological health of individual

Included

Physical health of individual
Quality of life of individual
Psychological health of individual’s family
Quality of life of individual’s family

Service providers
L&D service costs

Capital costs; e.g. installing NHS servers
Revenue costs; e.g. staffing costs

X

In-kind costs; e.g. facilities provided by
police/courts

Criminal justice system
Offending rates

Efficiencies in the police system

X

Number of arrests
Processing of detainees in police custody

Timeliness of court processes

Number of hearings

X

Time from arrest to completion of case

X

Arrest to laying of information

X

Laying of information to first hearing

X

First hearing to completion

X

Number of psychiatric and psychologist
reports required

Diversion from criminal justice service

No further action
Diversion from prosecution
Diversion from custody

X

Accident & Emergency utilisation

X

Health services
Primary care utilisation
Secondary care utilisation

Mental health service utilisation
IAPT utilisation

X

Drug and alcohol treatment utilisation

X

Learning disability services utilisation
Other NHS utilisation
Health service access inequality

Wider society
Productivity
Source: RAND Europe analysis
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11.2. Findings from the economic analysis
Table 11.2 brings together in one place the various monetised impacts of the national L&D scheme that
we were able to estimate. All monetary values are given in 2018/19 prices. We express costs both in total
and per person who received L&D services (that is, people who were referred to L&D and did not decline
that referral). In our analysis, we estimate 44,469 L&D referrals taken up, over a 12-month period.7
We find that the national L&D scheme costs a total of £29.31 million reported to us by NHS E&I, which
equates to £659 per L&D referral not declined. The national L&D scheme may also be associated with a
further total cost of £21.55 million, or £485 per L&D referral not declined, due to additional court
hearings. This impact was not significant at conventional levels (p=0.1), and so could be ignored. We report
it here, however, as the low p-value suggests at least that the possibility of there being additional court
hearings as a result of L&D could be worth further research in future if additional data become available.
Table 11.2: Summary of L&D economic impacts
Costs (shown as negative) and benefits (positive)

Total

Per L&D
referral not
declined

- £29.31m

- £659

Service providers
L&D service costs

Criminal justice system
Timeliness of court processes
Number of hearings*
(- £21.55m)
Diversion from criminal justice service
Diversion from custody, based on median/mean
£12.03m/£38.14m
sentence length avoided
Health services
Secondary care utilisation
A&E utilisation
£0
IAPT utilisation
£0
Drug and alcohol treatment utilisation
£0
Wider societal
Productivity, based on median/mean sentence length
£1.06m/£3.37m
avoided

(- £485)
£270/£858

£0
£0
£0
£24/£76

Source: RAND Europe analysis
*Not statistically significant at conventional levels but p=0.1

The national L&D scheme appears to be associated with some savings to other parts of the criminal justice
system. The national L&D scheme was found to have a statistically significant impact on the likelihood of
receiving a custodial sentence, reducing the probability by 45% in the 12-month post-L&D period. Police
National Computer (PNC) data shows that across the evaluation cohort 14.5% of offences in the 12-month
pre-L&D period resulted in custodial sentences, suggesting that a total of (44,469x0.145=) 6,448

7

We estimated the number of referrals taken up over a 12-month period as we only recruited participants over a ninemonth period, so extrapolated referral and uptake rates from this data set.
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individuals would have received a custodial sentence without accepting a referral to L&D. A 45% reduction
in this in the 12-month post-L&D period equates to 2,902 fewer individuals receiving a custodial sentence
as a result of the national L&D scheme.
Data on the lengths of custodial sentences shows that they are subject to a highly skewed distribution, with
a large proportion of short sentences but a substantial ‘tail’ of much longer sentences. As a result, the median
sentence length is much shorter than the mean sentence length. We therefore illustrate the impact not only
of assuming that the custodial sentences avoided are of mean length but also the more modest impact if it
is more conservatively assumed that the custodial sentences avoided would have been of median length.
PNC data shows that the median length of a custodial sentence for the offence leading to L&D referral is
70 days, whereas the mean is 222 days. People, however, are generally released from prison halfway through
their custodial sentence, so we have assumed that only half of this time would have been served in prison
(Beard 2020).
When considering the mean diversion from custody, L&D is associated with a total saving of £38.14
million, or £858 per L&D referral not declined. When considering the median diversion from custody,
L&D is associated with a total saving of £12.03 million, or £270 per L&D referral not declined.
The national L&D scheme was not found to have any statistically significant effect on the quantifiable
health service utilisation outcomes: neither A&E attendances, nor IAPT utilisation, nor use of drug and
alcohol treatments services.
As explained above, L&D appears to result in 2,902 fewer custodial sentences per year amongst those not
declining their referral. The post-April 2016 MHSDS suggests that 16.7% of the evaluation cohort are
employed, suggesting that (2,902x0.167=) 485 employed individuals avoided custody because of the
national L&D scheme. On the basis of the mean length of a custodial sentence served (222 days), and
assuming that on average half of a sentence is served in custody, 485 employed individuals avoiding serving
on average 111 days in custody implies that 53,835 additional days are worked because of the national
L&D scheme. Assuming a typical working day is eight hours long and is paid at the national minimum
wage of £7.83 per hour,8 this suggests that £3.37 million of productivity is generated through wages that
otherwise would not have been earned, or £76 per L&D referral not declined. If the more conservative
median length of a custodial sentence served (70 days) is assumed, then the productivity gains from the
national L&D scheme are correspondingly more modest, at £1.06 million of productivity generated
through wages that otherwise would not have been earned, equivalent to £24 per L&D referral not declined.
The national L&D scheme thus appears to be directly contributing to savings in the CJS, through
diversion from custody, as well as enabling greater levels of productivity – again due to diversion from
custody. Assuming mean levels of sentence length avoided, and omitting cost impacts that are not
statistically significant, we have found that the L&D service cost of £659 per L&D referral is more than
offset by the £933 savings due to diversion from custody (£857+£76). If, however, we were to assume only
median levels of sentence length being avoided, the L&D service costs of £659 per L&D referral not

8

HM Government, n.d.
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declined, would exceed the £294 savings due to diversion from custody (£270+£24). If in reality L&D does
lead to additional court hearings, then the overall net impact would be worsened accordingly.
In conclusion, the national L&D scheme has a significant and direct impact on certain areas of the CJS and
wider society, but a lack of data meant that many of the potential costs and benefits could not be quantified
in the economic analysis.
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Annex A. Implementation of the evaluation

A.1. L&D Programme minimum data set analyses
A.1.1.

Data source

We used the Minimum Dataset (MDS) for L&D Programme Monitoring to provide a descriptive overview
of the characteristics of people who are referred to L&D, including socio-demographics, vulnerabilities and
offending behaviour, and the types of intervention(s) received via the L&D service. The MDS were also
used to describe and compare the characteristics of those who consented to their data being used in the
evaluation to the total population of people referred to Liaison & Diversion services. This allowed us to
determine whether there were important differences between those who consented and the wider population
of service users that might impact upon the findings of our evaluation.
These data were provided to RAND Europe by NHS England as part of the RAND Europe evaluation of
L&D. Many individuals have more than one observation in MDS, which is to be expected as this is an
event analysis. This analysis is independent from the analysis of the linked data evaluation cohort (below)
as we did not have permission to link these data to any other data sets held by the evaluation team for this
work.

A.1.2.

Data cleaning

We included all cases in this monitoring data set with a referral date between 1 January 2017 and 30
September 2017. Records from 52,406 people referred to L&D between 1 January and 30 September 2017
were included in this analysis; after excluding programme monitoring data where no year of birth, sex, or
with dates of birth that suggested that they were younger than 16 or older than 100 we analysed information
from 49103 people; 12612 of whom declined L&D services, with a final analysis sample of L&D service
users of 36,491.
The analysis sample of L&D service users who consented to evaluation involvement during the evaluation
time window includes analysis of 6,968 people identified in this data set as having consented to data linkage.
This number is different from the final linkage analysis cohort (see Section A.2 below), which had a sample
size of 8,729 (8,002 with referral date available);
This discrepancy is for several reasons. First, recording of consent for linkage in MDS may not be 100%
accurate (although we know that people who are included in the final analysis cohort do have appropriate
consent). Second, it is possible that some people gave consent for linkage during time periods outside 1
January 2017 and 30 September 2017, although this was the main evaluation window, and the time frame
used for this analysis. Third, some people who gave consent for linkage may have declined the L&D referral
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overall, and were excluded from these analyses. Further, we are not able to cross-check the details of these
differences because we do not have consent to link MDS to the linked evaluation cohort. As such, this
analysis can be considered a ‘standalone’ analysis that complements the main evaluation analysis using the
linked cohort.
Figure 20 Flow diagram for MDS data set (yellow) and data linkage cohort data set (blue). Green
rectangles indicate creation of the historic control data set from main data linkage cohort;
*individuals who were either not invited to be part of the evaluation, or were invited but did not
consent.

A.1.3.

Statistical analysis

We evaluated whether individual characteristics, offending profile, vulnerabilities or L&D intervention and
processes were associated with providing consent to participate in the evaluation and those who did not.
Univariable summaries were calculated, with multivariable logistic regression used to compare the
characteristics of the consented cohort to the full data set. Results of these analyses are presented in Chapter
3, with further detail on the analysis of the MDS and supplementary analyses in Annex D.

A.2. Data linkage cohort
A.2.1.

Consent, recruitment and data collection

The evaluation examines the L&D service in 27 sites in England, covering 11 Wave 1 sites (where the
National Model was rolled-out in 2014) and 18 Wave 2 sites (where the National Model was rolled out in
2015). Between September 2016 and October 2017, people using L&D services at these sites were asked
to participate in the RAND evaluation of the L&D service by agreeing to share their data with the research
team. L&D staff at each site asked service users if they would be willing to participate in the study, and if
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so to sign a consent form indicating their voluntary and informed agreement for some of their basic personal
information to be shared with and used by RAND Europe to undertake the evaluation.
For people who consented to take part, RAND Europe received the following information: name, date of
birth, sex and NHS Number. The RAND research team shared these details with PHE, NHS Digital and
the MoJ who used these details to identify participants’ records in national databases and then shared
participants’ records with RAND Europe. These records did not contain participants’ name, date of birth,
sex and NHS Number; instead, they were replaced with a unique anonymous identifier. The information
was not shared with any other third party. All data are securely stored by RAND Europe and will be deleted
12 months after the publication of the final project report.

A.2.2.

Evaluation cohort and linkage

The initial intervention cohort included 10,180 records. After data cleaning and de-duplication (see Figure
20) the final intervention cohort consisted of 8,729 unique individuals (8,002 with a recorded L&D referral
date). For multivariable analysis, only people with complete covariate information were included (n=6,723;
see Section A.2.3 below), although for descriptive analyses the full cohort of 8,002 people with a linked
referral date were included.
Details from 8,729 individuals were sent to each of the data owners for linkage (full details of the data
linkage process are described in Annex B). The matching outcome for each data source is shown in Table
A.1. We identified 1,699 people in the evaluation cohort with an historic charge that made them eligible
for inclusion in the historic control cohort.
Table A.1. Consented individuals matched in each dataset
Consented individuals
sent for matching

Consented individuals
matched

Consented individuals
not matched

(% of those sent for
matching)

(% of those sent for
matching)

(% of those sent for
matching)

8729 (100)

7555* (86.6)

1175* (13.5)

8729 (100)

4150* (47.5)

4575* (52.4)

8729 (100)

7410* (84.9)

1320* (15.1)

IAPT

8729 (100)

4135* (47.4)

4595* (52.6)

NDTMS

8729 (100)

2679 (30.7)

6050 (69.3)

PNC

8729 (100)

6002 (68.8)

2727 (31.2)

HMCTS

8729 (100)

6167 (70.7)

2562 (29.4)

Dataset

HES A&E
MHSDS
(before April 2016)
MHSDS
(April 2016 – March 2018)

*Rounded to the nearest 5, in line with reporting requirements.

A.2.3.

Participant characteristics

In addition to the outcome information detailed in Table 2.2, we used the linked data to create variables
for selected participant characteristics. These are described in Table A.2 below.
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Table A.2: Definitions and data sources for covariates used in multivariable analyses
Name of variable

Definition

Data source

Age

Age at 1 January 2017

HES A&E, supplemented with
NHSDS pre-April 2016 when
data missing in HES A&E

Sex

Sex

HES A&E, supplemented with
NHSDS pre-April 2016 when
data missing in HES A&E

Ethnicity

Categorised as: White, Black, Asian, Mixed, Other

HES A&E, supplemented with
NHSDS pre-April 2016 when
data missing in HES A&E

Deprivation

Categorised as quintiles using the 2015 LSOA English
Indices of Deprivation

HES A&E, supplemented with
NHSDS pre-April 2016 when
data missing in HES A&E

Prior mental
health service use

Appears in MHSDS before April 2016

MHSDS pre-April 2016 data

Prior drug and
alcohol treatment

Contact with drug and alcohol treatment services before
L&D referral

NDTMS

Prior criminal
justice system
contact

Record of committing and offence prior to L&D referral
(estimated separately for intervention and historic control
cohorts)

PNC

Copas rate

Logarithmic function of number of previous sanctions and
time between first and current sanction9 (estimated
separately for intervention and historic control cohorts and
assuming 0 offences where the index offence was an
individual’s first recorded offence).

PNC

Site

One of 27 sites included in this evaluation

At cohort definition

The estimates for sex, age, and ethnicity based on the linked data set are similar to those from the MDS
(discussed in Chapter 3 and Annex D), although data on ethnicity are missing for a substantial percentage
of the cohort, and given the percentage of people recorded as having ‘White’ ethnicity is higher in the linked
data than in the MDS, this suggests the data are disproportionately missing from people from ethnic
minority groups (Table A.3). For multivariable analysis only people with complete covariate information
were included (n=6,723) although for descriptive analyses the full cohort of 8,002 people with a linked
referral date were included.

9

MoJ (2011).
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Table A.3. Socio-demographic characteristics of the evaluation cohort (n=8,729)
N (%)
Sex
Female

1875 (24)

Male

5808 (76)

Missing

1046

18-24 years

2115 (28)

25-34 years

2363 (31)

35-44 years

1636 (22)

45-54 years

1022 (14)

55+ years

459 (6)

Missing

1134

Asian

167 (2)

Black

197 (3)

Mixed

128 (2)

Other

118 (2)

White

677 (92)

Missing

1349

Age

Ethnicity

Source: Hospital Episode Statistics Accident & Emergency data,
supplemented with Mental Health Services Datasets pre-April 2016
when data missing; supplied by NHS Digital

A.2.4.

Statistical analyses

Descriptive ‘before and after’ analyses
In the intervention cohort only, we carried out a before and after analysis, overall, within person and
stratified by socio demographic characteristics and site. Except for the timeliness of courts processes, where
we considered the six months either side of L&D, we split the follow up into three groups: a one year period
ending 60 days before L&D referral, i.e. month -14 to month -3 inclusive; the 60 days before to 60 days
after L&D; and a one year period beginning 60 days after L&D referral, i.e. month 2 to month 13 inclusive.
The day of each outcome relative to L&D referral was converted to into year by dividing day by 365.25,
i.e. the exact number of days in a calendar year. Finally, the year of the outcome measure relative to L&D
referral was converted into month of A&E attendance relative to L&D referral by multiplying year by 12,
i.e. the exact number of months in a calendar year.
Difference-in-difference
We first described the impact of L&D comparing each evaluation outcome in the 24 months before and
12 months after the intervention in the evaluation and historic control cohort (comparing 24 months before
and 12 after the historic charge in the control cohort). We used an historic offence committed by members
of the intervention L&D evaluation cohort three to four years prior to L&D referral as the historic
comparator event that provided an index date (occurring mainly in 2013/2014). This time window allows
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a period between the historic and L&D events and follow up that is non-overlapping. It allows us to
compare evaluation outcomes after L&D to the evaluation outcomes after a historic offence for which
someone was charged, but where L&D support would not have been available. Further details on the
counterfactual are provided in Annex C.
Using appropriate regression models depending on the outcome, we carried out a difference-in-difference
analysis where, after adjusting for pre-intervention differences between the intervention and control cohorts,
we tested whether the change in each outcome after L&D / after the historic change in the two cohorts was
different between intervention and control. In other words, this analysis tells us the impact of L&D
compared with a comparison historic offence, at which L&D was not available. We adjusted for sociodemographic characteristics and vulnerabilities and accounted for the fact that observations come from the
same individual with a random effect.
Predictors of outcomes
We explored the adjusted predictors of our evaluation outcomes in the 12 months after L&D using
appropriate multivariable models.
Additional data set specific analyses
For each data set, we considered additional secondary analyses, for example, for the analysis of accident and
emergency utilisation, we described the numbers of people brought into A&E by three police, for the drug
treatment dataset we included descriptive analysis of TOPS form outcomes (self-reported health,
vulnerabilities, offending, and substance use), and for the PNC data set we examined time to subsequent
offence using a survival analysis approach.

A.2.5.

Sensitivity analyses

We carried out a series of exploratory analyses to explore the appropriateness of our models. Analyses
exploring the choice of controls are presented in Annex C.


We controlled for within-person correlation in outcomes over time using random slopes in our
analyses models using random slopes. For offending and drug treatment these estimated at zero or
almost zero; for A&E utilisation there was non-zero variation, but this made no difference to the
findings of the main analysis. We included only a random intercept for person in our final models.



For rate outcomes with large numbers of zeros we explored negative binomial regression, and
logistic regression analysis frameworks.



We additionally explored using random effects for sites in the analysis but models did not converge
over a range of outcomes. We included a fixed effect in the final analysis; and where it was possible
to compare results from the two approaches this did not impact our results at all
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A.3. Interviews
In October 2019, 21 team leaders from 27 L&D sites across England were approached to participate in an
interview with RAND Europe as part of the evaluation. Of these, 14 agreed to participate, covering 19 sites.
The interviews focused on capturing information on successes and challenges in delivering L&D services in
terms of staffing, operations, referral pathways and outcomes (see Annex F for the full interview protocol).
Interviewees were asked to reflect upon, if possible, the time period of the outcome evaluation from
December 2016 to September 2017; however current practice was also discussed. These interviews provide
qualitative context to the outcome evaluation that is the main focus of this report. Findings are interspersed
throughout the report where they inform interpretation of the quantitative findings.

A.4. Economic analysis
As recommend in the HM Treasury Green Book,10 the economic framework was developed based on a
long-list of potential costs and benefits associated with the national L&D scheme was drawn up, using a
societal approach to account for the cross-cutting nature of the intervention. We clustered the categories of
costs and benefits into thematic areas, as follows:


Individual level



L&D service provider level



Criminal justice system level



Health services level



Wider societal level.

We then considered whether each item in these areas was quantifiable based on the data available to us, and
if so whether a monetary value could be assigned to it from our available data or the wider literature. The
research team undertook a targeted search of the literature to identify as many monetary values as possible
for items that were quantifiable. Where items in the economic framework could be quantified, the impact
of the National Model of L&D was considered up to one year after the intervention. Complete
methodological details are provided in Annex H.

10

HM Treasury (2013).
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Annex B. Data linkage and matching

B.1.

Finalising the L&D evaluation cohort

This section outlines the process taken to finalise the L&D evaluation cohort.


Data were collated from the 27 Wave 1 and Wave 2 sites included in our evaluation (see also Annex
E). This initial data collation resulted in 10,180 individuals being included in the L&D evaluation
cohort, before any data cleaning and deduplication had taken place.



A data cleaning process was undertaken where individuals born after 1 January 2000 were dropped
from the L&D evaluation cohort as they were deemed too young to be included, resulting in 187
individuals being removed.



De-duplication was undertaken where 1,264 individuals were removed from the L&D evaluation
cohort as they were duplicates on forename, surname, date of birth and NHS number.

This resulted in 8,729 individuals being included in the final L&D evaluation cohort, which was sent to
MoJ, PHE and NHS Digital for matching with national datasets shown in Table B.4 also outlines the
timelines of the datasets analysed in the L&D evaluation.
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Table B.4. National datasets used in the evaluation with timeframes
Name of data set

Start date

End date

Hospital Episode Statistics
Accident & Emergency data
(HES A&E)

1 April 2011

31 March 2018

Mental Health Services
Datasets (MHSDS)

1 April 2011

31 March 2016

Mental Health Services
Dataset (updated version)

1 April 2016

31 March 2018

Improving Access to
Psychological Therapies
database (IAPT)

1 April 2011

31 March 2018

National Drug Treatment
Monitoring System database
(NDTMS)

Referral: 15 July 1994

Data owner
NHS Digital

NHS Digital
NHS Digital
NHS Digital

Public Health England

Treatment: 1 August
2007

17 March 2019

The Police National
Computer (PNC)

15 June 1960

31 December 2018

Her Majesty’s Courts and
Tribunals Service data
(HMCTS)

21 September 1976

26 December 2018

Ministry of Justice (MoJ)
Her Majesty’s Courts and
Tribunals Service (via MoJ).

PNC and HMCTS data both provide information over the lifetime of an individual present, with the first
data point on 15 June 1960 and 21 September 1976 respectively, once implausible dates were removed.
The last data point in the PNC data is 31 December 2018, with the last data point in the HMCTS data
being 26 December 2018. The first data point in the NDTMS data is 15 July 1994, although this only
refers to a referral to drug treatment services, with the first data point regarding a treatment being 1 August
2007. The final data point in the NDTMS dataset is 17 March 2019. The HES A&E dataset provides
information from 1 April 2011 to 31 March 2018, while the MHSDS provides information from 1 April
2011 to 31 March 2016. The new revised MHSDS from NHS Digital was available from 1 April 2016 to
31 March 2018. The flow of data to/from L&D sites, RAND Europe, the Ministry of Justice, NHS Digital,
and Public Health England is shown in Figure 21.
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Figure 21 Diagram of data flows relating to matching and data linkage. NDTMS indicates National Drug Treatment Monitoring System (Public Health
England); PNC indicates Police National Computer; HMCTS indicates Her Majesty’s Courts and Tribunals Service; MDS indicates the Liaison & Diversion
Minimum Data Set.
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B.2.

Matching across the datasets

Data collection and consent to inclusion in the evaluation ran from 1 January 2017 to 30 September 2017
across sites. L&D referral dates for the evaluation cohort range from November 2016 to November 2017
(last date 17 November 2017). Forty-nine individuals have an index referral date between 2 December 2015
and 1 November 2016, which is likely to refer to an earlier L&D referral before the referral at which they
consented to participate in the evaluation. We selected the earliest referral date for each individual among
those with more than one index dates. In total, 8729 unique study identification numbers were sent to each
data owner, with a ‘match’ classed as a study identification number appearing in each of the main datasets
outlined in Table B.1 regardless of data processing caveats. Note, this analysis was carried out before the
final matched data from NHS Digital was received and covers NHS Digital data only until 31 March 2016.
Table B.5. Matching across data sets – L&D evaluation cohort
Total
numbers*

Not matched
in courts
data
Not matched in
MHSDS 20112016

Not matched in PNC

Matched in PNC

Not matched in PNC
Matched in
courts data
Matched in PNC

Not matched in
HES A&E 20112018
Not matched
in courts
data
Matched in
MHSDS 20112016

Not matched in PNC

Matched in PNC

Not matched in PNC
Matched in
courts data
Matched in PNC

Not matched
in courts
data
Matched in HES
A&E 2011-2018

Not matched in
MHSDS 20112016

Not matched in PNC

Matched in PNC

Not matched in PNC
Matched in
courts data
Matched in PNC
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Not matched in NDTMS
Matched in NDTMS
Not matched in NDTMS

345
25
115

Matched in NDTMS

20

Not matched in NDTMS

95

Matched in NDTMS

20

Not matched in NDTMS

285

Matched in NDTMS

120

Not matched in NDTMS
Matched in NDTMS
Not matched in NDTMS
Matched in NDTMS
Not matched in NDTMS
Matched in NDTMS

35
0
15
5
15
5

Not matched in NDTMS

55

Matched in NDTMS

25

Not matched in NDTMS
Matched in NDTMS
Not matched in NDTMS
Matched in NDTMS
Not matched in NDTMS
Matched in NDTMS
Not matched in NDTMS
Matched in NDTMS

700
65
300
70
340
85
1295
695

Not matched
in courts
data
Matched in
MHSDS 20112016

Not matched in PNC

Matched in PNC

Not matched in PNC
Matched in
courts data
Matched in PNC

Not matched in NDTMS
Matched in NDTMS

465
65

Not matched in NDTMS

230

Matched in NDTMS

110

Not matched in NDTMS

340

Matched in NDTMS

130

Not matched in NDTMS

1425

Matched in NDTMS

1240

*Rounded to the nearest 5, in line with reporting requirements.

In our preliminary review of matches across data sets (Table B.4) we found that there was no systematic
picture of people being matched/unmatched across data sets from different providers. This suggests that
there are no systematic problems in the matching of people across sources. Yet, we were surprised at the
number of individuals who matched in the courts data but not the PNC, which suggested there may be a
problem with the matching. On further review we found that the offenses committed in this group were
primarily motoring or ‘breach’ offenses that would be seen in court without necessarily appearing in the
PNC. We therefore believe this finding reflects a true characteristic of the cohort rather than an issue with
the matching process.

B.2.1.

Caveats in the matching process

Each of the data owners undertook separate approaches to match the individuals in our L&D cohort with
their datasets. All of the data owners reported caveats regarding their data matching process for at least one
of their datasets, which are summarised below. It is worth noting that no caveats were reported regarding
the data matching process for the PNC data.
HMCTS data matching process
Firstly, only 8,481 of the 8,729 individuals in the L&D evaluation cohort were included in the matching
process. This is because 248 of individuals had missing data on any of the following variables, which are
required to create a unique identifier for the matching process: initial of first name, surname, year of birth,
month of birth, day of birth.
Secondly, in some instances the unique identifier created by the HMCTS team for the matching process
produced duplicate observations. The HMCTS duplicate identifier was made up of first initial, last name
and date of birth, suggesting that the same individual appeared in the L&D evaluation cohort multiple
times with different unique study identification numbers (as discussed previously). Where HMCTS
duplicate identifiers occurred, only one unique study identification number was included for each unique
HMCTS identifier to avoid double counting.
Finally, the magistrates’ data for April 2015 and September 2016 does not contain the date of birth of the
defendants in these two months. As date of birth was one of the variables used to create the HMCTS
identifier, necessary to undertake the data match, it was not possible to match any of the cases from these
two months.
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NDTMS matching process
PHE used first initial, second initial, date of birth and geographical location (i.e. site name) in order to
match individuals from the L&D evaluation cohort to NDTMS data. This approach resulted in many-toone matches (i.e. many NDTMS unique identifiers matching to one unique study identification number),
one-to-many matches (i.e. one NDTMS unique identifier matching to many unique study identification
numbers) and one-to-one matches (i.e. one NDTMS unique identifier matching to one unique study
identification number), as outlined in A.5. Many-to-one and one-to-many matches are not mutually
exclusive, with 16 unique study identification numbers in the L&D cohort having both a many-to-one and
one-to-many match. PHE only provided NDTMS data on the L&D evaluation cohort that had a one-toone match, meaning only individuals with a one-to-one match were reported as matched in Table A.1 and
Table B.6.
Table B.6. L&D evaluation cohort matches in NDTMS data

N (% of all L&D cohort
with a match)1

Many-to-one

One-to-many

One-to-one

527 (16.1)

77 (2.4)

2679 (82.0)

1

3267 individuals in the L&D evaluation cohort had at least one type of match in the NDTMS data.

HES A&E and MHSDS matching process
NHS Digital used NHS number, date of birth and gender in order to match individuals from the L&D
evaluation cohort to HES A&E and MHSDS data, with further information on their matching process
provided on their website.11 This approach resulted in many-to-one matches, one-to-many matches and
one-to-one matches, as outlined in Table A.6., for the HES A&E data and for the MHSDS data. Many-toone and one-to-many matches are not mutually exclusive, with 35 unique study identification numbers in
the L&D cohort having both a many-to-one and one-to-many match in the HES A&E data, and 10 unique
study identification numbers in the MHSDS data. NHS Digital provided HES A&E and MHSDS data on
many-to-one, one-to-many and one-to-one matches, meaning individuals with any type of match were
reported as matched in Table B.7 and Table B.8.
Table B.7. L&D evaluation cohort match in HES A&E data (until 1 April 2016)

N (% of all L&D cohort
with a match)1

Many-to-one

One-to-many

One-to-one

705* (9.3)

375* (5.0)

6510* (86.2)

1

7555* individuals in the L&D evaluation cohort had at least one type of match in the HES A&E data.

*Values rounded to the nearest 5 in line with reporting requirements.

11

NHS Digital (2018).
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Table B.8. L&D evaluation cohort match in MDSDS data

N (% of all L&D cohort
with a match)1

Many-to-one

One-to-many

One-to-one

200* (4.8)

205* (4.9)

3755* (90.4)

1

4150* individuals in the L&D evaluation cohort had at least one type of match in the MHSDS data (pre April 1 2016).

*Values rounded to the nearest 5 in line with reporting requirements.

Implications
In all analyses we treated all non-matches as zero utilisation because we were not able to identify which
individuals across which linked data sets had potential errors in matching (permissions did not allow us to
recheck the source data sent for matching once the matched data were received). We are satisfied that
overall levels of failure to match are low, though we recognise that there are one or two issues with a limited
number of sites where matching in non-NHS Digital data sets was not possible. We are also satisfied that
non-matching is non-differential across intervention and control cohorts given the historic control design
for this work. We acknowledge that there will be errors but have aimed to be transparent and thorough in
describing them and in explaining our approach to addressing these errors methodologically.
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Annex C. Development of the counterfactual

The main challenge in designing the outcome evaluation of the L&D service is the identification of a
suitable comparison group, in the absence of a randomised controlled trial, to produce as robust a
counterfactual as possible. People supported by L&D in the criminal justice system have mental health,
learning disability and other vulnerabilities that mean that comparison populations should have comparable
characteristics.
In our main analysis we used a historic offence committed by members of the intervention L&D evaluation
cohort as a comparator event and looked at the evaluation outcomes after L&D compared with the
evaluation outcomes after a historic offence for which someone was charged, but where L&D support would
not have been available. We used an offence charged in the time window between three and four years
before the L&D referral date, i.e. mainly during 2013/2014. This time window allows a period between
the historic / L&D events and follow up that is non-overlapping, and a time period before the national
model was fully implemented in most areas.
We did, however, consider three other methodological approaches to a counterfactual:


Using an external control group from the MoJ Justice Data Lab



Comparison of outcomes in sites where the National Model for L&D was more and less well
implemented



Comparison of outcomes in a historic time window

We discuss these below, and then additionally present some of the preliminary modelling work that
underpins our evaluation of the appropriateness of the historic control approach.

C.1. External control group from the MoJ Justice Data Lab
The research team had hoped to use the MoJ Justice Data Lab to generate a matched comparison group.
Unfortunately, that was not possible as the Lab only covers the period 2002-2012, before the National
Model for L&D was implemented. Additionally, the matching methodology employed by the Lab is not
suitable for ‘specialised’ populations, such as offenders with mental health problems (Ministry of Justice,
2014).
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C.2. Comparison of the National Model with sites where the intervention
was not fully implemented
We evaluated whether it would be possible to identify sites where the National Model for L&D had not
been fully implemented and use these sites as a comparison for sites where L&D was not fully implemented.
We considered different approaches to defining sites where the L&D model was and was not fully
implemented:


Comparison of Wave 1 and Wave 2 sites



Rating of implementation by national NHS England team leads



Review of workload by site across the evaluation period to identify sites where the work is still
developing and increasing

C.2.1.

Comparison of Wave 1 and Wave 2 sites

Wave 1 sites were rolled out in 2014 and Wave 2 sites were rolled out in 2015. We recognised that if Wave
2 sites were not fully implemented at the time of the evaluation these would provide a possible control
cohort. RAND Europe’s evaluation of Wave 1 sites found that most sites had implemented the National
Model for L&D by the second year of the pilot; if the same (or even slightly slower pattern) was seen in
wave 2 sites the National Model would still broadly have been rolled out by the evaluation cohort
recruitment in 2017.

C.2.2.

Rating of implementation by national NHS England team leads

We asked the NHS England L&D team to rate the implementation during the evaluation period for each
Wave 1 and Wave 2 site included in the evaluation. This analysis approach would allow us to compare
outcomes in the sites where L&D had been fully implemented with those where it had not to allow an
estimation of the differential impact of the National Model.
We asked: ‘On a scale of 0 – 3, thinking only about the adult service, and where possible focusing on the
period Dec-16 to Sep-17, rate each site based on the attached information: 0= not implemented at all; 1 =
partly implemented; 2 = almost fully; 3 = fully implemented’.
The NHS England team rated three sites as partly implemented, 13 as almost fully implemented, and nine
as fully implemented. This is a good indicator of the work of the local and national L&D teams in
implementing the National Model, but suggests this approach would not be a very effective for developing
a counterfactual as most sites would have similar levels of implementation of the National Model by the
time of the evaluation period.

C.2.3.

Caseload throughput by site as a measure of implementation

We analysed MDS throughput, by site, from 2016, and through the evaluation cohort recruitment period
(see Figure C.1.). If sites were still in the process of implementation, we would expect to see referrals
increasing steadily through the evaluation period. We did not see this pattern. While there are some
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unexplained changes across sites, the overall pattern does not suggest an overarching picture of some sites
with poorer or more developed implementation.
Figure C.1. L&D referrals per week, stratified by site

C.3. Comparison of outcomes in a historic time window
This approach is the counterfactual approach described in our original proposal for this research and
reviewed and approved by two independent statistical experts. During the course of the initial analysis for
this evaluation we identified the issue that for many individuals in the L&D cohort the intervention is
coming at a time of crisis, particularly for health outcomes, with a decline in self-reported health and
increase in A&E utilisation in the years before L&D referral.
This was particularly apparent in one of our early analyses of NDTMS data, where it was clear that selfreported mental health and quality of life among people in contact with drug treatment services both
declined before the point of crisis of L&D (although there was less evidence of impact on physical health).
These results (from this early analysis) are seen Figure C.2. We present an updated version of this analysis
in the main report.

119
RAND Europe

Figure C.2. Mean self-rated physical health, quality of life and psychological health, before and
after referral date to L&D (data recorded from TOPS forms collected at drug treatment episodes)

The methodological challenge here is the issue of ‘regression to the mean’; that the outcomes get better after
the intervention, simply because the evaluation cohort were recruited at this point of crisis, rather than
because of any impact of L&D itself. Using historic controls, without accounting for this point of crisis
would not give a valid comparison.

C.4. Using a historic event to identify a control group
The most appropriate event to identify a similar crisis point in a historic control group would be a
comparable arrest when no L&D support were offered. Yet, these arrest data are not available. Around 35%,
however, of the L&D evaluation cohort were charged with an offence at the time of L&D (Figure C.3).
These data are also available in the historic PNC data used in this evaluation, and would provide a suitable
historic control date for the evaluation cohort. This provides a comparable crisis point, although it differs
from the evaluation cohort as a whole in that not all referrals to L&D occur immediately at the point of
arrest.
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Figure C.3. Proportion of people matched in PNC committing an offence in the months around L&D

Methodologically this allows the evaluation to use a quasi-experimental design to look at the difference-indifference for the evaluation outcomes between intervention and control periods before and after either the
L&D intervention, or a historic charge where L&D support was not provided, controlling for other
differences between the two groups. There are some methodological issues to be considered with this
approach:


Sample size needs to be adequate for both the intervention and the control groups



Pre-intervention trends (although not absolute values) need to be the same in both intervention
and control groups



We need to control for the fact that the control historic events occurred in the same people as the
intervention cohort.

C.4.1.

Sample size and characteristics of the matched historic cohort approach

The full L&D evaluation cohort includes 8,002 people. Of these, 3,015 committed an offence, for which
they were charged within two weeks of their L&D referral date. A total of 1,699 people committed an
offence for which they were charged between three and four years before their L&D referral date. A total
963 people committed an offence for which they were charged at both time points. Although ideally there
would be equal numbers of controls to cases, because of the challenges with identifying a control cohort, a
sample size of 1,699 well matched controls, although not perfect, provides a valuable and methodologically
rigorous approach, and is an adequate sample size. The characteristics of the historic control cohort,
compared to the full evaluation cohorts, are shown in Table C.9. Adjustments for differences in
characteristics between the historic control cohort and the evaluation cohort are made in all statistical
analyses.
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Table C.9. Comparison of characteristics of the historic control cohort and full evaluation cohort
based on linked data sources
Characteristics

Whole
evaluation
cohort
(n=8,002)

Historic
controls
(n=1,699)

18 – 24 years

1677

438

25 – 34 years

1783

580

35 – 44 years

1279

357

45 – 54 years

877

145

55+ years

401

58

Missing

1013

121

Female

1619

256

Male

4480

1328

Missing

931

115

White

5348

1422

Black

162

35

Asian

135

32

Mixed

102

26

Other

85

33

Missing

1198

151

Most deprived 20%

2642

806

2

1497

405

3

945

186

4

586

121

Least deprived 20%

411

63

Missing

949

118

Known to mental health services prior to
April 2016

Yes

3600

1212

No

3430

487

Known to drug treatment services prior to
L&D referral

Yes

1339

735

No

5691

964

Criminal justice contact prior to L&D
referral

Yes

3543

1699

No

3488

0

Age

Sex

Ethnicity

Deprivation

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by
NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of
Justice.
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C.4.2.

Pre-intervention trends

Although absolute differences between outcomes in the intervention and control groups can be adjusted for
in the analysis, it is not appropriate to make inference about the impact of an intervention if the preintervention trends are different between the two groups. For two of the L&D evaluation outcomes
(offending and A&E utilisation) we explored pre-L&D and pre-historic charge trends in the outcomes in
order to explore the appropriateness of the matching between the groups. In addition, we explored whether
using the date of an offence charged at the time of L&D rather than the L&D referral date itself gave a
better match, when using a historic charge as a control.
Offending
Pre-intervention trends are shown in Figure C.4. In this figure we compare the offending rates among the
whole L&D cohort (red, n=8,002; 0=date of L&D), only among those charged at the time of L&D (green,
n=3,015; 0=date of L&D), among people charged with an offence at the time of L&D and charged with
an offence in the window 3-4 years before L&D (yellow, n=963; 0=date of L&D) among people with a
historic offense between three and 4 years before L&D referral (blue, n=1,699; 0=date of historic offence)
among people charged with an offence at the time of L&D and charged with a historic offense between
three and 4 years before L&D referral (purple, n=963; 0=date of historic offence).
Figure C.4. Pre-L&D trends in offending – comparison of possible intervention and matched control
cohorts
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We see that offending trends across all evaluation cohorts and dates are parallel before L&D, meaning that
the match is appropriate (although this does not hold so well in the two months pre- and the two months
post-L&D). Rates of offending are different – and in all possible control cohorts they are higher than the
rates in the whole L&D evaluation cohort. This is to be expected and can be adjusted for statistically.
A&E attendances
In Figure C.5 below, we compare the trends in A&E attendances in the two years before L&D. In the upper
panel, we compare: the offending rates among the whole L&D cohort before the date of L&D referral (blue,
n=8,002); only among those charged at the time of L&D (green, n=3,015); among people with a historic
offense between three and four years before L&D referral (red, n=1,699); and among people charged with
an offence at the time of L&D and who were charged with an offence in the window three to four years
before L&D (yellow, n=963). In the lower panel, we compare: A&E attendances before a historic offence
charged between three and four years before L&D (blue, n=1,699); and A&E attendances among people
charged with an offence at the time of L&D and charged with an offence in the window three to four years
before L&D (red, n=963).
In both figures we see different attendance rates between the differently defined cohorts but the same parallel
trends in increasing A&E attendances in the months before L&D, the long two year gradual increase and
sharp increase in the months immediately before. In the same way as identified for offending, the match
between intervention and control periods is poorer in the 60 days immediately before L&D.
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Figure C.5. Rate of A&E attendances anchored on L&D referral date (upper panel) and in historic
control groups (lower panel)
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-5

Historic: Match Cohort

0

In Figure C.6, below, we compare: A&E attendances among those charged at the time of L&D (blue,
n=3,015); and A&E attendances among people charged with an offence at the time of L&D and who were
charged with an offence in the window three to four years before L&D (red, n=963). Here we use time
‘zero’ not as the date of L&D referral, but instead as the date of the offense charged at the time of L&D.
We again see consistent trends (although possibly even higher utilisation at time ‘zero’). This sensitivity
analysis again shows the appropriateness of our approach using a historic charge, and also, perhaps the point
of caution about the matching in the immediate window of crisis when the L&D referral occurred.
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Figure C.6. Rate of A&E attendances anchored on date of charge around L&D referral
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Controlling for within-person comparisons

In the analysis above we saw that both offending and A&E attendances overall are higher among people
who committed an offence for which they were charged before their L&D referral. This is to be expected
as when vulnerabilities increase, so too would contact with both health and criminal justice systems. It is
therefore important to ensure that we make comparisons between case and control cohorts, but also within
individuals. We can do this statistically.
The second issue is that the decline in health and increase in healthcare utilisation starts up to two years
before L&D referral. We account for this by ensuring that our intervention and control periods are non126
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overlapping, with the control window between three and four years before the intervention to ensure that
we are not simply capturing the time period and crisis immediately before the moment of L&D referral

C.5. Conclusions
This matching work has several key findings:


Using a historic control cohort is the most feasible and methodologically appropriate approach for
developing a counterfactual for this evaluation



Pre-L&D trends for A&E attendances and offending match well with the trends seen before the
date of a historic charge, thus showing that a difference-in-difference approach is appropriate.



Absolute rates differ, but these can be adjusted for in the analysis as the trends are constant. This
means that the whole L&D evaluation cohort (n=8,002) at the time of the intervention can be
compared with the largest possible control group (n=1,699), even though some of this control
group did not commit a further offense for which they were charged at the time of L&D.



Matching is not as good between historic and intervention cohorts in the window immediately
around L&D or the historic charge, and (depending on the outcome). We will thus exclude the 60
days immediately before and after L&D from our main analysis of some outcomes, particularly the
use of Accident & Emergency care and offending figures.

Using the date of L&D referral rather than the date of offense is appropriate for the evaluation and does
not have an impact on matching quality.
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Annex D. L&D Programme minimum data set analyses

We used the Minimum Dataset (MDS) for L&D Programme Monitoring to provide a descriptive overview
of the characteristics of people who are referred to L&D, including socio-demographics, vulnerabilities and
offending behaviour, and the types of intervention(s) received via the L&D service. The MDS were also
used to describe and compare the characteristics of those who consented to their data being used in the
evaluation to the total population of people referred to Liaison & Diversion services. This allowed us to
determine whether there were important differences between those who consented and the wider population
of service users that might impact upon the findings of our evaluation.
These data were provided to RAND Europe by NHS England as part of the RAND Europe evaluation of
L&D. Many individuals have more than one observation in MDS, which is to be expected as this is an
event analysis. We did not link these data to any other data sets held by the evaluation team for this
evaluation.

D.1. Data description and details of data processing for the results
presented here and in Chapter 3
We included all cases in this monitoring data set with a referral date between 1 January 2017 and 30
September 2017. Records from 52,406 people referred to L&D between 1 January and 30 September 2017
were included in this analysis. After excluding programme monitoring data where no year of birth, sex, or
with dates of birth that suggested that they were younger than 16 or older than 100 we analysed information
from 49103 people; 12612 of whom declined L&D services, with a final analysis sample of L&D service
users of 36,491.

D.1.1.

Missing data and variable processing

Between 60% and 70% of needs, interventions, and outcomes data were missing in this cohort. Additional
missing data were excluded on a question by question basis and the number of informative responses for
each variable is presented.
Ethnicity was based on 34,249 users, with ‘not stated’ being treated as missing data. The ‘white’ category
includes people from white British and other white ethnic background. ‘Mixed’ includes mixed white and
black Caribbean, black African or Asian backgrounds as well as all other mixed backgrounds. The ‘Asian’
category includes Asian, Asian British Indian, Asian British Pakistani, Asian British Bangladeshi and any
other Asian background. The ‘black’ category includes black British Caribbean, black British African and
any other black background. The ‘other’ category includes Chinese and any other ethnic group.
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Whether individuals have been supported by an Appropriate Adult was also reported. In cases where an
appropriate adult has been suggested but declined by the individual, this has been recorded as ‘not supported
by appropriate adult’. After excluding unknown and missing values, 33,448 entries had useful information.
The source of referral to L&D is also presented. The first category includes individuals referred by court
staff, the judiciary and magistracy, court cell detention staff and the prison service. The second category
includes individuals referred by the probation service, the police, either voluntarily or while in custody, and
individuals identified during cell sweeps. The ‘other’ and ‘unknown’ categories were dropped, as they
provided no useful information, which resulted in 30,103 informative responses.
Mental health needs were captured in the dataset using three separate variables, to allow for multiple needs
to be reported. A total of 1,468 entries were missing in all three variables, resulting in 35,084 L&D users
who provided an informative response. By creating additional variables to capture the number of mental
health needs per respondent, it was found that out of the 74.39 per cent who had at least one mental health
issue, 16.34 per cent suffered from two, while 3.31 per cent had three different mental health needs.
In cases where the same need was reported in two or more of the three variables for an individual respondent,
it was only counted once. Needs with very low prevalence (<1%), namely eating disorder, dementia,
acquired brain injury and organic mental disorder, were grouped together with other unknown needs, and
reported as ‘mental health needs not otherwise specified’. The rest of the mental health needs were
summarised and presented individually, as the total number of times they appeared in at least one of the
three mental health need variables. A total of 34 users had two mental health needs that were grouped
together in the aggregate variable in Table 2, while one had three unspecified needs.
A total of 10 additional variables captured further vulnerabilities that L&D users suffered from, often along
with their severity.
Further analyses
In this annex we expand on the work presented in Chapter 3, and explore the characteristics of the L&D
evaluation cohort (stratified by sex) and then use multivariable analysis to explore the characteristics of
people who decline L&D referrals and variation in implementation of L&D among service users with
different vulnerabilities

D.1.2.

Further cohort details

L&D services are working with very vulnerable populations across the UK. During the evaluation period
in the first nine months of 2017 only 12.2% of the 36,491 L&D service users included in the evaluation
had no vulnerabilities identified; 22.1% of service users were women, 71.5% had mental health problems,
52.3% had either a substance misuse (31.9%) or an alcohol misuse problem (33.6%). Overall, about a
quarter of people who are referred to L&D refuse the service. Of those who accept the referral, a minority
(26.3%) have no prior service contacts recorded, 28.9% have no interventions recorded as a result of the
referral, 13.2% declined the intervention offered and 7.5% have any record of further appointment
attendance. Comparing women and men separately, the largest differences in vulnerabilities found women
were less likely to have substance misuse (24.9%, vs 33.8% of men) and more likely to have a history of
abuse (20.7% vs 7.8%) (Table D.10).
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Table D.10. L&D service user population, characteristics, vulnerabilities, and interventions
Sex
All

Women

Men

36491

8051

28440

18 – 24 years

8829 (24.2)

1836 (22.8)

6993 (24.6)

25 – 34 years

11809 (32.4)

2470 (30.7)

9339 (32.8)

35 – 44 years

8428 (23.1)

2019 (25.1)

6409 (22.5)

45 – 54 years

5245 (14.4)

1280 (15.9)

3965 (13.9)

55 + years

2180 (6)

446 (5.5)

1734 (6.1)

Total
Age

Sex
Female

8051 (22.1)

Male

28440 (77.9)

Ethnicity
White

29308 (85.7)

6685 (88.5)

22623

Black

2158 (6.3)

397 (5.3)

1761 (6.6)

Asian

1401 (4.1)

196 (2.6)

1205 (4.5)

Mixed

927 (2.7)

213 (2.8)

714 (2.7)

Other

400 (1.2)

63 (.8)

337 (1.3)

Missing

2297

497

1800

Violence against the person

10596 (29.7)

2679 (34)

7917 (28.4)

Public Order - Nuisance

3520 (9.9)

1031 (13.1)

2489 (8.9)

Theft

2960 (8.3)

806 (10.2)

2154 (7.7)

Breach of Court Order

2637 (7.4)

457 (5.8)

2180 (7.8)

Criminal Damage

2577 (7.2)

491 (6.2)

2086 (7.5)

Sexual Offence

2451 (6.9)

93 (1.2)

2358 (8.5)

Motoring Offences

1601 (4.5)

466 (5.9)

1135 (4.1)

Harassment

1321 (3.7)

208 (2.6)

1113 (4)

Drug offences

1293 (3.6)

266 (3.4)

1027 (3.7)

Burglary

1201 (3.4)

145 (1.8)

1056 (3.8)

Possession of an offensive

957 (2.7)

125 (1.6)

832 (3)

All other offenses

4620 (12.9)

1124 (14.2)

3496 (12.6)

Missing

757

160

597

No needs or vulnerabilities

4442 (12.2)

896 (11.1)

3546 (12.5)

Mental health

26079 (71.5)

6104 (75.8)

19975

Alcohol misuse

12262 (33.6)

3022 (37.5)

9240 (32.5)

Substance misuse

11631 (31.9)

2005 (24.9)

9626 (33.8)

Current suicide / Self harm risk

7692 (21.1)

1863 (23.1)

5829 (20.5)

Offense at time of referral

Vulnerabilities

Accommodation needs

6108 (16.7)

1221 (15.2)

4887 (17.2)

Abuse victim

3889 (10.7)

1668 (20.7)

2221 (7.8)

Physical health needs

3544 (9.7)

833 (10.3)

2711 (9.5)
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Financial needs

3264 (8.9)

760 (9.4)

2504 (8.8)

Social and communication

1517 (4.2)

178 (2.2)

1339 (4.7)

Learning disabilities

1395 (3.8)

247 (3.1)

1148 (4)

No prior service contacts

9592 (26.3)

1914 (23.8)

7678 (27)

L&D

9411 (25.8)

1845 (22.9)

7566 (26.6)

Mental health

22597 (61.9)

5217 (64.8)

17380

Substance misuse

9843 (27)

2199 (27.3)

7644 (26.9)

Social services

4546 (12.5)

1646 (20.4)

2900 (10.2)

Learning disability

1191 (3.3)

221 (2.7)

970 (3.4)

Autism or communication

975 (2.7)

117 (1.5)

858 (3)

No intervention recorded

10550 (28.9)

2411 (29.9)

8139 (28.6)

Advice given

15080 (41.3)

3125 (38.8)

11955 (42)

New referral to health specialist

6822 (18.7)

1552 (19.3)

5270 (18.5)

Intervention declined

4821 (13.2)

1040 (12.9)

3781 (13.3)

Current service provider informed

3330 (9.1)

806 (10)

2524 (8.9)

Referral to GP

1825 (5)

414 (5.1)

1411 (5)

Referred for assessment under the

1789 (4.9)

390 (4.8)

1399 (4.9)

Referral to police custody health

581 (1.6)

152 (1.9)

429 (1.5)

Immediate referral to secondary

312 (.9)

74 (.9)

238 (.8)

Record of any appointment

2741 (7.5)

677 (8.4)

2064 (7.3)

Record of detention under the
MHA

1034 (2.8)

229 (2.8)

805 (2.8)

Current or previous service use

L&D intervention

L&D intervention outcomes

Source: MDS provided by NHS England (2017)

D.1.3.

Declining L&D services

People who committed drug offenses at the time of referral are most likely to decline L&D support OR
(95%CI) 2.12 (1.91-2.34) when compared with an offense of violence against the person, the most
common offense recorded in this population, p<0.0001. Women 0.87 (0.83-0.92), people age 55+, 0.77
(0.7-0.86) and people supported by an appropriate adult were least likely to decline L&D (Table D.11).
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Table D.11. Characteristics of people who declined L&D referrals
All records

Did not decline
L&D contact

Declined L&D
contact

49103

36491

12612

18 – 24 years

11685 (23.8)

8829 (24.2)

2856 (22.6)

0.9 (.85-.95)

25 – 34 years

16139 (32.9)

11809 (32.4)

4330 (34.3)

reference

35 – 44 years

11548 (23.5)

8428 (23.1)

3120 (24.7)

1.02 (.96-1.08)

45 – 54 years

6979 (14.2)

5245 (14.4)

1734 (13.7)

0.95 (.89-1.02)

55 + years

2752 (5.6)

2180 (6.0)

572 (4.5)

0.77 (.7-.86)

Female

10597 (21.6)

8051 (22.1)

2546 (20.2)

0.87 (.83-.92)

Male

38506 (78.4)

28440 (77.9)

10066 (79.8)

reference

37644 (86.3)

29308 (85.7)

8336 (88.2)

reference

Total

OR (95%CI)

p-value

Age

<0.0001

Sex
<0.0001

Ethnicity
White
Black

2676 (6.1)

2158 (6.3)

518 (5.5)

0.85 (.77-.94)

Asian

1679 (3.8)

1401 (4.1)

278 (2.9)

0.68 (.59-.77)

Mixed

1140 (2.6)

927 (2.7)

213 (2.3)

0.8 (.69-.93)

Other

506 (1.2)

400 (1.2)

106 (1.1)

0.93 (.75-1.16)

Missing

5458

2297

3161

4.17 (3.92-4.45)

Violence against the

13583 (28.8)

10596 (29.7)

2987 (26)

reference

Public Order - Nuisance

4620 (9.8)

3520 (9.9)

1100 (9.6)

1.08 (1-1.18)

Theft

4173 (8.8)

2960 (8.3)

1213 (10.5)

1.38 (1.27-1.5)

Breach of Court Order

3439 (7.3)

2637 (7.4)

802 (7)

0.99 (.9-1.08)

<0.0001

Offense at time of

Criminal Damage

3295 (7)

2577 (7.2)

718 (6.2)

1.02 (.92-1.12)

Sexual Offence

2880 (6.1)

2451 (6.9)

429 (3.7)

0.64 (.57-.72)
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Motoring Offences

2130 (4.5)

1601 (4.5)

529 (4.6)

1.11 (1-1.24)

Harassment

1652 (3.5)

1321 (3.7)

331 (2.9)

0.92 (.81-1.05)

Drug offences

2121 (4.5)

1293 (3.6)

828 (7.2)

2.12 (1.91-2.34)

Burglary

1731 (3.7)

1201 (3.4)

530 (4.6)

1.44 (1.28-1.62)

Possession of an offensive

1239 (2.6)

957 (2.7)

282 (2.5)

1.03 (.89-1.19)

All other offenses

6379 (13.5)

4620 (12.9)

1759 (15.3)

1.25 (1.17-1.34)

Missing

1861

757

1104

2.94 (2.62-3.29)

8824 (18)

7334 (20.1)

1490 (11.8)

0.62 (.59-.66)

Appropriate adult
Supported by appropriate
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<0.0001

D.2. Variation in L&D implementation among service users with different
vulnerabilities

From multivariable models adjusting for age, sex, ethnicity, offence and whether someone was supported
by an appropriate adult, people without identified vulnerabilities 2.39 (2.13-2.67) or identified financial
needs 1.16 (1.03-1.31) are most likely to have no prior service contacts. People with mental health needs,
learning disabilities, and substance misuse problems are all much more likely to be known to services than
those without (OR range 0.36-0.6; Table D.12)
The most common intervention offered within L&D is advice (41.3% of contacts), with new referrals being
arranged for 18.7% of cases. Assessment under the MHA occurred in 4.9% of cases, with a record of
detention under the MHA in 2.8% (Table D.10). People with alcohol 0.3 (0.28-0.32) and substance
misuse 0.34 (0.32-0.37) problems are least likely to be offered no intervention (Table D.12), but most likely
to refuse any intervention offered 1.98 (1.84-2.12) and 2.28 (2.11-2.47) respectively.
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Table D.12. Variation in L&D implementation among service users with different vulnerabilities

Vulnerabilities
No needs or vulnerabilities
identified

Mental health

Alcohol misuse

Substance misuse

Current suicide / Self harm risk

Accommodation needs

Abuse victim

Physical health needs

Financial needs

Social and communication
difficulties

Learning disabilities

No prior service
contacts

No intervention
recorded

OR (95%CI)

OR (95%CI)

2.39
(2.13-2.67)
0.36
(.34-.39)
0.6
(.56-.65)
0.43
(.39-.46)
0.73
(.67-.79)
0.72
(.66-.79)
0.69
(.61-.77)
0.97
(.87-1.09)
1.16
(1.03-1.31)
0.54
(.44-.65)
0.44
(.35-.54)

p-value
<0.01

<0.01

<0.01

<0.01

<0.01

<0.01

<0.01

0.65

0.01

<0.01

<0.01

6.47
(5.69-7.37)
0.49
(.45-.53)
0.3
(.28-.32)
0.34
(.32-.37)
0.81
(.75-.88)
0.45
(.4-.5)
0.97
(.87-1.09)
0.93
(.84-1.03)
0.36
(.31-.42)
1.05
(.9-1.24)
1.03
(.86-1.23)
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Intervention refused
p-value
<0.01

<0.01

<0.01

<0.01

<0.01

<0.01

0.64

0.167

<0.01

0.52

0.76

OR (95%CI)
0.19
(.14-.24)
0.93
(.85-1.01)
1.98
(1.84-2.12)
2.28
(2.11-2.47)
1.06
(.98-1.15)
1.22
(1.12-1.34)
1.01
(.9-1.13)
1.17
(1.05-1.31)
0.94
(.84-1.06)
1.02
(.84-1.24)
1.07
(.86-1.33)

p-value
<0.01

0.09

<0.01

<0.01

0.15

<0.01

0.92

<0.01

0.34

0.86

0.55

Annex E. Variation in evaluation outcomes between L&D sites

Through our analyses of the linked data set we identified that for most evaluation outcomes there was
substantial variation between the 27 L&D sites both within and across time periods. Here, we compare the
estimates of our evaluation outcomes obtained from the full evaluation cohort with the range of estimates
obtained by using subsets of the data drawn from each L&D site.
Estimates for healthcare outcomes are displayed in Table E.13, while those for criminal justice system
outcomes are shown in Table E.14. We present the estimates for each outcome before a person entered
L&D services, ±two months from the date a person was referred to L&D and in the 12 months after a
person has used L&D services. This is followed by the range of values across each of the sites, from lowest
to highest. For example, the rate of A&E attendances in the 12 months before L&D were 0.15 per person
per month and this ranges from 0.03 to 0.23 attendances per person per month across the 27 sites.
These summary tables highlight the following regarding variation in outcomes at L&D site level:


There is strong variation (about ten-fold) across sites in measures of health service utilisation and
offending before L&D reflecting the heterogeneity in needs of L&D populations seen across sites.



There is also strong variation in the rate of referrals to drug treatment, IAPT and specialist mental
health services during the time period of L&D, reflecting variation in the implementation of the
National Model. This variation may be due to variation in needs, but may also be due to other
factors such as variation in availability of services for onward referral.



Some variation may reflect data quality issues at the site level, for example if incomplete data were
sent then fewer matches may have occurred and rates may be lower. For specialist mental health
referrals and attendances during and after the time period of L&D, variation in referrals may reflect
variation in how L&D treatment episodes were coded in the MHSDS during the evaluation time
period.
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Table E.13. Variation healthcare outcomes across L&D sites. Estimates are shown for the full
evaluation cohort followed by minimum and maximum estimates from L&D sites.
Evaluation outcome

Utilisation of
emergency healthcare
services
Utilisation of
Improving Access to
Psychological
Therapies services

Outcome definition

Accident & Emergency
attendance - attendances
per person per month
Referrals

Face-to-face attendance

Utilisation of Specialist
Mental Health
Services (non-L&D)

Referrals per 100 people
per month

Face to face contacts per
100 people per month

Utilisation of Drug and
alcohol treatment
services

Full cohort
estimate

Range across sites

Before (12 months)

0.15

0.03 to 0.23

During (±2 months)

0.24

0.05 to 0.41

After (12 months)

0.15

0.03 to 0.24

Before (12 months)

1.48

0.38 to 2.28

During (±2 months)

2.9

0.70 to 6.25

After (12 months)

1.26

0.20 to 2.45

Before (12 months)

1.2

0.20 to 2.35

During (±2 months)

1.43

0.12 to 4.86

After (12 months)

1.44

0.06 to 4.13

Before (12 months)

10.71

2.92 to 34.80

During (±2 months)

23.46

4.81 to 52.28

After (12 months)

10.08

1.46 to 23.50

Before (12 months)

22.41

1.19 to 68.04

During (±2 months)

44.55

8.20 to 83.61

After (12 months)

23.89

12.46 to 51.52

Before (12 months)

0.66

0.22 to 2.05

During (±2 months)

1.28

0.33 to 3.21

After (12 months)

0.67

0.11 to 1.35

Before (12 months)

2.16

0.44 to 5.33

During (±2 months)

2.88

0.66 to 5.58

After (12 months)

2.59

0.66 to 6.24

Time period

Referrals per 100 people
per month

Face-to-face attendance
per 100 people per
month
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(lowest to highest)

Table E.14. Variation criminal justice system outcomes across L&D sites. Estimates are shown for the
full evaluation cohort followed by minimum and maximum estimates from L&D sites.
Evaluation outcome

Offending

Diversion from the CJS

Outcome definition

Timeframe

Range across sites
(lowest to highest)

Rates of offending - % of
evaluation cohort
committing an offense per
month

Before (12 months)

5.3

1.0 to 9.8

During (±2 months)

15.9

3.6 to 22.7

After (12 months)

4.4

1.0 to 7.8

% of offenses receiving a
custodial sentence

Before (12 months)

14.5

6.8 to 45.5

During (±2 months)

12

5.4 to 20.4

After (12 months)

17

5.3 to 39.4

Before (12 months)

46.7

22.7 to 90.0

During (±2 months)

54.5

25.6 to 85.2

After (12 months)

46.3

35.6 to 79.2

Before (12 months)

66.91

29.83 to 95.56

After (12 months)

55.65

32.38 to 94.82

Before (12 months)

8.36

0.26 to 9.44

After (12 months)

5.72

0.13 to 8.46

Before (12 months)

16.74

7.35 to 39.97

After (12 months)

15.67

6.95 to 45.12

Before (12 months)

41.81

20.17 to 60.98

After (12 months)

34.25

22.06 to 66.20

Before (12 months)

0.43

0.33 to 0.62

After (12 months)

0.38

0.25 to 0.55

% of custodial sentences
> 60 days

The timeliness of court
processes

Full cohort
estimate

Time from arrest to
completion (days)
Time from arrest to laying
down of information
(days)
Time from laying down of
information to first
hearing (days)
Time from first hearing to
completion (days)
% cases requiring more
one hearing
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Annex F. Additional secondary analyses

F.1.
F.1.1.

Accident & Emergency care utilisation
Referral to A&E

Table F.15 presents details of the source of referral to A&E taken from the HES data set. 49% of the L&D
cohort had at least one A&E attendance by ambulance, and 26% had been referred by the police at least
once. This compares with 8.6% of attendances overall in 2017/8 which were referred by the emergency
services and 0.4% overall which are referred by the police (NHS Digital 2019).
Table F.15. L&D cohort ever experienced source of referral to A&E
Source of referral

Freq.

Percent

Self-referral

6030

89%

Emergency services

3305

49%

Police

1730

26%

Source: HES A&E data provided by NHS Digital.

Table F.16 shows the percentages of people in the L&D evaluation cohort who were brought into A&E by
the emergency services and the police, stratified by the number of years before L&D. We see that the
percentages of attendances where someone was brought by the police increases from a baseline of 4% to
14% in the year of the L&D referral.

The number of people brought in by ambulance increased from

21% to 28%. This picture is consistent with worsening health and increasing interactions between the
healthcare and criminal justice systems in the years before L&D.
Table F.16. Source of referral to A&E across all admissions in L&D cohort, stratified by year
Years relative to L&D referral – Percent
Source of referral

-7

-6

-5

-4

-3

-2

-1

0

Self-referral

60%

60%

58%

58%

58%

55%

52%

43%

Emergency services

21%

19%

20%

21%

21%

24%

26%

28%

4%

5%

5%

5%

6%

5%

7%

14%

Police

Source: HES A&E data provided by NHS Digital.
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Note: columns do not sum to 100% as only categories of interest are shown.

Table F.17 looks at the clinical diagnoses recorded at A&E in the L&D evaluation cohort in the years before
L&D. The proportion of attendances for poisoning (including overdose) increase from 7 to 10% over 7
years, the attendances for psychiatric conditions increased from 4 to 10% and for social problems (including
homelessness) from 0 to 2%. These data present a picture of gradually declining mental health and
increasing substance use, and increasing social problems over a period of several years before L&D.
Table F.17. Clinical diagnosis at A&E across all admissions in L&D cohort, stratified by year
Years relative to L&D referral – Percent
Clinical diagnosis

-7

Physical injury

-6

-5

-4

-3

-2

-1

0

27%

25%

24%

22%

22%

20%

18%

16%

Poisoning (incl. overdose)

7%

7%

7%

7%

8%

9%

10%

10%

Psychiatric conditions

4%

5%

5%

6%

7%

8%

10%

10%

Social problems (incl.
alcoholism and
homelessness)

*

1%

1%

1%

1%

1%

2%

2%

Nothing abnormal
detected

3%

2%

3%

2%

3%

2%

3%

3%

All other diagnosis

13%

13%

12%

13%

15%

14%

13%

10%

No diagnosis recorded

48%

49%

51%

51%

47%

49%

49%

53%

Source: HES A&E data provided by NHS Digital.
Note: columns do not sum to 100% as categories are not mutually exclusive.

F.1.2.

A&E attendances

Table F.18 provides data on the number of attendances at A&E by the matched HES A&E sample between
2011/12 and 2016/17. At least 84% of individuals attended A&E at least once during this period.12 Of the
sample, 20% attended A&E 11 times or more during the period of interest. The median number of A&E
attendances per person was four.

12

Note that this does not necessarily mean that 16% of individuals did not attend A&E, as this could be due to
potential matching issues and the data cleaning process undertaken.
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Table F.18. A&E attendances (unadjusted) by members of the matched HES A&E sample, stratified
by year
Financial year – Freq. (rounded)
Attendances
0

2011/12
5,375

2012/13
5,360

2013/14

2014/15

2015/16

2016/17

5,105

5,060

4,640

4,115

1

1,695

1,720

1,760

1,730

1,725

1,795

2

755

730

800

800

925

960

3

360

355

385

410

510

575

4

195

170

220

245

300

355

5

95

120

130

140

150

220

6

70

65

65

90

115

155

7

35

35

70

70

85

115

8

30

40

35

35

55

75

9

20

20

30

25

30

55

10

30

15

20

15

30

50

11+

70

90

110

110

160

250

Total

8,730

8,730

8,730

8,730

8,730

8,730

Source: HES A&E data provided by NHS Digital.
Note: Frequencies may not add to totals due to rounding.

Figure F.1. is a histogram showing the frequency of A&E attendance in the matched HES A&E sample
among those with fewer than 60 visits during the time period of interest. This shows that most of the sample
attended fewer than 20 times in this period. The data, however, have a particularly long ‘tail’ – showing
that only a small minority of the sample were attending between 20 and 60 times in this period. It is also
worth noting that 90 individuals13 attended A&E 60 times or more between 2011/12 and 2016/17. These
individuals were not included in the histogram for visual representation purposes, as they thinly spread over
a large number of frequencies.

13

Rounded to the nearest 5, in line with NHS Digital HES reporting guidelines.
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Frequency

1000

1500

Figure F.1. Histogram of frequency of A&E attendance by members of the matched HES A&E
sample with fewer than 60 A&E visits, between 2011/12 and 2016/17

0

20

(sum) n

40

60

Source: HES A&E data provided by NHS Digital.
Note: Excludes 90 individuals who attended A&E 60 times or more.

F.2.
F.2.1.

Use of mental health specialist services
Additional methodological details

MHSDS is a very rich data set including details about all contacts with MH health services in all settings.


It contains over 40 separate tables with complex sets of linkages via referrals and contacts



We used the MHSDS from before 1 April 2016 to identify people in the L&D intervention cohort
who had previous contact with MH services before L&D. We additionally used this pre-April
2016 data set to improve completeness for the SD information in the multivariable analyses.



As follow up for individuals was variable across the cohort, we used rates to account for different
lengths of follow up, and mixed models with a random effect for person.



For the main analysis looking at mental health referrals, we only included referrals that had a
definite non-L&D identifier
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For the main analysis looking at mental health service contacts, we included all attended face to
face contacts, which may or may not have been L&D contacts.



In supplementary analysis we looked at numbers of contacts and referrals stratified by type, rate
and time period, and also considered use of sections and police sections.

F.2.2.

Additional results

Table F.19 provides basic descriptive statistics from the MHSDS. The key points are:


The number of matched individuals stratified by year is provided in the second column, which
shows that the number of matched individuals in each year increases over time until a slight
reduction in 2015/16.



The second column shows the number of mental health records stratified by year. Again, the
number of mental health records per year increases over time with a slight reduction in 2015/16.



The final column provides information on the average number of mental health records for each
individual coming into contact with mental health services, stratified by year. For example, over
the whole five-year time period the 4,150 individuals had a total of 13,970 mental health records,
meaning that on average each person had 3.37 mental health records.

The key message is that between 40-50% of the sample have been shown to have a record of contact with
mental health services in the five years before they entered L&D. Service utilisation increases in the
evaluation cohort in the years before L&D, reflecting that contact with L&D occurs at a point of crisis for
many individuals.
Table F.19. Number of individuals in the matched MHSDS sample who came into contact with
mental health services

Year

Number of matched
individuals

Number of Mental
Health Records

Ratio of Mental Health
Records to matched
individuals

2011/12

1,715

2,055

1.20

2012/13

1,740

2,185

1.25

2013/14

2,040

2,870

1.41

2014/15

2,410

3,580

1.49

2015/16

2,360

3,275

1.39

13,970

3.37

Total
4,150
Source: MHSDS data provided by NHS Digital.
Note: frequencies may not add to totals due to rounding.
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Table F.20. Referrals and contacts with MH services (n=8,002)
1 month post L&D
(31-60 days post L&D
2-6 months post L&D
referral)
(4 months)
(1 month)
Rate
Rate
Rate
Rate
Rate
Rate
Number of
Number of
Number of
Number of
Number of
Number of
(95%CI) per
(95%CI) per
(95%CI) per
(95%CI) per
(95%CI) per
(95%CI) per
individuals,
individuals,
individuals,
individuals,
individuals,
individuals,
100 people
100 people
100 people
100 people
100 people
100 people
number of events
number of events
number of events
number of events
number of events
number of events
per month
per month
per month
per month
per month
per month
6 - 12 months pre-L&D
(6 months)

2-6 months pre L&D
(4 months)

Month of L&D (0-30 days
after L&D referral)
(1 month)

0-60 days before L&D referral
(2 months)

Referrals to MH service
All referrals

All L&D
referrals
All non-L&D
referrals

1987;5954

14.23
(13.88 to
14.60)

488;669

1.60 (1.48
to 1.73)

1534;4236

10.13
(9.83 to
10.44)

1926;5148

469;665

1518;3742

16.14
(15.70 to
16.58)

1918;4317

27.01
(26.21 to
27.83)

5604;8639

108.06
(105.80 to
110.36)

942;1742

21.79
(20.79 to
22.84)

2.08 (1.93
to 2.25)

569;721

4.51 (4.19
to 4.85)

3542;4106

51.36
(49.81 to
52.95)

268;316

3.95 (3.54
to 4.41)

729;1027

3.21 (3.02
to 3.41)

11.73
(11.36 to
12.11)

1412;3150

19.71
(19.03 to
20.41)

1865;3083

38.56
(37.22 to
39.95)

689;1269

15.87
(15.02 to
16.77)

1504;3616

11.30
(10.94 to
11.68)

2062;5115

15.99
(15.56 to
16.43)

Contacts with MH services (these all include possible L&D contacts)

1708;9134

21.83
(21.39 to
22.29)

1664;7486

23.47
(22.94 to
24.00)

MH ward
contacts

224;887

2.12
(1.99 to
2.26)

224;866

2.71
(2.54 to
2.90)

Contacts in
A&E

223;366

0.87
(0.79 to
0.97)

182;241

0.76
(0.67 to
0.86)

Contacts in
the patient
home /
location

554;2759

6.60
(6.35 to
6.85)

542;2189

6.86
(6.58 to
7.16)

All face to
face contacts

27.96
1508;4469 (27.15 to 4043;7280
28.79)

91.06
(88.99 to 1089;2495
93.17)

31.21
(30.01 to 1933;8073
32.46)

25.23
(24.69 to
25.79)
2.24
(2.08 to
2.41)

2.38
(2.15 to
2.63)

128;280

3.50
(3.12 to
3.94)

104;265

3.31
(2.94 to
3.74)

161;197

1.23
(1.07 to
1.42)

93;109

1.36
(1.13 to
1.64)

57;76

0.95
(0.76 to
1.19)

145;207

0.65
(0.56 to
0.74)

466;1397

8.74
(8.29 to
9.21)

437;1017

12.72
(11.96 to 296;639
13.53)

7.99
(7.40 to
8.64)

538;2081

6.50
(6.23 to
6.79)

187;380
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Contacts in
outpatients

175;352

0.84
(0.76 to
0.93)

172;370

1.16
(1.05 to
1.28)

159;285

1.78
(1.59 to
2.00)

294;427

5.34
(4.86 to
5.87)

1.68
(1.41 to
1.99)

222;512

1.60
(1.47 to
1.75)

Contacts in a
police station

250;345

0.82
(0.74 to
0.92)

246;311

0.97
(0.87 to
1.09)

219;256

1.60
(1.42 to
1.81)

1717;1920

24.02
(22.96 to 111;142
25.11)

1.78
(1.51 to
2.09)

334;425

1.33
(1.21 to
1.46)

80,106

1.33
(1.10 to
1.60)

53,82

1.03
(0.83 to
1.27)

22,22

0.28
(0.18 to
0.42)

18,18

0.23
(0.14 to
0.36)

98;134

Section under the MHA

111,178

0.43
(0.37 to
0.49)

40,43

0.10
(0.08 to
0.14)

All sections

Section 136

96,163

0.51
(0.44 to
0.60)

37,50

0.16
(0.12 to
0.21)

83,128

0.80
(0.67 to
0.95)

40,46

0.29
(0.22 to
0.38)

Source: MHSDS data provided by NHS Digital
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120,191

0.60
(0.52 to
0.69)

44,56

0.18
(0.13 to
0.23)

F.3.

Use of Improving Access to Psychological Therapies

F.3.1.

Further methodological details



An IAPT attendance is defined as a face-to-face appointment that was attended by the individual.



For the impact of L&D on IAPT referrals analysis we fitted a mixed-effects logit model, whereas
for the impact of L&D on IAPT attendances analysis we fitted a mixed-effects Poisson model.



We repeated the impact of L&D on IAPT referrals analysis using a mixed-effects Poisson model
which made not substantive difference to the results.

F.3.2.

Additional results

IAPT attendance rate per person, per month
0
.01
.02
.03

Figure F.2. Impact of L&D on IAPT attendances – secondary

-20

-10
0
Months relative to index date
L&D refer: Full Cohort

10

Historic: Historic Cohort

Source: IAPT data provided by NHS Digital
Note: in this secondary analysis IAPT attendance is defined as any type of appointment attended by the individual.

F.4.
F.4.1.

Use of drug and alcohol treatment services
Further methodological details

Definition of attendance and referral
For our two main outcomes, referrals are defined with a ‘date of referral’ in the NDTMS database and
attendances are defined as having occurred each date where there is evidence of a Treatment Outcome
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(TOPS) form having been completed. For the secondary outcomes, we use self-reported data collected as
part of the TOPS form, completed during a treatment episode. We present rates per 100 people per month
(note, this is a difference scale compared with accident and emergency attendances).
Methodological approach for analysing self-reported outcomes
In preliminary analyses we found that pre-intervention trends in the self-reported outcomes were different
in the evaluation cohort compared with the historic control cohort. As a result, for these secondary outcomes
we did not formally test the impact of L&D using a difference-in-difference analysis, as this required that
analytic assumption was met (these self-reported secondary outcomes were the only outcomes where this
assumption was not met). For the main outcomes (referrals and attendances) we used the same differencein-difference framework as we used for in other chapters, with Poisson models as these are count outcomes
and we report rates and rate ratios from the models. We present unadjusted descriptive statistics and where
appropriate predictors of post L&D outcome and comparison with historic controls separately for each set
of outcomes (referrals, attendances and self-reported secondary outcomes).

F.4.2.

Additional results

Table F.21 presents the unadjusted before and after analysis of the self-reported health and quality of life
measures recorded in TOPS forms in people in the L&D evaluation cohort who had contact with drug
treatment services and filled out these forms at the time of this contact.


For each time period, the number of responses and the number of individuals that are included are
presented alongside the mean values presented from the scales filled in.



Mean self-reported quality of life and mean self-reported mental health are about 5% lower in the
period ±two months from L&D referral, compared with the year before and year afterwards. A
similar drop is not seen in self-reported physical health

Table F.22 presents self-reported substance use in the same three time periods. The percentage of people
reporting using each substance in the four weeks before completing the TOPS form are presented, alongside
the total number of forms and individuals for each calculation. In addition, mean units are calculated for
alcohol consumption. The following conclusions can be drawn from the table:


Alcohol use increases in the months around L&D with 64% of people reporting any use, and a
mean use of nearly 9 units per day. Cocaine use shows a small rise as well, although there is no
increase in self-reported crack, amphetamines or cannabis use.



Self-reported opiate use drops after L&D from 34% to 26%.
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Table F.21. Self-reported quality of life from L&D service users attending drug and alcohol
treatment services

Number of
responses,
number of
individuals

Mean (SD)

Number of
responses,
number of
individuals

2066, 863

10.60 (4.73)

2067, 864

2067, 864

±2 months
from L&D
referral
Mean (SD)

Number of
responses,
number of
individuals

Mean (SD)

914, 728

9.97 (4.58)

2470, 995

10.97 (4.61)

10.26 (4.52)

914, 728

9.47 (4.58)

2471, 996

10.50 (4.47)

11.54 (4.41)

915, 729

11.36 (4.48)

2470, 995

Pre-L&D
outcomes

Post-L&D
outcomes

Quality of
life
Mean 0
(poor) to 20
(good) scale
Psychological
health
Mean 0
(poor) to 20
(good) scale
Physical
health
Mean 0
(poor) to 20
(good) scale

Source: NDTMS data provided by PHE
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Table F.22. Self-reported substance use by L&D service users attending drug and alcohol treatment
services
Number of
responses,
number of
individuals

Pre-L&D
outcomes

Number of
responses,
number of
individuals

±2 months
from L&D
referral

Number of
responses,
number of
individuals

Post-L&D
outcomes

2073, 866

1087 (52.4)

920, 730

589 (64.0)

2483, 998

1284 (51.7)

Estimate
(95%CI)

Alcohol
Number of
responses (%)
reporting any use
in the past 4 weeks
Alcohol
6.19 (11.93)

Mean units / day
in the past 4 weeks

8.71 (13.12)

6.68 (13.46)

Opiates (illicit)
% responses
reporting any use
in the past 4 weeks

2069, 867

705 (34.1)

918, 729

255 (27.8)

2478, 995

652 (26.3)

2068, 867

538 (26.0)

918, 729

241 (26.3)

2477, 996

599 (24.2)

2066, 866

171 (8.3)

918, 729

94 (10.2)

2477, 995

206 (8.3)

2064, 865

80 (3.9)

918, 729

32 (3.5)

2475, 995

95 (3.8)

2066, 866

463 (22.4)

918, 729

203 (22.1)

2477, 997

541 (21.8)

Crack
% responses
reporting any use
in the past 4 weeks
Cocaine
% responses
reporting any use
in the past 4 weeks
Amphetamines
% responses
reporting any use
in the past 4 weeks
Cannabis
% responses
reporting any use
in the past 4 weeks

Source: NDTMS data provided by PHE
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Table F.23 presents self-reported crime before, within 2 months of, and after L&D. It shows that:


Percentages of people reporting any incidence of each offence, plus the number of responses and
number of individuals for each period are included.



There is an increase in all self-reported crime, particularly assault / violence in the period ±two
months from L&D referral

Table F.23. Self-reported criminal behaviour by L&D service users attending drug and alcohol
treatment services.

Number of
responses,
number of
individuals

Pre-L&D
outcomes
Number (%)
responses
reporting this
offense in the
past 4 weeks

Number of
responses,
number of
individuals

±2 months
from L&D
referral
Number (%)
responses
reporting this
offense in the
past 4 weeks

Number of
responses,
number of
individuals

Post-L&D
outcomes
Number (%)
responses
reporting this
offense in the
past 4 weeks

Shoplifting

2056, 865

111 (5.4)

916, 727

63 (6.9)

2463, 995

109 (4.4)

Drug selling

2055, 864

35 (1.7)

916, 727

14 (1.5)

2461, 995

39 (1.6)

Other theft or
burglary

2035, 857

21 (1.0)

901, 719

17 (1.9)

2419, 985

23 (1.0)

Committing
assault or violence

2038, 858

48 (2.4)

906, 721

57 (6.3)

2436, 987

73 (3.0)

Source: NDTMS data provided by PHE

F.5.

Variation in referrals during month of L&D

In a further supplementary analysis, we explored variation in drug treatment, IAPT and MH referrals by
individual characteristics, and site, during the month following the date of referral to L&D (n=6723
individuals with an L&D referral date and sociodemographic information available). This was instead of
focusing on the post-L&D period, as we acknowledged that most of the referrals made specifically by L&D
practitioners will have occurred in this time window.
In adjusted analysis, after accounting for variation by age, sex, deprivation, ethnicity, MH, criminal justice
and drug treatment history, and site we found no evidence of any variation in referral rates for IAPT, MH
services or drug treatment by age, ethnicity or criminal justice history (Table F.24). Nor did we find any
evidence of variation in drug treatment referrals by site. There was, however, over ten-fold variation in MH
and IAPT referrals (variation in MH referrals by site may well be confounded by differentially poorer
recording of whether or not a referral is an L&D referral). In addition, women are 60% more likely to be
referred to drug treatment than men, IAPT referral rates increase among people living in less deprived areas,
people with prior MH service contacts are less likely to be referred to IAPT and are more likely to be referred
to MH services and prior contact with drug treatment services predicts a new referral. These results present
additional insight and are consistent with our main evaluation analyses.
150
RAND Europe

Outcome Evaluation of the National Model for Liaison and Diversion
Table F.24. Variation in referral rates for drug and alcohol treatment, IAPT, specialist mental health
services.
Drug/alcohol treatment
referrals
OR (95%CI)
p-value

IAPT referrals
OR (95%CI)

MH referrals

p-value

OR (95%CI)

p-value

Age
18 – 24 years

Reference

Reference

Reference

25 – 34 years

1.32 (0.83 to 2.09)

1.10 (0.84 to 1.44)

0.95 (0.82 to 1.10)

35 – 44 years

1.47 (0.91 to 2.38)

45 – 54 years

1.87 (1.11 to 3.14)

1.14 (0.81 to 1.59)

1.10 (0.92 to 1.32)

55+ years

1.59 (0.72 to 3.52)

0.87 (0.51 to 1.49)

1.03 (0.79 to 1.34)

Male

Reference

1.05 (0.78 to 1.42)

0.20

0.69

0.95 (0.81 to 1.11)

0.50

Sex
Reference
0.0041

1.03 (0.81 to 1.32)

Reference
0.74

Female

1.66 (1.17 to 2.34)

1.05 (0.92 to 1.20)

White

Reference

Reference

Reference

Black

0.20 (0.03 to 1.46)

0.71 (0.29 to 1.76)

0.97 (0.70 to 1.36)

Asian

0.76 (0.24 to 2.45)

Mixed

1.97 (0.85 to 4.54)

0.66 (0.24 to 1.80)

0.81 (0.53 to 1.25)

Other

0.76 (0.18 to 3.20)

0.48 (0.12 to 1.97)

0.85 (0.55 to 1.32)

Most deprived
20%

Reference

Reference

Reference

2

0.81 (0.53 to 1.21)

1.11 (0.84 to 1.47)

0.97 (0.85 to 1.12)

3

0.85 (0.51 to 1.42)

4

0.77 (0.40 to 1.48)

1.62 (1.16 to 2.26)

1.04 (0.85 to 1.27)

Least deprived
20%

1.46 (0.76 to 2.84)

1.41 (0.91 to 2.19)

1.29 (1.03 to 1.63)

0.46

Ethnicity

0.26 (0.06 to 1.07)

0.23

0.28

1.06 (0.75 to 1.52)

0.81

Deprivation

1.40 (1.03 to 1.89)

0.43

0.007

0.88 (0.74 to 1.04)

0.055

Known to mental health
services prior to April
2016
Yes
No

0.86 (0.62 to 1.20)
Reference

0.81 (0.65 to 1.00)

0.36

Reference

1.55 (1.38 to 1.75)
0.036

Reference

<0.0001

Known to drug treatment
services prior to L&D
referral
Yes
No

2.71 (1.95 to 3.78)
Reference

0.77 (0.59 to 1.00)
<0.0001

Reference

0.90 (0.79 to 1.03)
0.072

Reference

0.12

Criminal justice contact
prior to L&D referral
Yes
No

1.19 (0.80 to 1.78)
Reference

0.82 (0.65 to 1.03)
0.38

Reference

0.89 (0.78 to 1.02)
0.10

Reference

0.090

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS
Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.
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F.6.
F.6.1.

Offending
Additional methodological details

Outcome definitions
We investigated offending behaviour using data from the PNC. Our primary analysis examined whether
the percentage of cohort members committing at least one offence in each month changed over the
evaluation period (see Section 0 below for more details on timeframe); we did not consider the absolute
number of offences an individual committed in a given month. We also conducted a secondary analysis
examining time to first post-L&D offence to investigate whether time between committing offences may be
impacted by referral to L&D. The evaluation cohort data set contained 61,729 offences committed by
8,002 individuals; the historic control cohort included 27,877 offences committed by 1, 699 individuals.
Timeframes
When examining the impact of L&D on offending, we divided the evaluation period into three timeframes
centred on the index date for the cohort (L&D referral date in the intervention cohort and reference offence
date in the historical control cohort):


The two months before and after the index date



The 12 months prior to this window (i.e. from 14 months prior to 3 months prior)



The 12 months after this window (i.e. from 2 months post to 13 months post).

We compared the percentage of the cohort committing offences in the pre-L&D and post-L&D period.
We did not include the L&D period (two methods before and after the index date) in this analysis as, due
to the design of the study, all members of the historic control cohort committed an offence on the index
date.
Analysis approach
We present unadjusted descriptive statistics across the three time periods for the full intervention cohort
and stratified by key predictors. This is followed by a comparison with historic controls, and finally an
analysis of predictors of post-L&D outcomes.
We used the same difference-in-difference framework as we used for the analyses of the healthcare data sets.
We used logistic regression models as the outcome is binary, and report percentages and odds ratios (ORs)
with 95% confidence intervals. We provide p-values for hypothesis tests but do not apply a threshold for
declaring statistical significance; p-values are interpreted as the strength of evidence against the null
hypothesis of no association between the predictor and the outcome.
For the secondary re-offending analysis, we used a Cox Proportional Hazards model as this is a ‘time to
event’ outcome. We considered time in months from index date to first offence, with individuals censored
at 14 months after the index date (i.e. the full time period from L&D referral to end of the post-L&D
period). Individuals who went into immediate custody following their index offence were excluded. For
this analysis, we report hazard ratios (HRs) with 95% confidence intervals and p-values.
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F.6.2.

‘Time to event’ analysis of re-offending

As shown in Figure F.3., the survival curves differ for the intervention and historic cohorts indicating a
difference in time to committing an offence during the time period after the index date.
Figure F.3. Kaplan-Meier curves showing unadjusted survival probabilities and number at risk for
time to first post-L&D offence for intervention and historic control cohorts.

Source: PNC data provided by MoJ

Those individuals in the intervention cohort who do re-offend appear to do so more rapidly than those in
the control cohort, but overall a smaller percentage of the intervention cohort committed a subsequent
offence. As the survival curves were not parallel, we could not fit a Cox Proportional Hazards model over
the full follow-up period. Instead, we examined only the first six months as the curves are relatively parallel
over this period (individuals who committed offences after six months were censored). The results of this
analysis (see Table F.25 below) indicate that time to re-offending is shorter in the intervention cohort (HR
1.7, 95% confidence interval 1.52-1.9). The other findings are similar to those presented earlier regarding
predictors of offending: age, Copas rate score, and lack of prior contact with the CJS are the strongest
predictors of re-offending.
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Table F.25. Predictors of time to re-offending in the 6 months post-L&D.
Hazard ratio
(95% confidence interval)

P-value

Cohort
Historic control

Reference

Intervention

1.7 (1.52 to 1.9)

18 – 24 years

Reference

25 – 34 years

0.88 (0.78 to 0.98)

0.03

35 – 44 years

0.83 (0.73 to 0.94)

<0.0001

45 – 54 years

0.78 (0.66 to 0.92)

<0.0001

55+ years

0.9 (0.71 to 1.15)

Female

Reference

Male

0.89 (0.79 to 1.01)

White

Reference

Black

1.18 (0.9 to 1.54)

0.23

Asian

0.89 (0.63 to 1.26)

0.51

Mixed

0.85 (0.59 to 1.22)

0.37

Other

1.38 (1.02 to 1.87)

0.04

<0.0001

Age

0.4

Sex

0.06

Ethnicity

Deprivation
Most deprived 20%

Reference

2

1.02 (0.92 to 1.14)

0.69

3

0.91 (0.79 to 1.06)

0.22

4

0.79 (0.65 to 0.96)

0.02

Least deprived 20%

1.28 (1.03 to 1.59)

0.03

Known to mental health services prior to April 2016
Yes

Reference

No

0.89 (0.81 to 0.99)

0.03

Known to drug treatment services prior to L&D referral
Yes

Reference

No

1.03 (0.93 to 1.13)

0.6

Criminal justice contact prior to L&D referral
Yes

Reference

No

1.98 (1.46 to 2.69)

<0.0001

1.8 (1.71 to 1.9)

<0.0001

Copas rate

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS
Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.
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F.7.
F.7.1.

Diversion from the CJS
Additional methodological details

Outcome definitions
We investigated diversion from the CJS using the data from the PNC. We examined changes during the
evaluation period in two outcomes: (i) the percentage of offences resulting in a custodial sentence; and (ii)
the length of custodial sentence, specifically the percentage greater than 60 days in length. The evaluation
cohort data set contained 61,729 offences committed by 8,002 individuals; there were 8836 custodial
sentences handed down to 1,632 individuals. The historic control cohort included 27,877 offences
committed by 1,699 individuals; there were 3,753 custodial sentences handed down to 727 individuals.
Timeframes
We divided the evaluation period into three timeframes centred on the index date for the cohort (L&D
referral date in the intervention cohort and reference offence date in the historical control cohort):


The two months before and after the index date



The 12 months prior to this window (i.e. from 14 months prior to 3 months prior)



The 12 months after this window (i.e. from 2 months post to 13 months post).

We conducted two comparisons, comparing the outcomes in the L&D period and the post-L&D period
to the pre-L&D period.
Analysis approach
We present unadjusted descriptive statistics across the three time periods for the full intervention cohort
and stratified by key predictors. This is followed by an analysis of predictors of post-L&D outcomes, and
finally a comparison with historic controls.
We used the same difference-in-difference framework as we used for the analyses of the healthcare data sets.
We used logistic regression models as the outcomes are binary, and report percentages and odds ratios (ORs)
with 95% confidence intervals. We provide p-values for hypothesis tests but do not apply a threshold for
declaring statistical significance; p-values are interpreted as the strength of evidence against the null
hypothesis of no association between the predictor and the outcome.

F.8.
F.8.1.

Court timeliness
Additional methodological details

Outcome definitions
In the first instance we investigated whether there was a change in overall duration of court proceeding,
measuring the time from arrest to completion of the case. (Note that this will automatically exclude court
cases for which there was no arrest, such as those relating to TV licences or speeding offences). Given the
potential mechanisms by which L&D may have an impact on court timeliness, we then examined the
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duration of different components of the court system to see whether any impact could be identified on a
particular aspect of the court process. Specifically, we examined:


Time from arrest to laying of information



Time from laying of information to first hearing



Time from first hearing to completion.

In all instances we considered days as the unit of court timeliness and court cases were the unit of analysis.
The evaluation cohort data set contained 7,668 eligible court cases involving 4,162 individuals; the historic
control data set included 1,901 eligible court cases involving 883 individuals.
We also examined the impact of L&D on the number of court hearings for each case. Specifically, we were
interested in whether there was a change in proportion of court cases requiring more than one hearing,
converting a count of the number of hearings to a binary variable. The evaluation cohort data set contained
9,803 eligible court cases involving 4,544 individuals; the historic control data set included 2,469 eligible
court cases involving 994 individuals. The number of eligible cases for timeliness and hearings differ
because only cases in which a person was arrested are considered for timeliness outcomes.
Timeframes
When examining the impact of L&D on court measures, we examined the outcomes in the six months
before and six months after the index date (L&D referral date in the intervention cohort and reference
offence date in the historical control cohort). This definition is different to that used for the analyses of the
healthcare data sets and the offending analyses. This is because: (1) court outcomes are process measures,
so we do not expect to see the same reflection of the ‘crisis point’ observed in the other data sets; and (2)
the timeframe over which we anticipate the L&D programme is likely to have an impact is much shorter
(i.e. the duration of a court case).
Analysis approach
For the court analyses, we used the same difference-in-difference framework as we used for in other chapters.
For the court timeliness analyses, we used linear models as these are continuous outcomes and we report
means and mean differences from the models. For the hearings we used logistic models as the outcome is
binary, and report proportions and odds ratios. We present unadjusted descriptive statistics and where
appropriate predictors of post L&D outcome and comparison with historic controls separately for each
outcome.

F.8.2.

Additional results – components of court timeliness

Components of court timeliness before, during, and after L&D referral
Given the potential mechanisms by which L&D may have an impact on court timeliness, we then examined
the duration of different components of the court process to see whether any impact could be identified on
a particular aspect of the court process. Specifically, we examined:


Time from arrest to laying of information



Time from laying of information to first hearing
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Time from first hearing to completion.

Overall, as shown in Table F.26 average time between arrest and laying of information was shorter in the
post-L&D period – 5.7 days (95% confidence interval 4.7-6.8 days) compared to 8.4 days (95% confidence
interval 6.9-9.8). This pattern was consistently observed within individual service user characteristics, and
by L&D site, with the exception of prior use of mental health services; there was no observed difference in
time from arrest to laying of information before and after L&D for those not previously known to mental
health services.
Overall, the average time between laying of information and first hearing did not appear to differ in the
pre- and post-L&D periods. Examination, however, of this aspect of court timeliness by service user
characteristics suggested a reduction in this aspect of the court process for certain subgroups. Specifically:


A reduction in duration for people previously known to mental health services, but no reduction
for people not previously known to services.



A reduction in duration for people previously known to community drug and alcohol treatment
services, but no reduction for people not previously known to services.



A reduction in duration for people who had previous contact with the criminal justice system, but
no reduction for people with no prior recorded contact with the criminal justice system.

For time from first hearing to completion, the average was lower in the post-L&D period. Overall, the
average was 34.3 days (95% CI 32.2-36.3) compared to 41.8 (95% CI 39.8-43.8) in the pre-L&D period.
This reduction in the post-L&D period was observed across all individual-level characteristics, but there
was some variation at the site-level, with some sites having longer duration in the post-L&D period (e.g.
Cleveland and Dorset).
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Table F.26. Average duration before and after L&D for three components of the court process (n=4,162).
Arrest to laying of information
Pre-L&D outcomes
Post-L&D outcomes

Laying of information to first hearing
Pre-L&D outcomes
Post-L&D outcomes

First hearing to completion
Pre-L&D outcomes
Post-L&D outcomes

8.36 (6.94 to 9.77)

5.72 (4.67 to 6.77)

16.74 (15.84 to 17.64)

15.67 (14.85 to 16.5)

41.81 (39.8 to 43.82)

34.25 (32.17 to 36.34)

18 – 24 years

12.76 (7.63 to 17.89)

8.04 (5.65 to 10.43)

19.58 (17.1 to 22.06)

19.13 (17.1 to 21.15)

46.51 (41.9 to 51.12)

36.5 (32.25 to 40.74)

25 – 34 years

6.6 (4.83 to 8.36)

4.82 (3.16 to 6.48)

15.24 (13.92 to 16.57)

14.23 (13.15 to 15.3)

42.24 (38.67 to 45.81)

34.54 (30.98 to 38.1)

35 – 44 years

7.78 (5.7 to 9.86)

4.78 (2.38 to 7.17)

16.66 (14.81 to 18.51)

14.04 (12.17 to 15.91)

39.8 (35.5 to 44.1)

29.93 (25.95 to 33.9)

45 – 54 years

5.76 (3.69 to 7.82)

4.48 (1.73 to 7.22)

16.45 (13.81 to 19.09)

14.69 (12.01 to 17.37)

39.1 (33.56 to 44.63)

32.72 (26.06 to 39.39)

55+ years

7.85 (1.6 to 14.11)

4.93 (0.51 to 9.36)

17.48 (12.85 to 22.11)

13.96 (11.4 to 16.52)

32.57 (24.62 to 40.52)

30.5 (21.6 to 39.41)

Female

8.45 (5.3 to 11.61)

3.87 (2.09 to 5.64)

19.88 (17.28 to 22.48)

18.48 (16.7 to 20.26)

40.84 (35.72 to 45.96)

30.06 (25.09 to 35.02)

Male

8.3 (6.61 to 10)

5.96 (4.71 to 7.21)

16.3 (15.27 to 17.32)

14.76 (13.82 to 15.71)

42.07 (39.75 to 44.4)

34.66 (32.35 to 36.97)

White

7.86 (6.68 to 9.04)

5.73 (4.6 to 6.87)

17.18 (16.15 to 18.21)

15.6 (14.72 to 16.48)

41.04 (38.83 to 43.26)

33.19 (30.97 to 35.4)

Black

7.99 (3.33 to 12.66)

12.41 (0.06 to 24.77)

14.59 (8.08 to 21.09)

15.42 (10.2 to 20.65)

50.72 (34.55 to 66.89)

37.28 (24.71 to 49.86)

Asian

8.67 (1.28 to 16.06)

0.33 (0.19 to 0.48)

12.81 (8.48 to 17.14)

9.08 (5.21 to 12.96)

57.53 (39.65 to 75.41)

35.58 (18.83 to 52.34)

Mixed

14.87 (3.2 to 26.54)

3.27 (-0.38 to 6.92)

20.52 (12.83 to 28.21)

14.33 (10.14 to 18.52)

39.73 (25.16 to 54.3)

33.79 (15.24 to 52.34)

Other

32.74 (-26.76 to 92.23) 0.46 (0.33 to 0.59)

8.78 (5.7 to 11.86)

7.64 (4.39 to 10.89)

43.61 (31.56 to 55.66)

33.78 (19.97 to 47.58)

All
Age

Sex

Ethnicity
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Deprivation
Most deprived 20%

10.03 (7.25 to 12.82)

5.75 (4.07 to 7.44)

17.59 (15.97 to 19.21)

14.5 (13.27 to 15.73)

41.73 (38.61 to 44.84)

31.86 (28.9 to 34.82)

2

7.01 (5.1 to 8.93)

6.79 (4.67 to 8.91)

15.76 (14.06 to 17.45)

15.27 (13.82 to 16.72)

41.29 (37.23 to 45.35)

36.95 (32.53 to 41.37)

3

8.71 (5.29 to 12.13)

5.26 (2.86 to 7.65)

16.65 (14.79 to 18.51)

15.81 (14.11 to 17.52)

42.02 (36.67 to 47.36)

36.63 (30.97 to 42.29)

4

4.48 (2.39 to 6.58)

3.7 (-0.36 to 7.76)

15.67 (13.4 to 17.94)

19.65 (15.19 to 24.11)

45.34 (36.48 to 54.19)

31.63 (24.17 to 39.08)

Least deprived 20%

4.08 (-0.16 to 8.33)

1.3 (0.36 to 2.25)

19.42 (15.17 to 23.66)

18.24 (13.67 to 22.8)

41.03 (32.17 to 49.89)

33.79 (25.04 to 42.53)

Known to mental health services prior to April 2016
Yes

8.94 (6.68 to 11.19)

4.58 (3.5 to 5.67)

16.66 (15.38 to 17.94)

14.07 (13.08 to 15.06)

40.86 (38.13 to 43.59)

34.18 (31.54 to 36.82)

No

7.61 (6.18 to 9.04)

7.28 (5.29 to 9.27)

16.84 (15.61 to 18.06)

17.87 (16.46 to 19.28)

43.04 (40.07 to 46.01)

34.36 (31 to 37.72)

Known to drug treatment services prior to L&D referral
Yes

7.17 (5.58 to 8.76)

4.03 (2.87 to 5.19)

16.42 (14.96 to 17.88)

14.55 (13.1 to 15.99)

38.26 (35.17 to 41.35)

31.2 (28 to 34.39)

No

9.07 (7.02 to 11.13)

6.7 (5.19 to 8.21)

16.93 (15.79 to 18.07)

16.32 (15.32 to 17.33)

43.95 (41.32 to 46.58)

36.02 (33.31 to 38.74)

Criminal justice contact prior to L&D referral
Yes

8.16 (6.62 to 9.71)

5.87 (4.64 to 7.11)

16.82 (15.84 to 17.79)

15.29 (14.32 to 16.26)

41.87 (39.69 to 44.05)

35.49 (33.07 to 37.91)

No

9.54 (6.04 to 13.05)

5.14 (3.36 to 6.92)

16.25 (13.93 to 18.57)

17.14 (15.72 to 18.57)

41.44 (36.19 to 46.7)

29.5 (25.59 to 33.41)

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health
England; Police National Computer supplied by Ministry of Justice.
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Comparison of court timeliness components in the evaluation and historic control cohorts
The unadjusted estimates of average days per case per month for the three time periods (Figure F.4.) suggest
that the trends do not differ for time from arrest to laying of information or time from laying of information
to first hearing. This is confirmed by the multivariable difference-in-difference analyses (p=0.54 and p=0.70
respectively; Table F.27 and Figure F.4.). The figure suggests there may be some difference regarding time
from first hearing to completion. Yet, although this time period is shorter in the intervention cohort postL&D, the difference-in-difference analysis is not statistically significant (p=0.15).
Figure F.4. Impact of Liaison & Diversion programme on court timeliness measures. Comparison of
evaluation cohort and historic control cohort.

Source: HMCTS data provided by MoJ

Table F.27. Multivariable analysis – change in duration post-L&D for control and intervention
cohorts for each measure of court timeliness.

Adjusted change
in duration after
L&D
(intervention only)
Arrest to
laying of
information
Laying of
information
to first
hearing
First hearing
to
completion

P

-0.19
(-4.8 to 4.42)

0.93

(-6.96 to 1.3)

0.8

(-6.01 to 1.77)

0.18

(-4.33 to 7.1)

P

(-5.87 to 11.15)

0.54

1.55
0.29

1.38
0.03

Differential
change in
duration
(intervention
versus control)
2.64

-2.12

-7.31
(-13.71 to -0.91)

P

-2.83

-0.56
(-4.91 to 3.78)

Adjusted change
in duration after
L&D
(control only)

(-6.45 to 9.56)

0.70

-8.69
0.64

(-20.47 to 3.08)

0.15

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS
Digital; National Drug Treatment Monitoring Database supplied by Public Health England; Police National Computer supplied by Ministry of Justice.
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Predictors of post-L&D court timeliness by component
There were very few predictors of court timelines for the post-L&D period for any of the three measures,
and those that did show a statistically significant association were limited to laying of information to first
hearing. As shown in Table F.28, older age categories were associated with a reduction in the time from
laying of information to first hearing. Similarly, court timeliness for this measure was also shorter for men
compared to women, for those with no previous criminal justice system contact, and for those with longer
criminal histories (as measures by the Copas rate).
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Table F.28. Predictors of duration after L&D for three components of the court process (n=4,162).
Arrest to laying of information
Estimate (95% CI)
P-value
Age

Laying of information to first hearing
Estimate (95% CI)
P-value

0.32
18 – 24 years

Reference

25 – 34 years

-2.6 (-5.72 to 0.41)

35 – 44 years

First hearing to completion
Estimate (95% CI)
P-value

0.0001
Reference

0.63
Reference

0.1

-4.19 (-6.46 to -1.92)

<0.001

-1.52 (-7.69 to 4.67)

0.63

-3.15 (-6.61 to 0.23)

0.08

-5.59 (-8.12 to -3.06)

<0.001

-5.28 (-12.2 to 1.6)

0.14

45 – 54 years

-2.98 (-7.2 to 1.11)

0.17

-4.88 (-7.97 to -1.82)

<0.001

-3.58 (-11.96 to 4.77)

0.41

55+ years

-3.65 (-10.02 to 2.55)

0.26

-6.93 (-11.61 to -2.3)

<0.001

-1.38 (-14.14 to 11.31)

0.83

Female

Reference

Male

1.51 (-1.53 to 4.6)

Sex

Ethnicity

Reference
0.34

-3.92 (-6.16 to -1.61)

0.05

Reference
<0.001

4.06 (-2.13 to 10.25)

0.15

0.80

White

Reference

Black

9.53 (2.36 to 16.4)

0.01

3.89 (-1.3 to 9.08)

0.15

7.04 (-7.22 to 21.17)

0.34

Asian

-3.76 (-12.43 to 5)

0.41

-3.63 (-10.07 to 2.85)

0.28

5.76 (-12.08 to 23.33)

0.53

Mixed

-1.53 (-9.62 to 6.41)

0.71

-0.37 (-6.3 to 5.58)

0.9

5.75 (-10.65 to 21.87)

0.49

Other

-4.48 (-12.93 to 4.04)

0.31

-5.43 (-11.7 to 0.88)

0.1

2.17 (-15.22 to 19.6)

0.81

Deprivation
Most deprived 20%

Reference

0.21

0.27
Reference

Reference

0.43
Reference
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2

2.11 (-0.81 to 5.02)

0.16

0.42 (-1.74 to 2.58)

0.71

6.91 (0.98 to 12.76)

0.02

3

-0.89 (-4.72 to 2.87)

0.65

0.56 (-2.26 to 3.36)

0.7

4.97 (-2.75 to 12.61)

0.21

4

-1.6 (-6.46 to 3.24)

0.53

3.26 (-0.32 to 6.87)

0.08

-2.12 (-11.87 to 7.71)

0.67

Least deprived 20%

-3.03 (-8.5 to 2.52)

0.29

2.13 (-1.95 to 6.22)

0.31

-1.54 (-12.66 to 9.6)

0.79

Known to mental health services prior to
April 2016
Yes

Reference

No

2.23 (-0.34 to 4.75)

Reference
0.09

2.95 (1.05 to 4.82)

Reference
<0.001

-0.84 (-6 to 4.27)

0.75

Known to drug treatment services prior
to L&D referral
Yes

Reference

No

2.17 (-0.39 to 4.77)

Reference
0.1

-1.34 (-3.25 to 0.57)

Reference
0.18

3.34 (-1.92 to 8.52)

0.22

Criminal justice contact prior to L&D
referral
Yes

Reference

No

-4.2 (-8.99 to 0.6)

0.09

-4.72 (-8.31 to -1.19)

0.01

-0.75 (-2.08 to 0.59)

0.28

-2.05 (-3.04 to -1.06)

<0.001

Copas rate
Site

Reference

<0.001

Avon & Wiltshire

Reference

Barnsley

1.38 (-9.34 to 12.1)

Black Country/Dudley & Warsaw

2.72 (-4.88 to 10.35)

Cleveland
Cornwall & Devon

Reference
0.12

-0.82 (-3.56 to 1.84)

0.56

<0.001
Reference

0.8

-7.76 (-17.48 to 1.79)

0.01
Reference

-3.97 (-11.87 to 4.04)

0.33

5.95 (-15.88 to 27.57)

0.49

-7.88 (-13.5 to -2.2)

0.01

7.23 (-8.16 to 22.66)

0.36

26.32 (5.72 to 46.52)

0.01

-8.31 (-23.4 to 6.84)

0.29

6.79 (-33.93 to 47.51)

0.75

14.65 (5.12 to 24.07)

<0.001

-3.39 (-10.41 to 3.64)

0.35

-1.1 (-20.26 to 18)

0.91
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0.6

Coventry

6.52 (-5.64 to 18.66)

0.3

-6.2 (-15.19 to 2.83)

0.18

4.48 (-20.05 to 28.8)

0.72

Doncaster & Rotherham

6.44 (-3.26 to 16.01)

0.2

-2.33 (-9.41 to 4.88)

0.53

15.66 (-3.86 to 35.25)

0.12

Dorset

0.47 (-8.54 to 9.54)

0.92

4.03 (-2.66 to 10.75)

0.24

15.6 (-2.69 to 33.8)

0.1

Durham

5.3 (-7.44 to 18.21)

0.43

1.03 (-8.47 to 10.54)

0.83

-5.7 (-31.78 to 20.4)

0.67

Hampshire

1.51 (-8.38 to 11.59)

0.77

0.68 (-6.66 to 8.15)

0.86

6.38 (-13.62 to 26.44)

0.54

Lancashire

-2.59 (-10.47 to 5.37)

0.53

-0.12 (-5.95 to 5.8)

0.97

11.33 (-4.67 to 27.34)

0.17

Leicestershire

-3.5 (-13.52 to 6.61)

4.67 (-2.8 to 12.13)

0.23

6.33 (-14.02 to 26.69)

0.55

Liverpool

4.42 (-4.15 to 13.21)

0.33

9.98 (3.57 to 16.43)

<0.001

2.06 (-15.49 to 19.54)

0.82

Middlesbrough

-3.62 (-27.26 to 20.08)

0.77

18.67 (1.16 to 36.26)

0.04

9.87 (-37.06 to 57.01)

0.68

NE London

-4.77 (-18.27 to 8.95)

0.5

-9.73 (-19.77 to 0.41)

0.06

5.91 (-22.26 to 33.61)

0.68

Norfolk & Suffolk

-3.63 (-11.23 to 4.02)

0.36

-2.99 (-8.64 to 2.66)

0.31

-6.11 (-21.54 to 9.34)

0.45

Northamptonshire

-4.18 (-21.36 to 13.1)

0.64

-3.28 (-16.01 to 9.54)

0.62

-4.43 (-39.06 to 30.15)

Northumbria

12.33 (3.97 to 20.54)

<0.001

0.19 (-5.91 to 6.37)

0.95

9.39 (-7.37 to 26.19)

0.28

Nottingham

23.16 (11.75 to 34.35)

<0.001

-1.04 (-9.4 to 7.35)

0.81

14.76 (-8.2 to 37.47)

0.21

Oxfordshire

0.62 (-11.18 to 12.58)

0.92

-3.92 (-12.75 to 4.87)

0.39

0.87 (-23.38 to 25.04)

0.94

Sheffield

-3.34 (-16.09 to 9.48)

0.61

-11.98 (-21.44 to -2.48)

0.01

13.79 (-11.96 to 39.6)

0.3

Somerset

8.76 (-2.54 to 20)

0.13

9.28 (0.97 to 17.69)

0.03

19.38 (-3.45 to 42.12)

0.1

South Essex

-3.74 (-11.24 to 3.82)

0.34

2.92 (-2.63 to 8.54)

0.31

9.58 (-5.6 to 24.83)

Sunderland

5.85 (-2.06 to 13.84)

0.16

-2.2 (-8.07 to 3.72)

0.47

10.68 (-5.38 to 26.78)

0.5
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Sussex

11.1 (0.16 to 21.96)

0.05

-3.98 (-12.03 to 4.14)

0.34

43.14 (21.15 to 64.76)

0

Wakefield

-3.44 (-17.03 to 10.21)

0.63

1.08 (-8.97 to 11.24)

0.84

0.55 (-26.81 to 27.96)

0.97

West London

-0.46 (-9.46 to 8.47)

0.92

-5.27 (-11.88 to 1.43)

0.13

2.48 (-15.7 to 20.76)

0.79

Source: Accident and Emergency data from Hospital Episode Statistics, provided by NHS Digital; Mental Health Services Datasets supplied by NHS Digital; National Drug Treatment Monitoring Database supplied by Public Health
England; Police National Computer supplied by Ministry of Justice.
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Annex G. Team leader interview interviews

G.1. Protocol
Staffing
1. What is your current role and how long have you been employed in this position?
2. How many staff are employed at your service?
3. What is the make-up of the team? (Prompts: Strategic management, operational management, L&D
practitioners, specialist workers, support workers, administration).
4. Has your service experienced any recruitment challenges? If so, what have they been? (Prompts:
Turnover, staff mix).
5. Could you describe a typical day for an L&D practitioner employed in your service? (Prompts:
Outreach worker, L&D practitioner).
Operations
1. Thinking about police custody, could you explain how a person first comes into contact with the
L&D scheme? What is the process for initial contact?
2. Thinking about the court process, could you explain how a person first comes into contact with
the L&D scheme? What is the process for initial contact?
3. How do you choose who to offer L&D to?
4. What do you do when someone refuses an intervention? Do you offer anything else?
5. How do you choose which interventions to offer? What kind of interventions do you offer to people
with substance misuse problems?
6. Could you describe the typical journey of a service user through the L&D system? (Prompts: Role
of different practitioners, decision-making points).
7. What links does your service have with services addressing the needs of service users in your area?
Do you work with local community mental health services at all, if so how? (Prompts: Drug and
alcohol treatment, mental health services).
8. Do you work with local GPs? If so, how?
9. Are there any challenges involved in working with these services? Or things that have gone well?
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10. Do these services currently have sufficient capacity to take on clients referred to them from L&D?
If not, which agencies lack capacity? What is the impact of this on the operation of the L&D
service?
11. Are there any gaps in services available to address the needs of service users?
12. The National Model requires that L&D services:


cater to all-ages



address a wide range of health issues and vulnerabilities



address single and multiple presentations of health and social needs



address the specific needs of disadvantaged groups (e.g. women, minority ethnic communities,
older people)



begin when an individual comes into contact with police



end at sentence



are accessible at the earliest point possible.

In your experience, what aspects of the National Model is your service the strongest? How about the
weakest?
Outcomes
The purpose of RAND’s evaluation is to examine to whether L&D services:


Reduce reoffending



Improve health service utilisation



Increase diversion from the CJS



Improve timeliness of court processes

1. How do you think L&D services might reduce reoffending?
2. How likely do you think it is that your L&D service has achieved a reduction in reoffending of service
users?
3. How do you think L&D services might improve health service utilisation?
4. How likely do you think it is that your L&D service has improved health service utilisation?
5. How do you think L&D services might increase diversion from the CJS?
6. How likely do you think it is that your L&D service has increased diversion from the CJS?
7. How do you think L&D services improve timeliness of court processes?
8. How likely do you think it is that your L&D service has improved timeliness of court processes?
9. Could you identify areas where your L&D service could be improved?
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Key findings - interviews of L&D service staff
This chapter presents the findings from interviews conducted with team leaders across 19 L&D sites in
England. Interviews focused on the implementation, operations and outcomes of L&D services over the
evaluation period (December 2016 to September 2017). By and large team leaders reflected positively
on the L&D service, however there were some implementation challenges discussed that may have
implications for the outcomes achieved.


On recruitment, police vetting requirements created delays in filling vacant positions resulting in
temporary understaffing of some services.



Police custody suites were the main mechanism for identification and engagement with the
service users and L&D-police relations were central to the operation of the National Model.



Engagement with service users in a court setting was more ad-hoc and an area for improvement
could be developing a systematic approach for engaging with ‘walk-ins’ or individuals who
present to court without previously being in contact with the L&D scheme.



The capacity of services varied widely, though there were consistent reports of long waiting lists
for some services and in some areas. While this was an issue outside of the immediate control
of L&D, this negatively impacted upon the engagement of service users. It also served to increase
the workload on L&D outreach practitioners to keep the service user engaged until capacity
became available, which was challenging particularly for people with substance use disorders
or those experiencing housing instability.

Mechanisms for achieving the intended outcomes of L&D were clearly articulated by interviewees.


On reoffending, the theory was that if the unmet needs of offenders were identified and matched
with appropriate services, their offending behaviour could be reduced.



With regard to health service utilisation, L&D was described as having a key role to play in not
only appropriately assessing at-risk individuals, but also motivating service users to engage with
services. On the latter, outreach support was seen to be crucial.



The provision of written and verbal information based on the expert clinical judgement of L&D
practitioners to courts, were seen to be the key mechanisms by which Magistrates and Judges
had the confidence to divert individuals from the CJS. This was also useful for expediting court
processes and avoiding unnecessary adjournments due to a lack of information.

G.2. Key findings
There were many similarities in feedback provided by team leaders interviewed as part of the current
evaluation and the interview feedback collected for the 2016 evaluation. The following section presents the
findings from the 2019 interview process with a specific focus on staffing and recruitment, operations,
partnerships and referral pathways, and outcomes.

G.2.1.

Staffing and recruitment

The number of L&D staff has expanded over time
While sites varied in size and number of staff, a consistent message was that since the roll-out of the National
Model in 2014, there has been growth in the number of staff employed across the sites. A range of staff are
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employed including registered mental health practitioners, social workers, support and crisis workers,
learning and disability specialists, and speech and language therapists. In some sites there was also staff with
specific experience in managing issues associated with minority groups like young people, veterans and
women.
There were various levels of mobilisation of peer support across the sites. That is, where people who had
previously been in contact with the CJS and L&D services were employed to provide an advocacy and
support role to service users. In the sites where peer support was in operation, it was consistently perceived
to be a key strength of the L&D model and particularly important for securing the engagement of service
users from the outset.
Police vetting requirements caused recruitment delays
L&D staff are required to undergo police vetting as part of the recruitment process. This was the most
commonly identified recruitment challenge by interviewees because it was seen to cause delays that resulted
in temporary understaffing of services. Several interviewees noted that police vetting could take up to six
months, which meant vacancies remained unfilled for the duration and in some cases caused potential
employees to withdraw from the application process as they awaited a contract.
Short-term employment contracts created some challenges in recruiting appropriately
qualified L&D staff. This, however, was largely overcome with the greater use of permanent
contracts from 2017.
Several interviewees discussed that during the evaluation period, short-term contracts were the status quo
for most L&D staff. This sometimes resulted in services failing to attract appropriately qualified staff
because of the lack of job security. One interviewee acknowledged that mental health practitioners and
other specialist workers may be more inclined to work for an NHS Trust, rather than an L&D service,
where their job was more secure. While short-term contracts created recruitment challenges for some
services during the evaluation period, all interviewees who discussed this also acknowledged that since 2017
this issue was rectified with the introduction of permanent employee contracts.

G.2.2.

Operations

Relationships with police were central to L&D operations
Consistent with the 2016 evaluation, the main mechanism of engagement of service users was via police
custody. L&D practitioners may have direct access to cells to carry out ‘cell sweeps’ and identify vulnerable
individuals. Referrals may also come direct from police following their own risk assessment processes or
L&D practitioners may refer to police whiteboards or have direct access to police computer systems through
which to identify vulnerable individuals. One of the smaller sites reportedly assessed every person that came
into custody, though larger sites noted that this was not feasible. A consistent message across the sites was
that the relationship between L&D practitioners and police was both strong and central to the successful
operation of L&D services. This is consistent with findings from the 2016 evaluation.
Women, veterans and people aged less than 18 years are automatically referred to L&D. On top of
automatic referrals, interviewees explained how decisions on who to assess were based on historical risk
markers, the type and number of vulnerabilities and prior contact with services. A variety of risk assessment
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tools were used by L&D, which is consistent with the findings of the 2016 evaluation. Two interviewees
mentioned that individuals who had been arrested for sexual offences are known to be at an elevated risk of
suicide and self-harm making them a priority population. One interviewee explained that people in contact
with the CJS for crimes against the person were the highest priority.
There were various mechanisms of engagement with service users in the court setting
There were numerous mechanisms for engaging with service users in Magistrate and Crown Courts. This
included L&D practitioners referring directly to court lists, direct referrals from magistrates, probation
officers and solicitors, sweeps of remand cells, and self-referrals or voluntary attendance. Some interviewees
suggested that an area for improvement would be to raise awareness among Magistrates and Judges about
the role and function of L&D.
Several interviewees noted that ‘walk-ins’ or people presenting to court without having previously been in
contact with L&D were a particularly hard-to-reach group that may have a range of vulnerabilities that had
not previously been assessed. There was no systematic process for engaging this population, which was
identified by several interviewees as an area for improvement.

G.2.3.

Referrals and links with services

Relationships with third-party agencies and services were built strongly on trust
Partnerships with third-party agencies for referring service users were described by several interviewees as
being based heavily on trust between L&D practitioners and service representatives. Those who had forged
strong personal relationships with service representatives reported greater success in securing referrals. As
such, there was wide variability in the nature of partnerships across the sites. Each of the sites referred
services users through a wide variety of agencies, representing the range of vulnerabilities of clients and the
broad focus of the National Model. Consistent with the 2016 evaluation, L&D practitioners seemed to
play a strong advocacy role in securing referrals for service users.
Lengthy wait lists for some services impacted upon service user engagement
Consistent with the 2016 evaluation, there were some capacity issues with service delivery, thus delaying
the time in which service users received support. There was, however, variation in which services lacked
capacity across the regions. The timeliness of service delivery was seen as crucial to the success of L&D
because lengthy delays decreased the likelihood that service users would engage with the service. This was
particularly the case for individuals with drug and alcohol problems who were at risk of using substances in
the absence of adequate supports, as well as people experiencing homelessness or unstable housing.
L&D outreach and community practitioners were described as having a key role to play in filling the ‘gap’
between referral and service delivery – a theme that was also identified in the 2016 evaluation. Following
up service users in the community to check on their progress and attending appointments with service users
was a key part of their role. This role was particularly resource intensive when referrals were delayed due to
the capacity issues of services. As several interviewees described, in some instances waiting lists could be up
to 26 weeks (six months).
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Relationships with GPs were mixed
Some L&D sites reported routinely contacting GPs to gather and share information regarding the needs of
service users. One interviewee described GPs as ‘gateways’ to third-party agencies and thus a crucial partner
of L&D (Interview 5). Others reported having no or limited contact with GPs. There were challenges
described in the sharing of information with GPs. For example, one interviewee explained that the
relationship was a ‘one-way street’ because GPs rarely shared information back with L&D practitioners.
This may, however, reflect confidentiality and consent issues.

G.2.4.

Outcomes

Team leaders were asked to comment on the mechanisms by which L&D services seek to achieve the four
key outcomes: reduction in offending, increased health service utilisation, increased diversion from the CJS,
and timeliness of court processes. These questions were aimed at establishing the ‘theory of change’, which
connects inputs of the L&D model with the intended outcomes. Understanding the ‘theory of change’ is
important for identifying if outcomes are not achieved, where shortcomings might exist. The key findings
are summarised below, supported by pertinent quotations from participants for illustration.
Offending
Interviewees consistently identified that L&D services aimed to reduce offending by addressing the unmet
needs of offenders through appropriate assessment and referral. The following quotations are illustrative of
the many comments along these lines:
‘We have had frequent attendees through custody suites and court [where] we
have realised that the interventions that we had [provided] for that person had
been successful. I think it really fits with the theory that where somebody’s needs
are met in terms of social, health and wellbeing, their risk of offending is
dramatically reduced because they are living a more fulfilled life.’ (Interview 8)
‘I guess the way L&D tries to reduce reoffending is by identifying those needs that
make people offend in the first place or have created the issues that have led them
down that path.’ (Interview 3)
‘We find that when people’s needs are met…they are less likely to go down the
reoffending route.’ (Interview 4)
‘We believe that if we improve a person’s health and social functioning we will
reduce their likelihood of reoffending.’ (Interview 1)
The referrals from L&D were described as being directly informed by the nature and drivers of the offending
behaviour:
‘When we…get mental health treatment for someone whose behaviour is driven
by the mental health illness…that gives them the boundary to say “Actually, I
can’t do that again.”’ (Interview 6)
‘If someone has got benefit issues and they’re stealing to eat or to survive then
obviously if you can break that cycle by helping them in the community to access
benefits, then you may stop that offending cycle. Or if someone is offending
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because of relapse due to mental health issues and they’ve not been to mental
health services, then [when appropriate services are provided] hopefully you’ll stop
the cycle of reoffending with that person and…before it gets to an even more
serious stage.’ (Interview 12)
One interviewee described how L&D created an opportunity to provide support at a crucial time and this
was key to successfully reducing reoffending:
‘You are catching some people at a vulnerable moment, when they have time to
reflect on where they are and why they are, where they are. That’s an opportunity
to talk to them.’ (Interview 13)
Where offending occurred, interviewees perceived that this was due to a lack of engagement with L&D or
the referred service. The comment of one interviewee illustrates this sentiment:
‘Where we find that people do reoffend, it’s because they might not have engaged
with the processes.’ (Interview 4)
A refusal by service users was noted by several interviewees as an apparent and ongoing challenge. Strategies
for mitigating refusals included utilising peer support workers who could help to explain in relatable terms
the value of the service. Persistence was also key. In the case of a refusal, some services provided individuals
with written information in the form of a leaflet. This typically included contact details of relevant services
and may be tailored to particular vulnerabilities or minority groups, such as women and young people. The
provision of this information was not universal across the sites, and in some areas this was only introduced
in the period after the evaluation (i.e. since 2017).
Health service utilisation
Interviewees described three mechanisms through which L&D aims to achieve increased health service
utilisation of people in contact with the CJS. First, several interviewees explained how L&D practitioners
are responsible for appropriately identifying both the vulnerabilities of those coming into contact the CJS
and the available services to address those needs:
‘One of the challenges for people coming into the criminal justice system is [not]
knowing where to go and get help in the first place and understanding that.’
(Interview 3)
‘For a lot of people there [is] just not an understanding [about] what services are
available to them.’ (Interview 14)
‘We are almost a gate-keeper; we think about what else [is] out there to address
their health and social care needs.’ (Interview 6)
Second, L&D practitioners were seen to play a key role in overcoming stigmas and motivating service users
to engage with services:
‘There have been barriers to accessing health services, because of stigma. For me
it is breaking down the barriers and fears of what it means to be in a health service
and being there with them in that first step of the journey.’ (Interview 14)
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‘It is about the motivation that we provide to the client in order to…identify with
them that the service might well improve what is going on. From a perspective of
“If I do engage with that service, then I might not end up here again.”’ (Interview
8)
‘A lot of work is about engaging individuals into the appropriate health services,
whether that is IAPT [Improving Access to Psychological Therapies] services
around emotional health and wellbeing, or the secondary mental health services
and engaging people back with a GP.’ (Interview 5)
Third, outreach support provided by L&D workers was seen as crucial for ensuring that contact with the
service is achieved.
‘If we’ve got someone who maybe is nervous about a GP appointment, they’re
more likely to go if [L&D] are holding their hand through that process.’
(Interview 7)
‘If we are doing the referral for them or taking them to the appointment, then
they are more likely to engage with those services.’ (Interview 3)
‘The help we provide [by] physically going with them to the service. It gives them
the added motivation to go to that service, where you know, people might have
issues with remembering things, have chaotic lifestyles, are homeless, they might
not be thinking about their next appointment with a service because they are just
living day to day. I think with our support and motivation, they are realising they
can use the services that are available to them really.’ (Interview 8)
The 2016 evaluation identified that L&D practitioners play a key advocacy role in ensuring service users
are successfully supported (Disley et al. 2016). There was also a sense of this in the interviews conducted as
part of this evaluation, as illustrated by the following quotation:
‘We are quite assertive with our referral processes. Where somebody might have
gone to their GP and asked for a service and then a GP made that referral for
instance, but they are not really tracking it. But we look where we referred…and
if it has been declined, then we look somewhere else or really argue that point
where appropriate. They are able to utilise services more because they have
somebody, almost like a voice for them, getting that service on board with what
they need. It is unlikely that some of our offenders would actually bother if they
got declined. They would just leave it [and…] carry on with that health need
outstanding.’ (Interview 8)
Diversion from the criminal justice system
Diversion was described by interviewees as having two strands, as illustrated in the following participant
quotations:
‘I know diversion can mean two different things: diversion away from the criminal
justice system altogether without a criminal outcome [and] plugging somebody
into a service that might not lead them into the system again. We kind of have
different ways to divert them out.’ (Interview 8)
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‘Diversion in all aspects, not just away from criminal justice system full stop, but
also divert[ing] them into the right services so they don’t come back into the
criminal justice system.’ (Interview 3)
The key mechanism for increasing diversion of vulnerable individuals away from the CJS was described by
interviewees as being through the provision of independent and clinical information to police and courts:
‘It is about information really…Without the information provided to police and
court they wouldn’t understand the need for diversions…We recommend on
disposal options for cases and we can sort mental health treatment requirements
and we would class that as a diversion. That diversion wouldn’t happen if we [were
not] here sharing that information with the police and the judiciary system…We
are verifying information, we are giving clinical judgement. We truly believe in
our clinical opinion that this will assist in this person’s risk in offending and
therefore the diversion would be appropriate. I think without that information
diversion isn’t possible.’ (Interview 8)
‘For me, it is providing police officers and judiciary with something tangible so
they have confidence when they are referring to L&D that we are going to engage
with that person and achieve some positive outcomes.’ (Interview 5)
‘If we are putting forward our care and treatment plan as part of our
recommendations that does successfully divert people out of the criminal justice
system.’ (Interview 2)
In a similar vein, one interviewee believed that L&D was a key part of the decision-making process for
courts:
‘It helps them [Magistrates and judges] with their decision making
[around]…whether they proceed with that person through the criminal justice
system. We divert people sometimes in urgent situations to the hospital away from
criminal justice system because their health is so poorly so we divert them that
way. The other thing we do, because we inform magistrate courts it is part of their
decision making as well, in terms of telling them what that individual needs and
what is available to support that individual.’ (Interview 3)
Timeliness of court processes
The drafting of on-the-day reports by L&D practitioners for pre-sentencing was described as the key
mechanism by which the service seeks to improve the timeliness of court processes. These reports were
described as providing comprehensive and holistic information, which served to reduce the burden on
courts and other practitioners to gather this information.
‘We have a process which we developed with our Magistrate courts. The [L&D]
staff when they see someone in custody complete a court report, which we then
email across to a safe and secure email… accessed by the legal advisors from the
court to share with the Magistrate. So [we are able] to get that information across
at the day at the court.’ (Interview 3)
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‘We contribute to pre-sentence reports in line with what…[courts] need on the
day…It is about getting those reports into court in the morning so the legal
advisors and the Magistrate are fully informed before they are even starting their
day.’ (Interview 2)
‘We may reduce the need for psychiatric reports.’ (Interview 1)
Two interviewees described how the provision of information reduced the likelihood that cases would be
adjourned. The support of L&D practitioners also helped to ensure that service users not on remand
attended their court date, which was an important mechanism for avoiding delays.
‘If we can provide on the day information and on the day assessment, there is no
need to adjourn the case, there’s no need to delay a case for background reports;
so that in itself brings about swifter processing through court.’ (Interview 1)
‘There is less risk for them not to turn up and have their cases adjourned. We
track them through their cases and make sure they turn up and feel supported to
be there. It is reducing the time needed four adjournment, really.’ (Interview 2)
In addition to written information, L&D practitioners may also provide verbal information to courts:
‘We…have staff who work with the court as well, when they are at court and
somebody has concerns…we offer a lot of verbal information at court. By doing
that the court does not have to delay decision making because they have the
information there and then.’ (Interview 3)
‘Magistrate’s court is quicker, because there is someone there and when questions
are asked, they can be answered that day.’ (Interview 13)
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Annex H. Complete economic analysis

H.1. Introduction
The objective of this economic analysis is to compare the NHS England and NHS Improvement (NHS
E&I) commissioning costs of the national L&D scheme with the impact on costs more widely and on
benefits achieved. We take a societal approach, considering the year following L&D referral.
Specifically, the economic analysis compares the costs and benefits resulting from the national L&D scheme
against a historic ‘control’ cohort, identified from among the evaluation cohort, who were charged with an
offence three to four years prior to their L&D referral. As discussed in detail in Annex C, this was the most
appropriate approach to produce as robust a counterfactual as possible given the absence of a randomised
controlled trial and in view of the data available to the research team.
We were able to undertake a cost-consequence analysis, where the costs and outcomes are clearly listed and
compared, but not combined into a single measure of efficiency. A cost-effectiveness analysis, where an
overall measure of efficiency would be provided, was not possible given the available data. In summary, the
economic analysis compares the costs of introducing the national L&D scheme to NHS E&I to any benefits
obtained. All values in this chapter are given in 2018/19 prices.

H.2. Method
H.2.1.

Economic Framework

As recommend in the HM Treasury Green Book,14 a long-list of potential costs and benefits associated with
the national L&D scheme was drawn up, using a societal approach to account for the cross-cutting nature
of the intervention. We clustered the categories of costs and benefits into thematic areas, as follows and set
out in Table H.29 with further details in following paragraphs:

14



Individual level



L&D service provider level



Criminal justice system level



Health services level



Wider societal level.

HM Treasury (2013).
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Table H.29. Potential costs and benefits associated with the L&D scheme that were considered in
the economic evaluation. Costs and benefits are grouped by thematic area with an indication of
whether these could be included in the analysis based on available data.
Thematic area
Individual

Costs/benefits

Health and well-being

Psychological health of individual

Included

Physical health of individual
Quality of life of individual
Psychological health of individual’s family
Quality of life of individual’s family

Service providers
L&D service costs

Capital costs; e.g. installing NHS servers
Revenue costs; e.g. staffing costs

X

In-kind costs; e.g. facilities provided by
police/courts

Criminal justice system
Offending rates

Efficiencies in the police system

X

Number of arrests
Processing of detainees in police custody

Timeliness of court processes

Number of hearings

X

Time from arrest to completion of case

X

Arrest to laying of information

X

Laying of information to first hearing

X

First hearing to completion

X

Number of psychiatric and psychologist
reports required

Diversion from criminal justice service

No further action
Diversion from prosecution
Diversion from custody

X

Accident & Emergency utilisation

X

Health services
Primary care utilisation
Secondary care utilisation

Mental health service utilisation
IAPT utilisation

X

Drug and alcohol treatment utilisation

X

Learning disability services utilisation
Other NHS utilisation
Health service access inequality

Wider society
Productivity
Source: RAND Europe analysis
IAPT indicates Improving Access to Psychological Therapies services
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X

Individual
L&D is expected to have a positive impact on individual health and well-being outcomes. The service is
expected to divert appropriate individuals away from the criminal justice system and into the health service,
which should, in turn, improve their physical and psychological health and quality of life. As a result,
L&D can also be expected to improve the psychological health and quality of life of service user’s direct
family members.
Service providers
L&D is likely to be associated with considerable service provider costs, which can be summarised into three
categories:
1) Upfront capital costs to enable provision of the national L&D scheme, such as the instillation of
NHS servers in numerous police stations to access health service records on site.
2) Ongoing revenue costs, such as the employment of additional L&D staff to deliver the services.
3) In-kind costs where no monetary transaction occurs but goods and services have to be provided to
support the national L&D scheme, e.g. existing facilities at police stations and courts being made
available to L&D staff.
As noted above, we are comparing the costs and benefits of the national L&D scheme against a historic
cohort, identified from the evaluation cohort, who were charged with an offence three to four years prior
to their L&D referral. As the national L&D scheme is being compared to a historic cohort with an arrest
in the period three to four years prior to L&D referral, some of this historic cohort may have had local L&D
services provided to them, although we have no information about that. This economic evaluation,
however, is considering the benefits achieved by the NHS E&I-commissioned national L&D scheme, so
the cost of any local L&D services already provided to the historic cohort are not considered.
Criminal justice system
L&D is hypothesised to impact the CJS in numerous ways. The diversion of appropriate individuals away
from the criminal justice system and into the health service should result in reduced offending rates as
individuals receive appropriate care, which would be expected to reduce offending. Applying this same logic,
it would be expected that the number of arrests should reduce after individuals have been referred to L&D.
L&D is also expected to improve the processing of detainees in police custody, i.e. reducing time and
dedicated resource, as police services benefit from having a qualified health practitioner on site. Moreover,
the information collated by the L&D service and provided to courts is expected to help reduce the need for
adjournments and hence the number of hearings per case. Such L&D service information should also result
in fewer psychiatric and psychological reports being requested by courts before decisions can be made in
the system. As a result of the information collated by the L&D services potentially reducing the number of
hearings and requests for psychiatric and psychological reports, this should in turn reduce time from arrest
to completion of cases.
The diversion of appropriate individuals away from the criminal justice system and into the health service
should increase diversion from criminal justice services, as no further action would then be taken on
individuals who are deemed to require health services rather than criminal punishment, which should also
see an increase in diversion from prosecution and custody.
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Health services
L&D is expected to have differing impacts on various parts of the health service. L&D may have a positive
or a negative impact on primary care utilisation. On the one hand, individuals may be directly referred to
GPs through the scheme while, on the other hand, individuals may be diverted away from primary care to
more appropriate specialised care, e.g. drug and alcohol treatment services.
L&D is hypothesised to have a varied impact on secondary care utilisation. Firstly, it is expected to reduce
A&E utilisation as individuals are diverted to appropriate health services and are therefore receiving
treatment outside of A&E. L&D, however, may be expected to increase mental health, IAPT, drug and
alcohol, and learning disability service utilisation, as L&D seeks to divert appropriate individuals into
the health service. As a result, it is also unclear what net impact L&D might have on the utilisation of other
NHS services.
It is anticipated that the diversion of appropriate individuals away from the criminal justice system and into
the health service may reduce health service access inequality, as some vulnerable individuals will be
accessing health services who otherwise would not have done.
Wider society
It is anticipated that L&D services will have a positive impact at the wider societal level. Productivity in
the economy will be directly impacted if L&D leads to an increase in diversion from custody, as employed
individuals may be able to maintain their job and continue to earn a wage. Productivity may also be
impacted indirectly if L&D improves individual outcomes (e.g. physical and psychological health), as this
may lead to reductions in absenteeism and presenteeism among employed individuals.

H.2.2.

Quantification and monetisation

It was then considered whether each item in Table 1 was quantifiable based on the data available to us, and
if so whether a monetary value could be assigned to it from our available data or the wider literature. The
research team undertook a targeted search of the literature to identify as many monetary values as possible
for items that were quantifiable. Where items in the economic framework could be quantified, the impact
of the national L&D scheme was considered up to one year after the intervention (the follow-up data
available to the research team only covered this time period).
In this way the research team identified several service provider, criminal justice system, health service and
wider societal outcomes and costs that could be both quantified and monetised, as outlined below.


Service providers:
o





National L&D scheme commissioning costs.

Criminal justice system:
o

Reoffending rates

o

Number of hearings

o

Diversion from custody.

Health services:
o

A&E utilisation

o

IAPT utilisation
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o


Drug and alcohol treatment utilisation.

Wider society:
o

Productivity.

No quantified data were available for the health and well-being impacts on individuals or their families.
Table H.30 outlines which of the items were quantifiable and able to be assigned monetary values, with the

sources for each provided in column two and column three respectively. The following paragraphs then
explain in more detail
Table H.30: Data sources for quantifying and costing each item
Cost/Benefit
L&D service costs
Offending rates

Quantification*
£ value**
Service providers
NHS England
NHS England15
Criminal justice system
PNC
‘The economic and social costs of crime’
second edition16

Timeliness of court processes
Number of hearings
Diversion from criminal justice service
Diversion from custody
Secondary care utilisation
A&E utilisation
IAPT utilisation
Drug and alcohol
treatment utilisation
Productivity

Cost of a day in court17

HMCTS

PNC
Cost per prison place and cost per prisoner18
Health services
NHS Reference Costs19
‘Services for people with mental health
problems’20
NDTMS
‘Services for people who misuse drugs or
alcohol’21
Wider society
PNC
‘National Minimum Wage & Living Wage
rates’22

HES A&E
IAPT

Source: RAND Europe analysis
*Ability to quantify impact of national L&D scheme on item with data available to research team
**Ability to cost item with data available to research team

15

Commissioning costs of the national L&D scheme were provided to the research team by NHS E&I

16

Heeks et al. (2018).

17

Law Society (2018).

18

MoJ (2019).

19

NHS England (2020).

20

Curtis & Burns (2018).

21

Curtis & Burns (2018).

22

HM Government, n.d.
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Service providers
Overall L&D service costs were provided to the research team by NHS E&I. More specifically,
commissioning costs of the national L&D scheme were used as a proxy for service costs as this was the only
data available. No data were available on the capital/revenue cost split, and no in-kind cost data were
available. There are two important caveats to note regarding the national L&D scheme service provider
costs, which are given by site in NHS E&I provided the research team with data on the cost of
commissioning the national L&D scheme by site, as shown in Table H.32. In some instances, the service
provider costs were provided by NHS E&I aggregated across more than one site, e.g. Northumbria and
Sunderland combined. Some sites’ costs were missing and so values had to be imputed for Oxfordshire and
North East London, as explained in detail in the Methods.
Overall, the total L&D service provider costs were £29.31 million – or £659 per L&D referral not declined:


£29,311,000 service cost ÷ 44,469 cases = £659 per L&D referral not declined



.

First, no cost data were available for North East London. A value was estimated for that site based on the
cost of the West London site and the proportion of L&D referrals not declined in North East London
compared to West London. West London was deemed to be the most appropriate proxy for North East
London costs as both sites are based in Greater London. The proportion of L&D referrals not declined in
North East London compared to West London was used to weight the costs to account for differences in
service activity across the two sites.
Second, cost data were provided by NHS E&I for Oxfordshire and Berkshire combined and we do not have
referral information for Berkshire. Half of the combined cost was assigned to Oxfordshire. This was deemed
the most appropriate approach after consultation with NHS E&I, given the data available.
Criminal justice system
Offending rates are quantifiable using PNC data, measured as rate of offending per person per month, and
can be costed using ‘The economic and social costs of crime’.23
No data were available to enable us to assess the impact of L&D on numbers of arrests or on the costs of
processing by the police of detainees.
Timeliness of court processes is quantifiable using HMCTS data, and the number of hearings can be costed
using ‘Cost of a day in court’;24 this is assuming that a hearing takes half a day of court time on average, i.e.
four hours, as outlined by the Institute for Government.25
Diversion from custody is quantifiable using PNC data, measured as the proportion of offences resulting
in a custodial sentence, which can be costed using ‘Costs per prison place and costs per prisoner’.26 The
average length of a custodial sentence among the evaluation cohort is also captured in the PNC data.

23

Heeks et al. (2018).

24

Law Society (2018).

25

Institute for Government (2019).

26

MoJ (2019).
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Health services
Data to enable estimation of the impact of L&D on use of primary care services were not available, nor was
it possible with the data available to quantify the impact of L&D on reducing inequalities of access to health
services.
A&E utilisation is quantifiable using NHS ‘Hospital episode statistics (HES)’27 A&E data, captured as
A&E utilisation per person per month, and can be costed using ‘NHS reference costs’.28
IAPT utilisation is quantifiable using IAPT data, captured as attended face-to-face IAPT appointments per
person per month, and can be costed using Personal Social Services Research Unit (PSSRU) unit costs on
‘Services for people with mental health problems’.29
Drug and alcohol treatment utilisation is quantifiable using NDTMS data, measured as attendances per
person per month, which can be costed using PSSRU unit costs on ‘Services for people who misuse drugs
or alcohol’.30
Wider society
Productivity in the UK economy will be directly impacted if L&D leads to an increase in diversion from
custody, as more individuals will be able to earn a wage, which is quantifiable assuming eight hours are
worked a day and can be costed using the ‘National Minimum Wage & Living Wage Rates’.31

H.2.3.

Unit of the economic analysis

The unit of analysis for the economic evaluation is ‘per L&D referral not declined’ as we are interested in
the impact of the national L&D scheme on those who actually received the service. The MDS captures the
number of L&D referrals during our evaluation window (1 January 2017 to 30 September 2017) across the
27 sites included in our evaluation, shown in Table H.31; this excludes those without a referral date, those
without a specified male or female gender, and those born in 2000 or later as we are only interested in adult
services. These data most accurately represent the number of individuals receiving the intervention in our
evaluation window.
Table H.31. Number (%) of individuals referred to L&D services during evaluation window
Time period

L&D referrals

L&D referrals declined

45,323

L&D referrals not
declined
33,352 (73.6%)

Nine-month evaluation
window
12-month equivalent

60,431

44,469 (73.6%)

15,961 (26.4%)

Source: MDS & RAND Europe analysis

27

NHS Digital (2020).

28

NHS Improvement (2018).

29

Curtis & Burns (2018).

30

Curtis & Burns (2018).

31

HM Government, n.d.
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MDS referral data was scaled up from nine to 12 months, assuming a consistent rate of referrals for the final
3 months, to ensure it is comparable with the national L&D scheme commissioning costs, which were
provided as annual values. Table H.31 shows that 26.4% of individuals referred to L&D during the
evaluation window declined the referral, with 73.6% not declining and therefore assumed to receive L&D
services.

H.3. Results
The following sections present the estimated monetised impacts of L&D. All of the estimates are brought
together in a summary table at the end – Table H.33.

H.3.1.

Service providers’ costs

NHS E&I provided the research team with data on the cost of commissioning the national L&D scheme
by site, as shown in Table H.32. In some instances, the service provider costs were provided by NHS E&I
aggregated across more than one site, e.g. Northumbria and Sunderland combined. Some sites’ costs were
missing and so values had to be imputed for Oxfordshire and North East London, as explained in detail in
the Methods.
Overall, the total L&D service provider costs were £29.31 million – or £659 per L&D referral not declined:


£29,311,000 service cost ÷ 44,469 cases = £659 per L&D referral not declined

Table H.32. L&D service provider costs by site (£’000)*
Site name
Avon & Wiltshire
Barnsley
Black Country/Dudley & Warsaw
Cleveland
Durham
Middlesbrough
Cornwall & Devon
Coventry
Doncaster & Rotherham
Dorset
Hampshire
Lancashire
Leicestershire
Liverpool
NE London
Norfolk & Suffolk
Northamptonshire
Northumbria
Sunderland
Nottingham
Oxfordshire

Service cost (£’000)
1,294
291
1,513

1,821
1,488
664
504
762
1,371
1,381
711
1,972
2,433
2,172
670
1,668
1,142
1,446
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Sheffield
Somerset
South Essex
Sussex
Wakefield
West London
TOTAL

412
596
923
1,394
414
2,269
29,311

Source: NHS E&I
*Imputed or estimated costs presented in italics

H.3.2.

Criminal justice system costs and savings

Offending rates
The national L&D scheme does appear to have a statistically significant impact on the probability of
offending in the 12-month post-L&D period in the evaluation cohort compared to the historic cohort.
This result, however, is an artefact of the study design, as members of the historic cohort must necessarily
have committed future offences to be included in the evaluation cohort, meaning it is not an appropriate
comparator for analyses of offending. As a result, it was not possible to include an analysis of the impact of
L&D on offending rates.
Number of hearings
The national L&D scheme was found not to have a statistically significant impact on the probability of
there being more than one hearing per case in the 12-month post-L&D period in the evaluation cohort
compared to the historic cohort.
There may, however, be a positive association between L&D and the probability of having more than one
hearing per case, with an average increase in probability of 36% in the year post-L&D referral (p=0.11). It
is important to note that this effect is not significant at conventional levels.
A 36% increase in the probability of more than one hearing would suggest that 16,009 individuals have at
least one additional hearing in their case:


0.36 higher probability of >1 hearing × 44,469 cases = 16,009 cases with an additional hearing.

Assuming everyone with an additional hearing has a total of one additional hearing, which takes on average
half a day of court time,32 this results in a total additional cost of £21.55 million, or £485 per L&D referral
not declined:


16,009 cases with an additional hearing × 0.5 days x £2,692 cost of a court day = £21,548,114



£21,548,114 cost of additional hearings ÷ 44,469 cases = £485 per L&D referral not declined.

Diversion from custody
The national L&D scheme was found to have a statistically significant impact on the likelihood of receiving
a custodial sentence, reducing the probability by 42% (OR 0.58, 95% confidence interval 0.46-0.74) in

32

Institute for Government (2019).
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the L&D period and by 45% (OR 0.55, 95% confidence interval 0.43-0.70) in the 12-month post-L&D
period. The overall impact of L&D on the likelihood of receiving a custodial sentence during or after the
L&D period has a p-value of 0.05.
PNC data show that across the evaluation cohort 14.5% of offences in the 12-month pre-L&D period
resulted in custodial sentences, suggesting that a total of 6,448 individuals would have received a custodial
sentence without accepting a referral to L&D:


0.145 probability of custodial sentence × 44,469 cases = 6,448 expected custody cases.

L&D was found to significantly reduce the probability of receiving a custodial sentence by 45% in the in
the 12-month post-L&D period, suggesting 2,902 fewer individuals received a custodial sentence as a result
of the national L&D scheme:


0.45 lower probability of custody × 6,448 expected custodial sentence cases = 2,902 fewer custody
cases.

Data on the lengths of custodial sentences show that they are subject to a highly skewed distribution, with
a large proportion of short sentences but a substantial ‘tail’ of much longer sentences. As a result, the median
sentence length is much shorter than the mean sentence length. We therefore illustrate the impact not only
of assuming that the custodial sentences avoided are of mean length but also the more modest impact if it
is more conservatively assumed that the custodial sentences avoided would have been of median length.
PNC data show that the median length of a custodial sentence for the offence leading to L&D referral
(n=664) is 70 days, whereas the mean is 222 days, due to small numbers of offenders receiving long
sentences. People, however, are generally automatically released from prison halfway through their custodial
sentence, so it was assumed only half of this time was served in prison.33 Note that we have excluded
sentences longer than 15 years to avoid skewing the data, as this was the mean sentence length of
murder/manslaughter assumed in the evaluation of the L&D trial schemes, based on correspondence with
the MoJ.34
Considering the more conservative, 70-days, median length of a custodial sentence served; 2,902
individuals avoid serving, on average, 35 days in custody, suggesting that 101,570 fewer days are served in
prison because of the national L&D scheme:


2,902 fewer custody cases × 35 days in custody = 101,570 fewer days served in prison.

Combining this information with the cost of a prison place, which is £43,213 per year or £118.39 per day,35
the national L&D scheme results in a saving of £12.03 million, or £270 per L&D referral not declined.


101,570 fewer days served in prison × £118.39 cost per prisoner per day = £12,025,053



£12,025,053 saving from fewer prison days ÷ 44,469 cases = £270 per L&D referral not declined.

33
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Considering the rather longer, 222-day, mean length of a custodial sentence served; 2,902 individuals
avoid serving on average a 111-day custodial sentence, suggesting that 322,122 fewer days are served in
prison because of the national L&D scheme:


2,902 fewer custody cases × 111 days in custody = 322,122 fewer days served in prison.

Combining this information with the cost of a prison place, which is £43,213 per year or £118.39 per day,36
the national L&D scheme results in a saving of £38.14 million, or £858 per L&D referral not declined.


322,122 fewer days served in prison × £118.39 cost per prisoner per day = £38,136,597



£38,136,597 saving from fewer prison days ÷ 44,469 cases = £858 per L&D referral not declined.

H.3.3.

Health services’ costs and savings

A&E utilisation
The national L&D scheme was found to have no statistically significant impact on A&E utilisation.
IAPT utilisation
The national L&D scheme was found to have no statistically significant impact on IAPT utilisation.
Drug and alcohol treatment utilisation
The national L&D scheme was found to have no statistically significant impact on drug and alcohol
treatment utilisation.

H.3.4.

Wider societal impacts

Productivity
As explained in the above discussion of diversion from custody, L&D appears to result in 2,902 fewer
custodial sentences per year amongst those not declining their referral. The post-April 2016 MHSDS data
(n=2,738) suggests that 16.7% of the evaluation cohort are employed, suggesting 485 employed individuals
avoided custody because of the national L&D scheme:


0.167 probability of being employed × 2,902 fewer custody cases = 485 employed cases avoiding
custody.

Considering the more conservative median length of a custodial sentence served; 485 employed
individuals avoid serving on average 35 days in custody, suggesting that 16,975 additional days are worked
because of the national L&D scheme:


485 employed cases avoiding custody × 35 days in custody = 16,975 additional days worked.

Assuming a typical working day is eight hours long and is paid at the national minimum wage is, which is
£7.83 per hour for those aged 25 years and over,37 this suggests £1.06 million of productivity is generated
through wages which otherwise would not have been earned, or £24 per L&D referral not declined:


16,975 additional days worked × 8 hours × £7.83 minimum hourly wage = £1,063,314

36

MoJ (2019).

37

HM Government, n.d.

186
RAND Europe

Outcome Evaluation of the National Model for Liaison and Diversion


£1,063,314 productivity generated ÷ 44,469 cases = £24 per L&D referral not declined.

Considering the rather higher mean length of a custodial sentence served; 485 employed individuals
avoid serving on average 111 days in custody, suggesting that 53,835 additional days are worked because of
the national L&D scheme:


485 employed cases avoiding custody × 111 days in custody = 53,835 additional days worked.

Assuming a typical working day is eight hours long and is paid at the national minimum wage, which is
£7.83 per hour for those aged 25 years and over,38 this suggests £3.37 million of productivity is generated
through wages which otherwise would not have been earned – or £76 per L&D referral not declined:


53,835 additional days worked × 8 hours × £7.83 minimum wage = £3,372,224



£3,372,224 productivity generated ÷ 44,469 cases = £76 per L&D referral not declined.

H.4. Summary
Table H.33 brings together in one place the various monetised impacts whose estimation was described
above.
Table H.33. Summary of L&D economic impacts
Costs (shown as negative) and benefits (positive)

Total

Per L&D
referral not
declined

- £29.31m

- £659

(- £21.55m)

(- £485)

£12.03m/£38.14m

£270/£858

£0
£0
£0

£0
£0
£0

£1.06m/£3.37m

£24/£76

Service providers
L&D service costs
Criminal justice system
Timeliness of court processes
Number of hearings*
Diversion from criminal justice service
Diversion from custody, based on median/mean
sentence length avoided
Health services
Secondary care utilisation
A&E utilisation
IAPT utilisation
Drug and alcohol treatment utilisation
Wider societal
Productivity, based on median/mean sentence length
avoided
Source: RAND Europe analysis
*Not statistically significant at conventional levels but p=0.11

38
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The national L&D scheme has considerable service costs, amounting to a total of £29.31 million or £659
per L&D referral not declined.
The national L&D scheme may also be associated with a further total cost of £21.55 million, or £485 per
L&D referral not declined, due to additional hearings. This impact was not significant at conventional
levels (p=0.11), and so could be ignored. We report it here, however, as the low p-value suggests at least
that the possibility of there being additional court hearings as a result of L&D could be worth further
research in future if additional data become available.
The national L&D scheme appears to be associated with some savings to other parts of the criminal justice
system, as well as with productivity gains for wider society. When considering the median diversion from
custody, L&D is associated with a total saving of £12.03 million, or £270 per L&D referral not declined,
and total productivity gain of £1.06 million, or £24 per L&D referral not declined. When considering the
mean diversion from custody, L&D is associated with a total saving of £38.14 million, or £858 per L&D
referral not declined, and total productivity gain of £3.37 million, or £76 per L&D referral not declined.
Interestingly, the national L&D scheme was not found to have any impact on the quantifiable health service
utilisation outcomes.
It is perhaps no surprise that the picture remains largely unclear with respect to many of the outcomes,
particularly given the heterogeneous nature of both the individuals being referred into the L&D scheme
and the services that are available locally once in contact with the L&D scheme.
Despite this, the economic evaluation has provided some interesting findings. The national L&D scheme
appears to be directly contributing to savings in the criminal justice system, through diversion from custody,
as well as enabling greater levels of productivity – again due to diversion from custody. Assuming mean
levels of sentence length avoided, and omitting cost impacts that are not statistically significant, we have
found that the L&D service cost of £659 per L&D referral is more than offset by the £933 savings due to
diversion from custody (£857+£76). If, however, we were to assume only median levels of sentence length
being avoided, the L&D service costs of £659 per L&D referral not declined, would exceed the £294 savings
due to diversion from custody (£270+£24). If, in reality, L&D does lead to additional court hearings, then
the overall net impact would be worsened accordingly.
In conclusion, the national L&D scheme has a significant and direct impact on certain areas of the criminal
justice system and wider society, but a lack of data meant that many of the potential costs and benefits could
not be quantified in the economic analysis.
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Annex I. Approvals and consent

I.1.

Approvals

Ethical approval for the study was received from the HRA in November 2016 (IRAS project ID 21237;
REC reference 16/EE/0420). Ethical conduct of the study was also part of the review conducted before
Data Sharing Agreements were signed with MoJ, NHS Digital and NDTMS. Data Sharing agreements
were in place between RAND, NHS Digital and MoJ.

I.2.

Consent from L&D service users

All steps were taken by the RAND research team to ensure that consent was informed and voluntary.
Consent was administered by front line L&D practitioners. All practitioners received training in how to
administer consent (delivered by the NHS England team) based on materials designed by the RAND
Research Team. To assist L&D staff with explaining to service users why we were asking for consent, the
RAND team provided an explanatory information sheet (in both Plain English and Easy Read formats) and
a consent form (in both Plain English and Easy Read). L&D practitioners were instructed that, along with
the consent form, these should be read through and discussed with the service user until they are satisfied
that the contents of these documents had been understood. Practitioners were instructed that a service user
should only be asked to sign the consent form if they have fully and demonstrably understood the
information given and are happy to do so. The guidance notes for practitioners, participant information
sheet and declaration of consent form are included below.
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Liaison & Diversion
Guidance Notes for the Collection of Personal Data
for Evaluation
Version 4, 26 October 2016

Introduction
The L&D minimum dataset is anonymised since NHS England does not provide direct
patient care and therefore has no legal basis to receive personally identifiable data for
service users.
RAND Europe, the independent research organisation that evaluated the national L&D
model in 2015, has been commissioned to carry out further research into the impact
of L&D on reoffending, diversion and utilisation of health services. To look at these
outcomes, data needs to be obtained from other datasets such and PNC (for criminal
justice data), NDTMS (for substance misuse treatment data) and NHS Digital datasets
(for healthcare utilisation data).
In order to obtain this outcome data, the personal identifiers of service users are
required so that the necessary data can be identified and extracted. This patient
identifiable data can legally be provided directly to the research team, provided that
informed consent is obtained from the service user.
Requirements
The research methodology requires that data collected over a five to six month period
by all Wave 1 and Wave 2 schemes is linked to other datasets. In order to do this, in
addition to the minimum dataset, we require consent to share personal identifiers for
the purposes of this research to be gathered from as many service users as possible.
There are no plans to link data for children and young people under 18 years or for
those who do not have the capacity to consent for themselves; this collection applies
to adults with the capacity to give informed consent only. As such, an important
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part of the consenting process will be your assessment of a service user’s ability to
fully understand what they are agreeing to and any implications thereof.
A consent form has been drawn up and agreed by the NHS England legal team,
Ministry of Justice, NHS Digital and Public Health England. You will need to insert the
name of your service where indicated. This should be introduced in November 2016
and collected until further notice (we anticipate that the recruitment period for the
research will continue until April 2017 but will confirm this once the research team have
reviewed the volumes of service users giving consent). Forms should be retained and
stored locally.
To assist with explaining to service users why we are asking for consent, we have also
provided an explanatory information sheet (in both Plain English and Easy Read
formats; see version 4) and a consent form (in both Plain English, version 4 and Easy
Read, version 3). Along with the consent form, these should be read through and
discussed with the service user until you are satisfied that their contents have been
understood. The service user should only be asked to sign the consent form if they
have fully and demonstrably understood the information given and are happy to do so.
You should keep one copy of the form and give the other to the service user. All signed
forms should be stored in a locked cabinet at a central location, to be securely
transferred to the research team at a later date.
If the service user is happy to participate in the research (i.e., has given verbal
consent) but cannot sign the consent form for any reason, you may ask a witness to
sign and date the form on their behalf. The witness should be a neutral person,
independent of the research, who is capable of affirming a service user’s consent or
lack thereof and who the service user is comfortable with doing so.

Recording Personal Identifiers
Where consent is obtained from a service user, the L&D Personal Data Sheet should
be completed in addition to the standard minimum dataset. The standard minimum
dataset should be updated to indicate that consent has been obtained as shown
below.
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Sort Column Local Case Identifier Consent to Link Data
0 ‐ Ongoing
1 ‐ Yes
1 ‐ Complete
2 ‐ No
1 ‐ Complete WN002211
0 ‐ Ongoing WN003379

1 ‐ Yes
1 ‐ Yes

The Personal Data Sheet contains six fields:
Local Case Identifier
This is the same identifier against which the case is recorded in the main L&D dataset.
Forename
Surname
Gender
This field includes a drop down menu with the options ‘Male’, ‘Female’ and ‘Other’ in
line with those used in PNC.
Date of Birth
Dates should be recorded in the format DD/MM/YYYY
NHS Number
Whilst we recognise that this may not be available in all cases, please ensure that
NHS number is recorded whenever possible as this will greatly improve the chances
of successfully linking to health datasets.
It is essential that these data are recorded as completely and accurately as possible.
The success of data matching is dependent on this.
The dataset should be stored securely and not shared with NHS England. The
volumes of service users consenting to data sharing will be monitored on a monthly
basis through your usual data return. Once the RAND research team are ready to
start linking data, they will contact you to make arrangements for the secure transfer
of the Personal Data Sheet to them. We anticipate that this will be in early 2018.
Should you have any queries about this process, please contact Karen Ambrose,
karenambrose@nhs.net or the study’s Chief Investigator, Emma Disley,
liaisondiversion@rand.org.
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Information Sheet
Request and Consent for Sharing your Information
Outcome evaluation of offender Liaison and Diversion trial schemes

If there is anything you do not understand in this form, or if you have any
questions, please ask the person who gave you the form for help.
You can also contact the study’s Chief Investigator, Dr Emma Disley, via
liaisondiversion@rand.org or by phone on: 01223 353329.
Introduction
As a user of Liaison and Diversion services, the attached consent form is seeking
your permission to use some basic personal information about you (for example,
your name, date of birth, etc.) to find out how you use health care and other
services. RAND Europe has been asked by the Department of Health to find this
out in order to understand how helpful Liaison and Diversion services are.
This information is for a research project being done by RAND Europe into how
effective Liaison and Diversion services are and to help improve the care that
people receive on their journey through the criminal justice system.
If you find it hard to understand the words or meaning of this document then
please ask the person who gave it to you for the ‘Easy Read’ version.
Why we would like to share your personal information
Understanding how you access health and support services is very useful for
helping to plan and develop services that can best meet people’s needs in the
future. To do this, data collected about you by the Liaison and Diversion
Programme needs to be matched with other government departments’ datasets so
that we can produce statistics about how you access different services and
evaluate the success of these services. We are only able to create these data
matches by matching an individual’s personal information (e.g. name, date of birth).
RAND Europe is a not-for-profit research organisation that helps to improve policy
and decisionmaking through research and analysis. NHS England, the body
responsible for commissioning (buying or arranging) Liaison and Diversion services,
is working with RAND Europe to carry out this study.
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Who we would like to share your personal information with

We would like to share your personal information with RAND Europe.
RAND Europe will then share your personal information with the government
departments listed in the table below:
Name of
Type of information that will be Why this information is
Government
accessed
needed
Department
Ministry of Justice
This type of information will
help us to understand if
• Police National Computer for
Liaison and Diversion
details of any contact you may
services have an effect on
have had with the police or
people’s contact with the
courts.
police and courts.
NHS Digital (the
national provider
of healthcare
data)

Public Health
England

• ‘Hospital Episode Statistics’ for
details of healthcare services
such as A&E and inpatient
services that you may have
accessed.
• ‘Improving Access to
Psychological Therapies
Dataset’ for details of services
you may have used for
common mental health
problems like anxiety and
depression.
• ‘Mental Health Minimum
Dataset’ for details of any other
mental health services you
might have used.
• ‘National Drug Treatment
Monitoring System’ for details
of any drug or alcohol treatment
services you may have
accessed.

This type of information will
help us to understand if
Liaison and Diversion
services have an effect on
how people use healthcare
services for medical
reasons (in hospitals) and
for mental health issues.

This type of information will
help us to understand if
Liaison and Diversion
services have an effect on
people’s use of drug and
alcohol treatment services.
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What personal information will be shared
The personal information about you that we would securely share includes the
following, although we may not collect and share all of this information about every
person:
• Basic information, i.e. your name, date of birth and gender
• NHS number
How your personal information will be used
The government departments listed in the table above will match your personal
information with the other personal information which they hold about you. The
type of information they will find is also described in the table above.
When the information has been matched, your basic personal information (i.e., NHS
number, name, date of birth, gender) will be removed to protect your privacy. This
means that it will be much more difficult to identify you or anyone else from the
information.
The government departments will then send your matched information, along with
the information of many other Liaison and Diversion service users, back to RAND
Europe. RAND Europe will then link and analyse your information and those of
other service users across all the datasets mentioned in the table above.
How your personal information will be protected
No other people outside RAND Europe and the government departments above
would have access to your personal information. Your information will be combined
with that of many other service users to inform the research findings. These findings
will be published in a publicly available report and possibly other publications. It will
not be possible to identify you in any publications that come from the study.
Strict arrangements will be in place to make sure that the government departments
and RAND Europe:
• Store your personal information securely according to the Data Protection Act
(1998) and the ‘Caldicott Principles’. This means that your information will
always be stored on a secure computer server which is protected with a
password. It will never be taken out of the offices of RAND Europe or the
government departments above.
• Transfer your personal information securely according to the Data Protection
Act (1998) and the ‘Caldicott Principles’. This means that your information will
be sent between the Liaison and Diversion service, RAND Europe and the
government departments above using either secure, encrypted e-mail or an
online government file-sharing portal.
• Destroy your basic personal information (name, age, gender and NHS
number) as soon as data has been matched.
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• Destroy all of your personal information 12 months after the publication of the
research findings.

Benefits and disadvantages of taking part
There will not be any direct benefit to you of taking part in this study. However, we
hope that this research will lead to wider benefits in the future. If they are found to
be working well then this service may be made available to anyone who needs it in
England. At the moment only 50% of the country has access to this support
service.
Sharing your information is voluntary
You do not have to agree to share your personal information if you do not want to. If
you decide not to share your information, your care or support from the Liaison and
Diversion service will not be affected in any way.
If you are happy for your information to be shared and used as described in this
form, please sign the attached consent form. If you are happy for your information
to be shared, but you need another person to sign the form for you, you can ask for
a ‘witness’ to sign on your behalf.
Losing capacity to consent during the study
Should you for any reason lose capacity to consent during the study, we would
keep and use the data collected with consent confidentially, as described above.
Study review and approval
This study was reviewed and commissioned by the Department of Health. It was
also reviewed and approved by the East of England – Essex Research Ethics
Committee and your local Clinical Research Network.
Any concerns?
If you have a concern about this study, you should contact the research team using
the details at the top of the document. If you remain unhappy and wish to complain
formally, you can do this by contacting your local Patient Advice and Liaison
Service (PALS). You can get details from the person who gave you this document,
or your local NHS Trust.
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Information Sheet
Can we use your details to get more information?
A study to look at services working with offenders to give them the healthcare and other
help they need

?
?

The Liaison and Diversion programme would like to find
out about how you use healthcare and other support
services.
To do this, the Department of Health has asked an
organisation called ‘RAND Europe’ to do some research.

This may show if Liaison and Diversion services and
others are helping people with their health problems and
also to not break the law anymore.

If NHS England can show how well the Liaison and
Diversion service is working then they will know if they
should be used in all areas of England.
At the moment only half the country gets help from this
type of service if they need it.

To get the information, your Liaison and Diversion service
need to give RAND Europe and other government
departments basic information about you.
For example, your name and when you were born.
This lets them find the right information about how you
used services and send this back to be researched.
1
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You do not have to say ‘Yes’ and you should only take part if you want to.
The personal details about you that might be used are:
- Your name
- Your date of birth
- What sex you are
- Your NHS number

If you agree, your Liaison and Diversion service will send
these details to RAND Europe.
RAND Europe will then send it to some government
organisations, who will use it to find more information
about you. The government organisations will send the
new information they find back to RAND Europe.
When RAND Europe get sent the extra information back
your name and other personal details will be deleted.
This makes it much harder to know who the information
is about.

The government organisations who might be asked to give new information back are:
- The Ministry of Justice
- NHS Digital
- Public Health England
The type of information that will be sent from these
organisations includes:
• Details of any contact you might have had with the
police or courts.
• Details of healthcare services that you may have
used, like if you went to the hospital.
• Details of services that help with mental health
problems.
• Details of any drug or alcohol treatment services
you might have used.
2
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The information that RAND Europe gets will be kept safe
and will be protected by a password.
When it is shared, it will be done in a safe way over email or a website.
The information about how services are used will be kept
until one year after the study finishes, at the most.
Your information will only be seen by a few people who
work on this project and they will not know who the
information is about.

Your information will help with our study.
The findings may not help or change your situation at the
moment but we hope that it will help other people in the
future.

The things the study finds out will be put into a report
that people will be able to read.
Your name and personal details will not be included in
the report.
The report will be on the internet and maybe in other
reports or books.

Before any research goes ahead it has to be checked by a
‘Research Ethics Committee’.
Their job is to make sure that the research is fair for
those taking part.
This study has already been checked by the East of
England-Essex Research Ethics Committee.
3
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?

The form you will be given next is called a Declaration of
consent form.
You can choose whether to give your consent.
This means you can say if you are happy for your
personal details to be used to help RAND Europe find out
how you used other services. You do not have to give
consent and you should only agree if you are happy
about it.

If you want to give consent you can sign your name and
today’s date at the bottom of form.
If you want to give consent, but you cannot write on the
form, you can ask for another person (a ‘witness’) to sign
for you.

You first need to read some statements to show you have
understood all the information explained here.

If you have any questions about the form or you are
worried about the study you can ask the person who
gave it to you for help.

You can also email Emma Disley
liaisondiversion@rand.org or phone her on 01223
353329. She does the research.

4
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Explaining words used in the form
• The form refers to ‘databases’ and ‘data sets’ several times.
‘Data’ is another word for information gathered about a person or thing.
A database is a term for a place where electronic information is recorded and stored and a
dataset is a when some of this information is grouped together and used separately.
• The form uses the word ‘statistics.’
This describes when large amounts of data are looked at in detail to help someone understand
more about things.

5
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Declaration of Consent
Outcome evaluation of offender Liaison and Diversion trial schemes
Chief Investigator: Dr Emma Disley, Associate Director of Home Affairs and Social Policy
RAND Europe, Westbrook Centre, Milton Road, Cambridge, CB4 1YG
Please circle

1.

I have read and understood the Information Sheet (version 4) for
this study.

Yes / No

2.

I have had a chance to think about the information, ask questions
and have had these answered well.

Yes / No

3.

I understand that my participation is voluntary and that I am free
to not take part without my care or rights being affected.

Yes / No

4.

I understand that the [INSERT NAME OF L&D SERVICE] will
share my personal information with RAND Europe, Ministry of
Justice, NHS Digital and Public Health England where it is
relevant to my taking part in this research.

Yes / No

5.

I understand that the information held and maintained by NHS
Digital, Ministry of Justice and Public Health England may be
used to provide information about me and my health status.

Yes / No

6.

It has been explained to me that this will be done confidentially
and that the information will be used solely for the purposes of
matching with other datasets for the purpose of service planning
and evaluation.

Yes / No

7.

I agree to take part in the above study.

Yes / No

Name of patient ……………………………

Date…………………………………..

Signature…………………………………….
Name of witness……………………………

Signature of
witness……………………………….

One copy should be retained by the participant, and one by the person administering consent
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Can we use your details to get more information?
A study to look at services for offenders that help them get the health care and
other assistance that they need

Declaration of Consent

This form is for you to give your consent. This
means you give permission for your information to
be used, but only if you are happy to.

It will be used in a research study. The details are
described in the Information Sheet (version 4) you
should already have been given.

1. You need to read and understand the Information Sheet first.
2. Then read the following statements.
3. Then if you want to, you can give your consent by signing your name.
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You need to draw a circle around the ‘Yes’ or ‘No’ for each statement to say if you
agree or do not agree with what it says.
1.
I have read the Information Sheet for
this study and I understand it.

Yes / No

2.
I have had a chance to think about the
information and to ask questions.

Yes / No

My questions were answered well.

3.

?

I understand that it is up to me if I want
to take part.

Yes / No

I know I am free to not take part and this
would not affect my care or my rights.

4.
I understand that the [NAME OF L&D
SERVICE] will share my personal
information with the following
organisations:
1. RAND Europe
2. Ministry of Justice
3. NHS Digital
4. Public Health England

Yes / No
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5.
I understand that the information held
(by NHS Digital, the Ministry of Justice
and Public Health England) might be
Yes / No
used to give information about me and
things about my health.
It has been explained to me that this will
be confidential.
6.
I know that it will only be used to get
more information from other datasets.

Yes / No

I understand this is how the study can
get more information about how I use
services.

7.
I am happy to take part in the study.

Yes / No

If you have circled ‘Yes’ to all the statements you can sign your name.
Signing your name means you give consent for your information to be used.
Write your full name………………………………………………………………………………….........………
Today’s
Your signature………………………………………………………..
Date………………………………….
Witness
Witness
name………………………………………………….. signature…………………………………………………..
One copy of the form for the person giving consent, and one for the person asking for it.
This form was written by Chief Investigator: Dr Emma Disley, Associate Director of Home Affairs and
Social Policy, RAND Europe, Westbrook Centre, Milton Road, Cambridge, CB4 1YG.

