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Preface
This is the final report of the first year of NeuroTriage, and is written at a time when one of our
clients, Pat1, is struggling to get the much needed medical and social care he needs. The rest
of the report will be written as one might expect; a summary of the service, its outcomes, and
recommendations for further work. However in examining the bigger picture, we run the risk of
losing sight of the individuals at the heart of our work. People defined as having ‘multiple and
complex needs’ are amongst the most vulnerable in our society. Unfortunately when those
needs interact with homelessness and addiction, they are also amongst the most rejected of
our society. People are viewed as complex and difficult to engage, but we do not become
complex without having had complex histories, and problems with engagement often come
with complexities of attachment struggles and experiences of rejection. Despite this
knowledge, somehow the vulnerabilities get missed as they are overshadowed by prejudice,
bias, and barriers to services.
All of the following comments have been made by professionals who have come into contact
with NeuroTriage clients:





“He doesn’t have any rehab potential”
“It’s his choice to be on the streets”
“We’ll see her when she stops drinking”
“This is addiction, not mental health”

At the time of writing, Pat is currently, in the hospital Emergency Department, having been
taken there on three occasions in the last 24hrs, yet he still hasn’t been admitted for
assessment. A formal capacity assessment has been completed by NeuroTriage and taken
with him to the hospital, the paramedics who took him to the hospital agreed with the view that
the gentleman lacks the capacity to understand his treatment needs. However, because he is
well known to the hospital, has caused difficulties in the past, is under the influence of alcohol,
and can be difficult at times, he is allowed to leave because according to hospital staff “He
doesn’t lack capacity, he is just drunk”. Support staff have spent 49 hours with him over the
last week, they are tired, stressed, have already had time of sick due to the impact the work
has on their wellbeing, and are likely to have further time off should the working context not be
improved.
Pat has a specialist neurorehabilitation bed available to him, but:
1. He can only access the bed if has been detoxed first. Alcohol is precipitating his decline
and damaging his cognition, but it is his way of coping with the traumatic experiences he
has had
2. Pat can only be detoxed if he agrees to it, but he is dependent on alcohol.
3. Pat can only be admitted to the hospital ARBD process if he has been through two stages
of triage. He won’t wait in the Emergency Department, and security staff don’t want him
there.
4. Community social workers won’t see him unless he consents
5. Hospital social workers won’t see him unless he is admitted
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Pseudonyms are used throughout this report

3

Pat and others like him are caught in a series of Catch 22 scenarios which ultimately lead to
further deterioration. If Pat was an 85 year old lady, or a 23 year old student, the care received
would look very different. He is seen as a nuisance, not as a vulnerable person in need. His
behaviours and demographics mask his vulnerability. This is leading to some services failing
to look past the surface presentation, and see his significant needs. If his health and care
needs are not addressed soon, he will on up on a palliative pathway. If Pat did not receive the
high level of support worker input he gets, he would likely by now have hurt someone and if
that support comes to an end, he will likely end up in prison. If we do not address the way we
manage people soon, the numbers will just keep growing, because we will continue to see
people, not as people, but as labels, statistics, and problems we don’t want to engage with.
Pat’s case is not unusual. It is hard, it is complex, and it may not have a positive outcome.
Some of the people who work with this person care deeply and are trying to make a
difference. It is taking its toll on them, but again this is not unusual. The homeless sector is
filled with people who are either exhausted by pathological empathy, or cynical due to
compassion fatigue. Things have to change otherwise staff will continue to burnout and
patients will continue to die.
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Direct Casework
2019 saw the completion of a one-year pilot by NeuroTriage and partners (The Disabilities Trust, Headway,
and Liverpool University) to support homeless people with brain injuries. A total of 67 homeless people
aged 29 to 69 years old were referred into NeuroTriage over the period February 2018 to February 2019.
Thirty five people accessed the Link Worker provision provided by The Disabilities Trust. Individuals
considered for this provision were first screened over two to three sessions, using The Brain Injury
Screening Index (BISI), a self-report measure consisting of 11 core questions (Pitman et al, 2014) and 5
supplementary questions (developed by NeuroTriage) (Table 2). Common impairments included memory,
speech, concentration, comprehension, and mobility. There were also a range of mental health problems
identified, including; low mood (43%) and anxiety (17%). Such issues complicated interactions with other
services such as community mental health, drug and alcohol teams, as well as the ability to maintain
tenancies and employment.

Table 1. Demographics
Characteristic
Age mean, range
21-29
30-39
40-49
50-59
60-69
Ethnicity
White British
White Irish, Gypsy/Irish
Traveler
Other
Employment
Employed
Unemployed
Marital status
Single
In a relationship
Separated
Married

Frequencies
50 years, 26-69 years
1
2
10
20
2

Percentages2

33
1
1

94.2%
2.9%
2.9%

0
35

100%

30
2
2
1

85.7%
5.7%
5.7%
2.9%

2.9%
5.7%
28.6%
57.1%
5.7%

Table 2. BISI characteristics of people referred to NeuroTriage
2

Percentages are rounded to 1 decimal place
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* Other injuries included: x4 falling objects, x2 could not remember, x1 hit by an opening door.
** Injury severity of traumatic brain injuries (TBI) was estimated from the TBI Index. This was determined by
multiplying the number of injuries by the longest length of unconsciousness (in minutes) and ranged
bet
Variable
Frequency
Percentages
wee
Age at first injury mean and
22 years, 26-69 years
n0
range
and
Reports of severe blow to the
91 (3, 1-9)
300.
head (mean, range)
How
ever
Cause of brain injury
, the
Assault
27
29.7%
inde
RTA (Road traffic accident)
22
24.2%
x
Fights
5
5.5%
bas
Falls
16
17.6%
ed
Falls following seizure
4
4.4%
on
Stroke
2
2.2%
min
Domestic violence
4
4.4%
utes
Sports injuries
2
2.2%
of
No reported head injury
2
2.2%
unc
Other*
7
7.7%
ons
ciou
Severity of traumatic brain
sne
injury**
ss is
21
60.0%
yet
Mild (0-10)
2
5.7%
to
Moderate (11-30)
4
11.4%
be
Severe (31-60)
6
17.1%
fully
Very severe (61-300)
2
5.7%
valid
Unknown
ated
Longest loss of consciousness
.
None
1
2.9%
***
> 10 minutes
1
2.9%
77.1
<10 minutes
6
17.4%
%
***Unknown
27
77.1%
repo
rted
Suffer from epilepsy, fits or
23
65.7%
an
blackouts
unk
Significant problems:
now
Mobility
16
n
Memory
33
long
Speech
12
est
Concentration
23
loss
Comprehension
5
of
con
sciousness. This had I direct impact on TBI scores as anyone who was unable to report time of
unconsciousness was given a score of 0. However, it must be noted that all self-reported BI were confirmed
with medical records.
The Linkworker provided information and guidance on additional services that could be accessed by
NeuroTriage clients. They also offered one-to-one interventions and strategies, most commonly to address
memory, attention, behaviour, organising and planning. This included psychoeducation, the introduction
planners in order to aid memory and diaries to assess behaviour and mood. Brain injury awareness training
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enabled people to understand the impact of their brain injury and as a result made it easier to manage their
problems. Tables 3 and 4 summarise two Linkwoker clients and their journey through the service.

The more complex cases were assigned to the Consultant Clinical Psychologist and / or Trainee Clinical
Case study two – Matthew*
Matthew; white, single and aged 54years. His first brain injury was sustained at age 44 when he was hit by a motor
vehicle whilst cycling. He was admitted to hospital where he required surgery for a right acute subdural haematoma
and collapsed lower left lobe and intercranial bolt was fitted. Matthew was seen by the Linkworker on 24 recorded
contacts: 12 one-to-one engagement sessions, 10 liaisons with staff and 1 MDT.
History of
Matthew initially had his own tenancy up until 02/2017 when he was evicted. Following this he
homelessness
experienced homelessness including rough sleeping and hostel services.
History of
Matthew’s medical records reported that he started using drugs at age 19 including heroin and
Alcohol/drug
cocaine. He reported that he currently takes drugs 2 to 3 times a week. Matthew reported previous
misuse
alcohol consumption and medical records stated an alcohol drinking problem in 2018.
Reason for
The referral was made by an alcohol outreach nurse on 02/05/2018. She stated that Matthew
referral
repeated the same stories and did not seem to recognise it.
Screening and
assessment

Actions and
outcomes

Current status of
person

Matthew was screened using the BISI and reported two major blows to the head. His TBI index
score was mild as he could not recall how long he was unconscious following his brain injuries.
After his BI Matthew reported issues with his memory, speech and comprehension. A cognitive
assessment revealed that Matthew had impairments in visuospatial, attention, language, shortterm and long-term memory functioning. This suggested that he had trouble with activities that
involved remembering/recalling information and finding his way around. It also indicated difficulty
with concentration and following the flow of conversation.
With Matthew’s consent, the Linkworker gained access to his medical records to confirm his
reported head injuries on the BISI.
The Linkworker visited Matthew on a regular basis at the hostel to provide support to him and
hostel staff. Actions taken included:
 With Matthew’s consent the Linkworker developed an information sheet to enable staff to
better understand his needs. This allowed hostel staff to develop new ways of working with
Matthew.
 The Linkworker provided Matthew with a brain injury identity card which enabled
individuals to easily identify brain injury survivors and ensured that they received
appropriate support.
 He also received psychoeducation regarding his brain injury and how to understand it.
 The Linkworker made a referral to the Community Specialist Rehabilitation Service to help
aid Matthew with specific goals such as cooking and laundry.
 Due to previous seizures and falls, Matthew consented for staff to send a referral to social
services for a housing assessment. The Linkworker helped facilitate this referral and in
January 2019 a meeting took place with all relevant parties. Once complete, it was
concluded that Matthew would benefit from moving to a more supported environment that
would best suit his needs. Matthew was happy with this move.
Matthew currently resides in a Liverpool hostel and is still awaiting the outcome of his social worker
assessment. He is also due to see a specialist regarding his recent seizures.

Psychologists. These cases had significant mental health problems precipitated by traumatic life events
such as the loss of a family member through murder, severe and sustained abuse during childhood, rape
and sex work. Common coping mechanisms here included self-medication through substance misuse,
often accompanied by multiple attempts at detoxification. These individuals often had multiple health needs
and were rapidly deteriorating and heading towards an early death. They were all well known to existing
services, and required significant levels of input. Some had social workers, and all had some form of
supported accommodation. However, in the experience of NeuroTriage, they all required clinically-led
highly supported accommodation, and were vastly under-provided for in their existing accommodation.
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In the case of Pat, referred to in the preface, there are currently 23 people on the MDT email thread, and
yet no-one from statutory services will take on case management responsibility, and third sector
organisations do not have the necessary power to make decisions relating to health and social care. This is
a familiar picture; those who are giving the most, have the least power to influence the systems or clients
are bouncing around.
The social and moral arguments are easy to make in these cases, but there is also a financial argument to
be made. There are significant inefficiencies in the way the systems currently operate in the management
of our most complex clients.
A health economic analysis was conducted with two of the most complex cases on NeuroTriage’s
caseload. These cases are examined to show the following:
-

12months health costs prior to NeuroTriage involvement
Costs after first contact with NeuroTriage
Costs once moved into adequate supported accommodation
Project 12months cost difference

A cost description analysis was conducted to obtain an estimate of the direct healthcare resource use for
the patients included as a case study before and after initial contact with NeuroTriage. Direct healthcare
resource use for these case studies refers to costs incurred by NHS to deliver care at the primary and
secondary care levels. Indirect costs incurred by local authorities (such as the provision of accommodation)
are presented. Indirect costs incurred by patients (e.g. lost earnings due to illness/homelessness) are not
considered.
The cost analysis adopted the perspective of a local decision maker (Mersey care NHS Foundation Trust)
where only primary and secondary care resource use were considered. Due to availability, the use of
prescribed medication was not included in the analysis. Resource use data were obtained for the 12-month
period before (pre-contact) and after (post-contact) the initial contact by NeuroTriage with the patient.
Primary care resource use
Data on primary care resource use items were obtained from general practice (GP) records. These items
were reported in terms of consultant-led GP visits, practice nurse-led visits, visits led by other healthcare
workers, nurse-led telephone consultations and visits to the practice for services such as flu vaccination
and blood tests.
Secondary care resource use
Resource use items in the secondary care setting were obtained from the Mersey Care Foundation Trust
database. This category of resource use comprised clinic visits, emergency visits, hospital admission,
multidisciplinary team meetings and district nurse visits.
Unit costs
The unit cost of primary and secondary care resource use items were obtained from the Unit cost of Health
and Social Care1 and NHS schedule of reference costs. The total cost of each resource use item pre- and
post-contact was calculated by multiplying the number of items consumed by the corresponding unit cost
for that item. Table 1 shows the unit cost that was applied to each resource use item.
Table 1 Unit cost for resource use items
Resource use
Direct medical
Primary care
- GP visit
- Nurse visit

Description

9.22 minutes with GP
9.22 minutes with band 8a practice nurse @
£103 per hour of patient-related work

Unit
cost

Source

£37.40
£15.82

PSSRU (2018)
PSSRU (2018)
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-

Other visit
Telephone
consultation
Other hospital visit e.g.
flu vaccination
Home visit

Secondary care
- Clinic visit (physical
health)
- Clinic visit (mental
health)
- Emergency visit
(physical and mental
health)

-

Hospital admission

-

Other hospital visit e.g.
counselling
MDT meetings

-

Visit from the district
nurse

9.22 minutes with band 7 professional staff
9.22 minutes with band 8a practice nurse @
£63 per working hour
9.22 minutes with band 6 practice nurse @
£44 per working hour
Alcohol services community (per care
contact)

£8.14
£9.68

PSSRU (2018)
PSSRU (2018)

£6.76

PSSRU (2018)

£115

PSSRU (2018)

Consultant-led clinic visit

£143

Consultant-led clinic visit

£143

Non-elective short-stay episode for mental
and behavioural disorders due to drug or
alcohol use, treated by a non-specialist
mental health service provider: HRG code
WD08Z
Non-elective long-stay for mental and
behavioural disorders due to drug or alcohol
use, treated by a non-specialist mental health
service provider: HRG code WD08Z
9.22 minutes with band 6 practice nurse @
£45 per working hour
Behavioural activation delivered by a nonspecialist: cost per session
1 hour with band 6 practice nurse @ £45 per
working hour

£436

Reference cost
(2018)
Reference cost
(2018)
Reference cost
(2018)

£1,729

Reference cost
(2018)

£6.91

Reference cost
(2018)
Reference cost
(2018)
Reference cost
(2018)

£17
£45

These costs do not account for social worker and support worker costs, or the costs of multidisciplinary
team meetings, all of which inevitably reduce when a person is correctly accommodated and supported.
Consider the case of Pat for example, as was mentioned in the preface, Pat had more than 20
professionals on the MDT email list, and regularly had more than 10 people attend case meetings. These
meetings are frequent when a person is not adequately managed, and reduce when they are, as is often
the case.
Below is the costings of a case example (Jimmy) who was not in the most appropriate accommodation
when NeuroTriage first became involved. Following assessment and two months of support, Jimmy was
moved into a more adequate form of accommodation, with the correct support in place.
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This analysis represents an annual healthcare cost saving of £14,273.26. This does not take in the cost of
MDTs, Support Workers, or social services costs. Furthermore it does not take into account the cost of
Jimmy
Costs

12
months
prior
to
NeuroTriage
involvement

First two
months of
involvement

Monthly cost
once correctly
accommodated

Projected 12
month cost

Primary care
- GP visit

£149.60

£37.40

£0.00

£37.40

- Nurse visit

£31.64

£0.00

£0.00

£0.00

- Other visit

£0.00

£0.00

£0.00

£0.00

£193.60

£0.00

£0.00

£0.00

£0.00

£0.00

£0.00

£0.00

£374.84

£37.40

£0.00

£37.40

£715.00

£0.00

£0.00

£0.00

- Telephone consultation
- Home visit
Total primary care
Secondary care
- Clinic visit (physical health)
- Clinic visit (mental health)

£0.00

£0.00

£0.00

£0.00

- Emergency visit (physical and mental health)

£10,464.00

£0.00

£0.00

£0.00

- Hospital admission

£12,103.00

£0.00

£0.00

£0.00

£13.82

£0.00

£0.00

£0.00

- Visit from district nurse

£360.00

£1,620.00

£810

£9,720

Total secondary care

£23,655.82

£1,620.00

£810

£9,720

£24,030.66

£1,657.40

£1,620

£9,757.40

- Other hospital visit (e.g. flu vaccination)

Total direct costs

accommodation or social services costs. It is clear there are benefits in health economics when it comes to
the most complex of cases, particularly if we take a long term view of five to ten year costs. However in
order to enable progress it is essential that health and social services collaborate on the management,
decision-making, and financial appraisal of these most complex of cases.
Social work input has been vital in supporting individuals to obtain the correct accommodation. One of the
challenges for NeuroTriage has been that our assessments hold no statutory power. Consequently, whilst
we have been able to advocate on an individual’s behalf, we have had limited influence unless we have
been able to develop positive relationships with relevant social services representatives. Where this has
been the case, we have been able to collaborate on assessments, interventions, and follow-up.
The following case ‘Martin’ was referred to us via a hostel which had no support beyond a staffed office.
Martin had exceeded his six month tenancy and was awaiting re-housing. The staff had contacted
NeuroTriage as they were concerned that Martin would struggle if he was placed in independent
accommodation as was planned. The Consultant Clinical Psychologist assessed Martin as follows:

Martin is a 37 year old man with a long history of alcohol misuse and occasional violent
episodes. He comes from a background where these are the main coping mechanisms for
dealing with difficulties. He grew up in a violent environment where his accommodation was
often uncertain and alcohol was very much a key feature in the family, with both his parents
having alcohol problems. Martin’s mother died in 2009, and his father lives locally. Martin also
has a nine year old daughter with whom he has no current contact.
Martin’s father with whom he has almost daily contact, has a longstanding alcohol addiction, and
Martin himself was introduced to alcohol at a young age. Martin often gets caught in violent
altercations with his family and those surrounding them. Fights with others are often precipitated
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by Martin’s desire to care for and protect his father. They have a very close relationship, with
Martin having no other social network, but their relationship can at times be damaging
psychologically and physically. In addition to the occasional fights, Martin’s father is his main
‘drinking partner’ and Martin’s drinking increases dramatically when he is with his father. Indeed
he often does not drink on days when they do not meet up.
Martin reports no significant medical history, other than alcohol-related seizures. His housing
status is vulnerable, as he has exceeded the duration of his temporary accommodation and is
about to be moved into another housing setting, which it is feared will not adequately meet his
support needs.
Martin presents as very able and independent. His communication skills are reasonably good
and he is well orientated to the area, so finds his way around without much difficulty. He has
lived locally all his life. He can manage his own hygiene needs and is able to cook very basic
meals (e.g. pasta and tinned foods). However he cannot prepare healthy meals with more than
a couple of component parts. He also seems to struggle with decision-making and finance
management.
Neuropsychological assessment indicates some significant cognitive difficulties, with
assessment data from the RBANS, Hayling & Brixton, and Spot the Word assessments shown
in the table below:
Assessment Cognitive Domain
RBANS
Immediate Memory
Delayed Memory
Language
Attention
Visuospatial Skills
Overall Abilities
Hayling &
Executive Functioning
Brixton
Spot the
Predicted IQ
word

Percentile
2
13
0.1
0.1
0.4
0.1
9-24

Functioning
Borderline
Low Average
Impaired
Impaired
Impaired
Impaired
Low Average

<2

Impaired

These assessments were all completed whilst Martin was sober, and he appeared to give his full
effort to the assessment according to subjective appraisals and an embedded assessment of
effort. He shows significantly difficulties with attention, language, visuo-spatial skills, and overall
functioning. There are also indications of possible learning disability, and problems with
immediate memory. On interaction Martin can appear much more able than his cognitive
assessments would indicate, however his practical skills would be consistent with the
assessment data.
It is clear from this assessment that Martin has some significant difficulties, not only with alcohol
addiction and relational problems, but also with practical elements of life such as financial
management and food preparation. He may well have a learning disability and I would strongly
recommend a referral to the learning disability service, as well as social services in order to
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ensure he is placed in the correct housing with the right level of support. His nature presents him
at significant risk of exploitation and further psychosocial difficulties.
Following this assessment, Martin was referred to, and accepted by the local Learning Disability who are
providing Occupational Therapy input. NeuroTriage, the Learning Disability, and the Hostel are now
collaborating on ensuring Martin is placed in supported accommodation, rather than independent living as
had been previously planned.
There are other cases that have not been as successful, but in each of these it is clear that the
recommendations of NeuroTriage have not been fully acted upon. There can be differences of opinion
between third sector organisations and statutory services. NeuroTriage is not immune to these, and it is
essential that mechanisms are put in place to bring together relevant stakeholders in cases where there are
complexities and disagreements. Doing so should come with the expectation that there is a shared plan of
action, clear lines of responsibility, measures of impact and change, and transparency at all levels.
Where NeuroTriage have been directly involved with cases, the feedback has been very good. There have
been shared disappointments. For example one piece of feedback said “The service hasn’t made any
difference to having more suitable accommodation identified for our residents” (YMCA). This was the only
negative in what was largely very good feedback:
“I have found the service to be wonderful, it’s offered another option of support for patients (who may not
have any meaningful support due to their behaviour) as well as helping myself with learning and
understanding the process for brain injury assessment and care” (Alcohol outreach nurse)
“I feel the link workers role has been invaluable to our service users. It has not only helped the service
users but also it has given our staff team an understanding of the needs of someone with a Brain injury.
Without doubt the staff have excelled in there deliverance of support.” (Prospect Vale)
“It has made hostel staff more aware of brain injury and perhaps I hope changing their way of dealing with
some individuals to have a more positive impact … I wish it wasn’t going to end!!” (Alcohol outreach nurse)
“NeuroTriage have been able to provide us with comprehensive assessments on cognition …. These
reports have enabled us to develop communication passports ad provided valuable input into the
development of behavioural management strategies” (Aigburth Drive)
“Without NeuroTriage our insight into these residents’ needs would be limited to our observations …. The
service has had a life-changing, and in some cases a potentially life-lengthening impact on many of our
residents”. (Aigburth Drive)
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Training
A Total of 113 attendees at NeuroTriage training sessions completed feedback questionnaires were received
following the four training sessions held on 19th and 22nd October 2018. Two topics were covered: ‘An Introduction
to Brain Injury’ and ‘Violence and Aggression in Brain Injury’, with each being delivered on two occasions. Overall the
feedback for every session was very good, with positive comments about the course content and trainers featuring
highly across the feedback questionnaires. Many participants particularly enjoyed the videos, group activities and
real life examples featured in the training.
Feedback sheets featured 11 questions for which participants were invited to agree with statements as “strongly
agree, Agree, Neutral, Disagree, Strongly Disagree”. For analysis of the feedback reports these responses were
scored as follows:
Response
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree

Score
5
4
3
2
1

Questions 1 to 11 were as follows, along with the score received for each over all four sessions, out of a maximum
total score of 575:
Question

1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

Total Score
Over
All
Sessions
The objectives of the training were clearly defined 522
Participation and interaction were encouraged
514
The topics covered were relevant to me
512
The content was organised and easy to follow
511
The materials distributed were helpful
511
This training will be helpful in my work
517
The trainer was knowledgeable about the training 526
topics
The trainer was well prepared
513
The training objectives were met
520
The time allotted for the training was sufficient
510
The meeting room and facilities were adequate 513
and comfortable

%
of
Maximum
Score
90.7%
89.4%
89.0%
88.9%
88.9%
89.9%
91.5%
89.2%
90.4%
88.7%
89.2%

Figure 1 below shows the total feedback scores received for each of the two training courses over both days:
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Feedback scores
265
260

Introduction to
Brain Injury

255

Aggression and
Brain Injury

250

Q1
Q2
Q3
Q4
Q5
Q6
Q7
Q8
Q9
Q10
Q11

245

Fig.1. Feedback scores for “An Introduction to Brain Injury” and “Violence and Aggression in Brain Injury”.

Figures 2 to 12 below show the individual total feedback scores for questions 1-11, over all sessions. Feedback scores
were very positive for all questions overall, with most answers being a 4 or 5 i.e. “Agree” or “Strongly Agree”.

Q2: Participation and
Interaction Were Encouraged

Q1: The Objectives of the Training
Were Clearly Defined

5

5

0%
4%

0%
4%

4

31%

3

65%

38%

4

58%

2

2

1

1

Q3: The Topics Covered Were
Relevant To Me

Q4: The Content Was
Organised and Easy To
Follow
5

0%
5%
36%

5

4

59%

3

3
2
1

0%
5%
35%

4

60%

3
2
1
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Q5: The Materials Distributed
Were Helpful

Q6: This Training Experience Will
Be Useful In My Work
5

0%
0%
6%
34%

5

0%
4%

4

60%

3

4

35%
61%

2
1

Q7: The Trainer Was
Knowledgeable About The
Training Topics

Q8: The Trainer Was Well
Prepared

4

33%

3

66%

2
1

5

1%
0%

3

2
1

5

10%
%
5%

4

33%
61%

3
2
1
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Q9: The Training Objectives
Were Met

Q10: The Time Allotted For The
Training Was Sufficient
5

0%

4

42%
58%

3

5

20%
%
5%
35%

4

58%

3

2

2

1

1

Q11: The Meeting Room And
Facilities Were Adequate and
Comfortable
5

0%
2%
3%

4

35%
60%

3
2
1

Fig. 2-12. Feedback scores for questions 1-11 overall training sessions.

Questions 12-16, Feedback Comments
Questionnaires also featured five questions which invited comments on the training. The questions were as follows:
12. What did you like most about this training?
13. What aspects of this training could be improved?
14. How do you hope to change your practice because of this training?
15. Are there any other topics that you would like training on in this area?
16. Please share any other comments or suggestions here.
The following section will summarise the feedback comments received in relation to each of the two training
courses.
Introduction to Brain Injury
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Question 12; What did you like most about this training?
Comments received here suggested participants enjoyed the fact that this training was informative, clear and well
delivered at a good pace, with friendly and knowledgeable tutors. Participants highlighted that they particularly
enjoyed learning about the brain and its areas, group discussions, scenarios and learning about the brain injury card.
Participants also enjoyed networking with other professionals.
Question 13; What aspects of this training could be improved?
Suggestions from participants included improving the room and facilities; use of a bigger, clearer screen, use of
microphones, use of a bigger room, smaller group sizes, less use of powerpoint and fewer handouts. Other
suggestions included a moment at the end of the session to reflect on what went well, introduction of all
participants at the start, more videos showing insight into living with brain injury, more interactive material, more
detail/in-depth information and more underpinning/background information.
Question 14; How do you hope to change your practice because of this training?
Several participants stated that they now have a greater understanding and awareness of brain injury and more
empathy and patience when working with clients with brain injury. Many found the brain injury card/ID badge to be
useful and plan to use it in their work.
Question 15; Are there any other topics that you would like training on in this area?
Participants suggested they would like training on wetbrain, dementia, delusions, referral processes for brain injury,
aggression, how brain injury affects a person’s capacity, carers affected by brain injury, epilepsy, alcohol-related
brain injury, undiagnosed brain injury, support for families living with brain injury, brain injuries and development,
specifically in young people. More info on other courses run.
Question 16; Any other comments or suggestions
This section contained additional positive comments regarding the training and tutors. One participant suggested
that the training could start earlier, at 9.30am. One suggestion that participants should be recommended to watch
documentaries by Louis Theroux about brain injury, and the David Tenant film, “Recovery”.
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Violence and Aggression in Brain Injury
Question 12; What did you like most about this training?
Many participants commented that the training was well delivered, well paced and informative, with a relaxed and
informal atmosphere. Participants particularly enjoyed the videos, learning about the cycle of anger and the assault
cycle, and learning ways of dealing with anger.
Question 13; What aspects of this training could be improved?
Feedback regarding the room and facilities included the room being too noisy and too warm, better lighting, better
video quality and sound, bigger screen, larger writing. Lunch could be better. Some participants stated they would
like more scenarios specifically related to their work. More information on techniques to be used in hostels or
shared living environments. More case studies and examples, maybe a guest speaker who has ABI. Improvements to
the wording of the literature. More information on medical evidence/medication, more information on alcoholrelated brain injury. Fewer handouts. One participant felt the anger formulations were skipped over too fast.
Question 14; How do you hope tp change your practice because of this training?
Many participants stated that they now have a better understanding of ABI, more patience and empathy and feel
able to use techniques learned in this session when dealing with violent or aggressive situations.
Question 15; Are there any other topics you would like training on in this area?
Role of medication in anger and aggression, more focus on ABIs, more info on alcohol and brain injury, drugs and
brain injury/aggression, more in depth knowledge, real life examples of moving people from aggressive/violent
situations and how staff can incorporate this into support planning. More relation between violence and aggressive
behaviour and brain injury.
Question 16; Any other comments or suggestions
“Lovely friendly tutors”, “good training overall”, “again too much use of powerpoint”, “bring more speakers on other
topics connected with ABU - i.e. alcohol, drugs and mental health”, “well run and easy to understand”.
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Affecting Sustainable Change
As a ‘Test and Learn’ pilot, NeuroTriage never held the goal of longevity. The hope was for statutory
services to take on responsibility for ensuring people received the comprehensive care they need. Services
exist in the form of housing, care support, brain injury rehabilitation, mental health services, addiction
services, and other provisions, all of which should be able to support the complexities of the individuals we
have worked with. NeuroTriage has begun supporting mechanisms for sustainable impact, and are happy
to continue doing so. Some recommendations which are already underway, and which NeuroTriage have
contributed to are as follows:
Communication and Case Management
NeuroTriage have been involved in a number of case meetings during our first year, and it is clear that
there is a need for more effective communication and shared responsibility between health and social
services. The clients we are working with are by their very nature, complex. This means they have multiple
needs and require clear case management.
If as a member of the public you sustain a severe brain injury via a car accident, associated compensation
will bring with it a case management facility. Unfortunately, this is not the case for any of the people
NeuroTriage has worked with. However the need is still there. It is very positive to hear of recent
developments in reigniting the Individual Pathways MDT. This is essential to ensure positive outcomes.
These meetings must have a clear remit for overseeing:
1. Action plans
2. Lines of responsibility
3. Measures of impact and change
4. Transparency and accountability
There are some examples of systems in Liverpool to support individuals in their health and social care
management, such as Community Navigators, Intensive Support Workers, Behavioural Workers, and Link
Workers. These are crucial, but they must be trained to a high standard and supported effectively in their
role. They often know the individuals best, and so their input to case welfare and decisions is vital.
Alcohol Related Brain Damage
The vast majority of NeuroTriage clients have presented with indications of Alcohol related Brain Damage
(ARBD). In exploring this, we brought together a range of stakeholders to develop a shared understanding
of how ARBD is managed in Liverpool
ARBD can be successfully treated; it does not inevitably worsen and is not a progressive condition. We
should ensure that appropriate treatment is provided promptly to all who can benefit from it.
There have been plans to establish a multidisciplinary/multiagency care pathway for alcohol related brain
damage (ARBD) in Liverpool for at least five years, however, despite considerable work by various
organisations this has not come to fruition. What follows is an attempt to map the existing journey of
patients with ARBD in Liverpool onto an evidence-based model, developed by Wilson et al. (2012), which is
cited as good practice in two different Royal College of Psychiatrists reports (CR185; Wilson, 2014; CR211;
Crome & Rao, 2018). The model was based on a pilot study that demonstrated an 85% reduction in acute
hospital bed use, with the majority of patients who completed rehab remaining in community-based, noninstitutional settings (Wilson et al, 2012). A more recent review of this service (in press) found that out of 72
consecutive patients, 77% remained abstinent over an average of 2 years (8% mortality rate), improved
ACE-III and HoNOs scores; 50% sustained in their own accommodation (20% remained in nursing homesmainly as a complication of physical ill health). A reduced cost of £500 per patient per week at ‘current
costing’ was also demonstrated.
The Royal Liverpool Hospital currently has a good protocol and internal pathway for the identification and
stabilization of patients with ARBD (Phase 1); existing services within Liverpool are able to provide the
support required at phase 3 and 4, however intervention is lacking at phase 2 and 3. For many patients this
leads to a cycle of re-admission or inappropriate care.
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What is needed?
At Every Phase:
Assertive / active engagement with each patient. It is assumed that if a person is not engaging it is a
consequence of cognitive problems or mental/physical health problems rather than informed non-consent,
which may be underpinning apparent noncompliance.
Phase 2: stabilization, assessment and review
 Abstinence from alcohol and appropriate accommodation is fundamental to successful outcomes.
 Rapid response (‘assertive in-reach’) into acute hospitals and immediate transfer of patients out of the
hospital as soon as they are stabilized – commissioner’s agreement.
 ‘High turn-over’ phase with view to getting people into phase 3 and step-down accommodation as
quickly as clinically possible – with a clear care plan for Phase 3 –
 Must to cater for incapacitated or disturbed people and DoLs is frequently required.
 Psychiatric nursing and neuropsychological input may be indicated as well, due to concomitant
psychological problems.
 May last for longer than three months if complicated by additional social, psychological or medical
problems so be careful to have a degree of flexibility
 Provided the patient is safe and protected from alcohol they may be assessed in phase 2 in any of these
situations – all currently available in Liverpool
- Mental health nursing home - age appropriate
- Residential set up with DoLs capacity - age appropriate
- General nursing home for physically very frail
- Supported living with or without additional commissioned support;
- Living in own accommodation with and without additional commissioned support
Phase 3 - Progressive Improvement
 Regular reviews and continuing development and update of patient centered care plan and supervise
third parties in its delivery
 Patient is moved down the accommodation dependency levels as indicated by OT and needs
assessment.
 This is an active process and timing is important so as to avoid institutionalization or re-adoption of a
chaotic lifestyle
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 Translation between dependency levels is a dangerous time and should be closely managed with
additional temporary support if required.

The meetings held so far have been successful in gaining momentum, but there is still significant action
needed to create sustainable change. Examples of these actions as developed during the last meeting are
detailed below:
Item
Formalise this group

Action

Person responsible

Raise for the agenda of the Health & Martin Farran and colleagues
Wellbeing Board
Develop draft Terms of Reference

Lynn Owens

Link in with Alcohol Research Group

Lynn Owens and colleagues

strategy for developing consensus
statements and diagnostic code for
ARBD
Formalise attendance and Chair/s,

All.

which include Health / Social Services
/ People with Lived Experience /

To be discussed at next meeting

Housing / Third Sector Organisations following draft ToR from Lynn and
group via email
Increase awareness raising of the

th

20 June Conference

NeuroTriage

issue
Suggestions for speakers very much
welcomed, particularly from
members of this group.
Develop a coherent mechanism for

Re-ignite the ‘Complex Case Panel’ or Anne Doyle and Ste Weatherhead to

case management which links

something similar

community and inpatient settings

discuss with Clare Marney, in order to
ensure coherence with CCG planning.

Review cases referred to Sid Watkins Cath Shippen
Unit, to see if there are ways the beds
can be more accessible

It is vital to get financial as well as practical investment if this is to become a reality. The cost savings are
easily observable, and the social and moral needs are just as clear. We must acknowledge that everyone is
working tirelessly to create a positive impact, and these system changes require a lot of time and effort to
become a reality.
Mental Health Provision
Within the region, homeless or vulnerably housed people can in theory access mental health services such
as ‘Talk Liverpool’ and the Merseycare ‘Homeless Outreach Service’, however these are often underequipped to deal with the complexity of these cases. It is clear that they need additional psychological
therapists, specialised in supporting people with cognitive impairments and complex needs. A very high
proportion of the homeless population have neurological impairments in the form of brain injury, ARBD, or
learning disability. Many have spent time as a mental health inpatient, and many more struggle to access
the long term psychological therapy they need.
Many of the people we have worked with have addictions and mental health difficulties as well as cognitive
impairments. It seems the addiction is the first thing people ‘see’ and often acts as a barrier to being given
access to services. However in many cases traumatic childhood, abuse, violence, and sexual exploitation
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are the factors that have led to the addiction. Asking somebody to ‘stop using’ before being willing to offer
mental health support means demanding they take away their coping mechanism without first being given
an alternative.
One option could be to provide intensive clinical input to specialised hostels. These would need to be ‘dry’
accommodation, with facilities to implement Deprivation of Liberties Safeguards (DoLS) should it be
necessary. The Mental Capacity Act is under-used in Liverpool with complex cases. It seems services and
professionals often take a very narrow approach to assessing capacity, and when a person is struggling,
there is always someone willing to say they do have the capacity to manage their treatment decisions, but
are choosing not to engage. However in the vast majority of cases, capacity to appraise and manage long
term needs is severely compromised by cognitive impairment. In these cases psychological therapy is
required as an adjunct to intensive support within accommodation, where staff are an integral part of the
process.
Staff wellbeing
As was noted in the previous report, staff working in homeless services are feeling the burden of care.
Many come into the work with lived experience, and all have high levels of empathy meaning they are
susceptible to going beyond what they are paid for in order to support the people they work with. This is not
uncommon in care settings, however it does come at a cost. The number of sick days are high, the
quantification of capacity is misjudged, and staff are showing signs of burn out. We have begun to offer
reflective groups and 1:1 reflective supervision to people working within the homeless system. However we
do so with three conditions:
1.
2.
3.

Good, formal, structured supervision
Support to access existing provisions (e.g. mental health services, addiction services)
Positive culture within the work environment

These reflective sessions are intended to be an addition to those three basic needs, not a replacement for
them. The reflective sessions will not compensate for negative experiences in the workplace, but they will
help people to achieve their best possible wellbeing in work.

These sessions are in the first instance ‘reflective spaces’ which means they are intended to be an
environment where people can speak openly about the interaction between work, personal life, and
emotional wellbeing. They will also form part of a ‘feedback loop’, whereby people are able to have their
experiences listened to and shared back to people in positions of power, in a way that will feel meaningful.
Nothing will be shared without agreement (unless there are risk issues to be addressed), and it will be
expected that the sessions will be a space to share experiences, receive support, and help change practice
where necessary:
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Public Engagement
Finally, a significant part of the work of NeuroTriage has been to engage the public in the issue of
homelessness. This has at times focussed on brain injury in homelessness, and at other times taken an
approach of highlighting related factors such as the hidden
homeless, ethnicity, and ARBD. The YouTube channel is now in
place
(https://www.youtube.com/channel/UCDRSScLgZVxf5OrIXpEqsh
Q), the website is regularly updated (www.neurotriage.com) and
we continue to run engagement events. There is a community
story-telling and food night planned for 9th April, and a conference
on ARBD scheduled for 20th June. We have presented at the
Pathway national conference for three years running, and have
also presented at five other conferences in the last 12 months.
This strategy does seem to be having an impact. New brain injury
services for homeless people are developing across the UK, due
at least in part, to the awareness raising of NeuroTriage.
Finally, it is worth concluding with mention of a visit we received
from a Ministry of Housing representative in November 2018. She
spent the day with us, visited some of our clients and met with
other stakeholders. The work had a big impact and has been put
forward as a beacon of good practice, after what she described as
“an inspirational visit”.
We hope to continue working in this area, and thank Liverpool Waves of Hope for their support. The
decision to fund this Test and Learn pilot was a brave one, given our limited past experience in the
homeless sector. There have been some challenges over the last year, and at times there have been
ruptures in the relationship between NeuroTriage and LWoH. However, the work has been an
overwhelming success and all parties have always felt motivated to progress the work and improve
services. We are grateful for the support and hope LWoH are happy with their decision to fund us. We look
forward to continued positive working relationships, with the shared goal of improving the lives of people
with complex presentations, and significant personal struggles.
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