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Foreword
Welcome to our third year evaluation 

report for Blackpool Fulfilling 
Lives (BFL). The report provides a 
comprehensive narrative on the 
success and challenges of the 

BFL approach, including in depth 
interviews with people who have 

used the service, as well as operational 
and strategic partners. One of the aims of the Fulfilling Lives 
programme nationally is to create an evidence base for what 
works with people who have multiple complex needs, and the 
BFL approach is making a significant contribution to informing 
this approach. Intensive work with smaller cohorts and the 
investment of time to agree realistic goals that clients set 
themselves is working. 

The improved assessment scores show that an individual being 
supported by BFL has more secure accommodation, improved 
mental health and social functioning and also reduces their 
offending. Substance misuse does show a slight reduction at 
discharge from the service, although the improvements are only 
small. However, as the role of the BFL Navigator is to handhold 
into services, the benefits to individuals will only appear further 
on down their treatment journey.   

The success of the Housing First pilot, with Blackpool Council 
Housing Options, is also noted in the evaluation. By placing 
clients in good quality accommodation, with a smaller 
caseload and intensive navigation, we are seeing much better 
engagement with services they are navigated into.

We also know that the recent development of an independent 
Lived Experience Team will provide invaluable constructive 
challenge to the work of BFL and the success of the system 
change objectives and a ‘whole Blackpool approach’ to working 
with Multiple Complex Needs (MCN) clients. We have an agreed 
definition of system change for MCN and a partnership delivery 
plan to help remove stigma, develop the workforce and continue 
on this learning journey which is Blackpool Fulfilling Lives.

There is certainly a strengthened engagement from strategic 
partners, a renewed enthusiasm for being innovative, as well as 
exploring what else the evaluation can tell us about the impact 
BFL is having to help build that evidence base. This engagement 
will create a platform for change  and the recommendations 
made in this evaluation suggest further opportunities for 
invention, taking risks, and adjusting the model, all of which will 
be explored. Prevention work must also be part of the learning, 
and links are being made with the other two Big Lottery funded 
projects in Blackpool, Better Start and Head Start. 

Dr Arif Rajpura BSc, MB ChB, MPH, FFPH, MBA, DRCOG, DFFP, 
PGC (Executive Coaching)
Director of Public Health, Blackpool Council
Chair, Blackpool Fulfilling Lives 
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Executive summary 

INTRODUCTION AND BACKGROUND

Blackpool Fulfilling Lives (BFL) is a partnership 
between Addaction, the lead organisation, and 
representatives from a range of statutory and 
voluntary agencies in Blackpool. It is one of 12 
projects across England that have been funded by the 
Big Lottery under their initiative to improve the lives of 
people with multiple needs. These are people who are 
experiencing at least two of the following: 

 h Homelessness
 h Reoffending
 h Problematic substance misuse
 h Mental ill health.

The Big Lottery’s ambition for the Fulfilling Lives 
programme is that individuals experiencing multiple 
and complex needs should benefit from better, 
more co-ordinated support; that learning from the 
programme will inform lasting ‘systems change’, 
whereby different ways of working are incorporated 
into mainstream services, and that people with lived 
experience will be meaningfully involved at all stages 
of the development and implementation of  
the programme. 

 
 
 
 
 

 
 
 
 
 
This report covers the period from 1st October 2016 
to 30th September 2017, the third year that Blackpool 
Fulfilling Lives has been fully up and running. In this 
third report we focus on the evolution of the service 
model and what has been learned from the positive  
and negative experiences of staff and partners; how 
the BFL partnership works and how the work of the 
project might contribute to ‘system change’ – or 
improving the way services work for people with 
multiple and complex needs. Section one includes a 
description of the evaluation methodology.
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Executive summary

LEARNING FROM THE IMPLEMENTATION OF FULFILLING LIVES

FUNCTIONING OF THE PARTNERSHIP

Blackpool Fulfilling Lives has been through a difficult 
first two years. Setting up a new partnership and a 
new service against a backdrop of reducing resources 
for the local public and voluntary sectors has 
presented major challenges to the original theory of 
change for the programme. Stakeholders were almost 
unanimous in their view that the specific aims of BFL 
and the nature of the service model had been unclear 
at the start. There were also acknowledged problems 
with the staffing of the project, including a lack of 
experience and skills in key roles. This had resulted 
in other services being disappointed when their 
expectations were not met and forming a negative 
view of the project which BFL has been working hard 
to overcome.  
 
 
 
 
 
 
 
 
 
 
 

 
 
Key lessons from this experience are:

 h The Big Lottery, as the funder of the Fulfilling Lives 
projects, did not prescribe how services should 
be delivered, but asked funded projects to pilot 
new ways of working from which others could 
learn. This meant that local areas needed to have 
a strong shared vision of what their partnership 
wanted to achieve. The danger in not having such a 
vision clearly articulated at the start was that the 
lead organisation, in this case Addaction, and more 
specifically the local management of BFL, could be 
left to second guess what was required and risked 
failing to meet expectations.

 h The problems were compounded by governance 
arrangements which relied on goodwill. When 
Strategic Board members raised concerns about 
how the project was working, they found they had 
no formal power to change things, as the Strategic 
Board is not a governing body with legal powers 
to direct the work of the lead organisation. If 
partnerships are to work on goodwill, they need 
to have time to develop trust and they need to be 
clear on what will happen if things do go wrong.  
 
 
 

 
 
 
 
A legacy from this project could be a model 
partnership agreement for non-constituted  
multi-agency local partnerships, which would  
help others to avoid some of the pitfalls of the 
early implementation of BFL.

 h Working with people with multiple and complex 
needs is challenging and the people leading and 
delivering the work need to have strong experience, 
skills and resilience. In the early days the BFL 
staff team did not include enough people with 
experience in all areas of complex need. This has 
changed now and the project has given much 
more consideration to recruiting people with a 
combination of skills and experience, including 
lived experience, but there is an important lesson 
to be learned about recruiting people with the right 
skills. To some extent this follows naturally from 
being clear about the vision, operational policies 
and service model. 
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 h Finally, there are lessons about being open and 
working as a genuine partnership. The Fulfilling 
Lives initiative was launched publicly with high 
expectations for what projects could achieve. 
Although the 12 projects are intended to be 
experimental projects from which to learn, there 
was a sense that the programme hypothesis  
about what would change and how was already 
accepted. This may have created an environment 
where the BFL management team felt they had to 
paint a positive picture of what was being achieved 
and keep any problems to themselves.

Since late 2016 there have been significant changes in 
culture, leadership and staffing, which have resulted 
in greater clarity about the service model and a 
stronger working relationship between partners. 
Partners and staff now feel much clearer about how 
the model works and believe that the changes have 
been positive. Critically, stakeholders now believe that 
BFL is offering something different to the services 
that were there before and that the service has begun 
to fill gaps identified by partners and people who use 
services. 

Section two of this report contains more detail on the 
implementation of the project.

 

 
 
 
 
THE ROLE OF THE NAVIGATOR

At the core of the project is a team of ‘navigators’, 
whose role is to make contact with people who are 
not engaged with services and support them for 
as long as is necessary to access the services and 
support they need to improve their lives. The navigator 
role is distinctive in that it combines elements of 
other traditional ways of supporting people, some 
of which have disappeared with reducing resources 
available to the public sector. For example, several 
interviewees noted that assertive outreach – going 
out to where people are, engaging them on their own 
terms and providing support where they are - is a 
key component of the model. Alongside assertive 
outreach, the navigator is expected to case manage 
individuals’ involvement with other services, acting 
as a link between agencies, sharing information 
and ensuring that the individual is able to engage 
when and where necessary. Thirdly, it has become 
increasingly clear that, to help people achieve positive 
outcomes, navigators need to help their clients to 
engage in therapeutic activities, and to support them 
in a way that focuses on assets rather than deficits. 
The emphasis in working with people now is far more 
on ‘what can you do? and ‘what would you like to do?’ 
than ‘what is the problem?’

Executive summary
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DOES THE MODEL WORK?

OUTCOMES FOR BFL BENEFICIARIES

There is both qualitative and quantitative evidence of 
positive outcomes for some of the people who have 
been supported by BFL. The majority of people who 
remain engaged with the project show improvement 
on a range of outcomes, measured through the 
Homelessness Outcomes Star and New Directions 
Team Assessment. Quantitative measures are backed 
up by the findings from in-depth interviews with 19 
beneficiaries. These findings are explored in section 
three of the report.

Inevitably, however, the project will not work for 
everyone, and some people who are accepted onto 
the project later disengage. BFL recognises that 
more work is needed to understand what would 
have prevented people from disengaging. This work 
has already begun and consultation will continue 
and will in future fall under the remit of the newly 
established Lived Experience Team. Based on the 
findings from this evaluation, it seems that critical 
factors in keeping people engaged may be, firstly, 
taking a personalised approach and making sure that 
the service is tailored to what the individual says they 
want and need and, secondly, helping staff to deal 
better with difficult behaviour, so that exclusions 
become a rarity. 

 
 
HOW THE PROJECT ACHIEVES POSITIVE OUTCOMES

The evaluation found that the following factors are 
key in enabling the project to support beneficiaries 
to achieve positive outcomes:

 h Fulfilling Lives is a partnership: Navigators are 
the means by which people are able to engage with 
services when they found it difficult before, and in 
engaging with other services beneficiaries have 
improved their lives.

 h Persistence: The service users we spoke to 
highlighted workers’ persistence as a reason why 
they had got involved and stuck with the project.

 h Relationship building: For all of those who took 
part in interviews, the relationship with their key 
worker had been critical. Not everybody had got 
on with their worker, but it seemed that those who 
had built up a trusting and mutually respectful 
relationship had made more changes in other 
areas of their lives. The most effective navigators 
are adopting different techniques for different 
client psychologies and being supportive/soft with 
some and more instructive/firm with others.  
 
 

 
 

 h Holistic approach: Interviewees also appreciated 
being treated as an individual with a range 
of abilities, needs and interests. People gave 
examples of ways in which the BFL team had 
encouraged them to talk about what they liked 
and were good at and to find ways to do things 
they wanted to do, rather than focusing entirely on 
accessing formal services.

 h Help with time management and being organised: 
One of the main aspects of a navigator’s day to 
day work with service users is ‘chivvying’ and 
reminding, without which many people, by their 
own admission, would not attend appointments or 
be able to engage with other services.

 h Helping people to move on: The project has 
worked with 53 people who have progressed to the 
point where they no longer need support from a 
navigator. Many people will need intensive support 
for longer, but for others whose cases are closed, 
there is the option of remaining involved in a 
different way if they choose.
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IMPROVING THE SYSTEM OF SERVICES AND SUPPORT FOR PEOPLE WITH MULTIPLE AND COMPLEX NEEDS

Until recently the partnership did not have a shared 
understanding of what ‘system change’ meant, and 
the prevailing view was that system change was a 
theoretical concept with little practical application. 
For some the phrase ‘system change’ had become a 
mantra without substance. Interviewees also pointed 
out that there are intractable forces which cannot or 
will not change easily.

With the recent changes in project structure, the 
appointment of a new permanent Partnership 
Manager and a sense that partners now have a clear 
vision of what they want to achieve, the focus of 
the partnership has shifted to how system change 
might be made real. A working group has drawn up a 
high level plan for change, based on feedback from 
a wide range of people, including a well-attended 
consultation event with people with lived experience. 
In February 2018 the partnership held a system 
change workshop for a wide range of stakeholders, 
which was well received and resulted in agreement on 
a series of actions to take forward the high  
level plan.

 
 
 
 
 
 
 

The Blackpool definition of system change,  
agreed at the multi-agency workshop on  
7th February 2018, is:

System change will have occurred in Blackpool 
when through collaboration and partnership, 
a culture change for life occurs so that people 
at every level experience honesty, integrity, 
flexibility and kindness and then practise this 
with those asking for help, whoever they are, 
however they present, and  
whatever their need.

The key objectives for change agreed by all  
partners are:

1. People with lived experience of multiple and 
complex needs are meaningfully involved in  
service design and delivery in Blackpool.

2. Influence commissioning and policy to better  
meet the needs of people experiencing multiple 
and complex needs in Blackpool, including  
the development of an area wide multiple  
needs strategy. 
 
 

3. Develop the health, social care, housing and 
criminal justice workforce to better understand, 
and support people experiencing multiple and 
complex needs.

4. Improve access to mental health services for 
people experiencing multiple complex needs.

5. Improve information sharing systems and 
collaboration/ partnership working around 
multiple and complex needs. 

Appendix B includes a one page plan, showing how 
each of these objectives will be implemented.

This work is happening against a backdrop of ongoing, 
enforced change. A number of people spoke about the 
amount of change that has already happened, with 
statutory and voluntary organisations re-organising 
in response to diminishing funding or services being 
re-tendered. In this context it has been difficult to 
think about making more changes, and to make these 
changes in a planned manner. However, most partners 
feel that it is possible to make some changes which 
will improve things for the better even if there are 
other blocks to effective working which at present feel 
insurmountable.

Executive summary
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RECOMMENDATIONS FROM THE EVALUATION

The following recommendations are based on the 
findings of the evaluation. 

1. Getting commitment from very senior leaders 
to making change happen. Partners feel that the 
Strategic Board and Operational Group have made 
a good start on identifying what needs to be done, 
and that this needs to be communicated more 
widely, in particular to senior leaders in Blackpool 
Council, the NHS, Probation and other services.

2. Ensuring system change is rooted in evidence 
from practice. Partners have suggested that 
if systems change is to be genuinely rooted in 
evidence from practice, it would be a good idea to 
have a standing item on systems change at the 
Operational Group. Navigators and people with 
lived experience could be invited to talk to the 
group directly about their experiences and  
where they think services and systems may  
need to change.

3. Managing and meeting expectations. Partners 
felt that the project needs to do better either at 
communicating to senior leaders what the project 
is funded to do, or to negotiate with the Big Lottery 
so that some of the funding could be used to meet 
local expectations. This should be a priority for the 
Strategic Board going forwards. 
 
 

4. Taking more risks and trying things. There is a 
sense that BFL has gone from being unstructured 
and unclear at the beginning to being overly 
prescriptive and process-driven – probably as a 
reaction to the criticisms the project received in 
the early days. It is important to maintain quality 
and risk management, but at the same time to be 
able to innovate and take calculated risks with the 
funding the project has over the next four years.

5. Reviewing the threshold for acceptance and the 
approach to assessing referrals. The evaluation 
highlighted both an approach that some regards 
as overly strict and at the same time a level of 
inconsistency in its application. It was suggested 
that the assessment process could incorporate 
more discretion, although no-one recommended 
bringing back a multi-agency panel. Introducing 
more flexibility may need to sit alongside 
other changes, for example splitting navigator 
responsibilities so that some team members 
focused more on referrals and engagement,  
while others provided longer term support.  
 
 
 
 
 
 
 

6. Working in a gender focused way. The project 
has already begun to consider how it might work 
differently to meet the needs of women, but there 
is perhaps more to do in terms of incorporating 
a gender perspective into the model. It is notable 
that progress for women, as measured by the 
Homelessness Outcomes Star, is not as great in 
some areas as it is for men, and on some measures 
women’s average scores have in fact decreased. 
This is an area for continuing discussion and 
monitoring by the BFL management team and 
partnership.

7. Developing an understanding of how to prevent 
people from developing multiple and complex 
needs. The project has learned a great deal from 
service users sharing their stories and experiences. 
If BFL could learn from working with service users 
about not only how to stop the ‘revolving door’ for 
people with multiple and complex needs once they 
are in the system, but how to stop them getting 
to that point in the first place, it will have left a 
valuable legacy. 
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8. Speeding up the referral process. Feedback from 
some service user interviewees is that the process 
from first contact to acceptance can be slow.  
A recommendation, therefore, is that the project 
give consideration to whether or not referrals can 
be processed more quickly and how this might  
be achieved. 

9. Reducing the number of closures because 
people do not engage. Whilst recognising that 
many of those initially contacted or referred will 
choose to disengage, because BFL is working 
with people who have traditionally not used 
services for sustained amounts of time, some 
staff and partners find the level of disengagement 
problematic. Three recommendations were made: 
(i) that the project could think about different ways 
to engage individuals, (ii) that the project should 
continue to try to find out from people who have 
disengaged why this was and what the project 
could have done differently, building on the recent 
consultation with former clients and (iii) that the 
project should review its procedure for ‘closing’ 
people.  
 
 
 
 
 
 

10. Reviewing the skills mix and deployment of team 
members, as well as reviewing recruitment and 
selection. The role of a navigator is undoubtedly 
a challenging one which requires a high level 
of self-knowledge and personal resilience, as 
well as effective workplace support systems. It 
was widely acknowledged that some staff are 
stronger in some areas of the work than in others. 
Recommendations for improving both the practice 
of staff and the support they receive are:

 h Reviewing the present division of responsibilities 
with a view to enabling navigators to ‘play to their 
strengths’, for example by having some team 
members who focus primarily on the initial stages 
of a person’s engagement with the project before 
involving someone else who will provide support 
once a client is ready to move on to a new stage of 
engagement.  
 
 
 
 
 
 
 
 
 
 

 h Changing the system for assessment so  
that team leaders do the pre-navigation  
work, ensuring consistency and enabling 
navigators to focus on face to face and 
therapeutic engagement.

 h Reviewing recruitment practices, including  
the use of secondments and the selection 
process for applicants, to ensure that those 
appointed are suited to the role and understand 
what is involved.

 h Reviewing best practice from elsewhere and 
developing guidance on looking after staff  
who are working with people with highly  
complex needs. 
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1  Introduction 

1.1  ABOUT BLACKPOOL FULFILLING LIVES

Blackpool Fulfilling Lives (BFL) is one of 12 projects 
across England that have been funded by the Big 
Lottery under their initiative to improve the lives of 
people with multiple needs. These are people who are 
experiencing at least two of the following: 

 h Homelessness
 h Reoffending
 h Problematic substance misuse
 h Mental ill health.

The Lottery’s ambition for the Fulfilling Lives 
programme1 is that:

 h It will change lives. Individuals experiencing 
multiple needs will benefit through better 
established partnerships and networks which  
best support individuals.

 h It will change systems. Evidence will be produced 
showing which elements of the programme are 
effective. Local and national decision-makers will 
be encouraged to review and adopt these elements 
where appropriate.

 h It will involve beneficiaries. Both positive  
changes to individuals and system change will  
be underpinned by the collaborative, genuine  
and honest involvement of individuals with  
lived experience.

Addaction is the lead organisation for the programme 
in Blackpool. The partnership includes representatives 
from local voluntary and statutory organisations. 
Statutory representatives include the Police, 
North West Ambulance Service, Blackpool Council, 
Blackpool CCG, Lancashire Mental Health Trust and 
the Probation Service. Voluntary sector representation 
includes organisations providing mental health 
services, substance misuse services and support for 
offenders and people who are homeless.

The work of the project is directed and monitored 
through a Strategic Board who also lead on promoting 
and influencing system change. The Operational Group 
is focused on sharing good practice and learning and 
working in partnership to achieve better outcomes for 
the programme beneficiaries. 

The vision for Blackpool is that by the end of this 
project people with multiple and complex needs 
(MCN) will be healthier and happier; be identified 
and engaged in services at an earlier stage; receive 
better coordinated support with all agencies taking 
responsibility for their care, and, have access to 
effective recovery support and improved reintegration. 
BFL will achieve this vision by enhancing existing 
services and joint working in Blackpool; ‘knitting 
together’ services in new ways and enabling 
individuals to navigate through health,  
 

care and criminal justice systems more easily, and 
creating sustainable changes to the way services work 
together.

BFL’s strategy for achieving this is characterised  
by a service model that incorporates the following 
key features:

check Assertive outreach and community-based 
engagement

check Shared responsibility among voluntary and 
statutory agencies for identifying, assessing and 
supporting people in need

check Support being targeted at the most chaotic and 
challenging individuals

check Small caseloads
check Intensive long-term support
check A recovery focus
check Involvement of people with lived experience 

of complex needs in project development and 
delivery

check Availability to people across Blackpool, wherever 
need is identified

check Building the knowledge and skills of staff across 
services

check Joint working protocols and practices
check Evaluation and shared learning
check Involvement of a variety of providers of all sizes 

and sectors in delivery

1  https://www.biglotteryfund.org.uk/prog_complex_needs
9



1   Introduction

In practice the Blackpool Fulfilling Lives programme 
comprised the following core elements, which 
operated for some or all of the year:

 h A team of ‘navigators’ whose role is to identify and 
engage people who are not in contact with services 
or whose use of services is sporadic; to provide 
intensive support to those individuals and to 
encourage and support them to engage with other 
appropriate services, sometimes accompanying 
to appointments but aiming ultimately for 
independent action. Navigators also encourage 
and support service users into meaningful activity, 
whether ETE-focused, practical or leisure, and 
work in close partnership with other agencies to 
foster a coordinated and collaborative approach to 
working with people with MCN.

 h A Housing First project, provided jointly by 
Blackpool Council Housing Options team and BFL. 
The project is targeted at individuals who present 
as having the most entrenched complex needs and 
have traditionally not engaged with services. The 
key principle of housing first is to provide secure 
housing with no conditions attached – for example, 
being housed is not dependent on being abstinent 
or accessing any other services. 

 h A drop-in service held at the premises of partner 
organisation Streetlife. A total of 73 different 
clients attended the drop-in between May and 
September 2017. Clients got involved in a variety 
of activities at the drop-in, including decoupage, 
canvas art, picture frame decorating, dominoes, 
drawing, quilling, quiz night, jar decorating, 
crosswords, pool playing and cook and eat.  
As well as providing activities and the opportunity 
for beneficiaries to socialise and reduce isolation, 
the drop-in sessions enable navigators to engage 
with beneficiaries in a less direct and more  
relaxed manner.

 h A personalisation fund, which was set up as a 
pilot project, with the purpose of introducing 
a personalised approach to working with BFL 
beneficiaries by enabling access to a specific fund, 
to help increase engagement and support, choice 
and independence for beneficiaries.  The purpose 
of a personalisation initiative is to support service 
users to make changes in their lives which will help 
them to progress towards leading a more fulfilling 
life. Navigators have been encouraged to present 
and share innovative ideas for use of the fund for 
their individual clients. The personalisation fund 
will be monitored and reviewed on an ongoing 
basis.  

 h Counselling sessions offered on a one to one 
or small group basis by a counsellor based at 
Streetlife counsellor. Navigators were asked to 
identify suitable clients and then accompany 
them to the weekly counselling sessions. A need 
for access to counselling services was identified 
by previous service users and also by navigators 
who had received requests for counselling from 
individual beneficiaries. It was reported that 
there was a lengthy (6 month) waiting list for NHS 
counselling and beneficiaries highlighted other 
such as not meeting the eligibility criteria. It was 
also felt that traditional counselling services may 
not meet the needs of people with multiple needs 
and very chaotic lifestyles.

In the first half of the year referrals and acceptances 
were under the target set by the project, a reflection 
of the high level of vacancies in the staff team and 
management arrangements being in a state of 
transition. In the second half of the year, once the 
team was up to full strength and there was a major 
shift in delivery performance. In the first two quarters 
of 2016/17 there was a combined total of 78 referrals 
and 14 acceptances; in the third and fourth quarter 
there were 139 referrals, of which 50 were accepted 
onto the programme.
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1.2  ABOUT THE YEAR THREE EVALUATION 

1.2.1  OVERVIEW

This report covers the period from 1st October 2016 
to 30th September 2017, the third year that Blackpool 
Fulfilling Lives has been fully up and running. 

In the first year of the evaluation the team focused 
on recruiting and training peer researchers, co-
producing research tools and assessing the extent 
to which the project had achieved the desired 
outcomes for beneficiaries. In the second year 
we began to look at how the navigator model had 
contributed to positive outcomes and whether or not 
the project had been successful in reducing the costs 
associated with people’s use of high dependency or 
emergency services, such as A&E, hospital, short term 
accommodation, courts and prison. 

In this third report we focus on the evolution of the 
service model and what has been learned from 
the positive and negative experiences of staff and 
partners; how the BFL partnership works and how 
the work of the project might contribute to ‘systems 
change’ – or improving the way services work for 
people with multiple and complex needs.

 
 
 
 

1.2.2 RESEARCH APPROACH

To help us understand why the Fulfilling Lives model 
might or might not have worked in Blackpool, we have 
chosen to take a ‘realist’ approach to the evaluation.2   
A realist evaluation design is well suited to assess 
how interventions in complex situations work because 
it allows the evaluator to understand the causal web 
of conditions underlying such interventions, as well 
as the conditions that are needed for a particular 
mechanism to work. In practice using a realist 
approach means:

 h Trying to understand the context in which the 
initiative is being implemented. This might include 
the demographics of Blackpool; the national and 
local policy context, and the economic context, 
for example the funding environment for public 
and voluntary organisations providing services for 
people with MCN.

 h Explaining the mechanism of the intervention 
– what happened, why, for whom and in what 
circumstances. 
 
 
 
 
 
 
 
 

 
 

 h Assessing outcomes and understanding the 
extent to which these are the result of interaction 
between a mechanism and its context.

 h Finally, testing programme theory, which involves 
reviewing assumptions about how the programme 
needs to work and what needs to be changed or 
improved to make things work better (in this case 
how the system needs to be changed to work 
better for people with complex needs).

2  Pawson R, Tilley N. (1997) Realistic Evaluation. London, U.K.: Sage
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1.2.3  METHODOLOGY

The evaluation methodology comprised the following 
activities:

1. Interviews with service users: the evaluation team 
trained a third group of volunteer peer researchers, 
who carried out in-depth semi-structured 
interviews with 19 service users, using the topic 
guide devised in the first year by the original peer 
researcher team.

2. Interviews with staff: members of the evaluation 
team carried out semi-structured face to face 
interviews with  28 members of the BFL staff team 
and 3 volunteers. As well as covering the internal 
organisation of the project, the interviews focused 
on team members’ views on the outcomes achieved 
for beneficiaries, the effectiveness of the navigator 
model and how the project helps individuals to 
make changes in their lives. The findings on the 
internal workings of the project were fed back in an 
internal report for formative purposes. 
 
 
 
 
 
 
 
 

 
 

3. Interviews with Strategic Board and Operational 
Group members: the evaluation team interviewed 
18 people who were members of the Strategic 
Board, Operational Group or both. The particular 
focus of these interviews was the contribution  
of the Fulfilling Lives project to the local system  
of services and support for people with multiple 
and complex needs.

4. Participation in Strategic Board and Operational 
Group meetings: members of the evaluation team 
attended these meetings to understand how the 
project is working and, in particular, to feed back 
any emerging learning which could help partner 
organisations to make decisions about future 
direction.

5. Navigator diaries: Navigators completed on-line 
‘diaries’ at regular intervals, to enable them to 
record aspects of their work which they thought 
were going well and not so well, and to identify 
areas where they thought change needed  
to happen. 
 
 
 
 
 
 

 
 

6. Analysis of project data: BFL collects data 
about service users in a format prescribed by 
the national evaluation team. BFL’s Evaluation 
Manager analysed the data relating to people 
who had used the project during the year to find 
out about: current and previous use of services; 
progress recorded via the Homelessness Outcomes 
Star; changes in New Directions Team Assessment 
scores and changes in well-being measures.
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1.3  STRUCTURE OF THIS REPORT 

The remainder of this report is structured  
as follows:

 h Section 2 looks at the implementation of Fulfilling 
Lives in Blackpool, including how the partnership 
works, perspectives on the service model and the 
involvement of people with lived experience.

 h Section 3 presents findings in relation to the 
outcomes achieved for beneficiaries, and includes 
discussion of how the project has contributed  
to this. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 h Section 4 discusses learning from areas of 
practice which have been reviewed during  
the year.

 h Section 5 looks at the new Housing First project.

 h Section 6 includes a discussion of the role the 
project might play in bringing about ‘systems 
change’ for people with multiple and complex 
needs in Blackpool.

 h Section 7 contains a discussion of future priorities 
for the project and recommendations arising from 
the evaluation.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Finally, it is important to emphasise that the main 
purpose of the evaluation has been to identify 
opportunities for learning, in accordance with the 
original aims of Fulfilling Lives. The report includes 
what we hope is a constructive discussion of what has 
not gone so well in the implementation of the project, 
as well as showcasing some of the positive outcomes 
from the work. Our intention is to offer a balanced 
account of successes and failures, based on the 
diversity of views expressed to us through interviews 
with stakeholders.
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2  Implementation of the project

2.1  AIMS AND OBJECTIVES

There is a strong consensus amongst Strategic Board 
and Operational Group members, staff and volunteers 
about what BFL is aiming to achieve despite points of 
difference about how those aims are being achieved. 
These quotes from interviewees sum up the shared 
understanding of the aims of the project: 

 h Homelessness
 h Reoffending
 h Problematic substance misuse
 h Mental ill health.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

"To reach and engage those people who are 
the most difficult to engage and reach, those 
falling through gaps in services. To try and 
bring them back on board with other  
avenues of support – that’s statutory  
and other services."  
Operational Group member

"Providing support that enables more effective 
interventions by the mainstream services  
for people with multiple and complex needs 
and then the desire to facilitate long term 
systems change with those services –  
those are the fundamentals."  
Strategic Partnership Board member

 
 
 
 
 
 
 
 
 
 
 

 
 
 

"For me it is about for me reducing the  
reliance of a chaotic group of service users  
on emergency services and re-engaging  
them through an assertive outreach model 
back into services, so that they develop 
different ways of living and aren’t dependent 
on crisis services."  
Strategic Partnership Board member

"Trying to bring people into having a level  
of stability and more than that an active  
role in communities". 
Staff member 

The Big Lottery’s ambition for the Fulfilling Lives programme is that:

15



2   Implementation of the project

2.2  IMPLEMENTATION OF FULFILLING LIVES IN BLACKPOOL

2.2.1  THE ORIGINAL VISION FOR THE PROJECT

The majority of interviewees had not been involved 
in planning the project or writing the business plan. 
However, those with some knowledge or awareness 
of early discussions about the project felt that it had 
not been implemented as initially planned. In essence, 
people felt that the original project had been planned 
as an intensive support service for people with 
multiple and complex needs because existing services 
were unable to cope with the high number of people 
needing more support. However the project then 
became a navigating service when it became apparent 
that staff would not be able to provide intensive 
support to the target number of people agreed with 
the Big Lottery: Right from the off the message was 
that these would be super support workers who would 
stick to people like glue and there would be a hub for 
people with MCN. Then it deviated into navigating – 
they said they wouldn’t support people themselves but 
would navigate.

 
 
 
 
 
 
 
 
 

 
 
There was also an explicit intention at the beginning 
that BFL should be a catalyst for system change, in 
part by piloting new ways of working. The majority 
of interviewees felt that in the first two years of its 
existence BFL had not done anything particularly 
new or different and, indeed, some people felt it 
had duplicated existing services, which had caused 
confusion. One of the specific criticisms people made 
was that BFL itself had become a silo service, which is 
exactly the problem it had been meant to address. 

Fulfilling Lives projects were also intended to raise 
the profile of people with multiple and complex 
needs and enable agencies to develop a better 
understanding of how to make their services more 
accessible and appropriate for people experiencing 
these disadvantages. There was general and positive 
agreement that the project had succeeded in doing 
that. Most people interviewed felt that the early 
challenges of identifying a suitable project model 
provided useful lessons for later on. 

 
 
 
 
 
 
 

 
 
To achieve their aims, Fulfilling Lives projects have 
groups of individuals and organisations working 
together at a number of levels, for example a strategic 
group, a delivery group and a lead organisation,  
as Addaction is the case in Blackpool. The success  
of the project depends to some extent on the quality of 
partnership working; as one interviewee explained: It’s 
all about building relationships and networks. It takes a 
lot of time and effort and is hard but rewarding.
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2.2  IMPLEMENTATION OF FULFILLING LIVES IN BLACKPOOL CONTINUED

2.2.1  THE ORIGINAL VISION FOR THE PROJECT

Key issues which emerged from interviews with staff 
and partners were:

 h In the first two years of its operation, the BFL 
partnership did not have a vision that was clear to 
all, although there is now more consensus about 
what the partnership is trying to achieve and 
members, as well as BFL staff, are able to sum this 
up in plain language.

 h In the first two years it seemed that partners 
were unclear about their role, partly because the 
Strategic Partnership board was not a formal 
governing body and the Operational Group was 
not part of the day to day delivery of the project. 
Again, following discussions in late 2016 and early 
2017 about the respective roles of the Strategic 
Board and the lead organisation, there is much 
more clarity about how partners are expected 
to contribute and how the lead organisation will 
involve partners.

 h Despite the early difficulties in getting agreement 
over the direction and management of the project, 
there is mutual respect between partners and 
respect both for the leadership of the Board and 
the project. 
 
 

 h Partners value the opportunity to share their 
knowledge about working with people with 
multiple and complex needs. For example, the 
partnership has begun to consider issues around 
recognising and working with trauma; meeting the 
needs of women with multiple and complex needs; 
creating a psychologically informed environment 
and understanding how to intervene earlier to 
prevent people from developing complex needs.

 h Decision-making feels increasingly collaborative, 
although there is still concern among some Board 
members that partners do not have an equal voice 
and that the work is overly directed by the lead 
organisation.

 h On the whole, staff do not feel that they fully 
understand the work of the Strategic Board and 
Operational Group and would welcome more 
feedback from the management team and directly 
from partners. 
 
 
 
 
 
 
 
 

 h Currently service users and people with lived 
experience are not involved in the partnership 
or in making decisions about the direction of 
the project. Interviewees agreed that the project 
had been effective at involving people with lived 
experience at the beginning, but that when internal 
disagreements surfaced and personnel changed, 
user involvement had declined. The project has 
subsequently taken steps to determine what 
needs to be done and to put in place new and 
stronger mechanisms for involving people with 
lived experience, which are discussed in more 
detail later in this section. 

It seems that the BFL partnership has gone through 
a journey which is familiar in the literature on group 
and partnership dynamics. Tuckman’s (1965) model 
of group development is widely applied as a basis 
for understanding how groups move from ‘forming’, 
where purpose and direction are unclear, to ‘storming’; 
where conflict between members leads eventually to 
greater clarity of purpose; ‘norming’, the point at which 
roles and responsibilities become clear, and finally 
to ‘performing’ and, in some cases, ‘adjourning’ when 
the work is complete. Figure 1 illustrates how these 
concepts might relate to the development of the BFL 
partnership in its first  
three years. 

2   Implementation of the project
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Tuckman, B. (1965). Developmental sequence in small groups. Psychological Bulletin, 63(6), pp 384-399

Figure 1: Tuckman’s model of group development and the BFL partnership

Forming
 h Little agreement
 h Unclear purpose
 h Guidance and 

Direction

BFL year 
one

Storming
 h Conflict
 h Increased clarity of 

purpose
 h Power struggles
 h Coaching

BFL year 
two

Norming
 h Agreement and 

Consensus
 h Clear Roles and 

Responsibility
 h Facilitation

BFL year 
three

Performing
 h Clear Vision and 

purpose
 h Focus on goal 

achievement
 h Delegation

Adjourning
 h Task Completion
 h Good feeling about 

achievements
 h Recognition
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2.2  IMPLEMENTATION OF FULFILLING LIVES IN BLACKPOOL CONTINUED

2.2.2  LEARNING FROM IMPLEMENTATION

There is a good deal to learn from the early 
implementation of Fulfilling Lives in Blackpool, both 
for BFL and for funders and partners intending to 
set up similar projects in the future. Strategic Board, 
Operational Group members and staff who had 
been with the project for some time were almost 
unanimous in their view that the specific aims of BFL 
and the nature of the service model had been unclear 
at the start. There were also acknowledged problems 
with the staffing of the project, including a lack of 
experience and skills in key roles. This had resulted 
in other services being disappointed when their 
expectations were not met and forming a negative 
view of the project which BFL has been having to work 
hard to overcome. As one person said:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Lessons from this experience are:

 h The Big Lottery, as the funder of the Fulfilling Lives 
projects, did not prescribe how services should 
be delivered, but asked funded projects to pilot 
new ways of working from which others could 
learn. This meant that local areas needed to have 
a strong shared vision of what the partnership 
wanted to achieve. The danger in not having such a 
vision clearly articulated at the start was that the 
lead organisation, in this case Addaction, and more 
specifically the local management of BFL, could be 
left to second guess what was required and risked 
failing to meet expectations. As one person put it:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 h The problems were compounded by governance 
arrangements which relied on goodwill. When 
Strategic Board members raised concerns about 
how the project was working, they found they 
had no formal power to change things, as the 
Strategic Board is not a governing body with legal 
powers to direct the work of the lead organisation. 
If partnerships are to work on goodwill, they 
need to have time to develop trust and they need 
to be clear on what will happen if things do go 
wrong. A legacy from this project could be a model 
partnership agreement for non-constituted 
multi-agency local partnerships, which would help 
others to avoid some of the pitfalls of the early 
implementation of BFL. 
 
 
 
 
 
 
 
 
 
 
 
 

"It came across in the early days as a well-
meaning but undirected way of working 
with people who have a lot of problems. The 
project needed to have a clear and achievable 
policy and operational plans to deliver this, 
which were not in place soon enough."

"At one stage there was a narrative that said 
Fulfilling Lives only enabled not ‘did’ with 
people. That brassed off some people in 
services when they felt the responsibility was 
being pushed onto them. It’s changed to be 
more about ‘doing’ now. I don’t believe you can 
just have the enabling service - doing things 
with people helps the relationship develop." 
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 h Working with people with multiple and complex 
needs is challenging and the people leading and 
delivering the work need to have strong experience, 
skills and resilience. In the early days the BFL 
staff team did not include enough people with 
experience in all areas of complex need and was 
‘top-heavy’, as one person put it, with people who 
came from a substance misuse background. This 
is perhaps not surprising as Addaction’s core 
specialism is delivering contracted substance 
misuse services. This has changed now and the 
project has given much more consideration to 
recruiting people with a combination of skills 
and experience, including lived experience, but 
there is an important lesson to be learned about 
recruiting people with the right skills, experience 
and resilience to do the job. Increased clarity about 
the vision, operational policies and service model 
would naturally lead to a greater clarity about who 
to recruit.   
 
 
 
 
 
 
 
 
 

 
 

 h Finally, there are lessons about being open and 
working as a genuine partnership. The Fulfilling 
Lives initiative was launched publicly with high 
expectations for what projects could achieve. 
Although the 12 projects are intended to be 
experimental projects from which to learn, there 
was a sense that the programme hypothesis 
about what would change and how was already 
accepted. This may have created an environment 
where the BFL management team felt they had 
to paint a positive picture of what was being 
achieved and keep any problems to themselves. As 
one interviewee said: It’s really hard when you’re 
setting up a brand new project and evaluating as 
you go along.  

"It’s really hard when you’re setting up a brand 
new project and evaluating as you go along. 
At first there was a fear that if they didn’t 
deliver they’d look bad, so they didn’t involve 
other agencies as much as they could and 
didn’t accept feedback. It seemed to me  
that fear stopped engagement."

Interviewees noted that since late 2016 there had 
been significant changes in culture, leadership and 
staffing, which had resulted in greater clarity about 
the service model and a stronger working relationship 
between partners: People are listening a bit more now 
and the partnership is working together.

2   Implementation of the project
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2.3  CURRENT UNDERSTANDING OF THE SERVICE MODEL

2.3.1  CHANGES MADE IN YEAR THREE

In learning from the first two operational years of the 
programme BFL took action in year three to address 
the problems partners had identified. In making 
changes to the Navigator team the project:

 h Ensured caseloads were more manageable and 
realistic – achieved through the recruitment of new 
navigators.

 h Reviewed the balance between the number of 
‘apprentice’ navigator roles for people with lived 
experience and the general navigator roles, where 
people are recruited with specialist knowledge, 
skills and experience of working with people with 
multiple needs. It was also felt that, due to the 
over-representation of apprentice navigators in 
teams, individual apprentices were not receiving 
the guidance and support necessary for them to 
develop but instead were being asked to take on 
full caseloads before they were ready.

 h Changed shift patterns to enable navigators more 
recovery time from shifts and help achieve a better 
work-life balance. 
 
 
 
 
 

 h Began providing a comprehensive induction 
programme for new navigators to ensure 
that they were fully integrated into the team; 
clearly understood the role and expectations; 
were introduced to partner organisations, and 
understood the importance of the partnership 
approach to working with beneficiaries.

A new delivery and staffing structure was introduced 
in January 2017. Key features of  
the new structure are:

 h Frontline delivery: The new structure comprises 
a three team model each team containing 
four navigators, a navigator with a specialist 
responsibility and two apprentice navigators. 
The number of apprentice navigators is gradually 
being reduced to one per team. This model allows 
for greater flexibility with the staffing rota, more 
support for apprentice navigators and navigators 
working in a group of three rather than pairs 
within the teams. This model is more adaptable to 
periods of navigator absence such as annual leave, 
sickness or staff vacancies.  Each team is led by a 
team leader. 
 
 
 
 

 h Specialist navigator roles: In order to better 
facilitate and promote partnership working with 
agencies that have significant contact with current 
and potential beneficiaries the team created 
specialist navigators to link in with the Custody 
Suite and the A&E department of Blackpool 
Victoria Hospital. These Navigators are now 
partially based at these locations and are able to 
encourage and provide guidance on appropriate 
referrals. The project also identified three female 
navigators who now work exclusively with female 
beneficiaries and link in with Blackpool Women’s 
Centre. The number of female beneficiaries has 
risen proportionally over the course of this year 
and evidence has shown that, in some cases, 
these beneficiaries respond better to working with 
female navigators (this is explored in more detail in 
the next section on outcomes  
for beneficiaries).
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Partners and staff now feel much clearer about  
how the model works and believe that the changes 
have been positive. As one Operational Group 
member explained:

"The model now which I see as starting to  
be effective is for the navigators to work  
with people with MCN and support them into 
the systems or the service they need to engage 
with but are struggling to engage with. It’s not 
just a case of ‘here you are, got you to the front 
door’ and then remove support – they work 
beyond that until the client fully engages and 
the client builds up the same relationship and 
trust with other agencies. And then there is 
a multi-agency discussion about pulling out 
rather than them pull out too soon. The ‘letting 
go’ moment is key and how that happens."

 
 
 
 
 
 
 
 
 

 
 
 
 
Critically, partners now believe that BFL is offering 
something different to the services that were there 
before, for example: 

There is now that long term, intense commitment 
to individuals living chaotic lives. That goes against 
everything else in terms of service provision in 
Blackpool and the wider area in the last few years. The 
vast majority of services are 9 to 5. But the unique 
thing – almost unique now – is that BFL is genuinely 
built around the client. Traditional services tend to 
be short-term interventions, with a focus on targets, 
getting them on and out.

So this is about working with a much smaller cohort 
– not putting the emphasis on pushing numbers 
through, but it is the intensive individualised support 
long term. But also in terms of that model it is the 
flexibility of when and where it is delivered as well.

 
 
 
 
 
 
 
 

 
 
 
 
The service has also begun to fill gaps identified by 
partners and people who use services:

The model started off with this navigator approach 
and then incorporated other elements where we have 
identified gaps – so landlords for instance who don’t 
tolerate people with difficulties – so we have had to 
look at specific housing provision.

The service has started looking at places where 
potential clients are – A&E, for instance – or criminal 
justice and working alongside the police. So now we 
are going to where they are.

"I feel the model has evolved as it has 
highlighted where there aren’t services.  
It’s been about picking people up and then 
engaging them and trying to link them back 
into services."
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2.3  CURRENT UNDERSTANDING OF THE SERVICE MODEL CONTINUED

2.3.1  CHANGES MADE IN YEAR THREE CONTINUED

The navigator role is distinctive in that it combines 
elements of other traditional ways of supporting 
people, some of which have disappeared with reducing 
resources available to the public sector. For example, 
several interviewees noted that assertive outreach 
– going out to where people are, engaging them on 
their own terms and providing support where they 
are - is a key component of the model. As one person 
commented: The navigators’ role used to be met by 
assertive outreach teams in mental health services 
– these have been taken apart since the end of the 
national service frameworks in 2009. A lot of health 
bodies stopped those when the framework ended, 
including in Blackpool. 

Alongside assertive outreach, the navigator is 
expected to case manage individuals’ involvement 
with other services, acting as a link between agencies, 
sharing information and ensuring that the individual 
is able to engage when and where necessary. The 
concept of case management is gaining traction as 
a means of helping to integrate health and social 
care services around the individual; for example, the 
NHS in Fylde Coast has been piloting the role of the 
‘extensivist’, a health professional who acts as a lead 
and co-ordinator for people with complex needs.

 

Thirdly, it has become increasingly clear that, to help 
people achieve positive outcomes, navigators need to 
help their clients to engage in therapeutic activities, 
and to support them in a way that focuses on assets 
rather than deficits. The emphasis in working with 
people now is far more on ‘what can you do? and ‘what 
would you like to do?’ than ‘what is the problem?’. 
Despite this general recognition that therapeutic 
activities are important, feedback from staff suggests 
that there is not a common understanding of the role 
of the Therapeutic Activities Co-ordinator or of the 
extent to which navigators ought to involve themselves 
in activities. There was a suggestion that not all team 
members value therapeutic activities to the same 
extent.

Figure 2 opposite illustrates the role of the Navigator 
– part assertive outreach worker, part case manager 
and part provider of therapeutic support.

Figure 2: The Navigator model
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2.4  INVOLVEMENT OF SERVICE USERS AND PEOPLE WITH LIVED EXPERIENCE

In the first year of BFL, involvement of people with 
lived experience at all levels – from consultation 
to membership of a Shadow Core Partnership to 
employment as ‘apprentice navigators’ – was one of 
the elements of the project which was most effective. 
However, this changed with the absence and then 
departure of the previous Service User Engagement 
Co-ordinator and for a period during year three people 
with lived experience were less involved, particularly 
in decision making, as the project focused on internal 
re-organisation and recruitment. 

During the Summer of 2017 BFL engaged Revolving 
Doors Agency (RDA) to undertake consultation and 
coproduction activity, which sought to review lessons 
learnt so far, build on existing good practice, and set 
out a model by which the full ambition of the project 
around service user involvement could be realised. RDA 
recommended a new model with two key components: 
 
 
 
 

 h A core Lived Experience Team (LET) of around 
six members, who would develop in-depth 
understanding of systems, governance, work 
programmes and points of influence. This 
foundation would enable the LET to have ‘the 
right conversations’ and to offer impactful 'insight 
into the matters in hand'.  LET members would be 
expected to, (and supported to) refer back out to 
wider groups of service users with lived experience 
of multiple and complex needs and thus allow the 
team to represent current views and experiences 
of the service user population, and to expand and 
refresh LET membership. 

 h An employed service user involvement team 
whose members would recruit people with lived 
experience to the LET and to be volunteers and 
facilitate all service user involvement for the 
programme. The service user involvement team 
would support LET members to play a meaningful 
role in BFL by delivering bespoke training and 
facilitating skills development and personal 
progression opportunities. The team would 
comprise a full time Service User Coordinator, 
a part time Service User Coordinator, and the 
Volunteer Coordinator.

 
 
 
 

It was agreed that the provision of a service user 
involvement function and employment of team 
members would be contracted to an external agency 
with specialist expertise. The tender opportunity  
was advertised and the successful organisation  
was Empowerment, whose contract began on  
1st January 2018. 

Interviewees welcomed the involvement of 
Empowerment in this new capacity and were excited 
about the new model and the opportunities it offers 
for meaningful involvement and influencing the 
design and delivery of services. In reflecting on the 
involvement of people with lived experience to date, 
interviewees raised two issues which are important for 
the project to consider going forwards they are:
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2.4  INVOLVEMENT OF SERVICE   
  USERS AND PEOPLE WITH LIVED   
  EXPERIENCE CONTINUED

Firstly, some interviewees felt that people with lived 
experience had been encouraged to move very quickly 
from recovery into volunteering and into a job. As one 
person said: For a couple of people I know it was far 
too much far too quick. There was loads of hype but it 
was too much too soon and ultimately they had quite 
a negative experience and it has put them off working 
in health and social care permanently. For those 
interviewees who raised this, there is a need to be 
realistic with people about what they can expect from 
volunteering, involvement in any of the structures 
of BFL and paid employment, and to give people 
personalised support so that they have somewhere to 
take any issues that may arise for them.

The second issue people raised was the potential 
for duplication of other structures for involving 
people with lived experience. For example, some 
mental health services and some substance misuse 
services also have lived experience teams. There was 
a suggestion that these teams should collaborate 
with BFL, for example in developing a service user 
involvement charter mark for services. That way there 
would be a more holistic approach to involving people 
across different services and agencies, which would 
benefit the wider system. 
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2.5  ISSUES FOR FUTURE CONSIDERATION

A number of issues arose from the interviews with staff, 
service users and partners which were raised by more 
than one person and which seem to be important for 
the project to consider as it moves forward.  
These are:

A risk-averse culture runs counter to the notion of 
creative piloting. Both staff and strategic partners 
interviewed highlight this as a cultural ‘disjunct’: 
on the one hand, Fulfilling Lives is meant to give a 
unique opportunity to try new things and to test new 
ways of working, and on the other the fundamental 
management culture seems to run counter to this.  
As one staff member said: 

"I think we are very risk averse – and sometimes 
I feel I have ideas and I can’t get anywhere 
with them. And because I don’t have a forum 
to get some support for my ideas they never go 
anywhere.  Similarly, a partner commented: I 
would expect that a project like this may be 
innovative in terms of new ways of getting into 
people’s heads and supporting and encouraging 
them – whereas the experience we have is 
that it tends to be risk averse. So there’s a 
frustration there that it is meant to be finding 
new approaches but it is mainly focused on 
getting referrals in – the whole purpose seems to 
be getting people through the door. I’d like to see 
fewer people and more positive outcomes." 
 

To some extent the emphasis on compliance with 
procedures and on securing referrals and meeting 
targets is understandable given the early experiences 
of confusion, inconsistency and disagreement with 
partners. However, it may be that once these new 
systems become more embedded it is time to re-focus 
on innovation.

The threshold for acceptance for clients feels overly 
rigid and on occasion frustratingly and anomalously 
enforced. Interviews with staff and partners 
unearthed the ‘problem’ of there being a system in 
place which is ‘overly fixed’ on scoring and can, as a 
result, leave out people who, with a bit of exercised 
judgement, would benefit from acceptance. To those 
who raised this, it is not clear what the benefits 
of being so strict about a threshold are other than 
rationing the service. As one person said: 

"There is a sense that they are very accepting of 
different pathways and different outcomes for 
the service, but that qualification for the service 
is a bit too strict…it is frustrating to have to wait 
until someone gets worse before we can refer in." 

 
 
 
 
 
 

Linked to this, some staff and partners reported that 
the criteria are applied inconsistently; for example, 
staff said they were aware that some managers will 
accept people whilst others will reject them. 
 
It was suggested that the assessment process 
could incorporate more discretion, although no-one 
recommended bringing back a multi-agency panel. 
Introducing more flexibility may need to sit alongside 
other changes, for example splitting navigator 
responsibilities so that some team members focused 
more on referrals and engagement, while others 
provided longer term support.

2   Implementation of the project
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2.5  ISSUES FOR FUTURE CONSIDERATION CONTINUED

Speed of process. Feedback from some service user 
interviewees is that the process from first contact to 
acceptance can be slow; for example: 

"Fulfilling Lives came in, I started working with 
them, took to them straight away, and then we 
just progressed very, very slowly.  It’s been a 
very slow process.  I think they could do with 
trying to speed things up a bit so things don’t 
take so long. They can get in touch with all the 
people that are necessary, but they don’t do it 
very quickly.  It’s a slow process.  It would be 
better if it could be speeded up somehow so 
that people could be helped quicker." 

Working in a gender focused way. The project 
has already begun to consider how it might work 
differently to meet the needs of women, but there 
is perhaps more to do in terms of incorporating a 
gender perspective into the model. In particular, 
the adherence to scoring criteria based on the 
New Directions Team Assessment (NDT) carries 
with it the risk of excluding vulnerable women, who 
may not score highly on the housing element, for 
example, because they are less likely than men to 
be sleeping rough, but are nevertheless at risk from 
the circumstances they are in. This is an area for 
continuing discussion and monitoring by the BFL 
management team and partnership.

The number of closures because people do not 
engage. Whilst recognising that many of those initially 
contacted or referred will choose to disengage, 
because BFL is working with people who have 
traditionally not used services for sustained amounts 
of time, some staff and partners find the level of 
disengagement problematic. Two recommendations 
were made: (i) that the project could think about 
different ways to engage individuals, and (ii) that the 
project should continue to try to find out from people 
who have disengaged why this was and what the 
project could have done differently, building on the 
recent consultation with former clients. 

It emerged from interviews with staff that the project 
has a ‘rule’ about what classifies a client as having 
disengaged, and some interviewees felt that this was 
a blunt tool for assessing whether or not to carry 
on working with them. A ‘three misses and you’re 
out’ approach means that BFL may be losing the 
gains of people who are way, way off the spectrum of 
engagement but who have shown some interest and 
seems to suggest everybody starts from the same 
base, which they do not. Some of the navigators were 
very strong on this point, noting that you may have to 
spend a long, long time gaining trust.

 
 
 
 

Varying levels of skills and experience leading to 
variability in how the model is implemented. Despite 
reports that staff and partners are clearer about how 
the BFL model should work, several interviewees 

– both staff and partners – said that in practice 
individual navigators displayed different levels of 
engagement with and understanding of the aims and 
objectives of the partnership. In part this was thought 
to be a reflection of the variable levels of skills and 
experience in the team. For example: 

"Sometimes the navigators act differently 
and that can be confusing and some of the 
difficulty is that you get some navigators who 
are really proactive and work in a certain way 
and others who don’t."
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It was reported that navigators work in different ways 
and have different strengths. For example, some are 
better at keeping boundaries; some are more proactive 
in making contact with other services and brokering 
relationships for their clients, and some are spending 
more time doing therapeutic activities. It appears 
that; a) some navigators are tending to focus on the 
elements of the role they feel most comfortable with 
because the role itself is so wide that they can; b) 
people are not playing to their strengths and; c) clients 
are getting variable support due to this cherry picking. 
The ‘model’ relies on navigators being confident in and 
doing a wide spectrum of tasks which in reality are 
rarely achievable to the standard required within one  
post-holder.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Over the last year there have been high levels of 
sickness in the staff team and some team members 
have found the emotional and physical demands 
of navigator work hard to manage. It is undoubtedly 
a challenging role which requires a high level of 
self-knowledge and personal resilience, as well as 
effective workplace support systems. It was widely 
acknowledged that some staff are stronger in 
some areas of the work than in others. In particular, 
interviewees suggested that some navigators were 
much better at assessment and administration than 
others, while others were better at initial engagement 
or on-going relationship building.  
 
Learning from individual experiences and suggestions 
for improving both the practice of staff and the support 
they receive included:

 h Reviewing the present division of responsibilities 
with a view to enabling navigators to ‘play to their 
strengths’, for example by having some team 
members who focus only on the initial stages of 
a person’s engagement with the project before 
involving someone else who will provide support 
once a client is ready to move on to a new stage  
of engagement.  
 
 
 
 
 

 h Changing the system for assessment so that team 
leaders do the pre-navigation work, ensuring 
consistency and enabling navigators to focus on 
face to face and therapeutic engagement.

 h Reviewing best practice from elsewhere and 
developing guidance on looking after staff  
who are working with people with highly  
complex needs. 

Understanding of the role of BFL. Finally, there were 
concerns that BFL is potentially being regarded as 
a place to send people when another service does 
not have capacity to deal with them, rather than a 
place which navigates people into other services. That 
clarity about BFL’s role vis-à-vis other services is key 
and difficult to maintain in a world where austerity is 
undermining provision everywhere and services are 
searching for any options which might work. 

2   Implementation of the project
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3  Outcomes for beneficiaries

3.1  INTRODUCTION

This section is based on interviews with 19 people who 
are current users of Fulfilling Lives and questionnaires 
completed with project staff by four people who had 
disengaged. It is important to acknowledge that the 
outcomes people identified were not achieved due to 
the intervention of BFL navigators alone; they are a 
result of effective multi-agency working and, in the 
case of most people, the contribution of a number of 
organisations involved in the BFL partnership. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Section 3.2 reports the views of people who have 
used services about what has changed for them, as 
well as progress for the whole cohort of people using 
BFL in the year, measured by the Homelessness 
Outcomes Star. The Outcomes Star is a tool used to 
measure, track and support progress towards a range 
of identified goals. It is reviewed by the navigator 
in consultation with the beneficiary and partner 
agencies also working with that client. The points 
on the scale represent a ‘Ladder of Change’ scored 
from 1-10. As the client progresses scores increase. 
An initial Homelessness Outcomes Star (HOS) 
assessment is undertaken when beneficiaries first 
join the BFL programme. The HOS is then reviewed 
at 3-monthly intervals. We analysed the data from 
completed Outcomes Stars to see whether there  
was any significant difference in scores for men  
and women and have shown scores for men and 
women separately.  
 
In section 3.3 we explore how agencies have  
worked together in Blackpool to help people  
achieve these outcomes.
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3   Outcomes for beneficiaries

 
 
 
3.2  WHAT HAS CHANGED FOR PEOPLE WHO HAVE USED FULFILLING LIVES?

3.2.1  MOTIVATION AND TAKING RESPONSIBILITY

There is sometimes a debate in the BFL partnership 
about the extent to which navigators should intervene 
to help people and the extent to which they should 
encourage people to do things for themselves. For 
most navigators this is a progressive process, with 
more intervention at the start of a relationship to 
help people become engaged, and a gradual passing 
of responsibility. Service users themselves are aware 
that they are being asked to take responsibility and 
the majority of those we interviewed felt that they 
had made progress in being motivated and able to do 
so. For example, one interviewee explained how a key 
worker encouraged them to take responsibility:

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

"It's a person helping me to start doing stuff 
again, you know.  I remember once they helped 
me with a bus pass, and the week after, I was 
ringing her, going, 'Oh, can you help me with 
that bus pass again?'  She's, like, 'You've got 
to meet half way.  If you've been paid you can 
get a bus pass.’ So it's her, helping me getting 
back to, you know, doing things for myself, 
because when you've been on drugs and that, 
you do sort of get into 'Oh, what can I get?'  You 
know what I mean?  So at first, I just thought 
it was all about that, and she said, 'No, it's me 
helping you help yourself."  

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
As someone else pointed out, being motivated to sort 
out one issue is often connected to other things that 
might be going on in people’s lives:

"Yes, it’s just everything goes hand in hand 
doesn’t it, you know?  It seems like the worse 
my housing situation is going the worse my 
drug use ends up going, so I just need to get 
sorted with the housing thing.  So, you know, 
I need to get up in the morning, to get to the 
appointment to get that sorted so that I don’t 
use.  It’s just all a big chain reaction."

Figure 3 shows the progress made by beneficiaries 
who joined the project in year one (defined as April 
2014 to March 2015), year two (April 2015 to March 
2016) and year three (April 2016 to March 2017). In 
each year average scores for women at the start of 
their engagement were higher than for men, with  
men showing the greatest change over time.
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Figure 3: Change in HOS scores for motivation and taking responsibility
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3.2  WHAT HAS CHANGED FOR PEOPLE WHO HAVE USED FULFILLING LIVES? CONTINUED

3.2.2  SELF-CARE AND LIVING SKILLS

Fulfilling Lives aims to help people make small 
improvements in their lives and to move at their own 
pace. For many people, learning to take better care of 
themselves and to manage tasks of day-to-day life 
can be a big change from where they were before. One 
person told us, for example:

"Right, so now I will go get shopping in for the 
week, where I didn’t, I relied on things like food 
banks and things like that.  All my money used 
to get spent on drugs, but last week  
I went and did it myself, I didn’t get a lift,  
I went and did it myself, I went and did a  
bit of shopping."  

Again, as figure 4 shows, average scores for women 
were higher than for men at the point at which they 
joined the project. Men who joined the project in year 
two and women who joined in year three, in particular, 
have shown the greatest increase in HOS scores.

Figure 4: Change in HOS scores for self-care and living skills
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3.2.3  MANAGING MONEY AND PERSONAL ADMINISTRATION

Some of the navigators told us that they spent a good 
deal of time helping people to claim the benefits 
they were entitled to. It emerged that one or two 
navigators have developed particular expertise in 
helping people to understand the often complex rules 
governing benefits entitlements. Others have focused 
on encouraging and supporting people to read and 
deal with official letters and to budget from week 
to week. Without this type of support many of the 
people BFL works with would simply not bother, and 
would resort to street begging or shoplifting. As one 
person said: 

"So, I’ve had support and that through my 
benefits, you know?  I just wouldn’t have 
turned up, me, you know?"  

Beneficiaries who joined the project in year two have 
made substantial progress with managing money, 
with HOS scores for both men and women increasing 
considerably (see figure 5).

Figure 5: Change in HOS scores for managing money
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3.2  WHAT HAS CHANGED FOR PEOPLE WHO HAVE USED FULFILLING LIVES? CONTINUED

3.2.4  SOCIAL NETWORKS AND RELATIONSHIPS

When asked what had changed in their lives, several of 
the people we interviewed talked about improvements 
in their relationships with family members, for example: 

"I wasn’t getting on with my family and my 
family weren’t speaking to me. They’re 
speaking to me now, you know?  I go round my 
mum’s and stuff like that, seeing my sister’s 
kids, and I never had any of this, you know 
what I mean?"  

Support from peers at the drop-in or through activities 
organised by BFL was also seen as a positive change 
for many people, who had not been used to socialising 
except in the context of drug or alcohol use.

Interestingly, the women who joined the project in 
its first year started with relatively high average HOS 
scores and their average scores have decreased at the 
latest point at which Outcomes Stars were completed 
(see figure 6), albeit that women started from a higher 
base than men. It is worth exploring why this is and 
whether or not there is any additional support the 
project could provide for this group.

Figure 6: change in HOS scores for social networks and relationships
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3.2.5  DRUG AND ALCOHOL MISUSE

The majority of BFL clients do not give up drugs 
or alcohol altogether and this is not a condition 
of receiving support. However, many do find that 
they reduce their use of drugs or alcohol as their 
involvement with BFL progresses. This comment  
from a current service user is typical of some of  
the things people said:

"Yes, I feel better. I don’t drink as much as I 
used to. Come on, this time last year, I’d be 
showing up bloody pissed out of my head.  
Now I don’t. I know I’ve had a drink. I know 
you can tell I’ve had a drink, but I’m not drunk 
drunk, like I used to be."  

Both women and men who joined the project in  
year two have made significant progress in terms  
of their drug and alcohol misuse (see figure 7).  
Men who joined in year one have shown more 
progress than women who joined at the same 
time, with average scores for this group of women 
decreasing over time. Again, this warrants further 
investigation and consideration of what further 
support could be provided.

Figure 7: Change in HOS scores for drug and alcohol misuse

Latest Outcomes Star

Initial Outcomes Star

Year 1

0 0.5 1.5 2.5 3.5 4.51 2 3 4 5

Average score

Year 2

Year 3

Drug and alcohol misuse - progress (males)

Drug and alcohol misuse  - progress (females)

Year 1

0 1 2 3 4 5 6

Average score

Year 2

Year 3

3   Outcomes for beneficiaries

36



Figure 8: Change in HOS scores for physical health

 
 
 
3.2  WHAT HAS CHANGED FOR PEOPLE WHO HAVE USED FULFILLING LIVES? CONTINUED

3.2.6  PHYSICAL HEALTH

Many of the people who come to Fulfilling Lives 
are in poor physical health, partly because of the 
nature of the lives they have led and partly because 
they have tended not to access primary healthcare 
services, such as GPs or dentists. This is often linked 
to substance use. For some clients, there has been 
a growing desire to take better care of their physical 
health, alongside a recognition that becoming 
completely abstinent is not a realistic prospect:

"Get my health sorted. Try and stop drinking, 
but I know that’ll never happen. I know it’s 
never going to happen. I’ll never give up 
completely.  I know that. I know I won’t go to  
a rehab. I know I won’t do it, so, I don’t know.  
I’ll never be able to give up drinking  
completely. I know that."

Physical health, as measured by the Outcomes Star, 
has improved for men who joined in all three years, 
but appears to have deteriorated for women who 
joined in year one (see figure 8). It may be that  
there is more support the project could provide  
for this group.
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3.2.7  EMOTIONAL AND MENTAL HEALTH

Feeling safer has had an effect on some people’s 
emotional wellbeing. While many clients report that 
they have had difficulty in accessing community 
mental health services, they do believe that getting 
involved with Fulfilling Lives, and in many cases 
finding a safer place to stay, has helped them to 
feel better. This interviewee reflected on the recent 
experience of staying in a hostel compared to having 
their own accommodation:

"I didn’t feel safe, I really didn’t like it, I hated 
it.  I have honestly felt safer staying round 
on people’s sofas, because usually it will be 
friends, I know its drug friends, but, you know, 
friends nevertheless.  I hate hostels, but I 
know it’s a process, it’s a process I had to go 
through to get my own place and now I feel so 
much better."  

Emotional and mental health is an area where people 
have made some of the biggest changes, with average 
HOS scores increasing for men and women who 
joined in years one, two and three (see figure 9).

Figure 9: Change in HOS scores for emotional and mental health
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3.2  WHAT HAS CHANGED FOR PEOPLE WHO HAVE USED FULFILLING LIVES? CONTINUED

3.2.8  MEANINGFUL USE OF TIME

Whilst some service users are likely to need long-
term intensive support and may find it difficult to 
work or go to college because of their physical health 
and ongoing substance use, others have begun work-
related training or education, with the help of BFL 
partnership members:

"[Name of worker]’s sorted my CV out with 
me, I'm either going to get a job or go back to 
college.  She's helped me.  I've moved forwards, 
I feel better in myself than what I did."  

For those for whom work or education is not a 
current option, organised activities, the BFL drop-in 
and accessing other services have provided ways to 
spend time differently and, for the most part, more 
positively. One person told us that being engaged  
with BFL and other services had given her a sense  
of routine, which she felt she needed:

"Routine. That is something I thrive off... I used 
to go prison on purpose. Just for routine, oh 
yes, used to thrive off it, because it was up in 
a morning, whether you liked it or not, they’re 
getting you up.  It was work, and then come 
home, have your dinner, back to work, I mean 
your home is a bloody cell, you know."
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As figure 10 shows, the project appears to have helped its beneficiaries to make more meaningful 
use of time, with average HOS scores increasing for both men and women and across all years.

Figure 10: Change in HOS scores for meaningful use of time
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3.2.9  MANAGING TENANCY AND ACCOMMODATION

Although not all of the people who are referred to  
BFL are sleeping rough, the majority who are not 
are in insecure or unsuitable accommodation. This 
is one of the aspects of people’s lives that BFL and 
its partners try to help with early in the relationship, 
on the basis that having a better living environment 
will make people feel better about themselves, safer 
and more able to cope with other issues. As figure 11 
shows, average HOS scores for both men and women 
have increased over time. One person we interviewed 
told us:

I've come from an absolute mess, a flat with 
no heating, no water, no gas, no electric, no 
nothing.  I had to use extension cables right 
the way up my stairs, to a flat where I can 
put electric on my key and I can go and turn 
my tap on, I can get in my shower, and it feels 
great.  Before, I couldn't do that, I was having 
to get a shower next door, at my mate's.  Now, 
I can just get in my own shower, get out and 
get in.  It feels great.

Figure 11:Change in HOS scores for managing tenancy and accommodation
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3.2  WHAT HAS CHANGED FOR PEOPLE WHO HAVE USED FULFILLING LIVES? CONTINUED

3.2.10 OFFENDING 

A reduction in offending has consistently been  
the biggest area of change for the people who come 
to BFL, as measured by the change in the number 
of contacts with the criminal justice system. The 
reasons for this are not known, although staff and 
partners have suggested that having someone who 
appears to care or having alternative ways to spend 
time might be factors in reducing offending.  
One interviewee said:

"If I was sat at home or something, by now I 
think I would have been back in prison by now 
if it weren't for these BFL people, and I said 
that to these.  I would have.  How many times  
I just wanted to go back to prison, just get 
away from shit round here.  I have been 
tempted but I haven't."

Despite this positive evidence, it appears that 
women are less likely to reduce their offending, with 
women who joined in years one and two showing a 
decrease or no change in HOS scores (see figure 12).

Figure 12: Change in HOS scores for offending
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3.3  HOW HAS FULFILLING LIVES MANAGED TO ACHIEVE IMPACT?

3.3.1  FULFILLING LIVES IS A PARTNERSHIP

Navigators are the means by which people are 
able to engage with services when they found it 
difficult before, and in engaging with other services 
beneficiaries have improved their lives. The services 
most interviewees mentioned were Blackpool 
Council Housing, Horizon substance misuse service 
and Blackpool Women’s Centre. Several people we 
interviewed told us they had experienced difficulty 
in finding appropriate mental health support, and 
some had been ‘closed’ by mental health services 
for missing appointments. It seems that the BFL 
partnership could work better for beneficiaries if 
partners could work together to find a way for people 
with multiple and complex needs to access the mental 
health services many of them need and to overcome 
institutional and resource barriers. 

3.3.2  PERSISTENCE

The service users we spoke to highlighted workers’ 
persistence as a reason why they had got involved and 
stuck with the project. One person told us:

"Sometimes I don’t show up.  I don’t do stuff 
that I tell them I’m going to, and then they 
bollock me, and I think they’re going to strike 
me off the books at any time, but they don’t."  

Someone else explained how his worker had been 
persistent in the face of his reluctance to engage:

"He just kept trying and stuff and different 
ideas and he had different approaches. Yes, 
positive, you know?  He just kept trying, you 
know, it was just right for me.  If they hadn’t 
had kept trying...I really do owe the service a 
lot, honestly."  

 
 
 
 
 
 

 
 
A third person explained:

"They’re very subtle people, you know, they don’t 
put anything on you, they’re just there.  You just 
know they’re there and they keep in touch with 
you.  They were phoning me every week or so, I 
think, at the time.  ‘Would you like to come to 
the drop-in?’  I was, like, ‘Oh, I don’t know.’"

A BFL partner described the BFL approach as: 

"A warm approach in terms of being non-
judgemental, understanding and almost 
navigating people gently back into getting 
help. For me the staff are there to engage by 
resilience – sticking with people."

3   Outcomes for beneficiaries
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3.3  HOW HAS FULFILLING LIVES MANAGED TO ACHIEVE IMPACT? CONTINUED 
 
3.3.3  RELATIONSHIP BUILDING

For all of those who took part in interviews, the 
relationship with their key worker had been critical. 
Not everybody had got on with their worker, but it 
seemed that those who had built up a trusting and 
mutually respectful relationship had made more 
changes in other areas of their lives. For staff, striking 
the balance between encouraging people to trust 
but not fostering over-dependence is a continuing 
challenge. Some of the navigators are extremely 
skilled at this, with others needing more experience 
and support to establish boundaries. Some of the 
most effective navigators (from the point of view of 
engagement) are the ones who hassle and harry and 
pursue. The most effective navigators are adopting 
different techniques for different client psychologies 
and being supportive/soft with some and more 
instructive/firm with others. 

For some service users the fact that someone has 
time for them outside of a formal setting is important. 
As one person said: 

"It’s just that little bit of conversation or 
whatever, it just…because I didn’t have 
anybody, I didn’t have anybody at all."

 

Service users also spoke about the importance for 
them of knowing they can talk to someone outside of 
regular appointment times: 

"[Name of worker] has been there at the end of 
the phone, all the time.  Even if he’s not working, 
and he gets a missed call on his phone, he 
always phones me, or I’ll leave a text for him 
and he gets straight back to me. 
If he’s not there, I’ll go to the office, all the 
other workers flock out, ‘What’s up?  What’s 
up?’, so there’s always somebody there.  Even 
at the end of the phone, if you phone the 
office, somebody is there to help you.  It’s never, 

‘Oh, come back tomorrow.’  There’s always 
somebody there to help you. You’re never  
shut off from Fulfilling Lives."
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3.3.4  HOLISTIC APPROACH

Interviewees also appreciated being treated as an 
individual with a range of abilities, needs and interests. 
One person told us:

"Because you go to your normal appointments 
and it’s just about that one thing. You know, 
your drugs or your alcohol or whatever. With 
here it, like, opens up doors for you and stuff, 
you know?  It has done for me anyway."

We understand from interviews with partners and BFL 
staff that there have been some points of difference 
about whether it is acceptable for navigators to buy 
food or anything else for people, but in the context of a 
relationship between worker and service user funding 
activities can have an impact on beneficiaries’ well-
being and self-esteem. A service user who has now 
ended their involvement with BFL and moved on in a 
positive way told us how they valued being offered the 
opportunity to do things they liked:  
 
 
 
 

"They said ‘What did you used to like doing?’  I 
said, ‘Well, I used to like going to the theatre.’  

‘Well, we’ll go and see a show.’  I’d be, like, ‘Oh, 
no.  It’s too expensive.’  They said, ‘Well, if that’s 
what you want to do, that’s what we’ll do.’  You 
know, they give you the option and, because of 
that, I said, ‘Well, no. No, that’s fine.’  You know, 
we’ve been to the Lake District, that was a 
great day and they’re always there, they’ll meet 
up with you and they’ll have a sandwich for you 
and a coffee."

Another client noted: 

"Yes, it’s little things that make you feel, well, 
liked again, loved again, you know, cared about 
basically.  Not love but the care, the care. 
They’re all nice and they’re all funny."
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3.3  HOW HAS FULFILLING LIVES MANAGED TO ACHIEVE IMPACT? CONTINUED

3.3.5  HELP WITH TIME MANAGEMENT AND BEING ORGANISED

One of the main aspects of a navigator’s day to day 
work with service users is ‘chivvying’ and reminding, 
without which many people, by their own admission, 
would not attend appointments or be able to engage 
with other services:

"Well, yes, because other services, if you don't 
make an appointment and you don't make 
it, you usually get breached. With Fulfilling 
Lives, she's, like, ringing me an hour before that 
appointment, you know. That's what the good 
thing about it is."

 
 
 
 
 
 
 
 
 
 
 
 
 
 

This approach works well for some people, who believe 
they need some directing or ‘pushing’ to  
do things:

"Yes, I think helps with people who've got 
depression and suffer with anxiety… you don't 
want to go out, you don't want to do anything.  
This morning, I didn't think this was until eleven, 
and [name of worker] was, like, on the phone 
at half past nine. 'Come on, you've got it. 'You 
know, she just gets me up and gets me moving. 
That's what I need, I need somebody like her. 
She doesn't pussy-foot about me, she's, like, 

'Come on, you've got to get up now 
and get there’ and that's what I need, and I 
think everybody's different, I know that some 
people might not need that, they'd have a 
different key worker then, you know. I have 
[name of worker] because that's the sort of 
thing I need, pushing."
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3.3.6  HELPING PEOPLE TO MOVE ON

The project has worked with 53 people who have 
progressed to the point where they no longer need 
support from a navigator. Many people will need 
intensive support for longer, but for others whose 
cases are closed, there is the option of remaining 
involved in a different way if they choose. One person 
explained how they felt when it came to the point 
where they and the project agreed that support was 
no longer needed:

"Oh, I was gutted. I just went, ‘Oh, I’ll miss  
you.’  Then [name of worker] said, ‘Well,  
there are other things that you can do with  
us. You know, we’ll still phone you and you  
can come and do it.’ So, I’m fortunate that  
I’ve been signed off but I am still involved,  
in other ways."

 
 
 
 
 
 
 
 
 

For some, becoming a volunteer is an option, and 
the project is now able to offer a wider range of 
opportunities to suit different people and to offer 
more support to volunteers. One former service  
user said:

"I’m doing a little project with Fulfilling Lives. 
That’s to do with becoming some sort of mentor 
for women that have been in bad relationships, 
I’m going to see if I can carry it through. If I do, 
that’s brilliant. If I don’t, well there are other 
things, you know."

3   Outcomes for beneficiaries
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3.4  CHANGES IN THE USE OF OTHER SERVICES

One of the objectives of the national evaluation of 
the Fulfilling Lives programme is to measure change 
in beneficiaries’ use of services before and after they 
join the programme, to understand in particular the 
impact that Fulfilling Lives may be having on the 
costs of service use which may be preventable or 
inappropriate. For example, beneficiaries of Fulfilling 
Lives are likely to be frequent attenders at A&E 
departments and to be admitted to hospital as a 
result of conditions which could have been prevented. 

Collecting accurate data is an ongoing challenge 
and makes it difficult to make a robust assessment 
of costs avoided. BFL obtains data on service use 
for the 12 months period prior to engagement with 
the BFL programme from the service provider where 
this is possible. Data on ongoing service use is 
generally provided by navigators or self-reported by 
service users. The experience of the BFL team has 
been that securing information sharing agreements 
and receiving data regularly has been dependent 
on forming relationships with key individuals in the 
relevant agencies. When these individuals have 
their posts, there has tended to be a period when 
no data was available, meaning that the BFL data 
set is incomplete. This is an ongoing challenge for 
partnership projects of this nature.

 
 
 

Figure 13 below includes the information it has been 
possible to collect and which gives the most reliable 
indications of the impact of BFL and its partners 
on people’s use of services post-engagement. The 
data relating to the time before each individual 
engaged with BFL is for 12 months, but the time 
period for which information has been collected 
post-engagement is variable. We have made the 
assumption that the average length of time to which 
the post-engagement data relates is 18 months and 
have adjusted the figures to match the 12 months 
pre-engagement, so that the two sets of data are 
comparable. The figures suggest that:

 h Contact with the criminal justice system reduces 
after engagement, despite the fact that some 
contacts after engagement may relate to crimes 
committed before the person became involved with 
BFL. 

 h The 12 people who presented most frequently at 
A&E before engagement with BFL reduced their 
attendance considerably, with an average of 13.75 
attendances per person in the 12 months before 
joining BFL and 3.11 in the 12 months afterwards. 
These figures suggest that the BFL partnership 
is succeeding in its aim to prevent people from 
needing emergency interventions. 
 
 

 h The number of beneficiaries in contact with 
Community Mental Health Teams has increased 
post joining BFL. Outpatient and inpatient 
attendances have also increased. However, the 
average figures are based on small numbers pre-
BFL and probably cannot be taken as an accurate 
reflection of service use by a wider group of service 
users. Further work is needed to obtain accurate 
data and understand people’s use of mental health 
services pre- and post-BFL, as beneficiaries, staff 
and partners all reported that there had been 
problems for people with multiple and complex 
needs in accessing services.
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Figure 13: Change in service use pre- and post-engagement with BFL

3  Figures are for the 12 clients with highest A&E attendance prior to engagement with BFL

Number of clients 
with prior record for 
previous 12 months

12 month period prior 
to engagement

Average per client
Number of clients with 

ongoing record
Ongoing service use

Average per client 
(average time period = 

18 months)

Number of arrests 144 562 3.90 63 330 3.49

Number of police cautions 13 33 2.54 52 200 2.56

Number of nights spent in 
police custody 109 473 4.34 107 367 2.29

Number of magistrates court 
proceedings 134 473 3.53 122 309 1.69

Number of convictions 115 518 4.50 49 230 3.13

Number of nights in prison 29 3933 135.62 29 2582 59.36

Number of presentations at 
A&E  3 12 165 13.75 12 56 3.11

Number of face to face contacts 
with CMHT 7 124 17.71 94 735 5.21

Number of counselling or 
psychotherapy sessions 7 32 4.57 46 283 4.10

Number of mental health 
service outpatient attendances 6 11 1.83 61 286 3.13

Number of days spent as a 
mental health service inpatient 2 4 2.00 37 518 9.33
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4  Learning and practice improvement 

4.1 INTRODUCTION

In this section we explore three areas where BFL has 
undertaken work to learn from experience so far in 
order to improve practice. These are:

 h Increased engagement of female beneficiaries
 h Learning from people who have disengaged
 h Learning from client deaths

4.2 INCREASED ENGAGEMENT  
 OF FEMALE BENEFICIARIES

4.2.1 PROFILE OF THE WOMEN BFL WORKS WITH

The proportion of women accepted as BFL clients has 
increased in year three of the project, rising from 32% 
in 2015 to 39% in 2017. In particular, the project has 
worked with more young women. Female clients tend 
to have particularly complex needs. Many have severe 
substance misuse and mental health issues and have 
not sought help before. For example, almost all of 
the nine women we interviewed mentioned abusive 
relationships with family members or partners. The 
women BFL works with are less likely to be homeless 
and more likely to be living in unsuitable or insecure 
accommodation, often with a male partner. Some older 
female clients are long-term rough sleepers.

4.2.2 THE BFL APPROACH TO  
 WORKING WITH WOMEN

The change to having two navigators who work 
exclusively with complex women seems to have  
had a positive impact, for example:

 h All the women we interviewed were extremely 
positive about their relationships with the 
navigators and the support they received

 h In objective terms, the number of female clients 
who have been supported to access secure 
housing and to start college courses has risen 
since the specialist navigators started working 
with women

 h The navigators themselves were positive about 
their roles and the training they had received to  
be effective specialist workers

The women we interviewed talked a lot about the 
relationship and connection they had with their 
navigator. Men mentioned this too, but for the women 
this seemed to be particularly key to being able to 
engage with the project. Several interviewees spoke 
about feeling valued and understood, and trusting 
their navigator to act in their interests.

 
 

Building up a connection and a trusting relationship 
has taken time. For women, it seems to be particularly 
important that services are flexible and can be 
provided in places where they feel safe. For example, 
one woman talked about not wanting to go to hostels 
or drug services for fear of meeting an abusive ex-
partner, while another talked about pressure to buy 
drugs in those places, which seemed particularly 
targeted at vulnerable women. Examples were given  
of navigators being able to arrange for women to 
receive support either in their own homes or at times 
and in places that felt safer for them.

Multi-agency relationships are working well. 
Attendance at Multi-agency Risk Assessment 
Conference (MARAC) meetings helps to ensure that 
women who are subject to MARAC discussions get 
the holistic support they need, while the involvement 
of the Women’s Centre in reaching and supporting 
women with complex needs has been invaluable. 

Having women’s specialist workers has helped raise 
awareness across the project about the possible 
differences between the experiences of men and 
women with complex needs. However, it is important 
that working with women is not seen as something 
that is only done by specialist workers, and that 
training and awareness raising continues for the 
whole team.

 

49



 
 
In common with many of the male clients we 
interviewed, women talked about the difficulties 
they had experienced in accessing the right services 
because they have multiple needs. For example, 
several talked about being excluded from mental 
health services because of their substance use, or 
of being too depressed to go through the process of 
preparing for rehab. This experience is shared by men, 
but women do have the Women’s Centre as a place 
where they can get support without having to fit the 
criteria for one of the ‘silo’ services. This is a positive 
aspect of the system in Blackpool. 
 
 
4.3 FEEDBACK REGARDING PEOPLE   
 WHO HAVE DISENGAGED

The Fulfilling Lives approach does not work for 
everybody and some people will either disengage 
and return some time later when they feel more able 
to accept support, or decide that they do not want 
to receive support. For many people this is not a 
surprising outcome, as the people BFL works with 
are those who have the most complex needs and are 
least likely to engage with services. As one person we 
interviewed told us: 

"I told someone that they help you sort your 
life out.  Well, they try to help you sort your life 
out.  If you’re homeless, they try and make sure 
you’ve got somewhere to live.  It doesn’t always 
work, because I know a few people it hasn’t 
worked with.  [Name of individual] comes  
to mind."

However, partners have expressed concerns about 
the number of people who have disengaged from 
the project after being accepted (85 to date). To find 
out more about why people were choosing not to 
accept support and to learn about what BFL might be 
able to do better, BFL’s Volunteer Co-ordinator and 
Therapeutic Activities Co-ordinator made efforts to 
find people who were no longer in contact with the 
project and ask them if they would give feedback. Four 
people agreed to do this and made the  
following observations: 
 
 
 
 
 
 
 
 
 
 
 

 h Services need to be taken to the client,  especially 
during the early stages when lifestyles are chaotic. 

 h A mobile phone would help engagement and 
provide the facility to be reminded of appointments.

 h Opportunities to associate with/meet/ socialise 
with others at the same stage of their journey 
would be beneficial. Attending soup kitchens  
or the BFL drop-in is not always beneficial as 
service users may come into contact with people 
who may not be a positive influence or could  
trigger relapse.

 h One former client felt that he was set up to fail on 
release from prison. He was released to no fixed 
address and with no support in place after getting 
clean and healthy whilst in prison. He arrived back 
in Blackpool and used immediately. 

Consultation will continue and will in future fall under 
the remit of the newly established Lived Experience 
Team. Consultation in future will be undertaken with 
non-engaged service users prior to them being closed 
for disengagement. This will provide the opportunity to 
discuss any changes which may need to be introduced 
to enable engagement to take place.
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4.4 CLIENT DEATHS

The intrinsic nature of BFL clients is that they are 
vulnerable, at high risk, live very chaotic lifestyles  
and struggle to engage positively with services.  
As a consequence there is far more likelihood of BFL 
clients dying prematurely. Additionally, it is likely that 
at the stage that these people are referred into BFL, 
they will have experienced significant years of chaotic 
behaviour associated with multiple needs and the 
consequent impact on both their physical and mental 
health. For the three year period from when BFL 
started taking referrals in October 2014 up until end 
of October 2017 there were 21 deaths of clients whilst 
on the programme. During this period a total of 315 
clients were active on the programme. A comparison 
with other Fulfilling Lives areas revealed that the 
rate of client deaths in Blackpool has been higher 
than that of other areas. Board members felt that 
this rate of client deaths merited further analysis and 
investigation. In October 2017 the project produced a 
comprehensive report drawing out the lessons from 
each death that had occurred since October 2014. Key 
learning and recommendations  
are summarised below. 
 
 
 
 
 
 

4.4.1 PALLIATIVE CARE

 h More effective liaison and sharing of information 
with health services so that BFL navigators are 
more aware at an earlier stage of a terminal 
diagnosis for a client. This will enable Navigators to 
plan for access and more appropriate support for 
clients.

 h Better BFL liaison with palliative care services to 
promote awareness of the multiple needs client 
group may help to facilitate better awareness.

 h BFL navigators may well benefit from greater 
knowledge and understanding of palliative  
care services available in Blackpool.   
 
 
 
 
 
 
 
 
 
 
 
 

4.4.2 COMMUNICATION WITH CORONER’S OFFICE

 h As navigators are likely to have had relatively 
frequent contact with clients in the immediate 
period leading up to their death, some of the 
information they are able to share with the Coroner 
will be very useful. 

 h It is also important that BFL obtains more 
information about the circumstances surrounding 
a client death as this may help the programme 
learn and improve its practice.

4.4.3 REFERRAL PROCESSES 

 h A quicker process from referral to engagement will 
help to enable clients to access the services that 
they need at an earlier stage. 
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4.4.4 ONGOING ENGAGEMENT WITH CLIENTS

 h The review emphasised the importance of having 
appropriate systems and processes set up to 
monitor engagement, which are now in place. 

 h With expanded fully staffed navigator teams, the 
project now has the capacity to engage with clients 
at appropriate levels of frequency. 

4.4.5 RISK ASSESSMENTS

 h Good quality risk assessment is about identifying 
and taking sensible and proportionate measures 
to control risks identified in working with individual 
clients.  In the last 6 months BFL have reviewed 
the process for creating and reviewing risk 
assessments to help ensure that they are carried 
out promptly when a case is opened and also that 
they are reviewed on a regular basis. Staff have 
received risk assessment training.

 
 
 
 
 
 
 
 
 
 

4.4.6 HEALTH ISSUES FOR PEOPLE  
 WITH MULTIPLE NEEDS

 h Navigators are provided with training on all  
areas of multiple needs and may well also  
benefit from some awareness training relating  
to common health issues and risks associated with 
multiple needs and also the impact of  
certain lifestyle choices.

 h There is a need to recognise that physical health 
is a fifth area of multiple need and that navigators 
need to be more engaged in issues surrounding 
clients’ physical care.

 h It is vital that BFL develops positive and 
meaningful relationships with primary and 
secondary health services to increase awareness 
of the issues and challenges.

 
 
 
 
 
 
 
 
 
 
 
 
 

4.4.7 JOINT WORKING WITH BFL AND DRUG  
 AND ALCOHOL SERVICES IN BLACKPOOL

 h Processes for sharing of information with Horizon 
could be improved. A joint Information Sharing 
Agreement has been developed.

 h Offering overdose advice and providing access to 
naloxone are vital when working with opiate users.

 h Opportunities for more effective joint working with 
clients should be identified and pursued.

 h Naloxone - Navigators have been trained in the use 
of Naloxone injections in cases of overdose and 
now have access to Naloxone.  
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5  Housing first

5.1 BACKGROUND ABOUT THE HOUSING FIRST MODEL

Housing First is a joint project between Blackpool 
Council (Housing Options) and Blackpool Fulfilling 
Lives (Addaction). The service is targeted at BFL 
beneficiaries who have a chronic history of rough 
sleeping, who are identified and agreed between  
both parties.  

Housing First is designed to provide open-ended 
support to long-term and recurrently homeless 
people who have high support needs. People using 
Housing First services are much more likely to have 
complex needs including severe mental illness, poor 
physical health, long-term limiting illness, physical 
disabilities and learning difficulties compared to the 
general population. Clients do not have to be abstinent 
from drugs or alcohol to access services and getting 
housing or remaining in housing is not conditional on 
accepting support or treatment. 

 
 
 
 
 
 
 
 
 
 
 

Homeless Link has set out seven principles  
that should guide all Housing First schemes: 4

1. People have a right to a home

2. Flexible support is provided for as  
long as it is needed

3. Housing and support are separated

4. Individuals have choice and control

5. An active engagement approach is used

6. The service is based on people’s  
strengths, goals and aspirations

7. A harm reduction approach is used

 
 
 
 
 
 
 
 
 
 
 

There is considerable evidence from the UK and 
elsewhere that Housing First works in improving 
outcomes for beneficiaries on a number of measures. 
But what is not known is whether or not the model 
is equally successful in different contexts. To 
understand the differences between Housing First in 
Blackpool and Housing First elsewhere, we compared 
demographic and other factors in Blackpool to 
those of other areas where Housing First has been 
implemented and evaluated.

Homeless Link have identified as many as thirty 
services in England that embody the Housing First 
approach, and there may be more across the whole 
of the UK. A rapid literature search identified 11 
evaluated pilots and schemes in England, one in 
Scotland and one in Northern Ireland. These are 
presented in Figure 14. We also identified a scheme in 
Anglesey, run by The Wallich, but no evaluation  
was available.

4  Source: https://www.homeless.org.uk/connect/blogs/2016/oct/31/homeless-link-introduces-key-ingredients-of-housing-first
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Organisation Location Evaluation(s)

Bench Outreach Lewisham (London) Bretherton & Pleace, 2015 5 

Brighter Futures Stoke-on-Trent Bretherton & Pleace, 2015 5

CRI Brighton and Hove Bretherton & Pleace, 2015 5

Changing Lives Newcastle upon Tyne Bretherton & Pleace, 2015 5

Single Homeless Project (continuing version now 
delivered in Islington & Camden by Fulfilling Lives 
Islington and Camden)

Camden, Islington, City of London, Kensington and Chelsea 
and Hammersmith and Fulham (London)

Bretherton & Pleace, 2015; Pleace & Bretherton,  
2013 (Camden) 

Single Homeless Project Redbridge (London) Bretherton & Pleace, 2015 5

St Mungo’s Broadway Westminster (London) Bretherton & Pleace, 2015 5

Stonepillow West Sussex Bretherton & Pleace, 2015 5

Thames Reach Lambeth, Southwark, Ealing and Tower Hamlets (London) Bretherton & Pleace, 2015 5

Threshold Greater Manchester Quilgars & Pleace, 2016 (interim report) 6 

Depaul Belfast Boyle et al., 2016 7 

Turning Point Scotland Glasgow Johnsen, 2013 8 

Figure 14: Evaluated Housing First schemes and pilots in the UK

5  Bretherton, J. and Pleace, N. (2015) Housing First in England: An Evaluation of nine Services. Centre for Housing Policy, University of York 
6  Quilgars, D. and Pleace, N. (2016). Evaluation of the Threshold Housing First project for women offenders: Interim report. University of York 
7  Boyle, F., Palmer, J. and Ahmed, S., 2016. The efficiency and effectiveness of the Housing First support service piloted by Depaul in Belfast,  
 funded by Supporting People: An SROI evaluation. North Harbour Consulting. 
8  Johnsen, S., 2013. Turning Point Scotland’s Housing First project evaluation: Final report. Heriot-Watt University
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5.1 BACKGROUND ABOUT THE HOUSING FIRST MODEL CONTINUED

5.1.1 MULTIPLE AND COMPLEX NEEDS IN AREAS WITH EVALUATED HOUSING FIRST SCHEMES

Research by the Lankelly Chase Foundation using data 
on homelessness, offending and substance misuse 
alongside qualitative work supported a ‘poverty 
plus’ argument for the development of multiple 
and complex needs: poverty is thought to make an 
individual vulnerable to MCN when combined with 
other factors, like Adverse Childhood Experiences 
(ACEs) or negative experiences of the education 
system (Bramley et al., 2015).

Factors at a local authority level have also been linked 
to high prevalence of MCNs among the population. A 
multiple regression analysis identified the following 
factors as being significant (Bramley  
et al., 2015).

Demographic factors: High prevalence was associated 
with a younger population and/or large numbers of 
single person households.

Economic factors: Areas with high prevalence had 
high rates of unemployment and/or poverty.

Housing factors: Prevalence was high in areas with a 
concentration of smaller properties (bedsits and small 
flats), but was not associated with indicators  
of housing pressure (overcrowding) and poor quality 
(no central heating). 
 
 

Health factors: Local populations with a poor  
health profile had higher prevalence.

Institutional factors: High prevalence of MCN was 
associated with a concentration of institutional 
populations (especially those living in mental  
health units or hospitals, or in homeless hostels).  
It was also associated with a concentration of  
holiday accommodation, such as in seaside  
towns like Blackpool.

Appendix A includes a detailed analysis of data 
relating to each of these factors in Blackpool.

Of the English local authority areas with evaluated 
Housing First schemes, the following were among |the 
top 24 for prevalence of severe multiple disadvantage 
(SMD) (Bramley et al., 2015). 

 h Blackpool (1st)
 h Manchester (5th)
 h Stoke-on-Trent (9th)
 h Newcastle upon Tyne (10th)
 h Camden (16th)
 h Islington (17th)
 h Tower Hamlets (20th)
 h Westminster (21st)

 
 
 
 

Redbridge was in the bottom 20, with prevalence of 
SMD around half the national average. This analysis 
covered English local authorities, so other areas 
served by housing first schemes (e.g. Belfast, Glasgow) 
are not included. English local authorities that have 
evaluated housing first schemes but that were not in 
the top 24 include Lewisham, Brighton and Hove and 
West Sussex. However, detailed prevalence data is still 
available for these areas,  
and is discussed below.

The prevalence of SMD in areas with evaluated 
Housing First schemes in England is shown in Figure 
15. This shows prevalence for the three ‘disadvantage 
domains’ examined in the Lankelly Chase report – 
homelessness, substance misuse and offending – and 
for combinations of these. It includes two estimates 
for combinations of all three (SMD3), based on 
homelessness data (‘SP’) and offending data (‘OA’). 
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H’less only Offend only Subst only
Offend + 

Subst
H’less + 

Subst
H’less + 
Offend

SMD3 (SP) SMD3 (OA) Total SMD1-3

Blackpool 2.4 9.2 17.7 10.1 2.8 1.7 6.4 4.1 49.3

Brighton and Hove 1.6 3.1 7.4 2.9 1.8 1.1 2.9 1.5 20.0

Camden 1.2 2.9 8.3 3.8 3.4 0.8 3.2 1.6 22.8

City of London 1.4 0.6 5.7 1.4 3.6 0.0 0.8 0.8 13.6

Ealing 1.4 2.8 5.3 2.8 2.3 0.7 1.3 1.3 16.7

Hammersmith and Fulham 0.8 3.7 6.2 3.9 2.5 1.2 2.4 2.1 20.5

Islington 1.5 3.7 9.7 4.9 3.0 1.6 1.1 2.5 26.2

Kensington and Chelsea 2.3 2.1 8.7 2.4 2.2 0.4 0.9 0.8 19.1

Lambeth 1.6 4.3 6.0 4.7 2.5 1.3 1.4 2.2 22.1

Lewisham 1.4 4.7 5.1 4.6 2.1 1.1 1.5 1.8 20.8

Manchester 3.7 6.6 9.2 6.0 3.4 1.7 4.2 3.1 34.2

Newcastle upon Tyne 2.4 7.9 7.9 5.9 2.3 1.2 6.4 2.7 32.0

Redbridge 0.4 2.5 4.0 2.4 0.7 0.6 0.2 1.3 11.4

Southwark 1.6 4.1 5.7 4.5 2.4 1.1 1.5 2.2 21.2

Stoke-on-Trent 2.7 5.5 9.4 6.8 2.8 1.2 1.7 3.5 31.0

Tower Hamlets 3.6 3.9 6.6 4.1 3.3 0.8 2.6 1.8 24.6

West Sussex 0.7 1.8 2.7 1.4 0.8 0.5 1.3 0.8 9.0

Figure 15: Prevalence per 1,000, by SMD category by Local Authority Adapted from Bramley et al. (2015)

These data suggest that the people that Housing First aims to help form a higher proportion of the Blackpool population than of any other local authority 
population in England. Prevalence was particularly low in Redbridge, with an index of 55 (i.e. prevalence was around half the national average; Bramley et al., 
2015). This suggests that demand for the service will be high and the people the project accepts may have more complex needs than in some other areas.
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5.2 IMPLEMENTATION OF THE NEW MODEL IN BLACKPOOL

BFL has provided the initial funding for staff, training, 
and support and Housing Options sources suitable 
accommodation. BFL employs two Housing First 
support workers, who are out-posted to Housing 
Options for day to day management and coordination 
of activity. A Steering Group was set up and made open 
to all services who work with this client group, so that 
alternative pathways could start to be explored. As of 
September 2017 the project had taken on five clients, 
with the aim of having a ratio of one worker to no more 
than five clients.

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Although the project is at an early stage partners 
believe it is working well and that an integrated model 
which brings together housing expertise and intensive 
support has been a success. There have been some 
challenges in getting the project to the stage when it 
could accept clients, in particular:

 h Housing First staff have had to work hard to find 
appropriate properties and to establish good 
relationships with landlords. Some landlords are 
unwilling to let properties to BFL’s clients, in part 
because of bad experiences in the past. However, 
there are now some landlords who trust the two 
Housing First workers to provide appropriate 
support. In turn, workers are open with landlords 
about potential problems and alert them to any 
issues that arise as soon as possible.

 h Housing Options and BFL have different working 
cultures and practices, and adapting to being dual 
managed has been a challenge for the two staff 
members and for partners.

5.3 EVALUATION APPROACH

The Steering Group agreed on evaluation methods that 
are consistent with those used elsewhere, to enable 
a comparison of outcomes in Blackpool with those in 
other areas. The methods selected are: 

 h Service users complete an outcomes questionnaire 
with their key worker at regular intervals. This 
contains the same questions used in other 
evaluations and is designed to measure change in 
physical and mental health, aspects of daily living 
and ability to manage a tenancy. 

 h Interviews with service users carried out by the 
external evaluation team at six monthly intervals.

 h Interviews with staff and partners, carried out 
annually.

 h Analysis of change in service use for individuals 
involved in Housing First.
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5.4 VIEWS OF SERVICE USERS

In November 2017 the evaluation team interviewed 
two of the five people who had recently been housed 
by the project. Both gave positive feedback about 
their experiences so far, in particular the experience of 
having their own home:

"I wouldn’t have got a flat by now without 
Fulfilling Lives.  I would not get a flat because 
I didn’t have references, because obviously, 

‘Where have you been living in the four years?’ 
aren’t they?  I didn’t have a job, so basically, 
every Estate Agent I went to, they just said no.  
So, they’ve helped me.  I am capable.  People 
don’t think I am, but I am capable of keeping a 
well-loved, clean flat.

One thing, I’ve got a key to a front door.  I let in 
who I want to, don’t let in who I don’t want to.  
I’ve got my own space.  I can actually walk from 
one room to the other.  My room I lived in was 
even half the size of this, for 2 ½ years.  So, no, 
I’ve got my own kingdom, now."

 
 
 
 

Interviewees were also extremely positive about the 
support they had received through Housing First: 

"They’re always in contact with me.  I’m with 
[name of worker] now with the Housing First, 
which has got me a flat and she’s phoning me 
up every day, coming to visit me."  

5   Housing first
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6  Fulfilling Lives and the local system

6.1 INTRODUCTION

6.1.1 BFL  AND SYSTEM CHANGE

This section looks at the progress partners have made 
in highlighting the need for system change to enable 
better support for people with multiple and complex 
needs, and in agreeing on actions to bring about that 
change. It includes perspectives from interviews with 
Strategic Board and Operational Group members, staff 
and BFL service users on the ‘what, why and how’ of 
system change.

Until recently the partnership did not have a shared 
understanding of what ‘system change’ meant, and 
the prevailing view was that system change was a 
theoretical concept with little practical application. 
For some the phrase ‘system change’ had become a 
mantra without substance. Interviewees also pointed 
out that there are intractable forces which cannot or 
will not change easily.

 
 
 
 
 
 
 
 
 
 

With the recent changes in project structure, the 
appointment of a new Partnership Manager and a 
sense that partners now have a clear vision of what 
they want to achieve, the focus of the partnership has 
shifted to systems change. A working group has drawn 
up a high level plan for change, based on feedback 
from a wide range of people, including a well-attended 
consultation event with people with lived experience. 
In February 2018 the partnership held a system 
change workshop for a wide range of stakeholders, 
which was well received and resulted in agreement on 
a series of actions to take forward the high level plan.

The Blackpool definition of system change, agreed at 
the multi-agency workshop on 7th February 2018, is:

System change will have occurred in Blackpool 
when through collaboration and partnership, a 
culture change for life occurs so that people at every 
level experience honesty, integrity, flexibility and 
kindness and then practise this with those asking 
for help, whoever they are, however they present, 
and whatever their need. 
 
 
 
 
 

The key objectives for change agreed by all  
partners are:

1. People with lived experience of multiple and 
complex needs are meaningfully involved in 
service design and delivery in Blackpool.

2. Influence commissioning and policy to better 
meet the needs of people experiencing multiple 
and complex needs in Blackpool, including  
the development of an area wide multiple  
needs strategy.

3. Develop the health, social care, housing and 
criminal justice workforce to better understand, 
and support people experiencing multiple and 
complex needs.

4. Improve access to mental health services for 
people experiencing multiple complex needs.

5. Improve information sharing systems and 
collaboration/ partnership working around 
multiple and complex needs. 
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Appendix B includes a one page plan, showing how 
each of these objectives will be implemented.

This work is happening against a backdrop of ongoing, 
enforced change. A number of people spoke about the 
amount of change that has already happened, with 
statutory and voluntary organisations re-organising 
in response to diminishing funding or services being 
re-tendered. In this context it has been difficult to 
think about making more changes, and to make these 
changes in a planned manner. However, most partners 
feel that it is possible to make some changes which 
will improve things for the better even if there are 
other blocks to effective working which at present feel 
insurmountable.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
As one person commented:

"There’s a real opportunity here. It’s not just 
Fulfilling Lives that’s talking about system 
change – everyone is doing things differently. 
Everyone is looking at how we can get people 
to be less dependent on services and intervene 
earlier; you can see that in discussions around 
the Vanguard and the neighbourhood approach. 
We have to be in it for the long term and not 
give up. It’s about workforce transformation, 
working outside of our own areas and moving 
away from old ideas about silo services."
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6.1 INTRODUCTION CONTINUED

6.1.2 ENABLERS OF SYSTEM CHANGE

Effective system change to create the best possible 
outcomes for those with multiple and complex needs 
is dependent on a number of different elements: 9

 h Appropriate policy context 
 h Effective organisations and programmes 
 h Strong connections between different parts of the 

system e.g. for sharing learning and information 
 h Good infrastructure e.g. data systems, funding 

streams, governance 
 h Ability to scale up so that positive outcomes can be 

achieved for a large number of people 

We asked staff, Strategic Board and Operational Group 
members for their views on what might enable or 
hinder system change in Blackpool. There was general 
agreement that it was important to be realistic about 
what it would be possible to change: 

"Part of this is about being realistic in terms 
of system change – we all accept that where 
there is statutory provision, maybe some 
things need to remain the same. If something 
is a criminal offence it is likely to remain so."

 
 

At the same time, people were also able to identify 
factors that would ‘oil the wheels’ of system change in 
Blackpool; the most commonly mentioned of these are 
illustrated by these comments:

"We need a vibrant lived experience body 
capable to influence change and shape 
services and systems."

"We have people in senior management 
positions that are supportive. But as is often 
said, there is a small number of people in 
Blackpool who really make the decisions. 
Unless they are fully on board this will stray 
into lip service territory. That’s why the 
Strategic Board is key in finding opportunities 
to make the case and show key people the 
benefits of change – a more confident and 
empowered workforce, efficiency savings, 
those sorts of things." 

 
 
 
 

"I’m motivated because I want people to have 
their lives changed by fantastic support and 
services. From a statutory agency point of 
view where you are looking at numbers and 
efficiencies and so on you may have to use a 
different set of tactics." 

"If you look at the BFL Strategic and 
Operational Group there’s a lot of focus on 
what BFL is doing and how that needs to 
change, but I think it needs to go the other way 
as well in terms of what other agencies need to 
do. We all need to be open to change."

 

9  New Philanthropy Capital (2015) Systems Change: A Guide To What It Is And How to Do It
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6.2 PARTNER, STAFF AND BENEFICIARY VIEWS ON WHAT NEEDS TO CHANGE

6.2.1 TREATING PEOPLE WITH MORE RESPECT

Stakeholders agree that BFL has raised the profile 
of people with multiple and complex needs and has 
begun to model the type of support that is most 
likely to work for people experiencing MCN. However, 
there is still widespread prejudice against this group 
amongst the general public and even the service 
provider workforce. Several people said that what they 
wanted to see change was the way in which people are 
routinely treated, for example:

"One of the main bits of feedback we 
continually get is the disgraceful way which 
people with lived experience are spoken to 
and treated by service providers in Blackpool. 
I would like to see a system change where it 
is embedded into everybody’s practice – no 
matter how chaotic, difficult – they are at all 
times treated with kindness and respect.

I think we need to stop getting so hung up  
on the idea that we’re here to eliminate 
prejudice. But we have to recognise that people 
are entitled to a service and should  
get it whoever they are."

6.2.2 CO-PRODUCTION BETWEEN COMMISSIONERS, PROVIDERS AND PEOPLE WITH LIVED EXPERIENCE

Partners have a shared aspiration to see the 
meaningful involvement of people with lived 
experience in the design and delivery of services 
happening as a matter of course. As one person 
explained:

"I never want to see again services 
commissioned and systems designed without 
people with lived experience being involved 
at the beginning of any process. So co-
production becomes not an optional extra,  
not a nice thing to do, but almost on a level  
as a statutory requirement."

Interviewees recognised that there are barriers 
to involving people with lived experience, but 
suggested ways in which agencies could be 
persuaded to change:

 
 

"Agencies need to get better at using people 
with lived experience. Statutory agencies 
are reluctant to do that – it’s about mistrust. 
I don’t know quite how you get over that. 
Voluntary agencies are much better at it; the 
public sector is more ‘we’re doing it to you not 
we’re doing it with you’. Statutory agencies 
are very much ‘what are your qualifications?’ 
That needs to change. Maybe people who’ve 
used services could be supported more to get 
qualifications."

As one person suggested, ongoing dialogue 
between commissioner and provider organisations 
and people with lived experience is key to making 
change happen: 

"The best thing is to engage with people with 
multiple needs and keep asking them whether 
anything has changed. That is doable."
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10    Battrick et al (2012) Evaluation of the MEAM pilots
11    NICE guideline NG58 (2016) Co-existing severe mental illness and substance misuse: community health and social care services
12    NHS Blackpool and Lancashire Care NHS Trust (2009) Dual diagnosis partnership framework https://www.lancashirecare.nhs. 
  uk/media/Publications/Dual%20Diagnosis/Partnership%20Framework%20Document-%20Blackpool.pdf

6.2 PARTNER, STAFF AND BENEFICIARY VIEWS ON WHAT NEEDS TO CHANGE CONTINUED

6.2.3 IMPROVING ACCESS TO MENTAL HEALTH SERVICES

Since the start of the project partners, staff and 
service users have been saying that people with 
multiple and complex needs find it difficult to 
access mental health services when they need 
them. This issue has been recognised consistently 
in evaluations, research and policy papers about 
multiple and complex needs (see, for example, MEAM 
Coalition, 2012 10 ). NICE has published guidance on 
dual diagnosis  and Lancashire Care NHS Trust and 
NHS Blackpool have a dual diagnosis 11 partnership 
framework (2009) 12 , which sets out the following 
principles for service providers:

DUAL DIAGNOSIS TREATMENT MODEL:  
KEY PRINCIPLES

Dual diagnosis is common – increasing overlap 
between the two services as evidenced in literature. 
The message is therefore to expect substance  
misuse in psychiatry. Similarly, substance misuse 
services should be vigilant in detecting mental  
health related issues. 

 
 

Don’t create a super specialism – every worker that 
a dual diagnosis client makes contact with is a dual 
diagnosis worker 

It’s good to talk – communication and information 
sharing is the backbone of this model. Its importance 
is highlighted in the Report of the National 
Confidential Inquiry (Appleby, 2000) 

Do not argue what is a primary problem –  
Dual diagnosis clients present with multiple needs. 
They require expert and high quality response from 
both services. In a significant number of cases the 
chronology of the disorder is not clear. This model 
encourages joint assessment and joint working 
between the two services. 

Developing competencies – a commitment to provide 
intensive and comprehensive training. 

 
 
 
 
 

Collaboration not conflict – best care for dual 
diagnosis clients can only be provided by collaboration 
and joint working between mental health, substance 
misuse services, families, carers and all other 
agencies involved. Services provided concurrently can 
result in higher chances of engagement as opposed to 
the serial or parallel model of service delivery.

Despite all this, it seems that little has changed. The 
situation has not been helped by funding cuts, leading 
to the disappearance of national dual diagnosis 
programmes and increasingly target-driven local 
substance misuse services, which do not include 
mental health workers.

 
 
 
 
 
 
 
 
 
There was almost universal agreement amongst 
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interviewees that the situation in Blackpool needs 
to change if people with multiple and complex needs 
are to receive the services they deserve. One partner 
summed up the views of many:

"Mental health services is everybody’s 
complaint – from what I hear we talk about 

‘no wrong door’ but in actual fact there are 
some very fragmented services and so many 
thresholds that you have to meet in order to 
get a service, and anybody with a so called ‘low 
level’ mental health issue, like BFL has mainly, 
don’t ever get any access to therapeutic 
approaches. Yet there is a great deal of 
resource which ends up getting spent on those 
over the threshold and it feels like the whole 
system needs a sense check really in order to 
ensure that resources  are being used well."

For BFL, addressing these issues has been made more 
difficult by the fact that the project did not engage 
with the local mental health trust at an early stage, as 
one partner explained: 

"We didn’t get the specialist mental health 
provider on board at the beginning – they have 
come to the party a bit late and that’s why I 
think it has taken time for them to understand 
how important BFL is to them." 

The provider in Blackpool, Lancashire Care Mental 
Health Trust, covers a large geographical area and, 
according to one interviewee, only in the last year they 
have realised that mental health needs to come right 
down to the neighbourhood level. There is optimism 
that a new neighbourhood based approach will be 
helpful for people with dual diagnosis:

"They are saying they will have link staff across 
our neighbourhoods so maybe that’s a way in. 
They are talking about Lancashire Care Trust 
having this ‘easy in, easy out’ model – which 
means that for somebody who does relapse, 
they don’t have to get re-referred by the GP. 
That’s their new model, they are saying that 
should be in place. So I’m quietly optimistic." 

 

One solution proposed by some partners is for BFL 
and mental health services to be co-located: 

"Definitely the thing to go after is co-location 
with mental health. There needs to be a 
targeted approach at a senior level to try and 
get mental health services co-located into BFL. 
At the moment we haven’t got senior buy in – it 
needs senior BFL people to see the Director 
of Operations at Blackpool Specialist Mental 
health service and say ‘we know you are busy, 
but we want to support you, wouldn’t it be 
great if we could have staff co-located?’"
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6.2 PARTNER, STAFF AND BENEFICIARY VIEWS ON WHAT NEEDS TO CHANGE CONTINUED

6.2.4 CONSISTENCY OF SERVICE PROVISION

To ensure that people with complex needs can access 
services and that these services work consistently in a 
respectful and helpful way, services need to do better 
at sharing information about what they do: 

"The system has gone through huge changes. 
I think it needs to be more joined up – the 
whole of Blackpool knowing what everybody 
is delivering rather than having assumptions 
about what others are delivering."

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Information sharing has the potential to lead to better 
relationships between services for the long-term 
benefit of people with MCN:

"I don’t think the systems in place really 
adequately address the need in the community 
and those complex individuals we work with. 
That’s a resource issue in terms of what service 
provision can be provided and on what terms 
it can be provided and at what point people 
have to pull the plug and stop services to those 
who are not accessing them. But if there can 
be a BFL legacy it will be about those working 
relationships with those services to fine tune 
and innovate in those respects to ensure that 
the client base can better access those services 
on a consistent basis." 

 
 
 
 
 
 
 
 

The BFL Operational Group has begun to create a 
structure where people have to talk to one another; 
it has tied in operational agencies into a structure 
so it has forced them to speak to one another. The 
result of this is removing the barriers between those 
services, for example: what’s left of probation service 
for instance, when they know somebody is coming 
out of prison they do not automatically liaise with the 
local housing team but BFL makes it easier to do that. 
[Information sharing] is tough and tentative – but it 
has achieved that. 
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6.2.5 SERVICES BEING MORE PROACTIVE, FLEXIBLE AND PEOPLE-LED

Several people described some of the services that 
support people with MCN as ‘inflexible’ or ‘rigid’. 
Interviewees recognised that the problem is not about 
agencies not wanting to work with people,  
but that agencies are so reduced in capacity these 
days that they focus on core functions where they can 
demonstrate outcomes. You need the services that will 
be more proactive and assertive. It’s a symptom of the 
political times we’re living in that  
we are where we are.

To overcome this problem, staff in BFL and other 
organisations try to find ways to circumvent some  
of the more inflexible systems:

"Services need to be more people led. I try to 
bend the rules as much as I can. The reasons 
why people are complex goes back a long way 
and we need to take that into account. Services 
should be led by people, not one  
size fits all. 

If everybody just approached things in a more 
flexible way that would be a big improvement    

– looking at that individual and addressing 
things as they come up. Giving people time  
and consistency."

There was some optimism that the new 
neighbourhood approach being adopted in Blackpool 
would help people with multiple and complex needs 
by breaking down barriers and bringing health and 
social care services, including drug treatment services, 
together in one place. However, it will be important to 
ensure that individual neighbourhoods understand 
and take into account multiple and complex needs 
when they are planning and commissioning services 
for a local population, and that single points of entry 
for neighbourhood services do not exclude people  
with MCN.   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Some interviewees stressed that Fulfilling Lives staff 
could make a difference and could play a key role in 
identifying the need for system change and making 
change happen. There are examples of changes 
which have happened because staff have encouraged 
services to work more flexibly; for example a Housing 
First worker has worked with drug services to make 
sure the Housing First team is alerted if a client 
doesn’t pick up their script. Partners would like to 
encourage the BFL staff team to believe that systems 
change is part of their remit:

"There is a lot Fulfilling Lives could do. It 
should be navigator led – they should feed 
back what they’re finding rather than being 
told what to do."
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6.2 PARTNER, STAFF AND BENEFICIARY VIEWS ON WHAT NEEDS TO CHANGE CONTINUED

6.2.6 INCREASING UNDERSTANDING OF WOMEN WITH MULTIPLE AND COMPLEX NEEDS

The introduction of specialist navigators who work 
with women and the working relationship between 
BFL and Blackpool Women’s Centre have highlighted 
the need for a gender focused understanding on the 
part of services for people with MCN. In particular, BFL 
partners and service providers need to understand 
the implications of women developing multiple and 
complex needs; often situations involving women also 
involve children, and lead to much greater societal 
and financial costs than for single men 13. As one 
interviewee said: 

"If we don’t do anything different now we’re  
just re-creating the same situation."

 
 
 
 
 
 
 
 
 
 
 

Partners have begun to discuss whether it would be 
better in the case of women to provide support at an 
earlier stage before they reach the current threshold 
for acceptance onto the BFL programme. There is a 
recognition that more preventive work could make a 
big difference not only to women but also to children 
and families. On the other hand, there is a question 
about whether the project has the resources to lower 
the acceptance threshold. This is an issue for on-going 
discussion. 

A further suggestion made was that a requirement 
that services work in a gender focused way could be 
written into contracts and that reviewing whether 
or not this was happening could be part of contract 
management meetings, where discussions could take 
place with providers. This would be a change that 
would be straightforward to implement and would not 
cost any more. 

 

6.2.7 UNDERSTANDING HOW  
 TO INTERVENE EARLIER 

Although BFL may not have the resources to begin 
intervening earlier itself, there is an opportunity to 
learn from BFL about how people come to develop 
multiple and complex needs and what could have 
happened at an earlier stage in their lives to prevent 
this. As one person said: 

"We need upstream services, not just dealing 
with chaos." 

The work that Blackpool Women’s Centre is doing on 
understanding adverse childhood experiences and 
predicting the likelihood that people will engage with 
services or not is a useful model, which could be 
developed further within the partnership.

13    Robinson, S. (2016) Where are the women? Supporting Women with Multiple Needs. CFE Research and University of Sheffield Briefing Paper
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6.3 ROLE OF THE FULFILLING LIVES PARTNERSHIP

Partners are ‘cautiously optimistic’ that the BFL 
project can be a catalyst for changing practice in some 
organisations and contributing to the wider Blackpool 
ambition to provide more joined up services that focus 
on maintain people’s wellbeing. They are pleased 
that the partnership has now agreed a plan and that 
the plan has specific names against actions. As one 
person pointed out:

"Accountability is key – if people put their names 
forward they have to be held accountable. 
The Chair has to hold people to account. That 
creates a good team dynamic."

 
 
 
 
 
 
 
 
 
 
 
 
 
 

One of the most important lessons from the 
experience of implementing BFL is that change will not 
happen simply by putting a new service in place. A silo 
project cannot bring about change, but a multi-agency 
partnership – whose members have wider influence 

- can bring about change from inside ‘the system’. 
However, evidence of the need for change needs to 
be rooted in practice and in what is happening on the 
front line of services.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Partners have suggested that if systems change is not 
to be seen as something that happens ‘loftily, from on 
high’ it would be a good idea have a standing agenda 
item at the Operational Group on systems change, and 
that navigators and people with lived experience could 
be invited to talk to the group about their experiences.
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7  Conclusions and future direction

7.1 INTRODUCTION

Much has been learned from the experience of the 
first three years of implementing Fulfilling Lives in 
Blackpool. More has probably been learned from 
what has not gone well than from what has worked 
straight away. The partnership has now established 
mutual trust and commitment to change, and 
has recruited a Partnership Manager in whom 
members have confidence to lead the project in the 
right direction. Partners now believe that BFL has 
become an important service for Blackpool, offering 
something that other services cannot and modelling 
an approach that works for people with multiple 
and complex needs. The challenge now, as one 
person put it, is that BFL:

" Is a support system which we are unfortunately 
going to lose unless we get agreements in 
place to maintain it to the best of our abilities, 
whatever that looks like." 

In this section we discuss perspectives on the 
sustainability of Fulfilling Lives and consider its 
priorities for the next two years.
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7   Conclusions and future direction

7.2 HOW SUSTAINABLE IS THE  FULFILLING LIVES MODEL?

The issue of sustainability of the project raises two 
questions: which elements should be sustained and 
how can that happen?

7.2.1 WHICH ELEMENTS WOULD IT BE    
 DESIRABLE TO MAINTAIN? 

The following is a summary of the elements of the 
BFL model that stakeholders believe ought to be 
maintained once Fulfilling Lives funding comes to 
an end.

1. A Blackpool lived experience team with long 
term funding. All stakeholders would like to see 
the learning, principles and evidence produced 
by BFL being reflected in commissioning and 
strategic documents, so that when statutory 
agencies are shaping those services they 
start from the perspective of people with lived 
experience. There is unanimous agreement that a 
permanent lived experience team would be a vital 
resource for the town. 
 
 
 
 
 
 
 

2. Long-term intensive work with smaller cohorts. 
The BFL model has shown that intensive work with 
smaller caseloads is a more effective way to work 
with people with multiple and complex needs. 
There will always be a place for such work, even if 
the system gets better at prevention. Stakeholders 
believe it will be vital not to revert to short-term 
interventions post-BFL, but for commissioners to 
mainstream the commissioning of intensive work 
with smaller cohorts.  

3. Therapeutic activities. A key lesson from the first 
two years of BFL has been that supporting people 
to change involves offering them alternatives 
to the lives they led before. In the third year the 
introduction of more activity-based support and 
the regular drop-in has been successful, and 
feedback from staff and service users has been 
positive. The project needs to build on this good 
work and continue to support people to find 
meaningful activities that they want to do. 
 
 
 
 
 
 
 
 
 

4. A permanent drop-in. Some partners and staff 
still feel strongly that BFL should offer access to 
the public. After much discussion the partnership 
took the decision not to spend money on premises 
which would need to be vacated in four years’ 
time. However, in the longer term establishing a 
building that people could access and where they 
would receive responsive services is an aspiration 
some stakeholders believe could become a reality. 

5. Assertive outreach. All stakeholders support 
the concept of assertive outreach coupled with 
intensive support and believe it definitely has a role 
to play for the people Fulfilling Lives is targeting. 
The question for partners is whether or not there 
is a willingness to invest in assertive outreach 
because it is very labour intensive and therefore 
relatively expensive; for these reasons services 
have been cut in recent years. There is, however, 
a growing recognition that many people are going 
to have lifelong needs. The critical question is how 
robust the services are to keep those people in a 
safe place once BFL involvement has finished. 

70



7.2 HOW SUSTAINABLE IS THE  FULFILLING LIVES MODEL? CONTINUED

7.2.2 HOW MIGHT THESE ELEMENTS BE SUSTAINED?

Stakeholders were realistic about the prospects of a 
BFL-type service being maintained in the same form 
as it is now; as one person reflected: 

"Can we continue it? If I had a magic wand I 
would like to say ‘yes of course we can’ and send 
all our teams out and continue that level of 
engagement and support out there rather than 
keeping it within one service."

As someone else added: 

"I’m not sure how we can continue but we need 
to be looking at that now rather than waiting till 
later on." 

 
 
 
 
 
 
 
 
 

The following ideas emerged from the evaluation as 
possible ways to approach sustaining the project or 
elements of it.

1. Involving more volunteers. There was a sense 
that recruitment and training of volunteers is 
not yet well-developed, but there are promising 
plans in place to do this. One way to preserve 
some of the aspects of support that people find 
helpful - for example the time spent talking to 
people, building a relationship, taking them for a 
coffee - could become the role of well trained and 
supported volunteers, including those with lived 
experience.

2. Taking a whole Blackpool approach. Partners 
recognised that no individual agency alone could 
expect to sustain the BFL approach. However, 
several were optimistic that working collectively 
as a system and taking a whole Blackpool 
approach to say ‘what funding have we got and 
what can we apply for in terms of meeting that 
need?’ could be a route to sustaining key elements 
of the project. 
 
 
 
 

3. Integrating the BFL approach into mainstream 
services. While most stakeholders doubted that 
BFL could be sustained as a stand-alone project 
in its current form, many believed the project 
could leave an important legacy if other agencies 
picked up some of the approaches. For example:

"One way [to mainstream] is to put money into 
other services, e.g. put money into mental 
health and have navigators sitting in mental 
health services and working with people as you 
find them not as you want them to be." 
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4. Co-location and neighbourhood-based 
services. Future plans for health and social care 
services in Blackpool are focused on bringing 
services together and establishing place-based 
commissioning, so that budgets will be for the 
population of Blackpool. Linked to this, there are 
plans for services to be co-located. These plans 
offer an opportunity for the learning from BFL to 
be embedded in these approaches, for example 
through co-location of specialist navigator-type 
workers with other services: 

"If what we are doing works with this client group 
it’s not going to go away necessarily – so those 
skills and knowledge need to be spread across 
health and social care across the voluntary 
sector so that the approach continues". 
 
 
 
 
 
 
 
 
 
 
 

 
 

5. Continuing to evidence the value of BFL’s work. 
Now that the project has begun to establish its 
credibility in being able to fill gaps in services, 
partners need to continue to focus on collecting 
evidence of what works and why, and sharing this 
with commissioners. Some of the approaches that 
BFL has been piloting are already being taken 
up more widely, for example Enhanced Primary 
Care Teams have begun to employ emotional and 
wellbeing staff, who have been talking to people 
in clinics and trying to find out more about them 
as people, so that they can be helped to lead more 
fulfilling lives. As one person observed: 

"That’s where BFL grasped the idea much sooner 
than the rest of the Fylde coast and now we 
have seen how it can work." 
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7.3 PRIORITIES FOR FULFILLING LIVES FOR THE NEXT TWO YEARS

Alongside continuing to deliver the project and refine 
the delivery model, four priorities for development 
emerged from this evaluation. 

1. Getting commitment from very senior leaders to 
making change. Partners feel that the Strategic 
Board and Operational Group have made a good 
start on identifying what needs to be done and 
that this needs to be communicated more widely, 
in particular to senior leaders in Blackpool 
Council, the NHS, Probation and other services.

2. Managing and meeting expectations. Linked to 
this, partners felt that the project needs to do 
better either at communicating to senior leaders 
what the project is funded to do, or to negotiate 
with the Big Lottery Fund so that some of the 
funding could be used to meet local expectations. 
A specific example is the issue of street begging, 
which is not specifically part of the remit of BFL to 
address, but is a priority for some agency leaders 
in Blackpool who are asking why, if BFL works 
with people with complex needs, it cannot help to 
address street begging.  
 
 
 
 
 

3. Taking more risks and trying things. There is a 
sense that BFL has gone from being unstructured 
and unclear at the beginning to being overly 
prescriptive and process-driven – probably as a 
reaction to the criticisms the project received in 
the early days. It is important to maintain quality 
and risk management, but at the same time to be 
able to innovate and take calculated risks with the 
funding the project has over the next three years.

4. Developing an understanding of how to prevent 
people from developing multiple and complex 
needs. The project has learned a great deal 
from service users sharing their stories and 
experiences. If BFL could learn from working 
with service users about not only how to stop 
the ‘revolving door’ for people with multiple and 
complex needs once they are in the system, but 
how to stop them getting to that point in the first 
place, it will have left a valuable legacy. 

 
 
 
 
 
 
 
 
 
 

7.4 CONCLUSIONS

The findings from the evaluation of the third year 
of BFL suggest that success in addressing multiple 
and complex needs lies in a model which brings 
together assertive outreach, case management 
and therapeutic support. Alongside this, all service 
providers need to become better at delivering support 
flexibly and with compassion and understanding, 
recognising the humanity and the rights of people 
experiencing multiple and complex needs. The 
involvement of people with lived experience in 
designing, commissioning and delivering services is 
key to making sure this happens.

After a difficult start the BFL partnership has come 
together to agree a vision for what needs to change 
in the system of services and support for people with 
multiple and complex needs. Efforts to change the 
system and mainstream practices which have been 
shown to work are taking place against a backdrop of 
national underfunding of care and support services. 
The current solution to this challenge is to integrate 
health and social care services and to take a more 
holistic and preventative approach to meeting the 
needs of people at a neighbourhood level. It is critical 
that this approach includes a recognition of multiple 
and complex needs and does not replicate the 
fragmented and silo-based services of the past. The 
BFL partnership needs to continue the important work 
it has started to ensure that the needs of people with 
MCN are taken into account at all levels of planning 
and provision.
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Appendix A   Factors affecting service provision for people with multiple and complex needs

DEMOGRAPHIC FACTORS

Bramley et al. (2015) found that high prevalence of 
Severe and Multiple Disadvantage (homelessness, 
substance misuse, offending, and combinations 
thereof) was associated with a younger population 
and large numbers of single person households.

The demographic profile of Blackpool shows that 
the area’s age profile is higher than the average 
for England, and rising, with one-quarter of the 
population predicted to be aged 65 and above in  
20-25 years’ time (Joint Strategic Needs Assessment, 
Blackpool, 2017a).

The population of Blackpool is relatively stable in 
size but is characterised by a high level of transience, 
especially in the deprived South Shore area. Geo-
demographic segmentation reveals that single people 
living in short-term, low-cost privately rented homes 
make up approximately 22% of households (Joint 
Strategic Needs Assessment, Blackpool, 2017a).

 
 
 

AGE

Estimates from mid-2016 suggest that a greater 
proportion of Blackpool’s resident population is older 
than is observed at a national level. The population 
pyramid of the area (Figure 16) shows that the 
proportion of people over 45 is higher than the 
national average, and the proportion of people younger 
than 45 is much lower, especially people  
age 20-39 (Joint Strategic Needs Assessment, 
Blackpool, 2017a).

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

HOUSEHOLD TYPE

Geo-demographic segmentation allows comparison 
of the types of households in Blackpool to the rest of 
the UK. As shown in Figure 17, Blackpool has a higher 
than average proportion of ‘Transient renters’ (single 
people privately renting low cost homes for the short 
term), making up 22% of the local population. Further 
breakdown reveals that 17% of the population are 
classed as ‘Renting a Room’ (Transient renters of 
low cost accommodation often within subdivided 
older properties), the biggest of the 66 Mosaic sub-
types (Blackpool JSNA, 2017, web). The next biggest 
sub-types are ‘Offspring Overspill’ (lower income 
owners whose adult children are still striving to gain 
independence), at 8.5%, and ‘Childcare Squeeze’ 
(younger families with children who own a budget 
home and are striving to cover all expenses), at 7.6% of 
Blackpool’s population.
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Figure 16: Summary age profile of Blackpool  
compared to nationally in England

Source: Joint Strategic Needs Assessment, Blackpool, 2017a

Figure 17: Percentage of households in Mosaic groups, in Blackpool, the Fylde Coast and the UK

Appendix A

Source: Public Health England, 2017
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Figure 18. Health summary for Blackpool

Source: Public Health England, 2017

HEALTH FACTORS

According to the Blackpool JSNA, the health profile 
of Blackpool is worse than the England average on 
23 out of 27 counts compared, as shown in Figure 
18. Local public health priorities include housing, 
tackling substance misuse, building community 
resilience and reducing social isolation, and early 
intervention (Blackpool JSNA, 2017).
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LIFE EXPECTANCY 

Men in Blackpool have the lowest life expectancy 
in England and Wales, at 74.3 (5.2 years below the 
English national average). Women’s life expectancy 
is also low, at 79.4 (3.7 years below the England 
and Wales average). Although life expectancy in the 
area has slightly grown over the last decade, the 
gap between Blackpool and the rest of the country 
is continuing to widen (Joint Strategic Needs 
Assessment, Blackpool, 2017b). Figure 19 shows life 
expectancy at birth, in Blackpool, the North West and 
England, since 1991-93.

Health inequality within Blackpool is also high, with 
differences in life expectancy between the most and 
least deprived areas reaching 14.3 years for men and 
9.3 years for women (Public Health England, 2017).

Figure 19. Life expectancy at birth (1991-93 to 2013-15)

Source: Joint Strategic Needs Assessment, Blackpool, 2017b
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Comparison of healthy life expectancy between England and Blackpool shows (even) greater difference 
than for life expectancy alone, at 7.1 years’ difference for men and 5.1 years’ difference for women  
(Joint Strategic Needs Assessment, Blackpool, 2017b). This is shown in Figure 20 and Figure 21.

Figure 20. Male life expectancy and healthy life expectancy,  
nationally and for Blackpool (2013 - 2015)

Figure 21. Female life expectancy and healthy life expectancy,  
nationally and for Blackpool (2013-2015)

Source: Joint Strategic Needs Assessment, Blackpool, 2017b Source: Joint Strategic Needs Assessment, Blackpool, 2017b
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ECONOMIC FACTORS

Statistical analysis of multiple and complex needs in 
different geographical areas showed that economic 
factors of unemployment and poverty were associated 
with prevalence (Bramley et al., 2015). 

The Office for National Statistics estimates 
unemployment in Blackpool at 5.9% for 2016-17, 
compared to 4.6% nationally and 4.7% for the North 
West. Rates of economic inactivity (student, looking 
after family, sick, retired, etc.; does not include 
unemployed) were 24.6% in Blackpool and 22.0% 
nationally, but the profile was quite different. Although 
Blackpool has an older population, the proportion of 
retirees is lower than average, whereas people who 
were long-term sick made up 37.1%, compared to 
22.0% nationally, in 2016-17.

Compared to 15.1% nationally, 22.0% of households in 
Blackpool were workless, and proportions of residents 
claiming out-of-work benefits were higher, with 4.2% 
of 16-64-year olds in Blackpool claiming benefits 
compared to 1.9% nationally (as of October 2017; 
Office for National Statistics).

Of employed people, those in higher-rated occupations are underrepresented in Blackpool, and lower-rated 
occupations are overrepresented (see Figure 23). Levels of qualification were also lower in Blackpool than 
nationally, by over ten percent for the top two levels (NVQ4 and above, 25.7% in Blackpool and 38.2% nationally; 
NVQ3 and above, 46.7% in Blackpool and 56.9% nationally; Office for National Statistics, 2017).

2016-17 Blackpool (numbers) Blackpool (%) Great Britain (%)

Unemployed 3,800 5.9 4.6

Economically inactive 20,300 24.6 22.0

Retired 1,800 8.8 13.5

Long-term sick 7,600 37.1 22.0

Occupation group
Blackpool 
(numbers)

Blackpool (%) Great Britain (%)

1-3 (management, professional and technical occupations) 19,700 33.0 45.5

4-5 (administration, skilled trades occupations) 13,900 23.3 20.7

6-7 (caring, sales, service occupations) 13,400 22.5 16.8

8-9 (machine operatives, elementary occupations) 12,600 21.2 17.0

Figure 22. Economic activity (2016-17)

Figure 23. Employment by occupation (2016-17)

Adapted from Office for National Statistics, 2017

Adapted from Office for National Statistics, 2017
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HOUSING FACTORS

High prevalence of multiple and complex needs was 
found to be associated with a concentration of smaller 
properties (bedsits and small flats), though not with 
indicators of housing pressure (overcrowding) or poor 
quality (no central heating; Bramley et al., 2015).

Analysis of household types suggests that the 
proportion of small properties might be high 
in Blackpool, as it was estimated that 17% of 
households are of the ‘renting a room’ type, which 
typically involves low rent accommodation within 
subdivided houses, especially Victorian terraces (Joint 
Strategic Needs Assessment, Blackpool, 2017a). 
These are usually short-term rents.

 
INSTITUTIONAL FACTORS

High levels of institutional populations and a 
concentration of holiday accommodation are  
typical of areas with high prevalence of MCN (Bramley 
et al., 2015).
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Appendix B   High level systems change plan

People with lived experience of multiple and complex 
needs are meaningfully involved in service design and 
delivery in Blackpool

Influence commissioning and policy to better meet the 
needs of people experiencing multiple and complex 
needs in Blackpool, including the development of an 
area wide multiple needs strategy

Develop the health, social care, housing and criminal 
justice workforce to better understand, and support 
people experiencing multiple and complex needs

Stage 1 [Dec 2017] Stage 1 [March 2018] Stage 1 [Sep 2018] Stage 1 [March 2018] Stage 1 [Sep 2018]

 h Work with Revolving Doors Agency (RDA)  to develop a 
model and specification for Service User Engagement 
(SUE)/Co-production and commission an organisation 
to lead on this 

 h Strategic Board members to assist the Partnership 
Manager in accessing strategic planning forums/
decision makers to make the case for a Blackpool  
wide MCN strategy 

 h Develop a Community of Practice (CoP) for frontline 
workers across MCN sectors, to identify knowledge 
gaps, learning opportunities & key approaches to 
embed across the city e.g. PIE, TIC

 h Launch a specialist training function, informed by  
the frontline CoP and Lived Experience Body, to   
co-ordinate wider workforce development around MCN

 h Fully engage with the mental health (MH) sector 
in Blackpool Fulfilling Lives Partnership Strategic 
Board and Operational Group and develop co-working 
arrangements with key parts of the mental  
health service

 h Organise appropriate mental health training for  
BFL staff

 h Develop a pilot project with a key partner to share 
access to InForm (BFL’s Case Management System)

Stage 2 [Sep 2018] Stage 2 [March 2019] Stage 2 [Sep 2018 to Mar 2021] Stage 2 [Sept 2018] Stage 2 [Aug 2019]

 h Develop a vibrant lived experience body that feeds into 
all aspects of the design, development and delivery  
of BFL

 h Lived experience body works with partners to develop 
model of support for external agencies around SUE/
co-production, including advice, training, consultancy 
and participation

 h BFL Partnership to work alongside lived experience 
body, using learning and resources from the 
programme, to lead on the development of a  
co-produced Blackpool MCN Strategy, reporting  
to the Health and Wellbeing Board

 h Continue to deliver specialist training function 

 h Offer short-term placements/ shadowing 
opportunities to external agencies within BFL to  
share & embed MCN expertise

 h Further develop joint working relationships and 
arrangements, including training for BFL staff on 2014 
Care Act

 h Embed mental health specialisms within BFL as a link  
to the wider system.

 h Develop and test referral pathways for  BFL into mental 
health services

 h Evaluate pilot and facilitate access to InForm to other 
agencies 

 h Establish a regular multi-agency review meeting 
around MCN to support information sharing, and co-
ordinated interventions, including the involvement of 
people in their own support planning

Stage 3 [ongoing to  Mar 2021] 2021] Stage 3 [March 2021] Stage 3 [March 2020] Stage 3 [Sept 2019] Stage 3 [Aug 2020]

 h Lived Experience Body offers SUE/co-production 
support to external agencies in Blackpool

 h Develop plans to ensure continuation of Lived 
Experience Body

 h BFL Partnership drives the implementation of the 
Blackpool MCN Strategy, ensuring continuing SUE

 h Develop model for continuation of specialist service/
interventions around MCN in Blackpool

 h Further develop formal partnership arrangements 
around service delivery, embedding MCN expertise 
into mainstream MH services including developing 
specialist roles within  new models of care

 h Support the continuation of multi-agency review 
meeting around MCN 

 h Work with Lived Experience Body to develop a service 
user led approach to information sharing

Sustainability Sustainability Sustainability Sustainability Sustainability

 h Lived Experience Body offers SUE/co-production 
support to external agencies in Blackpool

 h Develop plans to ensure continuation of Lived 
Experience Body

 h Blackpool MCN Strategy continues, driven by  
and accountable to H&W Board

 h Specialist service/interventions for people with MCN 
form part of wider Blackpool service system

 h MCN traineeships, open to people with lived 
experience, continue to be offered

 h Enhanced ability of MH services to appropriately 
support individuals with MCN

 h MCN specialist staff embedded in MH services

 h Shared access to InForm re MCN improves 
coordination of work

 h Service users ‘own’ their information

 h Multi-agency MCN meeting is part of  
coordinated practice

83



Appendix B

Improve access to mental health services for people 
experiencing multiple complex needs

Improve information sharing systems and collaboration/ 
partnership working around multiple and complex needs 

Stage 1 [Dec 2017] Stage 1 [March 2018] Stage 1 [Sep 2018] Stage 1 [March 2018] Stage 1 [Sep 2018]

 h Work with Revolving Doors Agency (RDA)  to develop a 
model and specification for Service User Engagement 
(SUE)/Co-production and commission an organisation 
to lead on this 

 h Strategic Board members to assist the Partnership 
Manager in accessing strategic planning forums/
decision makers to make the case for a Blackpool  
wide MCN strategy 

 h Develop a Community of Practice (CoP) for frontline 
workers across MCN sectors, to identify knowledge 
gaps, learning opportunities & key approaches to 
embed across the city e.g. PIE, TIC

 h Launch a specialist training function, informed by  
the frontline CoP and Lived Experience Body, to   
co-ordinate wider workforce development around MCN

 h Fully engage with the mental health (MH) sector 
in Blackpool Fulfilling Lives Partnership Strategic 
Board and Operational Group and develop co-working 
arrangements with key parts of the mental  
health service

 h Organise appropriate mental health training for  
BFL staff

 h Develop a pilot project with a key partner to share 
access to InForm (BFL’s Case Management System)

Stage 2 [Sep 2018] Stage 2 [March 2019] Stage 2 [Sep 2018 to Mar 2021] Stage 2 [Sept 2018] Stage 2 [Aug 2019]

 h Develop a vibrant lived experience body that feeds into 
all aspects of the design, development and delivery  
of BFL

 h Lived experience body works with partners to develop 
model of support for external agencies around SUE/
co-production, including advice, training, consultancy 
and participation

 h BFL Partnership to work alongside lived experience 
body, using learning and resources from the 
programme, to lead on the development of a  
co-produced Blackpool MCN Strategy, reporting  
to the Health and Wellbeing Board

 h Continue to deliver specialist training function 

 h Offer short-term placements/ shadowing 
opportunities to external agencies within BFL to  
share & embed MCN expertise

 h Further develop joint working relationships and 
arrangements, including training for BFL staff on 2014 
Care Act

 h Embed mental health specialisms within BFL as a link  
to the wider system.

 h Develop and test referral pathways for  BFL into mental 
health services

 h Evaluate pilot and facilitate access to InForm to other 
agencies 

 h Establish a regular multi-agency review meeting 
around MCN to support information sharing, and co-
ordinated interventions, including the involvement of 
people in their own support planning

Stage 3 [ongoing to  Mar 2021] 2021] Stage 3 [March 2021] Stage 3 [March 2020] Stage 3 [Sept 2019] Stage 3 [Aug 2020]

 h Lived Experience Body offers SUE/co-production 
support to external agencies in Blackpool

 h Develop plans to ensure continuation of Lived 
Experience Body

 h BFL Partnership drives the implementation of the 
Blackpool MCN Strategy, ensuring continuing SUE

 h Develop model for continuation of specialist service/
interventions around MCN in Blackpool

 h Further develop formal partnership arrangements 
around service delivery, embedding MCN expertise 
into mainstream MH services including developing 
specialist roles within  new models of care

 h Support the continuation of multi-agency review 
meeting around MCN 

 h Work with Lived Experience Body to develop a service 
user led approach to information sharing

Sustainability Sustainability Sustainability Sustainability Sustainability

 h Lived Experience Body offers SUE/co-production 
support to external agencies in Blackpool

 h Develop plans to ensure continuation of Lived 
Experience Body

 h Blackpool MCN Strategy continues, driven by  
and accountable to H&W Board

 h Specialist service/interventions for people with MCN 
form part of wider Blackpool service system

 h MCN traineeships, open to people with lived 
experience, continue to be offered

 h Enhanced ability of MH services to appropriately 
support individuals with MCN

 h MCN specialist staff embedded in MH services

 h Shared access to InForm re MCN improves 
coordination of work

 h Service users ‘own’ their information

 h Multi-agency MCN meeting is part of  
coordinated practice
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NEW DIRECTIONS TEAM ASSESSMENT 
(NDTA) 

This forms a major part of the initial assessment of 
eligibility for the programme. The NDTA was originally 
developed by a south west London mental health 
team as a tool for assessing adults facing chronic 
exclusion and is widely used by organisations working 
with people who have multiple and complex needs.

People are scored against 10 categories which 
are indicators of multiple need, these include 
engagement with frontline services, self-harm,  
risk to and from others, stress, social effectiveness, 
alcohol/drug abuse, impulse control and housing. 

The NDTA is scored out of a maximum score of 48. 
After the initial assessment reviews are carried out 
quarterly where this is possible. A reduction in score 
indicates a decline in the indicators of multiple need 
and represents positive progress.

Figures 23-25 below show the progress made by 
beneficiaries who joined the project in years one  
to three, from October 2014 – March 2017, as 
assessed through comparisons between initial  
and most recent reviews of the NDT. 

Appendix C   Progress against NDT assessment

Figure 23: progress made by beneficiaries who joined the project in year one (defined as October 2014 to March 2015)

NDT Progress - Year 1 Beneficiaries
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Appendix C

KEY POINTS:

 h The average initial NDT has score decreased from 
37.25 in Year 1 to 36.3 in Year 2 and 35.2 in Year 
3. This is likely to be an indicator of the slight 
loosening of the eligibility criteria for entry onto 
the programme in 2017 when the minimum NDT 
score for eligibility was reduced to 30. 

 h Beneficiaries who joined the programme in Year 
2 have shown a greater degree of progress, their 
average score being reduced to 20.96 as opposed 
to Year 1 beneficiaries whose average scored has 
reduced to 23.18.

 h Year 3 beneficiaries haven’t progressed to the 
same degree, the average score being reduced to 
25. This is probably an indicator of the fact they 
have been with the programme for a shorter length 
of time. 

 h On the individual NDT categories most progress 
has been made on the ‘risk from others’ and ‘risk 
to others’ categories.

 h Least progress has been made on the ‘alcohol/
drug abuse’ category.

Figure 24: progress made by beneficiaries who joined the project in year two (April 2015 to March 2016)

Figure 25: progress made by beneficiaries who joined the project in year three (April 2016 to March 2017)

NDT Progress - Year 2 Beneficiaries

NDT Progress - Year 3 Beneficiaries
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Working in partnership

https://www.cordisbright.co.uk/
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