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Executive Summary 
This brief evaluation examines the social and economic impact of Community Care 

Collaborative CIC’s (CCC) emotional wellbeing team across three surgeries in Wrexham. We 

compare referral rates, referral outcomes and patient wellbeing data across two time 

frames: April 2019 to September 2019 representing our “pre” evaluation period before the 

EWT began operating; and April 2020 to September 2020, representing our “post” 

evaluation period following the EWT becoming operational across CCC’s surgeries. 

Feedback from our bespoke patient impact survey tells us that the EWT is a trusted and 

effective service, with patients crediting the EWT for reductions in suicidal ideation, 

improved wellbeing and a stronger sense of resilience, including: 

• 44% mentioning reductions in anxiety 

• 33% mentioning general improvements in mental health or wellbeing 

• 22% mentioning feeling more “confidence” or “reassurance” 

• 11% mentioning they no longer felt suicidal 

• 11% mentioning accessing appropriate services (e.g. AA) 

Patients expected these impacts to be long lasting and  the majority stated that they 

expected to have experienced significant negative outcomes without the EWT’s support, 

including: 

• 55% saying their mental health would have gotten worse without EWT intervention 

• 33% saying they expected they would have taken their own lives without EWT 

intervention 

• 11% saying their relationships would have broken down without EWT intervention 

• 11% saying they expected they would have been admitted to hospital under the 

mental health act without EWT intervention 

Using EMIS Health statistics and a bespoke patient survey , we find that the EWT has been 

responsible for: 

• 1,343 fewer GP consultations 

• The creation of the additional capacity through 3,656 additional appointments 

• A direct fiscal saving of £45,050 to the public purse 

• An average improvement of 128.8% in patient’s self-reported happiness 

• An average improvement of 126.7% in patient’s self-reported life satisfaction 

• An average improvement of  293.5% in patient’s self-reported sense of meaning 

• A social impact valuation of £1,043,423.59 

• A social return on investment ratio of 6.42:1 
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Introduction 
The case for parity of esteem between physical and mental health & wellbeing has perhaps 

never been as stark as it has been during the coronavirus pandemic.  With the population’s 

ability to cope with stress falling steadily over the year, maladaptive coping strategies such 

as excessive alcohol consumption rising, and 10% of the population experiencing suicidal 

thoughts or feelings1, the pandemic has only exacerbated the demand for mental health 

services across the UK. 

But coronavirus was not the beginning of what the Mental Health Foundation is calling the 

“mental health pandemic”. For years, mental health problems have been one of the main 

causes of overall disease burden worldwide, and 1 in every 6 people is estimated to have 

experienced a common mental health problem in the past week, every week for the past 

five years (at least)2 . 

In response to this and other health and social care challenges we face, Community Care 

Collaborative (CCC) has been working to discover and deliver innovative models of primary  

care since its inception 18 months ago. A key component of this innovative mindset has 

been the introduction of a specialist Emotional  Wellbeing Team (EWT) at  the GP surgeries 

they operate. 

This brief evaluation examines the social and economic case for the EWT. 

 
1 Mental Health Foundation (2020); Coronavirus Mental Health Pandemic: Wave 7; Accessed October 
2020 at https://www.mentalhealth.org.uk/our-work/research/coronavirus-mental-health-
pandemic/key-statistics-wave-7 
2 Mental Health Foundation (2016); Fundamental Facts about Mental Health; Accessed October 2020 
at https://www.mentalhealth.org.uk/publications/fundamental-facts-about-mental-health-2016 
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Context 
Community Care Collaborative 
Community Care Collaborative (CCC) is a community interest company, incorporated in 

Wrexham in 2018. Since its beginning, CCC has sought to challenge traditional models of 

primary care, offering an innovative approach which draws heavily on specialist Care 

Navigators taking what is described as “a person-centred, ‘what matters to you?’ approach”. 

Unlike traditional approaches, in CCC’s model, patients are provided with a first point of 

contact other than a receptionist or GP, who is equipped to identify health and social care 

needs, explain available options and facilitate the patients informed, preferred choice. 

 

Figure 1 CCC’s Primary Care Model 

In late 2019, CCC took over management of three surgeries in Wrexham: 

• Hillcrest Medical Centre, 

• Borras Park Surgery, 

• Forge Road Surgery, 

Across these surgeries, CCC provide primary care services to a total patient population of 

over 17,000. At over 12% of Wrexham’s population, CCC serves a significant proportion of 

their local community. 

As a community interest company, CCC has a distinct social purpose, which they describe: 

“[Our mission] is to deliver an alternative model of health, social care and 

wellbeing in which GPs (doctors) are able to focus on providing medical care 

and where, through working collaboratively at a community level with other 

agencies and patients themselves, the social and emotional needs of patients 

are given equal priority to their medical needs.” 

This social purpose places parity of esteem between physical and mental health at the heart 

of CCC’s mission. To put this social purpose to practice, CCC developed their own emotional 

wellbeing team.
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Emotional Wellbeing Team 
The emotional wellbeing team (EWT) is present at all three of CCC’s surgeries and has been 

active since the company took over management of the services in November 2019. 

Aims 
The aims of the emotional wellbeing team are: 

1. Provide a trusted and effective emotional wellbeing first-point-of-contact within the 

primary care setting for patients, regardless of age. 

2. Reduce onward referrals by providing a range of services including psychotherapy, 

support groups, medication reviews and memory assessments. 

3. Improve the mental health, wellbeing and social outcomes of patients. 

Traditionally, mental health concerns would be handled by a GP, often resulting in a referral 

to mental health services through a Single Point of Access / Accountability (SPOAA). This 

multi-step referral process increased time-to-treatment as patients require an appointment 

with a GP before getting a referral and subsequent appointment with a service. In turn this 

increases overall time-to-appointment for other patients, as a GP is now seeing a patient 

who may be better served by a different service. Further, SPOAAs are often restrictive in 

their referral criteria, with access points split between children’s and adult’s services. This 

presents a particular challenger for young adults 15-17, who may be unsuited to children’s 

services but unable to access adult’s services. 

Further, with some statistics suggesting that traditional primary care can only support ~10% 

of an individual’s physical and mental health needs (the remainder being determined by 

wider social or economic factors)3, CCC sought to reduce referrals to a general practitioner 

when social prescribing or other interventions may be more appropriate and effective.  

Finally, by bringing together a whole team of specialists and mental health experts around 

the patient, the EWT’s core aim is to improve mental health, wellbeing and social outcomes 

for patients. 

Team 
The team at the time of this evaluation consists of 7 staff members, including: 

• A mental health nurse prescriber serving as clinical lead. 

• A non-prescribing nurse serving as operational lead 

• Advanced nurse prescriber RMN  

• A senior social worker 

• A social worker 

• 2 specialist care navigators 

The team boast a wealth of backgrounds, including extensive experience in: 

• community mental health teams (CMHT), 

• children’s services  

• crises intervention 

• safeguarding 

• group work and motivational interviewing  

• substance misuse recover 

• housing and complex housing needs (e.g. homeless and rough sleeping) 

 
3 The Health Foundation. See: https://www.health.org.uk/blogs/health-care-only-accounts-for-10-of-a-
population%E2%80%99s-health 
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• 3rd sector and community engagement 

• befriending  

• crises resolution 

• early intervention 

• perinatal mental health 

Activities 
The team provides a range of regular activities, including: 

• group work 

o bereavement 

o isolation 

o anxiety management 

• cognitive behavioural therapy (CBT) 

• crises assessments 

• medication reviews and de-prescribing  

• signposting 

• safeguarding 

• domestic violence support 

• memory assessments 

• asylum seekers support  

• learning disability support 



Community Care Collaborative EWT Impact Evaluation 2020 

10 
 

Evaluation 
Objectives 
Our objective in this evaluation is to quantify the impact CCC’s EWT has had on its patients 

and wider systems since it began serving patients. 

More specifically, this evaluation seeks to answer the following questions: 

• To what extent has the EWT achieved its aims? (See above.) 

• What has the economic impact of the EWT been since its instantiation? 

• What has the social impact of the EWT been since its instantiation? 

By economic impact, we primarily mean cost saving to the public purse, including local 

authorities, the NHS, public services and patients themselves. 

By social impact, we primarily mean the social return on investment represented by the 

EWT’s intervention and subsequent outcomes, increases in surgery capacity, and changes in 

outcomes for patients.  

Method 

Evaluation Context 
This evaluation uses a pre/post methodology to compare the outcomes and impact of the 

EWT. The “pre” period representing a period before the EWT’s instantiation, and the “post” 

period representing a period of the same length after the EWT’s instantiation. 

For the purposes of this evaluation, the “pre” period ran from 01/04/2019 to 01/10/2019, 

and the “post” period ran from 01/04/2020 to 01/10/2020. 

Evidence Gathering 
Qualitative and quantitative evidence was gathered from a variety of sources. The same 

sources and methods were used across each of the three surgeries (Hillcrest, Boras Park, 

Forge Road). 

Electronic patient information system, EMIS Health (EMIS), was used to gather statistical 

information from the three surgeries, including: 

• Referral codes 

• Number of appointments  

• Number of GP referrals to SPOAA 

• Number of GP referrals by referral priority 

• SPOAA outcomes 

Due to organisational and service restructuring post-CCC’s takeover of the three surgeries, 

different EMIS read codes were used by the EWT to categorise emotional wellbeing 

referrals. A breakdown of the previous and current EMIS code mapping is provided below. 
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“Pre” EMIS Codes “Post” EMIS Codes 

• Emotional problem • Emotional problem 

• Mental health review 
• Anxiety with depression 
• Low mood 
• Depressed 
• Moderate depressive episode 
• Severe depression without psychosis 
• Memory problem 

• Mental health review 
• Mental health follow up review 
• Mental health medication review 
 

• N/A • Homeless 
• Registered with violent patient scheme 

Table 1 EMIS Health Read Codes 

A bespoke patient survey was created by Capacity to gather first-hand feedback from 

patients of the EWT. The survey consisted of 19 questions, covering : 

• Time period of interaction with EWT 

• Satisfaction with EWT experience 

• Suggestions for improvement of EWT service 

Six questions explore the impacts that the patient felt was material as a result of interaction 

with the EWT, covering: 

• Changes experienced as a result of EWT intervention 

• Evidence for changes 

• Attribution (i.e. others who may have contributed to the stated changes) 

• Drop-off (i.e. how long the patient expects the changes to last for) 

• Counterfactual evidence (i.e. what the patient felt would have happened without 

EWT intervention) 

Seven questions then ask about the patient’s mental health and wellbeing. In this section we 

used the Office for National Statistic (ONS) “Personal Well-being” measures4. These 

questions ask for before-and-after responses to questions such as, “on a scale of 0-10, where 

0 is “not at all” and 10 is “completely”, overall how happy did you feel when you first came to 

see the emotional wellbeing team?”. We also asked a qualitative question exploring 

resilience, asking, “how, if at all, has seeing the emotional wellbeing team affected your 

ability to cope in the future?” 

The survey was open over a period of four weeks across October 2020. 30 invitations to take 

part were sent by CCC to a cohort of current or recently disengaged EWT patients due to 

GDPR restrictions. 9 responses were received. The mean and median monthly number of GP 

referrals into SPOAA from the three surgeries over the “post” evaluation period was 13.  Our 

survey reached 69% of this cohort, 4% of the EWT’s mean monthly individual interactions, 

and 30% of those invited. 

The complete patient survey is available in the appendix of this report. 

 
4 See 
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/surveysusingthe
4officefornationalstatisticspersonalwellbeingquestions 
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Evaluation Methods 
To determine if CCC’s EWT has achieved its aim of providing a trusted and effective 

emotional wellbeing first-point-of-contact within the primary care setting for patients, 

regardless of age, we explore the following evidence: 

• Patient feedback: 

o High satisfaction ratings from patients used as a proxy for trust in, and 

efficacy of, the service. 

o Qualitative feedback mentioning or alluding to trust or efficacy. 

To determine if CCC’s EWT has achieved its aim of reducing onward referrals, we explore the 

following evidence: 

• Changes in the number of onward referrals pre/post EWT inception. 

• Changes in severity of onward referral priority: 

o Lower rates of regular, and consistent or higher rates of urgent referrals may 

suggest that previously inappropriate referrals have reduced, and/or that a 

greater number of urgent referrals are now able to access appropriate 

support. 

To determine if CCC’s EWT has achieved its aim of improve the mental health, wellbeing and 

social outcomes of patients, we explore the following evidence: 

• Patient feedback: 

o Improvements in the self-rating for positive affect, life satisfaction, and sense 

of meaning as measured using the ONS Personal Well-being questions, taking 

into account any national changes in the same outcomes, indicates  

o Qualitative patient feedback which references changes in mental health and 

wellbeing directly. 

To determine what the economic impact of the EWT has been since its instantiation, we 

examine: 

• Cost saving to the NHS and local authority as a result of reduced onward referrals 

To determine the social impact of the EWT since its instantiation, we examine: 

• The social return on investment the EWT has produced as a result of improvements 

to patient wellbeing. 

Additional methodological information is presented in the findings section below. 

Limitations 
The social restrictions imposed by HM Government and the Welsh Government as a result of 

the coronavirus pandemic meant that face-to-face patient interviews could not be 

conducted. As a result, this evaluation is reliant on survey data to infer patient impact. This 

poses a limitation as respondents who choose to complete a survey are somewhat more 

likely to skew toward extreme positive or negative responses. Those who would have 

provided more moderate responses are less likely to respond when compared to 

randomised in-person sampling.   

Secondly, due to limited research on appropriate financial proxies for the ONS4 personal 

wellbeing survey, our social return on investment estimation is based on research relating to 

wellbeing valuations in the Wirral area of the Liverpool City Region. While there are many 
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points of comparison between the populations of Wrexham and Wirral, this research does 

not provide a 1:1 overlap. 

Finally, this evaluation uses a simple pre/post measurement method. Ethical concerns and 

the ubiquity of the EWT across CCC’s three surgeries makes the use of a control group 

impossible.
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Findings 
Patient Appointments 
We began our evaluation by examining changes in the frequency and duration of 

appointments pre- and post- the instantiation of the emotional wellbeing team. This data 

provides some insight into the viability of the EWT as a source of mental health support; by 

comparing the performance of the EWT against the traditional model of primary care in 

place before the teams instantiation, we are able to see any change in support capacity. 

Access 
In the period pre-instantiation of the EWT (i.e. Apr-2019 to Sept-2019) there were a total of 

454 individuals seen under the EMIS read codes outlined in the method section above. 

In the evaluation period post-instantiation of the EWT (i.e. Apr-2020 to Sept-2020) there 

were a total of 1,230 individuals seen by the EWT under the “post” read codes above. 

This is a rise in the total number accessing mental health support under the EWT of 171%; a 

difference of 776 additional initial appointments. 

Follow-up and Reviews 
In the period pre-instantiation of the EWT there were a total of 

760 follow-up appointments under the EMIS read codes outlined 

in the method section above. 

In the evaluation period post-instantiation of the EWT there were a 

total of 3,640 follow-up appointments seen by the EWT under the 

“post” read codes above. 

This is a rise in the total number of follow-up support and/or 

review sessions under the EWT of 378%; a difference of 2,880 

additional follow-up appointments.  

Duration 
Survey respondents had been involved with the EWT for between 

14 and 324 days, with the majority between 74 and 210 days. The 

median intervention timescale was 121 days, while the mean was 

147 days. 

Onward Referrals 

GP Referrals to SPOAA 
Traditionally, once patients are seen 

by a GP, those requiring treatment 

are next referred to a single-point of 

access/accountability (SPOAA). The 

SPOAA, as the name suggests, acts as 

a central point of contact which is 

responsible for handling timely 

responses to referrals for patients 

with a mental health concern. 

An onward referral into the SPOAA 

suggests a degree of need beyond 

that with which a GP can effectively 

handle. The inclusion of the EWT in 

Figure 3 GP Referrals into SPOAA 

Figure 2 Box plot of 
Intervention timescales 
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CCC’s model is designed to eliminate this step, which in many cases is unnecessary as many 

of the services the SPOAA connects patients to, do not require a diagnosis, prescription or 

other medical intervention to have taken place beforehand. Therefore, in the absence of 

other factors, a reduction in GP referrals to the SPOAA suggests that patients are receiving 

signposting to other services or mental health intervention without the need to see a GP 

first. 

In the pre-evaluation period (Apr-Sept 2019) there were 226 onward referrals from the 3 

CCC surgeries into the SPOAA.  

In the post-evaluation period (Apr-Sept 2020), there were a total of 97 onward referrals into 

the SPOAA. 

This is an onward referral reduction of 57%. Under the presumption that one referral 

requires one GP consultation, this is a reduction of an additional 129 consultations. 

While total SPOAA referrals from all Wrexham surgeries beyond the three CCC surgeries are 

unavailable, the Public Health Wales Observatory reports no significant change in mental 

health outcomes across both the pre and post evaluation periods5. This suggests that the 

reduction in appointments is due to interventions by the EWT.  

Referral Priority 
GP referrals are coded for priority. Urgent referrals are those deemed to require 

intervention within 48 hours, while routine referrals are those requiring intervention in the 

next 28 days. 

A reduction in routine referrals may suggest that patients have not required further 

intervention following interactions with the EWT or have been signposted to social 

prescribing services, third-sector support services or other external support without the 

requirement of a GP consultation. 

 
5 See: https://publichealthwales.shinyapps.io/MentalWellbeingInWales/ 
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Figure 4 GP referrals by referrer priority 

As the chart “GP Referrals by Referrer Priority” shows, there is a marked reduction in overall 

referrals in the post evaluation period. In the “pre” evaluation period, there were a total of 

61 urgent referrals and 169 routine referrals. In the “post” evaluation period, there were a 

total of 30 urgent referrals and 66 routine 

referrals. A drop of 31 urgent referrals and 103 

routine referrals. 

This represents a 50% decrease in urgent 

referrals and a 61% reduction in routine 

referrals. 

SPOAA Outcomes 
Finally, our evaluation tracked the SPOAA 

outcomes for the CCC surgery’s GP referrals. 

These outcomes are: 

• Third-sector signposting (i.e. a patient 

was signposted to a voluntary, community or social enterprise support service.) 

• CNM (“Criteria not met”, i.e. the criteria for accessing additional services was not 

met, or there was insufficient information to make a decision.) 

• SMS/LDS (i.e. a patient was referred to specialist developmental or learning disability 

services.) 

• Speciality referral (i.e. a patient was referred to a specialist service) 

• Secondary Care (i.e. a patient was referred to hospital and community care.) 

• LPMHSS (“Local Primary Mental Health Support Services” – i.e. a patient was referred 

to primary care mental health support services – those requiring a GP referral.) 

The two charts below show the frequency of each output, and the proportion of those 

outcomes across the “pre” and “post” evaluation periods. 

Figure 5 Pre and Post Referral Priorities 
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Figure 6 Frequency of SPOAA Outcomes for GP Referrals 

 

Figure 7 Proportion of SPOAA Outcomes as a percentage of total outcomes 

 

 

 

 

 

 

 

SPOAA Outcome Total Pre Total Post Change 

3rd Sector Signposting 1 1 0% 

CNM 2 5 150% 

SMS/LDS 4 1 -75% 

Speciality Referral 8 4 -50% 

Secondary Care 23 34 48% 

LPMHSS 68 30 -56% 

Table 2 Change in SPOAA Outcome Frequency 
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The data above shows a reduction in most outcomes, expected in line with the reduction in 

the total number of onward referrals from GPs. The rise in “criteria not met” outcomes may 

suggest one of two possibilities: 

a) That the SPOAA believe the surgery is capable of providing a suitable intervention 

for the patient in-house. 

b) That patients are being incorrectly referred to the SPOAA because there is 

disconnect between the EWT/GP appraisal of the patient’s needs and the SPOAA’s 

appraisal. 

Patient Feedback 

Context 
A bespoke survey was developed by Capacity in order to solicit both qualitative and 

quantitative feedback from patients who had at least one interaction with the EWT at a CCC 

surgery. 

The survey was distributed by CCC to a randomised selection of 30 current or recently 

disengaged EWT patients, between 01/10/2020 and 31/10/2020. During this period a total 

of 9 responses were received, representing 4% of the EWTs average monthly referral rate 

and 30% of those invited. 

Patient Satisfaction 

To gauge patient satisfaction, we 

asked survey respondents, “On a 

scale of 0-10, where 0 is “not at all” 

and 10 is “completely”, overall, how 

happy are you with your experience 

with the EW team?” 

100% of respondents provided an 

answer for this question. The 

majority, 67%, rated themselves as 

“completely” satisfied with the EWT 

service. 11% rated their satisfaction 

at 9/10, and 22% rated their 

satisfaction at 8/10. 

No respondents rated their 

satisfaction below 8/10. 

Using the commonly used “Net 

Promoter Score” (NPS) calculation6, 

these results indicate 78% of EWT 

patients could be classified as “promoters”. The developers of the NPS claim that 

“promoters” are those likely to provide positive recommendations for the service to 

acquaintances. 

Most Significant Change 
In order to understand the personal impact of EWT intervention on patients, we used a 

simplified “most significant change” (MSC) method7. MSC is a technique of evaluating 

 
6 See https://www.netpromotersystem.com/ 
7 See https://www.mande.co.uk/wp-content/uploads/2005/MSCGuide.pdf [PDF] 

Figure 8 Patient satisfaction ratings 
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interventions where other methods such as the use of control groups is inappropriate or 

beyond the scope of an evaluation.  

The MSC approach asks for “significant change stories” from participants. While the original 

MSC method recommends the use of in-person interview and participant involvement in the 

selection and analysis of these stories, in-person focus groups were unavailable due to 

public restrictions in place as a result of the coronavirus pandemic, and online focus groups 

presented ethical concerns around participant privacy. 

As such, we asked survey respondents three questions: 

1. “What has changed for you as a result of seeing the emotional wellbeing team?” 

2. “If you listed more than one change, which change was the most important or 

significant for you, any why?” 

3. “What helped you notice that those changes had happened?” 

100% of respondents provided answers to these questions.  

The changes participants reported were as follows: 

• 44% mentioned reductions in anxiety 

• 33% mentioned general improvements in mental health or wellbeing 

• 22% mentioned feeling more “confidence” or “reassurance” 

• 11% mentioned they no longer felt suicidal 

• 11% mentioned accessing appropriate services (e.g. AA) 

When asked to choose a single most significant change: 

• 77% mentioned simply having support 

• 11% mentioned no longer feeling 

suicidal 

• 11% mentioned improvements in 

sleep / sleep quality 

When asked what evidence helped 

participants to notice these changes: 

• 44% mentioned that the EWT 

intervention had increased their 

self-awareness / ability to spot 

symptoms of mental health  

• 44% mentioned that using the 

EWT staff as a “sounding-board” 

or simply having someone to talk 

to 

• 11% mentioned improvements in sleep / sleep quality 

Attribution & Drop-Off 
Attribution and drop-off measures provide evidence for the scope of an intervention’s 

impact and are essential measures for the calculation of social return on investment (SROI).  

Attribution is the quantification of who or what else may have been involved in causing the 

changes patients noted. Drop-off is the quantification of how long patients expect the 

changes to last post-intervention. 

Figure 9 Wordcloud of patient self-reported changes 
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To gauge attribution, we asked participants, “Did anyone else or any other service contribute 

to those changes?”. In response: 

• 44% said no other person or service was involved in the changes they noted 

• 22% mentioned family or partners 

• 22% mentioned other services 

Other services mentioned include: 

• “Alcoholics Anonymous” 

• “No Panic” 

• “Advance Brighter Futures” 

To gauge drop-off, we asked participants, “How long do you expect those changes to last?”. In 

response: 

• 88% gave answers which indicated participants expected the changes to be 

permanent or long-term (e.g. “forever”, “ongoing – long term”, etc.) 

• 11 % gave answers indicating uncertainty (e.g. “taking each day as it comes”) 

Counterfactual Evidence 
Counterfactual evidence explores what the participants felt would have happened in the 

absence of the EWT’s intervention. Due to the evaluation limitations covered above, the use 

of a control group was viewed as inappropriate for the scope of this study.  

As such, our survey asked participants, “What do you think would have happened if you hadn’t 

been able to see the emotional wellbeing team?”. 100% of respondents provided answers to 

this question. 

• 55% said their mental health would have gotten worse without EWT intervention 

• 33% said they expected they would have taken their own lives without EWT 

intervention 

• 11% said their relationships would have broken down without EWT intervention 

• 11% said they expected they would have been admitted to hospital under the 

mental health act 

Personal Wellbeing 
In the patient survey we included four questions which explore the effect the emotional 

wellbeing team had on respondent’s personal wellbeing. To allow comparison with national 

averages, we used three questions from the Office for National Statistics’ personal 

wellbeing survey, the ONS4. These questions were asked twice; once to gauge the patient’s 

self-reported wellbeing when they first sought EWT intervention, and then again 

“yesterday”. 

“Yesterday” was chosen as the most recent time scale as it is the scale the ONS use 

themselves, and also because our randomised sampling approach meant we were likely to 

receive responses from patients who are still undergoing EWT intervention, making time 

scales such as “after you stopped seeing the EWT” inappropriate.  
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Happiness 
The first personal wellbeing scale 

asked respondents: 

1. “On a scale of 0-10, where 0 

is “not at all” and 10 is 

“completely", overall how 

happy did you feel when you 

first came to see the 

emotional wellbeing team?” 

2. “On the same scale, how 

happy did you feel yesterday?” 

100% of respondents provided 

answers to this question and 100% 

of respondents reported an 

improvement in self-reported 

happiness. 

Pre-intervention, happiness ratings 

ranged from 1/10 to 5/10, with the majority rating their happiness between 2/10-4/10. The 

mean and median ratings were both 3/10. 

Post-intervention, happiness ratings ranged from 3/10 to 10/10, with the majority scoring 

between 6/10 and 9/10. The mean and median ratings were both 7/10. 

This represents an average increase in patient happiness of 4 points or 133%. 

Life Satisfaction 
The second wellbeing scale asked 

respondents: 

1. “On a scale of 0-10, where 0 

is “not at all” and 10 is 

“completely", overall how 

satisfied were you with your 

life when you first saw the 

emotional wellbeing team?” 

2. “On the same scale, overall, 

how satisfied were you with 

your life yesterday?” 

100% of respondents provided 

answers to this question and 100% 

of respondents reported an 

improvement in self-reported life 

satisfaction. 

Pre-intervention, life satisfaction ratings ranged from 1/10 to 9/10, with the majority rating 

themselves between 2/10 and 4/10. The median rating was 3/10, while the mean rating was 

3.5/10. 

Post intervention, with the exception of two outliers (see fig. 7 above), all respondents rated 

their life satisfaction between 7/10 and 8/10, with the median being 7/10 and mean being 

fractionally above 7/10. 

Figure 10 Self-reported happiness rating 

Figure 11 Self-reported life satisfaction rating 
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This represents an average increase in patient life satisfaction of 4 points or 133%. 

Meaning 
The final quantitative personal 

wellbeing scale we used, asked 

respondents about their sense of 

meaning and purpose. The ONS 

uses how “worthwhile” the things in 

the patient’s life feel as a proxy for 

meaning. 

We asked respondents: 

1. “On a scale of 0-10, where 0 

is “not at all” and 10 is 

“completely", overall, how 

worthwhile did you feel the 

things in your life were when 

you first saw the emotional 

wellbeing team?” 

2. “On the same scale, overall, 

how worthwhile did you feel 

the things in your life were yesterday?” 

100% of respondents provided answers to this question and 100% of respondents reported 

an improvement in self-reported meaning. 

Pre-intervention, meaning ratings ranged from 1/10 to 5/10, with the majority of 

respondents rating themselves between 2.5/10 and 4/10. The median rating was 2/10 and 

the mean rating was fractionally below 3/10. 

Post-intervention, ratings ranged from 4/10 to 10/10, with the majority rating themselves 

between 7.5/10 and 9/10. The median rating was 8/10 and the mean was 7.5/10. 

This represents an average increase in patient’s sense of meaning of 6 points or 300%. 

Resilience 
In addition to the qualitative 

personal wellbeing questions above, 

we asked respondents to tell us if the 

EWT’s intervention had any impact 

on their ability to cope with future 

mental health adversity. 

We asked respondents, “How, if at all, 

has seeing the emotional wellbeing 

team affected your ability to cope in 

the future?”. 100% of respondents 

replied and 100% said that the EWT’s 

intervention had improved their 

ability to cope. 

• 33% also said that seeing the EWT had improved their ability to spot the warning 

signs and symptoms of future mental health difficulties 

• 33% said they knew they had somewhere to turn if their wellbeing worsened. 

Figure 12 Self-reported meaning rating 

Figure 13 Wordcloud of resilience question responses 
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Impact 
In this section of the report we will take the findings from the previous section and 

determine the EWT’s social and economic impact, the “so what?” behind the figures. 

One stark figure which spans both economic and social impacts is the increased capacity 

provided by the EWT. Over the same period (6 months, April-September), the EWT were able 

to create the equivalent capacity of 3,785 additional appointments compared to the 

traditional model of primary care in place the year before the team’s instantiation. This is 

comprised of 776 additional initial appointments performed; 2,880 additional follow-up 

and/or review appointments, and 129 fewer onward referrals from a GP. 

This represents a total reduction of GP consultations by 1,343 compared to the previous 

year, and an additional capacity increase of 3,656 appointments. 

Economic Impact  
Using the most recently available NHS reference costs8 and a unit cost database collated by 

Greater Manchester Combined Authority9 we arrive at the following valuations: 

• 1,343 fewer GP consultations at £25 per appointment 

• 38 fewer LPMHSS referrals at £170 per admission 

• 4 fewer speciality referrals at £852 per day 

• 3 fewer SMS/LDS referrals at £95 per admission 

• 11 more secondary care referrals at £130 per admission 

All valuations use the mean unit cost. As outcome data from individual referrals out of the 

SPOAA are not captured by the surgeries, we calculate each referral as one unit (i.e. one 

admission / day/ week based on the unit valuation). As such this valuation should be taken as 

a conservative lower estimate. 

Given the above unit costs, we calculate that the EWT over the “post” evaluation period has 

created a direct fiscal saving of £45,050 to the public purse across the NHS, CCG and local 

authority. 

Social Impact 
To determine the social impacts of the EWT’s intervention, we will assign deadweight, 

attribution and drop-off percentages to the changes our respondent cohort reported. 

Deadweight is a measure of what would have happened irrespective of the EWT’s 

intervention. In this case we will compare the changes our cohort reported against national 

averages collected by the Office for National Statistics. For example, if the EWT’s 

intervention improved the cohorts happiness by 10% but national averages for happiness 

over the same period also improved by 3%, our deadweight is 3%, meaning the EWT can 

only claim, at most, 7% of the cohort’s improvement. The ONS figures are published on a six-

month time lag, meaning that at the time of writing the most up-to-date figures are Q1 

2020 (January-March). We have therefore chosen to compare our cohort against the most 

recently available year-long period in the figures (Q2 2019 – Q1 2020)10. Due to the 

psychological impact of the coronavirus pandemic and subsequent government restrictions, 

 
8 See: https://improvement.nhs.uk/resources/reference-costs/ 
9 See: https://www.greatermanchester-ca.gov.uk/what-we-do/research/research-cost-benefit-
analysis/ 
10 This method conforms to industry standard deadweight estimation guidance. See Social Value UK 
(2012); A Guide to Social Return on Investment – Stage 4. Page 56. 
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the national averages for each of these wellbeing aspects are likely to be lower than the 

figures provided. 

Attribution is a measure of the contribution to the changes our cohort experienced outside 

the EWT’s intervention. For example, a patient sought support from a friend or relative, to 

what extent did that play a role in the changes our cohort experienced? To determine this, 

we asked respondents to our survey, “Did anyone else or any other service contribute to those 

changes?”, we asked, where possible, for respondent’s to provide their own percentage 

estimates. 3 estimates were given, averaging 3.7%. As we did not ask for individual 

attribution for each of the personal wellbeing factors (i.e. happiness, life satisfaction, and 

sense of meaning), this 3.7% attribution figure will be deducted equally from each factor’s 

impact11. 

Drop-off is a measure of the amount that the effects of an intervention decay or deteriorate 

by over time in the absence of continued intervention. To gauge drop-off, we asked 

participants, “How long do you expect those changes to last?”. In response, the majority of 

respondents (88%) gave answers which suggest they expect the effects of the EWT’s 

intervention to be permanent or long-term. As a result we have chosen to use HM Treasury’s 

standard drop-off rate of 3.5%12. While some changes in our cohort may have only been 

experienced recently and therefore are not subject to the drop-off rate for this year, we 

have chosen to apply the rate to all changes equally to give a more representative figure for 

the evaluation period as a whole. 

The final impact of the intervention is determined by taking the change reported by our 

cohort and subtracting the deadweight, attribution and drop-off rates. 

In the absence of population level data for Wrexham and the emotional wellbeing team’s 

entire cohort, our impact findings are limited to those responding to the impact survey (see 

“limitations” above). 

We have provided two comparison figures in our impact charts: 

• UK national averages – the national average scores for the period Q2 2019 – Q1 

2020, represented by the grey dotted line. 

• Cohort comparison – using the change in national averages for each wellbeing 

aspect, we estimate where the cohort would likely have scored without intervention 

(i.e. change minus deadweight), represented by the yellow dashed line. 

The solid dark-yellow line represents the impact of the EWT’s intervention in each of the 

personal wellbeing aspects. 

 
11 This method conforms to industry standard attribution estimation guidance. See Social Value UK 
(2012); A Guide to Social Return on Investment – Stage 4. Page 57. 
12 HM Treasury (2018); The Green Book. Page 7. 
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Happiness 
From our survey findings (see 

above), our cohort reported an 

average improvement of 133% in 

self-rated happiness. 

ONS figures show a decrease in 

national happiness of 3%, which, 

when taking into account our 

attribution and drop-off figures, 

suggests that the emotional 

wellbeing team were responsible 

for an increase in self-reported 

happiness of 128.8%, taking the 

projected improvement in scores 

score from 3 to 6.8. 

By comparison, without 

intervention, the cohort could 

have been expected to experience 

a decrease in self-reported happiness from a score of 3 to 2.91. 

Change Deadweight Attribution Drop-off Impact 
133% -3% 3.7% 3.5% 128.8% 

Table 3 Self-reported Happiness Impact Discounts 

 

Life Satisfaction 
As outlined in the findings section 

above, our cohort’s average sense 

of life satisfaction over the 

intervention period improved by 

133%.  

The most recently available 

statistics from the ONS13 tell us 

that the UK population’s average 

sense of life satisfaction fell by 

0.9%. Taking into account our 

additional discount rates, these 

figures suggest that the EWT were 

responsible for an increase in self-

reported life satisfaction of 

126.7%, giving us a projected 

improvement from a score of 3 to 

a score of 6.79. 

 
13 Q1 2020 Annual Population Survey; ONS. See 
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/datasets/quarterlypersonalwell
beingestimatesnonseasonallyadjusted 
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Figure 14 Self-reported Happiness Impact 

Figure 15 Self-reported Life Satisfaction Impact 
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By comparison, without intervention, the cohort could have expected to experience a 

decrease in self-reported life satisfaction from 3 to 2.97. 

Change Deadweight Attribution Drop-off Impact 
133% -0.9% 3.7% 3.5% 126.7% 

Table 4 Self-reported Life Satisfaction Impact Discounts 

Meaning 
Sense of meaning was our final 

quantitative personal wellbeing 

measure in our patient survey. Our 

findings show the cohort 

reporting an average 

improvement of 300% in this 

aspect, from an average score of 2 

to 7. 

The ONS report a national average 

decrease of 0.75%, which, when 

taken into account with our 

attribution and drop-off rates, 

suggests the EWT is responsible 

for an increase in self-reported 

sense of meaning of 293.5%, 

giving a projected improvement 

from an average score of 2 to 

7.87. 

By comparison, without intervention, the cohort could have been expected to experience a 

decrease in sense of meaning, from a score of 2 to a score of 1.98. 

These results are significant as they suggest the cohort has improved in this aspect beyond 

the national average of 7.84. 

Change Deadweight Attribution Drop-off Impact 
300% -0.75% 3.7% 3.5% 293.5% 

Table 5 Self-reported Sense of Meaning Impact Discounts 

Personal Wellbeing 
The ONS guidance on their personal wellbeing measures 

provides a table for stratifying the cohort’s scores into 

bandings14, allowing for further national comparison. 

The results given above show the cohort moving from “low” 

to “medium” bands in happiness and life satisfaction scores, 

and from “low” to “high” for sense of meaning. 

 

 
14 See Table 2 - 
https://www.ons.gov.uk/peoplepopulationandcommunity/wellbeing/methodologies/personalwellbei
ngsurveyuserguide 

Response Label 

0 to 4 Low 

5  to 6 Medium 

7  to 8 High 

9  to 10 Very high 

Table 6 ONS4 Response Categories 

Figure 16 Self-reported Sense of Meaning Impact 
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Social Value 
Social return on investment (SROI) is a method for estimating a return on investment ratio 

where the outcomes of an intervention may not have direct monetary value (e.g. the value 

of an increase in happiness). SROI instead uses financial proxy values for these outcomes and 

takes into account the same discount figures (i.e. deadweight, attribution and drop-off) 

provided above and produces a final return ratio. For example, a ratio of 3:1 means that for 

ever pound invested, the intervention produces a return of £3. 

The formula for calculating SROI is as follows: 

SROI = quantity of changes * value of changes * (1 - deadweight) * (1 - attribution) 

________________ 

 total investment 

A key principle of SROI estimation is that evaluators should avoid overvaluing our 

estimations, and as such, our calculation will take into account only the 9 respondents to our 

survey and the total individual EWT investment separated from CCC’s total budget. 

Research from the University of Liverpool15 suggests a method of converting ONS personal 

wellbeing scores to Short Warwick-Edinburgh Mental Wellbeing scores and from there, into 

a financial proxy. Using this method, the average value to a person earning the UK average 

salary is £88,947 over a 12 week period. Given the absence of demographic information, 

including patient salary, we are unable to adjust this figure to match the cohort’s earning 

power. Therefore, given an average intervention period of just over 17 weeks (121 days), we 

estimate an average value of £126,000 per patient in the cohort. 

This gives us a calculation as follows: 

(9 * £126,000) * (1 – (0.9+0.75+3)) * (1 – 3.7) / £157,100 

This calculation gives us a Present Value (PV) for  the EWT of £1,008,139.70 for year 1 using 

HM Treasury’ Green Book discount rate of 3.5%, and a Net Present Value (NPV) of  

£851,039.71. 

Therefore, using the data available to us above, the social return on investment ratio for the 

EWT is 6.42:1, meaning that for every pound invested, £6.42 is returned in social value. 

Note that this calculation covers only the 9 people that responded to the impact survey 

which represents only 4% of  the EWT’s monthly patient intake. 

In total, using the industry standard impact formula from Social Value UK 16, the EWT has 

generated £1,043,424.59 in social impact value. 

While a sample of this size does not give us the required reliability to accurately  project our 

calculation across the entire EWT patient population, if the 776 EWT patients in the post-

instantiation period of the evaluation experienced the same average improvements as the 

respondent cohort, the SROI ratio would be 552.51:1 and the total social impact value 

generated would be  £89,779,927.61.

 
15 Brendan Collins (2016); How do we value wellbeing? Combining data to put an economic value on 
the change in Short Warwick Edinburgh Wellbeing Scale (SWEMWBS) scores. Liverpool. 
16 quantity of changes * value of changes * (1 - deadweight) * (1 - attribution) 
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Conclusion 
We began this evaluation by defining our key questions: 

• To what extent has the EWT achieved its aims? 

• What has the economic impact of the EWT been since its instantiation? 

• What has the social impact of the EWT been since its instantiation? 

Given the following factors: 

• The increase in patient numbers 

• The long-term average interaction length of patients (121 days) 

• The high satisfaction ratings (100% >= 7/10) 

• The high NPS rating (78%) 

• The patient’s self-reported positive “most significant change” stories 

• The patient’s self-reported negative  counterfactual evidence 

• The improvements in self-reported happiness, life satisfaction and sense of meaning 

for EWT patients 

 

we conclude that the evidence suggests the EWT is achieving its aims of providing both a 

trusted and effective service. While we were unable to verify claims of an “ageless” service, 

we have anecdotal evidence that the age range of patients is currently between ages 4 and 

80+. 

 

Further, given the following factors: 

• The large reduction in referrals to a GP 

• The reduction in GP onward referrals 

• The reduction in routine referrals to SPOAA 

• The reduction in LPMHSS referrals from SPOAA 

we conclude that the evidence suggests the EWT is achieving its aim of reducing onward 

referrals. 

Finally, given the following factors: 

• The patient’s self-reported positive “most significant change” stories 

• The patient’s self-reported negative  counterfactual evidence 

• The improvements in self-reported happiness, life satisfaction and sense of meaning 

for EWT patients 

• The majority of patients reporting improvements in resilience as a result of EWT 

intervention 

we conclude that the evidence suggests the EWT is achieving its aim of improving patient 

wellbeing. 

Using reference and unit cost databases, we found that the evidence suggests a total direct 

fiscal saving of £45,050 to the public purse. 

Using social return on investment formulas from industry leader Social Value UK, we found 

that the evidence suggests a SROI ratio of 6.42:1, meaning that for every pound invested in 

the EWT, £6.42 in social value is generated. Further, during the evaluation period, the 

evidence suggests the EWT was responsible for generating £1,043,424.59 in social impact 

value. It should be noted that this figure is a conservative estimate based on a sample of 9 

patients. 
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Closer collaboration, particularly between the emotional wellbeing team and the health 

board, could yield improved patient outcomes of even greater impact. 
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Appendix 1: Patient Impact Survey 
 

 

 

Continues overleaf. 
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