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Abstract 

Background With the population ageing, more victims of community crime are likely to be older adults. The psy-
chological impact of crime on older victims is significant and sustained, but only feasibility trials have been published 
regarding potential interventions. The integration of public health and care services and cross-agency working 
is recommended, but there is little information on how this should be undertaken. Our recent Victim Improvement 
Package (VIP) randomised controlled trial (RCT) involved cross-agency collaboration between our university, a police 
service and a mental health charity. However, as the VIP trial only managed to recruit 131 out of 226 participants, we 
hope our reflections will help those wishing to conduct research in this population.

Methods The trial management group (authors) and partners organisations identified the challenges and lessons 
learned from conducting the VIP trial in which the police identified and screened victims of reported community 
crime, aged 65 years or over, for distress. In the VIP trial, three screening methods were used: (1) visits by safer neigh-
bourhood teams (SNTs), (2) police telephone screening and (3) employment of a university researcher embedded 
within the police service. Staff from the mental health charity were trained to deliver a manualised cognitive-behav-
iourally informed Victim Improvement Package (VIP) to be compared against treatment as usual (TAU).

Lessons learned Factors promoting successful screening included simple IT systems, building rapport 
with the police and maintaining contact with participants. However, policy and staff changes within the police 
service and altered public confidence in the police compromised screening. The delivery of therapy was impaired 
by waiting times, therapist availability and the quality of therapy. Conducting research within an existing busy clinical 
service was challenging, but the COVID-19 pandemic demonstrated the acceptability and feasibility of offering online 
therapy to older victims.

Conclusion SNT screening was an effective way to identify distressed victims, but service demands question 
whether it is viable for working police staff and the delivery of the therapy proved challenging in the context of a tra-
ditional RCT. Ways in which to strengthen research in this pioneering area of work are discussed.
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General background
With the population ageing, more victims of commu-
nity crimes are likely to be older adults [1]. Commu-
nity crimes, which are those perpetrated by strangers or 
acquaintances [2], have been overlooked in older victim 
research compared with elder abuse or domestic violence 
(e.g. [3, 4]). Our recent systematic review [5] found that 
community crime has a significant impact on older vic-
tims, but only four feasibility intervention studies, 2 in 
the UK and 2 in the USA respectively, have been pub-
lished to date addressing this problem [6–9].

Through feasibility and pilot work [6] in the UK, we 
found that home visits from police community support 
officers were more successful in identifying and engaging 
older victims in research (91%) than leaflets (5%) or tel-
ephone calls (37%) from the police or the charity Victim 
Support. We secured funding [NIHR-PHR; 13/164/32] to 
conduct a randomised controlled trial (RCT) testing the 
clinical and cost-effectiveness of a manualised cognitive 
behaviour therapy (CBT) informed Victim Improvement 
Package (VIP) for treating older victims with significant 
continued depressive and/or anxiety symptoms. This was 
undertaken in collaboration with a large police service 
and a mental health charity [10, 11]. Our secondary aim 
was to determine whether the police signposting patients 
to their general practitioner (GP) (family physician) for 
help was effective (reported in [12]).

The recent Health and Care Act [13] advocates the inte-
gration of public services with the NHS to improve public 
health. This includes recommendations that emergency 
services, such as the police, ensure the wellbeing of vul-
nerable adults is well managed. This recent Act has also 
allowed for greater input from non-traditional providers 
such as the voluntary sector [14]. Despite the impact of 
crime gaining recognition as a significant public health 
concern [15, 16], there is little information available 
about this approach in the context of older crime victims. 
In this article, we reflect on the successes and challenges 
of cross-agency working to support this population for 
the benefit of other researchers in the field.

VIP trial methods
The VIP trial was pre-registered on the ISCRTN registry 
(16929670) and approved by the University College Lon-
don Research Ethics Committee (6960/001) on the 17th 
March 2016.

We briefly summarise the VIP trial here; for full details 
see Serfaty et al. [10]. An outline of the overall trial design 
is presented in Fig. 1.

Step 1: Older victims were identified through the 
police crime reporting system and screened for 

depressive (PHQ-2) [17, 18] and/or anxiety (GAD-2) 
symptoms within 1–2 months of reporting a commu-
nity crime. Older victims who scored above a cut-off 
of 2 or more on the GAD-2 and/or 3 or more on the 
PHQ-2 were considered to be significantly distressed. 
The police also collected sociodemographic data and 
obtained consent to data share with and contact from 
VIP researchers.
Step 2: Older victims were rescreened at 3 months by 
VIP researchers using the same measures to deter-
mine whether they were still distressed. Those who 
were still distressed were assessed for their eligibility 
for the RCT and, if eligible, invited to participate.
Step 3: An RCT compared the VIP plus treatment as 
usual (TAU) with TAU only for treatment of contin-
ued psychological distress in older victims of com-
munity crime aged 65 or over. The VIP intervention 
was delivered by a mental health charity.

Collaborating with the police
Background
Successful recruitment into the RCT component of 
the VIP trial (step 3) was contingent on the numbers 
screened by the police at step 1 of the trial. Our feasibil-
ity study [6] suggested that out of 120 victims screened as 
significantly distressed by the police, 26 would be suitable 
for a RCT trial. Our pre-power analysis indicated 226 
people would be required for the VIP RCT [10]. Thus for 
226 participants to be recruited, 1043 victims of crime 
would need be identified as significantly distressed by the 
police. Despite adapting screening by using three differ-
ent screening approaches, we only managed to recruit 
131 participants out of our target of 226. Changes in 
police leadership, major incidents (e.g. terrorist attacks, 
protests) and resource constraints posed challenges to 
police screening. Translation from screening to recruit-
ment was also dependent on the screening method used. 
Our reflections aim to help those wishing to conduct 
research in this population.

Screening methods

• Method 1 (conducted between June 2017 and August 
2019), police community support officers aimed to 
complete home visits with all older victims of com-
munity crime.

• Method 2 (conducted between May 2021 and June 
2022), two police administrators screened victims 
over the telephone and tasked community support 
officers to complete home visits and consent only 
those found to be distressed.

• Method 3 (conducted between March 17th and 
30th June 2023), a police administrator made initial 
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telephone contact and with the victim’s agreement, 
passed their details on to a VIP researcher embedded 
within the police. They provided information about 
the trial and then directed community support offic-
ers to undertake the home visits to those identified as 
distressed on telephone screening.

Screening results

• Under method 1: Of the 9391 crimes reported by 
older victims during this period, 32% (2915/9391) 
were successfully screened and demonstrated that 
40% (1171/2915) scored above the cut-off for distress. 

Fig. 1 Flowchart of the VIP trial design
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There were differences in screening rates across local 
authority areas due to varying levels of engagement 
by police teams, victim factors (such as not speaking 
English) and the interaction between the victims and 
the police which affected engagement (e.g. altered 
public confidence in the police).

• Under method 2: Of the 7680 crimes reported dur-
ing this period, 17% (1340/7680) were successfully 
screened. There was a lower screen positive rate of 
25% (334/1340) as the administrators only classed 
older victims as distressed if they scored above the 
distress cut-off and also agreed to a home visit from a 
community support officer.

• Under method 3: Of the 1566 crimes reported by 
older victims in this brief period, only 152 (10%) 
were successfully screened. Of these, 61 (40%) were 
screen positive, consistent with method 1. Of these, 
27 (45%) agreed to a home visit from the police and 
were successfully consented and referred to the VIP 
team.

Our experience
Consistent with our feasibility study [6], home visits 
(method 1) were more effective at recruiting older vic-
tims into research than telephone contacts. The visit-
ing community support officers fed-back that they often 
detected non-verbal signs of distress and were able to 
have a wider discussion on the impact of crime with older 
victims. However, police resource constraints, along 
with the COVID-19 pandemic, meant it was necessary 
to employ initial telephone screening to identify distress. 
This approach was well-received by the community sup-
port officers as it targeted their visits to the most vul-
nerable older victims. However, unlike with face-to-face 
visits, many victims did not answer the phone. Further-
more, successful screening was dependent on the qual-
ity of the interaction between an administrator and older 
victim. With only two screeners, screening and recruit-
ment is very much determined by the skills of a limited 
number of screeners.

Method 1 also had the advantage of streamlining con-
sent into a single point, whereas method 2 required 
older victims to consent over the telephone to home 
visits, and again to data-sharing during the visit. 
Method 3 required consent for the VIP researcher to 
speak to them, as well as to the visits and to data shar-
ing. Each extra consent point and the gap between tel-
ephone calls and home visits increased the chances of 
attrition. This meant that, although methods 2 and 3 
were a more effective use of police resources, they were 
a less effective use of research funding resources. Pro-
jections of the numbers telephone screened at step 1 

using method 3 suggested that there would be insuffi-
cient numbers of victims referred for step 2 rescreen-
ing at 3 months. It was therefore jointly agreed with the 
funders to end screening and analyse those recruited 
through methods 1 and 2. This meant the trial was 
underpowered.

What worked well
Although we did not achieve our target sample size, our 
methods show that the police were able to use a screen-
ing tool to identify older victims in distress. We used 
four brief screening questions from the PHQ-2 [17, 18] 
and GAD-2 [19] to minimise demands on police time. 
Embedding screening into routine practice was feasible 
for officers and some valued this as a return to traditional 
community policing. Undertaking screening during SNT 
welfare visits was also consistent with Ministry of Justice 
guidelines to offer support for at-risk crime victims [20].

The police integrated their crime reporting system with 
an in-house software package which was used to send 
tasking requests to community support officers. This was 
effective at identifying our target population and could 
easily be adapted to focus on specific crime types and 
ensure screening was evenly spread across boroughs.

Challenges
Staff turnover
Our trial was overseen by the Commander for Com-
munity Policing, a role which is regularly rotated, and 
which meant we had eight different commanders over 
the course of the project. Each new commander required 
new relationships and a fresh agreement for the VIP trial. 
The commanders who recognised the value of our project 
ensured successful screening by providing the approv-
als we needed, delegating senior officers to oversee the 
screening, facilitating training and expanding study sites. 
However, commanders who did not recognise the value 
of our research delayed or suspended screening until a 
revised methodology was proposed.

Lesson learned 1 If staff across the police are to engage 
with a project, there needs to be good rapport and 
engagement from senior members of the police and 
researchers. We developed relationships with senior 
members through visits at police headquarters and with 
community support officers by accompanying them on 
home visits. To ensure continuity of study procedures 
across staff turnover, we recommend that a Memoran-
dum of Understanding is agreed and signed-off at the 
highest level possible to avoid the need to repeatedly 
reach new agreements.
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Major incidents
Several concurrent challenges (terrorist incidents, cli-
mate change protests, knife crime) required police 
community support officers to be diverted away from 
the project to assist (‘abstraction’), causing delays 
to screening and obtaining participant consent. The 
COVID-19 pandemic during screening method 2 pre-
sented further challenges. Police administrators needed 
training on communicating with older victims and 
experienced absences due to sickness and lockdowns.

Lesson learned 2 Community support officers are under 
considerable pressure and service demands are routinely 
prioritised over research. Use of dedicated administra-
tors within the police reduced the impact of abstraction 
on screening, but community support officers were still 
needed to obtain consent for the purpose of the research. 
Community support officer input needs to be ringfenced 
for the duration of a significant research project unless 
there are exceptional reasons to abstract the staff.

Policy changes
In the early phases of the trial, there was a gen-
eral recognition that the police needed to do more 
to support older victims, and good practice guide-
lines advised officers to conduct needs assessments to 
identify those who were most vulnerable [21]. As our 
screening methods were compatible with policing pri-
orities at this time, it was supported by senior leaders 
within the police, and screening gained momentum. 
An increase in knife crime attracted publicity shortly 
after the project began (e.g. [22]), which placed com-
peting pressures on the police. Consequently, our pro-
ject was considered less of a priority and screening was 
suspended. Although the police have recently com-
mitted to training officers in compassionate, evidence-
based victim care [23], the extent the police should be 
involved in supporting people with mental health prob-
lems remains a topic of public interest [24]. Public pres-
sure and media attention appears to influence policing 
priorities, their direction of resources and correspond-
ingly their engagement with our research.

Lesson learned 3 Seeking to increase governmental and 
public awareness of the need for further research into 
the impact of crime is a long-term approach which may 
be promoted through supporting organisations for older 
people such as Age UK, Victim Support, and through 
articles in the public media [25]. Support from the vic-
tims’ commissioner and the Mayors’ Office, who fund 
some police services and were able to promote the pro-
ject as a priority, was also welcomed.

Public confidence in the police
Major incidents concerning the police (e.g. the murder of 
George Floyd in the USA and Sarah Everard in the UK 
by serving officers) adversely impacted the reputation of 
the police. Concerns were also being raised about poor 
police response times and low conviction rates [26]. Our 
research thus took place at a time when public confidence 
in the police was especially low [27, 28] and this appeared 
to make it challenging for the officers involved in our trial 
to engage with older victims.

We conducted qualitative interviews and found that, 
although many older victims recognised the police were 
under considerable pressure, some participants felt there 
had been a lack of empathy from the officer they had con-
tact with or that they had been dismissive during their 
initial crime report [29]. Some of the participants inter-
viewed attributed their ongoing distress to feeling let 
down by initial police communication.

Lesson learned 4 Whilst it may not be realistic to imme-
diately improve police response time and conviction 
rates, police training on empathic communication when 
handling crime reports could still help older victims and 
crime victims in general to feel heard and their distress 
acknowledged, which may be an important part of help-
ing them to deal with the situation.

Representative samples of victims
We aimed to ensure that our population was representa-
tive of older victims. However, 60–70% of all crimes go 
unreported [30, 31]. Victims from ethnic minorities 
or with complex care needs may be less likely to report 
crime [32, 33], and older victims of property crimes may 
be more likely to report crime for insurance claims [34].

Lesson learned 5 As the integrated software package 
was effective at identifying our target population, this 
could be filtered to target groups known to be under-
represented. Future researchers may also consider part-
nering with charities (e.g. Victim Support) alongside the 
police to identify older victims who have not reported 
their crime.

Collaborating with a mental health charity
Background
Health researchers are increasingly encouraged to con-
duct pragmatic RCTs, which involves testing inter-
ventions using existing services, so that they can be 
scaled-up if found to be effective [35]. We partnered with 
a mental health charity to delivery our therapy as the 
older victims in our feasibility study [6] found that this 
was more acceptable than traditional mental health ser-
vices, and they operated in the same local authority areas 
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covered by our police screening. Older victims of crime 
consented and randomised to the VIP were then referred 
to the mental health charity for up to 10 sessions of an 
individually delivered CBT informed VIP. Details of the 
methodology are available in our published protocol [36].

Our experience
We trained 49 therapists to develop and apply their CBT 
skills to older victims. Many therapists welcomed the 
additional training and the feedback after the sessions 
indicated high satisfaction. The charity was able to deliver 
the therapy at no cost to the funders as they acknowl-
edged that the participants would have potentially been 
accessing their services. We assessed satisfaction from 
participants who received the VIP [36] (Serfaty et  al., 
in preparation) on a five-point scale (very unsatisfied to 
very satisfied). Satisfaction was 3.9/5 (SD = 1.5) (N = 43) 
and some participants requested therapy to continue 
after 10 sessions of the intervention had been delivered. 
Therapy was delivered remotely during the COVID-19 
pandemic to ensure participants did not miss any ses-
sions, and this was popular with participants even after 
lockdown restrictions were lifted.

What worked well
Therapists were enthusiastic about treating older victims 
of crime and offered therapy at no cost. Victims liked 
therapy being provided in a non-mental-health setting. 
They also fed back that remote online therapy was practi-
cal and minimised disruption to every-day living.

Challenges
Timely delivery of therapy
The charity was a federation, which meant that the 
head office had limited oversight of local services, and it 
underwent reconfiguration during the trial. It was there-
fore unclear who had overall responsibility for service 
delivery, resulting in delays for participants to receive 
therapy. Although we aimed for participants to be seen 
within 2 weeks of randomisation, some had not received 
their first session by the 6 months post crime follow-up 
and dropped out of the trial due to long waiting times. 
The charity’s guidance was that during the COVID-19 
pandemic therapy should continue to be delivered, but 
how it was delivered was changed during different stages 
of the pandemic, with an element of choice. Where 
requested, face to face therapy could be delivered using 
socially distancing procedures. The majority of partici-
pants (63.9%, 53/88) had their treatment delivered face 
to face, 33.1% (30/88) had therapy online and 5.6% (n = 5) 
had a combination of online and face to face therapy. It is 
important to note that prior to the COVID-19 pandemic, 
therapy was offered face to face, during the pandemic, 

online and only after this was a choice of face to face or 
online. Online delivery also meant that victims could be 
offered therapy more quickly by a different area, if they 
had capacity.

Lesson learned 1 We found that funding a single co-
ordinator within the charity who could liaise with local 
services was helpful. They could also keep participants 
updated and arrange for them to be seen by a thera-
pist outside their catchment area where convenient. 
For example, as therapy was delivered remotely during 
COVID-19, appointing therapists from alternative areas 
reduced wait times. The COVID-19 pandemic demon-
strated that online therapies can be delivered and that 
older people can engage with technology [37]. Offers of 
online therapy should be routinely offered to enhance 
accessibility to treatment.

Quality of CBT delivered
We aimed to use therapists trained in CBT (BABCP 
accredited/accreditable), but in practice, although thera-
pists described themselves as being able to deliver CBT, 
only 3 out of 49 therapists (6%) were formally accred-
ited/accreditable (having undertaken a 2-year course in 
CBT and practised CBT for 2 years). The remainder were 
from a humanist background in their core psychotherapy 
training. Therapists completed a training day, face to face 
or online, for adapting their CBT skills to older victims 
of crime and fed-back that this training had increased 
their knowledge, skills and confidence with working with 
older victims. We also encouraged therapists to attend 
online supervision sessions delivered by MS (the chief 
investigator), up to twice monthly. As part of a measure 
of quality control for the research, therapists were also 
asked to upload recordings of their therapy sessions [38] 
on a secure website to be assessed for quality of using 
the Cognitive Therapy Rating Scale—Revised (CTS-R) 
[39]. Half of the therapy sessions delivered (110/221) 
were uploaded. A random selection of 15% of recordings 
(n = 16) of therapy sessions were independently rated 
using the CTS-R according to the trial protocol [36]. 
The mean CTS-R score was 15.8 (s.d. 16.3) which is well 
below the cut-off for competence of ≥ 36 [39]. Only two 
of the 16 ratings achieved competence [40] with CTS-R 
scores of 38 and 59.

Lesson learned 2 Although psychological therapies are 
often provided through the Improving Access to Psycho-
logical Therapies (IAPT) programme, this was not pos-
sible for the VIP trial as services reported already being 
over-burdened. The use of the voluntary sector is wel-
comed as part of an integrated care service, for as found 
in our feasibility work [41], older people welcome the 
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distancing of therapy from ‘mental health’ services. How-
ever, as our experience shows, the quality of the therapy 
needs to be strengthened, with close attention to ensur-
ing that a high quality of CBT is delivered and that moni-
toring and supervision is fundamental to commissioning 
of services. Where research is concerned, independent 
therapists may therefore be better suited to delivering 
therapy under evaluation in an RCT. In a trial by Serfaty 
et  al. [42], they found that independent therapists had 
greater flexibility, which ensured prompt provision of 
therapy, a high return rate of therapy recordings and 
clear deliverables. Whilst independent therapists may not 
be generalisable to public services, their use helps clarify 
whether an intervention works, before considering how 
it is best delivered within the constraints of community 
services.

Mode of delivery of therapy
The therapy was initially delivered in-person at com-
munity centres, but it was necessary to change this to 
online therapy in response to the COVID-19 pandemic. 
Although there were concerns about older victims’ access 
to computers and ability to use them for remote therapy, 
the numbers of older people using the internet is growing 
[43].

Lesson learned 3 The COVID-19 pandemic demon-
strated that, providing online therapies can be securely 
delivered, many older people can engage with technol-
ogy [37]. However, social exclusion because of financial 
reasons remains a concern. Although we funded taxis for 
victims who were physically house-bound as part of our 
trial, in a realistic setting, those from poorer socio-eco-
nomic backgrounds may not be able to afford the trans-
port required, such as taxis, to attend a therapy centre. 
Furthermore, this group may not always have the means 
required for 1  h of therapy, delivered weekly, over the 
internet or telephone. Online therapy also has the dis-
advantage of allowing people to avoid leaving the house, 
which we know can occur after a crime [44] On balance, 
our first priority was to engage participants in therapy 
and they can then be encouraged to transition to face-to-
face therapy if available later in the treatment.

Conclusions
Our research has provided insights into how to conduct 
research in a vulnerable population, whilst working with 
the police and the voluntary sector. The VIP trial has indi-
cated that older victims of community crime experience 
considerable distress. Service demands posed challenges 
to the capacity to screen potential participants (and thus 
on recruitment) and to deliver therapy. The quality of 
the CBT intervention would need to be strengthened in 

future research to properly evaluate the efficacy of the 
VIP prior to determining how best to deliver it as part of 
a public healthcare service.

Raising public awareness about the significant impact 
of crime in older victims is timely and encouraging com-
munity support/police officers to use a screening tool 
within routine home visits offers an opportunity to quan-
tify this need. However, community policing remains 
dependent on consistent leadership and is subject to 
public and media pressure on where and how resources 
should be directed.

The decision on how best to reduce distress in older 
crime victims requires further research. Although we 
remain enthusiastic about the potential of CBT, con-
ducting a randomised controlled trial does not appear 
cost-effective in this hard-to-reach population. Single-
case experimental design (SCED) studies may be more 
appropriate as they can achieve statistical power through 
repeat-testing smaller numbers of people [45]. Delivering 
therapy quickly and of high quality for the purposes of 
conducting an RCT using existing models of care is chal-
lenging. Though unpalatable to some, we would advocate 
considering the use of privately funded therapists to eval-
uate the efficacy of treatment. This may be the most cost-
effective way of evaluating a particular therapy rather 
than conducting a pragmatic RCT.
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