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1.0 Introduction
1.1 Since March 2020 South London Partnership (SLP) have coordinated efforts to address
concerns about the governance framework and data quality for the SIM model in south
London Trusts. Since March 2020, funding was provided to High Intensity Network Ltd
with conditions linked to these issues. These conditions were not met by HIN Ltd and
SLP decided not to fund HIN Ltd beyond March 2021.
1.2 In April 2021 social medial commentary and criticism of the SIM model intensified,
culminating in a campaign entitled “STOPSIM”. The “STOPSIM” campaign wrote to
NHSE/I in April 2021 listing the concerns about SIM. Tim Kendall (National Clinical
Director for Mental Health NHSE/I) wrote to Trust medical directors on 11th May 2021
asking them to review where SIM or similar models are being provided to ensure that
they are in line with NICE guidelines for patients with personality disorder and self-harm
care, as well as patient confidentiality and data sharing laws. He asked that the review
include engagement with patients about their experiences of the service, as well as
service leads, and should consider the concerns that have been raised in the
correspondence sent to NHSE/I.
1.3 This review encompasses the request made of medical directors by Tim Kendall on 11th
May. A second letter was received from Tim Kendall on 21st July after the SLP can
completed their review and report. An addendum is included to incorporate a small
number of additional responses.
1.4 The review also explores the impact of stopping the involvement of HIN Ltd and pausing
of the SIM model, on service users, staff and on the Trusts’ relationship with Police and
LAS.
2.0 Background to SIM
2.1 Serenity Integrated Mentoring (SIM) teams were developed by Paul Jennings, a former
mental health sergeant from Hampshire Constabulary. In 2017, Paul left the police
service to work full time for NHS England, leading the delivery of new teams across
England.
2.2 In 2018 Serenity Integrated Mentoring (SIM) was selected as one of the national
Academic Health Science Networks (AHSN) programmes for spread and adoption. The
AHSN in London is known as the Health Innovation Network. The AHSN’s relationship
with Paul Jennings from High Intensity Network (HIN) began when Paul Jennings was
selected to be an NHS Innovation Accelerator (NIA) fellow in 2017 (AHSNs have a role
to support /facilitate introductions for NIA fellows).
2.3 In terms of historical governance, the SIM London Pathfinders Strategic Delivery Board
Meeting was responsible for driving forward the implementation of SIM across the SIM
south London sites. The Strategic Delivery Board provided the platform for system
partners to share and promote learning from each of the three south London sites with
the view to sharing relevant learning with upcoming London and national SIM sites. The
AHN chaired and coordinated the SIM Strategic Delivery Board. The SIM London
Strategic Delivery Board reported to the London Mental Health Transformation Board.
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2.4 High Intensity Network Limited (HIN Ltd) is a private limited company which was
incorporated in November 2018 and Paul Jennings is listed a Director, alongside his wife
Kimberley Jennings.
2.5 In terms of data collection, the AHSN stopped collecting data for SIM in August 2020 and
HIN Ltd managed data after this date. This AHSN programme formally ended at the
Board meeting on 16th March 2021 when the role of coordinating and chairing the
meeting was transferred to Paul Jennings CEO at the HIN Ltd.
2.6 the following description for SIM is taken from the website of the Academic Health
Science Network (ASHN):
Summary of SIM (extract from Academic Health Science Networks (AHSN) website)
SIM carefully selects and trains police officers and police staff alongside their clinical
colleagues. Together they learn about the trauma and triggers that lead to high intensity
behaviour, they discuss how best to manage risk and how to ensure that the service user
does not keep on repeating the same high risk, high harm behaviour. It is demanding and
intensive work but can bring significant breakthroughs in the lives of people whose
behavioural risks are likely to result in them entering the criminal justice system or even
worse, dead from accidental suicide.
Health economic analysis has demonstrated that this type of intensive crisis behaviour can
cost police, ambulance, emergency departments and mental health services between
£20,000 and £30,000 a year per patient. It is estimated that there are around 550 people
across the UK who place these repeat demands upon services.
SIM intervention teams slowly reduce this pattern of high cost behaviour. Every patient is
different, but the best results so far have seen crisis calls and demand reduced by up to
90%.
Based on its success to date, in 2016 SIM was adopted by the NHS Innovation Accelerator
programme, and in 2018 it was selected for national scaling and spread across the AHSN
Network.
In 2018 Serenity Integrated Mentoring (SIM) was selected as one of the national Academic
Health Science Networks (AHSN) programmes for spread and adoption.

2.7 Appendix 5 is a service user information sheet developed in August 2018 which provides
information on SIM; including the sharing of information by the mental health Trusts with
police; and references to consent of the subject.
2.8 Verbal consent was sought from service users before they were engaged in SIM; and
the terms of any subsequent engagement were also discussed. Service users could
elect not to engage in the support and were not added to the SIM caseload. The terms
of engagement included a discussion that the police could require some service users to
engage with SIM. However there are no examples in SLP trusts that people were added
to the SIM programme without their consent.
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2.9 There was no reference to a formal written document of consent for SIM.
coordinator described the discussion in this context as follows:

Once care

“A formal written document wasn’t mentioned at the beginning. The service user would
have struggled likely have struggled with that anyway. However, we did discuss this in
detail with the service user, and repeated this during sessions often, and checked
carefully his understanding, and he was agreeable and consenting and understood
what the process would involve with police and his CC. He found the process helpful,
and not in some way restraining or reducing his rights, intrusive or interfering with his
independence”.
3.0 Comparison of SIM model with NICE guidelines
3.1 Trust clinical representatives reviewed SIM in terms of compliance to NICE guidelines
for personality disorder and self-harm care. (Appendix 1)
3.2 SIM encouraged the provision of mentoring by both a mental health practitioner and SIM
Police officer jointly working together. As such SIM worked to 2 rules:
• All decisions and plans are blue and green
• Never remove a response without replacing it with another plan.
3.3 The mentoring approach encouraged service users to consider taking up NICE
recommended treatments to reduce risk associated with life threatening behaviours. In
particular NICE recommended treatments for those service users with a diagnosis of
Borderline Personality Disorder were promoted such as Dialectical Behaviour Therapy,
Structured Clinical Management and Mentalisation Based Therapy.
3.4 It is important to recognise that SIM was not designed as stand-alone service but was
incorporated into existing Community Mental Health Teams. SIM itself is not a NICE
recommended programme but encouraged service users to engage in NICE
recommended treatments.
3.5 SIM did however adhere to NICE recommendations regarding risk assessment, care
planning and multidisciplinary working.

4.0 Comparison of SIM model with relevant patient confidentiality and data sharing laws
& General Governance
Comparison of SIM model with relevant patient confidentiality and data sharing laws
4.1 For the purposed of SIM, south London Trusts had been sharing the following:
- Anonymised data with ASHN since 2019.
- Anonymised data with HIN Ltd since at least 2019 (the distinction between HIN
Ltd and HIN during this period is not clear as both were viewing and presenting
data)
- Information about individual patients with police SIM liaison officers from 2018
to March 2021 for the purposed of direct patient care.
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4.2 The legislation relevant in this case changed during the period SIM was developed and
became active and comprises: 1) the Data Protection Act 1998 (until 25th May 2018), 2)
GDPR (25th May 2018 onwards) and 3) Data Protection Act 2018 (July 2018 onwards).The
new Data Protection Act (2018) incorporated the GDPR in its entirety. The following excerpt
is from the original SIM information sharing framework:
The legal basis for processing and sharing personal and personal sensitive information
must be established under conditions set out in Schedules 2 and 3 of the DPA.
Information may be disclosable under the Crime and Disorder Act 1998 and Children’s
Act 1998. In fulfilling this obligation, the parties will take into account any official
supportive guidance for example The Health & Social Care Record Guarantees and in
particular the data sharing code of practice issued by the Information Commissioner’s
Office published under section 52 of the Data Protection Act. Although the code does
not impose additional legal obligations nor an authoritative statement of the law, the
code can be used in evidence in any legal proceedings not just under the Data
Protection Act. In addition and where applicable the parties confirm that they will adhere
to the Caldicott Principles and the common law duty of confidentiality.
The list of legislation relevant is as follows:
Access to Health Records Act 1990
Access to Medical Reports Act 1988
Computer Misuse Act 1990
Crime and Disorder Act 1998
Criminal Justice and Immigration Act 2008
Data Protection Act 1998
Freedom of Information Act 2000
Health and Social Care (Safety and Quality) Act 2015
Human Rights Act 1998
Privacy and Electronic Communications Act 2000
Protection of Children Act 1999
Regulation of Investigatory Powers Act 2000

4.3 In the original SIM information sharing framework, there is no mention of GDPR -although
it was being implemented at the same time. The relevant GDPR articles which should
have been referenced are:
Article 6 (e) Public task: Necessary for the performance of a task carried out in the
public interest or in the exercise of official authority vested in the controller
Article 6 (d) Vital interests: Necessary to protect the vital interests of a data subject or
another person where the data subject is incapable of giving consent
Article 9 (c) Vital interests: Necessary to protect the vital interests of a data subject
who is physically or legally incapable of giving consent
Article 9 (i) Public Health: Necessary for the reason of public interest in the area of
public health, such as protecting against serious cross border threats to health or
ensuring high standards of healthcare and of medicinal products or medical devices
4.4 Historically the AHSN produced reports on the impact of SIM across London. These
were not specific to south London. Activity data from was provided by the Trusts to the
AHSN. The AHSN told us that they stopped producing reports for SIM in August 2020.
4.5 A DPIA dated 25th May 2018, conducted by Paul Jennings (then the SIM National
Programme Manager) describes SIM but does not directly address the exporting of
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activity data from MH Trusts to a High Intensity Network Ltd Portal (possibly because the
company had not been established by that time).
4.6 The AHSN linked in with each of the Trusts IG leads in April 2018 when developing the
Information Governance. A DPIA and Privacy Notice was developed following this
meeting. The AHSN stated that the documents were signed individually for each Trust,
but during 2020 and 2021 copies could not be located by the Trust leads.
4.7 Documents shared with SLP by the AHSN in 2020 show evidence in December 2018
and in early 2019 of a pan-London governance checklists and associated governance
documents. (Privacy Notice and system wide DPIA). In south London Trusts the
checklists were incomplete or ticked, without provision of evidence of completion.
4.8 At an April 2019 SIM Pan-London Board Meeting it was agreed that one agreement
would be developed for London by the High Intensity Network Ltd that every Trust and
organisation would sign up to with the aim of running a September 2019 standardisation
meeting. On 6th June the plan was for the High Intensity Network Ltd to run the
standardisation day on 11th November 2019. It is not clear of this meeting went ahead
but no record could be found of it.
4.9 High Intensity Network stopped collating reports in August 2020. In March 2020 it was
HIN Ltd (the company established in 2018 by Paul Jennings) that occupied the role of
collating activity data from Trusts (and Police and LAS)and preparing impact reports. HIN
Ltd built and refined a portal to accept and order activity data from multiple agencies – a
portal that they were still building and finessing in 2020 and 2021.
4.10 When SLP took on the coordination of funding for SIM in March 2020 gaps in information
governance were identified which can be summarised as follows:
▪ The SIM London Strategic Delivery Board approved the sharing of information
between Trusts and the ASHN HIN Ltd based on assurance provided by the
members from the SLP Trusts (assumed). When the documents were examined by
SLP in 2020, there was no evidence that the three SLP Trusts had formally approved
the governance documents individually.
▪ There was no information sharing agreement which addressed the exporting of data
from SLP Trusts to High Intensity Network portal.
▪ There were inconsistent data harvesting and exporting processes in place in each
Trust.
▪ There were no agreed metrics and inconsistent data validation processes in place,
and it is likely that data submitted to the HIN Ltd (and previously to the ASHN) lacked
integrity.
▪ This will have affected the reports consequently produced by AHSN in terms of the
links made between activity and “savings” or impact
▪ There was no contract in place between SLP Trusts and HIN Ltd to govern the
funding of SIM and to install accountability.
4.11 In two Trusts, the police SIM officers were awarded honorary contracts with Oxleas and
SLaM to allow them to access clinical notes and harvest data to share with the AHN and
subsequently HIN Ltd. This would suggest that attention had been given to the data
sharing considerations between Trusts and AHSN and HIN Ltd, as well as between
mental health Trusts and police for the purposes of direct patient care.
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4.12 From March 2020, SLP and the Trust leads worked closely with HIN Ltd lead to address
the gaps.
4.13 Since the instigation of the SIM model, clinical and patient identifiable information was
shared with police colleagues for the provision of direct patient care, which the Trust
leads explained is a practice which exists regardless of a SIM model. To support a SIM
approach, police officers were issued with honorary contracts with the Trust, meaning
they could access patient clinical notes directly.
4.14 The understanding of the clinical leads and the guidance issues by the HIN Ltd Lead of
SIM (in training and in network meetings) was that information could be shared between
mental health Trusts and police officers for the provision of direct care, without a data
sharing agreement in place.
4.15 An information sheet for patients created by the High Intensity Network Ltd in August
2018 for the purposes of SIM (see appendix 5) explicitly references consent in the
following way. It states:
“ You will be asked to give your consent for them to be involved and will sign a form to
confirm that you agree to participate.”
4.16 The leaflet then references the information that the NHS can share about the individual
with the police:

•
•
•
•
•

Can the NHS share information about you with the police?
Yes, the General Data Protection Regulation 2018 allows the NHS to share any
personal or clinical information about you but only if certain situations apply. These
could include:
Situations where you are a significant risk to yourself through self-harm or by
demonstrating or threatening high risk behaviour.
Situations where your behaviour places any other person at risk in the
community.
Situations where your behaviour have been criminal or anti-social.
Situations where we believe you are about to act in a criminal or anti-social
manner.
Situations where the NHS believe that sharing information would be in your best
interests.
Please also note that the police officer who will be mentoring you is not only a police
employee but is also an NHS member of staff too. The officer has an NHS identity
badge and full access to NHS buildings and clinical records all the time.

4.17 The information sheet then references a “Privacy Notice” in the context of sharing
information about them with police:
“You will be given another document called a Privacy Notice which will explain more”.
A document produced by the ASHN in June 2018 also mentions the Privacy Notice:
“Privacy Notices/Data Sharing
Each organisation needs to update their respective privacy notices to include SIM. The
Trust IG lead is usually responsible for updating the Trust privacy notices. *Privacy
Notice to be added when available.”
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Apart from the generic Privacy Notices that each trust issues, I have not been able to
locate a copy of a local consent forms during this review, which addresses the obtaining
of consent from patients to share information specifically for SIM.
4.18 We have viewed an incomplete document created by the AHSN and dated August 2018
entitled Information Sharing Agreement version 5 which outlines the conditions where
information can be shared without consent.
4.19 In January 2021, the information governance leads at the three SLP trusts suggested
that the best way to address the gaps in governance and ensure that data was being
shared within a legal framework, was to conduct a fresh Data Protection Impact
Assessment and to create a Data Sharing Agreement (DSA) between SLP trusts and
HIN Ltd.
4.20 Rather than spend time examining potential data breaches since December 2018, the
IG leads suggested that energy be directed into the creation of a Data Sharing
Agreement.
4.21 The steps completed in this process were:
▪ Agreed the metrics for the data which was to be harvested and exported to HIN Ltd.
From London MH Trusts (23rd December 2020)
▪ Established a consistent data set, data harvesting and export process for the mental
health Trust data
▪ Conducted a DPIA on the exporting of activity data from mental health trusts to HIN
Ltd portal
▪ The DPIA was completed and submitted to SLP Trust Information Governance leads
and approved in March 2021.
▪ Drafted a Data Sharing Agreement between SLP trusts and HIN Ltd. (never signed)
4.22 In the 2021 DPIA which SLP Trust IG leads put together it is made clear that information
is shared in line with GDPR legislation 61e, 61d, 92c and 92i.
4.23 The Data Sharing Agreement (2021) was never signed. This was due in the main to
persistent and unresolved concerns about the integrity of the reports which HIN Ltd were
producing and the integrity of the data which was being referenced in the impact reports
produced by HIN Ltd; and the ability of HIN Ltd to produce system impact reports if the
one or more agencies (e.g. LAS) were no longer sharing data with them.

General Governance

4.24 In 2018 Serenity Integrated Mentoring (SIM) was selected as one of the national
Academic Health Science Networks (AHSN) programmes for spread and adoption.
Historically the ASHN’s relationship with Paul Jennings from HIN Ltd began when Paul
Jennings was selected to be an NHS Innovation Accelerator (NIA) fellow in 2017
(AHSN’s have a role to support /facilitate introductions for NIA fellows.
4.25 In terms of a Pan-London approach and historical governance, the SIM London
Pathfinders Strategic Delivery Board Meeting was responsible for driving forward the
implementation of SIM across the SIM south London sites. The Strategic Delivery Board
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provided the platform for system partners to share and promote learning from each of
the three south London sites with the view to sharing relevant learning with upcoming
London and national SIM sites. The ASHN chaired and coordinated the SIM Strategic
Delivery Board. The SIM London Strategic Delivery Board reported to the London Mental
Health Transformation Board.
4.26 High Intensity Network Limited is a company which was incorporated in November 2018
and Paul Jennings is a Director alongside his wife Kimberley Jennings.
4.27 Each Trust independently coordinated local meetings by borough or Trust to discuss SIM
and SIM care plans. These meetings were led by SIM borough or trust leads and the
membership included front line staff and police SIM officers.
4.28 In terms of data collection, the ASHN stopped collecting data for SIM in August 2020 and
the High Intensity Network began to manage all data.
4.29 This AHSN programme formally ended in March 2021 and the relationship between
ASHN and HIN Ltd ended at the Board meeting on 16th March 2021. On that date, the
role of coordinating and chairing the meeting was due to be transferred to Paul Jennings
CEO at the High Intensity Network (HIN).
4.30 On reflection, the SLP Trust leads identified that the role of the AHSN (Health Innovation
Network) and its relationship to the mental health Trusts was not fully understood. This has
implications for data sharing, accountability and carrying out due diligence.
4.31 In March 2020, SLP established fortnightly/ monthly meetings to coordinate the work to
resolve the gaps in governance. Initially this was due to be a meeting between Trust
leads and Pau Jennings of HIN Ltd. It evolved to include colleagues from police and LAS,
mainly because the solutions to the governance and process issues could not be
achieved without the multi-agency understanding and contribution.
4.32 In January 2021 LAS paused the export of data to HIN Ltd and ceased sharing of data
in April 2021.
5.0 Patients’ experience of SIM and stopping SIM
5.1 The Trust leads requested that the survey of patient experience be delayed until all care
plans had been reviewed; and until such time as all patients had been written to,
explaining the stopping of SIM, the context of the care plan review and the survey. SLP
Trusts started the surveys with patients on 1st July 2021 and requested that surveys are
conducted face to face by the care coordinators/ team managers. Not all surveys were
conducted face to face due to patient preference. The survey and methodology are
available in appendix 4. The full survey results are available in Appendix 6.
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5.2 There were 9 respondents from a sample of 47. Summary of results:
Q’s 1-10 Information provided about SIM, communication with SIM officers and CC, how they were treated
In the main, the experience was positive for most domains. Negative responses were received by a small number of
respondents for the following domains: provision of an information leaflet, being kept informed by Sim officer and CC,
ease of contact with CC and SIM officer, success of the work.
Q11: General Experience of SIM
Comments received that the SIM care plan didn’t work in practice & needed to be easier to read. One comment that
SIM is not a suitable way of dealing with people in a mental health crisis as police do not have adequate training.
Positive comments about the structure and the support received; and the kindness and helpfulness of the SIM officer
or care coordinator.
Q.12 How would you like to be supported in the future?
The majority of respondents expressed annoyance that SIM was stopping and that they wanted their contact with the
police to continue.
One respondent said that in future care should be provided by mental health professionals, rather than police.
Q.13a How do you feel about the police working with you and your care coordinator to support you?
One respondent described a negative experience with the police and felt that SIM had made things worse for them. The other
respondents responded positively or in a neutral way about police working with the CC to support them
Q.13b. If you would prefer that the police were not involved in supporting you, can you think of how you could be supported
instead?
For the respondents that did not want police to be involved in their care, they suggested that they would prefer mental health
professionals to de-escalate the situation to prevent contact with the police; and to provide options for support.
Q. 14. Are there other areas of your care where you feel there are gaps?
Most respondents replied no. The suggestions received related to the size of the SIM care plan (too big); anxieties about where
to go to receive help in a crisis and perhaps needing to go to ED; concerns about communication within the trust; concerns
about how to work with the police so that they understand them.

6.0 Clinical Staff experience of SIM and stopping SIM
6.1 The method agreed was to survey clinical staff anonymously to increase the potential for
feedback and comment.
6.2 A survey of clinical staff who care for patients under the umbrella of SIM was sent to 26
staff in June 2021 and there were 18 responses. The survey was co-produced by Trust
leads and SLP and the suite of questions and full results can be viewed in appendix 3.
6.3 Four clinical staff expressed concerns about the SIM model, one of which mentioned the
lack of advocacy for the service user and the potential coercive nature of the relationship
Page 10 of 39

with the service user. Other concerns were about the lack of an evidence base. One
respondent - who did not receive training under the SIM Model - described the model as
“uncompassionate” and that it serves to meet the needs of the services rather than the
service users and that it doesn't solve any problems in the long run.
6.4 The respondents recorded multiple examples of the positive aspects of SIM, largely to
do with the benefits of multi-agency working, sharing of expertise and stability for the
service users. In addition the benefits of a collaborative approach included having a
shared responsibility for risk management.
6.5 The respondents predominantly disagreed with the suggestion that SIM made people
more reluctant to come forward to seek help in a crisis; and responded positively to the
question about the impact on the quality of care for patients and joint working with other
agencies.
6.6 13 of the 18 respondents had received specific training on SIM and 5 had not had any
SIM training.
6.7 All but one of the clinicians that had received SIM Specific training responded positively
to the question about whether the training increased their confidence to work with
frequent users of police, ambulance and mental health services. All but one judged the
SIM specific training to be in line with NICE Guidance for personality disorder and selfharm care.
6.8 The return rate was 17/26 staff:
SLaM

Oxleas

SWL&StG

Surveys returned/
number of clinical staff
Lambeth
2
Southwark
4
Croydon
3
Lewisham
0
Bromley
2
Bexley
0
Greenwich
2
Wandsworth*
0/0
Sutton
2
Merton
0
Kingston*
0/0
Richmond
1

*Kingston and Wandsworth not actively using SIM since Jan 2021.

There was no SIM officer for those boroughs for that period.

7.0 Care Plan Reviews
7.1 A total of 47 patients from south London Trusts were on the SIM caseload at the time of
the review. All care plans were reviewed. Where possible care plans were reviewed with
the patient and the police offer present. Due to time constraints and location of patient
(e.g. in custody) this was not always possible. The survey of the patient and
communication about changes to SIM model will take place face to face.
7.2 The reviews applied a consistent template (appendix 2) and were co-ordinated by the
Trust / borough leads for SIM.
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7.3 The table below shows the completion rate for care plan reviews:

SLaM

Oxleas

SWL&StG

Total

Reviews completed/number of patients
Lambeth
3/3
Southwark
2/2
Croydon
6/6
Lewisham
2/2
Bromley
12/12
Bexley
Greenwich
Wandsworth
6/6
Sutton
2/2
Merton
4/4
Kingston
4/4
Richmond
7/7
47/47

7.4 SWL&StG
Twenty-three case records were reviewed within SWLSTG. Thirteen of these clients didn’t
engage with SIM but similarly didn’t engage with psychological interventions offered in the
past. SIM officers and the Mental Health team were clear that all clients had to consented
to engage with SIM.
Personnel changes within the SIM officer workforce resulted in the Wandsworth &
Kingston vacancy not being filled for five months, so neither of these boroughs had active
SIM clients.
Five service users are currently on SIM care plans and these were developed in a fully
collaborative manner. All of these clients were under the Care Programme Approach
(CPA) with recovery focused and NICE compliant interventions. All care plans are
reviewed at each appointment with the client but as part of the overall SIM review process
care coordinators and SIM Officers will meet with each client to offer reassurance that the
nature and level of support will continue seamlessly regardless of the change in
relationship with the High Intensity Network Ltd. Service users will be invited to participate
in a survey elicit their experience of SIM and how they would like to engage with multiagency approach in the future.

No patients within SWL&StG were prosecuted or threatened to be prosecuted or subjected
to a Community Protection Notice as a consequence of their risk behaviours.

7.5 SLaM
There were three patient care plans to be reviewed in Croydon, two of which were not
reviewed together with the patient. (detail withheld to avoid identification).
The Croydon lead identified that SIM raised the profile of those vulnerable service users
who were frequent users of services, prompting additional resource to be drawn down to
improve the support for that patient. The Croydon lead recognises the value in a structure
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to support those with a frequency of contact with services, so that they can have the “high
intensity” care to support them.
Two care plans have been initially updated in Lewisham by the former SIM lead due to
staff changes in the Lewisham Treatment Team. These SLaM care plans now refer to coworking with a Police Liaison Officer. The Lewisham Treatment team leader will write to
these patients and ask for their views regarding ongoing police liaison input to their care.
After this process the care plans will be updated again to reflect these conversations. These
patients have worked well with the Police Liaison Officer with reductions in life threatening
behaviour and more effective engagement with NICE recommended Psychological
Therapy.
Two patients under SIM in Southwark were reviewed by the care coordinator who met
directly with the service user, with input from the Police Liaison officer. None of the service
users were aware of any concerns around SIM and both where very positive about the
support they had received from their care coordinator and the contact with their police
Liaison officer. It is not expected that the pausing of SIM would have any negative impact
on the care they received.
Three care plans have been reviewed in Lambeth. The community care plans have been
reviewed by the care coordinators and reflect the current level of support. The Police
Liaison Officer is currently on leave and has not been part of the care plan reviews.
However, he continues to work alongside the care coordinators and service users.
Lambeth are in the process of reviewing the approach going forward.
In SLaM, during the life cycle of SIM, several people have been cautioned, prosecuted or
charged in relation to offences. (detail withheld to avoid identification)
There is at least one case in SLaM there a carer has expressed concern about SIM on
hearing about the references in social media.

7.6 Oxleas
Twelve care plans were reviewed in Oxleas. The care plans were reviewed with team
managers, police, and care coordinators and not with the patients. It was agreed locally
that in order to avoid raising patients’ anxiety an initial review was conducted on the care
plans. The review of the care plans jointly with the patients was only conducted once the
patients had received a letter outlining the changes to SIM, the reason for the review of
their care plan providing context to the discussion about the on-going management of their
care. This face to face review would also be the opportunity to conduct the survey of the
patient experience of SIM. Only one case did not have a care plan - as the patient did not
want to engage.
Oxleas have been made aware of a case where SIM has been referenced by the ‘StopSIM’
campaign when the patient attended court. (detail withheld in this report to avoid
identification)
There was no evidence that any care plan described withholding or access to services to
SIM client.
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Two officers have left their roles as “SIM Officers” and therefore care coordinators are
awaiting new Police Officers to join CMHTs to be sure what package can be offered to
patients post SIM.
In July 2021 the care coordinator will review the care with the patients, including surveying
the patients and refreshing the approach to care which will reference the “police liaison
officer” for that Borough. For those patients who are under MAPPA, they will be continued
to be reviewed under that framework. Those under the local “high risk Panels” and
Community Mental Health teams will continue to have their care scrutinised in these panels.

8.0 Multi-agency working with Police & London Ambulance Service
8.1 There is a willingness and eagerness for Trust leads, front line staff and police liaison
officers for police and mental health Trusts to continue to work together in a formal,
structured way to support frequent users of services in a way that respects their human
rights.
8.2 The London Ambulance services leads have communicated with the Mental Health
Trusts during 2020 and 2021 in the monthly/fortnightly meetings. They support a multiagency approach to supporting people who are very frequent users of services.
8.3 During the fortnightly/monthly SLP meetings, the police SIM leads consistently
expressed a desire for police and mental health Trusts to continue multi-agency support
for people who are very frequent users of services. In Croydon this review has included
conversations with the police liaison officers. There is an appetite from the police in
Croydon to increase knowledge on mental health and trauma and an eagerness to
receive more training. In Croydon there is an appetite for real unity in how we approach
the joint care for vulnerable, frequent users of services. In Oxleas, there has been
positivity from police. They are keen to redefine the relationship that police and mental
health services has in terms of joint support for frequent users of services. There is a
real appetite to consider a renewed model.
8.4 On 6th June 2021, a multi-agency meeting was held to consider the future of multiagency working to support people who are frequent users of services and there was a
request for this report to be shared with multi-agency partners, so that it can inform the
discussions for future joint working arrangements.
8.5 As recently as June 2021, colleagues from LAS wrote to SLP to express a desire to
participate in discussions about how to establish a multi-agency approach, post SIM.

9.0 Conclusions
Comparison of SIM model with NICE guidelines
9.1 SIM was not designed as stand-alone service but was incorporated into existing
Community Mental Health Teams. SIM itself is not a NICE recommended programme
but encouraged service users to engage in NICE recommended treatments.
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9.2 SIM did adhere to NICE recommendations regarding risk assessment, care planning and
multidisciplinary working.

Governance & Patient Confidentiality & Data Sharing Law
9.3 The formal processes for achieving information governance sign off from each Trust at
the origin of SIM in 2018/19 for sharing of activity data and sharing of anonymised data
by the Trusts with ASHN was incomplete or absent.
9.4 There is no mention of GDPR in the original SIM Information sharing agreements.
9.5 The SIM information sheet created by HIN ltd for patients stated that information could
potentially be shared with police without their consent under the General Data Protection
Regulation 2018 in certain situations. This review process did not locate evidence of the
“privacy Notices” references in information sheets which were referenced in the context
of patient consent.
9.6 The formal processes for achieving information governance sign off from each Trust for
sharing of activity data and sharing of anonymised data by the Trusts with High Intensity
Network Ltd was absent, until SLP began to coordinate this process with the three Trusts
in 2020/21.
9.7 No activity data has been shared by SLaM and SWL&StG Trusts with HIN Ltd since
December 2020. Oxleas police leads ceased uploading activity to the HIN Ltd portal in
February 2021.
9.8 In the most recent DPIA in 2021 that the IG leads from Oxleas, SLaM and SWL&STG
put they make it clear that information is shared in line with GDPR legislation 61e, 61d,
92c and 92i. The subsequent Data Sharing Agreement was not signed because of our
concerns about HIN Ltd and because we did not proceed to contract with HIN Ltd.
9.9 The relationship between the mental health Trusts and the ASHN is not fully understood.
Patients’ experience of SIM and stopping SIM
9.10 Patient experience survey deferred to begin 1st July 2021. There were 9 respondents
from a sample of 47.
9.11 On the whole service users reported a positive experience of SIM, the SIM officers and
the Care Coordinators. They expressed a wish for it to continue and an ease about
working with the police and the police being involved in their care.
9.12 There were few negative responses, and these were related to information and
communication, past negative experiences with police, and a preference for mental
health professionals to support them to prevent contact with police.
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Staff experience of SIM and stopping SIM
9.13 The concerns raised by clinical staff about the SIM model largely focused on the lack of
evidence base, limited impact, dispassionate and focused on the needs of the service
rather than the service users.
9.14 Clinical staff reported multiple positive aspects of SIM for themselves and for the patients.
They expressed a desire and willingness to retain a structure and process for multiagency working.

Care plan reviews
9.15 All 47 care plans reviews completed in June 2021.
9.16 For those care plans reviewed, care can proceed uninterrupted for the patient without
the necessity to refer to SIM or without the necessity for involvement of HIN Ltd. Multiagency working with police colleagues will continue.
Multi-Agency Working
9.17 There is a desire and willingness from the Metropolitan Police lead for Mental Health,
police liaison officers, LAS leads, Mental Health borough/trust leads and from front-line
Trust staff to explore ways for agencies to work together to support people who are very
frequent users of services.
9.18 The Metropolitan police representative on 6th June, asked the medical Directors from
SLP if they would be willing to share this report with system partners in order to inform
future discussions.

10.0

Recommendations

10.1 SLP Trusts (Oxleas, SLaM and SWL&StG) to contribute to any discussions which are
planned about joint working between police, London Ambulance Service and Mental
Health Trusts.
10.2 Multi-agency working should be supported by adequate Data Sharing Agreements
between agencies. Multi-agency working must also be supported by transparent
processes for discussing, recording and reviewing the consent of the patient to share
information, where relevant.
10.3 Any new model to support multi-agency and multi-disciplinary ways of working should be
co-produced with service user and carer representatives. Any new model should also
consider the advice and guidance issued by the RCN and RCPsych. Multi-agency
models of care must be designed in a way to respect the human rights of the individuals.
10.4 Any new approach to multi-agency ways of working to supporting high frequency users
of services should have a clearly defined scope and purpose and outcome; and should
be accompanied by the commissioning and completion of an independent evaluation.
10.5 The relationship between the mental health Trusts and the ASHN needs to be defined.
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Appendix 1. Comparison of SIM model with Nice guidelines for people with
personality disorder and self-harm care
SIM compatibility with NICE guidance in Oxleas, SLaM & SWL&StG
The SIM model is a new approach for supporting service users who engage in high risk activity that results in them
presenting to Emergency Departments (ED) or being detained by the police under section 136 of the Mental Health
Act on a frequent basis. The SIM model is not cited in nice guidance nor is there a strong evidence base to support
its efficacy as it has only coming to being in 2018. It does not employ recognised interventions such as CBT, DBT
or Structured Case Management but all of the service users currently receiving input from SIM police officers are
also under the care of community mental health teams and therefore can access the full range of treatments
provided by them.
Below are the NICE key priorities areas for supporting service users who have a diagnosis of borderline personality
disorder (BPD). The SIM model in conjunction with the support of mental health teams is compatible with most of
these key priorities Many of these clients will already have been offered support through the respective personality
disorder pathways within each of the 3 Trusts that make up the South London Partnership (line ins).
Key priorities for implementation
NICE Guidance for BPD
Work in
partnership

Developing an
optimistic and
trusting
relationship

Managing
endings and
supporting
transitions

•

ensuring they remain actively involved in finding
solutions to their problems, including during crises.

•

encouraging them to consider the different
treatment options and life choices available to
them, and the consequences of the choices they
make

•

explore treatment options in an atmosphere of
hope and optimism, explaining that recovery is
possible and attainable

•

build a trusting relationship, work in an open,
engaging and non-judgemental manner, and be
consistent and reliable

•

bear in mind when providing services that many
people will have experienced rejection, abuse and
trauma, and encountered stigma often associated
with self-harm and borderline personality disorder.

•

such changes are discussed carefully beforehand
with the person (and their family or carers if
appropriate) and are structured and phased.

•

the care plan supports effective collaboration with
other care providers during endings and
transitions, and includes the opportunity to access
services in times of crisis
when referring a person for assessment in other
services (including for psychological treatment),
they are supported during the referral period and
arrangements for support are agreed beforehand
with them.

•

SIM Model
The SIM model as practised within the
South London Partnership (SLP) Support
service user to develop adaptive
strategies from managing distress.
They continued to be managed within
Community Recovery Support Teams
and therefore can access the full range
of treatments provided. SIM Is seen as a
supplementary support for a complex
group of service users.
Service users receiving input under the
SIM model are under the care of
community teams who work within
recovery principles.
The SIM officers have been successful at
developing and maintaining trusting
relationships with service users they
have contact with.
In most cases service users who are
being offered support under the SIM
model have already received treatment
or interventions within the personality
disorder pathways. Clinicians and SIM
officers are aware of the prevailing
experiences of this cohort of service
users.
The SIM model offers support to clients
for as long as they believe it is effective
in managing their distress. It is not time
limited in the way that most courses of
treatment are for personality disorder
service users.
Care plans are collaborative and signed
off by the service user.
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Care planning

The role of
psychological
treatment

•

identify clearly the roles and responsibilities of all
health and social care professionals involved

•

identify manageable short-term treatment aims
and specify steps that the person and others might
take to achieve them

•

identify long-term goals, including those relating to
employment and occupation, that the person
would like to achieve, which should underpin the
overall long-term treatment strategy; these goals
should be realistic, and linked to the short-term
treatment aims

•

develop a crisis plan that identifies potential
triggers that could lead to a crisis, specifies selfmanagement strategies likely to be effective and
establishes how to access services (including a
list of support numbers for out-of-hours teams and
crisis teams) when self-management strategies
alone are not enough be shared with the GP and
the service user.

•

an explicit and integrated theoretical approach
used by both the treatment team and the
therapist, which is shared with the service user
－ structured care in accordance with this
guideline.

The two key professionals involved in the
care and treatment of the service user
whilst they are within the SIM
programme are the mental health Care
Coordinator and the SIM (police) officer.
These roles are clearly defined, and the
SIM officer does not engage with the
client without the Care Coordinator being
present.
The service user can access
employment specialists who work within
the community teams and as stated
above can access the full range of
treatments provided by mental health
community teams.
The SIM care plan outlines a
comprehensive strategy for managing
crisis situations. This care plan is unique
in that key services such as the police,
ambulance services and acute hospital
emergency departments can access the
plan. The service user is aware that their
care plan is shared across all of these
services and they are provided with a
copy themselves.
There are no specific theoretical
approaches used within SIM such as
DBT or Structured Clinical Management.
The majority of this cohort of service
users will already have been offered
treatment within personality disorder
pathways. This treatment will either have
been declined or completed with limited
efficacy.
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Appendix 2: Care plan review template applied in Oxleas, SLaM and SWL&StG

Page 19 of 39

Appendix 3: Staff Survey
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Tell us about any concerns that you have about the SIM model
5 respondents said
that they had no
concerns about SIM
including one that
expanded to state:

None. Information during mine and my clients time with SIM was only ever shared with my clients consent
and to teams already working with them.

5 respondents
expressed concern

The care plan was not widely shared between agencies or easy enough to access. That weekly contact may
foster dependence for people with PD in the long run (in the shorter term however it seems to have
established greater stability for my client)
Lack of explanation, choice and transparency for SU's involved in SIM. Potentially coercive relationship with
SU's. Absence of advocacy and support for SU's under SIM
I am concerned to hear about the poor data analysis.
Lack of explanation, choice and transparency for SU's involved in SIM. Potentially coercive relationship with
SU's. Absence of advocacy and support for SU's under SIM.
The model has drawn negative attention due to it not being evidence based - perhaps the evidence could have
been collected and published as a clinical trial before the model was widely rolled out.
Seems to be used disproportionately with women who are victims of trauma. It seems quite uncompassionate
and that it essentially serves to meet the needs of the services rather than the service users. It seems that it
doesn't solve any problems in the long run, and that the model fundamentally doesn't work if it will be ended
at some stage. I was not trained on the SIM model and therefore have felt largely out of my depth. I find it
concerning that the police staff have such limited understanding of trauma-informed practice
I only worked with this model for a short period and have not been working with this for over a year now. My
only concern is around some service users reluctance to engage with the police

3 respondents
expressed concerns
about the impact of
stopping SIM:

My concern is if SIM is finally dissolved will there be another model put in place to manage the clients who are
currently under SIM and finding SIM beneficial?
If there is no SIM, patients will continue to call the services unnecessarily.

In terms of care for people with complex mental health needs, tell us about the positive aspects of the SIM
model which you would like to retain?
I have much better understanding of the role of police and pressures an protocols they follow and vice versa I feel the
project has improved the lives of ome of the service users who participated. I would want the ease of info sharing and
joint training to continue between agencies to avoid return to silo thinking
Multi-agency working and collaboratively developed management plans that promote long-term recovery through a
positive risk taking approach
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Strong working relationship between police and mental health services has contributed to effective adult safeguarding.
Having a collaborative and intensive approach for these service users. Having solid supervision and shared
responsibility for risk management
I had been struggling pre SIM to work with police to try and stop my client repeatedly contacting them. It felt like there
was al element of both parties blaming each other for not understanding. Having a named officer working with my client
has made a difference I would not have thought possible before. She is much more aware of the wider effects of
misusing emergency services, and has been making great progress in utilizing and trusting other services. My client
has said they found it helpful having someone explain the "rules" around police input for them and the named officer we
work with went above and beyond to really understand my client, their needs and their reasons for contacting 999. I am
hopeful that we can get SIM back in some format as myself and my client have found it a complete game changer.
Working with the police and ambulance services.
the understanding of the police how mental health impacts on people and affects their behaviours.
The SIM support officer (Graham) has been supportive. We would like to retain someone of that experience,
professionalism and humour. SIM has also allowed my patient to think clearly before making contact with the police and
other emergency services.
Improved communication, detailed exploration of crisis services, improved understanding of the role of police to service
users and their responses in different scenarios, improved communication, relationship and trust between service users
and police.
Multiagency approach, shared thinking and responsibility, direct patient involvement
I would like to continue working closely with multi-agencies to ensure our patients receive the most suitable care that is
devised for them.
Closer working and improved trust and communication re Police, LAS, NHS and other agencies. Focus on this cohort.
It has been good to have a forum in which the police, LAC and health to come together to discuss clients in common
and it's enabled us to put together response plans that supports MH treatment/ recovery for clients. My attitude towards
the police has changed and working relations have improved wit the police. The criminal justice system is quite difficult
to navigate so it has been useful to have links with police officers that have an interest and understanding of MH. I have
also noticed a change in police officers attitudes for the better towards mental health and I wonder if SIM has been a
changing influence. I intitially had reservations about how our clients would respond to have a police officer/ SIM worker
but it actually worked well in some some cases and we were lucky to have an officer, who was very adept at working
with this client group and he was able to build a supportive relationship with our clients. I think it's a real shame that this
project has to come to an end and hope that it is will be replaced.

I am not currently working with this so find this hard to pass a comment on this currently.
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Appendix 4: Letter to service users & service user survey
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Appendix 5: SIM - Service User Information sheet issued by the HIN Ltd

SERVICE USER INFORMATION
What does SIM London do?
SIM London provides support for service users who are struggling to manage repetitive, high risk behaviours. The 2 core members
of the mentoring team will always be a qualified mental health practitioner and a mental health trained police officer. The officer
will be working full time within the community mental health team.
SIM London is based on an award-winning model of care developed on the Isle of Wight called SIM. A team from Hampshire
Constabulary and the Isle of Wight NHS Trust are part of the management team that manages SIM London.
Together, SIM and SIM London have joined up with other high intensity mentoring teams across the UK to form a national
organisation called the High Intensity Network. This is supported by NHS England and the College of Policing. The network
has been established to:
•
•
•
•

Co-ordinate and professionalise all high intensity work across the UK
Develop sound and safe practices for all staff and service users
Share best practice.
Develop a national training package for NHS and police staff.

Why have you been referred to SIM London?
You may have been invited to be supported by SIM London for a number of reasons:
•
A member of staff may have recommended that you be considered for SIM London to help you find better ways of
coping that causes less risk to yourself or others.
•
You may have been involved in a number of s136 detentions by the police, ambulance deployments or ED attendances.
Or perhaps you have had multiple ward admissions.
The decision to offer you High Intensity mentoring has been made by a multi-disciplinary team consisting of representatives from
Police, Ambulance, A&E and Mental Health called a High Intensity User Group that meets once a month in your area. This
group will review how you are doing every month in the mentoring programme by talking to your mentors.
How does SIM London mentoring work?
You will now be managed by a mental health care coordinator and a specially trained police officer. These 2 members of staff
are your core team and have been asked to work alongside you. Your team will report progress to your MH consultant. If it hasn’t
happened already, you will be invited to meet your team soon.
You can bring a friend or family member to some or every meeting if you wish, (providing those persons are appropriate to be
involved). You will be asked to give your consent for them to be involved and will sign a form to confirm that you agree to
participate. Your mentors will explain what support and help you can expect from them and what they will expect from you.

What are the objectives of the SIM London team?
SIM London mentors will help you find new ways of coping so that you are better able to manage your mental health and as a
result, you become less of a risk to yourself or others.
Why is a Police Officer/Staff Member involved in my care?
It has been proven that a police officer can bring unique skills to this team that:
•
•
•

Can help you feel safer and better understood.
Can help you to identify clear, safe and achievable boundaries.
Can help you see the police service as an organisation that wants to help you.
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•
•

Can help you understand the consequences of unhealthy behavioural choices and to maximise the chances of you
avoiding the criminal justice system by supporting you with any behaviour(s) that maybe on the cusp of being criminal
or anti-social.
Can help other police officers to understand your personal needs when you are in crisis by writing detailed response
plans.

A personalised plan of support and mentoring will be developed and discussed with you during the mentoring meetings. At the
end of the meeting it is hoped that you will have all agreed with your mentors what your future goals and objectives are and what
support you need to help you achieve them.
We encourage carer and family involvement in all aspects of the care and response planning because goals are more achievable
if many people around you are supporting you.
Your progress and programme will be reviewed on a regular. The Response and Care plans will be reviewed as frequently as
required.
Some of the interventions that can be provided by the SIM London team are;
•
•
•
•
•
•
•
•

Self-help skills, i.e. anxiety management, emotional coping skills
Low level psychological interventions
Supporting you to prevent or manage mental health crisis
Supporting you to maintain their own safety
Signposting you to appropriate support from other agencies, charities and third sector organisations
Health and wellbeing guidance and support
Support in seeking and securing voluntary work in the community
Advice in forming an agreed weekly plan

What are the expected outcomes of SIM London?
We are confident, that with consistent support that many of the following outcomes can be achieved (the range of outcomes
achieved will vary from case to case):
Your outcomes may include:
•
•
•
•
•
•
•
•
•

A reduction in reliance on mental health wards to cope/more confidence in the community
A reduction in harm to self and others
An improved quality of life and feelings of more optimism
Improved relationships with family and friends and more confidence to ask for help
A more stable and structured home life
Improved self- esteem and wellbeing
Improved emotional coping skills
Regular voluntary work
Better understanding of the link between mental health and physical health

Can the NHS share information about you with the police?
Yes, the General Data Protection Regulation 2018 allows the NHS to share any personal or clinical information about you but
only if certain situations apply. These could include:
•
•
•
•
•

Situations where you are a significant risk to yourself through self-harm or by demonstrating or threatening high risk
behaviour.
Situations where your behaviour places any other person at risk in the community.
Situations where your behaviour have been criminal or anti-social.
Situations where we believe you are about to act in a criminal or anti-social manner.
Situations where the NHS believe that sharing information would be in your best interests.

Please also note that the police officer who will be mentoring you is not only a police employee but is also an NHS member of
staff too. The officer has an NHS identity badge and full access to NHS buildings and clinical records all the time.
You will be given another document called a Privacy Notice which will explain more.
All sharing of information relating to you must be relevant, necessary and proportionate to the work that needs to be completed.
For more information on data sharing please visit the website of the Information Commissioner’s Office.
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National Project Promotional Video Please go to www.vimeo.com and search for video 179883091
Senior Managers leading SIM London are: (deleted for the purposes of this report)

Appendix 6 Results of Service User Survey
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Report Addendum – completed 03rd September 2021
This additional section has been added to ensure the all aspects of the components requested in Tim
Kendall’s second letter (21st July 2021) are addressed in the SLP SIM review.
In this letter Tim Kendall requested that the review answer the points listed in the first column below.
The second column indicated if the points are addressed in the original SP report or provides the
response.
Theme
Current provision of support for
people with complex mental health
difficulties who present most
frequently.
1. Description of local SIM or
similar HIU models:
• Description of model /
approaches / ethos
• Description of common patient
profiles/diagnoses/needs of people
in care of local HIU teams
• Any criteria to be in care of the
teams
• Number of patients in care of
SIM/HIU teams
• Staffing
• Background to adoption, including
any consultation/engagement prior
to adopting
• How long have the model(s) has
been in place

Response
Partially addressed in the original SLP report. Additional responses
provided below.

2. Involvement of police in
scheduled healthcare

Partially addressed in the original SLP report. Additional response
provided below:

Does any mental health care
involve police officers in ongoing
care/support for people with mental
health needs beyond immediate
crisis/urgent situations which pose
a risk/harm to the person or
others?
If yes, what is their role and what
training do they have?

SIM was not part of scheduled health care.

Oxleas, SLaM and SWL&StG describe a strongly supportive philosophy
to frequent attenders, rather than a punitive approach.
St Thomas's and Kings College Hospital hold monthly High Frequency
Attender meetings. These are monthly forums attended by London
Ambulance Service, Police, A&E Staff and mental health clinicians in
which high frequency attenders are discussed. In some cases multiagency care plans are created to support attenders.
Such local forums contribute to a pan-London High Frequency Attender
meeting. This is a monthly pan-London forum for A&Es on this theme.
There is a meeting at Princess Royal University Hospital and Queen
Elizabeth Hospital. In the borough of Bexley, a frequent attender nursing
post exists with a focus on frequent attenders.

Liaison between mental health service and local police has long existed.
The difference in the SIM model is that for SIM the officers were
embedded in the clinical team and had access to clinical information- in
some cases direct access to health care records. This arrangement was
supported by honorary contracts.
Roles such as Police liaison officers are common. For example, in
Southwark in SLaM, a police officer is currently and has always been
part of the Mental health team and continues to contribute to care for
High intensity users. During the life cycle of SIM this police officer
participated under the SIM umbrella
Another example is the role of police in supporting staff with criminal
activity on wards. In Southwark and Lambeth in SLaM, there was
historically a dedicated ward officer role across Lambeth and Southwark
inpatient wards. This role doesn’t exist presently.

Page 37 of 39

Other examples of police services and mental health service working
together in crisis and urgent care include:
“CAT” cars- situations of risk to self and others
S136
Street triage teams
Court diversion teams
Criminal justice liaison

3. Use of sanctions

Addressed in the SLP report.

Have any approaches been used
that seek to reduce use of care
through potential for sanctions, and
what are the number of people who
have had:
•
• behavioural contracts or
similar (e.g. instructions to deny
care if people attend A&E / crisis
team);
•
• criminal sanctions related
to healthcare / suicidality (e.g.
community protection/behaviour
orders, bail conditions, arrests,
charges, cautions prosecutions or
imprisonment)

The criminal justice pathway was followed in a small number of cases for
individuals who committed criminal offences. This was not because of
SIM; and it progressed in parallel to the mental health support.
There was never a compulsion for patients to participate in SIM. They
had to consent to take part in the process and accept the support.

If yes, please review rationale for
the approach.
4. Complaints and safeguarding
• summary of any complaints
received in relation to SIM
schemes
• summary of safeguarding
concerns or concerns about
patients as a victim of crime,
violence or abuse
• to what extent were patients
handled as though they were
malicious complainants in either
complaints or safeguarding
concerns
• proposed actions to review
complaints handling and
safeguarding

Partially addressed in the SLP report. Additional response provided
below:

Complaints:
There was one formal complaint made by a SIM service use against a
SIM police officer in SLaM regarding two data breaches. 1) one involving
the police officer mistakenly sending an email intended for the SIM
service user to another unknown party - the officer had used the wrong
email address in error. 2) In the second, the same officer sent a copy of
the minutes of a meeting to the service user's advocate without getting
permission from the service user. It was not deemed to be a malicious
complaint.
The complaint was investigated under SLAM processes and both
complaints where fully upheld. The SU received a written apology from
the trust.
The SIM officer’s supervisor was made aware of the incident.

None of the trusts received a complaint directly about SIM.
Safeguarding
Due to time constraints we have not gathered information about
safeguarding concerns or concerns about patients as a victim or crime,
violence or abuse. This is likely to be a significant piece of work.
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5. Summary of data that has been
collected locally on (a) outcomes
(b) experience of people in receipt
of SIM or similar models.

The AHSN (Health Innovation Network) produced report on SIM which
were not specific to Oxleas, SLaM and SWL&StG. These are available
in the public domain.
The AHSN (Health Innovation Network) produced two reports – one in
2020 and a second on 2021 – at the request of SLP Trusts (Oxleas,
SLaM and SWL&StG). The Trusts requested quarterly reports from HIN
Ltd to demonstrate activity and the impact of SIM. This was parts of our
efforts in 2020 and 2021 to extract assurance from HIN Ltd as to the SIM
project.

6. Summary of patient/public views
on:
a. The SIM or similar models in
place historically / currently in place
b. future models of care for the that
you wish to implement locally for
patients with complex mental
health difficulties who might
present frequently
Please share both negative and
positive feedback from patients/
patient representatives
7. Summary of staff views, if
different from above
8. Please confirm any changes you
have made / will be making as a
result of the review

Partially addressed in the SLP report. Additional response provided
below:
Patient and staff views were collected and those form part of the SLP
review report.
The Trusts have not sought the views of the pubic and have no plans to
do so at this time.

Addressed above.

Please refer to the conclusions and recommendations made in the SLP
review report.
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