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ABSTRACT
Across the UK, police forces are struggling to manage a small number of repeat callers with complex mental health needs. In a typical policing district, a very small number of known people (sometimes less than 10 individuals) will regularly cause up to a third of all crisis mental health demand, not only placing operational pressures on police officers but also on other emergency and heath care teams. These individuals are often chaotic and anti-social in their behaviour and occasionally criminal in their conduct towards relatives, friends, members of the public and public service personnel. In the most extreme of cases, mental health professionals describe these cases as ‘unmanageable’.

Fast forward through the criminal justice system and we find a high percentage of mental health service users in prison, often with the same mental health profiles. We therefore need to ask a few questions:

Q: How do emergency and healthcare professionals help to prevent this small cohort of complex individuals 
      also becoming part of our prison population? 

Q: How do we encourage ‘the unmanageable’ to develop their own recovery skills, whilst preventing highly 
      intensive demand, unnecessary detention by police officers and criminal prosecution? 

Q: Could the police service support the NHS with these often increasingly institutionalised patients who are 
     failing to make any real clinical progress? 

From June 2013, 6 service users who had been struggling with their own highly intensive patterns of behaviour and their mental health community nurses were joined on their clinical journey by a police officer. The officer showed the compassion and encouragement of a nurse but also brought with him, boundaries and consequences not offered by the NHS. The clinical and behavioural environment started to change and the service users slowly realised that behaviours that they had once used were no longer acceptable, excusable or usable without consequence. The recovery journey had become integrated and the language more consistent. Police officers started to sound a bit like nurses and nurses a bit like police officers.

18 months later and the 6 service users were assessed by their multi-disciplinary teams to see if any progress had been made. Results showed that an integrated, mentoring approach had produced some significant and sometimes startling clinical outcomes.

CRISIS CALLS REDUCED: In all cases, crisis calls to police and ambulance had reduced. In most cases they had been eliminated altogether.
ED ATTENDANCE REDUCED: Attendances at Emergency Departments for false, malicious or unnecessary reasons had reduced greatly and in most cases had completely stopped.
RESPONSE COSTS REDUCED: On average, 92% of all crisis related costs originally incurred each year had now been prevented within 2 years of this new method of intervention.
RISK REDUCED: Community risk and suicide risk had reduced.
LOVED ONES MORE CONFIDENT: Exhausted family members felt more reassured and included.
IMPROVED THERAPEUTIC RELATIONSHIPS: Mental health nurses reported improved relationships with their clients and were experiencing less abusive behaviour.
SERVICE USERS RE-FOCUSSED: Service users had found new motivation to engage, were making healthier choices, re-establishing broken relationships and being encouraged to work.
DISCHARGED FROM SERVICE: A service user who had dominated her clinician care was now ready for medical discharge.
No one service user made every improvement listed above but every service user was in a better and more hopeful situation in life. An integrated approach using a police officer had made a significant contribution. 

The SIM mentoring model is now being developed into an online course as well as a professional network so that other police forces and public health teams can benefit from this new universal model of intervention and develop best practice together. This report takes you through the SIM journey so far, explains the vision and invites you to join this proposed, professional network.

“Progress is not possible without change and those who cannot change their minds cannot change anything”.
George Bernard Shaw 
Irish Playwright
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“Honesty is the first chapter in the book of wisdom.”
Thomas Jefferson

3rd President of the United States
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A personal message from the SIM Project Leader
“Hello. I would like to introduce myself. 
My name is Paul Jennings and I am a police sergeant serving with Hampshire Constabulary, a police service on the south coast of England. 
I am also the person who has created and led the development of SIM and I am the main author of this report.

Before you read about SIM and our vision for how it can make some real improvements in how we can support some of the most vulnerable members of our communities, I want to tell you a little bit about my own story because I need you to be very clear on the drivers behind this whole journey.

In 1999, aged 26 (just two years after I had joined the police service), I personally experienced mental illness for the first time in my life. It had all started a few months earlier on my wedding day in May 1998, when my mother collapsed out of the blue. No one told me it had happened at the time as they didn’t want to spoil the day but a week later when I returned from my honeymoon, I was told that she had been admitted to hospital and had been diagnosed with a very aggressive form of Leukaemia. 
For the next six months, I continued to work my 24 hour police shifts but on my days off I travelled back the 70 miles or so to the family home to nurse my mother with my sister until eventually, she passed away. 
Up until this point in my life I had been always been a completely fit and healthy bloke but since that life changing event, I have had to manage (and have sometimes really struggled with) clinical depression.
My depression tends to come in ‘seasons’. When I am well, I can lead a really ordinary life and can often be completely free of specialist support and medication. When it is bad, it has led to time off work, genuine thoughts of suicide and even a short stay in hospital. I have been detained under the Mental Health Act twice by my own colleagues and have been looked after in the past by the same clinical staff who I now work with in this professional role. My mental illness has massively contributed to 2 divorces, has put the hand-brake on my police ‘career’ and has played a part in some significant relational problems within my family. 
Depression to me can be many things in so many different contexts but it never goes away. I don’t ‘suffer from it’ – I ‘embrace it and I manage it’
As a cop who manages depression, my most career defining moment came in 2010, during the worst episode of illness so far. In June of that year whilst off work and very unwell I was arrested….no not ‘detained for mental health’ reasons but actually arrested for a criminal offence. I was to spend 14 hours in the same police custody suite that I used to manage and 3 hours being interviewed by officers from the Professional Standards Dept of my force because I had been accused of trying to intentionally harass members of my family. Looking back with a more rational head on my shoulders I have asked myself a lot of questions about what happened that summer. Here are a few:
Do I think that it was unfair that I was arrested?
No, I don’t. I think my behaviours were so out of control that it was actually a fairly sensible decision to make and I have since spoken with the officers who arrested me to tell them so.
Was I looked after well in police custody?
Yes, I was treated really well and felt safe all of the time. I couldn’t fault the treatment I received.
Did the police investigation take my mental health into consideration?

The third question that I have asked myself however, concerns the level of training and understanding that was in place whilst I was being interviewed and it was this one area that I found practices and standards so badly lacking. Officers asked me the same questions over and over again as if my answers could not be trusted and they flatly refused to conduct any enquiries that would have assisted in my defence. They didn’t need to look far; my annual performance reviews at work, my reputation shortly before I had gone sick, the abundance of clinical advice available at the time and the chain of events that had led to my sick leave should have led easily to a conclusion that I simply wasn’t well and needed intensive support. It didn’t happen. The police ‘systems’ simply couldn’t cope with me; a usually healthy, responsible and compassionate colleague who suddenly, was now struggling with intensive, angry and anti-social behaviour so the system stuck to what it knew and investigated the surface behaviours; untrained, unable and sadly unwilling to explore the causes.

The police ‘systems’ simply couldn’t cope with my circumstances; a usually healthy, responsible and compassionate colleague who suddenly, was now struggling with intensive, angry and anti-social behaviour so the system stuck to what it knew and investigated the surface behaviours; untrained, unable and sadly unwilling to explore the causes.
Six months later, I returned to work having made the decision to commit the rest of my working life to improving standards in mental health policing and this passion has never left me. In October 2012, I led the launch of Operation Serenity, the UK’s first joint police & mental health ‘Street Triage’ response team. This team still operates today and has won awards for its contribution to policing and 
mental health. A short time later, we then introduced a mental health nurse into our force control room and in 2013 I led a multi-agency team that trained police officers, paramedics, social workers and mental health staff in mental health response partnership work. Furthermore, our team has proven ‘beyond reasonable doubt’ that it is possible to completely eliminate the use of police custody as a place of safety for every single person in crisis. Our last use of police custody was over 3 years ago.

As our reputation grew, I then began to speak at national conferences. I have personally briefed the Permanent Secretary of the Home Office, spoken in Westminster and last year spent 5 months in New York, teaching trainee cops and acting as a ‘critical friend’ in mental health to the NYPD.
Now, this new project which I have called SIM is the latest innovation that we have developed here in Hampshire but I need you to note one specific thing in relation to SIM; 
SIM is fundamentally driven by my experiences as a service user.
 OK yes, SIM undoubtedly makes police response to mental health a whole lot more ‘efficient’ and yes SIM (as you will read) can also save our local crisis teams a lot of money but it is the service user in me, (a ‘40 something’ bloke who still takes a small dose of anti-depressants each morning with my tea and toast; a father of 3 teenage boys who has ‘lived experience’ of sitting on the edge of a 200 foot cliff with a helicopter hovering over my head), that is fundamentally the person that has designed and driven SIM from day one.
SIM has been created for service users struggling to find a new rhythm, needing to develop new skills and desperate for a new voice. It is for vulnerable people often struggling to cope with levels of self-esteem that are so rock bottom, that trying to find a new way of living their lives is impossible without people who will stick by you. It is patient centred and it is risk focussed – it is not money driven.
Is SIM the perfect package?
No. There is a long way to go and many lessons yet to learn.
Will it work for everyone?
No, it is voluntary and some people simply don’t want to engage.
Should SIM be used in every part of a Mental Health Team? 

No, absolutely not. It should only be used in clinical cases where everyone agrees it might help.
But is it a great step forwards? Is it a potential ‘game changer’ in how we all work together to reduce crisis, reduce risk, save lives, prevent suicide and promote healthier outcomes? 
Yes, I really believe so. SIM works my friends. It has taken us nearly 3 years to trial it, measure it and prove it but we now know it does. Health economists tell us so and Commissioners now agree too.
I invite you to start your own SIM journey and to join our national network”.
PJ
June 2016

Chapter 1: 
How do we talk?
The challenge of talking without offending
This whole document is going to talk about advancing the professional skills and developing the teamwork that will enable professional crisis response staff to be a whole lot better at supporting people with often very complex life histories, emotions and behaviours. It is also being written by a police officer with no formal clinical qualifications and only 4+ years of experience in focusing on ‘policing mental health’. 
Whilst I believe that the police service has achieved a great deal in the past 4 years, we have only really cleared the starting line at the start of a long journey. We need to change deeply engrained police processes and we need to change culture that started forming way back in 1829 when the UK police service first came into existence. We are therefore, not going to get it right in 2016 and this includes the language that we use to speak about these issues.
In this report therefore, I will probably use terminology, phrases and expressions that may unknowingly offend some people reading it. Some will be service users but some also may be NHS staff too. Bringing policing and its operational terminology into clinical settings and getting my words right every time is going to be pretty much impossible. 
So, if you are reading this whilst managing some of the clinical issues that we are essentially trying to get better at supporting and I offend you then I apologise. I have written this trying my best to review every word used from the perspective of people who have to deal with mental ill health every day. I have read through this document several times to check and re-check the wording but I know it won’t satisfy everyone.

Let me talk about the most common problem with language. I have heard a fairly active and constant debate about what we should call people with mental health issues. Is it:
Individual?

Service User?
Patient?
Client?
Customer?

Person with lived experience?
Person who experiences mental health issues?

I don’t think there will ever be one definitive answer (and personally I consider myself to be all 6 if the context is right for that situation) so to tackle this debate, I have used all seven. It is entirely possible though that I may look back on this report in 5 years and think to myself “How times have changed – I used to use that phrase all the time!” I therefore write this from a position of being ‘consciously incompetent’ (i.e. knowing and accepting that I don’t know everything). Forgive me.
The need for shared terminology
A similar challenge we face is the question of choosing recognisable terminology for the issues we want to talk about. The problem that SIM tries to address is basically this: 
‘Getting better at responding to and supporting members of the community who sometimes (for different reasons & for different periods) ask public services to help them a lot’.
We essentially need terminology that we can use that represents the above issue (but without using this long sentence all the time). I believe that ‘High Intensity Use’ of service (HIU) is a fairly good term that we can all connect with because: 
1. It focusses on ‘use’ (the demand requested), rather than ‘user’ (the individual demanding it). 
2. It allows a more detailed discussion about different patterns and causes of intensity.

3. It promotes a view that high intensity use is a symptom of underlying problems, rather than a problem in its own right.

4. It promotes a conversation about whether highly intense periods of demand should ideally trigger a highly intensive response.

HIU therefore tries its best to prevent stigma (although I accept that whether it does or not is out of my control). 
I have simply chosen ‘HIU’ because we need some kind of term that can be universally recognized so that professionals and patients interested in this unique challenge can connect into conversations with a recognized language (or can search for it on Google).
Behavioural patterns are unique and personal
Finally, it is also really important to note that as we move through this report we will of course be talking about very real issues that we are trying to tackle; patterns, symptoms, behaviours, cycles and so forth. These can again appear to paint a negative, stereotyping and stigmatizing picture but we simply must talk about them as they are real, they happen and crisis staff are commonly encountering them. If you are a service user and you read something which makes you think “Hey…that’s not me!” or perhaps something in this report makes you feel upset or angry at what the sentence may possibly imply, please be reassured that we are not trying to suggest anything or label anyone. We recognize that everyone is utterly unique in how they are made, what has happened to them in the course of their lives and how they are coping (or not coping) in completely different ways and rhythms. I will try and reinforce all these messages at key points in the report.
Chapter 2: 
Where SIM started 
Operation Serenity:






Hampshire Constabulary was the first police service in the UK to operate a Street Triage response team, combining police officers and mental health nurses in the same crisis response vehicle. Operation Serenity was launched on 1st November 2012, the same year that our colleagues in the Leicestershire and Cleveland Constabularies also began their own triage models. Since then, 35 other forces have followed suit. The Serenity response team still runs today and has made a significant contribution to the 70% reduction in the use of s136 detentions by police officers in the area where we operate vastly improving outcomes for people experiencing a mental health crisis. (See page 63 for our reduction graph)
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In 2012, before starting our Street Triage team, police officers were detaining people using s136 powers around 15-16 times a month. In February 2016, we had just 1 detention. In March we had 2. In April: 2 again. 
This team is saving the Isle of Wight NHS Trust over £42000 a year, just in Mental Health Act Assessments alone.
Operation Serenity - the UK’s first Street Triage team

A 70.2% reduction in the use of s136 detentions
The Serenity Partnership has also been one of the first teams in the country to achieve a complete elimination in the use of police custody for mentally distressed people; the last custody detention occurring in July 2013. 
No use of police custody for mentally distressed people since July 2013
Hampshire Constabulary are also the first force in the country to negotiate its own contract with a private ambulance service, thus removing this demand from our Ambulance colleagues. We were also one of the first forces in the UK to employ specialist mental health clinicians within our police force control room. Our reputation in developing new pathways of mental health policing and partnership working is second to none, although we know we have to keep getting better.

But another specific issue started to emerge from our statistics:

One of the most consistent problems faced by our crisis response staff (whether it be a police officer responding alone or as part of a multi-disciplinary response team) is the challenges posed by members of our community who are repeatedly calling emergency services. Some forces call them ‘Frequent Flyers’. Hampshire Constabulary called them ‘High Intensity Users’ but now we are evolving again and trying to focus on ‘High Intensity Use’ (by people who experience mental health issues).
In the first operational year of Operation Serenity, police responded to 1400 crisis calls. Mental health colleagues patrolled with us after 5pm, 2-3 nights a week. In this first year, police officers used detention powers provided by s136 of the Mental Health Act 1983 171 times for just 69 people. Some basic analysis of this data showed us however that just 8 of these 69 service users accounted for 32% of all of the s136 detentions. It became immediately apparent that (whilst we still needed to provide Street Triage services to the community as a whole), we also needed to focus more specifically on people who were experiencing the most intensive symptoms, both during and following their moments of crisis as they clearly needed extra support.
Just 8 service users accounted for 32% of all of our core crisis demand. The most intensive cases clearly needed extra support.
What our Street Triage team did was to simply trigger this conversation. High intensity patterns of demand had already been happening for years (before Street Triage was ever invented) and both police and mental health nurses could already identify the individuals who had been requesting services at a higher frequency but it wasn’t until both teams started to respond together on a daily basis, did we actually talk about these patterns in depth and then agree to do something different. 
Both teams agreed that we had to do something better but what could we do?
We knew that we needed to understand patterns of intensity much better than we did at that time.
Chapter 3: 
Building pictures of intensity and risk
Our first HIU cases
Once we had begun to discuss the individual service users that we were repeatedly supporting (which the Data Protection Act 1989 allows because specific data sharing criteria were met), we decided to undertake some very basic profiling work of the 8 individuals we had identified from our s136 statistics from both a clinical and operational perspective. In particular, we found that these initial cases all (broadly) shared the same demographic, historic, behavioural and clinical characteristics. 

· All 8 were female 

· All 8 had a primary diagnosis of Emotionally Unstable Personality Disorder and secondary diagnosis of anxiety and/or depression. 

· All 8 had a documented history of abuse, neglect, domestic violence or abandonment.
· All 8 were struggling with developing or maintaining close personal relationships. 

· All 8 presented with wider risk behaviours. 

Our colleagues at Sussex Constabulary along with their research partners at the University of Brighton were also encountering a similar profile of customer and officers at Surrey Constabulary too have more recently reported similar themes (NB: patient names not shared – just broad patterns compared). 

Whilst we realised that there were some common threads, we also needed to be resolute in not labeling individuals because of their affiliation to any specific demographic groups or behavioural patterns because the data also showed us that:

· Many people who we were responding to with HIU patterns were men

· Many were not struggling with a Personality Disorder as their primary health challenge
· Many did not have a similar life history as those we first encountered
· Many were in strong relationships with very supportive families
· Many were in highly functional jobs

Whilst we realised that there were some common threads, we also needed to be resolute in not labeling.
As we have moved forward therefore, the focus on using the ‘HIU’ term has been increasingly focused on simply the frequency of contact and less so on the temptation to clinically diagnose or profile the individual (however well-meaning those intentions).
Once we had developed some understanding of the clinical threads running through HIU cases, we then needed to assess what impact they were having on others so we needed to ask a series of questions using incident data to evidence our findings.
Q1 What challenges can intensive behaviours present to emergency services?

Common behaviours towards emergency and healthcare services during intensive patterns of demand have included:

· Repeat calls to police resulting in a high frequency of detentions under s136 of The Mental Health Act 1983.

· Critical incidents in public places where the patient would place themselves and often emergency service staff at risk of death or serious injury.

· False (and occasionally malicious) reports of crime and disorder and/or victimisation.
· False reports of medical injuries, resulting in ambulance deployments and Emergency Department (ED) attendance. These often led to unnecessary and costly scans and medical procedures as well as the frequent triggering of nationally set ED waiting/treatment times. 

· Obstructive or abusive behaviour within ED.

· Repetitive and often abusive calls to call management staff in various organisations.

· Minor assaults on care staff or social workers.

Q2 What challenges can intensive behaviours present to the wider community?

Patients with intensive patterns of demand can also pose a serious risk to members of the public. Our incident records show that HIU patients across Hampshire and the Isle of Wight have put many lives at risk through a whole range of behaviours which have included:
· Sitting in the middle of busy roads, causing a high risk of road traffic collisions.
· Threatening to jump from bridges over motorways or rivers, resulting in members of the public pulling them away from harm, at significant personal risk to themselves.
· Stabbing their partner when not being shown enough attention.
· Making accusations of rape or serious sexual assault, (later to discovered to be false).*
· Comments or claims on social media that pose significant reputational risks to members of the public or professional personnel.

*This does not mean that all allegations are false. Every allegation when made to Hampshire Constabulary is considered to be true until evidence shows otherwise.
Q3 What challenges can intensive behaviours present to NHS teams?

Furthermore, we also recorded a second set of behaviours displayed by the first cohort of HIU individuals. These behaviours were being encountered within the mental health service itself. All 8 women in the original cohort were already engaged with community mental health practitioners but none (according to clinical staff) were making much progress. Clinicians told us that:

At best: Their clients were struggling to cope with the requirements of the therapeutic pathways being offered.

At worst: They were intentionally disrupting clinical programmes; even sabotaging the progress of other service users. 
For the more disruptive of clients, NHS staff reported that whilst they had tried more assertive techniques of communication, fundamentally they did not have the sanctions or consequences that could either encourage co-operation or promote more acceptable behaviour. 
Speaking to NHS staff from other areas around the country also produced the same feedback; that they too had a very small number of ‘chaotic and challenging’ clients who were simply “unmanageable”. 
Read the following quote from a Service Lead in the Thames Valley area:
“Most of our service users clearly want to make progress and get better but a small number of our clients are simply unmanageable”

Q4 What risks do individuals with intensive behaviours pose to themselves?
Highly intensive behaviour can often create highly intensive risks. At the height of a psychological crisis, (whether that be an incident in a public place or a more private moment that has yet to come to the attention of public services), the risks of death or serious injury can be extremely high. Statistics tell us that the highest risks of death are usually posed by the patient accidentally dying from the circumstances or environment that they have intentionally chosen for themselves. Examples could include slipping and falling from heights, fatal road traffic collisions or poisoning from drug overdoses.

How prevalent are Personality Disorders in HIU cases?

Intensive patterns of crisis behaviour can be caused by so many complex factors. Each case history is unique and every person struggling in a moment of crisis will be doing so with a life story that can never be completely compared with someone else. But are there any specific mental health problems that we are more likely to find driving a highly intensive crisis? There is an increasing amount of evidence that has identified personality disorders as one such causational factor. The data within our own project also supports this. 

Below is a pie chart that shows which cluster of mental health illnesses or disorders were associated the most, with the people our team responded to more than once in 2015. DSM (Diagnostic and Statistical Manual of Mental Disorders) ‘Cluster 8’ patients accounted for 39% of all repeat call cases. This percentage has stayed broadly the same since we started Operation Serenity in 2012, varying between 32% and 39% of all cases. The statistics also tell us however, that no one mental 
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The primary diagnosis of each service user on the Isle of Wight who required more than one 999 emergency response in 2015

health cluster should ever be discounted and that we must continue to focus on the individual needs of each person we help. This data however has guided the priorities we have made when deciding what knowledge and skills a police officer might need if we were to ever ‘parachute’ them into a specialist role supporting some of our most vulnerable clients. The data has also encouraged us too because (whilst evolving the SIM model), as it has reminded us regularly that the individuals who often have complex patterns of crisis CAN be helped; that there IS something we can do to improve what we do to support them and that there CAN be a new future. It just doesn’t have to be this way. 

It just doesn’t have to be this way.

With 4 of the top 6 clusters being non-psychotic, we have a cohort of clients who are primarily struggling with behavioural patterns, rather than demand and risk driven by psychotic or organic illnesses (where mental capacity or insight is more questionable). There is hope!
What other risks are commonly found alongside HIU patterns?
At the end of 2015, we reviewed all of the service users on the Isle of Wight who had been detained more than once by the police using s136 Mental Health Act 1983. There were 20 individuals in total. 
We researched police records and found the following trends:

Previous or current contact with the Criminal Justice System:

70% had been the subject of a previous conviction or caution in the past.
55% had been recorded by Hampshire Police as a named suspect for an incident in 2015

20% had been charged with an offence by Hampshire Constabulary in 2015

Current victimisation:

80% had reported an incident to Hampshire Constabulary in 2015

70% had been a victim of crime or anti-social behaviour in 2015

Previous or current multi-agency safeguarding:

70% were named within serious cases managed by multi-agency teams 
        (Such as Child Protection, High Risk Domestic Violence or Adult Safeguarding)

Current ‘Missing Person’ behaviour:

40% had been reported as missing by a friend or member of their family in 2015
These figures strongly suggest that 999 crisis calls categorised by our control room staff as “Mental Health Incidents” are actually often the surface symptoms of much deeper, complex problems in the lives of these individuals. Furthermore, it could also be argued that mental illnesses or mental disorders are the threads that link all these types of risk together. This promotes the theory that if we can manage mental distress more effectively then we could also substantially reduce risks from (and costs of) offending, victimisation and vulnerability.
If we can manage mental distress more effectively then we can also substantially reduce risks from (and costs of) offending, victimisation and vulnerability.

Chapter 4: 
A Unified Vision: Integrate, Engage, Track, Build
You may be thinking by now that SIM is going one step too far by introducing police officers habitually into clinical teams and pathways. IF this is you then I invite you to review for a moment the various recommendations that people far more clinically experienced, qualified or respected than me have already said. I have selected 9 of the most significant documents, studies, reviews or reports in the last decade that have made observations and recommendations about what needs to change. Here they are in 

chronological order:
The Bradley Report 2009
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In 2009, Lord Bradley (The Bradley Commission Briefing 3: Personality Disorders and Complex Needs, 2015) conducted a root and branch review of mental health and the criminal justice system. One specific area he examined was ‘Personality Disorders and Complex Needs’ and in doing so, he made a number of recommendations. They included:
· Multi-Agency working, not the NHS working alone.

· Developing and training staff as a multi-agency workforce.

· Pre-treatment: giving service users time to acclimatise to treatment pathways 

· Offering the person with lived experience practical support as well as clinical support.

· Building relationships with each individual in crisis. Developing rapport, trust and honesty.

· Space for people to express emotions so that social and emotional loneliness is reduced. 
· Providing positive environments that do not mirror negative histories.
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NICE Guidelines 2009

The National Institute for Health and Clinical Excellence also published their guidelines on the management of Borderline Personality Disorder in 2009. (NICE, 2009). It included specific recommendations on the design of services within NHS Trusts. These guidelines are due for review in 2017 and are simply guidelines, (i.e. not policy and not law) but they do form a solid clinical foundation on which to develop any model of care. The guidelines recommend the following: 
1.5.1 The role of specialist personality disorder services within trusts

1.5.1.1 Mental health trusts should develop multidisciplinary specialist teams and/or services for people with personality disorders. These teams should have specific expertise in the diagnosis and management of borderline personality disorder and should:

· provide assessment and treatment services for people with borderline personality disorder who have particularly complex needs and/or high levels of risk
· develop systems of communication and protocols for information sharing among different services, including those in forensic settings, and collaborate with all relevant agencies within the local community including health, mental health and social services, the criminal justice system, CAMHS and relevant voluntary services

· support, lead and participate in the local and national development of treatments for people with borderline personality disorder, including multi-centre research.
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‘Structured Clinical Management’ 2010
In 2010, Professor Anthony Bateman concluded that “Structured treatments improve outcomes for individuals with borderline personality disorder”. (Bateman & Fonagy, 2009)
In a separate presentation at University College London (http://www.ucl.ac.uk/psychoanalysis/people/pages/Anthony/structured_clinical_management), he also recommended the inclusion of specific elements of clinical practice, most notably
· Staff who choose to work with people with BPD 
· Staff who are enthusiastic, hopeful and welcoming
· Organisational willingness 
· Relationship, alliance and collaboration with the patient
· Empathy towards and validation of the patient
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Independent Commission on Mental Health & Policing 2013
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In 2013, Lord Victor Adebawole published a report about mental health policing in the Metropolitan Police Service. His report recommended many areas for improvement having identified several systemic weaknesses in partnership working when tackling mental health issues in the community. These included significant deficiencies in mental health awareness, training and policy, procedures to protect vulnerable people, inter-agency working, attitudes and behaviour, operational learning and internal policing culture.
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Mental Health Crisis Care Concordat 2014
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The following year, 22 national organisations leading healthcare and policing signed the Mental Health Crisis Care Concordat; a document that promised to deliver new levels of service excellence for people struggling with mental health issues. In particular, all signatory organisations made a commitment to 5 key patient promises. The first 4 promises are not directly relevant to HIU patients but the 5th promise makes the commitment to provide the right staff with the right skills for the specific needs of the service user. 
“I will get support and treatment from people who have the right skills”
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Centre for Mental Health 2014
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In 2014, the Centre for Mental Health identified 12 key components of a successful liaison and diversion service working with offenders with multiple needs (Durcan, 2014). Whilst many people who demonstrate high intensity demand have never and will never enter the criminal justice system in any formal way for criminal offending, highly intensive behaviours can frequently pose a risk of serious harm or disorder to members of the community and therefore most HIU clients do experience some form of contact with police officers for that reason. It is therefore arguable that we can benefit from this report by applying these recommendations universally (as both a preventative and reactive tool). 
The report recommended that:
1. Engagement with the service user was key.
2. The service user’s views and needs was core to any assessment process.

3. The team focused on the most basic needs first (shelter, water, food, medication etc.)

4. The model used a psycho-social approach (i.e. that it promotes psychological development and skills in relation to the social environment).
5. The team had a comprehensive knowledge of local agencies and the social and health economies.

6. The team was sufficiently resourced to connect people to a range of services

7. The team had immediate access to housing and benefits advisors.

8. The team was proactive and assertive. Proactive to the service user’s needs, providing a frequency of contact that dovetails with the needs of the client.
9. The team provides indefinite support for as long as the patient needs it.

10. The team adopts the needs of the police and other criminal justice agencies into the design.

11. There was improved mental health awareness among criminal justice agencies and staff.
12. Any diversion project was able to track and learn from outcomes.
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The Five Year Forward View for Mental Health 2016

This year an Independent Mental Health Taskforce published a five-year vision statement about the direction of mental health services. This report has been universally recognised by mental health professionals and should now be a core document for all mental health service providers when developing their services. 
In particular, on page 37, it states:
“Alongside new standards we need to see further innovation in three areas:

1. New models of care to stimulate effective collaboration between commissioners and providers to develop integrated, accessible services for all.
2. Expanding access to digital services to enable more people to receive effective care and provide greater accessibility and choice.
3. A system-wide focus on quality improvement to support staff and patients to improve care through effective use of data, with support from professional networks”.

                                   Street Triage Evaluation 2016
In 2013, 9 police forces were funded by central government to test Street Triage on behalf of the Home Office and the Dept of Health. The final report was published by University College London (Dr Bianca Reveruzzi, 2016). One of the key performance indicators in this report concerns whether or not Street Triage as a joint response model reduced the use of s136 overall. The table below (taken from the report) shows a fairly large variation in the results supplied by each force but some forces were able to demonstrate reductions in s136 use, some by around 25-27%. The average reduction however was 11.8%. The first observation I would like to make is that our own Street Triage project is producing s136 reductions far greater than 11.8% or even 27%. Our current reduction is 70% as you will see on page 63 but don’t let this figure fool you. I very much doubt whether our Street Triage is nearly 3 times more effective than any other police force or NHS Trust. I believe it is because we have developed our services further by operating 2 teams; a ‘reactive team’ (Street Triage) and a ‘proactive/preventative’ team (SIM mentoring). 

	Force area 
	Total s136 
figures before Street 
Triage 
	Total s136 
figures during Street 
Triage 
	Number of s136 
during Street 
Triage per 
100,000 
	Percentage difference 
(absolute number) 
	Change per 
100,000 

	Derbyshire1
	95
	71
	9.1
	-25.3% (24)
	-3.1

	Devon and Cornwall
	592
	500
	44.0
	-15.5% (92)
	-8.1

	MPS2
	205
	236
	18.3
	+15.1% (31)
	+2.4

	North Yorkshire
	62
	74
	64.9
	+19.4% (12)
	+10.5

	Sussex
	447
	365
	359.4
	-18.3% (82)
	-80.8

	Thames Valley
	418
	323
	48.5
	-22.7% (95)
	-14.3

	West Midlands
	759
	550
	42.3
	-27.5% (209)
	-16.1

	West Yorkshire3
	1092
	876
	124.3
	-19.8% (216)
	-30.6

	BTP
	NA
	7854
	NA
	NA
	NA

	Mean
	458.8
	374.4
	88.9 (50.2)5
	-11.8%

(-21.5%)
	17.5 (8.5)6


Secondly this report has been included in this section because one of the specific recommendations made by Professor Reveruzzi is that Street Triage is extended so that it operates 24 hours a day, 7 days a week. Their review strongly promotes and endorses police and mental health teams working together, not just some of the time but all of the time. This I believe will challenge anyone holding the view that “It is OK for the NHS to work in the police’s world but it isn’t OK for the police to enter the NHS”. 

Evaluation of the Crisis Care Concordat Implementation 2016
Finally, we focus on the findings of the McPin Foundation who were tasked with assessing the impact of the Crisis Care Concordat. We have already discussed the Concordat above within this section by reviewing the core objectives of this national strategy but in 2016, this evaluation of the Concordat (Susanne Gibson, 2016) was published. It recommends that the partnerships and collaboration between agencies should be continued and built on, most notably:

1. Combined data sets from police, housing, social services, general practice, as well as statutory mental health services.
2. Build on the work already in place to consider the specific needs of vulnerable and excluded groups, including people in the criminal justice system and people with learning difficulties.
3. Embed partnership working into routine practice at local level, providing leadership and ensuring accountability.

Conclusion

As you can see therefore, the SIM programme is a direct response to the unified voice of several of the UK’s leading organisations or experts in the last 7 years. If you combine all of these 9 sets of recommendations together on the same page and then design the solution, you will get a support programme that will provide the following 4 functions:
 It will: INTEGRATE
It injects policing principles and methodology into the center of high intensity risk management
It does not allow the NHS to manage HIU cases on its own

It selects and trains staff who are PASSIONATE and WILLING to engage and support

It will: ENGAGE
It is RELATIONAL, PROACTIVE and REACTIVE to crisis patterns
It provides CONSISTENT and INDEFINITE support
It addresses PYSCHOLOGICAL, SOCIAL AND FORENSIC issues at the same time
It will: TRACK

It develops continuously from the tracking and analysis of DATA AND OUTCOMES

It will: BUILD
It develops and evolves wider TRAINING programmes that are disseminated to others

It seeks to expand best practice through a dedicated RESEARCH PROGRAMME and PROFESSIONAL NETWORK
Do this exercise for yourself and you will get SIM (or something similar by a different name).

Chapter 5: 
The Pilot: Integrated Recovery Programme (2013-14)
Back to the SIM journey now.

Around May 2013, frustrated that nothing we were doing appeared to be helping these 8 intensive and complex cases, I identified a possible solution. My thoughts went something like this: 
“What if we introduced a police officer into the care pathways of these 8 service users? An officer could bring a different set of boundaries to the behaviour being displayed whilst at the same time develop a better relationship with the patient. The police officer could feel and sound a bit like a nurse with a really gentle, compassionate and clinically focused approach. They could consistently reassure the service users that the goal was clinical recovery and not criminal justice outcomes but they could also highlight and openly discuss the more serious consequences if the individual continued to make the same choices. An officer could work personally and patiently with the most intensive patients over a longer period to gradually encourage and support different, healthier outcomes”.

I spoke to the staff looking after these 8 individuals, I persuaded 6 of the 8 patients to speak to me and I named the idea: Integrated Recovery Programme (IRP). I started with a blank sheet of paper and no clinical training. The only qualities that I could bring to the table were compassion, patience and authenticity and the only experience I could provide was 17 years as a cop and 15 years as a service user. I simply laid out my idea as honest as I could with both the service users and their community nurses; that I wanted to meet with them, I wanted the police to be better at supporting them and I wanted to keep everyone safe and out of trouble. 
From July 2013 through to December 2014, I met with these 6 patients whenever we could. I didn’t go to every clinical support session because I felt that it was vital that the patients had private time with their care coordinators but I arranged to meet the service user and their care coordinator between once and four times a month (depending on the intensity). We spoke about many things: we discussed their life history, their diagnosis and the struggles they were having with disordered thoughts and emotions. I also brought to the meetings records of everything that I knew had happened to them since I had last met them. Sometimes they laughed with me, sometimes they shouted at me, occasionally they would even storm out of the room but amazingly, they always came back. I learnt what to say and what not to say, how to ask questions without offending or causing upset and what professional changes police officers could make to better support them. We also agreed on what they should do to help themselves when they became distressed. Gradually we were able to write response plans and publish those response plans onto call management systems so that response staff could then respond to them more like ‘known individuals with emotional difficulties’ than ‘random strangers causing irrational and irritating problems’.
Seventeen months later, in February 2015 I asked every member of staff I had worked with to meet with me so that we could openly discuss the pros and cons of the work we had completed with our service users. We identified that 5 out of the 6 patients had made significant progress in many of the areas we had measured. All of these qualitative and quantitative results can be found in the 2015 Pilot Report (Jennings, 2015). This report has since been the subject of academic scrutiny published in a second article (Matheson, 2016).
5 out of 6 patients had made significant progress in many of the areas we had measured.

Most notably, the results of the pilot showed:

· A complete elimination of s136 detentions by all 6 service users by the end of this period
· A significant reduction in the use of Ambulance and Emergency Department to a more clinically appropriate demand
· A reduction in telephone calls made to services
· Improved attendance at NHS treatment sessions 
· Healthier and more effective clinical relationships with care coordinators
· Only 1 criminal arrest made

In addition to the demand statistics, the care coordinators responsible for these individual service users also reported back significant improvements in how they were being professionally impacted by their clients and how the relationships with them had improved.
A change of name
Following this pilot, I attended the BIGSPD 2015 conference and as a result, decided to change the name of the programme from Integrated Recovery Programme to Serenity Integrated Mentoring for 3 main reasons:
1. To remove the word ‘Recovery’ which I felt placed too much pressure on everyone in a SIM case to ‘perform’; a valid point that was made at the BIGSPD 2015 conference.

2. To introduce the word ‘Mentoring’. One of the earliest lessons learnt was to promote to each person with lived experience, a deeper sense of personal responsibility. Mentoring gently promotes this message.

3. To add the ‘Serenity’ brand name, to highlight the origins of the model.
Chapter 6:
Working with the Police: What the clinicians say
Vicki Haworth is a registered mental health nurse and independent nurse prescriber. She has over 20 years’ experience working in acute mental health services. The majority of this time she has spent leading and managing the island’s busy acute inpatient ward. For the last two years she has been the Clinical Team Leader of the Island’s Crisis Resolution and Home Treatment Team. This team encompasses Home Treatment and the 24-hour Crisis Response Service including Operation Serenity, Mental Health Single Point of Access, Psychiatric Liaison Team and the 72-hours assessment bed team. She is now the Mental Health Innovation Lead for IOW NHS Trust.  

In this, the first of three chapters by me, I will aim to address the understandable concerns of anyone who thinks it is inappropriate to use a police officer inside NHS mental health services. The range of opinions and emotions on this topic will probably quite vary quite a bit from:
At best: “I’m just not sure it would work” or “I am feeling a little uncomfortable about this proposal” 
to

At worst: “I am so angry that the NHS is going to use the police to ‘crack down’ on mental health patients”

Isn’t this whole thing simply one step too far? 

Before we touch upon the feedback from the Mental Health staff, I would encourage you to read the earlier section called: A Unified Vision: Integrate - Engage - Track - Build from page 27. That section outlines what the clinical experts and national reviews have recommended when it comes to designing new ways of supporting people with lived experience of mental health crisis and associated disorders. They all actively encourage integrated working, they all recommend that NHS doctors and nurses should work alongside the police to achieve the most appropriate, consistent and transparent outcomes and they all suggest specialist training for police officers. If you have already read that section, then I hope that it has started to reassure some of the concerns you will have. 
I would like to invite you now to read some of the observations that some of my NHS colleagues have provided about working as part of a SIM team since July 2013. We will start with my colleagues within mental health. These clinicians work in a variety of settings because SIM has impacted on the whole of my mental health service. Following that, we will hear from a leading Consultant with emergency medicine who will describe both the current benefits of SIM and the potential for the future:

Mental Health Staff:

“We only introduce a police officer when we agree it would be helpful”

“A police officer is only used when there is a collective agreement that the service user would clearly benefit from the officer’s involvement. SIM isn’t about the police service walking into the NHS and just arresting the people who use our services. It is about the police service providing highly skilled and well trained officers to ‘walk in the room’ when clinicians ask them to”.

“The NHS no longer manages these risks alone”

“Our most intensive patients can create risks so high that we find it impossible to manage these risks without support. The old way of managing risk (if it became too high) was to pick up the phone and call the police. It was as if we handed them over to the police to get on and deal with it. The truth however is that when risk goes through the roof and impacts the wider community, it is both the NHS and the police’s role to manage it”. 
“Mental Health teams no longer work blind”

“Because we have a full time police officer working in the same office as our community staff, the amount of risk data we can now access in an emergency is incredible. Our SIM police officer has a mobile data terminal linked to police systems so we can assess risk really fast. The SIM team allocated to each service user can do far more to manage dynamic risk than any multi-agency case conference can achieve and the operational guidance to frontline staff through care and response plans can be changed on a daily basis.”

“A fresh start for all” 

“When a police officer is introduced into our care pathways, things can change for the better. Clinical relationships between client and nurse can sometimes get stuck in a rut. It can at times become a really stressful experience and the therapeutic relationship can feel like it is going no-where. In the worst cases, the relationship has become so intense that subjectivity starts to take over from objectivity”. 
The SIM police mentor brings a fresh perspective to many of our cases. SIM police officers can: 
· help the NHS to redefine the parameters of clinical relationships

· mediate tricky problems out of the way
· remind everyone that the NHS simply provides a range of services

· help to kick start new momentum and 
· find new ways of thinking.
“Service Users understand that all risks and behaviours are discussed”
“Often in these types of cases, it is not until agencies get together, that the full extent of the service user’s behaviour can be compared and mapped. When we do this, we sometimes find that a service user has behaved in different ways with different agencies. I don’t believe that these behavioural adaptations promote consistent and healthy coping mechanisms but the service user will continue to use them on the assumption that none of the agencies are talking to each other. When a service user starts to realise that all of the incidents are being identified and discussed in one unified conversation and that they are invited into this conversation, then they start to make progress in much healthier ways.”
“A more consistent approach towards behavioural responsibility”

“Through joint working, we are able to manage both the emotional needs and the behavioural needs of the service user. They are supported to work through their difficulties whilst being expected to address any inappropriate behavioural responses that impact negatively on others. Historically, hospital environments alone have not achieved this and service users have adopted a view that their behaviour is part of the ‘illness’ and that they are not responsible for it”.
“Our use of hospital admissions has changed”

“Hospital admissions have been reduced for these individuals. Our historical response to escalations of emotions and inappropriate behaviour has been to ‘hospitalise’ service users. Through the SIM programme, there is a higher expectation on the individual to manage their behaviour and adhere to societal norms whilst still being supported and it being recognised that they struggle with controlling their behaviour. This has resulted in individuals adopting more adult approaches to their problems and the negative effects of being institutionalised reduced”.
“We say ‘It could’ – police say ‘It will’”

“The NHS was created to care for people so when our service users require a more assertive approach, we are often not fully equipped as nurses to do it. This doesn’t just apply to mental health service users. It can also apply to any patient who needs to find the motivation to make fundamental changes in their lives. The police can however help us in these situations. If you combine the compassionate skills of the NHS and the behavioural management skills of the police and fuse them together somewhere in the middle – that’s basically what SIM provides”
If you combine the compassionate skills of the NHS and the behavioural management skills of the police and fuse them together somewhere in the middle – that’s basically what SIM provides.
“A fighting chance to avoid the criminal justice system”

“We know that prisons are packed with people with Personality Disorders. Hundreds of them don’t need to be there if we can work with people earlier on. Even if people living with mental health issues do go to court or prison, it is still not a lost cause; in fact, prison can sometimes be the only thing that will make the individual want to do something different in their lives. If service users come out and want support, SIM can help them not to go back again.”

“More consistent application of criminal justice sanctions”

“Many of our patients have regular contact with the police service. SIM is great at linking up mental health and police officers in these critical moments. Our SIM response plans can help officers make really solid decisions about how to respond to behaviour. On one hand, I have seen officers think more about their decisions not to detain or arrest and try alternative options. On the other hand, I have also seen officers go straight to arrest because they are better briefed about whether mental illness was or was not a defence. Setting and then reinforcing boundaries is really important with some of our more complex clients who are struggling with consistent, healthy thinking.”

“We are now working upstream”

“When we first started SIM (as the IRP pilot), we naturally prioritised the really intensive cases that had been causing massive demand for us every week. Now, two years on we don’t have those kinds of case profiles anymore. We don’t have patients who have been calling 999, going to ED and deploying ambulances for weeks on end. SIM is now working with service users who are starting to show the first signs of this type of escalating behaviour. We are now working upstream of the full crisis”. 

We are now preventing intensity upstream of the full crisis.
“Police presence in our team has so many other benefits”

“Outside of the case management work, our SIM police officer also engages informally with other less intensive clients. These could be one off conversations to check on their welfare or to challenge anti-social behaviour. It could be visiting a service user who has displayed their first high risk, suicidal behaviour in public to see what can be done to support them more before the second incident or it could be to help a situation on a ward between a patient and member of staff. Instead of 21 s136 admissions into our ward a month, we now have an average of 3 a month. More bed spaces allow us to pre-plan admissions instead of fire-fighting all the time. For a long time (as nurses on the inpatient wards) we had tolerated bad behaviour, aggressive outbursts and assaults. Some patients genuinely lack capacity due to their delusional beliefs and we know this is part of our job but others would choose to drink alcohol, take drugs or legal highs making them aggressive and dangerous to others. Other patients would just have these kinds of outbursts as a result of their emotional instability. By involving our SIM officer when these type of incidents have occurred we have seen a real reduction in violence and aggression on our wards. Our ward environments are becoming calm and therapeutic and a place where people can feel safe”. 
SIM enables staff to have hope with cases that often feel stuck in terms of poor engagement and challenging behaviours that seem to be preventing any chances of recovery.
“The SIM officer and programme have dramatically improved our working relationship with the police. The ward staff have a clear contact and the opportunity to discuss cases where we think that SIM may improve future engagement and treatment outcomes for the Service User. It enables staff to have hope with cases that often feel stuck in terms of poor engagement and challenging behaviours that seem to be preventing any chances of recovery for certain individuals”.
“The police can adopt less controlling responses”

“Both the NHS staff and police have been able to benefit from learning from each other’s approaches meaning that this can benefit other service users also in varying situations. The whole service is adopting a different approach of not accepting behaviour that impacts negatively on others whilst the police are able to adopt less controlling responses to that behaviour”.
Emergency Department and Ambulance
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Dr Rob Andrews - ED Consultant and Clinical Lead Isle of Wight Ambulance Service
“The SIM program and Serenity have presented an incredible opportunity for police, mental health services and emergency and urgent care services to work together in managing some highly complex patient behaviours. In addition to reducing the requirement for mental health patients presenting in crisis to be detained under section 136 of the mental health act (a proportion of whom are presented to our already overcrowded emergency department), SIM/Serenity has been invaluable in managing high intensity users of the Ambulance and Emergency services. High intensity users represent a subset of Emergency Care patients whose needs are highly complex and predominantly not met by traditional healthcare responses. Within this group are patients with chronic physical and mental health problems, personality disorders, and patients who engage in generally antisocial behaviours to the detriment of other service users. They require careful management to see their needs are effectively met and their behaviours are managed. This requires a consistent multi-agency response and we have found an approach where Health manages individual clinical risks and SIM/Police set personal boundaries that encourage positive behaviours in these individuals has been very effective.

We have seen drastic reductions in service usage by many patients where the joint approach has been applied without harm or adverse effects. The approach has been beneficial to the recovery of many of our high intensity users and has effectively rationalised their care. The effectiveness of the approach has been set out in a number of reports and case studies.

I truly believe for the small minority of patients that fall into this category this is the only effective approach that does not deny them health care but ensures this care is matched to their real needs.

This multiagency care planning, working across boundaries, and utilising the unique skills of the components of the team has the potential to dramatically improve the management of a highly problematic group of patients who are resistant to traditional models of care delivery.

In short the traditional system approach does not work for this group so the system needed to be changed and tailored to their particular needs for their individual benefit and for the benefit of other service users. SIM/Serenity is a crucial part of this modified response and I look forward to the further development of the model and its expansion to include more patients with physical health needs (rather than predominantly mental health needs) as I believe this will be possible with community based health practitioners such as community matrons and ambulance emergency care practitioners working alongside SIM and community mental health teams.

The potential to avoid hospital attendance and admission and the gratification that accompanies that, with no clear benefit, for some High Intensity Users, is a productive step on the road to recovery for these patients. This would be impossible without the boundary setting function that SIM offers”.

Chapter 7:
Service User Outcomes
Vicki Haworth is a registered mental health nurse and independent nurse prescriber. She has over 20 years’ experience working in acute mental health services. The majority of this time she has spent leading and managing the island’s busy acute inpatient ward. For the last two years she has been the Clinical Team Leader of the Island’s Crisis Resolution and Home Treatment Team. This team encompasses Home Treatment and the 24-hour Crisis Response Service including Operation Serenity, Mental Health Single Point of Access, Psychiatric Liaison Team and the 72-hours assessment bed team. She is now the Mental Health Innovation Lead for the IOW NHS Trust
In the previous chapter I discussed the benefits of SIM to both NHS staff and professional practice. In my second chapter, I would now like to focus on some of the positive outcomes we have witnessed with service users who have engaged with the SIM programme. You may in fact be a service user reading this thinking “Why would I want a police officer involved in my care?” but if you have been approached and invited to be supported by the SIM programme, then it is more than likely that you are experiencing some of the following difficulties in your life:
· You may be struggling to manage impulsive emotions.
· You may be using drugs or alcohol to try and manage these emotions.
· You may be using self-harm to manage these emotions.
· You may be feeling alone and experiencing relationship problems with friends and family.
· You may be feeling hopeless about your future and have no clear direction.
· You may be having thoughts of suicide.
· You may feel like you need help but you don’t know what help you need or how to ask.
· You may feel frustrated, aggressive or angry and showing these emotions to others.
· You may be at risk of losing your home or other support services due to your behaviour.
· You may be having regular contact with the police and may have even been arrested.
· You may feel like your life is spiraling out of control.
SIM works on the assumption that this is not where you want to be or how you want to feel. SIM exists to support service users in avoiding further negative experiences and consequences. SIM aims to empower service users to regain control and develop healthier choices. In our experience, you are more likely to succeed in these goals if you are supported by a multi-agency team who are skilled in prevention and problem solving. A SIM trained police officer brings unique skills to this team that will help you feel safer, can provide clear and achievable boundaries and can help you to see the police service as an organisation that fundamentally wants to help you. Here are some examples of how SIM teams have helped some of our service users who have engaged with our team (names have been changed to protect identities):
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I hope that by outlining these cases, you can clearly see that SIM keeps the welfare of the service user at the centre of everything it does and can offer highly flexible support in sometimes highly complex and risky circumstances.
Chapter 8:
Supported by SIM: My interview with Andrew
Vicki Haworth is a registered mental health nurse and independent nurse prescriber. She has over 20 years’ experience working in acute mental health services. The majority of this time she has spent leading and managing the island’s busy acute inpatient ward. For the last two years she has been the Clinical Team Leader of the Island’s Crisis Resolution and Home Treatment Team. This team encompasses Home Treatment and the 24-hour Crisis Response Service including Operation Serenity, Mental Health Single Point of Access, Psychiatric Liaison Team and the 72-hours assessment bed team. She is now the Mental Health Innovation Lead for the IOW NHS Trust
In the past two chapters I have examined the reasons why people would be concerned about using SIM and have hopefully allayed most of those concerns. I have also highlighted some of the cases that we have been managing to show you that SIM can and does work for a wide range of service users. 

In this, my final chapter, I interview Andrew, one of our service users who has been supported by a SIM team for 7 months now. Andrew’s highly intensive behaviour had been causing significant demands on police, ambulance, the crisis mental health team and ED for some considerable time. Andrew has a criminal record and has been in prison on two previous occasions for threatening and violent conduct towards his parents. He is also a former heroin user. His crisis behaviours were extremely high risk and included jumping into the sea from a pier and attempted hangings within ED and on the ward. It was a minor miracle that by the time SIM intervention started, Andrew was still alive. Here, seven months on, I visited Ashley at home to find out how he was getting on.

Vicki:

So Andrew, can you describe what your life was like 18 months ago?
Andrew:
I didn’t care. Things were really bad. I was getting into trouble and I didn’t know 

what was wrong with me. I just didn’t care.


Vicki:

You did some pretty risky things then didn’t you, showed some risky behaviours?

Andrew:
Yeah, I just didn’t care if I lived or died.


Vicki:

Can you describe your life now since the SIM intervention started in November?

Andrew:
It’s going well. The last few months I have stopped taking my injection. I still have bad days but on the whole, things are really good. I am seeing the kids. I have got a small gardening job and I am repairing my relationships with my mum and dad. I think I was one of the first to go onto SIM. I didn’t know what it was about at first and it was a bit of a pain cos you think “Oh…I gotta see a police officer” but you end up talking to them more as friends rather than seeing them as police officers. They have been a great help.

“I didn’t know what it was about at first and it was a bit of a pain cos you think “Oh, I gotta see a police officer” but you end up talking to them more as friends rather than seeing them as police officers. They have been a great help”.

Vicki:

Did the SIM team that started to support you make a difference?

Andrew:
Yeah, Paul (Sgt Jennings) got me the little job at A***** (local Christian community charity based from an old church building, ¼ mile from Andrew’s home) and I think just having them there changed my outlook. Before I didn’t want to go out and do anything.


Vicki:
Looking back 18 months ago, you would have a crisis and done something quite dramatic and ended up being picked up by the police, ending up in A&E or in Sevenacres (Mental health ward) for the night. Do you think the police being involved in your care team made any difference?

Andrew:
Um…I learnt to respect them a little bit more. I have never had any respect for the police when I was younger so they have done a few bits for me and in return, I have done what they said really.

Vicki:

Has police involvement changed your perception of the police?


Andrew:
Yeah
Vicki:

Do you think it’s OK that the police are working in a Mental Health Team?

Andrew:
I think it helps because I have been to prison twice and on both occasions…the first time it was a fight with my dad and the second time I didn’t know what I was doing and I sent a text message telling my family that they could burn. The text message was sent onto the police and they said it was ‘Threats to Kill’ so they put me on remand straight away and it was just horrible….just not being on the right medication and so I thought “Well…if they are not going to listen to me, I don’t want nothing to do with them”. 


Vicki:

So how did you feel about them when you came out of prison?


Andrew:
Well I kept arguing with them as they put me on probation for a year and I said I just didn’t know what I was saying. But I can see where the problem was now but we weren’t getting to the problem cos I was just being chucked in jail and they cut down on all sorts of medication in there………………..but Paul (Sgt Jennings) has been fair….he’s been really good.


Vicki:
Did the support that Sgt Jennings give you differ from the support from PC Metcalfe (who took over the SIM role from Sgt Jennings)?

Andrew:
No they were both as good as each other. They both put in 100% all the time.


Vicki:
Do you think you could go back to the police if things started to go wrong and you felt you were heading for a crisis again?


Andrew:
Yeah…I think that’s a nice thing…if things do go wrong. Now that I am getting better, that is the one thing that I am worried about now: is getting ill again. It’s nice to know that if there is police involved, then….well…you don’t get away with what you have done, it’s just that they deal with you in a different way. I think that’s helpful for other people that are on it as well.


“You don’t get away with what you have done, it’s just that they 

deal with you in a different way”
Vicki:

So that’s a really good statement you just said…that you ‘don’t get away with it’?


Andrew:
No but you are explained a bit differently and they understand that you haven’t been well……


Vicki:

Do you think more people could benefit from this approach?


Andrew:
Definitely, yeah. I have got more sorted out in the time I have been with Lesley (PC Lesley Metcalfe) and Paul (Sgt Jennings) than the whole time in hospital who just treat you like “Take that (pills) and go away” but it has never sorted anything out. They decided to put me on an injection. I don’t think they explained the symptoms and side effects and that was a horrible drug to be on and come off.

Vicki:
Looking back now, do you think it was the medication that made the difference or the support from the team?


“I have got more sorted out in the time I have been with 

SIM than the whole time in hospital”
Andrew:
I think it was both. Since I was last in hospital everything has been so manic. I have had weekly appointments with my support workers. At one point I was seeing Lesley every week. So they have just got me into a routine really.
Vicki:

So was 
part of it knowing that you were in a routine?
Andrew:
Well they got me into a routine and a little job. They also said “that just cos we are finished now it doesn’t mean you can’t come back and ask for more support”. I think the next step is to see how I get on at A***** because I am not ready to go back to full time work yet…he (Paul) said that he would try and get me a position up at the hospital just pushing people about (volunteering as a hospital porter) and I said that is something that I wouldn’t mind doing. They (SIM team) will keep you busy and they also put me back in contact with the college which starts in September. They don’t sit back and do nothing. They are a good team.

Vicki:
We think you have done amazingly Andrew. That’s not to say we think you are fully recovered and that there won’t be times when you have bad patches again. The reality of your condition is that you will have ups and downs through the years but you know there is a good team out there that will support you. Would you now be interested in helping us to help other people?

Andrew:
Yes. I worked in a fish and chip shop but when I was put on certain medication, my boss wasn’t happy with me cooking so he said “You can always come back…just get yourself better”. But I am looking for something different now. I’ve only had two good months which isn’t a long time but I am looking to do something else and that includes talking about what I have been through as that will help me as well. I have just fixed my relationship with my dad and we haven’t spoken for six years. We are going out kayaking next weekend. I sat down with my Dad and explained what medication I was on and asked him if he wanted to ask any questions. He told me he didn’t know I was ill. We agreed to leave the past in the past and start afresh. My mum texts me every week now just to see how I am doing so I am fixing things with my family but I don’t really want to go back to the chip shop. 

“I have just fixed my relationship with my dad and we haven’t 

spoken for six years. We are going kayaking this weekend”
Vicki:
So you would be interested in helping us? Because what you are saying is that if a police officer had been involved with you prior to going to prison, it may not have ever happened. So SIM is sometimes about preventing people from going to prison….

Andrew:
There is no mental health care in prison. They say there is but there isn’t. I was on a lot of diazepam before I went in but I was like an old man by the end of the (first) week because they just stopped giving it out. I was on the Rehab Wing and I felt like an old man. I felt sick but I didn’t have any support in there. It would be nice to get involved, especially with the young ones. It’s coming up for 6 years since I last took (class A) drugs. I smoke the odd joint now and again but the drugs have gone. At my worst point I was on heroin – I didn’t care back then but now I want to get involved as its no life getting involved with drugs. I have learnt how to cope with keeping myself cheerful. I have been making myself go out. I had been hiding inside for days on end. It would be nice to get involved and to stay feeling the way I am feeling at the moment. And I would do it voluntarily as the one thing I like about it up there (A*****) is that I can phone H**** (manager) and say “I’m not feeling too good today” but if you have a job, you are constantly taking time off work. 

Vicki:

Is there anything else you wanted to say?


Andrew:
Only that they were saying that they were thinking about stopping Serenity (SIM) but it can’t stop and I feel I would be losing something then. They can’t really stop SIM as it does keep those with mental health problems safe…if you get into trouble with the police, there is now a better understanding between the police…….they understand a little bit more and use less force on you and you do keep yourself out of trouble if you know you have a policeman coming round your flat! (laughs)

Vicki:

But more importantly, it’s about the support is it?

“If you get into trouble with the police, there is an understanding 

between the police. They understand a little bit more about 

you and use less force on you”
Andrew:
The support has been great. They got me a little job. Keep’s me focused. At my worst I had to move out of my partner’s house.  We had been together 5 years and I was left ‘on my Todd’ again and things got really bad but now Vicky (ex-partner) is letting me see the kids again. Last week, I had two whole days out on the beach with them. I get to pick the eldest up from school again too. The rest of the week you need to keep yourself busy. I am going kayaking with my dad on Saturday so that will be fun. They just give you a bit of motivation

“My ex-partner is letting me see the kids again. Last week, I had two whole days out on the beach with them. I get to pick the eldest 

up from school again too”

Vicki:
That’s brilliant. Thank you very much for speaking to me Andrew. When are you due to see your SIM team next?

Andrew:
In the next couple of weeks I think.

Chapter 9:

Reductions in crisis response costs
A message of reassurance to service users: People come first
Before I explain what we have found when examining the costs of tackling the challenges associated with high intensity patients and the savings that can be made, I feel that it is absolutely essential to explain one key point. Back in 2013, the service improvement ideas that I developed (that were to eventually evolve into SIM) were fundamentally driven by simple observations as a public service manager that what we were doing at that time simply wasn’t working for anyone. The service users were getting a pretty faceless, insensitive and inconsistent service and none of the crisis teams trying to help them had got close to understanding how progress could be made. SIM therefore was fundamentally created to solve problems for everyone as no-one involved appeared happy with the status quo. I want to repeat the core message that I made on page 13 and reassure anyone reading this document therefore that:

At no point was SIM developed to save money. It was entirely designed to encourage service users towards healthier and safer choices whilst at the same time, guide professional staff in how they could be more effective.
In February 2015, we then reviewed the pilot (it was still called IRP at the time) and I wrote a 10000-word report outlining what people were telling me. If you read this report for yourself, you will see that the staff interviewed were only asked questions about whether the pilot had resulted in healthier, happier and safer patients and more contented staff. Only when they said “yes!” and I knew that we had found a partnership approach that worked, did I make any attempt to assess what the cost savings had been. Even then, when I fired up my calculator, I just stuck to some very crude calculations into the costs of caring for one specific service user. Even at this stage, the question of cost savings was still a low priority in the journey. It has only been in the last few months (March 2016 onwards) that I have approached staff trained in ‘health economics’ to help me (A ‘Health Economist’ is a person who has been trained to use the right calculations and has access to up-to-date operational cost statistics). What follows therefore are all the calculations both made by me in 2015 and more recently by Matt Winkler, a health economist at Wessex Academic Health Sciences Network.

You will see that the figures are pretty impressive and the costs we can save are substantial if we use methods like SIM. However, no penny of savings is worth anything to me if I don’t keep patient safety and improved clinical outcomes at the forefront of the SIM model.


‘The cop and the calculator’: first attempt at cost reduction calculations

My first attempt to calculate any cost figures for HIU patients took place in February 2015. I have no training in health economics so I kept it really simple and set the following 3 rules:
Rule 1:  MEASURE ONE SERVICE USER ONLY - Identify just one service user who appears to be the most representative of all the HIU clients worked with so far.
Rule 2: ‘DIRECT’ COSTS ONLY - Only use ‘direct cost’ figures that we can prove were spent. Do not speculate on indirect costs or ‘opportunity costs’.

Rule 3: USE NHS COST RATES - Use agreed, standardised cost figures. Obtain the official charges agreed between NHS providers and commissioners

I identified one specific patient who I felt best demonstrated the most commonly encountered HIU profile. I shall call her ‘Jane’ but this was not her real name. Jane had been demonstrating repeat demand behaviours for 3 years before we engaged with her using joint mentoring sessions. Jane’s costs before engagement were as follows:

JANE (2010 – 2013)
POLICE DEPLOYMENTS TO LIVE INCIDENTS


52
Average time spent at incident by police


1 hour 19 minutes
Average cost of 2 police constables attending a MH incident
£45
CORE POLICING COSTS




£2340
MENTAL HEALTH ACT ASSESSMENTS (after s136)

7
NHS COST OF ASSESSING PERSON DETAINED UNDER S136 

£645
NHS ASSESSMENT COSTS




£4515
MENTAL HEALTH WARD ADMISSIONS



21
DAYS/NIGHTS ADMITTED




111
NHS COST PER DAY OF ADMISSION



£283
NHS COSTS OF WARD ADMISSIONS



£31413
ED ATTENDANCES





54
NHS COSTS PER ATTENDANCE (HIU RATE)


£80
ED COSTS






£4320
AMBULANCE DEPLOYMENTS TO LIVE INCIDENTS


40
COST PER AMBULANCE DEPLOYMENT



£208
AMBULANCE COSTS




£8320







------------------------
TOTAL PUBLIC SERVICE COSTS FROM JANE

£50,903
JANE’S COST PER YEAR



£16,968

This early attempt therefore to calculate how much a patient with HIU patterns of behaviour cost the 4 crisis teams (if they are not offered more support) pitched the annual cost at around £17000.

These figures began to show where SIM could possibly save money. The teams that would benefit the most were the Mental Health wards and the Ambulance Service, although the ED costs shown did not include any costs of scans or specialist treatment so the cost savings to ED would also have been fairly substantial if more treatment cost data had been collected.

Overall, by bolting together the reduction of mental health bed occupancy and the reduction in Mental Health Act assessments, it was very clear that the Mental Health team as a department of the NHS would financially benefit the most, receiving 71% of all operational cost savings (if SIM were to eliminate all crisis behaviour). The police would financially benefit the least but they would benefit the most in terms of preventing staff exposure to crisis risk (something that we cannot apply a financial value to but is a very welcomed development).

The Mental Health team as a department of the NHS would financially benefit the most, with up to 71% of all cost savings.
In the Autumn of 2015, 20 months after Jane’s last contact with the SIM team (and 6 months after I made these calculations), she was discharged completely from mental health services. SIM mentoring had triggered a new path, set healthier rules and helped to achieve a complete elimination in crisis calls to services.
Crisis response costs before and after SIM (4 cases)

By 2016 we had managed enough SIM cases to be able to do a number of things:

1. Review the costs of more than one service user. (We reviewed 4 of the original pilot cases).
2. Compare ‘before SIM’ and ‘after SIM’ operational costs to see what effect SIM had made.

3. Employ a qualified health economist to verify our calculations.

With Wessex AHSN’s assistance, we have produced new data that suggest quite startling cost reductions. Below is a graph that shows the total operational costs incurred by the 4 main crisis teams: Police, Ambulance, ED and Mental Health from the first 4 service users we supported through IRP/SIM work.
2011 and 2012   are the 2 years prior to any intervention – we will call 2012 (Y-1) and 2011 (Y-2)
2013 

       is the first year of intervention – we will call 2013 Year 0 (Y0)
2014 and 2015   are the first 2 years following – we will call 2014 (Y+1) and 2015 (Y+2)
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Key cost summary:

1. The total operational cost of all 4 patients over this 5-year period was £220,000
This data suggested a number of things:

1. Engagement with SIM mentors can radically reduce the risk of crisis behaviour.

2. Operational costs can be significantly reduced within 2 years of SIM intervention. 

3. SIM could have been used as a proactive intervention in Y-2 (2011) when costs were just beginning to escalate. SIM therefore has the potential to be used ‘upstream’ either with known service users beginning to show signs of intensive behaviour or with newly referred patients already displaying these high risk symptoms. This will help to ensure these crisis costs are never incurred.
SIM has the potential to be used ‘upstream’ either with known service users beginning to show signs of intensive behaviour or with newly referred patients already displaying these high risk symptoms. This will help to ensure these crisis costs are never incurred.

Crisis response costs before and after SIM (per patient)

Having studied SIM demand from the perspective of a small cohort of services users, we then focused on the average demand profile of these 4 cases. Wessex AHSN found that at the point of intervention (Y0) the average HIU client was costing the 4 crisis teams £19,800 a year (not far off from my initial calculations of £17,000 in 2015).
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We were also able to extrapolate the typical demand patterns for each of the crisis teams. In year Y0, the average HIU patient caused:
33 
Mental Health bed occupancies
29 
Police incidents
15 
ED attendances
11 
Ambulance deployments
4 
Mental Health Act assessments (following s136 detentions)
2 
Other NHS bed occupancies
Furthermore, we also calculated the operational costs each year of responding to and supporting an average HIU patient as follows:
Y-2
£7,480

Y-1
£16,200

Y0
£19,800
SIM commenced

Y+1
£9,400

Y+2
£2,600

Key Cost Summary:

1. Assuming that the intensity of demand would have continued from Y0 at the same level into Y+1 and Y+2, the costs prevented by SIM were therefore £10,400 in Y+1 and £17,200 in Y+2. This makes a total operational saving of £27,600 per patient (or £13,800 savings per year) for the first 2 years of SIM intervention.
On the assumption that without any intervention, the HIU behaviour would have stayed at the same level of demand, our data suggests that when SIM is used, it prevents £27,600 of crisis costs in the first 2 years for each service user.
Demand reductions for each crisis team?

In the two-year period after the start of the intervention, our data suggests that each of the crisis teams were able to benefit from the following reductions in operational demand:

Mental health bed occupancy: 

100% reduction
Police (all incidents): 


97% reduction
Mental Health Act assessments: 

94% reduction
Ambulance deployments: 


81% reduction
ED attendances: 



69% reduction
Other NHS bed occupancy:
 
57% reduction
Reductions in Operational Demand following 2 years of SIM mentoring

We found that when managed by a SIM team the first crisis demands that are reduced are the demands relating to the main 2 agencies in the SIM team: Police and Mental Health. Some service users continue to demand crisis services from the 2 peripheral crisis teams (Ambulance and ED). By bringing these 2 teams into the SIM team, we can start to make reductions in calls to these services too and direct the service user to healthier and more responsible alternatives when they are in crisis.

Reductions in s136 detentions & MH Act Assessments
The following graph shows all s136 detentions completed by police officers on the Isle of Wight before and after the commencement of:
 Street Triage, Integrated Recovery Programme and Serenity Integrated Mentoring (SIM) (July 2013). The graph shows 8 vertical columns showing 6 months of 
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data. You will see that in the first column (the grey coloured column), police officers were detaining 
around 15-16 people a month using their Mental Health Act powers. Then in the orange column we have the start of our Street Triage team which triggers the start of a slow reduction in the use of police detentions. These reductions are small as the team at this stage is only operating 2 evenings a week but they reduce from around 15 a month to around 12 a month. 

As we then progress through the pink column and the green column, you will start to see at the top that by this time that I had started the Integrated Recovery Programme pilot with our 6 most intensive service users and this manages to reduce the s136 rate again from 12 a month down to around 8 a month.
But it is the final stage where the biggest reductions are achieved; when we make the leap from a pilot project managing 6 service users to a commissioned officer working full time in various ways with 15-25 service users. Here was see a further reduction down to 5 a month (yellow column) and then 3 a month (navy blue column). It is SIM, we believe that has enabled us to deliver a ‘Gold Standard’ of care to patients in crisis and reduce use of s136 by 70%.
A question we are frequently asked about this 4 years of data is: 
Why did your s136 detentions ‘spike’ suddenly in July 2014?

The answer we think is: 
It was because of a batch of particularly harmful psycho-active substances (Legal Highs) being purchased in the community at the time.

On the right hand side of the above graph you can see for yourself that we have reduced s136 detentions by 70.2% in the first 48 months of Serenity. You can also see that this reduction of 120 detentions each year now saves our NHS around £42, 300 a year as they no longer have to pay for Mental Health assessments to be conducted. 
Below are the figures in more detail from 2012 – 2016.

[image: image17.jpg]Cost of Mental Health Act Assessments per year (Isle of Wight NHS Trust)

TOT/

OF HOURS
HP

N

2012-2013 | 182 96  £23040 £13754 £36794 £11520
13-2014 | 135 68  £14337 £9457 £23833  £8160

77 f15114

£21197  £9240

36 £6636 £

49 £9585  £4320





Chapter 10:

Commissioning the first SIM Officer (2015-2017)
How we selected the Officer


Selecting the right officer is without doubt the single most important decision in the entire process and we will be able to assist you with this. The officer needs to demonstrate all of the following attributes:

· Must have enough operational experience to have developed the widest range of communication skills when supporting people in crisis situations

· Must have a passion for preventative policing
· Must have a passion for mental health and a foundational understanding of how mental illness affects crime and disorder

· Must possess consistent and mature risk management skills
· Must be competent and confident to use ‘positive risk taking’ when making decisions

· Must be able to work effectively in small, intensive teams
· Must be genuinely compassionate towards vulnerable people but be able to demonstrate assertiveness when required
· Must be able to demonstrate patience and self-control in times of real tension and risk

· Must be able to write clear and concise reports
· Must be able to provide clear verbal and written updates to senior managers
· Must enjoy periods of working alone
· Must have a desire for continuous professional development
· Must be able to drive to and from meetings in different parts of the district
Selecting the right officer is without doubt, the single most important decision in the entire process and we will be able to assist you with this.
Here in Hampshire we were very fortunate, as we had operated our Street Triage project for over two years by the time we needed to select an officer so we had already seen which officers had excelled at mental health and which staff had gone beyond the call of duty to engage with the project. One officer stood out from the crowd for us, Police Constable Lesley Metcalfe.

How we track each case







Once we have identified a patient that needs support, we begin to gather core demand data from 4 different teams; Ambulance, Police, Emergency Dept and Mental Health. 
From these 4 teams, the gathered data shows us the following demand elements:

Number of ALL police incidents (not just mental health crisis)
Number of police detentions using s136 of the Mental Health Act

Number of Ambulance deployments

Numbers of ‘arrivals’ at Emergency Departments

Mental Health bed occupancy

Other NHS bed occupancy

We have developed individual demand graphs for each service user, an example of which can be found below (This is a real graph for a real patient but with the initials and age changed).
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The ‘escalation/de-escalation’ pattern either side of the SIM engagement line is the most common pattern found on all of our case tracking graphs. We will be constantly developing the data sets and graphs as we move forward.
How we support our SIM Officer
In order to support PC Metcalfe in her unique role, she is supervised by two managers; one manager within the police and one within the mental health crisis and home treatment team. Periodically she will attend a meeting where both managers will be present in the same room. In addition to this, PC Metcalfe attends ad hoc ‘clinical supervision’ sessions with a clinical psychologist attached to the NHS team where she works. Lesley is now a formally recognized NHS employee with an NHS ID badge, access to all mental health facilities and wards along with access to most computer systems.
Managing complaints and professional standards



One of the risks of this kind of work is the risk of professional complaints. SIM often involves conversations with service users who can behave in very challenging ways and despite the best efforts by the staff concerned, there is always a chance that the service user will respond by demonstrating high levels of emotion. At times, emotions can run so high that the individual being supported can direct their emotions back at the staff and in rare but extreme cases, they may even choose to contact their employers and make complaints. Some of these complaints can often be malicious and untrue and occasionally the complaint can involve serious allegations of gross misconduct. On one occasion, one such allegation made stated that a nurse had been drug dealing to patients on the ward. On another occasion the SIM police officer was accused of having made verbal statements in a SIM session earlier that day that allegedly had caused a service user to then attempt suicide. No session had even taken place! The officer wasn’t even working that day.
Whilst these types of complaints are rare, when they do happen (and they will), they can be potentially devastating. It is vital therefore that SIM officers are supported at all times and that risk managers and Professional Standards managers are pre-briefed of the SIM model, the role of the mentors and the ‘occupational hazard’ of serious but malicious professional allegations. 


Some of these complaints can often be malicious and untrue and occasionally the complaint can involve serious allegations of gross misconduct.
Developing ‘Tiers’ of SIM intervention


One of the ways in which PC Metcalfe has developed her work is by placing each individual service user into one of three intervention groups: Tier 1 – Tier 2 and Tier 3. 

TIER 1 – HIGH INTENSITY and HIGH RISK (Regular SIM Mentoring)

Tier 1 patients are the individuals who require very intensive engagement and who PC Metcalfe manage regularly using the SIM mentoring model. These patients are seen by PC Metcalfe and her SIM mentor colleagues between 1 and 4 times a month (depending on how intensive the behaviours). Tier 1 cases will require long term relationships built on trust and routine.

TIER 2 – EMERGING INTENSITY and/or EMERGING RISK (Sporadic SIM Mentoring)

Below these Tier 1 patients are a second category of service users who do not require such an intensive support team but who would benefit from the presence of a police officer to pre-empt any patterns of intensity developing. These patients are often identified through the level of risk they pose rather than the frequency they come into contact with police and mental health crisis teams. They may be experiencing a ‘season of risk’ where extra support is required but where the risk may pass as quickly as it arrived. This may be due to a change in circumstances or a lack of medication. 

TIER 3 – SINGLE CONTACT REQUESTS


Finally, PC Metcalfe also supports service users and staff to resolve ‘one off’ issues. Most of these cases will begin with some kind of request being made to PC Metcalfe from individual members of staff. Examples include meeting a patient inside a ward for a single conversation where specific problems are resolved, advice is given or where low level anti-social behaviour towards staff is challenged.

Chapter 11: 
UK Cost Saving Calculations

In order to calculate the financial benefits of developing a national SIM network, we need to answer the following 5 questions:


To try and answer this we asked 3 questions:
A: How many people live in the UK?

In 2014, the Office for National Statistics estimated the population of the UK was 64.6million. 
B: How many high intensity service users there are in the UK?

From our experience so far of managing high intensity mental health demand in a ‘closed’, island population of 140,000, we estimate that there are:

8 patients require SIM intervention at any one time. 

That’s 1 HIU case to manage in every 17,500 people in our own community
That means that on any day of the week across the UK, we think there maybe 3691 individuals needing more support.
C: How much could un-managed HIU cases cost the UK?

We know from our data on page 61`, what an average case can cost in the first, second and third year after SIM intervention. We have multiplied the Year 0 cost by 3691 (our estimate of the number of live HIU cases in the UK right now):

3691 cases x £19800 = £73,081,800 per year

To calculate how many police officers we would need, we have reflected on PC Metcalfe’s work so far and her capacity to manage multiple cases.

A: How many HIU cases could a SIM police officer manage?

From our 3 years of supporting HIU cases, we know that:

· Some of these individuals would require the SIM team to prevent escalation of crisis

· Some would need active and intense intervention for a current period of intensive demand

· Some would have been de-escalated and require ongoing support

· Some would no longer need SIM intervention but would need to be monitored in the community.

We believe therefore that 1 full time SIM police officer working in the NHS could support clinicians with 20 individual service users. 

B: How many SIM officers would be required in the UK?
IF our calculations are correct then a national network of SIM officers would therefore require 
184 full time officers to manage 3691 cases.

Assuming each officer costs £36000 (Top of pay range for an experienced constable)

COSTS OF COMMISSIONING of 184 SIM POLICE OFFICERS

£19,872,000
+

SIM TRAINING AND SUPPORT PROGRAMME 

FOR 184 OFFICERS (3 YEARS @ £1000 per officer per year)

£552,000


_________________

COST OF NATIONAL SIM NETWORK

£20,424,000

In column 1 are the annual crisis costs of 3691 patients in the first 3 years after first SIM contact.

In column 2 are the savings made from SIM intervention in the 2 years following first contact.
           HIU COSTS PREVENTED (Y0 – Y+1 – Y+2) 




     COLUMN 1




   COLUMN 2


Crisis Costs from 3691 HIU patients

Savings from SIM Intervention

YO


     £73,081,800

   

            
£0

Y+1


     £34,695,400


          
            
£38,386,400

Y+2


     £9,596,600



            
£63,485,200










__________________
TOTAL COSTS PREVENTED         


£101,871,600

TOTAL COSTS PREVENTED         



£101,871,600
- COST OF SIM PROGRAMME

£20,424,000
_________________
SAVINGS TO PUBLIC SECTOR
 


£81,447,600
As you can probably appreciate, this section is included to give you a representative picture of the costs and savings of building a network. It is currently impossible at this early stage to produce reliable calculations but these figures we think do illustrate that if one SIM officer can prevent crisis demand escalating by just two service users, then the cost of training and allocating that officer to SIM work can be fully justified and repaid and you can multiply this principle across the whole country.

Chapter 12:

Building a National SIM Network
The SIM vision




Now in year 3 of this journey, (with many service users now making excellent progress and with validated statistics), we can focus on expanding the conversation outside of our immediate area to other CCGs, NHS providers and police forces. This vision was developed fairly early on as you will see. Page 48 of the Pilot Report of the Integrated Recovery Programme (2013-14) shows that, even back in 2013, we had a passion and vision to develop a methodology that could be universally applied (not only in the UK but into other countries with similar public sector structures). Before we look at whether or not developing a national network is possible, let’s first look at the benefits of building one.
Benefits of a national network:

Take a look around you. What do you see? Do you see local multi-agencies all working in the same building using the same IT systems, talking to each other as if they all wore the same ID badges or do you see fragmented social care systems that still operate in Silos, led by people desperately trying to make things better on the frontline?

Do you remember any Serious Case Reviews you have read? What was recommended? Did they identify a systemic lack of communication and integration prior to the incident they reviewed or did they report that all organisations were found to be perfectly stream lined and that the death they reviewed was a ‘fluke’? Have things changed since the last one you read?
Consider the Crisis Care Concordat 2014. Was it written because standards of crisis care were already strong and we just needed to get a little better? Or was it created as an outstanding attempt to trigger some degree of co-ordination and focus between 20+ national bodies in the hope that the basic standards of crisis care for mentally distressed people would start to improve?
I think we all know the answers but it is these kind of questions that arguably form the professional foundation for the need to develop national networks of professional practice in mental health and policing; not after ‘a year or two’ or once a few areas have started their own projects and want to have a discussion but now, from day, together.

And it can be done. Take a look at how well the government has done at coordinating a national methodology in managing our most complex and intensive criminal offenders. Look at the network that has been created to support the staff that do this work. Integrated Offender Management (IOM) staff are now cemented into all key agencies for all offender management work at community level. They are recognized and embedded specialist police officers, probation staff and prison staff. Look at how the government describes IOM on their website:
Integrated Offender Management (IOM)

https://www.gov.uk/guidance/integrated-offender-management-iom
Integrated Offender Management (IOM) brings a cross-agency response to the crime and reoffending threats faced by local communities. The most persistent and problematic offenders are identified and managed jointly by partner agencies working together.
The IOM network:

· Provides a set of Principles
· Provides a set of operational Toolkits
· Provides national and regional Conferences
· Provides a workforce development programme
· Promotes collaboration with the 3rd sector and voluntary organisations

So, we can see that IOM is a network that provides protection for our communities, support for vulnerable people and operational leadership for our public services. Now transfer these principles, toolkits, networking events and workforce development projects across to helping highly intensive mental health crisis calls. Is it just possible then that the government could also facilitate the following?
Serenity Integrated Mentoring (SIM) promotes a cross-agency response to the needs of individuals with complex mental health issues in our local communities. The most persistent and challenging service users are identified and managed jointly by partner agencies working together.
Think about it for a moment: Is it fair that we have an entire National Offender Management Service (NOMS) dedicated to managing problematic and complex people after they have reached a prison cell but we don’t have any national service supporting problematic people who just happen to choose other complex coping behaviours? 
Why is it that distressed people who need intensive support (but don’t chose or gravitate towards criminal behaviour perhaps because they are struggling with a different type of personality disorder) DON’T get the same support as those equally in need of support but who display their distress through crime and disorder? Aren’t we talking about broadly the same life histories, broadly the same kind of emotional trauma, roughly the same type of emotional legacy, the same personal struggles, the same doubts, the same crushed self-esteem, the same anger and the same anxieties and depressive illnesses? But we have a whole national system in place for one set of challenging responses (anti-social and criminal behaviour) but nothing for everyone else who cope in less ‘offensive’ ways. Crazy when you think about it! 
Do the people in our communities who struggle with mental illnesses and mental disorders actually get a better response and more money invested into their care having thrown a brick through a window or repeatedly shoplifted than those who sit on the edge of a cliff or self-harm at home? 
In fact, are the people SIM work with deliberately shouting louder, making more frequent demands and taking more risks because nothing else will get their voices heard? Does intensity win if nothing else works? Is the lack of investment, integration and prevention in mental health pathways actually a root cause of the high intensity problem?

Are people shouting louder, making more frequent demands and taking more risks because nothing else will get their voices heard? Does intensity win if nothing else works?

If you are reading this and you want to tackle a high intensity problem in your local teams:

Please, please do not do it on your own.

Contact us

Work with us

Share with us

Train with us

Grow with us

We want to learn with you and from you.
Please do not go it alone.

Chapter 13:

Building a SIM Training & Development Programme

We are already in the process of developing the training and development programme but here is a full run down of how we see it working:
Stage 1: 4-Day Residential Course
Staff who have been nominated or selected to be SIM trained attend a 4-day course in Hampshire where they learn the core knowledge and skills to then go home and begin engaging with high intensity cases. We will not be able to teach everything that we have learnt in 4 days but we will be able to give a solid foundation that will provide a sound level of understanding and confidence. The course will be modular in content as it will provide the initial modules of what will then become an online learning journey.
Stage 2: Online Modules
Having attended the residential course, the delegates are then supported on-line with our password protected portal. They will be supplied a username and password on day 4 of the course and shown how to use the portal.

· They will be able to access all the course material online by logging into this password protected website.

· They will also be provided with their own online space to record either a written or video diary of their work. This will allow the Programme Team to observe how each officer is getting on and whether there has been anything that is particularly successful or unsuccessful. 
· The Programme Team will also post regular videos giving updates on the programme.
The Modules are split into 4 categories





Stage 3: Support

Telephone and email support



The Programme Team will also be available during the working week for advice. We hope to provide a dedicated phone number that any SIM officer can call from 0900-1700 Monday – Friday.
Supervision Visits









We also hope to be funded sufficiently so that SIM trained staff in each operational district or Trust area can be visited by the Programme Team at least once every 6 months for 1:1 support sessions, during which they can review the progress being made with all their service users and the performance data collected.


Stage 4: CPD workshops and further on-line modules
Our vision is that twice a year, all SIM trained officers will be asked to attend 1-day CPD Workshops where further training will be provided (off the back of lessons learnt or questions asked around the UK) and where we can discuss any specific problems or issues. 
As you can imagine, it is early days and there is a lot to achieve over the coming months and years if we can build this network but hopefully you can see and feel the vision already.
Chapter 14:

Acclimatising to new ethical and cultural challenges
Collaborative working

Projects like SIM pose unique challenges to all involved as they not only promote different methods of working but these methods also push against traditional pathways, expectations and cultural codes. The thought of meeting or even seeing a police officer within a health care setting can itself cause understandable anxiety. Asking service users to then speak to or even work with that officer presents even more of a challenge, as it would be very easy to misinterpret the intentions of that officer (if they are associated with more traditional stereotypes of the police service). 

Times however are changing and the expectations of professionals from all statutory organisations to work with each other, to share information and to find solutions in multi-agency teams is now the norm. Some teams have been doing some incredible, joined up work for years whilst others sadly are still operating in their own little worlds, oblivious to the fast moving environments around them. The most common factor that will influence whether a team is able to constantly adapt to change is the quality and style of leadership.
The expectations of professionals from all statutory organisations to work with each other, to share information and to find solutions in multi-agency teams is now the norm.
Collaboration is not new. The government made some areas of partnership working a lawful requirement nearly 20 years ago with statutory powers such as Section 17 of the Crime and Disorder Act 1998 (which requires the police service and local authorities to place the reduction of crime and disorder as the number one priority in everything they do). The NHS was not affected by this legislation but the last decade has seen local policing teams showing an increasing desire to solve underlying problems with every health agency they can work with. Police teams have become increasingly knowledgeable and skilled in identifying underlying root causes of the community issues they manage and have become more consistent in appealing to partner agencies to solve problems at source.

Secondly, the really tough economic conditions in the UK in the past 7-8 years have also magnified the need for all agencies to pull resources. This in turn has in fact encouraged many collaborations and efficiencies that would not have occurred otherwise and that will leave a really positive legacy. Having no money can bring out the best in us all. We should embrace it, not fear it.
Thirdly and more recently, the police service has been required by central government to focus heavily on the professional experiences of the people it serves. Objectives like Victim Satisfaction, once a wholly foreign concept to officers is now part of everyday language and operational priorities.

Objectives like Victim Satisfaction, once a wholly foreign concept to officers is now part of everyday language and operational priorities
And finally, we have the most recent developments in public service funding rules set by central government. Rules that are going to make arguably the most profound and dynamic changes to public services in a century – the requirement of local authorities, public health and NHS providers to pool their money and re-design core services and systems in one integrated approach. 

SIM is primarily driven by the needs of individual service users in local communities BUT as it continues to evolve it will also need to continuously align itself (as best it can) with every legal, professional and financial strategy.
Challenges for the Police Service

A fundamental challenge faced by the modern day police officer in dealing with crime and disorder can be best described in an inspirational quote made by Chief Constable Giles York of Sussex Constabulary in February 2015. He said:

“We need to stop treating patients like criminals and start treating criminals like patients”

I am pleased to say that the first objective within this quote is now widely accepted by police staff all across the UK. Projects such as Street Triage and Liaison and Diversion are gradually re-educating officers and staff in fresh ways of thinking and strategic documents such as the Mental Health Crisis Care Concordat 2014 also helps to guide us in developing policing for the next generation of service users.

The second objective; to treat criminals as if they are unwell however requires a larger ‘leap of professional faith’; to believe that behind the behaviour of the people we arrest are life stories that are genuinely broken, vulnerable, understandable and medical? This can be a very tough ask for an officer who often witnesses the behaviour first hand, supports the victims first hand, experiences the impact and is professionally pressured to achieve ‘justice’. What a challenge therefore to possibly consider the ‘offender’ as a ‘victim’ too. Whenever I display this quote in training, there is always a good handful of officers who simply cannot fathom what it could mean. It challenges the perceptions, boundaries and labels that we have always been happy with. A very small number of officers even become visibly agitated. Being nice to ‘bad’ people is not what they joined to do.
Let’s identify a few safe parameters in our thinking before we all continue:

Is this second objective suggesting that all offenders are victims and so we should immediately close all our prisons? No!
Is it saying that every offender has a mental illness that makes their behaviour excusable? No!
Is it asking us to agree that everyone with a mental illness or mental disorder commits crime and disorder (or is more likely to commit)? No!


But:
Is it inviting the police to at least try and get better at understanding every ‘suspect’ or ‘offender’ we deal with, so that we can be more effective at filtering out the ‘bad’ from the ‘broken’ (excuse my very basic terminology); to identify behaviours that are primarily driven by ‘despair’ and not ‘desire’? Absolutely. 
(If you have read my personal greeting on page 13, you will understand why this is my view)

What SIM does therefore, is to start to tackle both of these objectives head on. The SIM team comprises of police officers and NHS managers wanting to take the police service and the NHS in a new direction. We want change.
Challenges for the NHS

One of the immediate reactions we occasionally get within the NHS when we first present SIM as a way of managing intensive risk and intensive patterns of behaviour is an immediate resistance to the entire idea of even introducing a police officer into the life of a mental health patient. This reaction is understandable and is driven I believe by a number of possible concerns, including:
Incorrect assumptions: “the officer will have a hidden agenda”
Incorrect predictions: “the officer will behave in an over bearing manner”
Unfair labelling: “a police officer cannot be sufficiently compassionate”
Incompatible objectives: “the officer will be too ‘behaviour’ focused’”

Professional priorities: “the officer will deprioritise the emotional wellbeing of my client”
Inappropriate presence: “it’s inappropriate to use the police to tackle clinical issues”
These are all naturally understandable reactions but are usually made by NHS staff who have yet to discuss SIM in any depth with those who use it or have yet to see it operate. We understand the hesitancy of staff who express these concerns but we encourage them to know more about SIM before they write it off. SIM simply wouldn’t work if we used a traditional policing model. It works because we have designed a policing style that co-exists and dovetails with clinical practices; a style of policing that adds value to pathways already being used and that is culturally sensitive to the concerns of patients, clinicians and loved ones. 

SIM simply wouldn’t work if we used a traditional policing model. It works because we have designed a policing style that dovetails within clinical practices; a style of policing that adds value to pathways already being used and that is culturally sensitive to the concerns of patients, clinicians and loved ones.
There is also one more vital point to make and that is that SIM has been designed to intervene only with service users who:
1. Are already having ‘contact’ with the criminal justice system or

2. Are at high risk of their first contact or
3. Clinicians feel would benefit from the presence of a structured, multi-agency mentoring approach. 

And remember: Police officers will already be regularly encountering most of our HIU patients so they are already ‘in the criminal justice system’. Many are already being supported by police officers in public places and then being recorded onto criminal justice databases due to their behaviour or risk.

Police officers will already be regularly encountering most of our HIU patients so they are already ‘in the criminal justice system’
One of the reasons why SIM was created in the first place was to prevent HIU clients from progressing further into the criminal justice system; to prevent their first arrest for example or to pro-actively divert them from their first possible court appearance. We are often already working with people who we think need SIM outside of the NHS. SIM essentially connects the two isolated conversations that our high intensity patients are having with police and mental health and merges both conversations together in a unified and collaborative approach.

SIM essentially connects the two isolated conversations that our high intensity patients are having with police and mental health and merges both conversations together in a unified and collaborative approach.

Challenges for users of our services

Similarly, for our service users, introducing a police officer into their life in a setting where they simply don’t expect a cop to walk through the door can be incredibly stressful at first. The first few days of engaging with the patient are arguably the most important days of the entire SIM journey as if a solid relationship providing basic levels of trust cannot be built with the SIM mentors, then very little will ever be achieved. SIM is built on the core principles of NICE guidelines which themselves are based upon relationship, transparency, trust and reliability. The SIM mentors must first demonstrate these personal qualities to the client before any meaningful work can be undertaken. The SIM officer simply, has to be superb at building trustworthy relationships with clients who may already be struggling with many other relationships.
Chapter 15:

Ensuring Service Quality & Professional Standards

There are a number of ways in which we propose to develop the network so that the evolution of SIM attains national standards of professionalism that are respected and trusted.

Strategic Support: Local Adult Safeguarding Boards

Firstly, we need to ensure that any work supporting and mentoring high risk and vulnerable adults in the community is done so with the full knowledge and endorsement of our Local Adult Safeguarding Board. LASBs are usually county or regional teams with senior representatives from all agencies responsible for the safety of adults in our community. They are responsible for the strategic direction and collaboration of public services with such key issues such as Domestic Violence, Troubled Families, Suicide Prevention, Hate Crime, Vulnerability and Public Protection.
Strategic Support: Crisis Care Concordat Panel



Secondly, it is important to ensure that all senior managers responsible for the delivery of Crisis Care Concordat Action Plan for your area also endorse SIM and formerly integrates this model into the ‘Action Plan’ document with a clear owner of the action. Local authorities may also have a Mental Health Strategy and a Suicide Prevention Strategy and again SIM should play a key role in delivering specific outcomes within these stand-alone documents.
Service User Liaison
One of the key elements of a SIM Programme is to encourage service user engagement at every opportunity. To do this we will need to encourage service users to come forward. This at times can prove a tricky task as many of the individuals we are helping are struggling with complex emotional issues but in our experience so far it has been possible to have reflective conversations outside of mentoring sessions about their experiences. 
To ensure that we maximize the opportunity to engage with patients before, during and after SIM has commenced, we would like to employ a Service User Liaison Officer. We feel that this needs to be someone who has ‘lived experience’ of the mental disorders that are most commonly associated with HIU behaviour and ideally someone who has themselves struggled in managing such behaviours in the past. 
Clinical Excellence: NICE Guidelines




Much of how we have designed SIM is already aligned to specific NICE guidelines for managing one specific mental disorder: Borderline Personality Disorder (BPD) – see page 28. Also known as Emotionally Unstable Personality Disorder, BPD symptoms are highly prevalent in the majority of HIU patients we have supported so far, although it is important to state that experiencing HIU issues does not mean that you should be diagnosed with this disorder. We have simply used the BPD Nice Guidelines as a clinical template for SIM mentoring. If we are supported to build a national programme, then we will contact NICE to explore how SIM Mentoring and NICE Guidelines can mutually benefit each other.

Work towards: CPD Accreditation
We also think that it is important to ensure that all SIM mentoring courses and content is assessed and accredited formerly by an approved Continuous Professional Development organisation. We believe that it would also be possible for service users also to towards CPD credits as well as making clinical progress. We are already discussing this option with WISC - a similar project that runs addiction focused recovery programmes in some of our UK prisons. This programme team has already incorporated CPD accreditation into their course design so that any inmates that complete the programme leave custody with universally recognized learning credits. If our bid to develop a National Programme is successful, then we intend to do the same. SIM ideally should direct HIU patients towards a more positive future, as well as asking them to work hard in the present.
Work Towards: College of Policing: Approved Professional Practice (APP)

Formerly called Bramshill, the UK College of Policing in recent years has been focusing heavily on identifying policing practices that it feels should be used universally across all 43 police forces in England and Wales. It is called Approved Professional Practice. We hope that SIM will be recognized by the College of Policing as ‘best practice’ when dealing with members of our communities who are consistently and repeatedly calling the police in mental health crisis.
Work Towards: CQC Consultation
In 2014, Operation Serenity, the Street Triage programme that triggered the SIM programme was reviewed as part of the CQC inspection at the Isle of Wight NHS. Serenity was described as ‘Outstanding’ and although the Serenity team did not know that the CQC would be making any formal comment about our work, the positive feedback was a welcomed endorsement of the progress we had made. If we are successful in being given the green light to build a national SIM network, then we intend to contact the CQC and take their advice about what standards they would look for if they were to ever review SIM mentoring in any NHS area using the SIM model.
Chapter 16:

Meeting Commissioning Criteria

As you have read, the SIM journey has now reached a stage where we need to develop our project into a regional or national programme so that we can widen the conversation, help many more service users, develop standards, embed collaborative approaches and benefit from greater economies of scale. In order to do this, we will need to be supported financially by organisations at national level. It does appear that we do fit the criteria of several organisations to receive such support:
The Five Year Forward Review for Mental Health 2016

Independent Mental Health Taskforce Report – p37

Firstly, the structure and ambition of the SIM CPD Programme appears to fit the vision of this year’s Taskforce Report:

“Alongside new standards we need to see further innovation in three areas:
1. New models of care to stimulate effective collaboration between commissioners and providers to develop integrated, accessible services for all - for example Integrated Personal Commissioning
2. Expanding access to digital services to enable more people to receive effective care and provide greater accessibility and choice - for example the digital initiative in London that will be operational later this year
3. A system-wide focus on quality improvement to support staff and patients to improve care through effective use of data, with support from professional networks.
Innovation must be robustly evaluated as part of a strengthened approach to mental health research. 
NHS England should trial new approaches at scale, first in the 50 vanguard sites* which are working to integrate health and social care, and second by creating an equivalent cohort of vanguard areas to pilot new approaches to delivering integrated specialist mental health care”.
* We have developed this project on the Isle of Wight which is a Vanguard site.
NHS England – 4 Key License Objectives

Secondly, we appear to meet all four license objectives for NHS England support:
[image: image19.jpg]



Focus on the needs of the population.
SIM is a new model of care for a cohort of NHS patients who need highly specialist staff to assist in their recovery and development. It is service user driven.
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Speed up adoption, outcomes and improved patient experiences.
SIM has proven that it can trigger new sets of clinical outcomes for service users formerly struggling to make headway within traditional pathways.
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Build culture of partnership and collaboration.

SIM is built on partnership skills. It cannot operate without collaborative work. It is an integrated mentoring model that seeks to build a partnership with the service user.
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Create Wealth.
This final pre-requisite is culturally the most alien to me as a police officer having served for 17 years and not had the need to create any income streams. SIM however, if we develop it well, will be a financially self-sufficient model in that:
1. It is predicted by our Health Economist that a full national model would save the UK around £81 million in the first 3 years.

2. The relatively low cost of training and developing SIM staff should be absorbed by each CCG area but can be done so in confident anticipation of benefitting from substantially more value back in preventing crisis costs further upstream. 
3. High intensity mental health crisis is a universal problem that spans every modern policing country. The potential for income generation is substantial.
Wessex Priority Programmes

Thirdly, we also appear to fit the criteria to be adopted as a Wessex priority programme:
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Mental Health              [image: image24.jpg]



Wealth and Enterprise        [image: image25.jpg]


 High Impact Innovations
Without the support of professional health networks and national funding, it will be a monumental challenge for us to build SIM into a larger programme. We have developed and embedded SIM at a local level and prove that it works. Now we simply need support to expand it into a national network.
We look forward to working with you.
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How does SIM deliver the above?


SIM is designed with all of these recommendations in mind. It removes the pressure on the NHS to handle the intensity alone. We are developing training modules directly from learning. We tell the service user that we will support them in the long term, despite what the short term challenges are. We aim to react quickly to resolve practical issues such as housing, food and medications. We speak openly and informally wherever possible. We encourage everyone within SIM to be honest and express a healthy range of emotions. We try to remain encouraging despite the tensions and frictions that we sometimes overcome.











How does SIM deliver the above?


SIM delivers all of these key recommendations. NICE clearly recommends that agencies from the criminal justice system fully integrate into clinical pathways (where and when risk and complexity deems it appropriate). We have already expanded SIM to include prison visits that support individuals preparing to for release plus SIM is seeking support to develop into a multi-centred research model.








How does SIM deliver the above?


By understanding and accepting that the most traditional role of a police officer involves none of the above, SIM provides a new policing model that works willingly to engage with service users with high intensity demand, by selecting the right officer to lead the police service in more proactive, compassionate and preventative approaches.








How does SIM deliver the above?


SIM has made a significant contribution within the police service to advance our officer’s understanding of Personality Disorders and to normalise these disorders as a frequently encountered, community issue. SIM has also developed the role of the police service in assisting with emotionally disregulated, non-psychotic service users on the cusp of the criminal justice system. SIM can make a significant difference in specific operational areas such as call and demand management, policy, partnership and safeguarding.








How does SIM deliver the above?


SIM has been designed to fill one of these skills gaps as it provides a new approach, introducing new skills and new approaches to treatment that historically NHS teams have never been able to consider. We believe SIM makes a significant and unique contribution to the Concordat.








How does SIM deliver the above?


SIM is being continuously evolved to meet all 12 recommendations. The most challenging tasks relate to developing the wider partnership connections and pathways that SIM mentors can sign-post the service user to. Your solutions are as good as your behind the scenes, inter-agency networking; convincing other providers to prioritise the people you are supporting. 








How does SIM deliver the above?


SIM arguably delivers all five of the highlighted service design recommendations in this statement. It is a new type of collaboration, it is supported by online modules on a digital platform as you will read on page 71, it aims to breakdown traditional barriers between the police and NHS on a permanent basis, it uses data tracking as the foundation of performance management and it aims to spread good practice by the development of a UK network.











How does SIM deliver the above?


SIM builds on the work already completed by the individual agencies to support people in crisis but pulls a lot of this work together into unified conversations, unified meetings and dovetailed decisions. It tries to support all service users experiencing intense emotions to avoid decisions that would result in them encountering or re-encountering the police (whilst clearly emphasizing that the decision to commit crime and disorder will result in the same consequences). SIM provides a framework for different professional leads to embed and brand their working into one solution.








Janet�Age: 63


Before SIM commenced:


In 2012, Janet was detained under s136 of the Mental Health Act by police 11 times. The intensity of her crisis had escalated since the death of her mother with whom she lived. Outside of her workplace, Janet did not have any friends or extended family and reported being unhappy and bullied within her work environment. When in crisis, Janet often chose behaviour that would pose high risks to both her self and members of the public including threatening to jump from bridges and running in front of traffic. Janet also made numerous threats to harm her boss with a knife and would also self-harm with a razor in her own home which led to numerous ambulance deployments and ED attendances. Janet also posed a high risk of absconding from ward settings and ED. Within clinical settings, Janet consistently refused to engage in a meaningful and therapeutic manner with staff. Clinicians did not know how to help her.


How SIM supported Janet:


In 2013 PS Jennings commenced the SIM programme and started to work alongside Janet and her NHS community care coordinator. Janet initially struggled to adjust but slowly the conversations about boundaries and consequences started to change the thinking behind the choices she made. Her s136 detentions stopped completely, closely followed by all calls to the police service but the calls to ambulance to her home continued as did the self-harm. Quite a lot of work was also done with Janet to change her anxiety of the police with positive messages about what the local policing team hoped for her. Janet’s attendances to SIM meetings were good but during some of the sessions she would disengage and run out of the building. She struggled to engage for a few weeks but the NHS services and the SIM mentoring remained, patiently waiting for her to re-engage sending positive and encouraging messages. 


One of the historical problems (pre-SIM) reported by the Mental Health team was Janet’s refusal to engage fully with the recommended therapies. Janet was encouraged to participate but reminded of the expectations that she needed to comply with the directions of the clinical staff. Janet refused to participate so the decision was made by the NHS (supported by PS Jennings) to postpone all therapeutic programmes. Janet was informed that all therapy had stopped and was invited to take some time out to reflect on what she needed to do. She was temporarily discharged from service to reinforce this message and boundaries but she was told of the ease at which she could re-engage without having to go through her GP. Janet soon came to realise that she did want the continued input from the team and began to recognize her own role within her recovery. 


Janet re-engaged and it was felt beneficial to team her up with a new care coordinator. Although Janet continues to use the crisis line and at times self-harms and needs ED assistance, she has learnt to request help before she reaches crisis escalation point and is now much more appropriate with her use of services. Janet has now built a strong therapeutic relationship with her new coordinator and the SIM team has been withdrawn due to her ongoing stability. Janet has also engaged well with our 3rd Sector colleagues and attends a day center and has developed some firm friendships and become a valued member of their peer support team. 


Below is Janet’s Crisis Demand Graph (please see page 66 for more information about these graphs)





Steve�Age: 29


Before SIM commenced:


Steve is a 29-year-old man who is well known in his town and works for a scaffolding company. He has 2 children who live with his ex-partner and experiences an on-off relationship with his current partner. He has limited contact with is children. Steve engaged with SIM following reports of domestic abuse and excessive drinking. He was having repeated domestic disputes with his partner and calling emergency services and the Mental Health crisis line several times a night. Steve would deliberately trigger emergency service response, missing person enquiries and occasionally would self-harm so significantly that he would require surgery on his arms. Steve would often hide in bushes watching officers search for him.





How SIM supported Steve:


SIM arranged to meet with Steve. His SIM team comprised Mental Health, Drug and Alcohol worker, Police and Ambulance on occasions. Steve had previously been prosecuted for similar behaviour in 2009 and was immediately warned at these meetings that evidence was being gathered in relation to his current series of behaviours and that this evidence may lead to criminal prosecution. Steve was encouraged and supported to desist from his calls and accept more appropriate and flexible support from SIM mentors. He was also offered an in-patient alcohol ‘detox’ to support him and outside of SIM, he was referred to support groups and 1 to 1 appointments with his drug and alcohol worker. Steve was at risk of losing his job and also was struggling to see his children so his SIM team was able to assist with these issues also. These meetings were always voluntary but the intensive, multi-agency support seemed to work as Steve’s crisis behaviours fell away sharply within 12 weeks and he is currently self-discharged. 


Below is Steve’s Crisis Demand Chart.

















Katherine�Age: 48


Before SIM commenced:


Katherine is married to a serving member of the military who spends a lot of his time away from home. She has two adult children and her parents live nearby. Katherine had no contact with Mental Health services or police until 2011. Katherine’s career was abruptly ended following major back surgery at the same time that her children were leaving home. There is also medical evidence from her childhood which strongly suggests that she deliberately had accidents in order to seek attention and this pattern appeared to have continued as she would often call emergency services claiming to be either injured or a victim of crime. There have also been allegations of rape over the years and we also suspect that she self-harmed through deliberate bleeding. Katherine also repeatedly demonstrated behaviours that harmed the safety or reputation of other people. She would encourage other service users to self-harm and she also made false allegations of criminal conduct about both NHS and police staff. In ED she would often demonstrate behaviours that would obstruct or slow medical procedures which more often than not would trigger ED waiting time targets by several hours.


In the first year when we engaged with Katherine, she had been detained by the police 8 times under s136 of the Mental Health Act, she had attended ED 26 times, used ambulance on 10 occasions and been inside mental health wards for 33 nights.





How SIM supported Katherine:


PS Jennings along with Katherine’s NHS care coordinator began to engage with Katherine and her husband who always attended with her. Katherine was gently challenged about her behaviour at first with each incident from the previous week being reviewed with her. This required her to be accountable for her behaviours and to explain the decisions that she had made. She was also given alternative coping skills and encouraged to use them each week. The SIM process was very 

















intensive and SIM sessions were run once a week. When there had been any incident where the evidence clearly showed malicious and pre-planned behaviours, Katherine was firmly challenged and told of the legal consequences should those behaviours continue. Katherine’s response was varied and she expressed a lot of resistance towards police involvement but the Mental Health care coordinator held firm and explained that SIM was the preferred pathway that offered the best chance to move forward and to avoid the criminal justice system. Through a process of negotiation with Katherine and her family, her crisis behaviours reduced and eventually ceased. At the end of 2015 with better support from her family, Katherine was fully discharged from Mental Health Services. All police incidents have stopped and she has never been arrested or charged with any offences. 


Below is Katherine’s Crisis Demand Chart.





Greg�Age: 20


Before SIM commenced:


In one quarter of 2014, Greg was the subject of 22 police related response incidents, 13 ED attendances and 14 mental health bed days. Greg lived with his mother and has several siblings but had an unhealthy relationship with his father. Greg was born female but has always felt that he was a male. Resolving and supporting Greg with this issue was undoubtedly the key to all other problems and behaviours. Greg had been arrested for carrying knives and threats to kill and on at least two occasions, he had overdosed so seriously, he required treated in the Intensive Care Unit. Greg was frequently using drugs and alcohol, including psych-active substances. Greg’s offending was so frequent and risky, that prior to SIM he had been managed by an Integrated Offender Management (IOM) team locally but it was felt that SIM was the more appropriate team to manage his complex needs as SIM could provide better clinical support.   











How SIM supported Greg:


SIM met with Greg on a weekly basis. His team consisted of Mental Health, Police, Probation and his Drug and Alcohol worker. One of the consistent challenges in working with Greg was his decision not to speak at all. He would openly speak to friends and family informally but in SIM sessions, he would either stammer his answers or choose to write his answers down. This significantly hampered progress in the first few months but the SIM team persevered and remained consistent and encouraging. The SIM team worked with Greg and explained that if he was to achieve his ultimate goal of gender re-assignment surgery he would need to demonstrate emotional and behavioural stability before his GP would consider making the referral to specialist services. Half way through the mentoring, it was identified that Greg did not like the male SIM police officer so the decision was made to swap officers to a female police officer. This flexible approach paid dividends and he began to open up to the team and Greg began to progress well. Twelve months later, Greg has engaged fully, he has not requested crisis support and offending behaviours have ceased. His positive relationship with the new SIM police officer has helped him to engage with a local charity and with the local Further Education College. The SIM officer also attended Greg’s GP appointment where it was agreed that (due to his emotional stability) a referral would be made to specialist gender re-assignment services. 


Below is Greg’s Crisis Demand Graph.








Question 1: How much does intensive demand cost the UK?








Question 2: How many SIM officers would the UK need?








Question 3: What would be the cost of employing the SIM officers?








Question 4: How much crisis costs could SIM prevent?








Question 5: How much would a SIM network save the public sector?








CLINICAL MODULES


These modules will provide the clinical/medical knowledge that will be required to understand the mental illness or mental disorder behind the behaviours being encountered so that the SIM team can best support the service user.





MENTORING MODULES


These modules will enable the SIM to mentor affectively; to identify what the service user needs and to develop effective decision making and communication skills to best support the service user.





RISK MODULES


These modules will provide consistent methods of assessing, measuring and recording clinical, behavioural and community risk. They will explore what risk is, our duty of care as professionals and how the service user can be supported in managing risk.





ADMIN MODULES


This module will instruct the SIM about how to manage the processes and paperwork associated with being a mentor, including data sharing, data gathering, communication with colleagues and information that supports the service user and their loved ones.
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