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1. Introduction

1.1. ThisSeriousCaseReview(SCRgoncernghe child Joshud, who onthe 11.09.19died at the ageof nearly
elevenmonthsthroughthe actionsof hisfather (John),jn whosecarehe wasat the time of the incident.
Johnwassubsequentharrestedby the GreaterManchesterPolicewho commenceda criminal
investigation.

1.2.Joshuawvasbornin Manchesterin October2018andwasthe first childto hismother (Jennie)andfather
(John).Jennielater gavebirth to a daughterin October2019(Mary).Joshuavasof dual heritage,
namelyWhite British by hismother anddualheritageBlackBritish Caribbearthrough hisfather.

Joshuawho HeWas.

1.3. Joshuawvasdescribedby those professionalsvho sawhim (in July2019)asa happychild, éall smilesand
babbling é lots of crawlingaboutandfull of smilesashe exploredhisred fire engined Helovedit
whennurseryrhymeswere sungto him givingout lots of gigglesandtrying to claphishands.His
parentswere proud of him thinking him amazingand so clever.He had attachedwell to them andwas
loved not just by them but alsohiswider family of grandparentsauntsandothers.Hewas,@ pingpong
ballwith leggfinding everythingfunny. Heinteractedwell with hismother (andfather) who would sit
on the floor with him with crayonsand paper,which he loved.

1.4. TheChairof the BuryIntegratedSafeguardingPartnership(BISPYecidedon the 30.09.1%0 commission
a SeriousCaseReviewW(SCR)An IndependentChair/LeadReviewemwasappointedin Octoberandwork
startedon the reviewthat month.

1.5. Thelead reviewerpresentedaninterim report to the BISFExecutiveon the 20 May 2020.1t wasan
interim report becauseat the time of writing in May/June2020,the leadreviewerand panelwere
awaitinga RootCauseAnalysigeport, from the GreaterManchesteMental HealthNHSFoundation
Trust.Thisreport wasreceivedby the leadrevieweron the 29.06.20and providedusefulinsightinto the
circumstancesroundthe waythat Johr& mental health needs,in the two weeksleadingup to Joshué
death (August31to 11 September2019),were respondedo by the mentalhealthliaisonservicebased
at the North ManchesterGeneraHospitalAccidentand Emergencylepartment.lt hasinformedthe
analysiof this documentwhichis now the final report.

Methodology and Review Processes

1.6. Essentiallyhe reviewis underpinnedby the, &elshmodel) of extendedreviews(WelshGovernment;
2012)anddrawson the, ®®athwaydo Harmd(SidebothanP et al; May 2016,pages22-26: Brandon.M
et al: March2020,pagesl2-14;23-25) systemanodelto understandthe agency/organisationatontext

;Thenamesof the childand his parentshavebeenchangedor reasonsof anonymityandfamily confidentiality



in which childrensustainharm. Thisseekgo move beyondfocusingexclusivelyon the levelof the
practitioner @ctivefailure® andoffersananalysighat locatesthe actions/decision®f the practitioner
within awider organisationatontextof datent failureicharacterisedy darriersanddefence®
embeddedwithin the agencylt isthe preserce of thesebarriersand defencesbhoth within and between
(atthe interfaces)the organisationabystemshat givesriseto the latent failuresandresultsin amore
or lesssaferoperatingenvironmentfor practitionersto makedecisionsandtake actionsto safeguard
childrenandyoungpeople.

1.7. TheSCRvasindependentlychairedandled by Mr. PaulSharkeywvho hadhadno previousconnections
with anyof the Buryor Manchesteragenciesnvolvedwith the family. Heis an experiencedeviewer
from a socid care/safeguarding/publiprotection backgroundn both the statutory andthird sector.

1.8. Thereviewerworkedwith a panelmadeup of seniormanagerdrom the involvedagenciesrom Bury
and Manchester It met four times betweenNovember2019and July2020. It wasassistedby Dr. Mark
Potter, a consultantpsychiatristappointedby NHSEnglandwho advisedon mental health matters
regardingJohr& involvementwith the adult mental healthagenciesn Manchesterand Bury.Onthe
review® completionhe will provide NHSEnglandwith a brief report on anyrelevantmental health
lessonseemergingfrom the review.

1.9. TheSCRIrew its evidencefrom,
Shortinformation reportsfrom all of the Buryand Manchesteragenciesnvolvedwith the family.
Relevandocumentationsuchasagencyassessmenteports.

TheRootCauseAnalysigeport undertakenby the GreaterManchesteMental HealthNHS
FoundationTrust(June2020)

Anintegratedchronology.
APractitione® eventheldin Januay 2020.

Individualfocuseddiscussionsvith severalpractitionerswho had significantinvolvementwith
familymembers.

A meetingwith Familymembers.

Aimsof the SCR

1.10. Theaimof this SCRs, do identify improvementswhichare neededandto consolidategoodpractice.
TheBISRandthe ManchesterSafeguardindgPartnershipandtheir respectivepartner agencieshould
translatethe findingsof the reviewinto programmesof actionwhichleadto sustainablémprovements
andthe preventionof death, seriousinjury andharmto childrerdWorkingTogether:2015Chapter4,
paragraph?).



1.11. TheSCReekdo, anderstandboth why mistakeswvere madeandcritically,comprehendwhether
mistakesmadeon one casefrequently happenelsewhereandunderstandwhy. Theoverallpurposeis
to explorehow practicecanbe improvedmore generallythroughchangego the systemasawholed
(ChildsafeguardindPracticeReviewPanel:practiceguidance p7: April 2019)

1.12. TheSChhasconsideredhe followingoverarchingquestions,namely,why were agenciesn Buryand
Manchesterunableto safeguardloshua™ow canpracticebe improvedthroughsystemicchangeswith
the Buryand ManchesterSafeguardindgPartnershipsespectivelyto prevent/minimisethe re-occurrence
of what happenedto Joshua?

1.13. Thefollowingkeylinesof enquiry(KLOEhavebeenconsideredor analysis.

1. Risk

Howeffective,both pre and postbirth, were agencyassessmentef risksand needsregarding
Joshuahisparents,andthe unbornchild?

2. Vulnerability of Babies

Howwell did agenciesecogniseandrespondto the vulnerabilityof Joshuaparticularlyin regardto
the trilogy of riskaround, parentalmental health, substanceabuseand domesticabuse?

3. Thresholds

ShouldJoshué welfare havebeenlocatedwithin a Childin Needor ChildProtection(level4/5)
band(asper the BISPThresholdFramework)rather than at the Tean aroundthe Family(TAF/level
3)band?

4, Joshuds voiceand lived experience

Howwell wasJoshu#é voiceheardand hislived experiencerecognisedy agencies?

5. Inter-AgencyCommunication

How effectivewasinter-agencycommunicatiorandinformation sharingin relationto safeguarding
andpromotingthe well-beingof Joshua®Vasconsenta barrier?

6. TheBury multi-agencysafeguardinghub (MASH)

How effectivelydid the BuryMASHgatherandanalysanformation from partneragenciesand how
effectivelydid this inform decisionmakingin the case?



7. Parentalmental health and learningdisability

Howeffectivelydid adult mentalhealth andlearningdisabilityagenciesusehistoricinformationin
relationto the parentmentalhealthand Johr& learningdisability ?Wasthis information shared
andusedfor analysiof riskand needregardingJoshua™ow effectivelydid the relevantagencies
respondto the parent®mental health andlearningdisabilityneeds,includinganytransitions
betweenagencies?

8. GoodPractice

Whatexampleswverethere of goodpractice?

Scope

1.14. Thereview® focusof interestcoveredthe periodfrom 01.01.18(initial pregnancyof Jennie}o the
date of Joshué& deathonthe 11.09.19 Parentalsocialhistory prior to thistime isincludedin brief to
providecontext.

1.15. Thisreviewexplicitlyacknowledgeshe manydifficult challengedor professionalsn safeguarding
childrenandvulnerableadultsin a complexrapidly changingmulti-agencyoperatingenvironmentof
uncertainty,incompleteinformation, resourcepressuresand servicefragmentation.In keepingwith
currentofficialguidance ((hild SafeguardingPracticeReviewPanel:April 2019)this review, whilst
analysinghe rationalefor professionalactionsand decisionmaking,expresslydoesnot seekto blame
or find fault with individualpractitionersfor actualor potential practiceshortcomingsReviewsare not
designedor this purpose;rather, it is the role of regulatorybodie< to hold organisationstheir leaders,
andindividualprofessionaldo accountfor not meetingprofessionaktandards.

1.16. Thekeyobjectiveof thisreviewisto identify learningwithin a systemsperspectiveof organisational
barriersand enablersthat either hinderor aid individualpractice,decisionmaking,and actionstaken
within the contextof inter andintra agency/organisationakorking.

ParallelProcesses

1.17. Acriminalenquirywasundertakenby the GreaterManchesterPolicefollowing Joshu& death.John
wassubsequenthychargedwith the murder of hisson. Histrial wasoriginallysetfor 23.03.20but was
rescheduledor late November2020dueto the Covid19%mergencyHewasfound guilty of
manslaughteby reasonof diminishedresponsibilityand sentencedo a hospitalorder undersection37
of the mentalhealthact.

1.18. Itisunderstoodthat aninquestinto Joshué& deathwill take placeon conclusiorof the criminal
process.

;Afurther sourceof accountabilitywill be the inquestinto Joshu& death.



Familylnvolvement

1.19. Jenniegaveherviewsto the leadreviewerin late February2020whichareincludedin this report.
Theleadreviewerhasnot beenableto speakto Johnfollowingadvicefrom the GreaterManchester
Police.

2. Synopsiof Eventsand CaseOverview

Pre2018

2.1. Johnoriginatesfrom Manchesterand experienceda difficult childhoodcharacterisedy several
significantadversechildhoodexperiencegEarlylnterventionFoundation;February2020)which
includedexposureto domesticabuse parentalmentalhealthissuesand parentalsubstancemisuse.
Arisingout of this abusiveenvironment,he developeda setof complexmentalhealth,behavioural,
learningdisabilityand educationalneedsthat were met by arangeof socialcare,educationaland health
agenciesn Manchester At sixteenyearsold he wascompulsorydetained,at alocaladolescenin-
patient mental healthfacility, undersection3 of the Mental HealthAct;1983(MHA,1983)between
20142016.

2.2.Hewasdischargedinderacommunitytreatment order (CTO)n February2016whichlapsedin July
2016.Thiswasbecausehere wasagreementby Johré multi-disciplinaryteam (MDT)that his
communitytreatment order shouldbe allowedto endafter sixmonths(in July2016),ashe had
remainedstableandwell; and had adheredto the conditionsaroundengagingvith treatment,
abstainingfrom cannabisandlivingat the agreedaccommodation.

2.3. Ondischargeof the CTQJohnreceivedsupportfrom the ManchesterEaty InterventionTeam(EIT)until
January2018.Responsibilityor Johr& carewasthen transferredto the Manchester(Adult SocialCare)
TransitionPlanningTeam,(MTPTwhichwaschargedwith reviewinghis careannually Outpatient
medicaloversightundersection117 (MHA,1983)wasprovidedby the ManchesterLearningDisabilities
servicepsychiatrist(the responsibleclinician,RC2. SharedLive$, a ManchesterCouncihousingagency
with aremit to supportvulnerableadultsprovidedJom with supportiveaccommodatioraspart of the
multi-agencysupportplanon transferalfrom the EIT (Seeappendixl for further explanationof the
rolesandremits of the Manchestersocialcareand healthteamsthat providedCTQsupportandS.117
after care).

3 AManchesterUniversityNHSFoundationTrust. TheLDserviceis co-locatedwith socialcarepractitioners.
47A regulatedCareQualityCouncilservice.
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2.4. Jenniebecamepregnantwith Joshuan February2018by Johnandregisteredwith maternity services
(PennineAcuteHospitalTrust)in late March. Johr& supportagenciesvere notified by ManchesterEIT
of the pregnancythey havingrecentlydischargechim. Thecouplestayedat Joshu& maternal
grandmothe® houseuntil Junebut were unableto remainthere and becamehomelessTheywere
allocatedtemporaryaccommodatior(a private rental)in Buryon the 26.06.18by ManchesterCity
Councilhousng solutionsandallocateda floating supportservicecaseworke(FSS1in early August
2018.

2.5. Meanwhile,Johnhad by Junecometo the attention of the GreaterManchesterPolice(GMP)of having
linkswith alocaP organisedcrimegroup (OCG)Thiscontinuedin 2018/19with severalintelligence
reportsto that effect.

2.6. Thecoupleregisteredwith a BuryGP(generalpractitioner) practicein August2018.Johnwas
dischargedrom the careof the Manchester_earningDisability(health) serviceonthe 07.08 18 because
of alackof attendanceandremainedwithout a similarsupportserviceup to Joshu@ tragicdeathin
September2019,albeitthat a later referralwasmadeto BuryLearningDisabilityTeamby Manchester
TransitionaPlanningTeamin April 2019.

2.7. Joshuawasbornonthe 16.10.18at North ManchesterGeneraHospita NMGH)and dischargedvith
hismotheronthe 18.10.18.Theytransferredto the careof the Boltoncommunitymidwifery service
who transferredcareto the Buryhealthvisitingserviceshortly after. Ahealthvisitor (HV1)startedhome
visitingundera UniversaPartnershipPlusplan (UPPj on the 29.10.18visitingfour timesup to January
2019. Responsibilityransferredto HV2who remainedinvolveduntil the 17.05.19 havingvisitedon
four occasionsThefamilywasthen transferredto the Bury(a different area)health visitingteam under
the careof HV3andHV4(onthe 23.05.19).

2.8.HV1,recognisinghe relativevulnerabilityof the parents,madeareferralin November2018to alocal
Childrer® Centrefor outreachfamily support,albeit no concernswere noted regardingthe physicalday
to day careof JoshuaFollowingliaisonwith MSW2(a ManchesterAdult Caresocialworker from the
TransitionPlanningTeam,involvedwith John)andinformation sharingabout John& mentalhealth
history (with hisconsent) HV1madeareferralto the BuryMASHmulti-agencysafeguardindiub) on
the 03.12.18 Aninitial responseeam (IRT)socialworker (BSW1}ktarteda Childand Family(CandF)
assessmenton the 07.12.18whichwascompletedin early February2019.TheChildrer& Centreceased
its involvementwith the family becauseof the on-goingCandFassessment.

5 Believedto be an OCGn Manchester.

6 TheUPPoffer isthe level4 (highestlevel) healthvisitingserviceintervention of the HealthyChildProgrammefor familieswith
complexhealthneeds.Level3 is knownasUniversalPlus(UP)for vulnerablefamiliesand Level2 isthe Universakerviceoffer of
%asicintervention wherethere are no additionalneedsidentified.
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1. TheCandFassessmendecidedon no further actionand caseclosure,on the groundsthat there were
no identified concerndor Joshu#& care,no evidencefrom MSW2of Johr® mental healthdeterioration
andthe family havingdeclinedhelp. Thiswascommunicatedo HV2viaJennie andnot from BSW1
directly.

2. BothparentsandJoshuavere seenfor a patientassessmenby the GPon the 07.02.19with positive
outcomes.Johnreceivedathoroughnew patient mentalhealth checkand wasadvisedto makea
consultantappointment.However,unknownto the GP,Johnhad beendischargedfrom RC% clinical
oversightin early August2018and understoodthat RC2from the Manchester_earningDisability(clinic)
serviceyemainedJohr& consultantpsychiatristin lieu of not havingreceivedany notification that he
had previouslybeendischargedrom the servicein August2018.Thepracticedid not receivealletter
prior to the February2019consultation,at anytime in August2018or thereaboutsinformingthe
practicethat father had beendischargedrom psychiatricservicedor non-attendanceat appointments.

3. InearlyAprilthe BuryLearningDisability(BLD}eam receiveda referral from the Manchester
TransitionaPlanningTeamrequestinga supportassessmenfor John;this startedon the 25.04.19 By
now Jenniewasagainpregnantand duly registeredwith the PennineAcuteHospitalTrust(PAHT)
midwifery serviceonthe 02.04.19.

4. MSW2(from the ManchesterTransitionaPlanningTeam) havingclosedthe caseon 01.04.19 madea
referralto the BuryMASHon the 25.04.19with concernsabout John& behaviour;not havingtakenhis
medicatiorf for three months,and housingissuesThisfollowed a callthe previousdayfrom a Shared
Livesworkerto BuryChildrer® SocialCarereportingsimilarconcerngo MSW2regardingJohnbeingin a
distressedstate, followinganincidentat the AbrahamMossoffice. In the event,the concernswvere
followed up by GreaterManchesterPolicewho senta policeofficer to the familyhomein Bury.Both
parentsdeniedany domesticabuseand Joshuavasdeemedto be, Gafeandwelld Asnoted above,the
Shared.ivesreferralwasfollowed up with the BuryMASHthe nextdayby MSW?2.

5. BuryMASHsentthe referralto the Initial ReferralTeam(IRT)on the 25.04.19 Onthe sameday,a
(second)CandFassessmenvasstarted by socialworker (BSW2)who completedit onthe 15.05.19.
BSW2Zecommendeda level 3 intervention, Teamaroundthe Family(TAF/singlegencyapproachanda
referralto the BuryOutreachServicebasedin a local Childrer& Centre. At this point there were several
agenciesnvolvedwith the family, includingthe healthvisiting,midwifery and GPservicedor
Joshua/JennigylanchesterTransitionaPlanningand Shared.ivesservicedor Johnanda Manchester
floating housingsupportworker (FS3$) for the family.

7 At the time of Johr@ dischargerom the Earlylntervention Servicen February2018,he wasprescribed:AripiprazolelOmg
(oncedaily)and Atomoxetine,80mg(oncedaily),by the LearningDisability(LD)Team.Thisteam wasresponsiblefor both
prescribingand monitoring of Johr@ medication.However,he wasdischargedrom the LDteamin August2018.1t isunclearas
tg what arrangementsvere maderegardingcontinuingmedication.



6. Meanwhile,Johré mentalhealth startedto declinewhenhe attendedthe Accidentand EmergencyA/E)
departmentof the NorthernManchesterGeneralHospital(NMGH)on the 09.05.19with a support
workerfrom Shared.ivesHehadbeenviolert earlierat the socialwork office (AbrahamMoss),saidhe
wantedto kill himselfand othersand had stoppedtakinghis medication.Hewasseenby the mental
healthliaisonteam by whichtime hisagitation(thoughtto havebeendueto socialstressorshad settled
with no signsof psychoticsymptoms Hewassubjectto a structuredassessmenandreferredto his GP
with arequestto considerrestartinghis previousmedication, Atomoxetine.Therewasno reported
discussioraboutJoshuaor safeguardingoncens.

7. Theproposedjoint BuryLearningDisability/AdultSocialCareassessmendlid not materialiseasJohnhad
apparentlymovedto Manchesterin May, havingreportedly separatedrom Jennieand JoshuaHewas
dischargedrom the BuryLearningDisability(BLD) service(havingnot beenseenby them),onthe
04.06.19with a suggestiorthat he be referredto the appropriateManchesteragency.

8. HV4from the Buryhealthvisitingservicetook overon the 23.05.19nd eventually(after one no access
visitonthe 17.06.19)madea joint visit with the recentlyallocated(Bury)outreachworker (OWZ) onthe
05.07.19whenmother and Joshuébut not John(who hadsincereturnedto the family)were seen.OW1
completedher work with the family in late July them sayingthat further supportwasnot necessaryThe
casewasclosedonthe 01.08.19.

9. Jenniehad missedthree midwifery appointmentsduringJuneAugustaswell asnot attending
appointmentswith HV4.Athird referralwasmadeto BuryMASHby the RoyalBolton PennineAcute
Trustmidwifery serviceon the 02.09.18 whichfollowed an earlierseltreferral (29.08.19)py Jennieto
@uryHealthyMinds3 for help. BuryMASHdecidedon sendinga letter to Jennieon the 05.09.19asking
herto contactthem within sevendays.

10. Meanwhile,JohnhadattendedNorth ManchesterGeneralHospital NMGH)Accidentand Emergency
(A/E)departmentthree timesbetweenthe 31.08.1%andthe 08.09.19 appearingn an agitatedstate
sayingthat he had not takenhis medicationfor severalmonthsandwantingto be sectioned Hewas
seenby the mentalhealthliaisonteam (MHLT)on two occasion$31.08.1903.09.19)andsubjectto a
full mentalhealthriskassessmenbn the 03.09.19%y a mental health practitioner (MHPL) with a
dischargeplaninvolvingareferralto the BuryAccessand CrisisTeamwho receivedit onthe sameday.

11. TheBuryAccessnd CrisisTeamscreenedhe referral on the 03.09.19 Becausef the thorough
assessmenpreviouslycompletedby MHP1 it wasdeemedthat a further assessmentvasnot needed.A
decisionwasmadeto requestan out-patient appointmentfor Johnwith a consultantpsychiatristanda
referralto the communitymentalhealthteam. A screenindoy the consultantpsychiatristshouldhave
takenplaceon the 05.09.19%ut for reasonsunknownto the agency(andto this review),this did not
happen.Thereferral stayedin consultantscreeningor the followingweekandwasdueto be screened
onthe 12.09.19the dayafter the tragicdeath of Joshua.

8 Didnot attend the ante natal clinic. A speciakircumstancegorm (SCFyvascompletedby the midwife in ante natal clinicasa
s47referral dueto non-attendance savingbabieslivesscansrequired,with a note to contactBolton communitymidwives
again.

91((?peratedby PennineCareNHSFoundationTrust



12. Johnpresentedagainto NMGHA/Eon the 08.09.19 Theon-shift practitioner (MHP2) jn light of the
recentassessmentf the 03.09.19 statedto A/Etriage that further informationwasrequiredbeforean
assessmentvasindicated.MHP2neither receivednor soughtanyfurther information and Johnwasnot
assessethy the mentalhealthliaisonservice.

13. Johnhadalsoattendedhis GPon the 02.09.19when he wasgivena two-week supplyof medication
(Aripiprazole 10mg/tablet/daily).

14. Tragically,Joshualiedonthe 11.09.1%hroughthe actionsof hisfather.

3. Analysisagainstthe KeyLinesof Enquiry

3.1.Riskand NeedsAssessments hresholdintervention Levels

3.1.1Therewerethree occasiondor agencieto haveundertakenriskand needassessmentgirstly,in the
ante-natal period of Joshuds birth, secondlyjn December2018to February2019(the first Bury CSCChild
and FamilyAssessment@ndthirdly, the secondBury CSChildand FamilyAssessmendf May 2019.

Pre-birth assessmenvf Joshua

3.1.2Usingthe ¢?athwaydo Harmisystemsapproach(Sidebotham2016)the two keyuniversalservices
that hadinitial contactwith the parentsprior to the birth of Joshuavere the North ManchesterGeneral
Hospitalmidwifery servicé® (26.03.18)and the GPpracticein Bury. Thekeydefensivebarrier for identifying
and mitigatingany potential seriousharmto Joshuaat this early stagewasby way of recourseto the Greater
ManchesterSafeguardindgPartnershipfre-birth assessmerdprotocold Werethere groundsat that time for
its usein safeguarding@and promotingthe future welfare of Joshua?

3.1.3Theevidencepresentedto the reviewwould suggeshot. It indicatedthat there were no clearand
currentrisksmanifestat this stagethat would havewarranteda requestfor serviceto either the Manchester
MASH(up to the June2018moveto Bury)andfrom June the Buy MASH for a pre-birth assessmenBoth
parentswere openabouttheir backgroundindeed,Johnhadtold the midwife at the bookingin
appointmenton the 31.03.18that he wason medicationfor Attention DeficitHyperactivityDisorder(ADHD).
Albeit he offered no additionalinformation about his mentalhealth history.

3.1.4Inthisregard,the reviewwasinformed' that if a male partner had presentedwith ADHDasstableand
on medication,the riskwould havebeendeemedlow, asa diagnosisof ADHDalone would not raise

10 Jenniewasseenby the Salfordmidwivesfrom late Marchto June2018andthen, followingthe moveto Bury,by the Bolton
midwivesfrom Juneto Joshu& birth
1111Bythe panelmemberfrom the NHSBuryCCG



safeguardindor other) concernsNo further questioningwould havetakenplace,givenwhat wasshared
with the midwifery serviceat the time. Accesgo partner®& recordswasnot availableto the midwifery
service An ADHDdiagnose®n its own would not havemet the thresholdfor areferralinto Childreri Social
Care.Therefore,nonewasmade.

3.1.5Jennieselfreportedwith a previoushistory of anxiety,depressionandseltharm somesevenyears
before,agedfifteen; havingreceivedcounsellingfrom the Childand AdolescentMental Healthservice
(CAMHS)Shereported asbeingemotionallywell to the midwifery serviceand did not discloseanyrecent
mental healthepisodes.

3.1.6Jenniehadfrequent ante-natal contactwith the maternity and midwifery servicespften accompanied
by John.Both parentssaidthat they were, Gtabledandlookingfor work, with no other disclosureof any
problems,includingdomesticabuseor substance/alcohofmisuse Thematernity notesdocumentedthat
there were no other agenciesnvolvedwith the family. Aspreviouslynoted, Johré ADHD accordingo the
midwifery report providedfor this review, by itself would not havewarrantedconsiderationof a pre-birth
assessment.

3.1.7In essencenoneof the factorslistedin the GreaterManchesterSafeguardingre-birth assessment
guidancewere presentor knownto the midwifery service thus precludingit from makinga pre-birth
assessmenteferral. In anyevent,it wasdecidedto continueto assessennié emotionalwell-being
throughoutthe pregnancyA speciakircumstancdorm (SCFvasgeneratedasa resultof Johré ADHDand
mother& historywhichwasupdatedfollowing Joshu birth, statingthat there were no concernsdentified
by midwifery andhosptal staff.

3.1.8Regardinghe PrimaryCare(GP)service there is minimalevidenceof anyinvolvementwith
Manchester/Salforgrimary servicedy the parentsprior to movingto Buryin June2018.Followingthe
move,Johnjoinedthe GPpracticeon the 13.08.18with Jennigoiningon the 30.11.18 after Joshu& birth.
John,despiteseveraletters of invitation to attend for a new patient appointmentdid not do sountil the
07.02.19alongwith Jennieandthe new baby.ThePracticehadreceiveda letter onthe 20.12.18regarding
Johr& mentalhealthfrom the GreaterManchesteiMental HealthTrust. Thiswasten-month-old information
(06.02.18Yelatingto anappointmentsetfor him on the 09.05.18 Thus the evidencewould suggesthat the
GPpracticehadno information on the parentsof anysignificanceduringthe ante-natal period, thereby,
negatingthe needfor anyinformation sharingwith the maternity/midwifery service.

Findingl: Therewere no groundsfor the Northern CareAlliancemidwifery/maternity servicedo have
madeareferralto the respectiveManchester/BuryMASHdor a pre-birth assessmenof Jennie.

FirstBuryChildand FamilyAssessmentDecember2018February2019

3.1.9At this point the family had beenresidingat the Buryaddresssincelate June2018and hadbeen
allocateda healthvisitor (HV1)shortly after Joshu birth on the 16.10.18at the North ManchesterGeneral



Hospital.HV1assessethat the family wasvulnerableandrequireda raisedlevelof intervention,namelythe
UniversaPartnershipPlus? serviceoffer.

3.1.10Thefirst Childand FamilyAssessmenfCFA1py Burylnitial Respons@ eam(IRTwasprompted by
HV1who had spokento Johr& socialworker from ManchesterAdult SocialCare, TransitionaPlanningTeam,
(MSW2) Theyhadsharedinformation,includinga comprehensivegitizen® full careactassessmenpn the
21.11.18 about Johri& mental health. Thishad consideredhis previoushistory of beinga patient at the
psychiatricunit under section3 of the Mental HealthAct: 1983between20142016,agedsixteento
eighteen.HV1,with Johr& consent,madeareferralto the BuryMulti AgencySafeguardingdub(MASH)nN
the 03.12.18regardingconcernsabout hismentalhealth andthe state of the property.

3.1.11The referralwasprocessedy the MASHand subsequenthallocatedto a socialworkerin the IRT
(BSW1bnthe 07.12.18who startedthe Cand FassessmentA homevisitwasmadeonthe 12.12.18~hen
the parentswere spokenwith separatelyand neither disclosel anyissuesegardingdomesticabuse.John
spokeopenlyabout hismentalhealthandindicatedthat he felt it wascurrently stable.Hetold BSWlhat he
hadnot usedcannabidor the previousfour years.Therewere no concernsoted regardingthe parent
careof Joshua.

3.1.12BSWlconsultedwith HV1andthe father& socialworker (MSW2)who hadbeeninvolvedwith him for
two years.HV1saidthat the parentsdid not think that they neededanyadditionalsupport(complimentary
to HVI& involvement)at that time. MSW2corroboratedJohr& report regardingthe stability of hismental
healthandwasnot awareof anyrecentevidenceof ongoingsubstanceabuseor domesticabuse.Giventhe
positivereportsreceivedthe assessmenivascompletedin early February(subsequento a discussiorwith
BSW® managerwith arecommendatiorof no further action. Thecasewasclosedto BuryChildrers Social
Careonthe 04.02.19.

3.1.130nthe evidenceof no identified concernsno indicationthat Johré mentalhealthwasdeteriorating,
that the familywassubjectto a UniversaPartnershipPlusservicefrom HV1andwere not wantingany
additionalsupportfrom BuryChildrer® Servicesthe decisionby BSWlandthe managerfor no further
actionandclosurewould seemto havebeenreasonableand proportionatein all of the known
circumstances.

3.1.14Thatsaidand despiteseveralphonecallsto the IRTby HV1for anupdateon the CandFassessment,
nonewasforthcoming.HV1& successondV2only heardaboutthe outcomefrom Jennieon the 14.02.19.
ClearlyBSW1ishouldhavedirectly reported backto HV1/2the assessmenbutcome,giventhat the original
referralhad comefrom the healthvisitingservice.

Finding2. TheBuryIRTdecisionfor no further actionand caseclosurearisingfrom the first
Childand FamilyAssessmentvasreasonableand proportionatein all of the known
circumstancesf the time.

2 Seenote 4, page6 for explanationof UPP.
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Lessorl. SociaworkersundertakingChildand FamilyAssessmentmust liaisewith
referrerson progressandinform them of outcomes,in compliancewith nationalandlocal
safeguardingyuidance.

TheSecondChildand FamilyAssessmentApritMay 2019

3.1.15Bythistime, Jenniewaspregnantwith the unbornsiblingof Joshuaandwasregisteredwith her Bury
GPpracticeandthe Bolton FoundationTrustmidwifery/maternity servicesMSW2had completeda citizernts
careassessmendn Johnin November2018( reviewedon the 07.03.19) who wasalsosubjectto section
117 supportunderthe Mental HealthAct 1983;whichhadrecommended,

Regulaicontactwith John.

Supportto searchfor a housethat is a permanentarrangementn the Manchesterocal
authority.

Atransfer(early April) to BuryLearningDisabilityTeamfor supportassessment.
3.1.160f significancethe careassessmentiad noted that Johr,

dehaviourhasreportedlyand evidentiallypecomemuchmorestablein the lasttwo years,
whichhasbeenattributed by professional$o successfuinedication.Hehasalsobeenobservedo be
very happywith the new baby(Joshuagnd hasdemonstratedhe canmeethisson® needsand
knowshowto accessupportfrom Jennieor from a professionaé € Johnhasdemonstratedthat
heis not whollyvulnerablen the communitylately. Hehasnatural supportto assistwith managing
thisriskthat Johnhasa long-standing history of smokingcannabiswhich hasbeenidentified as
significant(ly)contributing to his mental health needsd

3.1.17Theassessmendlsoidentified two keyrisks,both graded,dighd Firstly,that in the eventhe wereto
smokecannabisagainfthereis a significantriskthat this couldtrigger psychosisigainand makehim
aggressivandleadhimto bere-sectionedJohncurrentlyhasnatural support? to assisthim with thisd A
semnd dighdriskwasJohnmissinghis medicationwhichup to that time had beendeemed,&ery successful
in managinghis mental health conditions6Theassessmentoted that in the eventof this happeningt
would pose,a significantriskto his psychoticsymptoms(includinghallucinationsyeturning,in additionto
the riskof him becomingaggressive.

3.1.18Additionally,the careassessmentadnoted that Johnhadbeenassessedshavinga significant
learningdisability,in which he had gsignificantcognitive deficitsprior to the reportedonsetof any significant
mentalhealthdisorder,or anydrug used

3.1.19Theserisks(smokingcannabisnot takinghis medication,hislearningdisabilityand alsoan over-
relianceon seltreportingwithout trianguating), were therefore well documentedby MSW2at the point of
referralto the MASHon the 25.04.19 Thereferralitself hadidentified concernsaroundJohn& mental
healthdecline,hiswantingto harmothers, his seltreporting of cannabisuseandnot takingmedication(two
keyriskfactorsidentified by MSW2 seeabove),domesticabuseand poor housingconditions.

1134'I'akento meanfrom Jennie.



3.1.20MSW2andthe ManchesterTransitionPlanningTeamhad recentlyclosedthe caseon Johnbecauseof
hisresidencyin Buryandhad madea referralto the BuryLearningDifficultiesTeamon the 25.04.19.

3.1.21TheBuryMASHdecidedappropriatelyto send the referral onto the BuryIRTfor a Childrenand Family
assessmenfThiswasallocatedon the 25.04.1%0 BSW2Theassessmentoted from the referralthat John
haddisclosedamongstother things)to havingnot takenhis anti-psychoticmedicationfor overthree
monthsandwantingto hurt someone BSW2hoted the historicalinformation on Johré mentalhealthfrom
MSWZ careassessmenincludedin the referencebackto the first Cand Fassessmenof February2019.

3.1.22However enquirieswith BuryChildrer® SocialCarehaveindicatedthat MSW2wasnot spokenwith
by BSW2nor wasthis veryinformativeand detailedcareassessmentiewedand consideredaspart of the C
and Fassessment! BSWilhad madeattemptsto contactMSW2on the 01.05.19who wasreportedly
unavailableand seeminglhydid not return the call. BSW2in the communicationwith the leadreviewer)
statedthat Johri& mental healthwasconsidered and his medicationnon-compliarce addressedat a home
visiton the 01.05.19:lbeit how effectivelythesetwo taskswere doneis a moot point.

3.1.23Johntold BSW2on the homevisit (01.05.19hat he had not takenhis medicationfor four daysrather
than three months.Therewasno evidenceof enquiryabout his potential cannabisuse.It appearedthat
BSWahadtakenJohrs selfreported accounton goodfaith rather than triangulateand speakdirectly to
MSW2 Hadthis happenedt would havebecomeevidentthat there hadbeenno psychatric or medication
oversightof JohnsinceAugust2018,savemonthly prescribingoetweenJanuaryto April 2019from hisGP
practice’®

3.1.24Moreover,criticalinformation (from the CareAct assessment)egardingthe two previouslyidentified
keyriskfactors,namely,the dangersof John& not taking his medicationand smokingcannabiswould have
becomeevidentandincludedin the Cand Fassessment.iaisonbetweenBSW2and MSW2would alsohave
elicitedthe informationthat a referralhadrecentlybeenmadeto the BuryLearningDifficultiesTeamin
respectof John,makingpossiblea linkup betweenthe borough childrenandadult servicesandthe
potential for a co-ordinatedresponsan meetingthis vulnerablefamily® needs.

3.1.25Therewasno evidenceof exploringwith Johnhis previousreferenceto wantingto hurt someone.
Thisshouldhavebeenfollowed up aspart of the Cand Fassessment.

3.1.26A further riskfactor, highlightedin the careactassessmentwasJohr& significantiearningdisabilities
suggestinghat (amongstother things)he would be unlikelyto keepto prescribingarrangementsvithout
externalsupportfrom anagency.Therefore the evidencewould suggesthat hisclaimto havebeenwithout
medicationfor four dayswaslesslikely than hisoriginalreport of three months.

3.1.27Accordingo BSWZin written communicatiorwith the leadreviewer),Johnhadleft the family home
duringthe time of the assessmentA conversationwith his Shared_ivesworkeron the 14.05.19ed BSW2o

14BSwWzhad spokenon the 14.05.19%0 Johns key worker (1.e.the personhe wasstayingwith) from Shared_iveswho wasnot
responsiblgor oversightof his mentalhealthand medicationneeds.
115E0\Ibeitthis did not necessarilyneanthat he collectedit or took it.



understandthat he had movedinto accommodatiorin Manchester providedby the agency Thiswasthe
ongoingplan.Hewould be transferringhis GPfrom Buryto Manchesterto ensurehe couldaccessis
medications BSW2isitedJennieon the samedaywho saidthat Johnhad movedout becauseof his
decliningmental health, that the relationshiphad brokendown and sheno longerwantedto continuewith
it. Sheintendedto contactthe landlordto changethe tenancyin her nameandclaimbenefitsasthe sole
carerfor JoshuaShedeniedthat there hadbeenanydomesticabusebetweenthe coupleandthat a stain
on the wall hadbeencausedby Johnthrowing a pot noodleat the wall.

3.1.28Totheir credit, BSW1did recordin the Cand Fassessmenthat, the coupleminimisethe verbaland
physicalkabuseincidentsthat take placefand suggestedhat they would benefit from a plannedpieceof
work in this regard,not leastto better understandthe potentialimpactof domesticabuseon Joshua.The
assessmenalsorecognisedhat despitethe couple® relationshiphavingbrokendown duringthe
assessmenprocesst would appearthat Jennieand Johnwill often experiencegeriodsof time whentheir
relationshipis off and ong thus suggestinghat the sepaation waslikelyto be temporary,asindeed,proved
to bethe case®

3.1.29However despiterecentevidenceof the dynamicnature of the coupl&s relationshipthe CandF
assessmensomewhatcontrary,deemedthat that the risksto JoshugandJennie)¥rom domesticabuseand
hisfather& mentalhealthwere reducedbecauselohnwasno longerin the household.Yet,it iswell
recognisedhat the risk of domesticabusecanincreaseat timesof coupleseparationandthat such
developmentsshouldbe akey considerationin a Childand Familyassessmenf(Thelogicof this insight
shouldhavesuggestedhe needfor a contingencyplancoveringthe possibilityof a return to the household
by John.Thiswasnot evidentin the Cand Fdocumentationor in the sulbsequentsingleagencyoutreach
planof OW1.Suchconsiderationainderscoredhe imperativefor a highdegreeof quality assuranceand
managementscrutinyprior to signoff by the team manager.

3.1.30BSW2andtheir managerassessethat Jennie(who waspregnantwith the unbornchild)andher son
would needsomesupport. Theydiscussed referralto alocal Childrer®s Centreand Teamaroundthe Family
(TAFsupport,to which Jennie(reportedly)agreed.Onthis basisa, Gtep down notificationd wascompleied
with the followingactions;

Parentsto engagewith supportarounddomesticabuse.

Mother to attend the childrern centreto widen her supportnetwork.
Mother to take Joshuao play sessionat the childrers centre.
Mother to receivepre-natal support.

Mother to be offered supportandadvicearoundhousingandfinance.

18 Thiswasnot the first time that the couplehadtemporarilyseparated havingdonesoon the 26.11.18 asnoted in the first C
and Fassessmenandalsorecordedin the secondassessmentyy BSW1In anyevent,Johnhadreturnedto the householdby
the time of the first homevisitby OW1on the 18.06.19.
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3.1.31Thismighthavebeenareasonabledecisionand appropriatecourseof actionfor Joshuaand his
mother, in the eventthat there wasa degreeof certaintythat Johnwasnot returningto the household.
However within a short period of time (andcertainlyby the 18.06.19whenthe family wasvisitedby the
outreachworker, OW1),Johnhadreturnedto the family, thus raisingthe potential levelof dynamicriskand
needrequiring re-assessmendnd consideratiorof a higherlevelof interventionaroundChildin Need(Level
4) or possiblyeven,ChildProtection(Levels).

3.1.32Thereis someambiguityin the documentationprovidedfor this reviewin relationto the recordingof
the parentsintention concerninghe breakupin May 2019.Assetout above, it would seemthat BSW2
believedJohr& moveto Manchesterto be longterm. Onthe other hand,there aretwo referencespnein
the Childand Familyassessment andonein the integratedchronology(14.05.19, to Johnsayingthat he
andJenniehad madeup andthat he would be returninghome. Indeed,the secondreferencerecordsthat
BSWZXpokewith Johnon the telephoneon the 14.05.19noting that,6sincehisrequestto be sectionedche
hasreceivedsupportandis hopingto movebackin with Jennié Healsogaveconsentor informationto be
gatheredfrom hismentalhealthworker (MSW?2).

3.1.33.Thus,it would seemthat there wasevidenceat the time of the decisionto moveto &tep-downd
(15.05.19)at leastto considerJohr statedwishto return to the family and either ascertainits validity with
the coupleat the time, or build in a contingencyplan,involvingthe childrents centre/outreachstaff or the
keyworkerdrom SharedLivesinforming BSW2of this eventuality.However this did not happen.

3.1.34Forthesereasonsthe Reviewfoundthat the Cand Fassessmenwvasflawed®. Whilstunderstanding
the logicof alevel3 TAFor Jennieand her son,on the assumptiorthat Johr& departurewaslongterm, the
assumptiomeededto be tested, especiallyin regardto evidenceof heightenedrisk at coupleseparation;
andin the eventprovedto be false.In addition, direct enquiries(triangulation)with the Manchester
TransitionaPlanningTeamviaMSW2were neededin orderto gainamore detailedand comprehensive
understandingpf Johr& mental health, learningdisabilitiesand substanceabusingrisks,rather than an over-
relianceon hisselfreporting.

3.1.35Ratherthan prematurelyconcludingthat the family shouldbe offered a Teamaroundthe Family
(TAF/leveB) approach!® there were very strongreasonsandnot in hindsightfor the assessmento have
met the statutory thresholdfor (at least)alevel4 (Childin Need)intervention,andarguably alevel5 (Child
Protection)response®

3.1.36Assuminghe parentswere in agreementa Childin Needplancouldhaveprovideda multi-agency
frameworkof supportfor (and monitoringof) Joshuaand his parentsin the time leadingup to the birth of

Joshud siblingin October2019.Arguablyand of significancethe plancouldhaveincludedarrangements
for meetingJohr& mentalhealth needsthroughliaisonand co-ordination of the necessaradult services.

17 At page3, lastsentencein the Eurrentreferralsection.
18 Alsothe unanimousview at the practitioner@ event.
¥ Theoutcomewasactuallya referralto a Childrer®@ Centrefor (singleagency¥amily supportoutreachservice.
?IO_Seethe BuryIntegratedSafeguardindPartnershipThresholddocument.
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3.1.37Moreover,givenJennids pregnancythere were stronggrounds,in the opinion of the leadreviewer,
for a pre-birth assessmento havebeenundertakenregardingJenni& unbornchild. Thefamily
circumstancesnet severalof the riskfactorssetout in the Bury(GreaterManchesterSafeguardingpre-
birth assessmenguidance.

3.1.38Mindful of not wantingto over-focuson individualpractitionersactionsand decisions’ there were
severalsystemidarriersolatent failuresy asper Sidebothamet al; May 2016)that might havehindereda
more accurateChildand Familyassessmenthat couldhavetakenthe full rangeof riskand needfactorsinto
consideration Thepractitionerglearningeventidentified the following systemidactorsthat mayhavebeen
in place;

Staffshortagesandinsufficientexperiencedsocialworkers??
Highcaseload® andresultantinsufficientiRTcapacityto reasonablycopewith demand.

Thepotential (at the time) for practitionersto usedoopholeenablingoverrideof the dail
safedaspectf the assessmensystemin orderto copewith demandandstretched
resources.

Insufficientfront line managementscrutinyof assessmentbefore signingoff dueto
demand.

3.1.39However the abovefactorsdo not correspondwith the written accountsof BSW2andtheir manager
(TM1).2%. TM1reportedthat the team had a stableworkforcewith no agencyworkers.Morale wasgood
with regularsupervisiorgivento the socialworkers.BSW2saidthat they had a protected caseload (fifteen
to twenty) andwassupportedby amentor in additionto regularsupervisiorby TM1%°. BSW2echoedtheir
managed viewsabout goodteam moraleand supportive office camaraderie.

3.1.40An additionalpossiblefactor (suggestedt the Partnershipmeetingof the 20.05.20wasthe potential
for alackof caseownershipof the family by BuryIRT giventhat they were in temporaryaccommaodatiorin
the borouch anddueto be rehousedin ManchesterUncertaintyaroundthe timing of areturn to
Manchestercompoundedby the inherentdifficultiesof crossborderworking (informationsharingandthe
co-ordinationof servicesynay haveexacerbatedhe @wnershigof the family by Burychildren services.

3.1.41In anyevent,the TAFFecommendatiorresultedin (singleagency¥amily supportinvolvementfrom a
localChildrer Centreoutreachteam betweenJuneto early August2019.Theoutreachteam did receivea

21 NB,seeparagrapht.15.

22 Therewere 18 socialwork postsacrosshe 3 IRTteamsin April/May 2019and of these4 were empty-2 were vacantand 2
longterm sick,makinga vacancyrate of 22%. 5 were level 3 (one an agencyworker coveringfor a socialworkerwho wasacting
up into ateammanagermostandoneon longterm sick, 7 werelevel 2, 3were ASYHincludingBSWJ) and 1 longterm sickwho
did not return.

23 Evidencedn the notesfrom the practitioner@event.

24 But seeBSW2and her team managers accountof this.

215F'I'herewasone supervisiorsessiorwith this caseon the 29.04.19.
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copy of the Cand Fassessmentwith no cleardirectiveto notify the BuryMASHand Childrer® SocialCarein
the eventof Johr&return to the family) from BSW2but for reasonsunknown,a Gtep-downg notification
wasnot sent. Compoundinghis wasthe ladk of accesdy outreachservicego the localauthority (Bury)
electroniccaserecording(CS@nd EarlyHelp)systemsTheabsenceof the notificationwasof some
significanceébecausdt precludeda TAFmeetingandwould havesetout the specificidentified actionsto
havebeenmet with the family by the assessment.

3.1.42Giventhat the CandFassessmentvasawareof the rangeof other agenciesnvolvedwith the family
it is not knownwhy a singleagencyT AFwasrecommendedThelogicof the assessmentvould have
suggestedh multi-agencyT AFapproach.

3.1.43Arguably co-ordination of the rangeof multi-agencyservicespamely,health visiting, GP midwifery,
Manchesterhousingagency adult mentalhealthandthe Buryoutreachservice/Childre Centre,couldin
principle,havebeenachievedby meansof a TAFplan. TheReviewis unclearasto why a multi-agency(as
opposedto a singleagency)T AFplanwasnot offeredto the family. In the event,eventhe singleagencyTAF
wasnot offered, asrecommendedy the Cand Fassessment.

3.1.44Despitegivingtheir apparentconsentto the proposedTAFthe parent® declinedit. Theepisode
raisedquestionsabouthow well the parentsunderstoodthe purposeof the Cand Fassessmenandwhat
they were givingconsent to. Afurther issuewasthe needfor a procesgo pro-activelyengagefamilieswhere
risksemergelater on; namelya contingencyplanasreferredto abovein paragraphs3.1.29/33.Theoutreach
worker (OW1)carriedout a freshneedsassessmendirectly with the parentswho agreedto work onissues
aroundplay,learningandsafetyin the home(l.e.,the provisionof afire guardand safetygate). Thismarked
amore limited rangeof issuedrom thoseidentifiedin the originalIRTCand Fassessmentotably those
arounddomesticabuseand John& mental health. Thework wascompletedin mid-Julyfollowingfour pre-
arrangeavisitsoverfive weeks.

3.1.450W & observationsat the time noted no concerningmattersor evidenceof substanceabuse,
domesticabus or parentalmental healthdeterioration.Indeed,Joshuaappearedto be a happyand
contentedbabywho wasdevelopingwell within his expectedmilestonesInteractionwith his parentswas
appropriateand positive.Moreover,Johnwasopenwith OW1about his mental healthbackgroundand his
involvementwith mental healthsupportservicesTherewere no risksobservedoy OW1regardingthe
circumstance®f Joshué careby hisparentswho reportedly decidedto finishtheir involvementwith OW1
in mid-July2019 Thatsaid,WS y yrdc@l€zionwasthat it wasOW1landtheir managemwho decidedto end
contactbecausejn their view, all of the identified taskshad beencompleted.

3.1.46However this practiceepisoderaisedquestionsabout.

Whethercurrentlevelsof staffingcapacityand experiencewithin the IRTserviceare
sufficientto safelymeetdemandandproduceCand Fassessmentt the requiredstandard
andquality?

Whetherthere are effectivearrangementsn placesothat newly qualifiedsocialworkersin
IRTteamsare effectivelysupportedin undertakingcomplexCand Fassessments?

Thethoroughnesf managemenbversightof Childrenand FamilyAssessments?



Theextentto whichthe parentsunderstoodthe purposeof the Childand Familyassessment
andconsentedo the recommendedutcome,in this casea Teamaroundthe Family(TAF)
plan?

Theneedto considercontingencyplanningin Cand Fassessmenta/herethere isthe
potential for significant@ownstreand riskemergingater on.

Whythe recommendationgor a multi-agencyT AFwere not implementedby the Family
Support/Outreactservice?

Theinability at the time for outreachservicedo haveaccesgo the electronicCSGLCSand
EarlyHelpelectronicrecording systems.

CurrentDevelopments

3.1.47TheReviewearnt from the outreachservicethat changedhavebeenmadesincethe tragicdeath of
JoshuaThesenclude,

TAF&Gtepdowng casesow includea TAFmMeetingchairedby the assessingRTsocial
worker. Thereis a clearhandoverwith the outreachserviceworkerwherethe planis
explainedto the familywho arerequiredto givetheir written consent.

A contingencyplanshouldbe availableat the point of steppingdown, if identified actionsare
not met or familiesdisengagdrom the process.

Theoutreachservicenow hasaccesgo the BuryChildrer® Serviceglectronicrecording
systemsInformationistherefore readilyavailable.

Finding3: TheMay 2019Childrenand Familyassessmenivasflawed becauset did not includesufficient
considerationof,

Three known, keyriskfactors;namelyJohnnot taking his medication,smokingcannabisand his significant
learningdisabilities.

Didnot directly speakto MSW2and considersufficientlyhis careasgessment.
Anoverrelianceon Johr& selfreportinganda lackof triangulationwith other agencies.

Didnot test the assumptionghat the parents relationshiphadfinished,andthat Johnhadmovedto longterm
accommodatiorin Manchester.

Didnot include a clearcontingencyactionin the CandFplanfor report backto the IRTin the eventthat John
returnedto the household.

Findingd: Therewere reasonablegroundsfor Joshuabeingmadethe subjectof a Childin Needplanat level4 of the
BuryIntegrated Safeguardind hreshold=rameworkyrather than at alevel 3 Teamaroundthe Family(TAFpffer. A
Childin Needplan couldhaveprovideda robust multi-agencyframeworkof supportfor (andmonitoring of) Joshua
andhis parents,work arounddomesticabuse andthe provisionof adult mental health supportto John,in the time
prior to Joshu@ deathin September2019.
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Findingb: It followsthat there were groundsfor a pre-birth assessmento havebeenundertakenon Joshué
(unborn)siblingin 2019.

Lessor?. Childand Familyassessmentsiust not solelyrely on parentalselfreporting, shouldinvolveinformation
gatheringfrom all agenciesnvolvedwith the childrenandfamily,test assumptionsaroundthe permanencyof
coupleseparationconsiderthe needfor a contingencyplanin the eventof the potential for emergingrisksand be
subjectto effectivemanagementscrutinyandoversight.

LessorB: Wherethere is multiple agencyfamily involvement, TAFplansshouldbe multi-agencyand not single
agency.

Lessort: BuryChildreri SocialCareshouldassurethe BISRhat the IRTis operatinga safeand effective service
that accuratelyassessethe needsof infantsunderone and anyrisksto them from parents/caregivers,resultsin

3.2Vulnerability of Babies

1. Infancyis aninherentlydangeroudime for children.d@heimportanceof conductingpre-birth assessments
hasbeenhighlightedby numerousresearchstudiesand SeriouCaseReviewsvhichhaveshownthat
childrenare mostat riskof fatal and severeassaulsin the first yearof life, usuallyinflicted by their carersd
(GreaterManchesterSafeguarding’roceduressection4.10; Pre-Birth Assessmentgaragraphl2)

2. Brandonet al (2016)found that, dnfancyremainsthe period of highestrisk for seriousandfatal child
maltreatment,there is a particularrisk of fatality for both boysand girlsduringinfancyd(p.40).74%of the
fifty caseson non-fatal physicalabuseincludedin the Brandonstudywere agedunderoneyear(p.62).

3. Therewaslittle evidencethat anyof the agenciesnvolvedwith Joshuaand hisfamily were consciousf his
inherentvulnerability.In fairness the evidence up to aroundJuly2019,suggestedhat Joshuavasbeing
adequatelycaredfor by hisparents,especiallyhis mother. Thehealth visitingand children® outreach
servicemnoted a happybabywho seemedwell attachedto hisparents,with no observableor discernible
contemporaneousignificantrisksto him.

4. Inregardto the trilogy of risks®, MSW2s CareAct assessmentf the 30.11.18haddocumentedthe issuesof
Johr& mental healthand substanceabusehistory. In particular, highlightingthe significantrisksof Johnnot
complyingwith hismedication,him requiringsupportto attend medicalappointmentsandrecourseto
cannabiguse.Toher credit, the first healthvistor (HV1)recognisedheseaspotential risksto Joshuaand,in
conjunctionwith MSW2 madea safeguardingeferralto BuryMASH.

2?61Parentalmental health, substanceabuseand domesticabuse Alsoknownasthe $bxic trioQ{seeBrandonet al: 2008



5. However,asmentionedabove thesefactorswere insufficientlyconsideredn the Childand Family
Assessmentf May 2019,there beinga seemingackof triangulationand lateral checkswith adult support
agenciedor John.Therewaslittle overt evidenceof domesticabusebetweenthe parents,notwithstanding
the referencesto Johr& angeron occasion. Thisissueshouldhavebeenfollowed up more directly with
Jennie especiallyin the light of her later disclosurego the leadreviewer(February2020¥2 of three
incidentsof physicalabuseoverathree-year period, plusepisodesof verbalconflictand behaviour
suggestiveof coercionandcontrol by John

6. In this regardthe conceptof, @umulativerisk of harmg (Brandonet al: 2016:75)presentwhen domestic
abusecao-existswith substancemisuseand parentalmental health (knownasthe drilogy of riskd couldhave
beenaveryhelpfulanalyticaltool in this case.However,asBrandonet al point out, the trilogy are not the
only parentalriskfactorsthat might contribute to cumulativerisk of harm. A narrowfocuson the trilogy by
professionalsanmaskthe potential adveiserisksof other stressfactorsimpactingin a cumulativeway on
the family, suchas;

1 Adverseexperiencesn the parentown childhoods(relevantfor both parents)
1 Ahistoryof criminality, particularlyviolent crime (relevantfor John)

1 Sociaisolation(relevantfor the family rehousedin Buryawayfrom their familiesand social/agency
supportnetworksin Manchester).

1 Pooreducation(relevantfor John)
1 Poverty(relevantfor the family)

1 Acrimoniousseparation(sjrelevantfor the parents)

often co-existalongsidethe trilogy of riskand caninteract with them to createavery potentially harmful
environmentfor the child(ren).In this case,it is alsopossibleto add, Johr& learningdifficulties, the family®
transienthousingstatus, the resultantchallenge®f crossborderworkingfor agenciesand professionals;
andthe vulnerabilitiesassociatedvith beingplacedin temporaryaccommodatiorin anarea(Bury)
unfamiliarto them without the supportnetworks(family and professionalavailablein their areaof originin
Manchester.

Finding6: With the exceptionof HV1;agencieérecognitionandresponseto Joshué inherent
vulnerabilitiesasa baby,includingthe doxic trio§ were poor.

Lessorb. TheBuryIntegratedSafegardingPartnership(BISPand ManchesterSafeguardindgPartnership
needto ensurethat the conceptof the inherentvulnerabilityof babiesis disseminatedvidely and
embeddedin practiceamongstall agencypartners,especiallyadult services.

27 Jenniehad deniedto BSW2hat there had beenanydomesticabusebetweenthe coupleandhadsaidthat a stainon the wall
wasasa resultof Johnthrowing a pot noodleat the wall.
Z?Bl_DiscIosecby Jenniein her conversatiorwith the leadreviewerin February2020.
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Joshuds Voiceand LivedExperience

Livedexperienceds definedas,dersonaknowledgeabout the world gainedthroughdirect, firsthand
involvementn everydayeventsrather than throughrepresentationsonstructedhroughother people.lt
may alsoreferto knowledgeof peoplegainedfrom directfaceto faceinteractionratherthan througha
technologicamediun® (OxfordEnglistDictionary).

Clearly Joshuavasnot old enoughto havespokento the variousprofessionalshat he cameinto contact
with. His,&oice) andlived experiencewvould havebeenmediatedthrough his parentsandthe direct
observationsof the professionalsvho sawhim. Given Joshué lackof a voiceit wasnecessaryor
professionaldo havepaidparticularattention to the nature and quality of interactionswith hisparents,
extendedfamily,andthemselveshiswider contextof transitory housing family socialisolationand poverty,
andthe impacton hisphysicalandemotionaldevelopment.

Theevidencesuggestedhat, in regardto thoseagenciesnvolvedwith Joshuaand hisfamily,the
professionaléunderstandingsand perceptionsof hislived experiencevere mixed.His&oicedwaslargely
absent(accordingo the agencyreport) from the healthvisitingrecords.Thatsaid,HV1,had someinsight
into the child® lived experienceby dint of supportingthe family viaa UniversalPartnershipPlus(UPP)evel
of service.Thisaccuratelyrecognisedhe parentand Joshué vulnerability,especiallyin the contextof
their beingplacedin out of area,temporaryaccommodatiorin Bury,wheretheir supportnetwork (family
andagenciesyasverylimited. HV1& observationsvere evidencedby her referralsto the Childrer® Centre
in November2018(whenhe wasonly one month old) andin Decembetto BuryMASHHV 1continuedwith
anenhancedevelof supportup to May 2019,at which point the transferto the more localteam occurred.
Thisteamwasalignedto the localGPpracticeandthe family wasallocatedto HV4.

In part, becauseof the no further actionoutcomefrom the secondBuryCand Fassessmenof May 2019
andthe Childrer& Centreinterventionin June/JulyHV4assessethe family& levelof supportat the less
intensiveUniversalPlus.Theinitial homevisit (followinga no accessiomevisiton the 17.06.19wasmade
jointly with OW1on the 05.07.19when no concerngegardingJoshué carewere noted. Johnwasnot
presentbut wasreported by Jennieto havereturnedto the householdfollowingtensionbetweenthem
regardinghim havingstoppedtakinghis medication.Jenniesaidthat he wastakinghis medication again.An
opportunity wasmissedto assessloshué progressand lived experiencevhenhe wasnot broughtby his
parentsto aroutine 9¢12-month developmentakexaminationarrangedfor the 21.08.1%y HV4.

OWlsawJoshudour timesduringtheir involvementin June/Julyof 2019. OW1lobservationf Joshuaand
hisinteractionwith both parentswere detailedand comprehensiveHewasnoted to be happy,contentand
developingwell (@ ping pongball on legs) within hisexpectedmilestoneswith positive interactionwith
both parents.Joshuaandhis parentsappearedio be a happyfamilyto OW1.0W1lastvisitwasonthe
19.07.19when parentsreportedly statedthat they no longerneededthe servicealbeit WS y yiéc@l€ztion
wasthat this wasa decision madeby OW1landtheir manager Outreachinvolvementwasclosedon the
01.08.19.Theevidencewould therefore suggesthat OW1gaineda goodappreciationof Joshués lived
experienceduring period of involvement.



3.6.

3.7.

3.8.

4.

4.1.

24

RegardindBuryCS@involvement,Josha® voiceandlived experiencefvasnot aswell detailedasit could
havebeenboth within the assessmentandthe generalcasenote(BuryCS&gencyreport). The
interventionswere insufficientlychild focussedwere too centred on Jenniés parentingabilities andthe
father® mental health history. Joshuavasnoted asbeing,@oo youngto offer hisviewsd Therewere only
two visitsmadeto the family for the secondCand Fassessmenivhichwasnot sufficientto havegaineda
reasonabldevelof underdandingof Joshué progressand, dived experiencé Asindicatedby the agency
report, durther assessmentshouldhavetakenplaceto analysethe presentationof Joshuawhilstin the care
of hisparentd

Joshuavasseenon two occasiongor hisimmunisationsby the local (Bury)GPpractice the lasttime being
onthe 29.01.19Noconcernswere noted. Hewasalsoseenat the practiceon the 07.02.19with hisparents;
the GPhada strongand positivememoryof a smiley,happybabywho capturedeveryonein hissmile.The
floating supportworker (FSS1from ManchesterCity CouncilHomelessServicehad frequent contactwith
the family. FSShoted Joshuao havebeenahappylittle boy who wasalwayscleanandtidy with plenty of
toys. Thehousewaswarm andwelcoming.Therewere no concernsnoted for Joshuavho wasobservedio
be laughingand gigglingby FFSDn the lastoccasiorthey sawhim.

Joshu# presencein the familywasnoted by MHP1(mentalhealthliaisonteam)aspart of Johré mental
healthriskassessmenon the 03.09.19.Joshuavasnot felt to be at riskfrom hisfather at that time; in fact,
no professionabr memberof the communityeveridentified that he wasat riskof harmwithin the family.
However it would appearthat the child® lived experiencevasnot consideredandthat there wasa lackof,
d’hinkingFamilyd

Finding7: In commonwith manySCR¢here wasa tendencyfor professional$¢o developanover-
optimistic (dule of optimism) mindsetregardingJoshud positiveinteractionwith his parentsandnot
locate hislived experiencewithin a wider holisticcontext. While he appearedto be developingwell
hislived experienceiook placewithin a contextof,

Poorhousing.
Povertyandlow income

Youndfirst-time parentswith vulnerabilitiesand minimalsocialand family supportnetworksin
Bury

Lessorb. Professionalseedto look beyondthe, dere and nowg of a child® lived experienceand
locateit within awider holisticcontextof family stressesand strengths.

Inter-AgencyCommunication

Therewasat besta mixedrecordof effectiveinter-agencycommunication Anexampleof good
communicationbeingthe sharing(with his consent)of Johr& mental health history betweenMSW2and HV1
and BuryMASH/IRTregardingthe first Cand FassessmentHowever despiteseveralrequestsfrom HV1to
BuryIRTfor feedbackon progresswith the first CandF,nonewasforthcoming, whichfell short of accepted



practice.Moreover,there wassub-standardinformation sharingof Johr& mental healthissueswith the
secondCandFassessmenasmentionedpreviously.

4.2. Therewaspoorinformation sharingbetweenthe family GPandthe mental health servicesnvolvedwith
Johnin 2018/19.Indeed,the BuryGPpracticedid not receiveanywritten notificationthat Johnhadbeen
dischargedrom the Manchester_earningDisability(clinic)servicein early2018.RC2vasassumedy the GP
practiceto havebeeninvolvedwhenthis wasnot the case. Timelyinformation sharingbetweenthe three
Manchester agenciesandtheir Burycounterpartsin August2018wasabsent.Therewere communication
problemswith the Childrer® Centreoutreachserviceaccesso BuryCSGocialcareandearlyhelp electronic
records.Thishassincebeenrectified with the outreachservicenow havingfull accesdo theserecords.The
secondCandFassessmenandits recommendatiorfor a TAFRwasineffectivelycommunicatedo the family
supportoutreachservicewho implementeda limited singleagencysupportplanwith the family. Therewere
severalkeydeficienciesn inter-agencyinformation sharingwithin the BuryMASHand partner agencies,
especiallythe Policewhichare setout in the next section.

Finding8: Therewere severalinstancef very poor information sharingbetween agenciesasdetailedin
the aboveparagraphs.

5.  BuryMulti-AgencySafeguardingHub (MASH)

5.1. Bywayof context,BuryMASH?® is run by BuryCounciland operatesby co-locatinga rangeof professional
andadministrativestaff from agencieswith responsibilityfor safeguardinghildrenin one location,namely,
BuryPoliceStation.However the reviewunderstandsrom the GreaterManchesterPolice(GMP)that the
MMASHs not anintegratedunit with the sameline managemenbut rather aterm for co-location within
onefloor of the BuryPoliceStation.Staffcontinueto be employedby their employingagencyput co-
locationis consideredhe mosteffectiveway of buildingrelationshipsirust andunderstandingoetweenthe
agenciegincludingBuryChildrers SocialCareand GreaterManchesterPolice)sothat staff are confident
aboutsharinginformation. Uponreceiptof an externalreferralanyagencycanapproachanyother agency-
asappropriateto the nature of the risk- for informationto helpinform their responseo it, albeitthereisa
relianceon agenciedeingpro-activein that regard. TheGMPdoesnot haveresponsibilityfor Bury(local
authority) MASH his beingaterm usedby the localauthority.

5.2. TheBuryMASHS objectivesare,
Toimprovethe safeguardinglecisionmakingat the point of requestinga Childrer® SocialCareService.
Theearlyidentificationof need,harmandrisk.

Improvedidentificationof childrenandfamilieswho maybenefitfrom earlyhelp.

= =_ =/ =4

Provisionof guidanceand advicethrough consultation

5.3.  Oneofits keytasksis, do facilitate the free flow of informationandintelligencebetweenstatutory agencies
in orderto enhancethe opportunitiesto safeguardvulnerablechildrenand adultswithin its remit and the
MASHworkingparametersasagreed (sectionl.3of the BuryMASHdocument;April 2019)

29 Takenfrom the BuryMASHdocumentQreamBury, Working Togetherfor a better Bury,Multi-agencysafeguardindiub,
F;EincipleQApriI 2019.



5.4.

5.5.

5.6.

5.7.

5.8.

Theevidencesuggestedhat the first contactwith the BuryMASH(the Decembe2018referral from HV1)
fell shortof acceptablestandards A contactrecord® wascreatedby BuryMASHon the 06.12.18 MSW2was
spokento (by a BuryMASHSsocialworker) regardingJohréd mental healthandlateralenquirieswere made
with other relevantagenciesasper standardoperatingprocedures However for reasonsunknownand of
somesignficance the screeningdid not includeaninformationrequestto the Police?; therefore, nonewas
sent. Thisappearedto be a missinglink on the contactrecordand shouldhavebeenundertaken,albeitthe
contactappropriatelyproceededto a CandFassessent with the IRT.

Thesecondcontactregardingthe referralto the MASHoy MSW2on the 25.04.19roceededto a secondC
andFassessmentPoliceinformation wasrecordedon the contactrecordregardingthe recentincident
involvingJohnandhissonat the SharedLivesoffice (AbrahamMoss)on the 24.04.19andthe subsequent
Policewelfarevisit. However becausehere wasno requestto the Policeto providerelevantinformation for
the CandFassessmeniohr pastinvolvementwith the policeregardinghis previousarreston suspiciorof
conspiracyto murder and suspectednvolvementwith localOrganisedCrimeGroupsin Salfordwasnot
included.Thiswaspossiblyvery salientinformationin regardto Joshuaand hismother® safetyand
wellbeingand shouldhavebeenforthcomingandincludedin the Cand FassessmentRequested
information from Probation the YouthOffendingServiceand OneRecovenby the MASHwasnot referred
to in the Cand FassessmenfTherewasno indicationwhether or not informationfrom theseagenciesvas
received.

Contactthree wasreceivedon the 02.09.19from Jenni& midwife who wasconcernedat her havingmissed
severalrecentante-natalappointments.Theevidencesuggestghat lateralinformation from other agences
wasnot gatheredand analysedeffectively. Theleadreviewerand panelwere unableto establishwhy this
wasthe case. Documentatiorfrom the recentinvolvementof the Childrer® Centrewasnot accessedThe
outreachworker (OW1),who wason leave,waseventuallycontactedand advisedthat shehad closedthe
casein early August2019.

Moreover,the MASHscreeningprocesdailedto locate (in sofar asit wasnot askedfor) informationfrom
health,the police,John& mentalhealthworker, GPand housng, despitethere havingbeentwo CandF
assessmentsompletedby IRT whichshouldhavebeenaccessiblen file®2, Thiswasa concern. Jenniewas
sentatext messagenda letter askingherto makecontactwith BuryChildrer® ServicesThereferralwas
eventuallyprocessedor a Childand Familyassessmenibut seemednot to havebeenprogressedAgain,the
panelwasunsureasto why this wasthe case.

Giventhat a centralfunction of a multi-agencysafeguardindiub is effectiveinformation sharingthis case
hasraisedquestionsaboutthe degreeto whichsalientinformationis effectivelygatheredand sharedby the
BuryMASHand partner agenciesThisreviewwould suggesthat the BISRs assuredby thoseagencies
responsibleor the BuryMASHthat it is maximisingts information sharingfunctionin the interestsof
children,youngpeopleandvulnerableadultsandin compliancewith currentoperationprinciplesand
procedures.

30 Information providedby the MASHteam manageron the 28.04.20

31 Therewasinformation held by the GMP(June2018)of Johncomingunder suspiciornof havinglinkswith alocalorganised
crimegroup.

3?2(;I'hepaneland leadreviewerdid not receivea satisfactoryexplanationasto why this wasthe case.



Finding9: Onnoneof the three occasionsvasarequestmadeto the MASH (Police)by MASHCSCior
policeinformation. If arequesthadbeenmadethe relevantinformation (includingintelligenceon
Johr& allegedconnectionswith localorganisedcrime groups)would havebeenshared.Thefirst two
MASHreferralswere passedon appropriatelyfor Childand Familyassessments-dowever there were
significantgapsin gatheringandreceivingsalientinformation from the policein regardto referralsone
andtwo (no requestby Buryto the Policeon both occasionsin referral 2 there wasno information
askedfor on John& possiblecriminalinvolvementwith alocalOrganisedCrimeGroup)andother
relevantagenciesin referral three there appearedto be verylittle evidenceof timely information
gatheringfrom partner agenciesThesefindingssuggesthat information sharingwithin the BuryMASH
mayhavebeenproblematicduringthe time periodunderscrutiny.

Lessor¥. BuryMASHandits partner agencieshouldreview,asa priority, the operationof its multi-
agencyinformation sharingfunction, particularlyto ensuringthat the full rangeof lateralenquiriesis
madewith all relevantagenciesn atimely way. Thereview shouldassurethe BISRhat this isworking
effectivelyin the interestsof maximisinghe safetyand wellbeingof children,youngpeopleand
vulnerableadultsandis compliantwith MASHoperatingprinciples,and objectives.

6. ParentalMental Health and LearningDisability: John

6.1. Followinghisdischargegrom the psychiatricunit in February2016andin line with the CareProgramme
Approach(CPAY, John(then agedeighteen)becamesubjectto acommunitytreatment order (CTOY.
Whilstin the unit he becameinvolvedwith the ManchesterEarlylntervention Team(EITY® who took

3.6.2

36.3

responsibility through a carecoordinator, for hispostdischargeafter careservicearrangementsinder
section117 of the Mental HealthAct 1983, Theplanconsistedof Jchn livingin supportedaccommodation
providedby &hared_ive$(A ManchesterCouncihousingagencywith aremit to supportvulnerableadults)
servicefor peoplewith learningdifficulties, with additionalsupportfrom the Manchester_earningDisability
Teamandthe consultantpsychiatrist RC1(responsiblgor overseeingand prescribinghismedication);anda
socialworker (MSW1)from the Manchester(Council)TransitionaPlanningTeam(MTPT}’

HisCTOwasreviewedin July2016by the responsibleclinician(RC1andthe ElTcarecoordinatorwho
determinedthat he waskeepingto the termsof hisorder (amongstother things,takinghis medicatiorf®
andavoidingdrugs)and makinggoodprogressn his placementandthe community.Johnsaidthat he no
longerwantedto be subjectto the CTOIn view of hisprogressandwishes RC1felt that the CTCcouldnot
be extendedandwastherefore rescinded.

Arguably Johnhadbeenout of the supportof the psychiatricunit for arelativelyshorttime and
considerationcouldhavebeengivento extendingthe CTCfor afurther sixmonthsto ensure(asfar as
possiblethat the externalpressuresvould not overwhelmhim. Indeed,the GMMHroot causeanalysis

33 TheCareProgrammeApproach(CPA)s an overarchingsystemfor coordinatingthe careof peoplewith mentaldisorders The
CPArequiresidentificationof a namedcarecoordinator. (seeWlental HealthAct; 1983,Codeof Practice,Departmentof Health;

2015).

34 A CTdastsfor sixmonthsand canonly be extendedfollowing a reviewby a responsibleclinician(consultantpsychiatrist).

35 partof GreaterManchesterMental HealthFoundationTrust(GMMH).

36 Section117 of the MHA; 1983requiresclinicalcommissioninggroupsandlocalauthorities,in cooperationwith voluntary
agenciesto provideor arrangefor the provisionof aftercareto particularpatientsdetainedin hospitalfor treatment (including
section3 of the act)who then ceaseto be detained.

37 Anadult socialcareteam for Manchesterpeople.

3?8 _;Aripiprazole(an anti-psychoticmedication),15mgOD(oncedaily)and Atomoxetine(an ADHDmedication)90mgOD.



report noted that,6despitehavingbeenassesseds no longerrequiringthe safetynet of the CTCand
reportedlyengagingwith the ManchesterEarlylnterventionServicegEIT)the investigationfound Johr
stabilitywaslikelyto havebeendueto the supporthe wasreceivingfrom hismulti-disciplinaryspecialist
team andtherewasa misconceptiorof how equippedhe proposedservicesvereto maintain his stabilityd 3°

3.6.4 Johncontinuedwith the supportprovidedby EIT SharedLivesandthe MTPTduringthe remainderof
2016andall of 2017.In June2016,hismother died which provedto be a significantemotionalepisodefor
him*. Hewassupportedthroughthis by the workersfrom SharedLivesandMTPTHealsomet and
startedarelationshipwith Jenniein this period. Hismental health deterioratedin the summerof 2017due
to the stressof copingwith the first anniversaryof hismother® death,whichwasreportedlymanagedwell
by him andthe servicesnvolved.

3.6.5 Therewere occasionsvhenhe decidedto goandlive with hisfather andother relativesin seekingo test
out independentliving from the supportprovidedby SharedLives.Therewere alsooccasionsvhenhe was
difficult to engagebecauseof hismovingaroundandseemingto forget aboutor missseveralappointments.
However thesewere consistentlychasedup by phonecallsto himselfor hissupportworker at SharedLives
andMSW1.

Findingl0: Overall,Johns needswere reasonablywell met by the S.117 multi-agencysupportpackage
duringthe postdischargeperiod (2016:17) from the psychiatricunit, particularlyin regardto developing
hisindependenceskils and maintaininga reasonabldevelof mental health. Thatsaidthe GMMHroot
causeanalysiconcludedthat, currently; Johnwould havebeenreferredto a communitymentalhealth
teamdueto hiscomplexneeds.

3.6.6 Inconsideringatransferto communitybasedagenciesthe EIThaddiscussedpproachinghe Manchester
CommunityMental HealthTeambut felt that on balance Johr& psychoticllnesswasstableandthat his
primaryneedswere in regardto hislearningdisability,hencethe mostappropriate servicewould be the
Manchesterlearningdisabilityteam, operatedby the ManchesterUniversityNHSFoundationTrust# 42A
referralwasmadeto the teamon the 22.09.17%

3.6.7 Inline with the CareProgrammeApproach(CPAY# Johnwasdischagedon the 18.01.18from the co-
coordinatingoversightand careof the ElTinto the joint careof the ManchesterTransitionaPlanning
Team(the localauthority; responsiblefor hissocialcareand housingneeds,in conjunctionwith Shared
Livesyandthe Manchester_earningDisabilityCommunityTeam(MLDCT)wwho hadresponsibilityfor his
mentalhealthandmedicationneeds.A consultantpsychiatrisf RC2Jrom the outpatient learning
disabilitiesservice(providedby the ManchesterFoundationTrug)*° took over asthe responsibleclinician
with the role of monitoring Johr& medication.Theleadreviewerunderstood® that MSW1from the MTPT

39NB,Seealsonote 42 belowregardingareferralto communitymental health servicein current circumstances.

40 Hehadfound her dead.

41 Butseeparagraph3.6.3above.

42 \Whilstoutsideof this SCRs time scaleit is suggestedhat the GMMHcould usefullyreviewthis practiceepisodeto identify
anypotential learningin its responseto peoplewith dualmentalhealth/learningdisabilitydiagnosisandthe mostappropriate
serviceintervention,namelya communitymental health or learningdisabilityapproach.

4 TheGMMHTroot causeanalysifRCAoted that, in hindsight,the learningdisabilityand MTP Twere not bestplacedto meet
Johr@ complexneedsand under current circumstancese would not be acceptedinto theseservicesHisreferralnow would be
redirectedto the appropriatecommunitymental health service.

44 AndS.1170f the MHA1983.

45 NBRC2wasat the time employedby the Calderstone®artnershipNHSFoundationTrustbut washostedby the Central
ManchesterFoundationTrust,now the ManchesterFoundationTrust.

“?BFFromdiscussiorwith GMMHpersonnel.



wasidentified ashavingresponsibilityfor ongoingcareand annualreviewof the after-careplan. However,
the extantdocumentationdoesnot makeit explicitlyclearasto whichagency(andtherefore,which
professionalhad statutory responsibilityfor co-ordination and singlepoint of contact(SPOQ)versightof
Johr& S.117after carewithin the CPA.

S.1171 egaland careresponsibility

3.6.8 S.117after careisavital component(MHA;1983,Codeof Practice2015)in a patient® overalltreatment

and careondischargdrom detentionin ahospital.lts purposeisto provideanysupport,careand/or treatment
that an eligiblepersonmayrequireto remainwell andreduceanyrisk of deteriorationto their mental
health,with the intention of preventinga further readmissiorto hospital. Theduty to provideafter care
continuesfor aslongasthe patientisin needof suchservicesanddoesnot necessarilystopwhena CTO
ends.Aspreviouslymentioned, the MHA;1983requiresClinicalCommissioningroups(CCGsandlocal
authorities(wherethe individualwasordinarily residentbefore enteringhospital)to commissiorand/or
arrangefor S.117after carethroughthe provisionof appropriateservicedy suitableagenciesin Johr& case
this wasjointly with ManchesterCCGand ManchesterCity Councilasthe localauthority.

3.6.9 Moreover,the responsibilityremainswith the originalCCGandlocalauthority?” evenif the patientlocates
to anotherarea(in Johr& case Bury),until suchtime asthe CCGandlocalauthority decidethat the
servicegprovidedare no longerneeded,whenit canbe rescindedn this event, it isgoodpractice(see
ManchesterCity Council; AS@Proceduresjor dischargeto be donein a formal meetingthat includesthe
subjectindividualand anyrepresentative suchasa relative, friend or advocate Rescindin@g S.117hasto
demonstratethat the needfor servicesand supportisno longerrequired,suchasto do sowould not
compromisethe individuats mental healthandresultin a deterioration.

3.6.10 Becauses.117after carecomes underthe frameworkof the CarePlanApproach(CPAR carecoordinator
shouldbe allocated?®. Thisis anindividualworkerwho is responsiblefor the ongoingassessmentplanning
andreviewof a persorés careand/or treatment. Theaimisto adopta multi-disciplinaryapproachthat seeks
to provideeffectiveand co-ordinatedsupport.In Johr& casethis appearednot to be explicitin the records
aroundhishospitaldischargealbeitthat MSW1(andMTPThadthe taskof annualreviewof the plan. It
would therefore seemthat there wasa lackof clarity androbustnessn regardto explicitlyrecordingand
agreeingon whichagencyand professionalvasto take the carecoordinatorrole. Thisshortcomingwasto
haveimplicationsfor the later managemenbf Johr& S.117after careregardingeffective co-ordination,
planning,prematureendingof psychiatricoversightand medicationand closure, assetout below.

3.6.11 Inanyevent,this SCRvasinformedby GreaterManchestemMental HealthFoundationTrust (GMMH)that all
riskinformation on Johnwastransferredappropriatelyfrom EITto the three receivingagenciesat the point
of hisdischargelndeed,ElThad spenttime with the LearningDisabilityTeamandthe psychiatriacconsultant
(RC2)iscussig Johnandboth hadaccesgo hisrecordsviathe PatientRecordingnformation System
(PaRIS).

3.6.12 Johnattendedan out-patientsdappointmentwith RC2on the 06.02.18~henhismedicationwasdiscussed.
Afollow up letter wassentto him detailingthe nextappointment.However by March2018he hadleft his
SharedLivesplacementand movedin with Jennié® who waslivingwith her mother in Manchesterandin
the early staged(first trimester) of pregnancywith the future Joshualt mayhavebeenthe casethat he had
movedaddres&® by then sothat the letter might not havereachedhim. Also,there wasanassumptiorthat
he couldread.

47 See LocalGovernmentAssociation(August2018)DrdinaryResidenceésuide DeterminingLocalAuthority Respasibilities
underthe CareActandthe Mental HealthActQ

48 SeeManchesterCity Council ASGorocedures;6.46ectionl1 17 after care,p4)

49 Heslepton the sofa.

Echewasliving in ManchesterbetweenNovember2017and February2018to whichthe letter mayhavebeensent.



3.6.13

3.6.14

3.6.15

3.6.16

3.6.17

3.6.18

to

Onthe 05.03.18Johncalled111 (NWASYeportingthat he hadrun out of medicationandwasrequestinga
repeatprescription,despitebeingprescribedwice in Januaryand oncein March,albeitnot necessarily
collectingthem.

Onthe 11.04.18RC2receiveda letter from the previouscarecoordinatorat EITnotifyingthat Johr& case
wasclosedto them andthat shewasno longerhiscare-coordinator. It wasnoted that Johnwasopento
ManchesterTransitionPlanningTeamwho was,ostensibly how the agencyresponsibldor hiscareco-
ordination,albeitthat this had not beenexplicitlyrecorded.Hewasre-referredin June2018to Shared.ives
andfound a placementwhere he stayedfor two nightsbeforereturningto Jennie.

In passingout worthy of note, Johnand Jennieattendedat ManchesterHousingSolutiongMHS)on the
07.06.18.Theyhadbeenstayingat the latter& mother homein Manchesterut there wasinsufficientroom
(John hadbeensleepingon the sofa)andthey neededtheir own home, giventhe impendingarrival of
Joshuan October.Theywere found temporaryaccommodatiorby MHSand movedto Buryonthe 26.06.18.

Of somesignificancethe reviewwasinformed by MHSthat hadthe couplepresentedto the housingservie
after June2018they would havebeenfound temporaryaccommodation(pendingbeingoffered permanent
housingat a later date)in Manchester MHShadimplementedthis policyin July2018in respectof
vulnerablefamilies(andsinglepeople)who hada sacialworker or mentalhealthworker (asin the caseof
John)soasto ensurecontinuationof care.>*Hadthis happenedone month earlierthe couplewould have
beenableto maintaintheir veryimportant linkswith their existingfamily andagencysupportnetworks.The
temporarymoveto Bury,in the leadreviewe® opinionwasa major factorin addingto the vulnerabilityof
analreadyvulnerablefamily by severingtheselinksto their supportnetworks,compoundedby the
difficultiesof crossborderagencyworking.%?

Findingl1. Therelocationto Burydisruptedandweakenedthe couples cruciallinkswith their family
andagencysupportnetworks.It wasa majorfactor in addingto the family® socialisolationand
increasedvulnerabilitythat wascompoundedby difficultiesin crossborderagencyworking.

In anyevent,Johnfailedto attend hisout-patient appointmentwith RC2on the 07.08.18 possibly because
hisnew addresswasnot knownto the LearningDisabilityteam. HisShared_ivesworker reportedthat he
hadeft the projectwithout anynotice and mayhavegoneto live with hisgirlfriend (Jennie\whoseaddress
wasnot known. Therehadalsobeena changeof socialworker from MSW1to MSW2in the MTPTIn
actualityhe wasnow residingin Burywith Jennie havingbeenplacedthere by the MHS.There wasno
documentaryrecordof anyattemptto locateor contactJohn;viathe MHSworkerfor example whenhe
wasdischargedrom the learningdisabilityteam, includingmedicaloversightfrom RC2n the same

date (07.08.18)dueto non-attendance.

Givenhisrelative vulnerability,particularlyin regardto not takinghis medication,hisdocumentedearning
disabilitiesandlikelihoodof revertingbackto substancanisuse( cannabis) with associatedisksof
experiencindurther psychoticepisodespuestionsarise* asto why efforts were not madein August2018
locatehimandhold a S.117reviewin line with localprotocolandgoodpractice( seesection6.4 Sectionl117
After careof ManchesterCity Council ASCproceduressection8). Moreover,it wasknownby the agencies
that he wasin arelationshipwith Jenniewho waspregnant,thus presentingpotential risksto them aswell;
aninstanceof needingto, @ hinkFamily

3.6.19 Heshouldnot havebeendischargedvithout ensurigthat he either, no longerneededthe service or that

analternativeservicewasprovided,in line with the existingS.117responsibilitiesTherewere no

51 N.B.Seeappendix2; ManchesterHousingPolicyand Practice
52 Seeparagraphss.7.2and3.7.3below
23(_Fromthe practitioners eventand other sources.



3.6.20

attempts by anyof the three agencie$*to investigatehiswhereaboutgthroughMHS)or make
arrangementgor him to be supportedby the BuryLearningDisabilityTeam albeit that he remainedsubject
to S.117supportandafter care,whichwere knownaboutby the MTPT(this fact wasreferencedin the care
actassessmentompletedby MSW2in March2019).Aspreviouslynoted, Johr& GPpracticedid not receive
aletter prior to the February2019consultation,at anytime in August2018or thereabouts,informingthe
practicethat Johnhad beendischargedrom psychiatricservicesor non-attendanceat appointments.

TheSCRvasinformedthat there wasverylittle information availableregardingJohn& dischargen August
2018from the learningdisabilityservice savefor the consultantGPletter whichdid not showany
provisionfor transfer of care,riskor anyarrangementdor continuinghismedication.Thereviewwasnot
clearasto which;if any,agencyandclinician,therefore hadoversightresponsibilityfor Johr& medication
after August2018.HisS.117planwasnot mentionedat all in the LDSlischargdetter of August2018,
despiteit continuingto be a statutory requirement. Therewasno evidenceof anyfurther follow up or
arrangementsnaderegardingJohr careor risk considerations.

3.6.21Theevidencefrom this practiceepisodesuggestdhat, firstly, there wasno clearplanfor John.Secondly,

3.6.22

3.6.23

there wasa lackof liaisonand co-ordination betweenthe three agenciesausedy the absenceof an
effectivemulti-disciplinaryteam (MDT)work approachto Johr& S.117after careunderthe CPAschedule.
Indeed,there wasno minuted evidenceof anyregularMDTmeetings.Thirdly,no liaisonwith the MHS
floating supportworker (FSS1ywho knew of Johr& whereaboutsand could haveapprisedthe learning
disabilityandtransition teamsof this information. Thelackof ajoined up MDTapproachandthe absenceof
anyplanningor review,led to minimalinformation sharing,ncluding,mostsignificantly MTPT seemingly
beingunawareof Johr& S.117after careplan (despitea later referencein the careassessmento John
beingsubjectto a S.117andhencenot askingthe mentalhealthagenciedor it, or the pathwayin the
eventof anymental health deterioration>® Therewasno challengegrom MTPTto RC2regardingJohré
disthargein August2018from the latter® medicaloversightandthe resultinglackof medicinalsupport,
deemedsoimportantin preventingarelapsein hismental health. It would seemthat a keyreasonfor the
abovedeficitswasthe absenceof a clearset of local(Manchester)guidance(a latent failure) around
multi-disciplinaryteamworkin respectof S.117after careof vulnerableindividualsrecoveringfrom mental
healthissuesjncludingthosewho were transientin and out of ManchesteraswasJan.

In short, hadthere beenan effectivelyfunctioningMDT,with nameda carecoordinator, full knowledgeof
the S.117planwith timely reviewsasper localguidanceandthe involvementof other agenciesuchasthe
MHS Johncouldhavebeenlocatedin Buryandsuitablearrangementsnadeto continuewith hisS.117plan,
includingappropriatesocialcareand health supportfrom BuryagenciesThiswasa missedopportunity by
the MTPTandthe Manchesterearningdisabilityserviceto havedonesoin compliancewith localprotocol.
TheSCRouldfind no evidencethat this courseof actionwasconsideredandthe recordedreasonsasto
why not. Theresultwasthat Johnbecamedostéand his needsneglectedby the caresystemin Manchester,
includingthe keyelementof aresponsibleclinicianto overseehismedication

Notwithstandingthat this reviewis not aboutindividualblame,the aboveepisodeis an exampleof @ctive
failuresbat the practitionerlevel.However,it isimportant to understandwhat the datent failureswere at
the organisationabndinter-agencylevels.Thesencludebut are not confinedto, systemidoarriersto
information sharing/interagencycommunicationfailure to understandthat the MTPTandthe learning
disabilityservicecontinuedto hold joint S.117responsibility the seemingackof written, clearinter agency
guidanceregardingagencyrolesandresponsibilitieof S.117after care,the lackof avoicefrom Johnin
decisionmakingthrougha convered reviewmeeting,the lackof anintegrated@vhole systeméserviceto
meet Johr& complexhealthand socialcareneeds;a concomitantfragmentationof adult healthandsocial
servicesandthe dangersof , Gsilodworking.Arguably theselatent factorscontributedto the activefailures
of the practitionersand Johr& resultingnegkect. It is at this levelthat, &econdorder§ systemicchanges

54 ManchesterTransitionPlanningTeam,Shared_ivesand the LearningDisability(clinic) Team.
251Seethe SharedLivesand TransitionPlanningTeamagencyreport providedfor this SCR.



needto be madeby agenciegSidebohamet al, 2016,pages23-26) in order to achievea safeoperating
environmentfor practitionersto makesafedecisiongegardingvulnerablepeople.

Findingl2. Johnshouldnot havebeendischargedy the Manchestelearningdisabilityserviceon the
07.08.19without ensuringthat he either, no longerneededthe service or that an alternativeservicewas
to provide. Thiscontravenechis S.117after carerights, markedthe beginningof the neglectof hiscare
andwellbeingandwasnot in hisbestinterests.Hebeganto become,dost do the Manchestersocialcare/
learningdisability/ health supportsystemfrom this date, albeit FSSfrom the MHSremained involved.

Findingl13. UnderlyingJohr& marginalisationwasa lackof a co-ordinatedmulti-agency/disciplinaryeam
approachto the planning,implementationandreviewof hisS.117plan. Thelackof an allocatedcare
coordinatorfrom the MTPTresulted in minimuminformation sharing;MTPTseeminglybeingunawareof
the S.117planandno challengeto RC2regardingJohr& discharge A key contributingfactor to this was
the lackof localguidancearoundagencyrolesandresponsibilitiedn regardto S.117 workingwithin a
multi-agencycontext.

Findingl4: Hadthere beenan effectivelyfunctioningMDTapproach with a carecoordinator, full
knowledgeof the S.117plan,an understandingof professionalérolesandresponsibilitiesthe
involvementof other agenciesuchasthe MHSand Johnhimself,he couldhavebeenlocatedin Buryand
suitablearrangementgnadeto continuewith hisS.117plan,includingappropriatesocialcareandhealth
supportfrom Bury agenciesThiswasa missedopportunity by the MTPTandthe Manchesterearning
disabilityserviceto havedoneso.

LessorB: Thethree ManchesteragenciesMTPTthe LearningDisabilityServiceand Shared_ives)
responsiblefor Johré Section117 after-caresupportandthe ManchesterCCGshouldundertakea
learningreview (possiblya Safeguarding\dult Reviewby the ManchesterAdult Safeguardind@oard)into
why there wasno re-assessmentf hisneedsanda referralto their Burycounterpartagenciesn August
2018.Thelearningreviewshouldincludeanalysisat the structurallevelof organisationabarriers,
defencesandinterfaces(latent failures)that seeksto understandthe underlyingsystemiccausative
factors(asreferencedin paragrgphs3.6.2123)accountingfor the activefailuresat practitionerlevel.

3.6.24 MSW2eventuallylocatedJohn,Jennieandthe newbornJoshuaat their Buryaddressandvisitedthem on

the 30.11.18 Hewastold of HV1& involvementand contactedHV1on the samedayto enquirewhether a
referralto BuryChildrer®s SocialCarehad beenundertakenregardingJohr@ parentingcapacity MSW2

shared Johr& mental health backgroundwith HV1.Aspreviouslymentioned,HV1then duly madeareferralto the

BuryMASHIn earlyDecember2018.

3.6.25 HavinglocatedJohn MSW2(who wasostensibly still the responsiblecarecoordinator) undertooka

citizendcareactassessmenin late November2018.It noted that Johnhadbecomemuchmore stablein
the previoustwo yearsdue, in part, to successfuinedicationand him wantingto becomewell, rejoin
society,attend collegeandstartlearninghow to live independently It wasfurther noted that he remained

potentially vulnerablein the communityto the risk of a long-standinghistory of cannabissmokingwhichhad

beenidentified assignificantlycontributingto hismentalhealthneeds.Moreover, it remainedthe casethat
were heto be offered cannabisagain there wasa significantrisk that this couldre-triggerhis psychosis,
makehim aggressivandresultin him beingre-sectioned Hewasdeemedto havehad, ®aturalsuppor

from Jennieand her family to assisthim with the cannabigssue althoughit wasnot clearwhat the rationale

andevidencewasfor this claim.



3.6.26

3.6.27

3.6.28

3.6.29

3.6.30

3.6.31

Thereport noted that the risk of missinghismedicationwasassesse@dsdlighd In this eventthere wasa
significantrisk of his psychoticsymptoms(e.g.,hallucinationsyeturningandhim becomingaggressive.
It wasnoted that he, @urrentlyhasno natural support(from Jennie}o assisthim with this (and)requires
supportto attend medicalappointments(and) remindergprompting to ensurehe collectshismedicatiord

Theassessmensummarisedhat becauseof his mild®® learningdifficulties, lackof naturalsupportin hislife,
hismentalhealthissueqalbeit previouslysuccessfullynanagedwith medication)andanew baby,dt is
prudentto remainproportionallyandergo peripherallyinvolved It addedthat he wasableto meet mostof
hissocialcareneedsandthat Jenniewasanimportant sourceof support. Thetwo were managing
satisfactorilyandthere were no concernsabouttheir ability to meettheir baby® needs.Indeed,Johnwas
notedto be veryhappywith hisnew son.Therewasno evidenceof anydomesticabuse.

Theassessmentecommendedregularcontactwith John,supportto find permanenthousingin the
Manchesterocalauthority and casetransferto Burywhere he wascurrertly living. Therewasto be a review
onthe 07.03.19.

Johnhad previouslyregisteredwith a BuryGPpracticein August2018and hadbeensentseveralinvitations
(to the Buryaddress)or a new patient check,none of whichhe attended?’ Hisfirst attendancewason the
07.02.19longwith Joshuaand Jennie Hewasgivena mental healthnew patient check. He saidthat he had
hadno drugsor alcoholandno mental healthassessmenfor twelve months.Hismoodwasnoted asstable,
he waswell kemptwith agoodlevelof careand appearanceno agitation,reactiveand spontaneousHewas
ableto developarapport with the GPquicklyand easily,wasnotedto havecapacityto be involvedin his
careplanandreviewof medication.Hewasnot sociallyisolatedandwasawareof how andwhento seek
help.Hewasadvisedto contactthe consultantto arrangean appointment;the GPnot havingbeennotified
by RC2of Johr dischargen the previousAugust.

MSW2closedthe caseon Johnon the 01.04.19.%8 Theleadreviewerdid not understandthe rationale

for this decisiongiventhe productionof the recentcareassessmenfseeparagraphs3.6.25/28above)

by MSW2 Moreover,there wasno evidenceof a careact review havingtaken placeasscheduledor

March2019.TheSCRinderstandgLocalGovernmentAssociationAugust2018)that the legalresponsibility
dor ownershif) of the careactassessmendluty laywith ManchesterCity Council giventhat he andhis
family were due (at somepoint) to be re-housedby the authority andwould thus be deemedasbeingé
ordinarilyresidentin Manchester?® Therefore ManchesterCity Counciviathe MTPT)shouldon these
grounds havekept responsibilityfor Johr@& careact support(in compliancewith guidanceand protocol)
rather than haveclosedthe casewhenit did.

Somethree weeksafter caseclosurethe (localauthority) BuryLearningDisability Team(BLDT}eceiveda
referralon the 25.04.19from ManchesterCouncilTransitionPlanningTeam(the samedayasBSW2s
allocationat the BurylInitial Responsd eamto the secondChildand Familyassessmentjequestingan
assessmentvith aview to BLDTtakingon supportfor John®. Hisfull mental health historywasprovided,
albeitno mentionwasmadethat he wassubjectto S.117of the Mental HealthAct 1983.%%It wasnoted that
Johnhad movedto Burywith hisgirlfriend andthat he had attendedthe ManchesterShared.ivesofficesat
the AbrahamMossbuildingon the 24.04.0 in a distressedstate statingthat he had not takenhis
medicationandmaybe ariskto others.Theseconcernswvere passedonto BuryMASH/IRT.

%6 Althoughat page9 of the report he is noted ashaving,d significar level of learningdisabilityQ

571t wasassumedhat he couldread.

8 Frominformation receivedat the practitionerevent.

9 Albeitthat issuesof caseresponsibilityfor anindividual® supportneedsand costsbetweenoriginatingand receivinglocal
authoritieswhen a personmovesis complexand opento legalinterpretation. (Seel ocalGovernmentAssociationAugust2018)
601f this had happened Manchestewould haveretainedcaseresponsibilityand fundingcommitments.

61 Hadthis beenknown BLDTwould havesupportedManchesterto commissiorservicegather than introducehim to anew
tggm (seee mail from BuryHeadof Adult Safeguardingo the leadreviewer(20.05.20)



3.6.32

BLDTarrangedwith the communitylearningdisabilityteam (PennineCareNHSFoundationTrust)to
undertakeajoint screeningassessmendf Johr& needsandagreedto do ahomevisiton the 21.5.19by a
socialworkerand communitynurse.Johnwastelephonedon severaloccasiondut did not respondanda
letter wassent(assumindie couldread)informinghim of the impendingvisit.

3.6.330nthe 08.05.19Johntelephoned111 (NWASHaskingfor a repeatprescriptionashe hadrun out of his

medication.Onthe 09.05.1%e presentedat the North ManchesterGeneraHospitalaccidentand
emergencydepartmentwith a SharedLivessupportworker (SLSW1ij a distressedstate. He saidthat his
relationshipwith Jenniehad brokendown (shehadreportedly returnedwith Joshuao her mother& house)
andthat he washomelessthat he wantedto kill himselfand others,hadbeenviolent at the socialservice
office (AbrahamMoss)and had stoppedtakinghis medication.

3.6.34Hewasseenby aworkerfrom the mentalhealth liaisonteamwho assessedhat he did not appearto be

3.6.35

3.6.36

experiencingpsychosidbut did report feelingparanoid.Thiswasinterpreted asbeingmore linkedwith
anxietyabouthis socialsituationrather than psychosisTheassessingractitioneradvisedJohnto seehisGP
to discusgestartinghis ADHDmedicationand accessindelpin a crisisand wasdischarged?Despite
mention of hisfamily and socialsituationthere wasno discussiorof hiscurrentliving circumstancesvith
Jennieand his sevenmonth-old son. Therewasno considerationof anyriskto Jennieor the childasit was
assumedhat he wasnot livingwith her andinferredthat no contactwashappening.ThisReviewwould
agreewith the commentof the RootCauseAnalysigRCAjhat, @uringthis assessmera referral should
havebeendiscusseavith the patient and the socialworker who attendedwith him. Thenotesrecord,iNo
safeguardingssuegeported) whereasit wasthe responsibilityof the workerto haveassessethis for
themselved Moreover,there wasno considerationgivento areferralfor secondaryand/or learning
disabilityservices.

TheRCAsuggestedhat in the light of Johr& selfreportsof strugglingwith hisrelationshipwith Jennie his
learningdisability/mentalhealth historyandarangeof socialstressorshe shouldhavebeenseengas
requiring comprehensivassessmentasa complexcasewith increasediskd

Onthe 13.05.19Johnanda Shared_ivessupportworker (SLSW2attendedthe GPpracticein Bury.John
informedthe GPthat he would be movingout of the area(presumabhjbackto the Manchesterarea)and
wasadvisedto registerwith a new practice.TheBurylearningdisabilityteam wassubsequenthadvisedthat
Johnhad movedto Salfordbut then re-advisedthat he hadmovedbackto Bury. Thetwo Bury
professional® visitedthe addressasplannedbut found the property to be (apparently)empty. Theyduly
advisedthe MTPT(MSW2)of this andwere told that he wasbackin Manchester Givenhe wasno longer
believedto bein Bury(at the Buryaddress}they closedthe caseto adult services.

3.6.371t would seemthat Johnhad got lost betweenthe ManchesterTransitionaPlanningTeam(MSW2)and

3.6.38

3.6.39

BuryLDservicesduein part, to hiscomingsand goingsbetweenthe two areasin Apriland May. It would
alsoseemthat he wasleading a somewhatchaoticexistence homelessnot takinghis medication,estranged
from Jennie hisson,andthe supporthe hadpreviouslygainedfrom this relationship.In the eventhe
eventuallyreturnedto live with the family, probablysometimelater in May/early June.

Neverthelesshe remainedthe responsibilitythe localauthority regardinghis S.117and careact support.
Hiscaseshouldnot havebeenclosedby the MTPT Thispracticeepisodewasa missedopportunity to have
providedhim with an appropriateand proportionallevelof support,oversightandriskassessmentegarding
@ hinkFamilyconsiderations.

Severaletters were sentby the BuryGPpracticeto JohnbetweenMay andthe end of Augustinviting his
attendancebut with no response Duringthis time, he wasmovingaroundbetweenhisfather in Salfordand
other relativesandfriendsin Manchesteraswell asstayingfor short periodswith Jennieand Joshualt was

62 SeeRootCauseAnalysigGMMHFoundationTrust; June2020)
‘fjAFrom BLDTandthe PennineCareNHSFoundationTrustcommunitylearningdisabilityteamrespectively.



afluid time for him andmarkedthe onsetof a deterioration in hismentalhealthwhich by the end of
August/early Septembehadbecomeacuteand possiblypsychotic.

Findingl4: TheManchesterTransitionPlanningTeamshouldnot haveclosedJohr& caseon the 01.04.19
asit retainedlegalresponsibilityfor supportinghim viahis S.117and CareAct eligibilities.Johnthereafter
becamelostto the systemleadingto anincreasen hisvulnerabilitythrough havingno effectivesocial
andhealthsupport(savefor hisBuryGP)up to the deathof hissonin September2019. Thisepisodewas
amissedopportunity to haveprovidedhim with anappropriateand proportionallevelof support,
oversightandriskassessmentegardingd hinkFamilyconsiderations.

Lessor: ManchesterAdult Safeguardinddoardshouldundertakea learninglessongeview (to include
the issuedn lesson7) that seekso understandthe systemiceasonswvhy Johr& casewasclosedin early
April2019,why he did not receiveS.117and CareAct supportandwhy there wasa misseal opportunity
to do so.

TheMental HealthLiaisonTeam
OrganisationaContext

3.6.40the (North Manchestermental healthliaisonteam (MHLT)is operatedby the GreaterManchesteMental
HealthFoundationTrust(GMMHY¥* andis basedat the North ManchesterGeneraHospital It takesstaff referrals
from the Accidentand Emergencylepartment,the generalwards,Childrer A and Eand children® wards’; and
assessea patient® mental state by takinga holistic psychaesocialhistory. Theassessmenincludesa comprehensive
analysiof the patient® needsandrisksto themselvesand others. It concludeswith signpostinghe individualonto
the mostrelevantservicethat will meettheir needsandrisks.SinceApril 2020the servicehasbeenunderpinnel by
a setof nationalminimumstandardsknownas,&ore246(seeNICE/NH&nglandNovember2016: AchievingBetter
Accesdo 24/7 Urgentand Emergencyental HealthCare)which,amongstother thingssetsout recommended
staffinglevels(includingskillsmix) and proscribedresponsdimesto seeingpatientswho are experiencinga mental
health crisis®® TheGreaterManchesterMental HealthNHSFoundationTrust(GMMH)hadtakena decisionto
staggerthe roll out of the Core24 programmewhichwasonly partially implementedwhen Johnwasseenin
September2019.Themental healthliaisonteam at NMGHwasthus not staffedto Core24 levelsat this time (which
providedfor three membersof staff per shift, rather than two) anddid not achievethis increasedstaffing leveluntil
April2020.Theservicereportedly struggledio meetdemandin September2019.

3.6.41Theservicewasin transitionin September2019,havingrecentlybeenrestructuredto take on the assessment
of childrenand adolescentgAgeles3dviental HealthLiaison)¥rom Childrer® A and Eandthe children® wards,on top
of the adultwork. Thechangehadled to someanxietywithin the team asthere waslittle experiencein workingwith
children,albeitthere hadbeensometraining providedby the local Childrenand Adolescen{ CAMHS3%ervice. Tothis
endMHP2,aBand7 CAMHSeniorpractitioner,hadrecentlyjoined the teamto facilitate the development.
However the changeto anall-ageresponsehadincreasedhe workloadof the team asthat time.

3.6.42Theteamwasnurseled, with an eighthour shift beingstaffedby two nurses.Therewere somestaffingissues
at the time with the team beingfive or sixstaff down (from a complementof 12-15 nurses,including2-3 agencystaff
whichfluctuated)for variousreasons.Therewasaccesgo a consultantpsychiatristfor advicewhoseexpertisewas

84 Theserviceis commissionedy ManchesterCCGs.

85 CoveringChildrenwasa recentadditionto the servicewith no increasein staffingnumbersto coverthis.

56 Thestandardis for a personexperiencinga mental health crisisthey shouldreceivea responsefrom the mentalhealthliaison
servicewithin a maximumof one hour of the servicereceivingthe referral. A mental health crisisis a situationthat the personor
anyoneelsebelievesrequiresimmediatesupport,assistancend carefrom an urgentmental health service(NICE/NHSCore24:
2016)
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in later life issuegather than children.®’A junior doctor wason callto supportthe team (whendemandincreased)
but this wassporadicand not structured.Reportedly, there wasa perceptionthat askingfor a doctor createdtension
asthey were sobusyand so staff stoppedasking.

3.6.43AandEreferralscamedirectly from the triage nurseandtook priority overward referrals. Theywere subject
to time related targets,wherebyall patientswere to be seenwithin one hour. Atypicaladult assessmenvould take
aroundtwo hoursin total; one with the patientandoneto write up the assessmentChildassessmenttook much
longer;upto three or four hours,whichcouldleadto a, Gtackingupd of Aand Eadult patients.Thisled to adegree
of stressandanxietyamongstthe team, wherereportedly, moralewaslessthan optimal. Atriage processvasin
operationwhich consistedof the team mental health practitioner askingthe A and Enursesomequestions,
determiningwhether more information wasneededandthen makinga decisionabout seeingthe patient or not. The
teamwasverybusywith 12-15referralseachday.Aneight-hour shift would averages-6 referrals.

3.6.440fsomesignificancethere wasa degreeof ambiguityanda lackof clarity amongststaff, regardingthe
necessity(or otherwise)of seeingall referred patientsat that time. TheGMMHTruststandardoperatingprocedure
wasnot clearregardingguidarce for staff on criteriaandthresholdsfor respondingo referralsand completingcrisis
assessmentdn the leadreviewei® opinion, this wasa key contributory factor andan exampleof a latent failurein
the serviceprocessthat increasedhe likelihood of unsafeoutcomesfor patients,aswasthe casewith John.
However followingthe Joshudncidentan e mailwassentto staffinstructingthat all patientswould now be seen,
albeitthe reviewunderstandghat there is no documentor patient pathwayformalisingthis change TheSCRs
encouragedo learnthat the RootCauseAnalysisactionplanincludesrecommendation® to addresshis keyflaw
andwould suggesthat they (andthe entire actionplan)are implementedassoonaspossible.

3.6.45Regardingawarenes®f riskto the childrenof assessegatients,the notion of, @ hinkFamilyand
safeguardingvere not (reportedly),at the time, well embeddedin the team. Thesubjectcouldcomeup sporadically
within anassessmenbut wasnot a consistentfocus.

John

3.6.46Johré mentalhealthwasin state of declinein September2019when he wasseenby MHP1(the first mental
health practitioner)on the 03.09.19,n the companyof Jennieand JoshuaHetold MHP1that he felt anxious,
paranoidandwasworried that he wasgettingworse.Hewasalsousingcannabigdailyand hadtold the triage nurse
that he hadnot takenhismedicationsinceMay. Heappearedto haveinsightinto hissituationashe knewhe was
gettingworseandunderstoodthe negativeimpactof cannabisHewasgiven a comprehensiveandthoroughmental
healthassessmenby MHP1(whichincludedconsideratiorof his previoushistory of adolescentviolenceand
aggressiorand admissiorto the GardnerUnit) who opinedthat he wasexperiencingnild paranoidthoughtsthat
were veryvagueandnot acute.Hedid not seemlow or depressedandthere wasno evidenceof anyrecentviolence
or aggression.

3.6.47MHP1concludedthat Johr& mentalhealthhad probablydeteriorateddue to not havingtakenhismedication,
but primarilybecauseof hisuseof cannabisMHP1madea referral to the BuryAccessand Crisigeam for afurther
assessmengothat Johncouldbe supportedto re-start hisanti-psychoticmedicationwhich couldbe monitored.He
wasadvisedto desistfrom hiscannabisuseandto contactalocaldrugandalcoholteamfor support.

3.6.48MHP1did not think that there wasa needfor immediatesupportfrom a hometreatment team ashe wasnot
presentingwith anacuteneed.BuryAccessnd Crisigdeam receivedMHP & assessrant andrationalefor the
referraland Johr& detailson the sameday. MHP 1receivedconfirmationby e-mail advisingreceiptof the referral.

3.6.49MHP1discussedhe assessmenandreferralwith Johnand Jennie(Joshuavasalsopresent)who were both
ageeableto the suggestectourseof action.Johnwantedto get better, showedgoodinsightandwashappyfor
Jennieto know aboutthe planand supporthim. Thecouplewere smilingand seemedike a dappyfamilyd MHP1

87 Theconsultantleft in September2019,but the postwasre-filled a few monthslater.
‘f;FRecommendationQ and 3 of the RootCauseAnalysiseport.



assessethat there were no groundsto havemadea safeguardingeferralon Joshuaasthe father hada supportive
family and had not reported any suicidalthoughtsor suggestion®f harmingothers.

Findingl5: MHP1conducteda competentandtimely assessmenivhicheffectivelyascertainedbhn s
contemporaneousnental healthneedsandrisksof violenceto himself,Joshuaand Jennie Thisincluded
appropriateandrelevantconsideratiorof his historicalmental healthissuesThereferral planto the Bury
Accessand Crisigeam waseffectedin atimely mannerandwasreasonableand proportionatein all of
the givencircumstancest the time.

Findingl6: Basedon the knowncontemporaneougvidencethere were no groundsfor MHP1to have
madea safeguardingeferralto BuryMASHHowever,adopting a, ThinkFamily approachcouldhaveled
to consideringsubjectto the parents consentimakinga referralfor family support.

3.6.50Johnpresentedagainat the A and Edepartmentof NMGHon the 08.09.19(Sundaypat around6pm,
requestingto be sectionedandadmitted to hospital. The(senior)practitioneron duty (MHP2)in the mentalhealth
liaisonteamwastelephonedby the triage nursewho reported that Johnwasactingin a bizarremannerandwas
unableto engagen conversatiorproperly.In what wasa busyshift, MHP2identified (viaPaRISpatient records
systent) that Johnhad beenseenandassessethy MHP 1somefive daysearlierand shouldby now havebeen
involvedwith the BuryAccessand CrisisTeam’° Hehad alsobeenprescribedwo weeksmedicationby his GPon the
02.09.19andwasexpectedto return in two weeksto re-evaluatehismedication.MHP2wasrelativelynewto the
team andhadnot undergoneanin-depthinductioninto navigatingthe PaRISystemandwasnot ableto access
John& historicalrecords.

3.6.51Theproposedreferralwasdiscussednd not acceptedoy the mental healthliaisonteam citingthat Johnhad
beenseenseveraldaysbefore; nothingappearedio havechangedandthat there wasno evidenceof mentalillness
warrantingassessmenfl heseniorpractitionerhad consultedthe PaRI$asenotesandnoted that Johnhadbeen
seenonthe 03.08.19andbeenadvisedto contactthe BuryAccessand Crisiseam. MHP2felt that from the
informationin the referralthat anotherassessmentrom the mentalhealth liaisonservicewasnot indicatedat that
time but would look againif the referrer (l.e. A/Etriage)couldprovidemore detail. Therewasno further contact
betweenA and Eand MHP2who did not getbackto AandEto closethe communicationoop. Thisresultedin John
not beingseenby MHP2.

3.6.52Johnshouldhavebeenseenandhismental health needsassessedndupdatedby MHP2.Thereviewpanel,
leadreviewerand GMMHRootCauseAnalysisvere of this view, aswas,in hindsight(andto hiscredit), MHP2.The
serviceresponseascited by the RootCauseAnalysisdid not, @ppearto haverecognisedlohr previousand more
recentrisk historyor the recentconcerndrom the previousassessmenivhena referralwasmadeto the BuryAccess
and Crisigeam. Furthermore hisbehaviourat triage wasdifferentto the behaviourwhenassessedays previously.
Allthesefactorswouldindicatea further mentalhealthliaisonserviceassessmenivould havebeenappropriated
Moreowver, not seeingJohnalsoprecludedclarifyingwhether he hadbeenseenby the BuryAccessand Crisigeam
(he hadnot); in additionto anyconsiderationof potential harmto Joshuaandhismother; thus, suggestinghere was
no wider thought givento, safegardingissuesand @ hinkingFamily "

3.6.53However,it shouldbe noted that evenif Johnhadbeenseenthere wasno certaintythat immediateaction
would havebeentaken,or that he would havebeensectionedand detainedunderthe Mental HealthAct:1983 as

59 paRIgpatient record system)is a new standardisedrl rustrecordingsystemwith the aim of improvingaccesso clinical
recordsfor serviceusersacrossa wider GMMHfootprint.

ONBIn the event,he wasnot engagel with the BuryAccessind CrisisTeamat this time (seeparagraph3.6.34below)and
would not be prior to the deathof Joshuaon the 11.09.19.

" TheRootCauseAnalysigpointed out that an approachor planfor Johncouldhavebeenadoptedsuchaswould havebeen
%g/velopedfor afrequentattender.



he wished. Onthe assumptiorthat he hadbeenreferredfor a Mental HealthActassessmenthis would havebeen
undertakenexternallyby an ApprovedMental HealthPractitioner,who mayor maynot havedecidedto sectionhim.

3.6.54In anyevent,Johnnot beingseenwasan exampleof an, @ctivefailuredby the practitionerbut this mustbe
seenwithin the wider organisationatontextof several datent failures) that, in the opinion of the leadreviewer,did
not makefor a safeand effectiveoperatingenvironment.Theseincludebut are not confinedto,

3F

Anorganisationatontextof the mentalhealthliaisonteam beingin atransitionalstate, both in regard
to workingtowardsCore24 standardsandan all-ageresponse.

Staffingunder capacityto meetdemand,beingexacerbatedy increasedvorkloadsarisingbecauseof
the introduction of Childrenand Adolescentassessmentsyith no increasen staffing.

Anxietiesaroundachievinghe one-hourtarget for seeingA and E patients.
Aresultingincreasen practitionerstressandlow team morale.

Nowritten patient pathwaythat providedclarity to practitionersaroundthe mandatedrequirement
to seereferred patientswithin the settimes.

A perceptionof minimalsupportfrom medicalstaff anda reluctanceto callon doctorsdueto
prevailingtensions.

Cuttingcorners:the emergenceof aninformal (discretionaryandinconsistentiinternalteamtriage
procesgo manageincreaseddemandpressuredecauseof the lackof a clear, written andwell
embeddedoperatingserviceprotocol.

ThinkFamilyand safeguardinghildrenprinciplesnot beingembeddedinto the core practiceof staff.
Inconsistentstaff familiarity with the correctuseof PaRIS.

PoorcommunicatiorbetweenAand Eandthe MHLT.

Findingl7: Johnshouldhavebeenseenand givena mentalhealthassessmenbn the 08.09.19 albeit
that the practitioneroperatedwithin a frameworkof unclearguidanceon appropriatelyaccepting
referralsand completingcrisisassessients.

Findingl8: Therewasan unsafeoperatingenvironment(assetout above)within the mentalhealth
liaisonteam, at the time of Johns presentation whichhinderedconsistentlysafepracticeand positive
patientoutcomes.

Lessorl0: ManchesterCCGndthe GMMHshouldundertakea reviewof the mentalhealthliaison
servicemindful of the previousfindings.Thereviewshouldensurethat the proposedGMMHactionplan
arisingfrom the RootCauseAnalysids fully implemented,that the serviceis fully compliantwith Core24,
is staffedappropriatelyto meet demandandhasthe necessanpoliciesand proceduresjncluding
safequardina@and ThinkFamilvthat resultsin safeand effective patient outcomes.




3.6.55TheSCRinderstandghat improvementsarein train, includingan intention to havethree staff per shiftanda
cleardirectiveto the teamthat all patientsreferredby A and Ewill be seenasstandard.Moreover,the recently
completedGMMHRootCauseAnalysigeport (June2020)hasidentified the issuedn the paragraphaboveand
incorporatedthem in the report@ learningandrecommendationsThe SCRooksforward to seeingan actionplan
from the GMMH (andall of the other relevantagenciesnvolvedin this SCRin due course.

The BuryAccessnd CrisisTeam

3.6.56Thereferralmadeby MHP1on the 03.09.1%or Johnto havelongerterm mental healthsupporthadsince
that date beenwith the BuryAccessand CrisisTeam Havingbeeninitially screenedon the 03.09.1%y two
practitionersthe referralwasawaitingfurther screeningon the 05.09.19%y a psychiatrist.Thiswasfor Johnto have
an out-patient appointmentand supportfrom the communitymental healthteam. Unfortunately,the screeningdid
not happen,apparentlybecauseof variousstaff changeswithin the team. Thereferral remainedin the consultant
screeningnvorkflow for the followingweekandwasdueto be screenedon the 12.09.19the dayafter Joshué
death. TheSCRearntfrom BuryAccessand CrisisTeamthat evenassumingJohnhadbeenscreenedonthe 12.09.19
the earliestappointmentoffered would, it is estimated,havebeensome6 weekslater andthe latestappointment
somel2weeks.

3.6.57It isunclearasto the precisereasonsvhy Joshué screeningdid not happenonthe 05.09.19.1t suggestshat
there mayhavebeensomesystemsssuedn regardto the timely completionof the screeningTheagencyhas
recently (July2020)informedthe leadreviewerthat followingthe incidentit conducteda reviewof the consutant
screeningprocess.Thishasnow beenrevisedto mitigate anyfuture delaysin the screeningprocesssoasto ensure
that the serviceis operatingsafelyand effectively.

3.7 Otherlssues

3.7.1Housingseeparagraph3.6.15/16aboveand Appendix2 below.

Findingl9: Selfevidently,keepingvulnerablehomelessamilieswith childrenin their own localitieswherethey
havea greaterchanceof continuity of supportservicess preferableto, @xportinghthem to locationswherethey
haveminimallinksto family and supportnetworks.It is encouragingo learnthat this hasbeenthe policyof
ManchesterHousingServicesinceJuly2018.Unfortunately,it cameone month late for Joshuaand hisfamily.

3.7.2Consequento this SCRManchesterCity CounciHomelessServicenhasidentified andimplementedthe
followinglessonsand associatedactions.Namely,

Totriage all casedo ensurethat they are keptin Manchesterif they are beingsupportedby agenciesuchas
SocialServicemand Mental HealthServicesto ensurethere is a continuationof care. Theexpectedoutcomeis
that customerswill not loseor havea breakin the vital supportthey need.

Supportworkerswill ensurethat they speakto children® and adult servicesf customersceaseto engagewith
supportbeingoffered. Thismaybe in Manchesteror within other localauthoritieswherethe customeris
placed.Theexpectedoutcomeisthat singlesandfamilieswill receivea more co-ordinatedmulti-agency
approach.

3.7.3ThisSChhasidentified an additionallessonnamdy that,

Lessorll TheManchesteHousingFloatingSupportServiceshouldensurethat it linksup andliaiseswith other
professionalandagenciege.g.,socialand mental healthworkers,healthvisitorsandfamily supportworkers)who
haveinvolvemert with vulnerableManchesterfamiliesplacedin GreaterManchesterocalauthorities. The
expectedoutcomewould be to ensureearlyinvolvementby the FloatingSupportServicewith the aim of families
andsinglesreceivinga co-ordinatedand multi-agencyserviceassoonaspossibleafter movinginto their temporary
accommodationn the newlocation.
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3.7.4CrossborderissuesAsevidencedoy the aboveanalysis,Joshuaand his parentsexperiencedsignificant
difficultiesin continuationof serviceqespeciallymentalhealth supportfor John)on beingmovedby Manchester
HomelessServiceo Bury.Moreover,someof the practitionersin Bury (healthvisiting)remarkedon the challenges
of workingwith socalled,dransientfamiliesandthe problemsinvolved in liaisingwith, dvomedagenciesn seeking
to providea degreeof servicecontinuity. Thiswasespeciallyproblematicin the caseof familiesplaced,eitherin
temporaryaccommodationpr movingaboutrapidly betweenlocalauthorities,where they were difficultiesin
referringto localservices.

Lessorl2. Thereis a needfor the GreaterManchesterChildrenand Adult SafeguardindPartnershipgo developcross
boundaryworking protocolsthat promote effective co-ordination and continuity of servicedor vulnerablefamilies
andindividualswho moveacrosdocalauthoritieswithin GreaterManchester.

3.8 Examplesof GoodPractice

3.8.1Thefirst healthvisitor (HV1)andMSW2evidencedpersistencan their communicationshichledto areferral
to the BuryMASHnN December2018.

4. FamilyViewsof Jenne, her mother and grandmother

4.1 Atthe meetingwith the leadreviewerheld at the end of February2020,the following viewswere
expressed.

Midwifery and Health Visiting: Themidwiveshad donetheir jobsashadthe healthvisitors,
the first one (health visitor) had beenhelpful. Shehadtried to getthem movedto better
accommodation.

Bury ChildrenSocialCaresocialworker/ Familysupport from Childrerfs Centre Thesocial
worker had completedanassessmenin May 2019which hadresultedin Jennieand family
havinginvolvementwith a family supportworkerfrom a Childrer& Centre.Thiswasquite
helpful, particularlyin offering Jenniethe possibilityof joining varioussupportgroupsat the
Childrers Centre.Shedecidednot to take this up.

Adult Social Care:Manchesterand Bury: Thesocialworker from Manchestemnwashelpful to
Johnbut becauseof the moveto Buryhe nevergot a socialworkerfrom Burywhichhe
neededbecausene couldnd look after himself.

Mental Health Servicedor John:Jenniedidnd knowthat Johnhadnot beentakinghis
medicationsfor sometime. Hewastold to go awaywhenhe wentto the hospitalin the days
beforethe incident.Hewantedto be sectionedbut wasignored.Hedidnd getthe helphe
needed.Themovefrom Manchesterto Burymadethingsdifficult becausehe hadto start
with new servicesvho didnd know him.

Housing:Jenniefelt that they werend muchhelp asthey were not movedfrom the Bury
accommodationTheywantedto be in Manchesterandcloseto her mother. Thiswaswhere
their supportcamefrom, both the family andthe localcommunity.

Jennieand her mother/grandmotherfelt very stronglythat she,Johnandthe babyhadbeen
dakenout of their comfort zonedby beingmovedto temporaryaccommodatiorin Bury,
rather than finding somewherecloseto her family. Thiswasnot an areafamiliarto them and
they didné know anybodythere. Shewantedto stayin the areasheand Johncamefrom,
nearbyto her mother andlocalcommunity in Manchester.
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Johnexperiencedsomeracialabusefrom neighboursn the BuryaccommodationJennie
(andmother/grandmother)saidthat Burywasnot a multi-racialared?, unlikewhere sheis
now in CheethanHill. Jenniefelt that if they hadbeenfound a homelocally,dt wouldnd
havehappened

TheleadrevieweraskedJennieand mother/grandmotherknowingwhat they know now,
what changesvould they like to see/thingsbeingdone differently? Theyrepliedthat a social
worker shouldhavebeensentout to Johnto supporthim andthat @eopleshouldhave
lookedinto Johr& backgroundabout hismentalhealthd

4.2 Theleadreviewerwould like to meetwith Johnif at all possibleand after the conclusiorof the criminaltrial to
hearandrecordhisviewson the serviceshe received.

5. Summaryand Conclusions

5.1 Joshuawasthe first-born childto hisparents,Jennieand John.Tragicallyhe died at 11 monthsof age
throughbeingthrown into alocalriver by hisfather onthe 11.09.19.Johnis dueto standtrial in November
2020for the deathof hisson.

5.2John,in additionto havinga learningdisabilityalsohad a backgroundf significantmentalhealthissues
andadversechildhoodexperiencesvhichled in 2014to histwo-yeardetentionin alocalpsychiatricfacility.
Ondischargen February2016,he wascaredfor (initially undera CommunityTreatmentOrderandfrom
July2016,S.117support)in the communitythrough a Manchestemulti-agencyhealth, socialserviceand
housingsupportplanwhich effectivelymet and managedhis needsandrisks,including,in particular,
maintaininghis medicationuptakeand helpinghim desistfrom cannabisuse.

5.3Theparentsstartedarelationshipin 2016andlived for a while at Jenni& mother& housein
Manchester.Theybecamehomelessn June2018andwere movedthat month by ManchesterCouncil
Housingo temporaryaccommodatiorin the neighbouringocalauthority of Bury.Bythis time Jenniewas
pregnantwith JoshuaShewaswell supportedby the maternity and midwifery servicesand gavebirth to
himonthe 16.10.18.

5.4Due,in part to beingre-locatedin Bury;John,from June2018lost contactwith the Manchesterhealth
andsupportagenciesBecausef a lackof attendance he wasdischargedrom psychiatricoversight,which
includedhis medicationarrangementsn early August2018.Thiswasof significancebecausedespitebeing
subjectto S.117after-careto the MTPTandthe Manchester_earningDisabilityservice it markedthe
beginningof hisdifficultiesin receiving andtakinghis medication,which hitherto had servedto stabilisehis
behaviourandwell-being.

5.5Johnshouldnot havebeendischargedrom the medicaloversightof the LearningDisabilityserviceashe
wasstill subjectto hisS.117entitlements. Therewasminimalmulti-agencyworkingand co-ordination
betweenthe two agenciesausedn part by the lackof localguidancearoundrespectiveagencyrolesand
responsibilitiegn relationto S.11Avorking.Hadthere beenan effectivelyfunctioningMDT ,with a careco-
coordinator,full knowledgeof the S.117planandthe involvementof other agenciesuchasthe MHS John
couldhavebeenlocatedin Buryandsuitablearrangementsnadeto continuewith hisS.117plan,including
appropriatesocialcareand health supportfrom BuryagenciesThiswasa missedopportunity by the MTPT
andthe Manchesterlearningdisabilityserviceto havedonesoin compliancewith localprotocol.

5.6 TheSChiassuggestedhat the three Manchesteragenciegandthe ManchesterCCGundertakea
rigorouslearningreview of how andwhy this happenedwith aviewto developingsystemsandprocesses
that seekto ensurethat vulnerableindividualsreceivea continuity of carewhenthey moveinto a new area.

1121Buryis amulti-culturaland diverseborough.Theareawhere the family lived wasmainly White British.



Akeylessornwould suggestat the veryleast, that there needsto be clearpracticeguidancen relationto
multi-agency/disciplinaryvork aroundS.117planning,implementationandreview,in additionto
agency/practitionerolesandresponsibilities.

5.7 Thefamilyremainedin Buryduring2018/19in arelativelyisolatedposition,awayfrom their support
networksin Manchester ABuryChildrer® SocialCareChildrenand Familyassessmentompletedin
February2019decided(on reasonablegrounds)that there wasno role for them and closedthe case.John
wasstill involvedon areducedlevelwith the two ManchesteragenciesShared.ivesandthe Transitionand
PlanningTeam.

5.8 Thelatter agencyceasedts involvementin early April 2019and towardsthe end of that month madea
referralto BuryLearningDisabilityServiceand Childrer® SocialCarerespectively TheTransitionand
PlanningTeamshouldnot haveclosedJohr& caseasit wasresponsibleor hissupportby virtue of the
recentlycompletedcareactassessment?artlybecaug of Johré comingandgoingbetweenBuryand
Manchestemwhere he wasstayingshort term with variousfamily members he wasnot seenby Bury
DisabilityServicen May. Theyunderstoodthat he waslivingin Manchesterandclosedthe referral. Thus by
May, he hadno mentalhealth/learningdisabilitysecondaryagencysupportandwasleft in a
vulnerableposition.

5.9 Fromthis time Johr& mentalhealth startedto deteriorate,he had not takenhis medicationfor several
months,wastakingcannabishad split up from Jennie(who waspregnant)andwashomelessn Manchester.
A secondChildrenand Familyassessmenin May 2019,recommendeda Teamaroundthe Family(Level3)
planto supportJenniejt havingbeenassumedhat Johr split waspermanentand that the riskfrom him
wastherefore minimal.

5.10Theflawedassessmendid not sufficientlyincludeimportantinformation from the Manchestercare
assessmenaboutthe inherentrisksof Johnnot takinghis medicationandrevertingto cannabisuse,in
additionto hislearningdisability. ThisSCRvasof the viewthat the family® situationin May 2019
warranted(at least)a multi-agencyChildin Needplanat level4 intervention giventheir level of needand
the knownrisks.Thiscouldhaveprovided supportaroundchildcare housingand mental health for John,
in additionto monitoring Joshuaandthe unborn child® progressandwell-beingand escalationo level5,
child protectionif needed.

5.11Notwithstandingthe apparent,activefailuresin practice,the SChasidentified somepossible
organisationalgatent failuredwithin the prevailinglnitial Respons& eamservicearrangementsvhich,
where appropriate,shouldbe addressedy BuryChildrerd Services.

5.12Johnreturnedto the family in late May/early June.TheTAFplan somehowbecametranslatedinto a

singleagencyintervention (despitethere beingseveralagenciesnvolvedat this time), by BuryOutreach

Servicahat wasof limited scope(four session®ver Juneand July)andfairly practicalin nature. At the

parentrequestthe serviceceasedn mid-Julyleavingjust the healthvisitingserviceat the minimumlevel
of UniversaPartnership.

5.13Thereafter Johr& mentalhealthseemedto haverapidly deterioratedin Augtst, probablybecauseof
hiscannabisuseand non-medication’® In September2019he attendedthe GMMHAccidentand Emergency
departmentat the North ManchesterGeneraHospitalthree times.Hewasseenon the 03.09.1%y MHP1
from the mentalhealthliaisonteamwho conducteda competentassessmentesultingin a supportplan
andareferralon the samedayto the BuryAccessand CrisisTeam.Despitebeinginitially screenedon the
03.09.1%here were procesgdelaysin progressinghe referral by whichtime the tragicincidentwith Joshua
hadoccurredon the 11.09.19whichmeantthat Johnwasnot seenby the Accessand Crisisservice.

5.14Threedaysbeforethe incidenton the 08.09.19 Johnpresentedat the NMGHAccidentand Emergency
Department,seeminglyin a poor state andwantingto be sectioned.Thementalhealth practitioner(MHP2)

Z’;I'o be establishedpr otherwise,by the criminaltrial and eventualinquest.
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decidednot to seeJohnbecausene hadrecentlyhadathoroughmentalhealthassessmenwith MHP1some
five daysbeforeandwasdueto be seenby the BuryAccessand CrisisTeam.TheSCRound that Johnshould
havebeenseenandassessethy MHP2.However despitethis activefailure, the SCRdentified a numberof
possibleorganisationalatent failuresthat militated againstsafepractice.

5.15However it shouldbe noted that evenif Johnhadbeenseenandassessetty MHP2there wasno
certaintythat he would havereceivedanimmediateresponseo hiswishfor sectioningandadmissiorto
hospital.

5.16Finally this SChhasidentified a numberof factorswhichcombinedto producea &athwayto Harmbin
respectof JoshuaThesewere;

Vulnerablefirst-time parentslivingwithin a contextof low income,lackof appropriatehousingand
awayfrom their socialandfamily supportnetworks.

Afatherwith learningdisahlities and mental health needswhichwere not metin the crucialmonths
leadingup to Joshuadleath.

Afatherwho hadbecomelost to the Manchesteradult socialand health supportagencieon the
family& moveto Buryin June2018,promptedby Manchesterthousingagency.

Thelackof continuity of S.117after-careand careactsupportto Johnby Manchester_earning
DisabilityServiceandthe City CouncilTransitionPlanningTeamfrom August2018.

Theabsenceof a multi-agency/disciplinargpproachby the Manchesteragenciedo Johr& S.117after
careplan.

Afragmentedandvery complexadult healthand socialcaresystemthat militated againsteffective
inter-agencycommunicationtimely casetransferand continuity of carefor John.

Thelackof arobustsygem for ensuringeffectiveandrigorousChildrenand Familyassessmentthat
achievethe right thresholdof intervention.

Thelackof a multi-agencyunderstandingand appreciationof the inherentvulnerabilityof infants
underoneyearold.

Little multi-agencyappreciationof the child lived experiencen challengingsociceconomicand
familial circumstancesndatendencyto considerthedhere and nowq throughanoverlyoptimistic
lens,ratherthan from a more holisticperspectiveof strengthsand stresses.

Difficultiesof crossborderworkingbetweenagencies.
Problemswith the BuryMASHIn inter-agencyinformation sharing.

Thelackof a safeoperatingenvironmentwithin the GMMHmental healthliaisonteam that struggled
to copewith patient demand,lackedclearwritten principlesand processesegardingcaseacceptance;
andwhere principlesof @ hinkFamilypand safeguardig were not well embeddedinto practice.

Operationalproblemswithin the BuryAccessand CrisisServiceregardingthe effectiveandtimely
screeningpf Johré referralfrom MHP1.



6.Recommendations
ForBISPand PartnerAgencies

6.1 BuryChildrers SocialCareshouldassurethe BISRhat it& IRTis operatinga safeand effective servicethat
accuratelyassessethe needsof infantsunderone andanyrisksto them from parents/caregivers,resultsin the
mostappropriatelevelof interventionandis subjectto robustmanageriakcrutinyand quality assuranceThis
couldtakethe form of anindependentaudit of casef babiesunderonethat werereferredto the IRTovera
definedtime period.

6.2 BuryMASHandits partneragencieshouldreview,asa priority, the operation of its multi-agencyinformation
sharingfunction, particularlyin regardto ensuringthat the full rangeof lateralenquiriesare madewith all relevant
agenciesn atimely way. Thereviewshouldassurethe BISRhat this isworkingeffectivelyin the interestsof
maximisinghe safetyandwellbeingof children,youngpeopleandvulnerableadultsandis compliantwith MASH
operatingprinciples,andobjectives.

6.3.TheBuryAccessand CrisisServiceshouldassureits commissionindgody andthe BISRhat it is operatinga safe,
timely and effectiveserviceby undertakinga reviewof why Johns referral from the mentalhealthliaisonteam of
the 03.09.19wasnot screenedand processedn atimely way.

6.4.TheBISRshouldsharethe learningfrom this SCRuith the GreaterManchesterSafeguardindrora(childrenand
adults)with aviewto developingcrossboundaryworkingprotocolsfor childrenand adult serviceghat promotes
effectiveco-ordinationand continuity of servicedor vulnerablefamiliesandindividuds who moveacrosdocal
authoritieswithin GreaterManchester Suchprotocolsshouldbe basedupon bestpracticein other regions’

ForManchesterSafeguardindg?artnershipand Partner Agencies

6.5. Thethree Manchesteragencie® responsiblefor John& Setion 117 after-caresupport( in additionto
ManchesterCCGndManchesterCity Councilasthe commissioningagenciesshouldundertakeaninternal
learningreview ( possiblya Safeguardind\dult Reviewby the ManchesterAdult Safeguardin@oard)into, (1) why
there waspoor multi-agency/disciplinaryvorkingbetweenthe MTPT Manchester_earningDisabilityServiceand
Shared.ivesaroundJohr& S.117after careplanning,implementationandreview, leadingto hisdischargdrom the
DisabilityServican August2018,(2) that seekso understandthe systemiceasonsvhy Johr& casewasclosedin
early April 2019, why he did not receiveS.117and CareAct supportandwhy there wasa missedopportunity to do
so.Thelearningreviewshouldincludeanalysisat the structurallevelof organisationabarriers,defencesand
interfaces(latent failures)that seeksto understandthe underlyingsystemiccausativefactors(asreferencedin
paragraphs3.6.2%123)accountingfor the activefailuresat practitionerlevel.

6.6 Manchesterandthe GMMHTrustshouldundertakea reviewof the mentalhealth liaisonservicemindful of
findings17 and 18. Thereviewshouldseekto ensurethat the serviceis now fully compliantwith Core24, is staffed
appropriatelyto meet demard and hasthe necessaryoliciesand proceduresjncludingsafeguardingand Think
Family whichresultsin safeand effective patient outcomes.

6.7 TheManchesterHousingFloatingSupportServiceshouldensurethat it linksup andliaiseswith other
professionalsand agenciege.g.,socialand mental healthworkers,healthvisitorsandfamily supportworkers)who
haveinvolvementwith vulnerableManchesterfamiliesplacedin GreaterManchesterocalauthorities. Theexpected
outcomewould be to ensureearlyinvolvementby the FloatingSupportServicewith the aim of familiesandsingles

74 E.Gseehttps://proceduresonline.com/trixcms1/media/4050/transfesrotocoktbirminghamct-and-solihulk
childrensservicesv2-fms 2@919131219.pdf

ZAManchesterTransitionPIanningTeam,Shared_ivesandthe LearningDisabilitiesTeam.



https://proceduresonline.com/trixcms1/media/4050/transfer-protocol-birmingham-ct-and-solihull-childrens-services-v2-fms_260919131219.pdf
https://proceduresonline.com/trixcms1/media/4050/transfer-protocol-birmingham-ct-and-solihull-childrens-services-v2-fms_260919131219.pdf

receivinga co-ordinatedand multi-agencyserviceassoonaspossibleafter movinginto their temporary
accommodatiorin the newlocation.

Forboth the BISPand Mancheste Safeguardind®artnership

6.8 TheBISRand ManchesterSafeguardingPartnership(MSP)shouldseekto ensurethat (1) the conceptof the
inherentvulnerabilityof babiesis disseminatecand embeddedin practiceamongstall agencypartners,especially
adult services(2), shouldtake suitableactionthat seekso ensurethat professionaldook beyondthe, dere and
nowq of a child® lived experienceandlocateit within a wider holisticcontextof family stressesand strengths.

6.9 TheManchesteragencieshould be invited by the BISRo commenton this report prior to its approvalandtake
ownershipfor implementingany singleagencyimprovementactions.A suitableaccountablebody suchasthe
ManchesterSafeguardindgPartnershipshouldtake responsibilityfor overseeingactionimplementationandreport
backto the BISRo confirmimplementation.

6.10Thefindingsandlearningfrom this SCRshouldbe widely disseminatedacrosshe two partnerships.

7.References

BuryMulti-AgencySafeguardingdub: OperatingPrinciples April 2019
ChildSafeguardingreviewPanel:PracticeGuidance April 2019
EarlylnterventionFoundation:AdverseChildhoodExperienced-ebruary2020
GreaterManchesterSafeguardingProcedures

ManchesterCity CouncilAdult SocialCare(ASCprocedures August2018

LocalGovernmentAssociatior(August2018);@®rdinaryResidencé&uideDeterminingLocalAuthority
Responsibilitiet)nderthe CareActand Mental HealthActb

OxfordEnglisiDictionary

SidebothanPet al (May 2016) ¢*athwaygo Harm;Pathwaydo Protection:Atriennial analysif seriouscase
reviews2011to 2014:Universityof EastAnglia:Universityof Warwick:DfE

Brandon.M et al (March2020)fComplexityand ChallengeA triennial analysisof SCR2014-2017:Universitiesof
EastAngliaand Warwick:DfE

WelshGovernmentdProtectingChildrenin WalesGuidanceor Arrangementgor Multi-AgencyChildPractice
Review$ 2012

8.Glossary

Familymembers

Joshuaborn October2018:Firstborn and subjectof this SCRdied 11.09.19
Mary: born October2019:Secondornandsisterto Joshua

Jennie: Mother to Joshuaand Mary

John: Fatherto JoshuaandMary

KeyProfessionals
4F



HV1,2, 3, 4: BuryHealthvisitors

BSW1land BSW2Burysocialworkers

MSW1land MSW2:Manchestersocialworkers(ManchesterTransitionalPlanningT eam)
SLSWand2: SharedLivessupportworkers
FSS1Floatingsupportservicesupportworker (ManchesteHousingSupportService)
OW1:Outreachworker 1 (Bury)
RClandRC2RespasibleCliniciangpsychiatristattachedto the Manchester_earningDisabilityService)
MHPland MHP2:Mental HealthPractitioners(Mental HealthLiaisonTeam)

Terms

A/E:Accidentand Emergencylepartment
BISPBuryIntegratedSafeguardindPartnership

BLDTBuryLearningDisabilityTeam

BCS@BuryChildrers SocialCare

BACTBuryAccessand CrisisTeam(mental health)

CAMHSChildand AdolescenMental HealthService

CFAChildand FamilyAssessment

CCGClinicalCommissioningroups(Buryand Manchester)
CTOCommunityTreatmentOrder

EIT:EarlylnterventionTeam

GMP:GreaterManchesterPolice

GP:GeneralPractitioner

IRT:Initial Respons& eam(Bury)

KLOEKeyLineof Enquiry

MASHMulti-AgencySdeguardingHub (Bury)

MHLT Mental HealthLiaisonTeam(GreaterManchesterMental HealthNHSFoundationTrust)
MHA1983:Mental HealthAct; 1983
MTPTManchesterTransitionaPlanningTeam(localauthority)
MLDSManchesterLearningDisabilityService
NHSENationalHealthServicg England)

NMGH:North ManchesterGeneralHospital

OCGOrganisedCrimeGroup

OW:Outreachworker (Bury)

RCARootCauseAnalysis
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PaRISPatientaccessecordinformation system
SCRSeriousCaseReview
SCFSpecialCircumstanceorm
S.117Sectionl17of the Mental HealthAct: 1983
TAFTeamaroundthe Family(Level3)
UPPUniversaPartnershipPlus(plan)
Appendixl
Teamsnvolvedwith Johr& communitytreatmentorderand S117 after care.
1.ManchesterEarlylnterventionin Psychosi§eam,GreaterManchesterMental HealthNHSFoundationTrust

TheEarlyinterventionin Psychosi§eam(EIT)workswith peoplewho haveexperiencedafirst episodeof psychosis.
It isamultidisciplinaryteam supportingmainlyyoungerpeopleexperiencingafirst episodeof psychosisTheteam
consistf staff from avariety of disciplinesjncludingmedical,nursing,socialwork, occupationatherapy,and

psychology.

2 Mental HealthLiaisonTeam North ManchesterGeneraHospital GreaterManchesteMental HealthNHS
FoundationTrust

Basedwithin the acutehospital,mentalhealthliaisonservicesenable24/7 accesdo specialisimentalhealthcare.
Thisis deliveredby a clinicallyled multidisciplinaryteamwho operate24/7, to providespecialisipsychiatric
assessmentdviceandtreatment for anyonewith aknownor suspectednental healthneedin the acutehospital.

ManchesteMental HealthLiaisonService®peratein orderto deliver CORR4 mentalhealthliaisonservicesn
North ManchesterGeneraHospitaland other hospitalsitesin Manchester.

3.TransitionTeam ManchesterCity Council

Thisserviceis a smallteam of approx.10 socialcarestaffto assistwith the transitionmostcommonlyfrom childand
adolescenservicedo adult servicesandsupportup to the ageof 25 yearsin somecasedo ensuresmooth
transitioninto adult hood. Someof thesecasegnayalsobe knownor opento other servicesat the time of the
incidentthere wasno standardoperatingprocedurethat outlineshow they would joint work.

4. SharedLives ManchesterCity Council

Thisserviceoffersaccommodatiorandrelated practicaltenancysupportto thosereferred. Thiscanbein shared
facilitiesor placedwith adult placementcarersin their homesasappropriate.lt provideskeyworkersvho remain
involvedwith serviceuserswhile they are supported by the service.

5.LearningDisabilityPsychiatriOutpatientService ManchesterCity Council/ManchesteNHSFoundationTrust

Thisserviceprovidedoutpatient appointmentsfrom a ConsultantPsychiatrisspecialisin LearningDisabilityto
monitor thosereferredwith respectto their Mental Healthand LearningDisability.It offered specialisednental
health assessmentandwhere necessarynformedthe work of anyother servicesand professionalsnvolved.

Appendix2
ManchesterCity CounciHousing

1.TheSCRvasinformed by the ManchesterCity CounciHousingDirectoratethat it is currentpolicyand practiceto
housesinglepeopleandfamiliesoutsideof Manchesterjnto GreaterManchestemwhile they await an offer of
permanentaccommodationOffersof permanentaccommodatiorare madein Manchesterunlessthe clientis
happyandsettledin the new areaandthe Directoratethroughthe Homelesd-loatingSupportServicevould
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supportthem to remainin that areaif possible Singlesandfamiliescanremain in temporaryaccommodatiorfor
anaverageof three years but this canbe longerfor largerfamilies,albeit there are someexceptions.

2 If afamily or singlehavea socialworkerin Manchesteror identified partners(e.g.,mental health)who are working
with them, the Directoratewill try and placethem in temporaryaccommodatiorin Manchester If it isa single
femalewho identifiesasbeingpregnant,shewill be placedin temporaryaccommodatiorin Manchester.

3.If asingleor family hasbeenplacedoutside Manchesterandthe Directoratefeelsthat they shouldbe in
Manchesterthey will be transferredback,albeit this canbe quite disruptive.

4. TheDirectorateusespropertiesacrossGreaterManchestebecauseof the shortageof affordableaccommodation
in Manchester.
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