











waiting for the interim evaluation due in the Summer 2019, an internal review of the CRT has
been conducted by GMP’s external relations and performance branch (ERPB). This review
focused specifically on incidents reported in January 2019 relating to s.136 MHA 1983. During
this period there were 87 incidents coded as s.136 MHA; the CRT team were the leading NHS
service on 56 of the incidents, with local RAID teams and NWAS involved in the other incidents.

This review has highlighted that there is still work required to optimise the use of the CRT
service and this is informing a further series of communications and the current mental health
training programme for frontline officers. This training, jointly delivered by partners and service
users, is being rolled out as part of our CPD programme. By the end of summer 2019, over
2000 officers will have taken part in this training.

Given the high level of staff turnover our workforce development team has also commissioned a
review of student officer training in relation to mental heaith and a revised content will be
developed to reflect the CRT service and the material provided by the NHS in the frontline
officer training described above.

The CRT service was not in place at the time of Mr Rewkowski’s death. In similar circumstances
now, for example where the subject of the concern has recently been detained by the police
under s.136 MHA, the incident will be referred to the CRT team for assessment. The team
members are able to access mental health records on recent admission, discharge and
community care planning and on this basis co-ordinate services to ensure an appropriate
response in terms of expertise and timeliness.

Further changes within GMP

The leadership of the OCB has also considered the Regulation 28 report and has identified
areas where internal practice can be improved. Actions will be taken in the next three months
to:

e Promote the work of the VSU and CRT in OCB and on districts;

e Review which staff have received up to date risk assessment training and address any
gaps;

e Dip sample to ensure concern for welfare incidents where mental ill health is a factor are
being properly assessed by call takers and referred to VSU; and

¢ Review incidents referred to the VSU to ensure the appropriate incidents are being sent to
the CRT team.

Strategic Joint Working

More broadly, GMP plays an integral role in the Health and Justice Board and the various task
groups that sit underneath the strategic forum. GMP officers met with representatives of the
other agencies named in the Regulation 28 report and reached a common understanding on the
areas of work that are required to address the concerns:

e A common understanding of the duties, powers and training of staff in the respective
agencies in their response to demands for service from people with mental ill-health

e Improved information sharing processes through the development of the multi-agency
‘Mental Health Control Room Triage’ pilot service, jointly funded by NHS commissioners and
district level multi-agency safeguarding hubs

e An agreed risk assessment framework, which takes account of increasing demand from
reports of social media content and is applied by all agencies. It should addre
inconsistencies in the categorisation of incidents reported as concern for welfare and/or life
at risk



o Agreed service levels for the assessed risk. In the short term through existing blue light
services b in the me« m term through increasing the capacity of first responders with
mental hez...1 specialism — towards parity of response with physical harm

o Escalation procedures where agencies differ in their assessment of risk, or where they are
otherwise unable to deliver the agreed service

e Access to adequate community mental health ‘Crisis and Home Trez nent Team’ capacity
for follow-up and discharge support out-of-hours (rather than in| ient staff) — especially for
existing service users at higher-risk of repeated suicide attempts

o Effective communication with middle managers and front-line staff to ensure consistent
service delivery and in particular that relevant front-line staff are clear about their
responsibility to share information at the point of crisis and feel confident in doing so

e Enhanced inter-agency communications to ensure accurate reporting and evaluation of all
assessments and actions undertaken by blue-light partner agencies — in response to calls
about concerns for welfare or life at risk.

Greater Manchester Police will take a full part in the task and finish group that is being
established to take this work forward. The Force is also is represented at senior level on the GM
Health and Justice Operational Delivery Group and the Greater Manchester Health and Justice
Board which will oversee progress on the joint work set out above.

I hope that this response is helpful in outlining the actions that we are taking to address the
issues that you raised and in demonstrating our total commitment to learning lessons from
tragic events such as those which led to the death of Mr Rewkowski, so that we can do our
utmost to prevent such incidents from occurring in future.

Yours sincerely

Ll

lan Hopkins
Chief Constable





