GREATER MANCHESTER

POLICE

Chief Constable

Joanne Kearsley
Senior Coroner
Manchester North

Via email

9™ October 2025
Dear HMC Kearsley
Re: Regulation 28 report following the death of Masood Hamid

Thank you for your report dated 20™ August 2025 in respect of the death of Masood Hamid pursuant
paragraph 7, Schedule 5, of the Coroners and Justice Act 2009 and regulations 28 and 29 of the
Coroners (Investigations) Regulations 2013.

Following careful consideration of your Regulation 28 report, | provide the following formal response
regarding the concerns raised. The primary issue identified relates to the alleged ineffective
communication between Greater Manchester Police (GMP) and Northwest Ambulance Service
(NWAS) between 21:28 and 23:45 hours on 23 December 2024, which is understood to have
delayed the deployment of police officers to assist NWAS staff with the transportation of Mr Hamid.

Prior to the inquest, it was known that a call had been made to NWAS, though evidence of the
second call could not be located at that stage. A subsequent review of all content held by GMP
relating to Mr Hamid on the evening in question has been carried out and the record of call located.
The difficulty in locating the second call was due to the Record of Contact not being linked to the
initial call, just referenced within. This review confirms that communication did take place between
GMP and NWAS and that the communication was constructive. The following chronology outlines
the key events:

o 21:28 — GMP received a call from NWAS requesting police assistance with an 80-year-old
male who was verbally and physically aggressive. The individual was detained under
Section 2 of the Mental Health Act. NWAS staff were in proximity to the patient but reported
increasing difficulty in managing the situation. A Grade 2 incident log was created, and a
THRIVE risk assessment was appended. It is noted that NWAS did not clearly specify the
support required, and the call handler did not seek further clarification.

o 21:48 — A District Sergeant updated the log, stating that police attendance was not
appropriate given the care home setting and the presumption that staff were trained to
manage such behaviour. The dispatcher contacted NWAS to relay this decision, and NWAS
updated their own log accordingly. The dispatcher requested the sergeant to complete a
THRIVE assessment before closing the log.

o 22:37 - The District Sergeant appended the THRIVE assessment, and the log was closed.

o 23:28 — NWAS recontacted GMP to request police assistance regarding an earlier incident.
An advanced practitioner advised that a patient, recently assessed by an Approved Mental
Health Professional and detained under Section 2, was exhibiting physical and verbal
aggression, preventing safe transport to hospital. Crew contact details were provided.
GMP’s dispatch supervisor liaised directly with the crew, reopened the original incident log,



and at 23:55, deployed an officer to the care home. NWAS clearly outlined the rationale for
police involvement, enabling GMP to identify a defined policing role in support of partner
agencies and allocate appropriate resources.

Organisational Learning and Improvements

While communication between GMP and NWAS was present, the review identified areas for
improvement. The following actions have been taken:

Training for District Officers: A briefing item has been developed by GMP’s Prevention
Branch for all frontline officers. This includes guidance on the Northwest Regional Mental
Health Capacity Act Joint Protocol 2023, specifically regarding police support to NWAS in
restraining or transporting patients lacking capacity and requiring emergency treatment.
This will be delivered force wide imminently.

RCRP Escalation Process: GMP recirculated the district escalation process to reinforce
supervisors’ responsibilities when reversing deployment decisions. Supervisors must
record their rationale via a THRIVE assessment and seek ratification from a dispatch
supervisor. Closure of incidents must include re-contacting the original informant and
providing appropriate signposting.

FCCO Review: A Force Contact Centre Operations (FCCO) review was conducted to
assess incident demand, governance, and service delivery. One key outcome will be the
implementation of a mandatory action field in Contro/lWorks to ensure victim contact and
officer arrival are recorded prior to incident closure, which is expected to be finalised soon
— pending final costing and related details with third party suppliers. Standardised training
on deployment and THRIVE was mandated and completed by all district Chief Inspectors
and Inspectors (who cascaded the training) by 18 July 2025.

Strengthening GMP-NWAS Collaboration

GMP has undertaken several initiatives to enhance communication and partnership with NWAS:

Weekly Strategic Meetings: Regular meetings between FCCO and NWAS Senior
Leadership Teams have been established to share feedback and address concerns.
Performance Meetings: NWAS now participates in GMP's weekly performance meetings
to share case studies and learning.

Daily Operational Huddles: Daily briefings between GMP dispatch managers and NWAS
managers have been introduced to improve real-time coordination.

Knowledge-Sharing Visits: Since 14 July 2025, GMP FCCO staff have been visiting
NWAS control rooms to foster mutual understanding and collaboration. These visits include
first and second-line leaders, with designated SPOCs responsible for cascading learning
across teams.

Conclusion

| trust this report demonstrates the thorough review undertaken and the significant steps
implemented to improve GMP'’s response to mental health incidents and enhance our working
relationship with NWAS. GMP remains committed to continuous improvement and ensuring that our
service delivery meets the highest standards of public safety and care.

Yours sincerel

A6
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