
 

 

 

06.10.25 
Adult Social Care 

Oldham Council 
Spindles Shopping Centre 

George Street 
Oldham 

OL1 1HD 
Sarah Royle 
Coroner's Officer 
HM Coroner's Court,  
Floors 2 & 3, Newgate House,  
Newgate,  
Rochdale, OL16 1AT 
 
Dear Sarah 
Re: Death of Masood Hamid - Date of Birth - 20 July 1944 - Ref: 23556816 
Regulation 28 report to prevent future deaths notice 
Thank you for making Oldham Council aware of the Corners concerns regarding the risk of 

future deaths arising from the inquest of Masood Hamid.  
We would like to offer our assurance that Oldham Council’s Adult Social Care Directorate 

have given full consideration to the coroners’ concern that:  
“There was a lack of planning or consideration between all those involved in his care as to 

the best time and the least distressing way in which Mr Hamid could be transported to the 

hospital. This is in full knowledge that any move would likely cause distress to a patient with 

dementia and physical health issues”.  
As Oldham Council Adult Social Care Directorate was not asked to provide evidence at the 

inquest of Mr Hamid, we would like to provide information and assurance to the coroner 

regarding our contact with Mr Hamid in December 2024 and the practice of our Approved 

Mental Health Professionals (AMHP) service in the chronology below.  
Chronology 

• Oldham Council coordinated a Mental Health Act Assessment on 18th December 

2024, to consider Mr Hamid’s circumstances, as required under section 13 of the 

Mental Health Act 1983.  
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• The section 12 medical recommendations were for the patient to be admitted to 
hospital under section 2 of the Mental Health Act 1983, for further assessment 
relating to the presenting mental disorder. The Approved Mental Health 
Professional’s decision agreed that Mr Hamid required admission to hospital for 
assessment under Section 2.  

• There were no acute mental health beds available at this time, and no private beds 
available, and so an application under the Mental Health Act could not be made.  

 

• Whilst awaiting a bed being identified, there was an appropriate interim safety plan 
for the patient to remain in the care setting at Shawside which was put into place.  

• An acute bed became available on 23rd December 2024, and the patient was 
appropriately reviewed, in accordance with the Mental Helath Act and Statutory 
Guidance.  

• An application was made for admission to hospital under Section 2, and conveyance 
was requested via the Integrated Care Board commissioned Northwest Ambulance 
Service, with a projected lead time of 5-8 hours.  

• Mr Hamids conveyance was appropriately planned, and patient welfare was 
appropriately considered by the AMHP, including giving due consideration that there 
had been a significant delay of 5 days in admission due to bed availability. It was, 
therefore not considered appropriate to leave the patient in the setting unnecessarily 
any longer, due to the level of reported distress, and potential risk to staff and other 
residents.  

• With regard to the timing of the patient transport, Oldham Council has no influence or 
control over the operational capacity of Northwest Ambulance Service. Patient 
transportation must occur at the earliest possible opportunity that suitable patient 
transport resource is available.  

• In reviewing our records, we have found that Oldham Council’s AMHP service acted 
lawfully and with appropriate consideration of the patient welfare and when  
requesting conveyance for Mr Hamid.   

Oldham Council would  like to offer further assurances to the coroner in relation to this 

matter as follows:  
Consideration of individual welfare and minimising distress are central to the practice of 

Oldham Council’s Approved Mental Health Professionals’ service.  
Oldham Council recorded a safeguarding concern in December 2024 following the death of 
Mr Hamid and worked closely with Greater Manchester Police to understand the 
circumstances of Mr Hamid’s death and determine if further action was required  by 
safeguarding partners to safeguard others.  
Following the concerns raised by the coroner, safeguarding adults’ partners in Oldham are 
working with Oldham Safeguarding Adults Board to share information in relation to their 
involvement with Mr Hamid and to consider whether a Safeguarding Adults Review (SAR) is 
required. Oldham Council will participate fully in extracting and implementing any learning 
and recommendations from this process should a statutory SAR proceed.   

A32



 

I trust this provides you with the information requested.  
 
Yours sincerely,  

 

Interim Deputy Director of Adult Social Care.  
 
 

A33


	Index
	Evidence
	Regulation 28 Report to prevent future deaths
	GMP response to Regulation 28
	NWAS response to Regulation 28
	NW Regional Policy  Guidance for Transporting Mental Health Patients - August 2025 - v3.2 - FINAL signed
	Oldham Council ASC response to Regulation 28
	PCT response to Regulation 28





