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1.1

1.2

1.3

1.4

1.5

1.6

1.7

The Review Process

This summary outlines the process undertaken by Safer Stockport
Partnership [the statutory Crime and Disorder Partnership] in reviewing the
homicide of ‘Rory’, who was a resident in their area.

The following pseudonyms have been used in this review for the victim and
perpetrator to protect their identities and those of their family members.

Name Relationship | Age Ethnicity
Rory Victim 36 White British male
Jordan Cousin 29 White British male

Rory and Jordan were cousins. Rory lived in Stockport with his wife. Since
February 2019, Rory had been providing support as a carer for Jordan. In
February 2020, the police received five emergency calls reporting that a
man had been seen brandishing an axe and making threats to kill. When
officers arrived at the scene, Rory was found deceased.

A Home Office Post Mortem determined the cause of death as multiple
head injuries: all of which were consistent with blows from an axe type
instrument.

Jordan was charged with the murder of Rory and later pleaded guilty to a
charge of manslaughter! on the grounds of diminished responsibility.
Following the plea, Jordan was detained indefinitely? at a secure hospital.

Jordan had a diagnosis of paranoid schizophrenia and possibly attention
deficit hyperactivity disorder® (ADHD). Jordan was receiving psychiatric
services from the Greater Manchester Mental Health Trust at the time of
Rory’s murder.

NHS England commissioned a Mental Health Homicide Review. Extracts
from the report have been included in this report where relevant.

1 https://www.sentendngcouncil.org.uk/offences/crown-court/item/manslaughter-by-reason-of-

diminished-responsibility/

A conviction for manslaughter by reason of diminished responsibility necessarily means that the
offender’s ability to understand the nature of the conduct, form a rational judgment, and/or exercise
self-control, was substantially impaired.

2 Section 37/41 hospital order with restrictions. This is an “indefinite” order that means that there is
no time limit to renew the Section, as it continues indefinitely until the person is discharged by the
Secretary of State for Justice or the Mental Health Tribunal.

3 https://www.nhs.uk/conditions/attention-deficit-hyperactivity-disorder-adhd/
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1.8 The first meeting of the Review Panel took place on 5 September 2022. All
panel meetings were held virtually due to the Covid-19 pandemic, and
contact was maintained with the panel via email and telephone calls. In
total, the panel met five* times.

1.9 The DHR covers the period from 1 February 2019 to 28 February 2020.
The start date was chosen as it was deemed an appropriate timescale in
which to review and analyse agency contact to inform contemporary
learning prior to the murder of Rory. In addition, all agencies were asked
to consider and analyse any significant contacts prior to these dates: this
has been included within the review, where relevant.

1.10 The Domestic Homicide Review was presented to Safer Stockport
Partnership on December 2023 and concluded on June 2024 when it was
sent to the Home Office.

4 One of these meetings was heard under the SILP.
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2. Contributors to the review

2.1 Contributors to the review/agencies submitting Independent Management
Reviews (IMRs).

Agency SILP | Chronology | Report
Adult Social Care — Trafford v
Children’s Social Care — Trafford v 4
Children’s Social Care — Manchester v
NHS Manchester Integrated Care (GP 4

Practice — Trafford)
Greater Manchester Mental Health 4 4
Greater Manchester Police 4 v
Greater Manchester Probation Service
North West Ambulance Service®
Trafford Domestic Abuse Services

NNENENVENEN

2.2 The authors of the reports included in them a statement of their
independence from any operational or management responsibility for the
matters under examination.

> Attended critical incident only.
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3. Review Panel Members

3.1 The Review Panel Members were:

Review Panel Members

Name Job Title Organisation
Ceinwen Bright | Community Service Trafford Domestic Abuse
Manager Service
Lisa Bulmer Senior Probation Officer | Greater Manchester
Probation
Jonathan Safeguarding Adults Safer Stockport Partnership
Burrows Partnership Business

Manager

Rachel Carter-
Brown

Head of Service

Trafford Children’s Service

Georgina Designated Practitioner | Greater Manchester

Cartridge Safeguarding Adults Integrated Care (Trafford)
(Trafford) Interim

Rhys Dower Domestic Abuse Trafford Council
Manager

Carol Ellwood- Independent Chair

Clarke and Author

Helen Grant Strategic Manager — Trafford Community Safety
Crime and Antisocial Partnership
Behaviour

Samantha CEO Stockport Without Abuse

Higginbottom

Clare Manock Designated Business Stockport Safeguarding
Support Adults

Ged McManus

Independent Reviewer

Ann-Marie
Mohieddin

Strategic Lead

Central Neighbourhood &
Safeguarding, Trafford
Adult Social Care

Tony Morrissey

Interim Strategic Lead —
Safeqguarding

Trafford Children’s Services

Holly Nelson

Deputy Safeguarding
Children's Lead

Greater Manchester Mental
Health

Nuala O'Rourke

Safeguarding
Partnership Performance
and Development
Manager

Stockport Council

Alison Troisi

Detective Sergeant

Serious Case Review Unit,
Greater Manchester Police
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3.2 The panel met five times and the Panel Chair was satisfied that the
members were independent and did not have operational and management
involvement with the events under scrutiny.
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4.

4.1

4.2

4.3

4.4

Chair and Author of the Overview Report

Sections 36 to 39 of the Home Office Multi-Agency Statutory Guidance for
the Conduct of Domestic Homicide Reviews December 2016 sets out the
requirements for review Chairs and authors. In this case the Chair and
author were the same person.

Carol Ellwood was appointed as the Independent Chair and Author. She
retired from thirty years public service [British policing — not Greater
Manchester] during which she gained experience of writing independent
management reviews, as well as being a panel member for Domestic
Homicide Reviews, Child Serious Case Reviews and Safeguarding Adults
Reviews. In January 2017 she was awarded the Queens Police Medal
(QPM) for her policing services to Safeguarding and Family Liaison. In
addition, she is an Associate Trainer for SafeLives®.

Carol was supported in her role by Ged McManus, another independent
practitioner. He has experience as an independent Chair of a Safeguarding
Adult Board in the north of England [not Greater Manchester] and was
judged to have the skills and experience for the role. He served for over
thirty years in different police services in England. [not Great Manchester
Police]. Prior to leaving the police service in 2016 he was a Superintendent
with particular responsibility for partnerships including Community Safety
Partnership and Safeguarding Boards.

Between them they have undertaken over sixty of the following types of
reviews: child serious case reviews, safeguarding adult reviews, multi-
agency public protection arrangements [MAPPA] serious case reviews,
domestic homicide reviews and have completed the Home Office online
training for undertaking Domestic Homicide Reviews. Neither have worked
for any agency providing information to the review.

6 https://safelives.org.uk/
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5.2

5.3

Terms of reference

This review commenced in September 2022, under the SILP process. The
Terms of Reference were not set by the Review Panel, and agencies were
asked to analyse their involvement under the following headings:

a. Critically analyse and evaluate the events that occurred, the
decisions made, and the actions taken or not.
b. Where judgements were made or actions taken that indicate

that practice or management could be improved, explain not
only what happened, but why.

C. Demonstrate whether your agency/service heard and responded
to X's views, wishes, and feelings.
d. Identify and explain if your agency/service believes that other

agencies/services should have been sought and/or provided.

Describe any relevant contextual information from your agency at the time,
and the impact this had on the work undertaken with X. For example,
staffing levels, reorganisations or arrangements for supervision, or
management oversight.

In February 2023, the DHR was recommissioned. It was agreed that
analysis of agencies’ involvement would be undertaken using thematic
headings and taking account of Home Office Statutory Guidance, as
detailed below.

The purpose of a DHR is to:

e establish what lessons are to be learned from the domestic homicide
regarding the way in which local professionals and organisations work
individually and together to safeguard victims;

e identify clearly what those lessons are both within and between
agencies, how and within what timescales they will be acted on, and
what is expected to change as a result;

e apply these lessons to service responses including changes to inform
national and local policies and procedures as appropriate;

e prevent domestic violence and homicide and improve service responses
for all domestic violence and abuse victims and their children by
developing a co-ordinated multi-agency approach to ensure that
domestic abuse is identified and responded to effectively at the earliest
opportunity;

Page 9 of 31



Official Sensitive Government Security Classifications May 2018

e contribute to a better understanding of the nature of domestic violence
and abuse; and

e highlight good practice.

(Multi-agency Statutory Guidance for the Conduct of Domestic
Homicide Reviews [2016] Section 2 Paragraph 7)

5.4 The following headings were determined by the Review Panel to be of
significance —

e Domestic Abuse

e Offending Behaviour

e Risk Assessments

e Multi Agency Working

e Mental Health

e Caring Responsibilities

e Children

e Family, Friends, Employer and Wider Community
e Agencies Learning

e Learning in Previous DHR's
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6.1

6.1.1

6.1.2

6.1.3

6.1.4

6.2

6.2.1

6.2.2

Summary Chronology
Rory

Rory was one of four siblings. Rory was a busy energetic man. He and his
wife had known each other through mutual friends since they were 18
years old but did not become a couple until they were 30 years old.

Rory worked with his father in car sales and motorhome rental business.

In his spare time, Rory enjoyed racing cars and had organised a Porsche
racing series. Rory was good at organising and managing multiple projects
and had managed the renovations of two family homes. Rory planned to
do further property development in future, together with another family
member.

Rory and his wife fostered children for eight years and had fostered a total
of 22 children and young people. Rory was good with the children and
made a connection with them. Rory was especially proud of one young
person they fostered. This young person received an award from the
mayor for the way they had turned around their school attendance and
education.

Despite his many skills, Rory was hopeless at looking after himself
sometimes. Rory’s family laughed about an occasion when he went on a
ski holiday without any underwear or socks because he was so hopeless at
packing for himself.

Jordan

Jordan has been known to criminal justice agencies from as early as 2004.
Jordan has convictions for public order, theft, and offences against the
police and courts. Between 1999 and 2019, Jordan was recorded as a
named offender in 26 crimes and a victim in 28 crimes.

Jordan was one of six siblings. Jordan had been in two long-term
relationships where domestic abuse was a factor. Around 2007, Jordan
began a relationship with a female (Partner 1), who at that time had a
young child from a previous partner. In 2009, Jordan and Partner 1 had a
child. In 2015, Jordan and Partner 1 married. There were five reported
incidents of domestic abuse between 2009 and 2012. Following the
incident in 2012, Partner 1 and her children were moved to a refuge;
however, they reunited. Partner 1 told the Chair that she returned to their

Page 11 of 31



Official Sensitive Government Security Classifications May 2018

6.2.3

6.2.4

6.3

6.3.1

6.3.2

home, as Jordan had found out the address where she was staying. She
said that it was easier to come home with her children because she had the
support of her family and friends, which provided stability for the children,
rather than move out of the area. In July 2016, Partner 1 told him that she
wanted to end the marriage because she could not cope with his mental
health issues and psychotic episodes. Despite the ending of the marriage,
they were still residing together.

Jordan had the following periods of engagement with the Probation
Service. Relevant dates are detailed below:

e 7 January 2013 — Supervised on 12-month community order with
unpaid work for offence of theft.

e 21 September 2016 — Suspended imprisonment for 6 months, wholly
suspended for 12 months, unpaid work, rehabilitation activity
requirement of 140 hours, restraining order for 5 years, and sex
offenders registration requirement for 7 years.

N.B. The above was varied on 25 November 2016, when Jordan was
sentenced to 6 months’ imprisonment for an offence of breach of
restraining order, and a sentence of 6 months to run concurrent for
an offence of witness intimidation.

The latter period of supervision related to offences committed against
Partner 1.

At the time of Rory’s murder, Jordan was a self-employed tree surgeon.
Rory and Jordan’s Relationship

Rory and Jordan were cousins. During their childhood they, and their
families, spent a lot of time together. Rory’s family described how they
were close, and Jordan would often do what Rory said when he would
ignore other people. As adults, Rory and Jordan were good friends.
Jordan looked up to Rory and would take advice from him.

As well as working in the motor business, Rory helped Jordan with his tree
surgery business. Jordan employed a small humber of people. Jordan told
the Chair that if he (Jordan) was not feeling good, he would divert his
phone to Rory, who would make sure clients and the people working for
Jordan were happy and keep everything on track. Rory often smoothed
things over if Jordan had ruffled feathers. Rory became a tree stump
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6.3.3

6.3.4

6.4

6.4.1

6.4.2

6.4.3

grinder and worked so hard that he paid back the initial investment on his
equipment in record time.

Rory’s help to Jordan increased in the three years before his death. This
was especially so after the assault by Jordan on his grandad, when Jordan
was detained under the Mental Health Act for two weeks. Rory’s family
described how Rory had undertaken a ‘carer’ role towards Jordan. This
included taking Jordan to and from medical appointments and contacting
professionals on behalf of Jordan. This was described as an informal role,
for which Rory was not in receipt of payment. This role had previously
been completed by Jordan’s mother until her death in 2019. Jordan told
the Chair that he did not feel that Rory was his carer.

Of note, Rory lived about 30 — 40 minutes’ drive from Jordan, so every
time he went to see him, it took up one and a half hours just for travelling.

Summary of Events Prior to Timescales of the Review

On 1 September 2011, Jordan spent a period of time in a mental health
hospital, after taking an overdose and having suicidal thoughts. The
hospital made a referral to Trafford Children’s Social Care because during a
period of home leave, Jordan had been verbally hostile to Partner 1, which
had awoken their children. An initial assessment was commenced. During
which, Jordan was seen by a social worker.

Trafford Children’s Social Care completed their initial assessment on 4
October 2011. The assessment determined that Jordan was receiving
treatment and engaging with medical professionals in relation to his mental
health. There were no reported concerns over the children’s wellbeing,
who were described as seen to be happy and comfortable around their
parents and had a good attachment to them. The assessment documented
that Partner 1 presented as being a strong mother who could support
Jordan. The case was subsequently closed.

On 19 January 2012, Trafford Children’s Social Care received a referral
from the police in relation to an incident of domestic abuse between Jordan
and Partner 1. It was documented that Jordan had threatened Partner 1
with a knife. Partner 1 told the police that the incident had not occurred;
however, one of the children had spoken to school staff, during which they
described the incident and that they had ‘wet themselves’. Following the
completion of an initial assessment, the case was closed. It was
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documented that the children’s mother had the capacity to protect and
safeguard her children.

6.4.4 On 7 February 2012, Partner 1 contacted Trafford Children’s Social Care.
During that contact, she stated that Jordan had made threats to kill her
and the children and that Jordan had physically assaulted her, causing
bruising. A strategy meeting was held, and the case was referred to
MARAC. A core assessment was undertaken, and the case remained open
at Child in Need Level (Section 17 Children Act 1989). Partner 1 and the
children were placed in a refuge. Partner 1 was seen by the police and
stated that she did not wish to report any incidents, nor did she want to
discuss the details of their relationship and declined to complete a DASH”.
Partner 1 stated that her main priority was to get on with her life and look
after her children.

6.4.5 In August 2012, Trafford Children’s Social Care closed their case. It was
documented that the plans that had been put in place had progressed, and
information had been gathered from health professionals and education. A
Bruce Thornton Risk Assessment® had been completed with Jordan
regarding domestic abuse and mental health, which had identified no
concerns.

6.4.6 On 20 March 2014, Jordan was detained by the police under Section 136
Mental Health Act 1983. Jordan was taken to hospital where a Mental
Health Act assessment was completed. Jordan was detained under Section
2 Mental Health Act 1983, which ended on the 26 March 2014.

6.4.7 In December 2014, Jordan was discharged from Early Intervention Team,
following treatment for psychosis.

6.4.8 On 13 February 2016, Partner 1 contacted the police and expressed
concerns about Jordan’s mental health, citing that he was suicidal. Jordan
was taken to hospital by the police on a voluntarily basis and left in the
care of medical staff.

7 The Domestic Abuse, Stalking and Honour Based Violence (DASH 2009-2023) Risk Identification,
Assessment and Management Model was implemented across all police services in the UK from March
2009. The DASH was accredited by ACPO Council, now known as National Police Chief Council
(NPCQ).

8 https://www.bruce-thornton.info/

Page 14 of 31


https://www.bruce-thornton.info/

Official Sensitive Government Security Classifications May 2018

6.4.9

6.4.10

6.4.11

6.4.12

6.4.13

On 10 July 2016, Partner 1 reported that she had been sexually assaulted
by Jordan. The case was referred to MARAC, and a referral was made to
Trafford Children’s Social Care and Adult Care. The information shared,
requested support with regards to Jordan’s mental health due to previous
threats of self-harm. The information was shared with the Early
Intervention Team within mental health services, as Jordan was open to
their service.

Jordan was charged with the sexual assault and an offence of perverting
the course of justice. A few days after the incident, Partner 1 withdrew her
statement, citing that she was concerned Jordan might become suicidal
and that his refusal to get help for his mental health issues was part of the
problem within their marriage.

Trafford Children’s Social Care completed a Child and Family assessment
upon receipt of the referral. The assessment concluded with contact
between Jordan and the children being undertaken under the supervision
of paternal grandmother. The case was subsequently closed.

On 10 August, the case was heard at MARAC. It was documented that
Partner 1 declined support and cited that the relationship was over. It was
felt that Jordan needed help and support with his mental health condition
rather than a prosecution. The MARAC also recorded that Jordan was fully
engaging with mental health services and had been seen by them a week
prior to the incident and was showing no signs of psychotic symptoms.
Jordan had told mental health services that he was taking his medication.

In September 2016, Jordan was convicted for the sexual assault on Partner
1. In addition to this conviction, a Protection from Harassment Order was
issued against Jordan in favour of Partner 1. The order had an end date of
20 September 2021. Jordan was placed on the sex offenders register for a
period of seven years. Jordan was subject to registered sex offenders
notification requirements, with the police as lead agency and risk assessed
using the Active Risk Management tool (ARMs), which categorises risk from
Very High to Low. The following table provides details of the dates Jordan
was seen, dates that the risk management plan was completed, and the
risk level.

Visit Date Risk Level Risk Management Plan
Date
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6.4.14

6.4.15

6.4.16

6.4.17

6.4.18

6.4.19

29/09/2016 Medium (first risk 04/10/2016
assessment)

25/01/2017 Medium 23/01/2017

18/01/2018 Medium 01/12/2017

21/11/2018 High 21/11/2018

07/05/2019 High 19/07/2019

On 27 October 2016, Partner 1 contacted the police and reported that
Jordan had breached the restraining order. This included contact via
telephone and emails, with around 125 emails being sent. Jordan was
arrested, charged, and placed on remand. On 25 November 2016, Jordan
appeared at court for the breach of the restraining order and was
sentenced to six months’ imprisonment.

On 4 January 2017, Jordan was released from prison. Jordan had no
further contact with the Probation Service after this time.

On 23 January 2017, a risk management plan was completed. Jordan’s risk
level was assessed as medium. Jordan was seen by the police on 25
January.

In April 2017, Jordan told the police that he was in a relationship with a
new partner (Partner 2), who had a young son. Disclosures were made to
her, and she told the police that she would end their relationship. A few
days later, Partner 2 contacted the police and stated that their relationship
was over. In May 2018, the police established that Jordan was still in a
relationship with Partner 2.

On 1 December 2017, a risk management plan was completed by
Probation. The risk level was assessed as medium. Jordan was seen by
the police on 18 January 2018.

On 15 January 2018, Jordan was taken to hospital by the police after
concerns were raised about his mental health. Jordan was seen by the
Mental Health Liaison Team and deemed to be low risk of suicide and harm
to others in the immediate period. A letter was sent to the Early
Intervention Team and GP practice. There was no further contact with
mental health services until March 2019.
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6.4.20

6.4.21

6.4.22

6.4.23

6.4.24

On 30 May 2018, the police responded to an allegation of assault by Jordan
on his then girlfriend (Partner 2). Partner 2 dedlined to provide a
statement or support a prosecution. A PPI (Public Protection Investigation)
was completed, and a DASH was risk assessed as standard. A crime report
was submitted and later filed, with no further action taken. Partner 2 was
pregnant at the time; however, the attending police officers were not
aware of this fact, as it had not been disclosed. The decision to take no
further action was in accordance with Greater Manchester Police’s protocols
at that time.

On 9 August 2018, the police responded to a domestic incident between
Jordan and Partner 2. It was documented that the couple had recently
separated. Jordan had assaulted Partner 2 during this incident. Partner 2
did not support a prosecution. A DASH assessment was completed, and
the risk towards Partner 2 assessed as medium. As part of the
assessment, it was recorded that there were no mental health factors.
Referrals were submitted to Manchester Children’s Social Care and Health
due to Partner 2 being pregnant. The Review Panel was informed that the
decision to take no further action for the assault, met Greater Manchester
Police’s protocol and standards, as there was no other corroboration of the
assault.

On 30 August 2018, the police attended a domestic abuse incident
between Jordan and Partner 2. Partner 2 had recently given birth to
Jordan’s child. During the incident, Jordan had poked Partner 2 in the
chest, causing a small bruise. Jordan was arrested for common assault.
Partner 2 declined to support a prosecution, and the matter was submitted
to the Crown Prosecution Service for a charging decision. The case was
discontinued by the Crown Prosecution Service because Partner 2 had
declined to provide a statement or copies of images of her injuries. A PPI
was completed, and the DASH risk was assessed as medium. A referral
was made to Manchester Children’s Social Care, and a strategy meeting
was held on the 17 September.

After a period of involvement with Manchester Children's Social Care at
Child in Need level, involvement with Partner 2 and her children was closed

in November 2018.

On 21 November 2018, the police visited Jordan and completed a risk
assessment of Jordan. The risk level was assessed as high.
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6.4.25

6.5

6.5.1

6.5.2

6.5.3

On 5 December 2018, the police visited Partner 2; however, she was not at
home. Partner 2 telephoned the police the following day. During that
telephone call, Partner 2 confirmed that she was no longer in a relationship
with Jordan. Partner 2 stated that this was due to the violence he had
displayed and the information that she had been provided by the police
about Jordan.

Events During the Timescales of the Review

2019

On 18 February, Jordan attended at a police station and registered a
change of address. This was a requirement of his registered sex offenders
notifications.

On 7 March, the police received several calls that reported a disturbance
involving Jordan. When the police attended the scene, they found Jordan’s
grandfather with a head injury, which was described as a bleed to brain.
Jordan’s grandfather was taken to hospital. During the same incident,
Jordan had assaulted a neighbour and caused damage to their property.
Jordan’s grandfather initially stated that he did not know how he had
sustained the head injury. The neighbour, who had been assaulted, told
the police that they did not support a prosecution because they were a
family friend and were aware of Jordan’s mental health, for which they
wanted him to receive treatment. A crime report was submitted for an
offence of Assault Occasioning Actual Bodily Harm, Section 47 Offences
Against the Person Act 1861, with Jordan’s grandfather as the victim.
When seen by the Chair, Jordan stated that he had assaulted his
grandfather by hitting him once.

A short time later, Jordan was seen by the police, and due to his
presentation, he was detained under Section 136 Mental Health Act. Whilst
being detained, Jordan became abusive/threatening and assaulted three
police officers. Jordan was then arrested by the police and taken into
custody. Following a Mental Health Act assessment, Jordan was detained
under Section 2 Mental Health Act 1983 and detained in hospital for a
period of 12 days. No care plan (PPI) was submitted for this incident. The
Review Panel was informed that it was not Greater Manchester Police’s
policy to do so; however, this policy changed in September 2020. [See
14.1.11].
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6.5.4 The police completed further enquiries. During which, it was reported to
them that in the two days leading up to this incident, Jordan had been
having a mental health episode and had made threats towards his
grandparents, which included threats to burn down their house. The
grandparents described Jordan as agitated, stating that he had been hitting
himself. The grandparents told the police that they were aware that
Jordan had not been taking his medication; and, although they were
worried by his behaviour, they did not report it to the police or mental
health team.

6.5.5 When asked about the head injury, Jordan’s grandfather stated that he
believed that this could have been caused by Jordan, but that he did not
support a prosecution because he believed that Jordan needed help with
his mental health. It was documented that Jordan’s grandparents stated
that they were now frightened of Jordan. Information was provided to
Jordan’s grandparents in relation to non-molestation orders. The incident
was risk assessed as medium, and referrals were made to MARAT?,
Trafford Adult Social Care, Fire Service, Victim Support, and Health
Services. A marker was placed on police systems for the address.

6.5.6 A social worker from Trafford Adult Social Care contacted the hospital and
was advised that Jordan’s grandfather was going to be discharged.
Contact was made with Jordan’s grandmother, who stated that she and her
husband had children and grandchildren who supported them, and whilst
she was traumatised from the incident, did not need any support from
social services. Information was provided for the contact centre, and she
was advised that the police could put her in touch with Victim Support and,
if required, to contact her GP for counselling. No contact was made with
Jordan’s grandfather.

6.5.7 The crime report for the assault on Jordan’s grandfather was filed by an
Inspector, with no further action being taken. The following closure
comments were recorded: 'The AP (Aggrieved Person) does not remember
what happened and does not want to support a prosecution. The evidence
available does not meet the threshold test for CPS'. There was no crime
report raised for the threats made to damage the grandparents’ house.
This is analysed in Section 14.

9 Multi Agency Referral and Assessment Team within Trafford Children’s Social Care. This has now
been replaced by Trafford Children's First Response as the front door into children's services at
Trafford Council.
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6.5.8

6.5.9

6.5.10

6.5.11

6.5.12

A crime report was recorded for an offence of common assault on the
neighbour. This was filed with no further action taken. Three crime
reports were recorded for offences of common assault on the police
officers, and a further crime report for an offence of racially aggravated
public order, as Jordan had racially abused one of the officers. The assault
crimes against the police were filed with no action, as following the
conclusion of the investigation, the offences had become statute barred —
i.e., not progressed within six months of the date of the offence. This was
attributed to the investigation, awaiting medical information regarding
Jordan’s mental capacity at the time the offences were committed. The
racially aggravated offence was later filed (30 October 2019), and no
further action was taken. The crime report documented: ‘Victim has
replied no longer wishing for crime to be progressed’. There was no
further explanation recorded regarding the victims wishes.

On 8 March, Partner 1 contacted the police to report that in the days prior
to the incident on 7 March, Jordan had breached his restraining order, by
sending her four text messages. Partner 1 stated that she was reporting
the matter because she was concerned for his mental health and not to
highlight his breach of the order. A statement was not provided. Partner 1
stated that she did not support any police prosecution and stated that she
did not feel at risk from Jordan. The crime report was filed with no further
action.

On 20 March, Jordan was discharged from hospital. Jordan was seen by
the Home Based Treatment Team.

On 18 April, Jordan was seen in the outpatient dinic at Greater Manchester
Mental Health Hospital. It was documented that Jordan stated that his
recent relapse was due to non-compliance of medication. Jordan stated
that he felt supported by his mother. Compliance with medication was re-
informed, and a referral to the ADHD clinic was discussed. There was no
evidence that a referral was made.

On 23 April, Jordan was transferred from the Home Based Treatment Team
to the Community Mental Health Team. A joint visit was undertaken
between the Home Based Treatment Team and a Care Co-ordinator from
Community Mental Health Team. During this visit, Jordan discussed
ongoing stress at work and concerns regarding contact with his youngest
child. It was arranged for further contact with the Community Mental
Health Team on a weekly basis, with a further reduction of frequency
thereafter.
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6.5.13

6.5.14

6.5.15

6.5.16

6.5.17

6.5.18

On 7 May 2019, Jordan was seen by the police. An updated ARMS
assessment was completed on 19 July 2019. The assessment highlighted
that since the last assessment, there had been significant involvement with
Children’s Social Care regarding his child and Partner 2, Jordan had been in
hospital due to a significant decline in his mental health, and he had moved
into his own house and was living alone with less support from his mother.
A risk assessment was undertaken, which assessed the risk of further
offending as high, with a plan for Jordan to be seen every three months.
These visits did not take place. This is analysed in Section 14.

On 9 July, Jordan was seen by a consultant from the Community Mental
Health Team. During this contact, it was documented that Jordan’s mother
was terminally ill.

On 27 July, Partner 2 contacted the police and reported that she was being
harassed by Jordan. This was described as frequent phone calls and
emails in which Jordan was ‘acting strange’. It was documented that they
had a young child together. The incident was risk assessed as low. On 9
August (13 days later), the police spoke with Partner 2 and determined
that Jordan’s actions had not amounted to a crime. The incident log was
closed as a miscellaneous occurrence. A DASH was not completed.

On 29 October, Jordan told the Community Mental Health Team that his
mother had died a few weeks earlier.

On 14 November, Jordan attended a review appointment with the
Community Mental Health Team. During the appointment, discussions took
place around Jordan’s prescribed medication and the risk of relapse.

Jordan stated that he did not want to be on medication long term and
wished to reduce his medication. It was agreed for a further review in
three months’ time.

At 0035hrs on 17 December, Jordan contacted the police and reported that
he had taken a video of him hitting himself in the face. He stated that he
had shared the video with a friend, that it had since been uploaded on a
Facebook page, and that the video had now been shared numerous times.
Jordan stated that he had asked for the video to be taken off Facebook,
but this had not happened. A short time later, Jordan contacted the police
and stated that he was 'going to get dressed and he is going to go round
to her house and punch her in the throat'. The priority for the incident was
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6.5.19

6.5.20

6.5.21

6.6

6.6.1

6.6.2

6.6.3

increased. At this stage, the address where Jordan was going was not
known.

The incident was reviewed over the following hours, and at 0347hrs, a
Sergeant recorded: 'This appears to be more of a concern for welfare, I
suggest this will need a visit in the morning Jordan is more than likely
asleep now, for a check on the male and assess his intentions to harm the
female and any credibility in the report’.

At 1222hrs, the incident was reviewed by an Inspector, who recorded: ‘we
will not do a welfare check on these instances not a police matter log
closed'. This incident was closed, Jordan was not seen, and no referrals
were made.

On 18 December, Jordan was due to have a planned visit with his Care Co-
ordinator. Jordan told the Care Co-ordinator that he was not able to have
the visit due to work commitments. The Care Co-ordinator stated that they
would contact Jordan the following day to rearrange. There was no
evidence that this call took place. At the end of December, Jordan’s Care
Co-ordinator left: a new Care Co-ordinator was identified. However, there
was no contact with Jordan until 27 February 2020, when Rory contacted
the Community Mental Health Team to ask for assistance because of
Jordan’s mental health relapse.

2020

On 6 January, Jordan was seen by the police to be driving a vehicle at
speed. This information was placed on intelligence systems. The
intelligence was reviewed by a police sergeant, and a task was created for
a visit to be made to Jordan. The task documented that Jordan had not
been seen since the assessment completed in 2019.

On 10 February, Jordan was spoken to by the police. This conversation

took place via telephone. A record of the conversation documented that
Jordan’s mother had passed away, which highlighted an area of concern
because she had been a protective factor. This contact was raised with

supervision, detailing that a visit was to be completed as a high priority

action.

On 10 February, Jordan was due to have an appointment with a Care Co-
ordinator in the outpatient clinic; however, the appointment had been
cancelled by the Community Mental Health Team, and Jordan had been
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6.6.4

6.6.5

6.6.6

6.6.7

advised about the cancellation in a letter sent on 16 January. There was
no record as to the reasons for the cancellation.

On 26 February, Jordan requested an appointment with a GP. Jordan was
seen in the presence of Rory. The GP had not met Jordan before. Jordan
stated that he felt under pressure at work over the preceding few weeks,
that his sleep had been poor for the last 48 hours, and that he had been
awake all night watching the Tyson Fury fight on the television. Jordan
described himself as being full of energy and agitated.

During this contact, Jordan was asked about the previous assault on his
grandfather. Jordan stated that he had no thoughts about harming others,
and that he would not act in this way, as he did not wish to be detained.
Jordan stated that he had stopped taking his medication due to side effects
making him feel sleepy and gaining weight. The GP explored any other
symptoms of psychosis, e.g., visual/auditory hallucination, to which Jordan
denied any symptoms. It was recorded that Jordan did not appear
agitated or suspicious, and he was described as being pleasant, cheerful,
and his speech was fluent and not disordered. Jordan was re-advised to
start taking his medication. Jordan and Rory were provided with contact
numbers for the Crisis Team and the Community Mental Health Team.

At 0300hrs on 27 February, damage was caused to a front door and
window of a house. This house belonged to a relative of Partner 1.
Damage was also caused to a door of a nearby property. These incidents
were captured on CCTV and reported to the police. Later that morning,
Partner 1 was shown the CCTV footage by her relative, and she identified
that Jordan had been responsible for the damage. Partner 1 called the
police to report this fact; however, after waiting 45 minutes, the telephone
call was not answered. Therefore, Partner 1 ended the call without this
information being passed to the police at that time. The police were not
aware that Jordan was the perpetrator for these offences until after the
murder of Rory.

On the morning of 27 February, Rory telephoned the Community Mental
Health Team. It was documented that Rory had experienced some
difficulties in contacting the duty team, and that he had left several
messages on answerphones. Rory spoke with a member of staff from the
Community Mental Health Team and was provided with the contact number
for the duty team. Rory had a further telephone conversation with this
member of staff and explained that he was concerned because Jordan was
becoming unwell, that Jordan had presented with symptoms of relapse in
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6.6.8

6.6.9

6.6.10

6.6.11

6.6.12

the past few days, and that Jordan had stopped taking his medication
about eight weeks previously. Rory described Jordan as presenting
agitated, distressed, was expressing delusions, and that he was clearly
becoming unwell. The member of the Community Mental Health Team
contacted the team manager and passed on the information Rory had
provided in the second phone call.

Two members of the Community Mental Health Team went to Jordan’s
home address, but he was not present. One of these staff members
telephoned Jordan. During the contact, Jordan stated that he was out on
business, that he had taken some medication, and that he would not be
able to see the Community Mental Health Team that day. Jordan agreed to
see the Community Mental Health Team the following day at 1030hrs.

At 2352hrs, that day, the police received the first of five emergency calls
reporting a disturbance involving a male brandishing an axe. Other calls
reported that there had been damage caused to motor vehides and that a
male had been injured. One of these callers was Partner 1, who was on
the telephone to the police at the time that Jordan was attacking Rory.
The police attended at the scene and found Rory fatally injured. Jordan
was arrested by the police and later charged with murder.

The family told the Chair that in the eight weeks before Rory’s murder,
Jordan had not been taking his medication because he was training for a
charity boxing event, and the medications he was taking, slowed him down
and made him put on weight. It was not believed that professionals were
aware of the boxing event. Jordan had recently bought a house and was
having a lot of support, which included his sister completing household
tasks.

Jordan told the Chair that he had never really taken his medication
regularly, as the medication made him feel tired and lethargic. Jordan
denied not taking medication specifically because he was training for an
event [boxing] and said that his non-compliance with medication was a
more general long-standing thing. Jordan confirmed that he had taken
part in charity boxing events and had previously competed at Thai boxing.
He stated that he was in the process of training for an event to raise
money for a local youth club.

The family stated that in the week prior to Rory’s murder, Rory was going
to Jordan’s every night to make sure he went to bed and to check on him.
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Rory was undertaking a course in Liverpool but had come back early to
make sure that Jordan went to a doctor’s appointment.
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7.1

7.2

7.3

7.4

7.5

7.6

Key issues arising from the review.

NHS England commissioned a Mental Health Homicide Review. At the start
of the review process, it was jointly agreed that the Mental Health
Homicide Review would focus on the provision of mental health services to
the subjects of the review; therefore, the DHR did not analyse mental
health services and provision during the time period under review.

Jordan was a perpetrator of domestic abuse. The victims of this abuse had
been previous partners and his grandfather. The murder of Rory was the
first act of domestic abuse that Jordan is known to have perpetrated
against Rory.

Incidents of domestic abuse occurred at times of a decline in Jordan’s
mental health. Professionals focus was to respond to the mental health.
Domestic abuse was not robustly risk assessed and safeguarding measures
were not considered or implemented.

The assault by Jordan on his grandfather was not treated appropriately as
domestic abuse. An opportunity to refer to MARAC was missed.

The relationship between Jordan and Rory, in relation to Rory’s caring
responsibilities was not acknowledged. Rory was not provided with
information on support available, including opportunities for a carers
assessment.

Risk assessments identified the increase in risk that Jordan presented.

Action plans were created to address this risk; however they were not
implemented within the agreed timescales on the plan.
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8.

8.1
8.2

8.3

8.4

8.5

8.6

8.7

8.8

Conclusion

Rory was murdered by Jordan.

Rory was described by his family as being ‘full of kindness, strong principles
and humour’. Following the sentencing of Jordan, the family said they
were struggling to understand why Rory lost his life so unnecessarily. They
added: ‘It seems that only now will he be getting the effective care
essential to ensure he will not commit serious harm to anyone again. We
only wish he could have received that treatment beforehand. Because if he
had, we believe Rory would still be with us, and so much grief, suffering
and trauma could have been avoided'.

Jordan was a perpetrator of crime: this included physical, emotional, and
sexual abuse in the context of domestic abuse. Jordan lived a chaotic
lifestyle and struggled with his mental iliness. At times, Jordan’s mental
health declined, and this was often linked to his non-compliance of
medication. At the time of Rory’s murder, Jordan had been in receipt of
services from Greater Manchester Mental Health Trust. Jordan’s contact
and engagement with mental health services has been the subject of a
separate Mental Health Homicide Review and did not form part of any
analysis under this review.

The Domestic Homicide Review focussed on Jordan’s offending behaviour,
domestic abuse, including sexual abuse, and the management of the risks
that Jordan posed within the community.

The review identified the complexities that are faced by professionals who
respond to an individual’s decline in their mental health, often at a time of
crisis, and when those individuals have also committed criminal offences in
the form of domestic abuse.

In this review, professionals’ priority was to respond to the presenting
mental health crisis of Jordan; however, the Review Panel agreed that
there was learning for professionals on responding to incidents of domestic
abuse, particularly in the context of familial abuse where mental health has
been seen as a primary factor. This learning included options for those
risks to be referred into and responded to in a multi-agency forum.

At the time of the conclusion of this review, an inquest had not been held.
A draft version of the report was shared with H.M. Coroner.

Rory’s family contributed to the Review Panel. The Chair and all members
of the Review Panel are grateful for their contribution and engagement in
the process.
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9.

9.1

Learning

The DHR panel identified the following learning. Each area of learning is
preceded by a narrative, which seeks to set the context within which the
learning sits.

Learning 1 [Panel recommendation 1]

Narrative

Incidents of domestic abuse were not robustly progressed — as
professionals’ primary focus was in response to the presenting mental
health issues of the perpetrator. Decision-making was influenced by
family and friends, who had chosen not to support a prosecution or other
safeguarding measures: citing that Jordan’s mental health was their main
priority. This resulted in the risks of domestic abuse not being assessed
and responded to.

Learning

In responding to incidents of domestic abuse where mental health
concerns are identified, professionals must ensure that the domestic
abuse is recognised, risk assessed, and those risks responded to,
including the implementation of safeguarding measures to address those
risks. Professionals should also consider what actions are available to
them to respond to the domestic abuse and risks where the consent of
those involved is not provided.

Learning 2 [Panel recommendation 2]

Narrative

The review identified that family members were undertaking a caring role
that was not appropriately acknowledged or recognised by professionals.
There was no record that information was provided to those individuals
with regard to the availability of support and access to services to assist
them in that role.

Learning

Where it is identified that individuals are undertaking a caring role, they
should be provided with information on the availability of support and
access to services to support them in this role.

9.2 Agencies Learning

9.2.1 Greater Manchester Police
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e NCRS compliance.

e Adult at Risk Policy and Toolkit embedded into practice.

e Stalking and Harassment Policy embedded into practice.

¢ Incident Response Policy embedded into practice.

e Use of Red, Amber and Green rating, at first point of contact, is in
line with ratings agreed by Greater Manchester Health and Social
Care Partnership.

e Learning identified during HMICFRS inspections 2020, 2021 and
2022.

Action taken to address these areas of learnings:

e Greater Manchester Police subject to HMIC recommendation in
relation to NCRS (December 2020).

e Adult at Risk Policy and Toolkit launched in May 2021.

¢ Stalking and Harassment Policy launched in April 2021.

¢ Incident Response Policy launched in February 2022.

e Learning identified during HMICFRS inspections, is being monitored
by HMICFRS recommendations — details of which are contained
within linked reports.

9.2.2 Greater Manchester Mental Health Trust

e Transitions of Care.

e Staff resources, caseloads and vacancies.

e Risk assessment management and formulation.
e Contact with relatives and carers.

¢ (Contact with external agencies.
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10. Recommendations

10.1 Panel and Agency Recommendations

10.1.1 Panel Recommendations

Number

Recommendation

1

That Safer Stockport Partnership and Trafford Community
Safety Partnership disseminates the learning on this case to
all agencies involved in the review and within their
governance structure, in relation to:

e Professionals’ responsibility in responding to domestic
abuse in cases where the victim has chosen not to
support agency intervention.

e The recognition of the wider definition of domestic
abuse within familial relationships.

e The recognition and response to victims of domestic
abuse, where there are presenting complexities, e.g.,
mental health, caring responsibilities, etc.

e Professionals’ responsibility around the multi-agency
processes to the management of risk, including MAPPA
and MARAC.

This could be achieved by both Community Safety
Partnerships collaborating on a joint 7-minute briefing
document and other forms of dissemination.

That all agencies involved in this review, disseminates the
learning identified on this case regarding how individuals who
have been identified as undertaking a caring role, can access
information on the services that are available, including the
availability of a carer’s assessment to support them in their
role. This could be achieved through a 7-minute briefing
document, and/or information being available on agencies’
websites or provided during professional engagement.

10.1.2  Agency Recommendations

Greater Manchester Police

e GMP to comply with National Crime Recording Standards.
e GMP should ensure that the Adult at Risk Policy and Toolkit
(launched in May 2021) is embedded in practice.
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GMP should ensure that the Stalking and Harassment Policy
(launched in April 2021) is embedded into practice.

GMP should ensure that the Incident Response Policy (launched 1st
February 2022) is embedded into practice.

GMP should ensure that they match the RAG agreed by GM Health
and Social Care Partnership to the response given at the first point
of contact.

Greater Manchester Mental Health Trust

The findings from this review will be presented by a senior manager
at a Trust wide Learning Event within two months of the review
concluding. The local manager will send invitations to attend the
learning event, to other staff from other areas of the Trust and
other agencies involved with the individual’s care.

The Trust should review the processes relating to transitions of care,
to develop clear standards and safeguards to ensure patients’
handovers are safe and secure. The Trust must assure itself with
regular reporting to team managers (by dashboard or digital
applications, e.g., MaST) to ensure transitions between teams and
between individual staff members are handled safely.

Risk formulation training should be reviewed and enhanced within
the Trust.

Carer and family involvement in care.

The Trust should explore the way in which it liaises with the police
across the Trust — informed by the missed opportunities in this case.
The Trust must review the way risks within teams relating to
workload pressures, sickness, vacancies, and use of agencies, are
clearly escalated, and effective steps are taken to support teams at
these times.
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