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1. Introduction 
1.1 Adult Q died in March 2019. He was nineteen years old. The disease or condition leading 
directly to death was determined to be ‘acute asthma’ and ‘severe obesity’ was recorded as a 
significant condition contributing to death.  Adult Q was a care leaver in Trafford who had left his 
long term foster care placement and moved to live with his father and stepmother just after his 
eighteenth birthday. Thereafter he moved with his family to Blackpool where he accessed primary 
and specialist care for health issues including increasing obesity. He continued to be supported by 
the Trafford Aftercare Team as a care leaver. Adult Q died after his relationship with his father and 
stepmother broke down and whilst arrangements were being made for him to move to emergency 
accommodation in Trafford. However, at the time of his death, Adult Q was still living with his father 
and stepmother in Blackpool. 

1.2 After receiving a referral from Trafford Council, Blackpool Safeguarding Adults Board decided 
to undertake a Safeguarding Adults Review (SAR) on the grounds that neglect - including self-
neglect - may have been a factor in Adult Q’s death and there were concerns that partner agencies 
in Trafford and Blackpool could have worked together more effectively to protect him. A description 
of the process by which this SAR was conducted is shown in Appendix A.  

1.3 Sonia Turner was appointed as Chair of the SAR Panel established to oversee this SAR. Sonia 
has been Head of North West Lancashire Probation Service for over seven years, having previously 
worked in Merseyside and Lancashire Probation Trusts. Membership of the SAR Panel is also shown 
in Appendix A. David Mellor was appointed as lead reviewer for the SAR. He is a retired chief officer 
of police and has nine years’ experience of conducting statutory reviews. He has no connection to 
any agency in Blackpool or Trafford.  

1.4 An inquest has taken place. 

1.5 Blackpool Safeguarding Adults Board wishes to express sincere condolences to the family and 
friends of Adult Q. 

2. Terms of Reference 
2.1 The time period covered by this SAR is from June 2016 – when Adult Q turned seventeen, 
until his death in March 2019. 

 

2.2 The Key Lines of Enquiry for this review are as follows: 

• How effectively was Adult Q’s transition from children’s to adult’s services managed by agencies 
in Trafford? 

• How effectively had Trafford Council as Adult Q’s corporate parents supported him to live 
independently? 

• How effectively did Trafford Council discharge its responsibilities to support Adult Q under the 
Children (Leaving Care) Act 2000? What do we learn from this case about the challenges of 
discharging these responsibilities when the care leaver moves to a different local authority area? 

• How effective was cross border working between Trafford Council and Blackpool Council and 
other agencies in Blackpool? 
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• How effectively did agencies in Blackpool support Adult Q? 

• How effective were any assessments in identifying Adult Q’s needs? 

• What action was taken to support Adult Q to address his obesity? 

• Did the principles of Making Safeguarding Personal inform the care and support offered to 
Adult Q? 

• Were practitioners able to gain insights into Adult Q’s lived experience? 

• To what extent did agencies in contact with Adult Q gain an understanding of family functioning, 
particularly the challenges Adult Q’s father and step-mother faced in supporting Adult Q? 

• How effective were agencies in engaging with Adult Q and his family? 

• How effectively did agencies respond when Adult Q’s relationship with his father and step-
mother began to break down which placed him at risk of homelessness? Were concerns 
escalated appropriately? 

• When adult safeguarding concerns arose, how effectively were they addressed? 

• How effective was multi-agency working and information sharing in this case? 

• Identify good practice in this case. 

3. Glossary 
Best Interests: If a person has been assessed as lacking mental capacity then any action taken, or 
any decision made for, or on behalf of that person, must be made in his or her best interests. 

Making Safeguarding Personal: Is a sector-led programme of change which seeks to put the person 
being safeguarded at the centre of decision making. It involves having conversations with people 
about how agencies might respond in safeguarding situations in a way that enhances involvement, 
choice and control as well as improving quality of life, wellbeing and safety. It is about seeing people 
as experts in their own lives and working alongside them. It envisages a shift from a process 
supported by conversations to a series of conversations supported by a process.  

Mental Capacity Act (MCA): The Mental Capacity Act 2005 provides a statutory framework to 
empower and protect people who may lack capacity to make decisions for themselves and 
establishes a framework for making decisions on their behalf. This applies whether the decisions 
are life changing events or everyday matters. All decisions taken in the adult safeguarding process 
must comply with the Act. 

The presumption in the MCA is that adults have the mental capacity to make informed choices 
about their own safety and how they live their lives. Issues of mental capacity and the ability to give 
informed consent are central to decisions and actions in adult safeguarding. All interventions need 
to take into account the ability of adults to make informed choices about the way they want to live 
and the risks they want to take. This includes their ability to understand the implications of their 
situation, to take action themselves to prevent abuse and to participate to the fullest extent possible 
in decision-making. 

Pathway Plan: each young person who qualifies for services under the Leaving Care Act 2000 will 
have a Pathway Plan, which is a Care Plan, detailing the services and support needed by young 
people aged 16 to 21 years. The Pathway Plan should be pivotal to the process whereby young 
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people map out their future, articulate their aspirations and identify interim goals along the way to 
realising their ambitions.  

Section 42 Care Act 2014 Enquiry by local authority: This section applies where a local authority has 
reasonable cause to suspect that an adult in its area (whether or not ordinarily resident there): 

• has needs for care and support (whether or not the authority is meeting any of those needs), 

• is experiencing, or is at risk of, abuse or neglect, and 

• as a result of those needs is unable to protect himself or herself against the abuse or neglect 
or the risk of it. 

The local authority must make (or cause to be made) whatever enquiries it thinks necessary to 
enable it to decide whether any action should be taken in the adult’s case and, if so, what and by 
whom. 

Self-Neglect: covers a wide range of behaviour including neglecting to care for one’s personal 
hygiene, health or surroundings, lack of self-care to an extent that it threatens personal health and 
safety, inability to avoid harm as a result of self-neglect, unwillingness to seek help or access services 
to meet health and social care needs and includes behaviour such as hoarding. 

The intention of Staying Put arrangements are to ensure that young people can remain with their 
former foster carers until they are prepared for adulthood, can experience a transition akin to their 
peers, avoid social exclusion and be more likely to avert a subsequent housing or tenancy 
breakdown.  

4. Synopsis 
4.1 Adult Q was born in June 1999. He was the third of a family of four siblings. He had two older 
sisters and a younger brother. Their mother was profoundly deaf and communicated by a form of 
sign language and lip reading to an extent. Adult Q’s former foster carers have contributed to this 
review. He was placed with them from the age of eleven to eighteen. They said he was a lovable 
child who was loved by their family and friends although he found making friends with his peers 
more difficult. He was particularly interested in Doctor Who and Manchester United and developed 
an encyclopaedic knowledge of local bus routes and times. He attended a school for children with 
additional needs although there was a difference of professional opinion over whether he had a 
learning disability. His foster carers have described how he flourished as he progressed through his 
teenage years achieving silver and bronze Duke of Edinburgh awards, becoming highly proficient 
in Karate and obtaining part time employment in a residential care home. They said they began to 
struggle to discourage him from what appeared to them to be compulsive eating. He was an active 
participant in Trafford’s Aftercare Forum despite needing to travel from Blackpool to Trafford to 
take part. 

4.2 Adult Q’s father appears to have left the family home early in the child’s life, as Adult Q’s 
youngest sibling – born in 2002 -  is documented to have lived with Adult Q’s father and his second 
wife from being a baby. Adult Q’s father’s involvement with mother and the three children 
remaining in her care was documented to be inconsistent and unsupportive of them and their 
mother. 

4.3 The family was known to Trafford Council for many years and by 2009 the intensive support 
which had been provided for the previous two years was considered to have achieved little positive 
change. Adult Q’s mother’s capacity to care for the children was considered to be limited and the 
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children remained subject to neglect in respect of home conditions, lack of routines and boundaries 
and concern that the children’s basic physical and emotional care needs were not being met. They 
frequently presented as physically neglected and wearing dirty or inappropriate clothing. Adult Q’s 
sisters (then aged 16 and 13) were relied upon as carers for both their mother and Adult Q.  

4.4 Care proceedings were commenced in March 2009 and the younger of Adult Q’s sisters was 
taken into the care of the local authority and placed with foster carers. In July 2009 Adult Q was 
made subject to a Care Order but initially continued to live with his mother under Placement with 
Parents Regulations, whilst receiving a high level of support from children’s social care. At that time 
it was felt that his mother was capable of meeting Adult Q’s day to day care needs with appropriate 
support, although she struggled to appreciate and meet his emotional needs and was considered 
likely to struggle to meet his changing needs as he moved into adolescence.  

4.5 Adult Q began receiving support from respite foster carers in Bolton, staying with them on 
alternative weekends. In October 2010 he was removed from the care of his mother and placed 
with the foster carers, with whom he lived full time until the age of 18. Adult Q continued to receive 
support from Trafford children’s services and attended a school for children with additional needs 
in Bolton. Adult Q had global development delay, a learning disability and autistic traits, although 
the learning disability diagnosis was later questioned (see Paragraphs 4.10 and 4.45).  

4.6 In their contribution to this review, the foster carers have provided an account of Adult Q’s 
placement with them (Paragraphs 5.2 to 5.28). The foster carers described how Adult Q flourished 
in education, in a range of extra-curricular activities and found part time employment although 
they struggled to support him to address what appeared to them to be compulsive eating for which 
he was referred to child and adolescent mental health services (CAMHS) although the foster carers 
felt that this intervention was not effective.  

 

2017 

4.7 Adult Q’s mother died in January 2017. He was offered counselling in January and April 2017, 
which he declined. 

4.8 As Adult Q approached his eighteenth birthday (he was due to turn 18 in June 2017), the plan 
was for Adult Q’s foster placement to transition to Staying Put arrangements. The intention of 
Staying Put arrangements are to ensure that young people can remain with their former foster 
carers until they are prepared for adulthood, can experience a transition akin to their peers, avoid 
social exclusion and be more likely to avert a subsequent housing or tenancy breakdown. An Adult’s 
Transition Assessment was completed in March 2017. 

4.9 Adult Q’s foster carers, who were expressing concerns about their ability to support him, 
proposed that Adult Q should move into a property they owned in Bolton but Trafford Council’s 
Aftercare Team felt that this proposal was not in Adult Q’s best interests as they did not assess him 
as being able to live independently and did not feel that he would receive the support he needed 
and could become isolated. In their contribution to this review, Adult Q’s former foster carers said 
that they agreed that, at that time, he was not ready to live independently in the property they 
owned nearby but they felt that he could have been supported to live in the property once he had 
developed the skills necessary to live more independently.   

4.10 Following a joint meeting between Adult Q, the Children with Complex and Additional needs 
team and the Adult Learning Disabilities team, the latter team carried out an assessment of Adult 
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Q’s needs in April 2017. Adult Q was assessed as not meeting the eligibility criteria for a service 
from the Adult Learning Disabilities team - who had consulted with the Bolton Special Educational 
Needs team - as he was not considered to have a learning disability, rather he had learning 
difficulties. The Adult Learning Disabilities team felt that Adult Q’s support needs would be met by 
his existing Pathway Plan and the planned Staying Put arrangements. After meeting Adult Q, they 
felt that he was ‘quite a capable young man’, able to travel independently, was managing to hold 
down a part-time job as well as completing courses at college. The main areas in which they felt 
Adult Q needed support were in planning for the future and in skills such as cooking, healthy eating, 
budgeting and domestic tasks with a view to being able to live independently in the future. Overall, 
the Adult Learning Disabilities Team felt that any input from them would duplicate the aftercare 
work being completed by Trafford  Aftercare Team, adding that should Adult Q require further 
support in the future, he could be referred back to adult services.  

4.11 Trafford Aftercare Team* held a different view of Adult Q’s needs. They acknowledged his 
abilities such as independent use of public transport, confidence in ‘standing on a podium’ and 
speaking to groups, but they felt that he was still developing as a result of developmental delay, 
was overeating, was not dry at night, was unable to manage money or live independently. They felt 
that in order to fully understand Adult Q, it was necessary to spend time with him to tease out 
underlying physical and emotional issues. It is unclear how or whether this difference of view was 
addressed.  

*The local authority (Trafford Council in this case) has a proactive duty to keep in touch with care 
leavers aged 18 and up to 21 (Section 23C(2) of the Children Act 1989) which in Trafford is the 
responsibility of the Trafford Aftercare Team. For care leavers aged 16 and 17, the local authority is 
under an absolute duty to accommodate them, which does not apply once the young person 
reaches age 18.  

4.12 During June 2017 Adult Q’s foster carers asked for him to be accommodated whilst they went 
on holiday for a week. At this time Adult Q and his father appear to have agreed that Adult Q would 
permanently move to live with his father and stepmother in Sale. Adult Q would share a room with 
his younger brother (then aged 15). Adult Q’s personal advisor (PA) from Trafford Aftercare Team 
helped him move out of his foster carer’s address, at which time Adult Q disclosed that his female 
foster carer had hit him, but later retracted this and the matter appears to have been taken no 
further. Adult Q’s foster carers have contributed to this review and have stated that at the time of 
his departure from their care, the female carer asked him why he was leaving, to which Adult Q 
replied that he was leaving because the female foster carer had hit him. The foster carers said that 
when questioned by his PA, Adult Q said he had made up the allegation.  

4.13 One of the consequences of Adult Q’s move from Bolton to Sale was that he left the school 
he had been attending in Bolton and did not complete his post-16 education. In their contribution 
to this review, his foster carers said that he also resigned from his job, didn’t complete the last 
expedition he needed to obtain his Duke of Edinburgh gold award and didn’t achieve his karate 
black belt, which he had been on track to do (Paragraph 5.17). 

4.14 It is worthy of note that Adult Q’s father and stepmother had offered to care for him at the 
time he was removed from the care of his mother in 2010 but, at that time, this was not considered 
a viable option by Trafford Council. However, Adult Q was a child of 11 at that time and by June 
2017 was a young adult. 
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4.15 On 25th July 2017 Adult Q’s stepmother contacted the Aftercare Team leader to say that she 
was experiencing difficulties with Adult Q, specifically his unwillingness to wash or to clean his teeth 
in the morning, his constant eating which meant that he was outgrowing his clothes and the fact 
that he was not looking for work. Adult Q’s PA visited that day. Six days later Adult Q’s father and 
stepmother made a further telephone call to the Aftercare Team leader to say that they could not 
cope with his behaviour and requested a referral for emergency housing at Greenbank – which is 
supported housing for single homeless males and females aged between 16 and 19 – which Adult 
Q’s PA had mentioned as a possible option during his recent home visit. Adult Q’s stepmother said 
that her father had recently been discharged from hospital which was adding to the pressure they 
were under. At that time Greenbank did not have a bed available for Adult Q although they advised 
that they would need to assess his suitability for a placement with them. Adult Q’s PA advised them 
that he had high support needs.  

4.16 By late September 2017, Adult Q’s situation appeared to have stabilised, with his father 
reporting an improvement and no further conflicts with the ‘other children’ or ‘inappropriate 
behaviour’. (This review has been advised that the household consisted solely of father, step-
mother, Adult Q and his younger sibling and so it is not clear who ‘other children’ applied to). Adult 
Q was said to now understand the boundaries within the home.  

4.17 On 5th October 2017 Adult Q’s father informed the Trafford Aftercare Team PA that the family, 
including Adult Q, were moving to Blackpool. It is not known precisely when the move took place 
but on 23rd November 2017, Adult Q registered with GP practice 1 in Blackpool. 

 

2018 

4.18 On 8th January 2018 Adult Q’s Trafford PA arranged a home visit to Blackpool but his 
stepmother cancelled this as it clashed with a hospital appointment. This review has received no 
indication that there was a hospital appointment for Adult Q although it is possible that it may have 
related to his father or stepmother. There is no indication that this home visit was rearranged.  

4.19 On 15th January 2018 Adult Q was seen by his GP for issue of a repeat sick note due to ‘obesity 
and ongoing investigations’. The GP took the opportunity to conduct a full examination of Adult Q 
as he had not attended for a new patient appointment after registering with GP practice 1.  
Concerns were listed as bed wetting, no evidence of puberty, poor hearing, asthma and fatigue. 
After blood tests disclosed irregularities, Adult Q was subsequently referred to St Mary’s Hospital 
in Manchester (Genetics clinic) and to audiology locally.  

4.20 On 22nd January 2018 Adult Q spoke with his Trafford PA by telephone and he was 
documented to continue to be very content with living with father and stepmother, but as a 
contingency, his PA would support Adult Q to register with local housing. He was noted to have 
gained weight and his diet – described as ‘very poor’ - would need to be monitored. He was 
completing voluntary work with the British Heart Foundation.  

4.21 On 8th February 2018 Adult Q declined to attend his Pathway Plan review, the outcome of 
which appeared to be that there were no concerns about his living situation but that there were 
concerns about his health ‘due to his weight’ and his poor diet. The next review was due in August 
2018.  
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4.22 On 12th February 2018 St Mary’s Hospital in Manchester offered Adult Q an appointment for 
28th March 2018. They documented that he had been referred to their consultant geneticist by his 
GP due to concerns about rapid weight gain and that he was binge eating in secret. 

4.23 On 12th March 2018 Adult Q visited his GP practice to request a fit note (GPs issue fit notes 
to people to provide evidence of the advice they have given about their fitness for work) for six 
months and when he was told that he would need to be seen by a GP, he was said to be unhappy 
with this response. As a result, his father rang the Trafford Aftercare team leader to ask if they could 
intervene with the GP practice on Adult Q’s behalf. Adult Q’s father also said that he and stepmother 
did not understand his son’s medical condition and asked for any relevant information to be sent 
to them. The Trafford Aftercare Team were not able to provide any information and advised Adult 
Q’s family that he needed to be assessed.  

4.24 Adult Q and his family remained dissatisfied with the response of GP practice 1 to the fit note 
issue and registered with GP practice 2 on 20th March 2018, which arranged to see Adult Q for an 
asthma review (which took place on 24th April 2018) and weight management - which appears to 
have been deferred to await the outcome of the ongoing specialist investigations. 

4.25 The Consultant Geneticist at St Mary’s Hospital wrote to the Consultant Endocrinologist at 
Royal Preston Hospital to request a consultation for Adult Q as there were no signs of puberty. 
(Endocrinology is the treatment of diseases related to problems with hormones). Adult Q had 
attended the appointment in the Neurogenetics clinic at St Mary’s Hospital and undergone 
chromosomal screening to investigate the possibility that he had Prader Willi Syndrome – a rare 
genetic condition which causes a wide range of symptoms including learning difficulties and 
excessive appetite.  

4.26 GP practice 2 began issuing monthly fit notes for Adult Q from the beginning of April 2018. 

4.27 On 15th May 2018 Adult Q was supported to attend an annual interview for renewal of his bus 
pass by his Trafford PA who documented that Adult Q’s father had recently been discharged home 
after around a month in hospital. Adult Q’s father was described as ‘quite unwell’ and needing to 
breathe pure oxygen 24 hours per day. This SAR has been advised that Adult Q’s father was 
‘seriously unwell’ for his age and that as well as caring for Adult Q’s father, the stepmother also 
attempted to provide much of the support Adult Q needed. 

4.28 During June 2018 Adult Q began contributing positively to Trafford’s Leaving Care Forum 
which involved travelling from Blackpool to Trafford to attend.  

4.29 On 26th June 2018 the Consultant Geneticist from St Mary’s Hospital in Manchester wrote to 
Adult Q’s father and step-mother to advise that no genetic cause had been found for Adult Q’s 
‘issues’ although further genetic tests were planned. The letter was copied to Adult Q’s GP. 

4.30 On 29th June 2018 Adult Q attended his GP practice for an asthma review. His symptoms 
were said to have improved with new medication. 

4.31 On 26th July 2018 Royal Preston Hospital Endocrinology wrote to St Mary’s Hospital Genetics. 
The letter explained that urine osmolality – to test urine concentration - was to be arranged. A 
water deprivation test was also being considered for diabetes insipidus which is a rare condition 
where the person passes urine a lot and often feels thirsty. The letter stated that the major issue 
was around obesity, and that it appeared that Adult Q’s eating was abnormal and that he may need 
to be seen at an obesity clinic. The Endocrinologist was to arrange to see Adult Q in six weeks’ time. 
He was also to have a MRI scan of his pituitary and hypothalamus.  
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4.32 On 15th August 2018 Trafford sent Adult Q’s Pathway Plan (parts 1 and 2) to the Leaving Care 
Team in Blackpool. During this month Adult Q began attending a club in the community on 
Wednesday and Friday evenings following encouragement from his father and stepmother. He also 
continued to complete voluntary work on a daily basis. 

4.33 On 12th September 2018 Adult Q’s Trafford PA visited him at home. At the most recent 
Aftercare forum, Adult Q had heard about supported living accommodation at Forest Court in 
Trafford and expressed an interest. His PA provided a summary of this service but added that Adult 
Q was not considered ready for this level of independence as yet. Adult Q decided against 
attending his next Pathway Plan review and asked his PA to articulate his views on his behalf, which 
were that he wanted more independence and to achieve this he wanted to move out of his parent’s 
home and live on his own. It was noted that Adult Q continued to need daily prompting with 
personal hygiene, personal health and diet. 

4.34 The following day the Royal Preston Consultant Endocrinologist wrote to Adult Q’s GP to set 
out Adult Q’s diagnosis of morbid obesity and hypogonadotropic hypogonadism – testosterone 
deficiency resulting in poor growth and delayed pubertal development -  and pituitary 
adenoma/prolactinoma -  an often benign tumour of the pituitary gland (The pituitary gland 
controls other glands in the body which in turn control many of the body’s functions). Cabergoline 
was prescribed to address Adult Q’s hormone imbalance.  

4.35 Adult Q was seen by his GP on 17th September 2018 who documented that his family were 
struggling to cope with Adult Q’s needs, ‘lifestyle habits’ and to manage his hygiene needs. The GP 
also documented that Adult Q had an ‘aftercare worker’ from Trafford who was ‘transferring his 
care’ to Blackpool but ‘not getting anywhere’. The GP advised that the family could contact 
Blackpool services directly and would provide contact numbers for ‘special support groups’ in time 
for Adult Q’s next appointment. It is unclear whether this happened. 

4.36 On 27th September 2018 Adult Q’s Trafford PA tried to phone the manager of the Blackpool 
Leaving Care team and left a message.  

4.37 On 15th October 2018 Trafford Aftercare Team made contact with services in Blackpool. 
Trafford documented a brief telephone discussion with a Complex Additional Needs (CAN) social 
worker who responded by saying that they might not be the right team and that Adult Q may fall 
under Adult Services, in which case the social worker could refer Adult Q to them. It is assumed the 
latter was done because Blackpool Adult Social Care contacted Trafford Aftercare Team the same 
day and requested a copy of Adult Q’s pathway plan to determine whether Adult Q should be seen 
by Adult Social Care or the Adult Learning Disability Team.  

4.38 The pathway plan was sent to Blackpool Adult Social Care who expressed some concerns over 
the extent to which the plan had been updated and the clarity and detail with which Adult Q’s 
needs had been expressed.  

4.39 On 26th October 2018 Adult Q, accompanied by his stepmother, was seen in the Royal Preston 
Hospital Endocrinology clinic where it was documented that the prescribed medication appeared 
to be helping with his blood hormone levels. It was planned to refer Adult Q to a weight 
management service (in Salford as requested by Adult Q’s stepmother or in Aintree) when his 
‘urinary cortisol was clear’. (High cortisol levels can cause rapid weight gain and can be indicative 
of pituitary dysfunction). Adult Q’s weight was noted to be 159.6 kg (just over 25 stones). His 
stepmother advised the clinic that Adult Q had continued to gain weight despite not appearing to 
eat as much as he had in the past. 
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4.40 On 29th October 2018 Adult Q’s case was discussed by his Trafford Aftercare Team PA in 
supervision. It was documented that Adult Q was awaiting assessment by Blackpool Adult Social 
Care. It was also documented that Adult Q received ‘very little support’ from his father and 
stepmother, who offered ‘no guidance’ to him on eating more healthily or improving his self-care. 
He had experienced significant weight gain as a result of these ‘shortfalls’.  

4.41 On 12th November 2018 the Trafford Aftercare Team PA contacted the Blackpool CAN team 
for an update on any assessment of Adult Q and was advised by the duty social worker that Adult 
Q was ‘on the system’ but a member of staff had not yet been allocated to complete an assessment 
or a balance of probabilities checklist -  which is designed to assist in identifying a learning disability. 
Two days later, Adult Q’s stepmother telephoned Blackpool Adult Social Care to ask when the 
assessment would take place. 

4.42 On 19th November 2018 Adult Q was assessed using the balance of probabilities checklist by 
a social worker from Blackpool adult learning disability service, accompanied by a health 
professional. Although substantial information was gathered, the checklist was not fully completed 
at that time and the conclusion was left blank. 

4.43 On 3rd December 2018 Adult Q’s father phoned the Trafford Aftercare Team PA and told him 
that matters had reached ‘breaking point’ and following an incident in which Adult Q was said to 
have taken money, he would have to leave the family home. Adult Q’s father said that his son could 
stay until 22nd January 2019, by which date he said he would have transferred Adult Q’s PIP and 
ESA payments to his son. Adult Q’s father said he had not heard from Blackpool CAN team and 
would like an update, which the Trafford Aftercare Team PA was to obtain. A home visit from the 
Trafford Aftercare Team was planned for 7th December 2018 to discuss Adult Q’s options with him, 
but this did not take place.  

4.44 Following contact from Trafford Aftercare Team, Blackpool Adult Social Care contacted Adult 
Q’s stepmother on 6th December 2018 and advised her that Adult Q did not meet the criteria for 
learning disability services and he would be referred to the Adult Social Care team. However, after 
a discussion with the Adult Social Care team it was decided that Adult Q was not appropriate for 
that team either and it was decided to refer him to Blackpool Young People’s Service - which 
provides support to young people aged between 10 and 25 years. 

4.45 The referral to Blackpool Young People’s Service stated that although Adult Q had many areas 
in his life in which he needed support, these needs were not directly related to a learning disability. 
He was said to have needs in the following areas: 

• possibly struggling with depression and appearing to lack motivation in many areas of his life. 

• no support structure in his life in relation to education/college.  

• no friends and at present and his only social activities were going to the pub and gambling.  

• his relationship with his parents was at great risk and his risk of being made homeless was high.  

4.46 The referral suggested that Adult Q may benefit from support from Supporting Minds – which 
offers brief psychological treatment for depression and anxiety disorders – although the referral 
added that Adult Q’s stepmother had already been in touch with this service and been told that 
they could not provide any support. The review has been advised that there is no record of any 
contact with Supporting Minds in respect of Adult Q. The desired outcome of the referral was stated 
to be to help Adult Q develop life skills, access education and/or work and develop interests.  
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4.47 On 18th December 2018 Blackpool Young People’s Service agreed to offer Adult Q support in 
relation to training, education and employment and emailed his Trafford Aftercare PA to arrange 
to work jointly to support Adult Q.  

4.48 On 21st December 2018 Adult Q attended a follow up appointment with the Royal Preston 
Hospital Endocrinology when a specimen was requested for proteinuria – the presence of abnormal 
quantities of protein in the urine which may indicate damage to the kidneys. He was prescribed 
Dexamethasone – used to treat a wide range of health conditions. His weight was noted to be 166 
kg (just over 26 stones).  

 

2019 

4.49 On 2nd January 2019 Adult Q’s GP practice wrote to him to advise that he had failed to attend 
three GP appointments and offered him an opportunity to discuss any specific problems which may 
have led to the missed appointments. However on the same date Adult Q saw the GP practice 
nurse for an asthma review, during which he reported that his symptoms had improved and that 
as a result he had stopped taking, or begun taking less of his prescribed asthma medications. He 
was advised to continue to take his medication. 

4.50 On 9th January 2019 a joint visit to Adult Q by Blackpool Young People’s Service (YPS) and 
his Trafford Aftercare PA took place. His father and stepmother were also present. Adult Q’s morbid 
obesity, incontinence, soiling (his father and stepmother said they had asked Adult Q’s GP to refer 
him to a local service to assist with this but said that the GP was ‘unwilling’ to do so), coordination 
and balance were discussed. He was currently volunteering at a charity shop on 4 days each week 
for around 2 hours each time. He attended a MENCAP group on two evenings a week and said he 
went out to play bingo on his own. He also regularly travelled to Trafford to attend the Leaving 
Care Forum meetings which he enjoyed. The YPS worker felt that Adult Q was not ready for a full 
time course but offered him voluntary work with Blackpool FC Community Trust which appealed to 
Adult Q as he was very interested in football. The Trafford Aftercare PA documented the following 
plan to support Adult Q: 

• Contact with his GP to ascertain ‘why the GP thinks the responsibility for Adult Q’s mental health 
lies within the domain of social services’. 

• Adult Q needed specialist counselling services to identify the right support - which so far had 
been absent – but consideration would need to be given to the 4 month waiting time.  

• Given that Adult Q often ‘presented as okay’ it was thought a social worker should accompany 
him to his first session and to any other initial counselling services thought relevant. 

• Adult Q would require more than a dietary and weight loss service, having more than doubled 
in weight (27 stone) within the space of two years.  

• It was also agreed that a referral to specialist services would again be needed to identify the 
underlying cause of his enuresis and hygiene issues. 

4.51 On 18th January 2019 Adult Q’s Aftercare Team PA received a phone call from his parents 
who were said to be ‘quite upset’ about Adult Q’s behaviour and expressed the view that nothing 
substantial had been done to support him as yet.  
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4.52 On 21st January 2019 Adult Q’s GP received a letter from Royal Preston Hospital 
Endocrinology requesting Adult Q to make contact to confirm whether he had attended for a 
planned investigation as no test results had been received.  

4.53 Adult Q’s YPS worker emailed Trafford Aftercare on 22nd January 2019 to say that she had 
referred Adult Q to ‘YoutherapY’ for counselling - for which there was a waiting time of around 12 
weeks - although they held weekly drop-in sessions which the YPS worker thought were likely to 
clash with Adult Q’s journeys to Trafford, that his GP needed to refer Adult Q to the incontinence 
clinic in Blackpool and that the YPS worker’s contact at Blackpool FC Community Trust would be 
happy to meet Adult Q. The YPS worker said that she had spoken to Adult Q’s stepmother who 
said she had arranged a GP appointment for Adult Q for the following day (There is no record of 
Adult Q attending a GP appointment until 25th January 2019). The YPS worker added that she had 
also provided contact details for other services and felt that Adult Q’s parents could be more 
proactive in following these up.  

4.54 On 24th January 2019 the YPS worker facilitated a meeting between Adult Q and her contact 
with Blackpool FC who offered him the opportunity to volunteer at the club shop on matchdays 
and receive a ticket to watch the game. Adult Q was happy with this. He was also provided with 
details of the Blackpool FC traineeship which was due to start in May 2019.   

4.55 The following day (25th January 2019) Adult Q was seen by his GP who referred him to the 
Blackpool Teaching Hospitals continence clinic. The GP documented that his double incontinence 
made Adult Q ‘unbearable to live with’.  

4.56 On 29th January 2019 Adult Q was seen at home by an assistant practitioner from the 
continence management and assessment team who conducted a continence assessment and left 
a bladder diary to be completed. No new concerns were identified and reduced mobility, ‘reduced 
appetite’ and weight gain were areas which were said to have already been investigated. Adult Q 
was said to be eating and drinking ‘well’. The bladder diary was collected on 4th February 2019 and 
a referral for a supply of continence products was completed. 

4.57 On 6th February 2019 Adult Q’s Aftercare Team PA phoned his Blackpool YPS worker to 
express concern that ‘nothing was moving on’. The PA had spoken to Adult Q’s parents who had 
expressed the view that Trafford should be dealing with Adult Q’s issues. The PA added that Adult 
Q’s parents would like him to complete more hours volunteering. The YPS worker updated the PA 
on the Blackpool FC volunteering opportunity and later contacted Adult Q to arrange an 
appointment to discuss further volunteering roles.  

4.58 On 11th February 2019 Adult Q’s father rang his Trafford Aftercare Team PA and said he was 
no longer willing for his son to live in his home as he was ‘destroying his marriage’, doing nothing 
to help himself, no longer listening to his stepmother and being disrespectful to her. The PA 
explained that it was not possible to find Adult Q alternative accommodation immediately, to which 
his father responded by saying that as long as Trafford Aftercare team were starting the process, 
‘he would have to put up with things until then’.  The PA rang the YPS worker and advised her that 
he had begun looking for suitable alternative accommodation, with his first choice being Adult Q’s 
former foster carers. The PA added that if he couldn’t find suitable alternative accommodation, 
then Adult Q would need to present to Blackpool Housing as he had a local connection to that 
area. (A person may have a local connection on grounds of normal residence, employment, family 
association, special circumstances or leaving care (1)) 
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4.59 The YPS worker saw Adult Q later in the day for the pre-arranged appointment to discuss 
further volunteering. Adult Q agreed that he was often disrespectful to his stepmother and 
expressed remorse for this before adding that he ‘didn’t even know  what he was saying’. The YPS 
worker later rang Adult Q’s stepmother who confirmed that she and her husband had asked Adult 
Q to leave, although she said that this didn’t need to happen immediately. She added that Adult Q 
was refusing to use the recently delivered continence pads. 

4.60 On 21st  February 2019 Adult Q’s Aftercare Team PA made a home visit during which his 
parents reiterated their wish for Adult Q to leave as ‘matters had reached crisis point’. Their 
concerns were that Adult Q continued to gain weight and they were concerned that ‘something 
fatal’ would happen, he had stopped taking his ‘HRT’ medication, remained incontinent and was 
not washing himself daily. The PA later discussed the case with his manager who thought a 
‘thorough assessment’ needed to be carried out. The manager was also to discuss the case with 
‘upper management’. The PA spoke to the Trafford LAC nurse to seek any ideas or support she 
could offer. The LAC nurse suggested consultation with Adult Q’s GP. Following this the PA advised 
Adult Q’s parents to take their son to see his GP.  

4.61 On 28th February 2019 Adult Q attended a follow up appointment with Royal Preston 
Endocrinology. His weight was noted to be 178.4 kg (just over 28 stones). His stepmother said that 
Adult Q was eating too much and requested for him to be ‘sectioned’ under the Mental Health Act. 
She was advised that this was a matter for Adult Q’s GP or mental health services to consider and 
the Consultant Endocrinologist wrote to ask his GP to consider referring Adult Q to mental health 
services. Adult Q was also referred to the weight management service at Salford Royal NHS 
Foundation Trust. Within the Royal Preston outpatient notes it was documented that Adult Q’s 
gambling had increased, notably on fruit machines and bingo and that he 9Adult Q) believed his 
endocrinology medication to be the cause of this. The letter from the Consultant Endocrinologist 
was received by Adult Q’s GP practice on the same date but there is no indication of any follow up. 
The letter to the weight management service at Salford Royal was sent by the Consultant 
Endocrinologist on 4th March 2019. The letter requested a review of the patient due to morbid 
obesity and lack of satiety in order to understand why he was morbidly obese and for treatment 
options such as bariatric (weight loss) surgery to be considered.  

4.62 Also on Monday 4th March 2019 the Trafford Aftercare Team PA phoned the Blackpool YPS 
worker to say that Adult Q’s parents were on the verge of asking him to leave. The YPS worker 
provided the PA with contact details for Blackpool Housing. 

4.63 On Thursday 7th March 2019 Adult Q’s PA discussed the case with the Aftercare Team deputy 
manager. The PA also consulted Trafford CCG’s commissioning manager (learning disability and 
mental health) who advised that a Care Act assessment should be carried out to determine Adult 
Q’s eligibility for care and support and a capacity assessment should be undertaken regarding Adult 
Q’s dietary intake, physical health intervention including hormone medication and accommodation 
and support.  

4.64 On Tuesday 12th March 2019 Adult Q’s stepmother phoned Trafford Aftercare Team to say 
that the family were moving from Blackpool to Bolton and that Adult Q would not be invited to 
join them. They hoped to move out by the end of that week. She said that Adult Q had been told 
about the family’s plans and ‘appeared slightly anxious’. Adult Q’s PA made a referral for emergency 
accommodation at Greenbank the following day.   
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4.65 In their contribution to this review, Adult Q’s former foster carers have advised that his 
stepmother began to increasingly turn to them for advice on how best to support Adult Q. During 
the week commencing 11th March 2029 the female foster carer began ringing eating disorder clinics 
to see if they could offer Adult Q a place. She said that she was quoted figures of £1,000 per week 
and phoned Trafford Council to try and persuade them to fund such a specialist placement. She 
also expressed the view to Trafford Council that Greenbank would be unsuitable for Adult Q as he 
could easily become a target for bullying by other residents.  

4.66 On Wednesday 13th March 2019 Adult Q’s father rang his YPS worker to advise that the family 
were moving home without Adult Q on Friday 15th March. He added that his son’s behaviour and 
habits had worsened and that they were unable to live with them anymore. The YPS worker advised 
that it was the responsibility of Trafford Council ‘to house’ Adult Q. A telephone conversation later 
took place between Adult Q’s YPS worker and his Trafford Aftercare team PA over where 
responsibility lay for supporting Adult Q to find alternative accommodation. The YPS worker said 
that she was willing to support Adult Q to attend Blackpool Housing.  

4.67 During the morning of Thursday 14th March 2019 the Trafford Aftercare Team PA phoned 
Adult Q who said he was aware he would probably be moving back to Trafford and was ‘OK’ with 
this. He said that his phone was no longer working and so he was using his parent’s phone. He was 
advised that an emergency bed was available at Greenbank that day although there was no 
guarantee that it would be available the following day. Adult Q’s father later offered to transport 
his son’s belongings from Blackpool to Greenbank. On the same date Adult Q’s stepmother phoned 
his YPS worker to say that Adult Q had not attended his appointment with Blackpool Housing but 
she thought that Trafford had found accommodation for him which she said that the family were 
relieved about.  

5. Views of Adult Q's former foster carers 
5.1 Adult Q’s father sadly died during 2021. Adult Q’s stepmother initially indicated that she 
wished to contribute to the review but has not done so as yet. There is no obligation on family 
members to contribute to a SAR. (It may be considered appropriate to contact Adult Q’s 
stepmother again at a later stage to offer her the opportunity to read and comment on the SAR 
report prior to publication)  

5.2 Adult Q’s former foster carers contributed to the review. As a result of Covid-19 restrictions, 
the foster carers met with the independent reviewer via video conferencing.  

5.3 They recalled that Adult Q was initially placed with them for respite every other weekend 
before the placement became permanent. They said that Adult Q was a lovable child who was easy 
to care for in that he followed a set routine. He was very easy going to the point of being noticeably 
compliant at that time. He didn’t really seem to have a ‘voice’ at that point in his life or to have 
formed any views or opinions. He was particularly interested in Doctor Who and Manchester United. 
However, the foster carers felt that he was a complex person who it took time and patience to really 
understand.  

5.4 The foster carers recalled that when he first came to them, he was unable to walk up the stairs 
of their house, in that he appeared to have difficulty in putting one foot in front of another to 
ascend the stairs. They said that in some ways it was like caring for a toddler who happened to be 
10 years old. He used to flap his arms which they assumed was a physical response to anxiety.  
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5.5 They said that when they took him out to meet their friends and family ‘everyone loved him’ 
but he didn’t seem to know how to make friends amongst his peers and never managed to make 
a single friend amongst his peers as a child. They said that he was a target for bullying by the 
children who lived in their area, adding that one local girl seemed friendly towards him and invited 
him into her house where he was bullied by her older brother. They said that it took Adult Q years 
to tell his foster carers about this upsetting experience. The foster carers felt that Adult Q could be 
very easily manipulated by others.  

5.6 They confirmed that Adult Q attended a Bolton school for children aged 11-19 who have 
additional needs. The foster carers said that over time Adult Q began to flourish. He had been quite 
overweight when he first came to them and they supported him to reduce his weight to a normal 
level for a child of his height. They encouraged him to eat healthily whilst providing him with ‘treats’. 
He completed bronze and silver Duke of Edinburgh awards and was on course for gold at the time 
he left their care. He learned how to swim. He became competent in sign language.  

The female foster carer teaches karate and so Adult Q joined her class and she said that he was 
around three months away from achieving his black belt at the time he left their care. They added 
that he played a very active role in a local church, becoming a ‘trusted helper’ who contributed his 
time to a youth group and the annual Christian camp.  

5.7 The foster carers said that he was able to travel independently, using two buses to get to his 
school. They said that achieving this degree of independence had been a gradual process. They 
said that Adult Q hadn’t wanted to travel to school on the ‘official’ school bus. They added that he 
was able to memorise large numbers of bus routes and times. He was also able to memorise every 
Manchester United player and their shirt numbers.  

5.8 He became interested in cooking when he was around 14 years old and worked in the 
breakfast club at his school and did really well. At the age of 16 he began volunteering at a 
residential home and so impressed the manager that they gave him a job and began paying him a 
wage – which, in the view of the foster carers, was where things started to go wrong.  

5.9 They noticed he was beginning to put on weight. He had a mobile phone by this time and 
began to use the money he was earning to call taxis to take him to takeaway restaurants where he 
would order extra large meals. He started to put on more and more weight and they noticed that 
he began to soil his underpants, wasn’t taking a shower and no longer had any pride in his 
appearance. They said they spoke to his school about the breakfast club at which he worked and 
were told that he often ate the leftovers and they asked the staff to try and prevent this. 

5.10 The foster carers raised their concerns with Adult Q’s social worker who advised him to give 
his earnings to his foster carers who would put it in his bank account for him. The foster carers said 
that he also received an education bursary of £1200 around this time which went into his bank 
account.  

5.11 The foster carers said that he was referred to CAMHS who were to work with him explore why 
he over eat but the foster carers said that CAMHS were unable to find out why. They said that Adult 
Q had not been open with CAMHS and had primarily talked about the healthy meals he was 
provided with by the foster carers rather than his apparent compulsion to visit takeaway restaurants 
and consume extra-large meals in addition to the meals he ate at home. The foster carers said that 
CAMHS did not do any further work with Adult Q (Trafford CAMHS has confirmed that they saw 
Adult Q and his female foster carer in 2016 when changes in Adult Q’s behaviour were explored 
with him, in particular his consumption of junk food, a deterioration in his self-care and his 
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resistance to his foster carer’s efforts to ensure that he ate healthily. CAMHS documented that 
whilst Adult Q felt some regret for his behaviours, he was resistant to strategies which might achieve 
change. CAMHS noted no indication of anxiety or depression and concluded that the presenting 
issues were behavioural which may have been affected in some way by his additional needs. Health 
risks from over-eating and the potential breakdown in his placement were noted. Adult Q was 
referred to the complex and additional needs psychology team and to his GP for blood tests to rule 
out any underlying physical causes. The outcome of these referrals is not known and his foster 
carers have been unable to shed any further light on them).  

5.12 The foster carers said they began to feel that Adult Q was obsessed with food and, if given 
the opportunity, would continue to eat constantly and never appeared to be able to fully satisfy his 
appetite. They recalled taking Adult Q on holidays to Spain and one year they decided to choose 
an ‘all inclusive’ package for a change. They said that it was an ‘absolute nightmare’ because Adult 
Q just kept returning to the buffet and eating and drinking continuously.  

5.13 The foster carers said that after CAMHS discharged Adult Q fairly quickly, they were at a loss 
as to how to respond to his compulsive eating. They sought further support from his social worker 
who warned Adult Q that if he didn’t stop eating he would die, to which Adult Q responded to by 
laughing, although the foster carers said that he often laughed at inappropriate things.  

5.14 They said that when his mother died Adult Q met his father and step-father at her funeral. 
The foster carers said that he had not seen them in all the years that he had been placed with them 
nor had he expressed a wish to see them. They recalled Adult Q throwing a birthday card he 
received from his father in the bin. The foster carers said that whilst Adult Q’s mother attended all 
review meetings in respect of her son, Adult Q’s father did not attend any of these meetings. At 
the funeral, the foster carers said that his father and stepmother were friendly towards Adult Q and 
said that he was welcome at their house, that ‘their door was always open’ and they exchanged 
phone numbers.  

5.15 The foster carers felt that meeting his father and step mother at his mother’s funeral changed 
the dynamic in Adult Q’s relationship with the foster carers. They had been trying to persuade him 
to moderate his eating and to put his money in his bank account rather than spend it on taxis and 
takeaway meals, but from this point onwards his attitude changed. They said that he began saying 
that they could not tell him what to do and that it was his money to spend as he wished. They felt 
that this behaviour was out of character for Adult Q. They wondered if it was a sign that he was 
getting older, more independent and resistant to their advice or whether reconnecting with his 
father and stepmother at the time of his mother’s death had been some sort of ‘game changer’ in 
his life.  

5.16 In any event, the foster carers said that around his 18th birthday Adult Q announced that he 
was moving out and going to live with his father. They said that they tried to persuade him not to 
leave and asked him if he had really thought things through. They remembered saying to Adult Q 
‘you don’t know these people’ – meaning his father and step-mother. The foster carers felt that the 
main attraction of going to live with his father and stepmother was that Adult Q felt that he would 
be free to live his life as he wished. 

5.17 When he left the foster carers, they said that everything Adult Q was involved in simply 
stopped. He didn’t complete his post 16 education, he resigned from his job, he didn’t complete 
the last expedition he needed to obtain his Duke of Edinburgh gold award and he didn’t achieve 
his karate black belt, which he had been on track to do.  
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5.18 The foster carers recalled that a week after Adult Q left, his stepmother phoned them to tell 
them that they (the foster carers) had received Disability Living Allowance (DLA) payments in 
respect of Adult Q which should have been paid to Adult Q’s father and stepmother. The foster 
carers sent the stepmother around £250, although they didn’t feel that they (his father and 
stepmother) were entitled to the payment. Looking back, the foster carers feel that financial gain 
was a factor in Adult Q’s father and stepmother offering a home to Adult Q. 

5.19 They said they had little contact with Adult Q for the first year after he left their care, 
communicating primarily by text. After a year or so the female foster carer recalled Adult Q ringing 
her one night. She noticed that he sounded breathless and she wondered if he might have a chest 
infection which could be affecting his breathing. She said that Adult Q told her about the benefits 
he was claiming – DLA, Employment and Support Allowance (ESA), Personal Independence 
Payment (PIP) and another benefit which the foster carer could not recall the details of. The foster 
carer asked Adult Q - who she felt appeared ‘quite impressed’ by all the benefits he had been able 
to claim - why he was claiming the benefits and she said that he told her that he was unable to 
work. She said she responded by saying that when he lived with the foster carers he was in 
employment. The foster carers were concerned that Adult Q had lost his work ethic.  

5.20 The female foster carer said that in the final months of Adult Q’s life, his stepmother began 
to ring her for advice on supporting Adult Q. The stepmother told her that he had become doubly 
incontinent. The foster carers said that the stepmother began messaging them for advice on a 
weekly basis as concerns about Adult Q began to mount and that they eventually advised the 
stepmother to ask for Adult Q to be ‘sectioned’ under the Mental Health Act.  

5.21 During the week prior to his death the female foster carer said she began ringing eating 
disorder clinics to see if they could offer Adult Q a place. She said that she was quoted figures of 
£1,000 per week and phoned Trafford Council to try and persuade them to fund such a specialist 
placement. She had been told that Adult Q had been offered a bed in Greenbank but felt that this 
would be unsuitable for him as he could easily become a target for bullying by other residents. The 
female foster carer reflected that it was difficult to advocate for Adult Q at that time because as a 
former foster carer, she had no formally recognised role in his life. 

5.22 The foster carers said that Adult Q’s weight gain after he left their care was shocking. They 
felt that if he was largely physically inactive and his compulsive eating was not managed in any way 
then there was nothing to prevent him continuing to gain weight. They said that with his state 
benefits, an inheritance from a maternal grandfather who died whilst he was living in Blackpool and 
the lump sum he received after leaving care, he had more than sufficient money to fund his 
compulsive eating.  

5.23 They said that when he died, the fire and rescue service had to deploy a specialist crane from 
Fleetwood to extract his body from the home he shared with his father and stepmother and a 
special coffin was required for his funeral.  

5.24 Looking back on events, the foster carers observed that there had been no risk assessment 
or in-depth conversation with Adult Q about the implications of his wish to move from foster care 
to live with his father and stepmother. They added that at the time Adult Q moved to live with 
them, he had no relationship with his father and step mother. They raised the question of whether 
he was coerced into moving but had no evidence that this was the case, although they feel that 
Adult Q wasn’t encouraged to visit the foster carers or maintain contact with them after he left. 
Before he left, the foster carers say they told Adult Q that they were always there for him. They felt 
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that everything Adult Q had learned and achieved whilst he was in their care ‘went out of the 
window’ when he moved to live with his parents, although they accepted that had Adult Q remained 
in their care, they would undoubtedly have experienced problems in supporting him to manage his 
weight.  

5.25 They reflected that once Adult Q left his placement with them, they felt they were restricted 
from have any further input into his life, even though the emotional bond they had with Adult Q 
continued. They felt that they had no authority to intervene in his life to safeguard him from harm.  

5.26 They said they couldn’t understand why professionals in contact with Adult Q could not see 
beyond his outwardly positive presentation and recognise that something was seriously wrong. 
They felt that Adult Q’s needs were too complex for an individual PA to manage. They added that 
whilst his involvement in the care leavers group was very positive, they couldn’t understand why 
people there didn’t notice his increasing weight and deteriorating personal hygiene issues.  

5.27 The foster carers also reflected on Adult Q’s asthma. They said that when he first came to 
them as a ten year old he had an inhaler for asthma but, once they had supported him to lose 
weight, he didn’t need his inhaler again during the years he was in their care. The foster carers said 
that the annual medical check Adult Q was entitled to as a looked after child never picked up on 
asthma. They feel that his substantial weight gain after leaving their care was a key factor in Adult 
Q beginning to suffer with asthma again and drew attention to the first phone call they received 
from him around a year after he left their care when he sounded unusually breathless (Paragraph 
5.19). 

5.28 The foster carers said they were deeply upset by Adult Q’s death and felt that he had been 
allowed to ‘eat himself to death’.  

5.29 At the conclusion of the review Adult Q’s former foster carers were provided with an 
opportunity to read and comment on a late draft of the SAR report. They expressed themselves to 
be satisfied with the report and supported the recommendations. 

6. Analysis 
6.1 Each term of reference question will be considered in turn. 

 

How effectively was Adult Q’s transition from children’s to adult’s services managed by agencies in 
Trafford? 

6.2 Adult Q turned 18 in 2017. This was a year of very substantial change and upheaval for Adult 
Q. At the beginning of the year his mother died. Although he had not lived with her since the age 
of 11, this seems likely to have been a major life event for Adult Q. During the year he also 
transitioned from children’s to adult’s services and left the care of Trafford children’s social care. 
The planned continuation of his placement with his longstanding foster carers under Staying Put 
arrangements lasted for only a very brief period before he moved to live with his father and step 
mother, with whom he had never previously lived. This necessitated a move from Bolton, where his 
foster carers resided, to Trafford, where his father and step mother lived. One important 
consequence of this move was that he stopped attending school in Bolton. A range of extra-
curricular activities were also curtailed. Later the same year Adult Q’s father and step-mother moved 
from Trafford to Blackpool and Adult Q went with them. 
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6.3 Adult Q’s decision to move from his long term foster placement to live with his father and 
stepmother placed him at risk. As stated earlier in this report (Paragraph 4.14) his father and 
stepmother had offered to care for him at the time he was removed from the care of his mother in 
2010 but, at that time, this was not considered a viable option by Trafford Council. Although his 
foster care placement had been stable and there was strong evidence that Adult Q had flourished 
with the support of his foster carers, the placement had come under a degree of strain because of 
his compulsive eating. However, Adult Q remained very active and engaged in education and a 
range of extra-curricular activities. There is no indication that the question of how Adult Q would 
fare after moving to live with his father and step-mother was considered. Nor is there any indication 
of any consideration of any support or advice his father and step-mother might need in supporting 
Adult Q.  

 

6.4 The Panel which oversaw this SAR felt that there had been a need for a conversation with 
Adult Q to ensure he fully understood the changes to his life which were likely to arise from moving 
from his foster care placement to live with his father and stepmother and consideration of whether 
he had the mental capacity to make that decision (Adult Q’s Mental Capacity is considered later in 
this report). The Panel also felt that Trafford Council should have carried out an assessment of any 
risks which arose from Adult Q’s move. Looking back, it appears that Adult Q’s decision was seen 
as a ‘return to parents’ when in fact he had not lived with his father and stepmother previously or 
kept in touch with them after his foster care placement began. As his foster carers state they said 
to Adult Q at the time, ‘you don’t know these people’ (Paragraph 5.16). Had any risk assessment 
been conducted this may have identified a risk of financial exploitation. When Adult Q’s former 
foster carers contributed to this review they were clearly very upset about what had happened to 
Adult Q after he left their care, but they felt that Adult Q’s father and stepmother’s offer of a home 
with them may have been motivated in part by financial gain (Paragraph 5.18). 

 

6.5 Had Adult Q returned to live with his father and stepmother prior to his eighteenth birthday, 
Trafford Council would have carried out an assessment under the Placement with Parents 
Regulations. The SAR Panel felt that there should be a ‘returning home procedure’ for care leavers 
who have attained or are about to attain the age of eighteen. Such a procedure should include a 
risk assessment and also consider the support needs of the birth family to whom the care leaver is 
returning. The ‘returning home procedure’ would inform the young person’s Pathway Plan, which 
in Adult Q’s case had hitherto been predicated on ‘Staying Put’ with his long term foster carers. 

 

Recommendation 1 

That Trafford Strategic Safeguarding Partnership requests Trafford Council to develop a ‘returning 
home procedure’ which should include a risk assessment and also consider the support needs of the 
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birth family to whom the care leaver is returning. The ‘returning home procedure’ should also inform 
the young person’s Pathway Plan. 

6.6 Additionally, the SAR has been advised that the Head of Service for Cared for Children in 
Trafford is undertaking a review of all care experienced young people who have returned to parents 
to assess risk and identify relevant support needs. 

To what extent did agencies in contact with Adult Q gain an understanding of family functioning, 
particularly the challenges Adult Q’s father and step-mother faced in supporting Adult Q? 

6.7 Agencies in contact with Adult Q observed that his father was chronically unwell. It is unclear 
whether the impact of father’s ill health on family functioning was fully considered. It appears that 
Adult Q’s stepmother provided substantial support to Adult Q’s father. Neither parent appears to 
have had sufficient insight into Adult Q’s needs and were unable to replicate the support previously 
provided to Adult Q in his foster care placement. Because Adult Q’s father was so unwell, Adult Q’s 
stepmother appears to have assumed greater responsibility for supporting Adult Q and her 
relationship with Adult Q appears to have become quite strained. There is very little indication that 
family functioning and the impact it was having on Adult Q’s health and wellbeing was sufficiently 
explored or understood either at the point that Adult Q moved to live with his father and 
stepmother or subsequently when it became increasingly clear that his father and stepmother were 
struggling to support Adult Q. 

How effectively did Trafford Council support Adult Q to live independently? 

6.8 As Adult Q approached 18, his foster carers proposed that he move into a property they 
owned in Bolton but Trafford Council’s Aftercare Team felt that this was not in Adult Q’s best 
interests as they did not assess him as being able to live independently and did not feel that he 
would receive the support he needed and could become isolated (Paragraph 4.9). Trafford Council’s 
reservations appear entirely reasonable. It is unclear what level of support the foster carers were 
planning to provide and whether this could have been supplemented by additional support which 
might have enhanced the viability of this proposal.  

6.9 Trafford Aftercare team’s lack of confidence in Adult Q’s ability to live independently - unless 
he received fairly substantial support - persisted. When Adult Q’s move to live with his father and 
step-mother began to break down almost immediately (Paragraph 4.15), Adult Q’s PA advised his 
parents that he had high support needs and implied that these may preclude further consideration 
of the supported accommodation for single homeless males and females aged 16-19 which 
Greenbank provided.  

6.10 When Adult Q was seen by his Trafford PA in September 2018 he said that he wanted more 
independence and to achieve this he wanted to move out of his parent’s home. He expressed an 
interest in supported living accommodation at Forest Court in Trafford. Adult Q’s PA provided a 
summary of this service but added that Adult Q was not considered ready for this level of 
independence as yet (Paragraph 4.33). It is unclear at that stage - over one year after leaving care 
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- what the plan was to support Adult Q to achieve greater independence and what role his father 
and stepmother would play in this.  

6.11  Adult Q had begun voluntary work and was attending a club in the community in Blackpool 
as well as travelling to Trafford for the Leaving Care Forum. However, the impression gained is that 
Adult Q’s parents were keen for him to get out of the house – which would help to prevent social 
isolation, further develop skills in some areas and the exercise may prevent weight gain – but that 
the issues which may have been barriers to Adult Q being able to live independently or semi-
independently had not been fully explored. 

 

How effective was cross border working between Trafford Council and Blackpool Council and 
other agencies in Blackpool? 

6.12 There appears to have been no contact between the local authorities in Trafford and 
Blackpool until August 2018 (Paragraph 4.30), which was around 10 months after Adult Q and his 
family moved to Blackpool, although his PA advised Adult Q’s parents to support him to register 
with a Blackpool GP, through which Adult Q was referred to specialist services. 

6.13 The Care Planning, Placement and Case Review statutory guidance and the associated 
regulations, outline duties on local authorities to notify other local authorities if they place a child 
in care within their area. Had Adult Q been placed in Blackpool by Trafford Council whilst he was a 
looked after child, the latter local authority would have had a duty to notify the former. In the event, 
Adult Q moved to Blackpool 5 months after leaving care. As such there was no longer any duty on 
Trafford to notify Blackpool. However, the SAR Panel felt that making a recommendation that local 
authorities should notify the moves of care leavers from one local authority area to another was 
too narrow and would achieve very little.    

6.14 Once contact had been established between the two local authorities no multi-agency 
meeting or discussion appeared to be considered although there was some joint working between 
Adult Q’s PA and Blackpool Young People’s Services worker. Unfortunately, by the time this joint 
working began Adult Q’s relationship with his father and stepmother had begun to break down.  

6.15 Reflecting on the learning from this case, Trafford Council recommend that when a care 
experienced young person moves to another area, a multi-agency risk management meeting is 
arranged to agree the multi-agency plan. Trafford Council go on to advise that they have now 
embedded care planning meetings in their practice and that these are used to formulate multi 
agency plans. They add that this will be further strengthened through their new Care Planning 
Framework which was to be ratified and launched imminently.  

6.16 It is therefore recommended that Trafford Strategic Safeguarding Partnership obtains 
assurance in respect of the effectiveness of the new arrangements for ensuring that multi-agency 
risk management meetings and plans are put in place when a care experienced young person 
moves to another local authority area.  
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Recommendation 2 

That Trafford Strategic Safeguarding Partnership obtains assurance in respect of the effectiveness of 
the new arrangements for ensuring that multi-agency risk management meetings and plans are put 
in place when a care experienced young person moves to another local authority area. 
6.17 Given the very substantial changes in Adult Q’s life which had taken place as Adult Q was 
leaving care, particularly as the Staying Put arrangements – which were a key element in his pathway 
plan – had ended almost before they began, one might have expected the Trafford Aftercare team 
to have afforded greater priority to supporting him. Looking at Adult Q’s first year after leaving 
care – from June 2017 until June 2018 – Trafford Aftercare Team involvement with Adult Q does not 
appear to have been substantial and there appears to have been no documented contact with 
services in Blackpool during that period.  

6.18 However, Trafford Council appear to have taken the view that Adult Q had ‘returned’ home 
to his family and that his family should therefore take on a substantial responsibility for supporting 
him in the future. 

6.19 Stein, in Young People Leaving Care: Supporting Pathways to Adulthood (2012) places care 
leavers in three broad categories:  

•  The ‘moving on’ group who experience attachment, stability, continuity, gradual transitions and 
move from specialist to universal services.  

•  The ‘survivors’ group who have experienced placement instability, need more formal support, 
require substantial leaving care support which often makes a big difference for them and who 
‘move on’ later.  

•  The ‘strugglers’ group who have suffered severe maltreatment, have complex problems, 
instability and attachment problems and can become trapped within specialist services (2).  

 

6.20 Adult Q had many of the positive experiences of the ‘moving on’ group, including a degree 
of attachment, stability and continuity but the upheavals he experienced during the year in which 
he left the care of the local authority may have placed him in the ‘survivors’ group in that he may 
have required more substantial leaving care support than was recognised. In the months prior to 
his death he probably joined the ‘strugglers’ group in that his problems had become very complex. 

6.21 Trafford Council has advised this review that they have introduced a critical cases log which 
reviewed on a fortnightly basis by the leadership of the Aftercare Team with the Head of Service. 
This identifies all young people who are have a medium to high risk rating and ensures that is a 
clear plan of support in place with oversight of the Head of Service.  

6.22 It is therefore recommended that Trafford Strategic Safeguarding Partnership obtains 
assurance in respect of the effectiveness of the Trafford Aftercare Team system for identifying and 
prioritising support for care leavers who require more leaving care support.  
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Recommendation 3 

That Trafford Strategic Safeguarding Partnership obtains assurance in respect of the effectiveness of 
the Trafford Aftercare Team system for identifying and prioritising support for care leavers who require 
more leaving care support.  

How effective were any assessments in identifying Adult Q’s needs? 

6.23 Neither Adult Learning Disability services in Trafford or Blackpool assessed Adult Q as having 
a learning disability. His Blackpool GP at the time of his death had not recorded him as a patient 
with a learning disability. 

6.24 There appears to have been no formal learning disability diagnosis during Adult Q’s 
childhood, but this review has been advised that Trafford’s children with complex and additional 
needs team treated Adult Q as if he did have such a diagnosis. This review has also been advised 
that the threshold criteria for receiving support from this team were not well defined at that time. 

6.25 However, it is clear that in Trafford, children’s services and adult’s services arrived at a different 
view of the full extent of Adult Q’s needs irrespective of whether he was diagnosed as having a 
learning disability. Whereas Trafford Adult Learning Disability team felt that he was ‘quite a capable 
young man’, able to travel independently, managing to keep a part-time job as well as completing 
courses at college (Paragraph 4.10), Trafford’s Aftercare team felt that he was still developing as a 
result of developmental delay, was overeating, was not dry at night, was unable to manage money 
or live independently. They felt that in order to fully understand Adult Q, it was necessary to spend 
time with him to tease out underlying physical and emotional issues (Paragraph 4.11).  

6.26 It seems that Adult Q’s capabilities such as his independent use of public transport and 
confidence in speaking to groups may have partially masked areas of vulnerability, which may have 
been further obscured by the positive persona he tended to project. At the practitioner learning 
event arranged to inform this SAR, Trafford’s Children’s Rights Service Manager, who knew Adult 
Q well, described him as presenting as a very happy and optimistic young man, a presentation 
which, on reflection, he felt that professionals may not have looked behind.  

6.27 Blackpool Adult Learning Disability service assessed Adult Q in November 2018 and came to 
the same conclusion that their counterparts in Trafford had reached nineteen months earlier. The 
Blackpool service found that although Adult Q had many areas in his life in which he needed 
support, these needs were not directly related to a learning disability (Paragraph 4.45). However, 
their assessment highlighted potential depression, lack of motivation, a lack of friends, limited social 
activities, a lack of support structure in relation to education and that his risk of homelessness was 
high as his relationship with his parents was strained.  

6.28 Whilst these were important issues to highlight, there was no consideration of the impact of 
obesity on Adult Q’s life. The social worker who carried out the assessment attended the 
practitioner learning event arranged to inform this SAR. The social worker reflected that when he 
observed Adult Q, he noticed that because of his weight, Adult Q struggled to sit down and get up 
the stairs which may have been as issue affecting his incontinence in that physically getting out of 
his bed and into the bathroom may have been challenging for him by this stage. Nor did the 
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Blackpool Adult Learning Disability team assessment consider whether Adult Q may have been self-
neglecting. 

6.29 No Care Act assessment was considered by Trafford or Blackpool. Under the Care Act 2014, 
a local authority must carry out an assessment of anyone who appears to require care and support, 
regardless of their eligibility for state funded care (3). Trafford Council acknowledge that had a Care 
Act assessment been carried out prior to Adult Q’s departure for Blackpool - together with more 
robust liaison with Trafford Adult Social Care at an earlier stage - would have informed agencies in 
Blackpool about need and risk. The Care Act guidance also requires professionals to ensure that 
decisions take account of an individual’s circumstances, rather than basing decisions only on a 
person’s age or appearance, any condition they have, or any aspect of their behaviour. This 
principle is important in ensuring that needs and vulnerabilities are recognised amongst young 
people who might be assumed to be ineligible for support. In Adult Q’s case he was a young adult 
who had only recently left foster care and was about to move to a new area with family members 
he had not lived with before and had been identified formerly as a child with additional learning 
needs. If a holistic and preventative transitional safeguarding approach had been taken rather than 
an approach that relied on eligibility criteria and viewing childhood and adulthood as binary stages, 
he would likely have been assessed as having a high level of vulnerability and of being in need of 
support.  

6.30 Trafford Strategic Safeguarding Adults Board may wish to seek assurance that appropriate 
joint working between Children’s and Adult Social Care takes place in transition cases, including 
consideration of a Care Act assessment. 

 

Recommendation 4 

That Trafford Strategic Safeguarding Adults Board seeks assurance in that appropriate joint working 
between Children’s and Adult Social Care takes place in transition cases, including consideration of a 
Care Act assessment. 

6.31 In Blackpool, the decision appeared to be made that  Adult Q was unlikely to meet the criteria 
for Care Act support (Paragraph 4.44) which did not indicate a sufficiently holistic or preventative 
approach. The Care Act guidance emphasises the importance of preventing or delaying the 
development of needs for care and support and the importance of reducing needs that already 
exist. Additionally, the Care Act’s wellbeing principle applies equally to those who do not have 
eligible care and support needs but come into contact with the system in some other way and 
applies equally to those who, for a variety of reasons, may find it difficult to engage with 
professionals. This overarching principle resonates with the need for an accessible offer of support 
for young people making the transition to adulthood. 

6.32 Blackpool Adult Learning Disability team has advised this review that their practice at the time 
they assessed Adult Q in November 2018 was to carry out a Care Act assessment only in respect of 
adults they assessed as eligible for support from their team. As a result of the learning from this 
case, Blackpool’s Adult Learning Disability team now conduct a Care Act assessment at the point 
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at which a person is referred to their team. However, it is understood that this change has significant 
workload implications and the sustainability of this approach was questioned at the practitioner 
learning event arranged to inform this SAR.  

6.33 Blackpool Safeguarding Adults Board may wish to seek assurance that Care Act assessments 
are being completed for all people referred in to the Blackpool Adult Learning Disability Team and 
that the resource issues which have arisen since this policy was introduced are being addressed.  

 

Recommendation 5 

That Blackpool Safeguarding Adults Board seeks assurance that Care Act assessments are being 
completed for all people referred in to Blackpool Adult Social Care including Blackpool Adult Learning 
Disability Team and that the resource issues which have arisen since this policy was introduced are 
being addressed.  

6.34 The Research in Practice briefing entitled Bridging the Gap: transitional safeguarding and the 
role of social work with adults (4) noted ‘a focus on eligibility criteria at the expense of preventative 
work and wider wellbeing which may result in some young people not receiving support when they 
need it’. This observation is pertinent to Adult Q’s case. 

6.35 Although it was not informed by an assessment, the plan developed by Adult Q’s Trafford PA 
in consultation with the Blackpool YPS worker to support Adult Q appeared to recognise the scale 
of many of the challenges which needed to be addressed (Paragraph 4.49), although whether his 
Trafford PA, with limited knowledge of how services were organised and delivered in Blackpool 
(this is not a criticism of the PA), would be able to implement the plan without local (Blackpool) 
multi-agency support is questionable. Having said that, the Blackpool YPS worker was very 
resourceful in following up on local counselling and the approach required for Adult Q to be 
referred to a local continence clinic.  

6.36 The assessment of Adult Q by the Blackpool continence and assessment team in January 2019 
(Paragraph 4.55) did not appear to be particularly holistic and led only to the supply of continence 
products. There is no indication that any reasons for Adult Q’s double incontinence were explored.  

6.37 Adult Q’s stepmother asked for Adult Q to be assessed under the Mental Health Act shortly 
before he died (Paragraph 4.60). She addressed this request to the Consultant Endocrinologist at 
the Royal Preston Hospital who responded by writing to Adult Q’s GP to consider a referral to 
mental health services. There is no indication that Adult Q’s GP practice followed up on this prior 
to his death. The request for a Mental Health Act assessment may have been an indication of his 
parent’s desperation and their increasing concerns about Adult Q, having told the Trafford 
Aftercare Team that they were concerned that ‘something fatal’ would happen (Paragraph 4.59). 

6.38 Under Section 13(4) of the Mental Health Act (MHA) the ‘Nearest Relative’ has the right to 
request an assessment under the MHA and the approved mental health professional (AMHP) 
service has a duty to consider such requests and if it is decided not to carry out an assessment, the 
reasons in writing must be communicated to the ‘Nearest Relative’. Adult Q’s stepmother would 
not have been regarded as his ‘Nearest Relative’ but Adult Q’s father could have been contacted 
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to ascertain whether he supported the request. Either the Consultant Endocrinologist to whom the 
stepmother made the request or Adult Q’s GP practice whom the consultant advised of the request 
could have contacted the Approved Mental Health Professional (AMHP) service for advice but there 
is no indication that they did so. The SAR Panel concluded that it was the primary responsibility of 
the Consultant Endocrinologist to respond to the ‘Nearest Relative’ request and that it was not 
appropriate to pass the request onto primary care. The Panel observed that when a ‘Nearest 
Relative’ request is made to parts of the health economy which are unfamiliar with such requests, 
then the response may be lacking due to unfamiliarity with the issue.  

6.39 It is therefore recommended that Blackpool Safeguarding Adults Board obtains assurance 
that there is professional awareness across the health economy of the pathway to be followed when 
a ‘Nearest Relative’ request is received.  

 

Recommendation 6 

That Blackpool Safeguarding Adults Board obtains assurance that there is professional awareness 
across the health economy of the pathway to be followed when a ‘Nearest Relative’ request is received.  

 

What action was taken to support Adult Q to address his obesity? 

6.40 Adult Q was below average height at 168 cm or 5’6”. His weight doubled between December 
2016 and February 2019 as can be seen below: 

• December 2016 – foster care  – 84 kg (13 stones 3lb) 
• July 2017 - recently moved to care of father/stepmother - 105.4 kg (16 stones 8lb) 
• October 2017 - around the time of the Blackpool move - 120 kg (18 stones 12lb) 
• January 2018 - 130 kg (20 stones 6lb) 
• March 2018 -  148 kg (23 stones 4lb) 
• February 2019 -  shortly before Adult Q’s death - 178.4 kg (28 stones 1lb) 

6.41 Obesity had been noted from the age of 10 and Adult Q was referred to Trafford CAMHS 
because of ‘compulsive eating’ in 2016 but by early the following year his weight was said to have 
returned to a comparatively normal range after healthy living activities had been introduced. Adult 
Q’s foster carers felt that the CAMHS intervention was ineffective and that they had followed healthy 
living activities from the outset of his placement with them which had been successful in reducing 
his weight early in his placement at age 11. However, they have advised this review that they began 
to feel that Adult Q was obsessed with food and, if given the opportunity, would continue to eat 
constantly and never appeared to be able to fully satisfy his appetite (Paragraph 5.12). They said 
they less able to control Adult Q’s food consumption when he began earning a wage which he 
began to spend on taking taxis to takeaway restaurants where he ordered extra-large meals 
(Paragraph 5.15). Looking back Adult Q’s involvement in his school’s breakfast club may have been 
an indication of seeking additional opportunities to eat.  
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6.42 There is no indication that the foster carers efforts to keep Adult Q’s food consumption in 
check and their focus on healthy living activities continued when Adult Q left his foster placement 
and moved to live with father and stepmother. All Adult Q’s extra-curricular activities ceased for a 
time and he left paid employment. However, after Adult Q moved with his parents to Blackpool, he 
began volunteering at a shop, attended a community group and became involved in Trafford’s 
leaving care forum.  

6.43 Concerns about his weight gain in Blackpool led to substantial investigations but he was not 
referred to weight management services until shortly before his death (Paragraph 4.60). Whilst it 
was logical to carry out investigations in an effort to rule out various physical causes of his obesity, 
his weight continued to increase alarmingly. The SAR Panel has been advised that it is considered 
appropriate clinical practice to carry out investigations in order to rule out physical causes of Adult 
Q’s obesity prior to a referral to weight management services, although it is interesting to note that 
obesity in Adult Q’s childhood was initially investigated as a mental health issue. However, there 
must have been a strong likelihood that Adult Q’s weight gain as an adult was linked to his calorific 
intake, given concerns that he was binge eating in secret (Paragraph 4.22) and that his eating was 
abnormal (Paragraph 4.31). Additionally, insufficient attention may have been given to Adult Q’s 
lived experience in working through the logical series of investigations. Adult Q’s weight continued 
to increase and the life circumstances which were contributing to his weight gain were not 
improving and the impact of his weight gain on other aspects of his life such as asthma does not 
appear to have been considered. As this SAR report was being finalised NHS England announced 
that they were opening 15 specialist clinics for severely obese children (5). The clinics will provide 
children with specialised treatment and tailored care plans developed with their families, which 
could include diet plans, mental health treatment and coaching. 

6.44 Although there was no confirmed learning disability diagnosis for Adult Q it is worthy of 
mention that the prevalence of obesity is higher for those living with learning disabilities than the 
general population. 31% of men and 45% of women with a learning disability have obesity 
compared to 24% of men and 27% of women without a learning disability (6). Obesity is twice as 
common in people aged 18-35 with learning disabilities (7). 

6.45 The disease or condition leading directly to Adult Q’s death was determined to be ‘acute 
asthma’ and ‘severe obesity’ was recorded as a significant condition contributing to death.  Adult 
Q’s asthma was monitored regularly by his GP practice and his final asthma review took place on 
2nd January 2019, during which he reported that his symptoms had improved and that, as a result. 
he had stopped taking, or begun taking less of his prescribed asthma medications. He was advised 
to continue to take his medication (Paragraph 4.49). However, Asthma UK advise that for both 
adults and children, asthma is harder to control if overweight or obese, asthma symptoms and 
asthma attacks are more likely and if an attack takes place it could be more severe (8). Studies 
suggest that overweight and obese children have a higher chance of developing asthma (9), obese 
people with asthma are less likely to improve with standard prescribed medications (10), excess 
weight around the chest and abdomen may constrict the lungs and make it harder to breath (11). 
It is not known whether weight loss was part of Adult Q’s asthma treatment plan, although it is 
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accepted that his GP practice was well aware of the investigations being carried out into the causes 
of Adult Q’s obesity.  

6.46 In their contribution to this review, Adult Q’s former foster carers  said that when he first came 
to them as a ten year old he had an inhaler for asthma but once they had supported him to lose 
weight he didn’t need his inhaler again during the years he was in their care. They feel that his 
substantial weight gain after leaving their care was a key factor in Adult Q beginning to suffer with 
asthma again and drew attention to the first phone call they received from him around a year after 
he left their care when he sounded unusually breathless (Paragraph 5.27). 

6.47 It is also worthy of note that asthma is a long-term condition that requires patient education, 
support and close monitoring. It is important that individuals are empowered and educated about 
their asthma and supported to self-manage as appropriate. Self-management is a goal that is 
recommended as an established and effective approach. However, this can be challenging for many 
individuals, including those with learning disabilities. It is unclear whether Adult Q experienced any 
challenges in self-managing his asthma given his learning difficulty.  

6.48 The SAR Panel has been assured that health professionals involved in the care and treatment 
of Adult Q would have considered the impact of his obesity on his asthma and vice versa. However, 
it is recommended that when the learning from this review is disseminated the links between 
obesity and other health conditions such as asthma are highlighted to all professional disciplines. 

 

Recommendation 7 

That when Blackpool Safeguarding Adults Board and Trafford Strategic Safeguarding Partnership 
disseminate the learning from this review, the opportunity is taken to highlight the links between 
obesity and other health conditions such as asthma to all relevant professional disciplines.  

6.49 Concerns about the lack of guidance and support on healthy eating and self-care provided 
to Adult Q by his parents were raised in supervision by his Trafford PA (Paragraph 4.40) but it is 
unclear what action was taken to address the issue. His parents had requested more information 
about Adult Q’s health needs but Trafford Council has advised this review that the Aftercare Team 
did not share medical information about Adult Q which may have helped his father and step-
mother better understand his presenting behaviour and support him more effectively. Whilst the 
reasons for his compulsive eating were not understood and potential physical causes continued to 
be explored during the period he lived in Blackpool, Trafford Council held substantial medical 
information about Adult Q as a former looked after child, including the annual medical reviews to 
which he was entitled and the referrals to CAMHS and paediatrics in respect of his weight. Adult 
Q’s father and step mother were not involved in his life during the period he was a looked after 
child and there is no indication that they attended Cared for Children meetings in respect of Adult 
Q. Additionally, Trafford Aftercare could have considered facilitating a meeting between Adult Q’s 
father and stepmother and his former foster carers who for most for most of Adult Q’s placement 
had managed his compulsive eating with a good degree of success.  
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How effectively did agencies respond when Adult Q’s relationship with his father and step-mother 
began to break down which placed him at risk of homelessness? Were concerns escalated 
appropriately? 

6.50 The risk that Adult Q’s relationship with his father and step-mother could break down was 
recognised by Trafford Aftercare team which decided to support him to register with the local 
housing service in Blackpool within a short time of his move there (Paragraph 4.20). However, whilst 
Adult Q had been registered with social housing in Trafford, there is no indication that registration 
with Blackpool Housing was actioned at that time.  

6.51 Adult Q’s risk of becoming homelessness was identified through the Blackpool Adult Learning 
Disability team assessment (Paragraph 4.45). This risk began to fully materialise from 3rd December 
2018 when Adult Q’s father contacted his son’s Trafford PA to advise that Adult Q would have to 
leave the family home (Paragraph 4.43). It is unclear what contingency planning took place at this 
point. 

6.52 On 11th February 2019 Adult Q’s father gave Trafford Aftercare Team a further ultimatum 
(Paragraph 4.57) but agreed to ‘put up’ with the current situation whilst alternative accommodation 
was sought for Adult Q. The focus on sourcing alternative accommodation for Adult Q may have 
distracted professional attention away from the plans to address the range of his needs other than 
potential homelessness. It is also assumed that Adult Q’s father and stepmother must have begun 
planning their move from Blackpool to Bolton well before they informed Trafford Aftercare Team 
on 12th March 2019 (Paragraph 4.62). It seems they may have ‘given up’ on Adult Q by this time. 

 

When adult safeguarding concerns arose, how effectively were they addressed? 

6.53 No safeguarding referral was made or apparently considered in respect of Adult Q.  

6.54 Adult Q disclosed that his female foster carer hit him at the time he was moving out of the 
home he had shared with his foster carers for the previous seven years (Paragraph 4.12) but he later 
retracted this disclosure and the matter appears to have been taken no further. 

6.55 By the time of his assessment by Blackpool Adult Learning Disability team there were 
indications of self-neglect. Self-neglect may be defined as: 

• lack of self-care – neglect of personal hygiene, nutrition, hydration and health; and/or  
• lack of care of one's environment – squalor and hoarding; and/or 
• refusal of services that would mitigate risk of harm to safety and well-being (12) 

6.56 In Adult Q’s case he was neglecting his personal hygiene and was incontinent of urine, and 
by January 2019 had begun soiling (Paragraph 4.49). His stepmother later reported that he was 
refusing to use his continence pads (Paragraph 4.58). A safeguarding referral could have been 
considered at this time although Blackpool Adult Learning Disability service referred Adult Q to 
Blackpool’s Young People’s Service, which was an appropriate service, but only for addressing some 
of his needs. Had a safeguarding referral been made and had the criteria for conducting a Section 
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42 Safeguarding Enquiry been considered to have been met, the Safeguarding Enquiry process 
would likely have introduced a multi-agency approach to the oversight of Adult Q’s case.  
6.57 Looking back at the case it is clear that Adult Q had complex needs which were much more 
complex than they appeared. Although Adult Q’s case was particularly challenging, it is assumed 
that it is far from unusual for Trafford Aftercare Team PAs  
to find themselves supporting care leavers with quite complex needs. Trafford Council has advised 
this SAR that all Aftercare workers are supervised by managers who are qualified social workers 
using the Trafford Supervision Framework, adding that a supervision thematic audit was undertaken 
during 2021 to consider the quality of supervision across the service. In addition to this four audits 
take place each month by service leads which includes an evaluation of the quality of management 
oversight including supervision.  
6.58 However, Trafford Strategic Safeguarding Partnership may wish to seek assurance that 
safeguarding supervision is available to Aftercare team professionals managing complex cases. 
 
Recommendation 8 
That Trafford Strategic Safeguarding Partnership seeks assurance that safeguarding supervision is 
available to Aftercare team professionals managing complex cases. 
 
6.59 Given the complexity of the case, escalation could have begun before 21st February 2019 
(Paragraph 4.59) and it is questioned whether the intervention of senior management in Trafford 
was entirely effective. The advice that a Care Act assessment and a mental capacity assessment 
should be arranged was appropriate advice but by this stage it had become necessary to support 
Adult Q PA to arrange a multi-agency strategy discussion involving Trafford and Blackpool. 

 

How effective was multi-agency working and information sharing in this case? 

6.60 Multi-agency working between Trafford Aftercare team and Blackpool Young People’s Service 
began in December 2018 (Paragraph 4.47). A joint visit took place the following month (Paragraph 
4.49) which was good practice. From this visit each service developed plans which appeared 
complementary. However, there appeared to be some confusion between Trafford Aftercare team 
and Blackpool Young People’s Service over where responsibility lay for supporting Adult Q to find 
suitable alternative accommodation after his parents advised agencies that they were moving away 
from Blackpool without Adult Q (Paragraph 4.65).  

 

Mental Capacity 

6.61 Shortly before Adult Q’s death, Trafford CCG suggested that his capacity should be assessed 
in respect of dietary intake, physical health intervention including hormone medication and 
accommodation and support (Paragraph 4.61) but there is no indication that this was actioned. 
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6.62 Professionals had not previously questioned Adult Q’s capacity. At the practitioner learning 
event, the consensus view was that there was insufficient evidence to question Adult Q’s capacity. 
It was felt that he had proved himself capable of making decisions in respect of his diet and his 
self-care when living with his foster carers. However, it was felt that once he left this regime, he may 
have lacked motivation to care for himself, and this may have become physically more burdensome 
for him as his weight affected his mobility and he may have become depressed.  

6.63 It is also felt that agencies in contact with Adult Q could have taken a more nuanced approach 
to considering Adult Q’s degree of maturity. The aforementioned Research in Practice briefing (13) 
emphasises the need to such a nuanced approach given the transitional nature of maturation after 
the age of 18, which should take account of a young adults’ individual experiences and 
circumstances in understanding how their rights are protected and understanding their capacity to 
take particular decisions.  

6.64 The SAR Panel took the view that there was reason to doubt Adult Q’s ‘executive capacity’ in 
that whilst he appeared to have understood that his compulsive eating resulted in weight gain 
which could have serious consequences  for his health – as robustly explained to him by his Trafford 
social worker (Paragraph 5.13) – his ability to act on his understanding of the risk to his health in 
his daily life by applying information at the time when he needed to make decisions was open to 
question. However, other factors may have affected his decisions to eat such as depression and 
whatever need his compulsive eating may have satisfied.     

 

Did the principles of Making Safeguarding Personal inform the care and support offered to Adult 
Q? 

6.65 The ethos of Making Safeguarding Personal is that rather than affording priority to following 
a prescribed and rather bureaucratic system, safeguarding should take into account the individual 
choices and requirements of everyone involved. The phrase ‘Nothing about me without me’ is often 
invoked to capture this philosophy. Following a Making Safeguarding Personal approach means 
that the outcomes are defined by the person at the centre of the safeguarding process. As Lord 
Justice Mundy put it “What good is it making someone safer if it merely makes them miserable?” 
(14). 

6.66 After moving to Blackpool, Adult Q did not attend any of the Pathway Plan review meetings. 
However, from June 2018 he began contributing to Trafford’s Leaving Care Forum which involved 
regularly travelling from Blackpool to Trafford  (Paragraph 4.28). A more personalised approach 
could have included consideration of arranging his Pathway Plan reviews to coincide with his 
journeys to Trafford for the Leaving Care Forum or holding the Pathway Plan reviews in Blackpool.  

 

Were practitioners able to gain insights into Adult Q’s lived experience? 

6.67 The ‘lived experience’ is what a person sees, hears, thinks and experiences on a daily basis 
which impacts on their lives. Practitioners need to actively hear what the person has to 
communicate, observe what they do in different contexts, hear what family members, significant 
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people and professionals have said about the person, and think about history and context. 
Ultimately practitioners need to put themselves in that person’s shoes and think ‘what is life like for 
this person right now?’  

6.68 Sadly, practitioners were unable to gain sufficient insight into Adult Q’s lived experience. 
When reviewing the records of Adult Q’s contact with agencies, it is invariably the views of his father 
and step-mother which were documented by professionals. Letters about Adult Q were sometimes 
addressed to his father (Paragraph 4.29). Adult Q presentation was often seen from his parent’s 
perspective, for example his GP documented that his double incontinence made him ‘unbearable 
to live with’ (Paragraph 4.52).  

6.69 As previously stated, a professional who knew Adult Q well, described him as presenting as a 
very happy and optimistic young man, a presentation which, on reflection, he felt that professionals 
may not have looked behind (Paragraph 6.26). 

6.70 Adult Q stepmother said that he had appeared ‘slightly anxious’ when told about his parent’s 
plans to move away from Blackpool without him (Paragraph 4.62). This seems likely to have been 
an understatement. The days prior to his death seem likely to have been an extremely worrying 
time for Adult Q whose health and wellbeing had deteriorated significantly, compounded by 
rejection by his family and a very uncertain future. 

6.71 Overall, Adult Q’s wishes and feelings were not prominent in agency records at the time of 
the series of upheavals and transitions which took place in the year he turned 18. Nor were they 
prominent at the time of other key events such as the breakdown of his relationship with his father 
and stepmother in the months prior to his death. Adult Q’s foster carers stressed the need for time 
and patience to really understand his needs (Paragraph 5.3). It is therefore recommended that both 
Blackpool Safeguarding Adults Board and Trafford Strategic Safeguarding Partnership seek 
assurance that relevant professionals are aware of the need to both ascertain and document the 
wishes and feelings of all service users, particularly when they are making, or contributing to the 
making of, key decisions about their lives. 

6.72 Trafford Council has advised this review that understanding the lived experience and wishes 
and feeling of their young people must be the foundation of their work. They went on to say that 
their improvement plan includes an ambition to strengthen this practice. Trafford Council added 
that their quality assurance work evaluates the quality of their understanding of young people’s 
lived experienced through monthly audits and the learning from these informs individual and 
service wide plans for development.  

 

Recommendation 9 

That Blackpool Safeguarding Adults Board and Trafford Strategic Safeguarding Partnership seek 
assurance that relevant professionals are aware of the need to both ascertain and document the 
wishes and feelings of all service users, particularly when they are making, or contributing to the 
making of, key decisions about their lives. 
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How effectively did Trafford Council discharge its responsibilities to support Adult Q under the 
Children (Leaving Care) Act 2000? What do we learn from this case about the challenges of 
discharging these responsibilities when the care leaver moves to a different local authority area? 

6.73 Trafford Council currently sets out a comprehensive Local Care Leavers Offer (15). Not all 
elements of the offer would have been in place between 2017 and 2019 but it is relevant to assess 
the support Adult Q received against the current offer in order to inform learning which is relevant 
to the present day. The elements of the Offer of most relevance to Adult Q are summarised below:  

• ‘It is the Local Authority’s legal duty to support young people making the transition from care 
to adulthood…and make sure care leavers know what services are available to them’. The 
management of Adult Q’s transition to adulthood is addressed in paragraphs 6.2 to 6.5. 

• ‘PA until age 21. Allocated at 16. PA to help transition and with moving on to independence 
including training and employment opportunities, developing independence skills, finding 
somewhere suitable to live, managing finances and claiming benefits’. Adult Q was diligently 
supported by his PA although support to develop independence skills is not particularly evident 
in this case (Paragraphs 6.8 to 6.11) although the case gradually became crisis-led. 

• ‘Pathway Plan - an individual plan about needs, views and future goals and how Trafford Council 
can help the young person to move on to adult life. At 16 the Pathway Plan replaces the Care 
Plan. Review at least every 6 months’. Adult Q had a Pathway Plan although the quality of the 
plan attracted criticism when it was shared with Blackpool services (Paragraph 4.38) and the 
extent to which the Plan was owned by Adult Q is questioned as he did not attend Pathway 
Plan reviews following his move to Blackpool.  

• ‘Aftercare Team will consider what extra support the young person may need e.g. if they have 
a disability. PA will assess any additional support needs’. Adult Q’s needs were complex. The 
difference of view between Trafford Aftercare Team and Trafford Adult Learning Disability team 
over the level of Adult Q’s needs was not resolved and no assessment of his care and support 
needs was carried out in Trafford or Blackpool. There were substantial efforts to assess Adult 
Q’s needs in Blackpool, in particular to try and understand his obesity but these assessments 
did not involve Trafford Aftercare team.   

• ‘Support to find a home within Trafford. If the care leaver has left the area and wishes to return, 
Trafford Council will try and help the care leaver do this. Trafford Council may work with them 
to find a place to live outside Trafford’. When Adult Q was at risk of homelessness in Blackpool, 
Trafford Aftercare team sourced emergency accommodation for him.  

• ‘Staying Put – option to remain there until ready to move on or reach 21. Carer will help the 
care leaver to develop skills useful when you move to independent living’. The original plan was 
for Adult Q to ‘Stay Put’ with his long term foster carers. 

• ‘Supported Housing or semi-independent living (16 plus) which includes Greenbank where a 
key worker will work with the care leaver to agree a plan which sets out what support they needs 
to work towards having their own independence. Emergency bed at Greenbank x 2 for up to 7 
days’. Adult Q was not considered ready for supported housing or semi-independent living by 
Trafford Aftercare team. 
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• ‘Acknowledges that once the care leaver has turned 18 they may decide to live with their birth 
family. If the care leaver lives back at home with their family, this can affect how long the care 
leaver gets a leaving care service support for. Trafford Council will offer a family group 
conference to ensure that the care leaver gets the support they need to achieve this 
successfully’. No family group conference appears to have been considered in respect of Adult 
Q.  

• ‘EET, Further Education 16-19, 19 plus, Higher education 18-25’. Adult Q’s move to live with his 
father and stepmother terminated his post 16 education and a range of extra-curricular 
activities, some of which were associated with his school in Bolton.  

• ‘Health Passport when care leaver turns 18 which is a summary of their health information’. 
There is no indication that a Health Passport or Summary of Health was shared with Adult Q’s 
GP practices in Blackpool. It appears to be the responsibility of the care leaver to share this 
Summary of Health.  

• ‘Talkshop – specialist advice and information for 13-25 year olds – support with issues such as 
family breakdown and depression. Plus online counselling kooth.com’. The review has received 
no indication that Adult Q was referred or signposted to these services although once he had 
moved to Blackpool, it is assumed that he would no longer have been eligible for Talkshop. 

• ‘Relationships - including helping maintain or regain contact with people special to the care 
leaver such as former foster carers’. There is no indication that Adult Q was supported to 
maintain his relationship with his former foster carers. 

• ‘Finances – support to manage the care leaver’s money. Help to claim benefits’. Adult Q’s PA 
provided advice on benefits. 

• ‘Emergency Assistance’ The response to Adult Q’s risk of homelessness is addressed in 
paragraphs 6.50 to 6.52. 

 

How effective were agencies in engaging with Adult Q and his family? 

How effectively did agencies in Blackpool support Adult Q?  

 

6.74 These two terms of reference questions have largely been addressed elsewhere in the report. 

 

Good practice 

• Full examination and screening by first GP on first visit to the GP practice and referral for 
secondary care made immediately (Paragraph 4.19). 

• Varied voluntary work opportunities sought and secured in Blackpool that took account of Adult 
Q’s interests. 

• The joint visit by Blackpool Young People’s Service (YPS) and the Trafford Aftercare PA on 9th 
January 2019 (Paragraph 4.50).  

• Adult Q’s Trafford Aftercare PA diligently maintained contact with him and his father and step-
mother.  
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• The Blackpool Young People’s Service workers efforts to refer Adult Q to for counselling and to 
link up with Blackpool FC. 

• The relationship between Adult Q’s foster carers and his stepmother during the latter period of 
his time in Blackpool. 

7. Recommendations 
Recommendation 1:  
That Trafford Strategic Safeguarding Partnership requests Trafford Council to develop a ‘returning 
home procedure’ which should include a risk assessment and also consider the support needs of 
the birth family to whom the care leaver is returning. The ‘returning home procedure’ should also 
inform the young person’s Pathway Plan. 
Recommendation 2:  
That Trafford Strategic Safeguarding Partnership obtains assurance in respect of the effectiveness 
of the new arrangements for ensuring that multi-agency risk management meetings and plans are 
put in place when a care experienced young person moves to another local authority area. 
 Recommendation 3:  

That Trafford Strategic Safeguarding Partnership obtains assurance in respect of the effectiveness 
of the Trafford Aftercare Team system for identifying and prioritising support for care leavers who 
require more leaving care support.  
Recommendation 4:  
That Trafford Strategic Safeguarding Adults Board seeks assurance in that appropriate joint 
working between Children’s and Adult Social Care takes place in transition cases, including 
consideration of a Care Act assessment. 
Recommendation 5:  
That Blackpool Safeguarding Adults Board seeks assurance that Care Act assessments are being 
completed for all people referred in to Blackpool Adult Social Care including Blackpool Adult 
Learning Disability Team and that the resource issues which have arisen since this policy was 
introduced are being addressed.  

Recommendation 6:  
That Blackpool Safeguarding Adults Board obtains assurance that there is professional awareness 
across the health economy of the pathway to be followed when a ‘Nearest Relative’ request is 
received.  

Recommendation 7:  
That when Blackpool Safeguarding Adults Board and Trafford Strategic Safeguarding Partnership 
disseminate the learning from this review, the opportunity is taken to highlight the links between 
obesity and other health conditions such as asthma to all relevant professional disciplines.  

Recommendation 8:  
That Trafford Strategic Safeguarding Partnership seeks assurance that safeguarding supervision is 
available to Aftercare team professionals managing complex  
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Recommendation 9: 
That Blackpool Safeguarding Adults Board and Trafford Strategic Safeguarding Partnership seek 
assurance that relevant professionals are aware of the need to both ascertain and document the 
wishes and feelings of all service users, particularly when they are making, or contributing to the 
making of, key decisions about their lives. 
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9. Appendix A – Process by which the SAR was conducted 
9.1 It was decided to adopt a systems approach to conducting this SAR. The systems approach 
helps identify which factors in the work environment support good practice, and which create 
unsafe conditions in which unsatisfactory safeguarding practice is more likely. This approach 
supports an analysis that goes beyond identifying what happened to explain why it did so – 
recognising that actions or decisions will usually have seemed sensible at the time they were taken. 
It is a collaborative approach to case reviews in that those directly involved in the case are centrally 
and actively involved in the analysis and development of recommendations. 

9.2 Membership of the SAR Panel: 

Chair Sonia Turner  Assistant Director, HM Prison & 
Probation Service (North West) 

Deputy Designated Nurse Adults Blackpool, Fylde & Wyre Clinical 
Commissioning Group (CCG). 

Acting Deputy Head of Safeguarding and 
Named Professional for Safeguarding Adults 

Blackpool Teaching Hospitals NHS Foundation 
Trust 

Deputy Head Adult Social Care  Blackpool Council 

Team Manager, Blackpool Young People 
Service 

Blackpool Council 

Review Officer Lancashire Constabulary 

Child Service Lead  Trafford Council 

Seconded Team Leader, After Care Trafford Council 

Transitions Worker, Children in Care Trafford Council 

Interim Business Manager Trafford Strategic Safeguarding Partnership 

Independent Reviewer David Mellor   

Business Development Manager Blackpool Safeguarding Adult Board (BSAB) 

Business Support Officer Children's Safeguarding Assurance Partnership 
& Safeguarding Adult Boards 
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9.3 Chronologies which described and analysed relevant contacts with Adult Q were completed 
by the following agencies: 

• Blackpool Teaching Hospital NHS Foundation Trust 

• Blackpool Adult Social Care 

• Blackpool NHS Clinical Commissioning Group 

• Blackpool Young People’s Service 

• Lancashire Constabulary  

• Lancashire Teaching Hospitals NHS Foundation Trust 

• St Mary’s Hospital NHS Foundation Trust 

• Trafford Aftercare Service 

The chronologies were analysed and issues were identified to explore with practitioners at a 
learning event facilitated by the lead reviewer. 

Adult Q’s father sadly died during 2021. Adult Q’s stepmother initially indicated that she wished to 
contribute to the review but has not done so. His former foster carers contributed to the review. As 
a result of Covid-19 restrictions, the foster carers met with the independent reviewer via video 
conferencing. The foster carers were also provided with an opportunity to read and comment on a 
late draft of the SAR report. 

The lead reviewer then developed a draft report which reflected the chronologies, the contributions 
of practitioners and the contributions of Adult Q’s foster carers. 

The report was further developed into a final version and presented to Blackpool Safeguarding 
Adults Board. 

 

 
 
 


