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Preface

I would like to begin this report by expressing my sincere sympathies, and that of the panel, to
the family and friends of Adult A. She is remembered by her family as a loving and caring
mother and she continues to be missed by all that knew her. I am sorry for their loss and hope
that in some way this report provides an insight to her life and a voice to Adult A’s story.
I would also like to thank Adult A’s family for their contribution. Without their input, it would
have been difficult to have had a full appreciation of Adult A’s life, her love for her children and
the relationship that she had with her husband.
I would like to thank the panel and those that provided chronologies and Individual
Management Reviews for their time and cooperation.
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1.0 Introduction

1.1

This is the report of a Domestic Homicide Review (DHR) undertaken by Plymouth
Community Safety Partnership (Safer Plymouth) and examines agency responses
and support given to Adult A, prior to the point of her death on the 9th October 2016.

1.2

The key purpose for undertaking a DHR is to enable lessons to be learned from
homicides where a person is killed as a result of domestic abuse. In order for these
lessons to be learned as widely and thoroughly as possible, professionals need to
be able to understand fully what happened in each homicide, and most importantly,
what needs to change in order to reduce the risk of such tragedies happening in the
future.

1.3

This report will consider the contact and involvement that agencies had with Adult
A between the dates of 1st January 1996 and 9th October 2016. The reason for
choosing these dates is that they provide an invaluable insight into Adult A’s life, her
exposure to Domestic Abuse Services, and the issues that may have affected her
up until the time of her death.

1.4

In addition to agency involvement this review has also sought to examine the past
to identify any relevant background or trail of abuse before the homicide, whether
support was accessed within the community and whether there were any barriers to
accessing support. In order to do this, the scope of the review was extended to look
into Adult A‘s past including part of her childhood. By taking a holistic approach the
review seeks to identify appropriate solutions to make the future safer and
summarises the circumstances that led to the review being undertaken in this case.

1.5

Every effort has been made to conduct this review process with an open mindset
and to avoid hindsight bias. Those leading the review have sought the views of
family members, friends and neighbours and have made every attempt to manage
the process with compassion and sensitivity.

2.0 Summary

2.1

Adult A had been living in Plymouth with her husband, who was aged fifty-three and
the two of them had been together since 2011. Living with them at the time of Adult
A’s death were her three children who were from a previous relationship. At the time
of her death Adult A was aged thirty-seven. The couple had lived in the house for
approximately two and a half years.

2.2

On Saturday 8th October 2016 Adult A and her husband had gone into Plymouth
together for a night out. The two of them had visited several pubs and clubs. Both
had been drinking alcohol throughout the night and at the end of the evening the
two of them had argued, allegedly after Adult A had been seen by her husband
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speaking to another male. Adult B had then left the pub and made his way home
followed later that same evening by Adult A. Adult A had taken a taxi home and was
heard by the driver to be crying in the back of his car. During the subsequent court
case it was stated that she had also mumbled ‘He is going to kill me’. On returning
home Adult B was not there so Adult A went to visit some neighbours. On returning
to her home address later that same night both Adult A and Adult B had continued
to argue. Adult A called the Police but then hung up. The police control room staff
then rang back and Adult B answered. He sounded calm but Adult A could be heard
shouting in the background. An Independent Office for Police Conduct (IOPC)
investigation later identified that Adult A had been shouting her address.
2.3

At 01.35hrs on Sunday 9th October 2016, Adult B called the Police and stated that
he had killed his wife. On attending the address officers found Adult A in an upstairs
bedroom suffering from severe injuries. These injuries had been inflicted using a
knife. Adult A was taken to a Plymouth hospital where she was subsequently
pronounced dead.

2.4

Adult B was arrested at the home address and following interview was charged with
murder. On the 10th October 2016 Adult B appeared before Plymouth Magistrates
Court where he was remanded in custody. He subsequently appeared before
Plymouth Crown Court where he eventually entered a guilty plea. On the 19th
January 2017, Adult B was sentenced to life imprisonment in prison, to serve a
minimum term of fifteen years.

3.0 Timescales
3.1

Plymouth Community Safety Partnership (Safer Plymouth) officially commissioned
this Domestic Homicide Review on the 20th February 2017, in response to the
homicide of Adult A on the 9th October 2016. The delay in commissioning the review
occurred as a result of internal restructuring within Plymouth City Council which
affected the role of Community Connections Technical Lead, and the inability to find
a qualified report writer within that period of time. The review adhered to the
processes detailed in the Home Office Multi Agency Statutory Guidance for the
conduct of Domestic Homicide Reviews (2016).

3.2

The decision to commission a review was taken by the Chair of Safer Plymouth and
this was made within one month of the homicide of Adult A coming to their attention.
The Home Office was informed of this decision on the 24th October 2016.

3.3

This review began on 7th April 20171. The Home Office statutory guidance advises
that where practically possible the Domestic Homicide Review should be completed
within six months of the decision made to proceed with the review. For this reason
an initial timetable was drawn up for agencies to adhere to;
07.04.2017 Letter to all agencies informing them of DHR.

1 Further delays due to internal restructuring within Plymouth City Council.
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04.05.2017 Letter sent to agencies to secure records.
29.06.2017 IMR (Individual Management Reviews) authors to return report with
chronology.
06.07.2017 DHR Panel to meet to quality assure version 1 reports, IMR writers to
be invited to meeting. Overview author and panel to ask questions and
if necessary task IMR writers to research additional information and
make appropriate revisions to reports.
08.09.2017 Final IMR reports to be submitted to panel (these reports must have
been signed off by senior officer within relevant agencies).
15.09.2017 All reports (including integrated chronology) to be submitted to
Independent Author to compile overview report.
30.10.2017 Overview author to send draft overview report to panel.
17.11.2017 Panel to meet with Independent Author to discuss content of overview
report.
11.12.2017 Independent author to make final changes to overview report and
formally submit to Home Office.
18.12.2017 Panel to draw up an action plan to implement recommendations and
monitor progress accordingly.
3.4

The Independent Chair was officially appointed on 31st April 2017 and the first panel
meeting was held on the 4th May 2017. During this meeting, the draft terms of
reference were discussed.

3.5

The family of Adult A were contacted and invited to actively contribute to the review.
Communication with Adult A’s immediate family was facilitated through the use of
the Victim Support Service.

3.6

The Chair met with the family on four occasions. Contact outside of these occasions
was maintained at their request through email.

3.7

Whilst the panel met on four occasions contact was made with panel members on
a regular basis to clarify issues and matters of accuracy about their agencies
involvement with the family.

3.8

The review concluded on 21st February 2018. In this case it had not been possible
to remain within the six-month period due to NHS 2England requiring additional time
to review the recommendations that they had submitted. This request was felt to be
appropriate in order to allow them to reflect on the content of the entire report and
make the recommendations specific and measurable. Safer Plymouth set a strict
time scale to complete this piece of work, which NHS England achieved. The

2 National Health Service
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Community Safety Partnership has been kept updated as to progress throughout
the review.
3.9

A draft overview report was completed after a panel meeting held on the 17th
November 2017, and the family were then contacted and provided with a copy of
the report to enable them to contribute further to its contents. The family were aware
of the need for Health to review and amend their recommendations.

4.0 Confidentiality

4.1

The findings of this review are confidential. The Information obtained as part of the
review process has only been made available to participating officers/professionals,
and their line managers. The family of Adult A were provided with a copy of the
report prior to submission to the Home Office and were also advised about
confidentiality.

4.2

Before the report is published Safer Plymouth will circulate the final version to all
members of the review panel, the chief executives of their agencies, and the family
members. The family were notified of the publication date.

4.3

The content of the overview report has been anonymised to protect the identity of
the victim, perpetrator, relevant family members and all others involved in this
review. The pseudonym/s agreed with the family are as follows;
Family composition and pseudonyms used.








Victim – Adult A.
Perpetrator- Adult B.
Victims parent – Adult C.
Child of victim - Child A1.
Child of victim - Child A2.
Victim’s adult child - Adult D.
Victim’s previous partner - Adult E.

5.0 Methodology

5.1

Domestic Homicide Reviews were established on a statutory basis under section 9
of the Domestic Abuse, Crime and Victims Act (2004). The Act, which came into
force on the 13th April 2011, states that a DHR should be a review ‘of the
circumstances in which the death of a person aged 16 or over has, or appears to
have, resulted from violence, abuse or neglect by:
a. A person to whom he/she was related or with whom he/she was or had been in
an intimate personal relationship or;
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b. A member of the same household as him/herself; held with a view to identifying
the lessons to be learnt from the death’.
5.2

As Adult A and Adult B had been married, Safer Plymouth commissioned a DHR in
accordance with a) above.
The purpose of the review was therefore set to;

5.3
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Establish the facts that led to the death of Adult A and whether there are lessons
to be learnt from the domestic homicide regarding the way in which local
professionals and organisations carried out their responsibilities and duties, and
worked together to safeguard Adult A (victim), Adult B (perpetrator);



Identify clearly what those lessons are, how they will be acted upon, and what
is expected to change as a result;



Apply these lessons to service responses including changes to policies,
procedures and practice of individual agencies, and inter-agency working, with
the aim to better safeguard victims of domestic abuse in Plymouth;



Identify what needs to change in order to reduce the risk of such tragedies
happening in the future and improve single agency and inter-agency responses
to all domestic abuse victims and their children through improved partnership
working;



Identify, on the basis of the evidence available to the review, whether the
homicide was foreseeable and avoidable, with the purpose of creating a joint
strategic action plan to address the gaps and improve policy and procedures in
Plymouth and across the Southwest Peninsula;



Identify from both the circumstances of this case, and the homicide review
process adopted in relation to it, lessons which should inform policies and
procedures in respect to homicide reviews nationally and make this available to
the Home Office.

In addition to the above, the following terms of reference were set by the DHR panel
and there was a requirement that these needed to be addressed in each of the
individual management reviews and the overview report;
1.

To provide an overview report that articulates the victim’s life through her eyes,
her children and those around them including professionals.

2.

Establish the sequence of agency contact with Adult A, the perpetrator and the
members of their household (between the dates of 1st January 1996 and 9th
October 2016) and constructively review the actions of those agencies or
individuals involved.
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3.

Provide an assessment of whether the death of Adult A was an isolated
incident or whether there were any warning signs that would indicate that there
was any previous history of abusive behaviour towards the deceased and
whether this was known to any agencies

4.

Seek to establish whether Adult A or the perpetrator were exposed to domestic
abuse prior to adulthood and the impact that this may have had on the
individuals concerned.

5.

Establish whether family or friends want to participate in the review and meet
the review panel.

6.

Provide an assessment of whether family, friends, neighbours, key workers or
colleagues (including employers) were aware of any abusive or concerning
behaviour from the perpetrator to the victim (or other persons); This assessment
to include details of whether any disclosures were made by Adult A at her place
of work.

7.

Review of any barriers experienced by the victim/family/friends/colleagues in
reporting any abuse or concerns in Plymouth or elsewhere, including whether
they knew how to report domestic abuse.

8.

Assess whether there were opportunities for professionals to enquire or raise
concerns about domestic abuse in the household;

9.

Establish whether improvements in any of the following have led to a different
outcome for Adult A considering:
(a) Communication and information-sharing between services.
(b) Communication within services.
(c) Communication to the general public and non-specialist services in
Plymouth about the role services available to victims and perpetrators of
domestic abuse.

10. Evaluate the effectiveness of training or awareness raising in agencies to
ensure a greater knowledge and understanding of domestic abuse processes
and / or services in the City.
11. Establish whether the work undertaken by services in this case is consistent
with each organisation’s:
(a) Internal policy and professional practices.
(b) Domestic abuse policy, procedures and protocols.
and identify whether these policies and practices are effective to meet the
needs of victims and their families.
12. Establish whether thresholds for intervention were appropriate and whether
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they were applied correctly in this case.
13. Review any previous concerning conduct or a history of abusive behaviour from
the perpetrator and whether this was known to any agencies.
14. Consideration of any equality and diversity issues that appear pertinent to the
Adult A the perpetrator or family members e.g. age, disability, gender
reassignment, marriage and civil partnership, pregnancy and maternity, race,
religion and belief, sex and sexual orientation.
15. To review any other information that is found to be relevant.
16. The Review excludes consideration of how Adult A died or who was culpable.
5.4

The methods for conducting DHR’s are prescribed by the Home Office guidelines 3.
These guidelines state;
‘Reviews should illuminate the past to make the future safer and it follows
therefore that reviews should be professionally curious, find the trail of abuse and
identify which agencies had contact with the victim, perpetrator or family and which
agencies were in contact with each other. From this position, appropriate solutions
can be recommended to help recognise abuse and either signpost victims to
suitable support or design safe interventions’.
The panel chose the time period for the terms of reference to ensure that they met
these criteria. This time period clearly shows the deterioration in Adult A’s health
and her exposure to domestic abuse. The panel hoped that by reviewing this
period of Adult A’s life they would be able to try an identify critical points that
intervention should have taken place and which may have prevented the homicide
from occurring.

5.5

Following the decision to undertake the DHR Safer Plymouth arranged for all
relevant agencies to check their records regarding any interaction that they had with
Adult A and Adult B, and their family.

5.6

Where it was established that there had been contact the Partnership ensured that
all agencies promptly secured all relevant documents, and those who could make
an appropriate contribution were invited to become panel members. Agencies that
were deemed to have relevant contact were then asked to provide an Independent
Management Review (IMR), and a chronology detailing the specific nature of that
contact.

5.7

The aim of the IMR is to look openly and critically at individual and organisational
practice to see whether the case indicates that changes could or should be made to
agency policies and practice. Where changes were required then each IMR also
identified how those changes would be implemented.

3 Multi Agency Statutory Guidance for the Conduct of Domestic Homicide Reviews; Home Office: Dec 2016
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5.8

Each agency’s IMR covered details of their interaction with Adult A, Adult B and the
family, and whether they had followed internal procedures. Where appropriate the
report writers made recommendations from that agencies point of view. Participating
agencies were advised to ensure that actions were taken to address lessons learnt
as early as possible. As part of this process IMR authors, where appropriate,
interviewed the relevant staff from their agencies.

5.9

The findings from the IMR reports were endorsed and quality assured by senior
officers within the respective organisations who commissioned the report and who
are responsible for ensuring that the recommendations within the IMR’s are acted
upon.

5.10

As the review progressed additional IMR’s were requested from other agencies, that
were identified as having contact with Adult A and Adult B or who could offer specific
information about the issues that were identified.

5.11

On request from the Independent Chair some authors provided additional
information to clarify issues raised individually and collectively within the IMR’s.
Contact was made direct with those agencies outside of the formal panel meetings.
This additional information included the lesson plan used to teach professionals in
Plymouth about DASH 4 , recent DHR’s and Safer Plymouth’s ‘Best Practice
Guidance’5.

5.12

In addition to the IMR’s, the Independent Chair received copies of certain
statements made to the Police in order to ensure that the review report was
comprehensive and balanced.

5.13

Open source material was also researched and used by the Independent Chair.

5.14

Additional consideration was given to securing a transcript of the court proceedings.
As a result of the inquiries that were made it was established that in view of Adult B
pleading guilty to the offence for which he was charged there were no transcripts.

5.15

Health services involved as part of the IMR process reviewed their own agencies
records in relation to the contact that they had with Adult B. This research was
undertaken in the public interest as it was felt that the information contained within
them could provide invaluable information with regards to whether there was
significant history or whether there were issues with regard to agency
communication and information sharing.

5.16

The Independent Chair also met Adult A’s family and a friend of the couple.

5.17

In addition Adult B agreed to be seen as part of the review process and was
interviewed in prison. During this interview Adult B was asked about his relationship
with Adult A and provided details of the family environment. He was also asked

4
5

DASH- Domestic Abuse Stalking Harassment and Honour Based Violence Risk Assessment Form (2009).
Safer Plymouth (2016/17) Best Practice Guidance on Identifying and Responding to Domestic Abuse and Honour Based Violence’.
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about his perception of agency support and intervention. The views of Adult B have
been embedded into the content of this report as they assist in providing a balanced
picture of the environment in which he lived. The family of Adult A also wanted Adult
B’s side of the story to be accurately reflected within the review. It should be
emphasised that as far as possible the information provided by Adult B has been
verified through discussions with friends and family.
5.18

The following agencies supplied IMR’s;










Devon and Cornwall Police.
Livewell Southwest.
Plymouth Domestic Abuse Service (PDAS).
NHSE.
Plymouth City Council – Community Connections.
Plymouth Community Homes.
Children and Young Persons and Families Service (CYPS).
Education.
Plymouth Hospital NHS Trust.

5.19

The PDAS representative is a qualified IDVA (Independent Domestic Abuse
Adviser) and has seven years’ experience within the organisation as a service
manager. The panel had considered the impartiality of this individual and it was
verified that they were not directly involved in this case. Due to their experience this
individual was able to provide considerable advice in respect of domestic abuse and
was able to offer advice and challenge to the panel and the Chair. As a consequence
of this level of knowledge, and the fact that there were no specific concerns raised
in respect to that organisation, the panel didn’t feel that further additional
independent advice was required for this case.

5.20

The following agencies reported no contact with the victim, the perpetrator or the
family living at the address concerned;




Plymouth, Cornwall & Isles of Scilly National Probation Service.
Harbour Centre6 .
Hamoaze House7.

At the panel meeting held on the Friday 22nd September 2017, members were asked
to revisit their IMR’s in the light of the information that had been identified in relation
to Adult A. This will be discussed later in this report (para. 16).

6

The Harbour Centre works across the South West of England to initiate and aid the recovery of individuals struggling with
substance abuse.

7

Plymouth based day centre for drug and alcohol rehabilitation supporting people with multiple complex needs.
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6.0 Involvement of family, friends, neighbours and the wider community
6.1

Family members of Adult A and Adult B were invited to contribute to the review and
were each sent or given a leaflet prepared by the Home Office about the DHR
process. Initial contact was made through a letter, and where appropriate contact
was also made through the use of the Victim Support Service. Three people chose
to take up this invitation and were spoken too by the Chair and the Community
Connections Technical Lead. The initial meeting with the family took place on 30th
June 2017.

6.2

During the review the Chair and the Community Connections Technical Lead
maintained an on-going dialogue with the family and also with those supporting
them. Frequency and methods of contact were agreed at the initial meeting.

6.3

In view of the fact that neither Adults A or Adult B were in full time work during the
time covered by the terms of reference no work colleagues were seen as part of this
review.

6.4

During the review process the family had the help of a specialist and expert
advocate from the Victim Support Homicide Service. This homicide caseworker had
been previously working with the family and was present at the initial and the
majority of subsequent meetings.

6.5

The terms of reference were shared with family members to assist with the scope
of the review. They were also provided to the family’s caseworker. All members of
the family were encouraged to review the terms of reference and make changes.
No additional changes were made.

6.6

In line with the Home Office guidelines a letter was sent to the current guardian of
the Adult A’s children who had lived at the address prior to the incident taking place.
The contents of this letter were also reaffirmed through the family being visited by a
victim support worker. The Independent Chair also contacted the guardian via
email, at their request. No further contact took place.

6.7

The eldest child of Adult A, who was an adult living at the address at the time of the
incident, was also contacted by the Independent Chair and ask to take part in the
review. Several methods of contact were tried but this individual failed to respond
to any of the requests that had been made.

6.8

Enquiries made as part of the review identified that the couple had a limited circle
of friends. Contact was made by the Independent Chair with their only close friend
and neighbour who was able to provide invaluable information for use by the review
panel.

6.9

Attempts were made by the Independent Chair to contact one of Adult B’s family
members and also one of his personal friends. Although initial communications took
place with these two individuals they later chose not to take part in the review.
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6.10

Whilst the family of Adult A had initially agreed to meet the review panel on Friday
22nd September 2017 they later declined to do so due to the emotional impact that
this would have on them.

6.11

On the 17th November 2017, the family were given a draft copy of the review report
by their victim support worker. The family were left in private to review the report
and given sufficient time to read it before a further meeting was held with them to
discuss the content.

7.0 Contributors to the Review
7.1

The contributors to the DHR were;












Devon and Cornwall Constabulary - IMR.
Livewell Southwest - IMR.
PDAS - IMR.
Children Young People and Family Services - IMR.
National Health Service England (NHSE) - IMR.
Plymouth City Council – Community Connections - IMR.
Plymouth Community Homes - IMR.
Education - IMR
Plymouth Hospital NHS Trust- IMR.
Plymouth, Cornwall & Isles of Scilly National Probation Service - information.
Family members - Information.

7.2

Independence and impartiality are fundamental principles of delivering domestic
homicide reviews and the impartiality of the Independent Chair and panel members
are essential in delivering a process and report that is legitimate and credible. None
of the panel members knew the individuals involved, had direct involvement in the
case, or had line management responsibility for any of those involved. This was also
confirmed by agencies at the initial panel meeting.

7.3

Livewell Southwest completed an IMR and this covered three health organisations
which were in place during the time scales proposed in the terms of reference.
These three organisations were;
 1996 Plymouth Primary Care Trust.
 2011 Plymouth Community Health Community Interest Company.
 2016 Livewell Southwest.

8.0 The Review Panel Members
8.1

The panel for this Review were made up of the following representatives;
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Leanne O’Reardon – Children’s Services- Independent.
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DCI Steve Davies – Senior Investigating Officer, Major crime Investigation
Team, Devon and Cornwall Police.
DS Phil Hale – Serious Case Review Unit, Devon and Cornwall Police.
DCI Craig McWhinnie – Devon and Cornwall Police.
Gillian Scoble – New Devon CCG -Safeguarding Nurse.
Elizabeth Cox – Integrated Safeguarding Manager for Children and Adults
Livewell Southwest.
Lisa McDonald – PHNT.
Anna Constantinou – PCC Community Connections.
Sarah Pulley- Senior Safeguarding Nurse PHNT.
Rachel Fox – Plymouth Community Homes.
Gary Wallace – Public Health.
Alison O’Neill – Plymouth Hospitals NHS Trust.
Katy Fisher–Plymouth Domestic Abuse Service (PDAS).
Andy Brettle- Plymouth Community Homes.
Dan Monck – Senior Probation Office. Plymouth, Cornwall & Isles of Scilly
National Probation Service.

8.2

The Community Connections Technical Lead for Safer Plymouth was given
delegated authority to make decisions on behalf of Plymouth City Council and
provided the Chair of the Safer Plymouth Board with regular updates setting out
progress of the review against the timescale that was set for it.

8.3

Responsibilities directly relating to the commissioning body, namely any changes to
the terms of reference and the agreement and implementation of an action plan to
take forward the recommendations in this report, are the collective responsibility of
Safer Plymouth.

9.0 Author of the Overview Report.

9.1

Safer Plymouth appointed Paul Northcott as Independent Chair and author of the
overview report on 20th February 2017.

9.2

Paul is a safeguarding consultant specialising in undertaking reviews (critical
incidents, investigations, serious case reviews and safeguarding adult reviews) and
currently delivers training in all aspects of safeguarding, including domestic abuse.
Paul was a serving police officer in the Devon and Cornwall Police and had thirtyone years’ experience. During that time he was the head of Public Protection,
working with partner agencies, including those working to deliver policy and practice
in relation to domestic abuse. He has also previously been the senior investigating
officer for domestic homicides.

9.3

Paul left the Police in February 2017 but had spent the previous seventeen months
working regionally and nationally. During that time he had no involvement with Safer
Plymouth nor the policy and practices of the Devon and Cornwall Police. Paul also
had no operational oversight of the resources that were deployed in this case.

9.4

At regular intervals Safer Plymouth reviewed Paul’s independence. A specific
review took place after the submission of the Police IMR. No issues were identified.
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10.0 Parallel Reviews
10.1

An Independent Office for Police Conduct (IOPC) investigation was conducted in
relation to the initial response by the Police to the calls that were made prior to the
death of Adult A. This report was published in October 2017 (reference
2016/076593). The Police IMR writer liaised with the IOPC throughout the period of
the review and personally briefed the Independent Chair. The Police IMR writer also
reviewed the IOPC final report to ensure that there were no issues identified within
it that could impact on the terms of reference. A redacted copy of the report was
also shared with the Independent Chair.

10.2

The published summary of the IOPC investigation concluded that at 1.26am on 9
October 2016, British Telecom contacted Devon and Cornwall Police to report an
abandoned 999 call. A call handler contacted the number from which the call had
been received and a man answered and said that everything was "fine". Just before
the call was terminated, a female voice, believed to have been the man’s wife [Adult
A], shouted information that has since been identified as her address. However, the
police call handler did not register this incident on police systems or send police
officers to the address. Four minutes later, the man [Adult B] contacted Devon and
Cornwall Police to report that he had killed his wife.

10.3

The Lead Investigator concluded that, in their opinion, there was sufficient evidence
upon which a reasonable tribunal, properly directed, could find misconduct in
respect of the call handler regarding the allegation that they did not create an
incident log for the call or refer the matter to a supervisor. The Investigator was also
of the opinion that the call handler’s performance may be considered unsatisfactory
in respect of their failure to recognise and react to the sound of a distressed voice.
Devon and Cornwall Police reviewed our report and agreed that the call handler had
demonstrated an inability or failure to perform the duties of their role to a satisfactory
standard or level. The Force addressed these individual failings through
performance, which included a six-month action plan and mentoring. The Force also
reviewed its training for call handlers.

10.3

The Panel felt that whilst the issues identified in this report where pertinent to call
handling within the force there would be little gained by replicating its findings within
this report. This had been discussed with Adult A’s family.

10.2

An inquest was opened and adjourned by HM Coroner. The Coroner used the court
case to establish the nature and circumstances of the death. There was no
additional information obtained by this process which could have been used as part
of this review. The inquest was discontinued due to the court case and the next of
kin's wishes not to have an inquest. The Coroners finding was that Adult A was
unlawful killed and this was based on a certified copy of conviction from the Crown
Court.
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11.0 Equality and Diversity.
11.1

The review adheres to the Equality Act 2010 and all nine protected characteristics
i.e. age, disability, gender re- assignment, marriage and civil partnerships,
pregnancy and maternity, race, religion and belief, sex or sexual orientation were
considered by the panel as part of the terms of reference and throughout the review
process.

11.2

Both Adult A and Adult B were white British nationals and heterosexual. Adult A was
aged thirty-seven at the time of her death and Adult B fifty-three.

11.3

Adult A had three children and Adult B had eight children from a previous
relationship.

11.4

Adult B was violent towards his wife on the night of her death and therefore this
does make the incident gender specific. There is however no evidence that would
indicate that Adult A was discriminated against by services or individuals with whom
she came into contact with.

11.5

In its discussions the panel acknowledged that domestic abuse is a crime that is
primarily committed against women8, however the panel also considered whether
public and professional perceptions created a barrier to Adult B reporting abuse or
receiving services. The panel also discussed whether this may have resulted in
indirect discrimination against him on the basis of gender inequality. This factor is
discussed later in the report.

11.6

Adult A was considered to be suffering from ill health due to an operation which had
been unsuccessful. This fact was known widely to her family and friends and the
panel therefore considered questions of vulnerability in this context. Adult A was
receiving Disability Living Allowance and had received the higher rate due to her
mobility issues. Adult A would not have been considered vulnerable according to
organisational criteria based on national guidelines 9 . There has been nothing
identified to suggest that she was discriminated against either directly or indirectly
due to this characteristic.

11.6

The religious and philosophical beliefs of both Adult A and Adult B are not known
but there has been nothing identified as part of this review that would indicate that
such beliefs impacted on their life choices or the services that they received.

8

For every three victims of domestic abuse, two will be female, one will be male. These figures are equivalent of 2.2 million
male victims and 4.3 million female victims. ONS 2015.
9
The Care Act 2014. Definition of vulnerable adult - Vulnerable adult is someone who 'No Secrets' says 'is or may be in need of
community care services by reason of mental or other disability, age or illness; and who is or may be unable to take care of
him- or herself, and or unable to protect him- or herself against significant harm or exploitation'
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11.7

Where this family had contact with services, there is nothing to infer that any of these
factors were relevant in the decision-making or how individuals were treated.

11.8

No barriers to accessing services in relation to inequality were identified.

11.10

The panel found no evidence that Adult A or Adult B were directly discriminated
against by any individual or agency based on the nine protected characteristics.

12.0 Dissemination
12.1

This version of the overview report is for discussion by the review panel.
Circulation is restricted to staff directly involved in the review and the managers
within the following organisations;


Family members



Safer Plymouth



Devon and Cornwall Police



Plymouth City Council- Early Years



Children Young People and Families Services



Devon and Cornwall Probation Trust



Plymouth Domestic Abuse Services



Plymouth Hospitals NHS Trust



Livewell Southwest



Plymouth City Council – Community Connections



NHSE



Plymouth Community Homes



Education

12.2

In accordance with Home Office guidance all agencies and the family of Adult A,
and Adult B are aware that the final overview report will be published. IMR reports
will not be made publicly available. Although key issues have been shared with
specific organisations the overview report will not be disseminated until clearance
has been received from the Home Office Quality Assurance Group.

12.3

The content of the overview report has been suitably anonymised to protect the
identity of the victim, perpetrator, relevant family members and neighbours/friends.
The overview report will be produced in a format that is suitable for publication with
any suggested redactions before publication.
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12.4

The family of Adult A will be provided with the final version of the overview report
prior to publication.

13.0 Background Information (The Facts)
13.1

Adult A lived together with her husband and three children. They lived in a terraced
house on a housing estate in Plymouth and had been resident at the premises for
about two and a half years.

13.2

On Sunday 9th October 2016 Police attended the home address having been called
by Adult B who had stated that he had killed his wife. On attending the address
officers found Adult A in an upstairs bedroom suffering from severe injuries. These
injuries had been inflicted using a knife. Adult A was taken to a Plymouth hospital
where she was subsequently pronounced dead. A post mortem was carried out on
Adult A and the cause of death was recorded as ‘multiple stab wounds’ to the major
organs.

13.3

On the 10th October 2016, Adult B was charged with the murder of Adult A. Adult
B appeared before Plymouth Magistrates Court where he was remanded in
custody. He subsequently appeared before Plymouth Crown Court where he
entered a guilty plea. Adult B did not challenge any aspect of the evidence that
was presented and his guilty plea was based on the full facts. On the 19th January
2017 Adult B was sentenced to a life sentence.

13.4

Adult A and Adult B met in 2011 and were married in July 2014. Adult A had three
children who were aged between twelve and seventeen years at the time of the
incident. These children were from two previous relationships. The children lived
at the home address although none of them were present on the night of the
incident.

13.5

Adult B had previously been married and had eight of children from a previous
relationship none of whom lived with him.

14.0 Chronology
14.1

This chronology starts in 1996 and includes details of incidents that have been
recorded by agencies involving Adult E. The reason for including this history is
that it documents agency interaction with Adult A, and clearly evidences that she
was aware of the support services that were working in Plymouth in relation to
domestic abuse, and that she had shown a willingness to access them.

17.04 1996 Adult A presented to her GP. She had been depressed for a week but was not
suicidal. She had previously seen MH services but she felt that they were not helpful. She
agreed that she would attend the Crisis Centre or mental health (MH) service if things
deteriorated.
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01.10.1996 Adult A spoke to her GP with regard to her mood swings. Records state that
‘she might want to kill herself’. She was given appropriate advice and referred to MH
services. She was prescribed medication.
There were numerous entries re Adult A attending her GP Practice regarding depression
and mood swings as well as other ailments. Advice and support was given and appropriate
medication prescribed.
12.03.1997 Adult A attended her GP practice where records show that she was described
as ‘a rather elusive and difficult character’. Notes indicate that she had episodes ‘of taking
speed’ in 1996/97.
07.04.1997 Adult A referred to a counsellor for depression by her GP.
23.04.1998 Livewell Southwest -Referral made in respect of Adult A to Plymouth Mental
Health Services.
06.06.1998 Police report received in relation to Adult A. Adult A returned to her exboyfriend’s address and an argument had started. The ex-boyfriend was punched with a
clenched fist and bitten on the head by Adult A. Damage was also caused to coffee table
and glass in a picture frame when she picked up the table and threw it.
This is the first recorded incident where Adult A is recorded as an offender.
28.04.2000 Adult A contacted Police to report that whilst at a party she had been punched
in the face by her boyfriend. Both parties were in drink. Adult A had a thick lip and bruising
to her knee. Her child was with her mother. Police attended and the suspect was arrested
and later denied the offence stating that he had been assaulted by Adult A. A withdrawal
statement was later made by Adult A.
Whilst Adult A is initially recorded as the victim her boyfriend later claimed that she had
assaulted him. Alcohol would appear to have been a factor in the assault.
2003 Adult A married Adult E.
24.04.2007 Adult A attended a GP appointment and stated that she was unable to cope
with her children. She was referred for counselling.
18.01.2008 Adult A attended a GP appointment in relation to ongoing pain that she was
experiencing in her abdomen. She stated that she was drinking three to four cans a day
and fifteen cans (the details of which are unknown) at weekends. Advice given and she
was later referred to an in-house therapist.
17.04.2009 - 27.4.2009 Adult A admitted for gallbladder operation.
07.08.2009 Adult A called the Police as Adult E had attended her address and was
banging on her door. A verbal argument had taken place as the couple had decided to
separate two weeks previously. Neither party were described as being in drink or drugs.
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Police attended and words of advice were given to the ex-partner. 121a’s 10 were
completed for the children. A DASH risk assessment was completed which was assessed
as very high-risk due to answers given including fear that she would ’be killed’.
This is the first recorded incident where a DASH form was completed and Adult A was
referred to PDAS. The letter and leaflets that were posted would have provided a
comprehensive list of the domestic abuse services that were available at the time.
21.08.2009 Adult A attended her GP stating that she was suffering from depression. She
stated at that time that she had not found counselling helpful.
13.08.2009 Non-crime domestic Incident log received by PDAS from the Police.
Perpetrator was listed as Adult E. PDAS were unable to contact the client.
PDAS attempted to make contact on four occasions with Adult A but contact was
unsuccessful. As a result, they closed their file in line with their internal policy.
21.08.2009 Initial referral received by Children’s Services from a neighbour who wanted
to remain anonymous. The concerns raised were broadly in relation to neglect and that
Adult A’s new partner was smoking cannabis in front of the children. The referrer also
stated that she was concerned as they had seen a number of men visiting Adult A’s
property. An initial assessment was commenced and allocated to a social worker who
attended the address and spoke to both Adult A, her new partner, and the children. Adult
A disclosed that she had experienced domestic abuse in her previous relationship. The
concerns raised by the referrer were not substantiated and the assessment concluded that
the referral was malicious in nature.
This the first contact made by social care and the home address is visited. During this visit
it is clear that Adult A is willing to discuss the fact that she had experienced domestic
abuse in her previous relationship. This is the first indication to services that cannabis may
be being smoked in the house.
01.09.2009 Adult A contacted Children, Young People and Families Service to advise that
Adult E had attended her home address and tried to attack her. She stated that she had
removed the children from the family home and had taken them out of school for a few
days. She had advised the school and the police. Adult A stated that Adult E had
threatened to report her for allowing the children to miss school. No further advice or action
was taken. The conversation was recorded for information only at this stage.
The only recorded incident involving the Police was on the 07.08.2009 so it is uncertain
whether further incidents had occurred after that date.
07.09.2009 Initial assessment was completed by CYPS.
09.09.2009 Adult A contacted the Police as Adult E had been refused entry to the home
address and he had attempted to hit her. Three children were present. 121a’s were
completed. Adult E had left the address prior to the arrival of the Police and was later

10

121a- Child Incident Form used by Devon and Cornwall Police. This has been superseded by the ViSt.
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spoken too and advice given. A DASH risk assessment was completed (assessed as very
high risk).
The incident was recorded correctly on police systems. Adult A when spoken too as part
of the DASH process identified that there a number of significant risk factors. Again leaflets
and a letter were posted to her which would have informed her of available services.
10.09.2009 Adult A contacted the Police to state that she had received a text from Adult
E which read ‘if I don’t see my daughter tomorrow I will go mental’. Adult A was now seeing
a new partner (Adult B) who was a friend of Adult E. Adult E did not see his daughter and
there were no reported issues. Adult A was advised that this was not a police matter and
it was not deemed to be a domestic incident.
11.09.2009 Domestic abuse referral received by PDAS from the Police regarding a Noncrime domestic incident between Adult A and Adult E.
Contact was attempted by PDAS between 11/09/2009 and 21/09/2009. Despite repeated
attempts Adult A failed to engage with services at which point the file was closed.
14.09.2009 Adult A contacted CYPS to advise that the children had returned to school.
She enquired about the initial assessment.
07.10.2009 Child A1/A2 and Adult D’s cases were closed to CYPS. Adult A encouraged
to access universal services.
20.06.2010 Ex-girlfriend of Adult B attended the home address of Adult B. It was alleged
that the ex-girlfriend had cut up Adult B’s clothing with a knife. She then hit him whilst
holding the knife which injured him. The ex-girlfriend was interviewed and admitted
punching Adult B after he grabbed her by the hair and pulled her downwards. She denied
cutting up his clothes and stated that Adult B had not treated her well. She did not expand
on this. She stated that she had broken off the relationship two weeks previously. She
stated that he had called her telling her that she would’ never get away’ and that he had
made a comment that he would like to sleep with her daughter. A DASH was completed
for Adult B.
This is the first indication of any use of violence by Adult B. There is also an intimation in
the words that were used during the phone call that he could be controlling. Adult B’s
girlfriend however failed to elaborate on this. There are however no documented specifics
given by his ex-girlfriend.
24.01.2011 GP reviewed Adult A regarding depression and use of Oramorph.
04.09.2011 Adult A admitted to Accident and emergency having taken an overdose of
Codeine and alcohol.
This matter was referred to her GP and she attended a consultation on the 12.09.2011.
08.11.2011 Call received by Duty Team (Plymouth Community Homes) from Adult A
stating that she was feeling low at the moment and she felt unstable like she was ‘likely to
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lash out at her family’. She stated that her father had died two weeks earlier and that she
had nursed him. She had seen a doctor on the previous day and medication had been
authorised. Adult A was advised to continue her medication and to contact CRUSE (a
support organisation). Her GP was contacted for follow up that same day.
Between the 19.10.2100 and the 11.11.2011 there were nine occasions where Adult A
had interaction (consultations and telephone calls) with her GP regarding the ill health and
subsequent death of her father. During this time, she received appropriate advice and
referral to a counsellor. From records held it is also clear that there were conflicts with her
family during this time. It cannot be ascertained how this would have impacted on her
relationship with Adult B.
15.11.2011 Adult C contacted out of hours GP services regarding concerns over Adult A’s
mental health which she believed could have been connected with the bereavement of her
father. Adult A was described as having frightening mood swings, threatening suicide and
begging for mental health help. It is also highlighted that she had alcohol and possible
drug abuse issues. Adult C believed that Adult A had blamed her for her parent’s
separation and subsequent divorce. Adult C felt that all of the people that had known her
had tried to help and described Adult B as ‘loving’.
The contact with Adult C was recorded and referred to Adult A’s GP. It is not clear whether
this information was proactively followed up, but a further consultation takes place on the
21.11.11.
17.11.2011 Adult A called the Police repeatedly shouting. There were sounds of disorder
in the background- broken window and records state that there was dog excrement all
over the front door. Adult A’s ex-partner had also attended the address as he believed
that Adult A was in a sexual relationship with Adult B. Two arrests were made and the
suspects cautioned for criminal damage and common assault. A domestic abuse officer
spoke with Adult A and discussed her relationship. They discussed housing options, safety
for children and short-term solutions. Adult A stated that she had been in an emotional and
physical abusive relationship with Adult E for eleven years. During that time, they did
separate for eight months but Adult E had made this so difficult that she went back to him.
Homesafe were notified to change the locks. The case was listed for MARAC (Multi
Agency Risk Assessment Conference). Adult A did not wish the Police to continue with
the prosecution as she did not want to anger Adult E. 121A’s were not completed for the
children as they were not present at the time of the incident.
18.11.2011 Adult A called the Police as she had returned home and found Adult E’s car
on the driveway and she didn’t want to enter the address. The children were with Adult A.
It is recorded that she had stated that ‘he is going to kill me’. Adult A advised to stay out
of the property until police attendance. It was ascertained that Adult E believed that she
was away from the property and he was collecting some belongings. Police remained to
prevent any incident.
21.11.2011 Police create a high risk DV protection log. This is an internal communications
log to highlight the risk at the address.
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The numbers of incidents involving Adult E had increased. The Police identified the
escalation of risk through the appropriate use of the DASH risk assessment. As a result of
this the amount of intervention was increased.
22.11.2011 Adult A had a consultation with her GP following a request by the police.
Records state that she had stated that she had been subjected to abuse and she had tried
to split up from Adult E but was ‘anxious he would kill her’. Adult A stated that she did not
want to see a psychologist and stated that she had the support of the police and ‘women’s
groups’. Adult A stated that she was not drinking. Appropriate advice and treatment was
given.
24.11.2011 Adult A called Police as Adult E was walking a dog in the street in which she
lived. Adult A later decided that she did not want him spoken to. A domestic abuse unit
officer spoke to Adult A and appropriate advice was given.
25.11.2011 Call received by PDAS from Adult A. Adult A advised them that she had been
assessed for a safe room and she stated that she would like a panic button. Advice given
to Adult A and she was asked to speak to an officer from the domestic abuse unit. Contact
numbers for a number of agencies were given to Adult A. Adult A was asked to call back
if she was unsuccessful in contacting the agencies.
Adult A had continued contact with support agencies and had received appropriate advice.
19.12.2011 Notes entered onto the PDAS system to advise that the case would be heard
at MARAC (Multi Agency Risk Assessment Conference) on the 10.01.2012.
20.12.2011 Non-crime domestic log received by PDAS from Devon and Cornwall Police.
20.12.2011 Call made by Adult A to PDAS advising staff that Adult E had not been charged
with assault as there was no evidence. Adult A stated that she had a panic alarm installed
the previous evening and a fire box was due to be fitted. Adult A had a solicitor for divorce
proceedings and at the time she didn’t want to obtain any civil orders such as a nonmolestation order, as she felt that it would anger Adult E. Adult A believed that all was
quiet at the time and wanted things to remain that way. Adult A agreed to an appointment
in the New Year when the children were back at school.
01.01.2012 Associate of Adult A reported to the Police that they had concerns regarding
Adult A following the death of her father as she has text others stating that she had taken
an overdose. Police attended and called an ambulance. Arrangements made for a family
member to look after the children. 121A’S were completed.
10.01.2012 MARAC held.
12.01.2012 Minutes from the MARAC meeting loaded onto the PDAS system.
16.01.2012 Referral received by Children’s Services by the family support worker. The
referral was made by the South West Ambulance Hub who reported that Adult A had taken
an overdose and that there were possible safeguarding concerns. It was shared that Adult
A had taken a previous overdose on the 04.09.2009. Contact was made with the
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safeguarding team at a Plymouth hospital where it was confirmed that Adult A had been
admitted to hospital for an assessment on the 02.01.2012 and that the children were being
cared for by their maternal grandmother. Adult A had subsequently been discharged.
16.01.2012 Contact was made with the children’s’ primary school by CYPS to gather
information about the children. The head teacher confirmed that there were no specific
concerns about the children although they confirmed that the separation between Adult A
and her former partner had been acrimonious and that there were concerns about the
impact on the children.
16.01.2012 CYPS contacted the Educational Welfare Officer (EWO) who confirmed that
Adult A had been discussed at MARAC on the 10.01.2012. Details of Adult A relationship
with Adult E were discussed. It was confirmed that PDAS were going to contact Adult A
and the case was deemed suitable for removal from the MARAC process at that time (this
would have been subject of ongoing review).
16.01.2012 CYPS made contact with PDAS and confirmed that Adult A was due to attend
an assessment appointment that day. The support to that was being given to the family
was discussed and it was agreed that the correct professionals were involved, and that no
further action would be taken by CYPS at that time. This was discussed with the duty
manager.
Proactive communication between the two agencies demonstrates best practice and there
was good managerial oversight.
16.01.2012 Call received by Advice and Assessment from PDAS enquiring who was
working with Adult A. A message was passed to the worker asking them to return the call.
Call returned to Advice and Assessment by PDAS. Advised that Adult A had an
appointment at 11.30 on this day. Advice and Assessment had received a 121a and had
decided to write to Adult A and advise her that she needed to engage with PDAS in relation
to the impact of domestic abuse on the children. They had stated that at that time they had
no concerns for the welfare of the children.
16.01.2012 Adult A did not attend her appointment with PDAS. A PDAS worker attempted
to make contact with her, however her phone was switched off.
16.01.2012 Call made by PDAS to the advice and assessment centre to inform them that
Adult A had not attended her appointment. PDAS worker agreed to call Adult A on the
23/01/2012 to ascertain if she would like another appointment. If Adult A did not engage
then it was agreed to inform the social worker.
19.01.2012 An answerphone machine message was retrieved by PDAS from Adult A who
had stated that she had to cancel her appointment for assessment on the 16.02.2012.
23.01.2012 Call placed to Adult A by PDAS as previously agreed. Adult A’s mobile phone
was turned off.

V19 150119

25

OFFICIAL:SENSITIVE
GSC- Official
01.02.2012 Call made by PDAS to Adult A. Adult A’s phone went to answer machine so
no message was left as the worker was unsure if it was safe to do so.
01.02.2012 PDAS worker called the Social worker for Adult A. Records show that the line
was engaged.
03.02.2012 Contact with Livewell Southwest and GP state that Adult A cancelled her
appointment for an assessment and informed Sentinel11 that she didn’t want any contact
from mental health services at all. The GP stated that he had seen Adult A the previous
week and her mental health had improved. In his opinion, he thought that she would
probably self-present at A&E and stated that whilst there was a desire to help her ‘we
couldn’t force her to see our service’.
07.02.2012 Adult A attended PDAS for an assessment. During the assessment Adult A
stated that she had been in the relationship with Adult E for thirteen years and that they
had married in 2003. She stated that she had left Adult E once before and had entered
into a relationship with a new partner. She stated that Adult E had tried to run her new
partner over. She stated that this incident was reported to the Police but no further action
was taken. Adult A disclosed that in September 2011 she had taken an overdose and she
linked this to some health issues she had along with the abuse and control that she had
sustained by Adult E. In November 2011 (believed to be the 17.11.2011 incident) Adult A
stated that she was out drinking with Adult E and some friends when they had begun to
argue. Adult E had allegedly punched and slapped her after smashing through a window
to get to her. She stated that Adult E had been arrested but no further action had been
taken. Adult A stated that she had then left the relationship. On New Year’s Day Adult A
stated that she had taken an overdose as she felt low and was still receiving verbal abuse
from Adult E. In addition her father had passed away. She further stated that Adult E was
having child contact and that he was using this as an opportunity to harass her, and that
he was making threats via text. During the assessment she disclosed physical and
emotional abuse along with intimidation.
The Police had no records in relation to the incident where it is alleged that Adult E
attempted to run over Adult B
07.02.2012 PDAS make a Freedom Referral.
The Freedom Programme is primarily designed for woman as victims of domestic abuse.
The programme examines the attitudes and beliefs and actions of abusive men and the
responses of victims and survivors.
07.02.2012 Adult A reported to the Police that she had been receiving a lot of texts from
her previous partner regarding the Child Support Agency. No offences were disclosed.
Police spoke to the ex-partner and advice given. 121a’s were completed in relation to her
children.

Sentinel was a community and hospital services referral agency. GP’s contacted Sentinel who then liaised with the patient as
to the best time for an appointment.
11
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08.02.2012 A letter was sent to Adult A by PDAS advising her of her next appointment. In
the letter, the worker reminded her that she had a solicitor’s appointment booked in the
clinic run at PDAS and requested that she called the office to give PDAS an up to date
mobile number. The worker noted that her first appointment was on the 20.02.2012 as due
to the school holidays she is unable to attend before.
20.02.2012 Adult A did not attend her appointment with PDAS. No up to date number was
available so a further letter was sent. Within the letter was a request for Adult A to supply
a contact number.
05.03.2012 PDAS worker sent out a letter to Adult A offering a further appointment on
12.03.2012. Again the letter requested that she provide an up to date contact number.
12.03.2012 Adult A did not attend three appointments therefore the file was sent to a
supervisor to be closed. Records show that Adult A was on the waiting list for Freedom.
22.03.2012 A police Internal information log was created and linked to the address of Adult
A. safe room created at the address.
07.04.2012 The police alarm that was fitted at Adult A’s address was accidently set off.
Adult A asked for it to be removed. The alarm was subsequently removed.
26.04.2012 A Freedom facilitator noted that Adult A did not attend the Programme. There
was no number recorded for Adult A so a call was made to the social worker to update
her.
27.06.2012 Adult A contacted the Police to state that she had received text messages
from Adult E after filing for divorce. The text message was considered threatening. A form
311 issued. The ex-partner was seen and he stated that he had received over one
hundred texts and calls since January 2012. A CAF meeting was attended and Adult A
spoke of positive results since the issue of the Form 311.
Form 311 is a harassment warning issued by the Police to prevent or restrict contact
between two individuals. There was no record of the content of the alleged text messages
that were sent by Adult A.
28.06.2012 Adult A completed an emergency housing need assessment form with
Plymouth Community Homes.
29.06.2012 Self-referral received from Adult A by PDAS.
30.06.2012 Email received by CYPS from Adult A requesting the involvement of a social
worker. Adult A reported that the family were having a very hard time due to being
threatened by Adult E. She stated that she was struggling to cope physically and mentally
and that she was concerned about how these difficulties were impacting on her children,
particularly Child A1.
02.07.2012 Contact was made with Adult A by CYPS who reported that she was
concerned that Child A1 was displaying inappropriate behavior. Child A1 was apparently
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mirroring the behavior that he witnessed Adult E using against Adult A. Adult A was
advised to contact Child A’s school and request an urgent CAF meeting. The CAF
coordinator contacted the parent support adviser at the primary school to inform them of
the advice given and suggested a referral to the Multi Agency Support Team (MAST). This
was completed.
02.07.2012 PDAS made an appointment with Adult A for 09.07.2012.
09.07.2012 Adult A did not attend her appointment with PDAS. A worker called to re-book.
Adult A stated that she would call back when she had her diary.
17.07.2012 CYPS received a 121a notification. Child A2 was reported to have been
present when Adult A received threatening text messages from Adult E on the 26.06.2012.
Information was shared with the family support worker by the Police. Adult A had disclosed
that Adult E had threatened to kill her and had accidently hit Adult D (who was a child at
that time). Adult A was concerned that her ex-partner would kill Adult B. She reported that
she was experiencing depression. This information was not explored further with Adult A.
Given that Adult D would have been a child at the time then this should have been
considered as a potential referral.
17.07.2012 Adult A called PDAS to cancel her appointment. The appointment was
rearranged for the 19.07.2012.
19.07.2012 Adult A attended for her assessment. During the appointment Adult A had
talked about how she had ended her relationship with Adult E in November 2011 after he
had punched, kicked and attempted to strangle her. He was constantly calling and texting
her and when he received the divorce papers he sent her a threatening text. She was
worried that her ex-partner was moving in with his mother who was living only two streets
away from her. A housing report was completed along with a Freedom referral. All actions
were completed so the file was sent for closure.
23.07.2012 PDAS file was closed as an assessment had been completed and all actions
on the support plan had also been completed.
During May and June 2012 Adult A did not attend all of the Freedom sessions that she
was scheduled to attend.
13.08.2012 Adult B added to housing application.
Application had been received by Community Connections for rehousing by Adult A.
Application was successful and both adults moved to the location where the final incident
occurred.
04.09.2012 Health records document Adult A had taken an overdose. No info to suggest
that this was shared with other agencies.
12.09.2012 Intelligence submitted to police systems stating that a CAF meeting had been
attended and it articulated that domestic abuse was no longer an issue since the Form
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311 had been issued. There were concerns recorded that issues may arise once the Child
Support Agency demands were made.
14.02.2014 Tenancy starts with Adult A and Adult B at the address where the final incident
occurred.
23.04.2014 Adult A attended a GP appointment stating that she is ‘struggling to manage
any more’. She stated that she had been with Adult B for three years and that he was
supportive.
28.04.2014 Adult A presented at a pharmacy for morphine, only three days after receiving
her previous script. Advised to stick to her scripts.
It would appear from records that there was an increasing dependency on her prescribed
medication that was being managed by her GP. There is also evidence that Adult A was
however trying to circumvent the system through presenting to different professionals in
order to obtain the drugs that she desired.
20.05.2014 Adult B approached housing advice services and was seen by a customer
services officer. He stated that he had left the marital home on the 19/05 following a
relationship breakdown. Adult B stated that he had been staying at a friend’s sofa surfing
and he could only stay there for a couple of nights. He was advised regarding his tenancy
agreement and about the ‘P.A.T.H 12 referral’ (housing advice and support for single
homeless people and renting support service for people who do not have the funds to
access the private rented sector). Adult B stated that he would return to provide
documentation. He also stated that he may return in a few days for safe sleep referral a
service offered by the Salvation Army as a bed for the night only.
21.05.2014 Plymouth Community Homes was contacted by Adult B regarding the
breakdown of his relationship with Adult A. He was concerned that she would remove his
name from the tenancy. He was advised to seek independent legal advice.
12/13.06.2014 Adult A had a DWP assessment. She was subsequently placed on ESA
(Employment and Support Allowance).
18.06.2014 Adult A had a consultation with her GP during which she stated that her partner
Adult B was now her full time carer.
29.08.2014 GP consultation with Adult A during which she was adamant that she is not
consuming alcohol.
13.04.2015 Adult A attended her GP practice stressed and upset as Adult B was reported
to have left.
14.04.2015 Call to Police. Both Adult A and Adult B involved in a verbal argument when
Adult B found a pregnancy test in a bin. Adult B believed that Adult A had cheated on him.
During the argument Adult A locked Adult B outside in the garden. No offences were

12

Plymouth Access to Housing

V19 150119

29

OFFICIAL:SENSITIVE
GSC- Official
disclosed at the time and records show that words of advice were given although entries
lacked detail. DASH was refused at the time so the incident was graded as medium risk.
Police remained until the male moved out. A 121a was completed although the children
were not present during the incident. Adult A feared a further incident. Information was
shared with Children and Young Person Services.
This is the first recorded verbal argument between Adult A and Adult B. Although the
DASH was refused it was completed by the attending officer and analysis indicates that
when asked if there was a history of violence Adult A states ‘Yes’. When asked if she had
anything further to add she also stated, ’I do not wish to complete this form. Now Adult B
is going I am happy. All I want is the non-crime number so I can get my locks changed’.
14.04.2015 Call to Police by Adult A. She stated that Adult B had attended the address
next door in drink to collect personal property. There had been no contact between the
two but Adult A had contacted the Police as she felt uneasy knowing that adult B was in
the area. Records state that Adult A was scared of Adult B as he was unpredictable when
in drink. Advice was given at the scene to both adults. A DASH was completed and graded
at medium risk. There were several high-risk factors present. A child was present at the
time. They were not spoken to and there was no description of their demeanor.
On this occasion Adult A agreed to complete the DASH. In it she states that she is a repeat
victim, that she is frightened and that Adult B is likely to be violent when drunk. She also
states that he is controlling.
14.04.2015 Adult A contacted Plymouth Community Homes to request a lock change. It
was disclosed that Adult B was violent when under the influence of alcohol and she was
worried about him returning following a domestic incident. Adult A was advised to contact
PDAS. A home visit was arranged for the following day.
Following this information being disclosed Plymouth Community Homes recorded the
details and a case was opened to monitor concerns. This is the first indication that Adult
B could have been violent in the relationship.
15.04.2015 Housing officer from Plymouth Community Homes visited the home address.
Support from PDAS was discussed and Adult A advised that she had contacted them
previously for support. It was confirmed that a lock change had been completed. Further
calls and texts were made to Adult A to offer ongoing support. Adult A did not respond to
these attempts to make contact.
The level of support that was provided to Adult A from PCH was excellent and should be
seen as best practice.
15.04.2015 Adult B presented to Community Connections stating he was rough sleeping.
There were no vacancies at Safesleep that night and he was advised that he needed to
re-present for another Safesleep referral.
20.04.2015 Police log received by PDAS- no perpetrator information received.

V19 150119

30

OFFICIAL:SENSITIVE
GSC- Official
This information related to the incident reported on the 14/04/15. The perpetrator was Adult
B but a change in Police policy meant that his full name was not disclosed.
21.04.2015 PDAS worker spoke with Adult A who was tearful. Adult A stated that she
would like some support. She stated that Adult B was controlling and would not let her do
anything, including housework or seeing friends. Safety advice was given – ‘to include how
to report incidents, personal safety, change of routine, mobile phone charged and on
person at all times, refer to solicitors for legal advice’.
24.04.2015 A rents officer from Plymouth Community Homes attended the address
regarding rent and was advised by Adult A that Adult B had left the property and she had
started a sole claim for benefits.
22.05.2015 PDAS attempted to call Adult A. The line was constantly engaged. As a result
a letter was sent out offering an assessment on the 04.06. 2015.
29.05.2015 Housing officer received contact from Adult B who advised him that he had
been back in the family home for some time and that Adult A had ‘a number of issues’.
04.06.2015 Adult A did not attend her appointment with PDAS. PDAS were unable to
contact Adult A via the telephone. File placed on waiting list for second appointment.
22.06.2015 Lengthy consultation by GP with Adult A during which she stated that she was
back with Adult B.
23.06.2015 Letter sent by PDAS to Adult A offering her an assessment on the 01.07.2015.
01.07.2015 Adult A did not attend PDAS for her assessment. Her file was closed.
This was the last contact that Adult A had with PDAS.
23.07.2015 Housing Officer visited the property and spoke to Adult A, who advised him
that there were no longer any issues.
24.07.2015 A senior housing officer from Plymouth Community homes completed an audit
of the case and it was agreed that the case could be closed as there were no apparent
risks.
21.03.2016 Plymouth Community Homes carried out an unannounced visit to the property.
Adult B refused access advising the time was unsuitable due to illness.
16.07.2016 Police contacted as both Adult A and Adult B had been involved in a verbal
argument. Both adults had been out drinking together. The argument had been about
Adult A wanting to end the marriage. Adult A stated that Adult B was horrible to everyone
and he treated the children poorly. She was upset with herself about this and talked about
suicide stating that she wanted rid of Adult B but stated that she was not strong enough.
She stated that she was scared of Adult B. Adult B is described in the log as possibly
having mental health problems. Adult B was removed from the house to sleep in a car
outside of the house. The keys were kept by Adult A. ViSTs were completed for the
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children. One of the children (not named) stated that they wanted their mother to leave
Adult B. No consent was given to share information so no details were passed to other
agencies. No immediate safeguarding issues were identified. DASH was refused and
graded as medium. There was mention that a crossbow was in the house but this was not
removed.
Although refused the officer recorded that violence had been disclosed by Adult A. This
was not explored further at that time and there would appear to have been insufficient
information provided by Adult A to record this as a crime. There is no information recorded
as to why there was a suggestion that Adult B had mental health difficulties. In the DASH
Adult A states that Adult B doesn’t ‘have any family or friends he can call on. He is going
to sleep in the car overnight’.
17.07.2016 Police contacted by a neighbour of Adult A to report a suspected break into a
shed. It was identified that Adult B was in his own shed and had since gone back into the
home address. The log was unclear if either of the Adults were spoken to.

The incident on the 17/07/2016 reported as a potential break in to the shed at the home
address of Adult A and B is not a domestic incident as per the definition, however it is clear
that the officer attending was aware of the situation at the address and that the couple had
been separated at the previous incident and makes comment that the male appears to be
back in the premises. The officer does not appear to probe this with Adult A and confirm if
she is content or safe. If clarity had been sought with Adult A then the incident could have
been treated as a domestic situation as had been demonstrated by the good practice
during the incident on the 14th of April 2016.
09.10.2016 Date of homicide.

15.0 Overview

15.1

This overview will summarise what information was known to the agencies and
professionals involved about the victim, the perpetrator and their families. It will also
include any other relevant facts or information about the victim and perpetrator.

15.2

In this case there was little agency involvement involving both Adult A and Adult B
over the course of their relationship, and therefore in order to obtain a true picture
of Adult A’s life through her eyes, much of the background information has been
gained from those family and friends who chose to participate in the review.

15.3

Adult A and Adult B lived in a three-bedroomed terraced house in Plymouth. They
had lived at the premise for approximately two and a half years, having signed a
tenancy agreement on the 14th February 2014 with Plymouth Community Homes
(social housing provider). The family of Adult A and a friend describe the house as
tidy and this was also confirmed by her brother who would visit the home address
every two weeks. Professionals who visited the address also describe it as well kept
and clean.
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15.4

Family and friends have described how the couple had a loving relationship and
they cared deeply for each other. Adult B has also described their relationship as
‘loving’. Adult D described in his statement to the Police how the two of them
appeared to be ‘quite different’. The prosecuting barrister presenting at court stated
that their relationship was neither ‘especially happy nor unhappy’.

15.5

The children who lived at the address would appear to have been well cared for,
with both adults playing an active part in their upbringing. Adult B stated that he had
treated the children as his own, and he would often take on the duties that his wife
could not manage.

15.6

In court it was stated that Adult B had a close relationship with Adult A’s daughter,
but not with her two older sons and this was confirmed by Adult D in his statement
to the Police following the death of his mother. Adult B claimed that he found it hard
to deal with Child A1 because of behavioral issues and that he would fall out with
Adult D due to him being untidy in the house.

15.7

The children were not subject to any social services intervention and Education
records show that there were no specific concerns other than with Child A1. In
relation to this child the school and Adult A were concerned that he was exhibiting
behavioral issues which could have been linked to witnessing the alleged incidents
between Adult A and Adult E.

15.8

In 2009 Adult A had an operation at a hospital in Plymouth. The purpose of this
operation was to remove her gall bladder. The operation was unsuccessful and as
a result Adult A suffered from complications and later received compensation for the
failure of the procedure. The procedure would appear to have left her in constant
pain and often bed ridden, although the source of the pain was never diagnosed.
Adult D described how the ‘aftermath of her bodged operations meant that she
would collapse suddenly to the floor due to the pain resulting in ambulances being
called to the house to help her’. He also stated that ‘this had a massive impact on
her; before the operation she was more active and more’ herself’’.

15.9

Adult A would spend a great deal of her time in her bed, due to the pain she suffered.
The extent of her immobility would vary and there were occasions when she was
fully mobile. In one of her assessments for rehousing she described herself as
having ‘no mobility issues’, whilst during her assessment for Disability Living
Allowance she stated that she had almost become immobile. Adult A also had
access to a mobility car but this was mainly driven by Adult B. Adult A would use
the internet and a mobile phone to communicate with her family and the outside
world.

15.10

Adult B would carry out all of the household chores, including doing the washing,
ironing, walking the dog, and he would often cook meals for the family. He also
would regularly take the children to school, as this provided him with an opportunity
to see his own children.

15.11

Within the house life was described as ‘normal’ although a friend and family
members who had visited the address have stated that Adult A would be prone to

V19 150119

33

OFFICIAL:SENSITIVE
GSC- Official
shouting at the children from her bedside. Adult B also confirmed that this was a
regular occurrence. All of those spoken too as part of the review reiterated that Adult
A loved her children.
15.12

According to friends and the family of Adult A the couple would largely keep
themselves to themselves and they did not socialise with their neighbours. Adult A
felt that her neighbours didn’t like her. She had confided in a friend that she hated
the area in which she lived and claimed that no one would speak to her. The couple
also had few visitors to the address.

15.13

Adult A and Adult B had few close friends and rarely went out socially together. A
neighbour and close friend of both of theirs described that to her knowledge the
couple had only gone out socially on three occasions in the two and a half years
that they had lived at the address. A friend of Adult A has stated that there were
periods in Adult A’s life where she chose not to go out of the house at all, and
therefore Adult B would have to do everything for his wife. GP records also indicate
that there were concerns expressed by Adult C that her daughter was becoming
agoraphobic.

15.14

Both Adult A and Adult B had few outside interests, although both would walk the
family dog, when Adult A was able to manage it. Adult D (in his statement) stated
that ‘they did not seem to share any hobbies - they just seemed to spend time
together at home making the best of a bad situation’. Adult A would also like to play
online bingo, and she would appear to have become addicted to it (although she
was never seen by a professional in relation to this addiction). A friend has recalled
how Adult A would constantly call upon Adult B to go to the local shop to get the
voucher required for her to gamble. This meant that she was constantly calling on
him to carry out this task, even if he was out working.

15.15

Although Adult B had a trade and had been working when he met Adult A, both
adults were unemployed at the time when the incident occurred. Adult B was
described at his trial as the full-time carer for Adult A. In their application for
rehousing in 2014 Adult A stated that Adult B cared for her twelve hours a day
including at night.

15.16

Financially Adult A had been assessed by the Department for Work and Pensions
and she was eligible for Employment and Support Allowance. She also received
income support. Adult A also had access to a large sum of money awarded to her
as compensation for a failed operation (paragraph 15.8 refers) and some money
that was left to her as part of her father’s estate. Adult B had no specific income.

15.17

The couple struggled to manage their finances effectively, and this was confirmed
by a close friend. Adult B when asked about this stated that there were frequent
arguments about money between the two. Adult A was described by those that knew
her (friends and family) as being very money orientated. Whilst Adult A choose to
spend some of her compensation money on the house and to benefit her children,
it was also reported by her family and Adult B that she gambled and lost the majority
of it. Both Adult A and Adult B had a joint bank account. Adult A would place small
amounts of money into the account when Adult B needed it. Adult B has stated that
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the money that she would give to him was minimal and this was confirmed by Adult
A’s family. On a regular basis, the two of them would borrow money from a close
friend, although this was always paid back.
15.18

Due to the lack of money available to him Adult B resorted to finding scrap metal to
sell and carried out general maintenance work, the money from which he used for
daily living and to support his own children. A friend has recalled that on one
occasion at Christmas Adult A had brought numerous presents for her own children
but Adult B had no means to buy his own children gifts. In sheer desperation, he
wrapped up items that had been given to him by some neighbours and friends.

15.19

From conversations with Adult C it would appear that Adult A had been exposed to
domestic abuse in her childhood although the full extent of this exposure is not
known.

15.20

Adult A’s teenage years have been described as problematic due to her drinking
alcohol and having casual relationships. Adult A was a strong-minded woman and
as a result she would often come into conflict with her family. On occasions this
meant that she did not have contact with her mother and siblings for long periods of
time. This continued to be a pattern of behaviour that persisted during her adult life
due to the disagreements that she would have would those around her.

15.21

The details of Adult B’s childhood and whether he was exposed to domestic abuse
are not known.

15.22

Adult A had reported that she had been the victim of abuse in the relationship with
Adult E. The first reported incident was in 2009. When speaking to a domestic abuse
officer from the Police in 2011 Adult A claimed that she had ‘suffered emotional and
physical abuse’ for some eleven years within the relationship. The true extent of the
abuse was never substantiated.

15.23

There were forty-seven contacts with agencies (Police, Health Services, Social
Housing, Education, CYPS and PDAS) relating to domestic abuse with Adult E.

15.24

Following the breakup of her relationship with Adult E, Adult A had readily reported
the abuse that she was suffering from him. As a result of this she had received
comprehensive advice and appropriate support from agencies (PDAS) and a
solicitor in Plymouth.

15.25

Adult A would however, habitually fail to turn up to the meetings that had been
arranged for her by PDAS. Their records document that numerous attempts were
made to engage with her. Adult A also failed to attend the Freedom Programme that
had she had been referred to. There was also a pattern of her withdrawing
allegations that she had made to the Police.

15.26

Adult A was a regular user of health services and in particular inpatient and
outpatient services and her GP Practice. She was seen by a number of GP’s within
two group practices during the time period deemed relevant to this review. She also
received regular consultations with specialist services, in particular the local pain
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clinic due to the severe discomfort that she felt on a daily basis. Plymouth Hospitals
NHS Trust also supported her with psychological help.
15.27

Records from the agencies show that often health professionals would have
struggled to effectively engage with Adult A and there were numerous entries that
showed that she failed to attend the appointments that were arranged for her.

15.28

The extent of pain that Adult A reportedly endured varied considerably on a daily
basis and this was difficult to assess. Whilst there were numerous presentations to
those in Health and she complained to those that knew her, Adult C has since
recalled that she had never seen her in pain.

15.29

Adult A was prescribed numerous drugs including morphine to assist with pain
management and on occasions a family member described how this meant that she
struggled to cope with daily living and was frequently incomprehensible.

15.30

Health records document the concerns that professionals had in relation to Adult
A’s addiction to prescription drugs. On occasions those close to her described how
she was ‘out of her head’ on morphine. As a result of her addiction Adult A would
also try to circumvent the system by presenting at chemists and seeing GP’s, other
than her own, in order to obtain more prescription drugs. Her GP was alert to this
and had instigated a management plan to try and control the types and amounts of
medication that she was on. This should be seen as best practice.

15.31

Adult B did not have any significant medical history, although he had presented in
1996 with depression linked to a family bereavement, issues associated to the family
environment and working long hours. Adult B was offered and attended counselling.
During one of his consultations he had referred to the stress caused by Adult A’s
illness and the impact that this was having on him as a carer.

15.32

From the information available from friends, family and agencies it would appear
that both Adult A and Adult B would drink alcohol on a daily basis. Adult B stated
that Adult A would drink WDK Blue and vodka. During his relationship with Adult A,
Adult B stated the he would mainly drink lager.

15.33

Adult A had started to drink alcohol at the age of fourteen. When drinking it is
reported by those close to her that her personality would change and she could
become violent. Police records document that in 1998 and 2000 she is reported to
have used violence in her relationships when under the influence of alcohol.

15.34

The first indication of Adult B’s dependence on alcohol was documented in 2000
when an admission to hospital was linked to the ‘consumption of excessive amounts
of’ the substance. He had also suffered from an addiction to ‘Red Bull’ over the
years. The only indication of the impact of alcohol on Adult B’s behaviour is revealed
on the 14th April 2015, when Adult A rang the Police and stated that she was scared
of him as he ‘was unpredictable when in drink’. It would appear that this comment
was not explored further with her.

15.35

The only reported incident of violence involving Adult B was in 2010 when Police
records document that during an argument he had grabbed his ex-girlfriend by the
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hair and had pulled her downwards. This incident resulted in her retaliating and
using violence against him which resulted in her arrest. During her interview, she
stated that Adult B had ‘not treated her well’ although she did not expand on this.
15.36

Adult A intimated that there was physical abuse in the relationship on a number of
occasions. On the 14thApril 2015 she stated to an employee of Plymouth Community
Homes that Adult B was violent when under the influence of alcohol. On same day
risks relating to violence where documented by an officer within the DASH which
had been refused by Adult A. Adult D in his statement to the Police had also stated
that Adult B could be ‘aggressive’ sometimes. This would appear to have been
verbally aggression as Adult D recounted how one occasion the two of them had
argued which had resulted in Adult B threatening to ‘knock him out’. This argument
had been over him failing to tidy his room.

15.37

Information from family members and Adult B has confirmed that both he and his
wife used to smoke cannabis as a ‘recreational drug’. No other agencies had records
relating to this issue.

15.38

Those agencies in the Plymouth that offer independent support and advice in
respect to drug and alcohol addiction were contacted but had no records relating to
either Adult A or Adult B.

15.39

Agencies reported a deterioration in Adult A’s mental health as far back as 1998,
when a referral was made to Plymouth Mental Health Services.

15.40

It is apparent that there were periods in Adult A’s life where her mental health had
deteriorated to such an extent that she had attempted to commit suicide by taking
overdoses. The first reported overdose took place on the 4th September 2009. In
total, it would appear that she made two attempts to take her life.

15.41

On the 8th November 2011, Adult A contacted the duty team within PCH stating that
she was feeling low and that she felt unstable and ‘likely to lash out at her family’.
During this contact, she had also revealed that the death of her father had a
significant impact on her mental health. A further call was received from an
associate of Adult A in the December of that year stating that Adult A had sent texts
to ‘others’, in which she had stated that she had taken an overdose. On this occasion
Police and the ambulance service attended and she was taken to hospital.

15.42

During her contact with PDAS on the 7th February 2012 Adult A had also stated that
she had taken an overdose on New Year’s Day as she felt low and that she was still
receiving abuse from Adult E. Later that same year it is also recorded on a 121a
(17/07/12) that she had stated that she was experiencing depression. This comment
was however not expanded upon in any greater detail.

15.43

As stated in paragraph 16.11.3 the death of Adult A’s father would appear to have
had a significant impact on her. This was confirmed by the information provided by
the family and from Adult B although it is unclear how this specifically impacted on
her relationship with Adult B.
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15.44

Despite police records showing that Adult B was ‘possibly having mental health
problems’ there is nothing within health records to confirm this other than his
disclosure in 1996. Adult B was seen by Livewell Southwest, after the incident on
the 9th October 2016, when he was detained in custody at the police station. At that
time he was assessed as having no mental health history and showed full insight
into the situation in which he found himself.

15.45

Adult B has stated that he and his wife used to occasionally argue about a variety
of matters, but that this would not take place in front of the children. A family friend
has however stated that the two of them used to argue on a regular basis. Adult B
has stated that none of the incidents had escalated into violence, and this was
reiterated by the prosecuting barrister at his trial. The first recorded argument
between the two occurred on the 14th April 2015. On this occasion, the two of them
had reportedly argued after Adult B had found a pregnancy test in a bin and he
believed his wife may have been cheating on him. There were two further calls
recorded by the Police relating to verbal arguments.

15.46

On some of the occasions when the couple argued a friend recalled that Adult A
would ‘throw’ Adult B out of the home address. On these occasions, he would sleep
rough in his car, the shed, and in the woods near the house. Occasionally he would
sleep in a neighbour’s house. It was difficult to verify how many times the couple
separated, and it would appear that Adult B would always return to Adult A within a
few days of leaving. On one occasion Adult B went to Housing Advice Services in
Plymouth Council (20.05.2014) and asked to be rehoused but due to the
circumstances he was not considered as a priority. Adult B was provided with
appropriate advice but again records show he returned to the home address within
a short period of time.

15.47

The prosecutor in Adult B’s trial also stated ‘the relationship appears to have been
characterised by jealousy in both directions’. At that trial Adult D also stated that
Adult B’ … was always pretty much jealous whenever she [Adult A] spoke to
anyone… it was as if he wanted her for himself.’ He also stated that Adult B didn’t
know how to ‘deal with his jealousy and general emotions.’ Adult B has however
since denied that this was the case, and has stated that he has been wrongly
portrayed by those prosecuting him, and by those in the media. Adult A’s family and
a friend have stated that they had never seen Adult B jealous.

15.48

Adult A has been described as ‘clingy’ by her family and wanted her partners to
remain with her all day. Adult B has stated that she wanted to be constantly
‘pampered’. On one occasion Adult B was working for a family member and they
recalled how Adult A had called him every five minutes. This meant that he had to
give up what he was doing and he had returned home. Adult B never had the
opportunity to finish the job. A neighbour also recounted the same happening to
them. Those people that were spoken to as part of the review used terms to describe
Adult A as ‘she was the boss’ in the relationship, ‘she wouldn’t take any crap’, ‘she
wore the trousers’ and if she said jump Adult B would say ‘how high?’.

15.49

Those that knew the couple well have stated that Adult A didn’t want Adult B to see
his children. On those occasions where he did get the chance to do so, and Adult A
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found out, the two of them would argue. Friends and family state that he was also
prevented from seeing his friends. Adult B was described as being like a ’lap dog’
with those family and friends who engaged with the review.
15.50

On the 16th July 2016 Police records document that Adult A had wanted to end her
marriage.

15.51

Adult B has also stated the he too had attempted to leave his wife on a number of
occasions, but that he had nowhere to go. He stated that in order to leave the
relationship he had gone to the Council and had requested a flat but accepted that
he was a low priority. He has since reflected that had he been rehoused on that
occasion then it was likely (seventy percent) that he would have ended the
relationship. This will be explored later in section 16.0.

15.52

In relation to the other agencies involved in this review, Livewell Southwest is an
integrated health and social care organisation and social care records for Adult A
and Adult B have been checked and there are no records held for the time line given
for the DHR.

15.53

Adult B pleaded guilty to the offence for which he was charged and he offered no
defence at the time of his court appearance. He has since stated that those in the
court described him and their relationship inaccurately. When asked Adult B could
offer no reason as to why this was not challenged at his trial, other than the fact that
he felt his defence team had let him down.

16.0 Analysis
16.1

This part of the overview will examine how and why events occurred, information
that was shared, the decisions that were made, and the actions that were taken or
not taken. It will consider whether different decisions or actions could have led to a
change in events. The analysis section will address the terms of reference and the
key lines of enquiry within them, and examples of good practice will be highlighted.

16.2

This analysis considers the previous sections within this report and the content of
the IMR’s, including the chronology of events. The information provided by family
and friends has also been pivotal in the analysis as they have been able to provide
an invaluable insight into the life of both Adult A and Adult B, which has not been
captured in agency records.

16.3

The review panel analysed each agency’s involvement and how individuals
responded to the family in the context of those domestic abuse services that were
accessible and available to the family during the scope of the review.

16.4

Safer Plymouths Best Practice Guide states;
‘Anyone can be subjected to domestic abuse and abuse. It is most often
experienced by women but men can also be affected, as well as partners in same
sex relationships and in other close family relationships’ (2016/17; pge5).
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16.5

The understanding of the complexities of domestic abuse has continued to develop
in recent years 13 at a national and local level. These developments include the
recognition of the impact of controlling and coercive behaviour within relationships.
Controlling or coercive behaviour does not relate to a single incident, it is a
purposeful pattern of behaviour which takes place over time in order for one
individual to exert power, control or coercion over another.

16.6

The Cross-Government definition of domestic abuse and abuse
controlling or coercive behaviour as follows:

14

outlines

Controlling behaviour is: a range of acts designed to make a person subordinate
and/or dependent by isolating them from sources of support, exploiting their
resources and capacities for personal gain, depriving them of the means needed for
independence, resistance and escape and regulating their everyday behaviour’.
16.7

The impact of coercive control on an individual’s mental and social wellbeing is now
considered to be so serious that it became an offence in law in January 2016, under
the Serious Crime Act 2015.

16.8

The components of coercive control can include behavioural traits such as:
 Deliberate use of alternative moods
 Excessive jealousy and possessiveness
 Isolation-preventing partner from seeing family or friends
 Control of the partner’s money
 Control over what the partner wears, who they see, where they go, what they

think
16.9

These components have been highlighted in this report as specific elements which
were evident in the relationship that Adult A had with her husband. The impact of
these elements will be explored further in the following sections;





Evidence of Domestic Abuse in Adult A and Adult B’s relationship.
Adult A’s vulnerability.
Adult B as a perpetrator.
Alcohol and drug abuse.

16.10 Evidence of Domestic Abuse in Adult A and Adult B’s relationship.
16.10.1

In examining how and why the events in this particular case occurred, the first area
for analysis is to determine whether Adult A was in an abusive, coercive or
controlling relationship with Adult B.

16.10.2

The agencies that had records or information about domestic abuse incidents
between the Adult A and Adult B were the Police, PDAS and Housing. Other
agencies interacted with the family but there was no indication that abuse was

13
14

‘Controlling or Coercive Behaviour in Intimate or Family Relationship Statutory Guidance Framework; Dec 2015; Home Office
Domestic abuse; Home Office (2016)
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occurring in the relationship e.g. Plymouth Community Homes who had completed
three home visits in the first twelve months of the tenancy and had stated that no
concerns had been raised to those who attended the address. In many instances,
Adult A stated that she was in a supportive relationship (Livewell Southwest) and
that Adult B was her confidant (NHSE).
16.10.3

Whilst the chronology provides a comprehensive overview of the information known
to agencies prior to the death of Adult A there are few indicators as to why the events
on the 9th October 2016 occurred. In the interview with Adult B he stated that ‘he
had just snapped’ on that particular night, but he did not provide the reasons as to
why this occurred. In order to try and understand how the relationship could reach
this point it is useful to understand the two-people concerned and the relationship
that Adult B had with his wife.

16.10.4

According to agency records, particularly those belonging to the Police and PDAS,
Adult A had experienced domestic abuse and violence as both a perpetrator and
victim with several partners. In respect of the latter there had been an extended
period of domestic abuse related support and safeguarding during the time that she
was in a relationship with Adult E.

16.10.5

In relation to previous events of relevance, Police had been called to two previous
incidents in which Adult A was identified as an offender. In 1998 an ex-boyfriend
stated that he had been assaulted by Adult A. During this assault he was punched
and bitten by her. A further incident occurred in 2000, where Adult A reported that
she had been assaulted by her boyfriend. Police arrested the male concerned, but
in interview he later stated that it was he who had been assaulted by Adult A. Adult
A later withdrew the allegations that she had made. From records, it had been clear
that both of the individuals had been drinking alcohol at the time. This is the first
reported incident where Adult A could be considered a perpetrator and which could,
on the information held, indicate that she was prepared to use violence, particularly
when she had been drinking alcohol. It is however recognised that it is common for
there to be counter allegations at many domestic abuse incidents and without
corroborating information it would be difficult to place any credence on this one
particular incident, although coupled with other factors detailed later in the report, it
may have some significance.

16.10.6

In relation to whether Adult B was abusive agency records do not highlight any
indication of specific acts of violence from Adult B, although it is conceded that in
the incident recorded on the 26th June 2010, the DASH on the 14th April 2015 and
the subsequent disclosure that day to Plymouth Community Homes; and the DASH
that was completed in July 2016 indicate alleged abuse. It is unfortunate that these
disclosures were not explored further or if they were the details not recorded as they
could have provided an invaluable picture as to what the extent of the abuse was in
the relationship. It should however be noted that Adult A refused DASH on two
occasions and therefore it is unlikely that she provided any detail about previous
incidents. If further detail had been offered by Adult A then there may have been
further opportunities for agency intervention.
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16.10.7

One of the outcomes of the review has been a recognition of the importance of
recording detail within records particularly the DASH. Such detail enables agencies
to make an informed view of the risks involved in the cases that they are dealing
with and can assist in identifying the level of support services that are required. The
DASH’s completed in this case contained words and phrases such as ‘violence’ and
no rationale including why the victim had refused to complete the form.

16.10.8

Information available from agency records, and from family and friends would also
tend to confirm that there was no physical abuse occurring in the relationship.
Although Adult A’s family had witnessed how her personality could change when
she drank alcohol, and that she could become violent, Adult B has also confirmed
that she was not physically violent to him.

16.10.9

Whilst there may not have been any reported physical violence in their relationship,
information held in agencies records and from the conversations that have been had
with those participating in the review, indicate that there were a number of the
elements identified in paragraph 16.8 that were displayed by both Adult A and Adult
B.

16.10.10 Adult B was portrayed in his court case as a jealous man, and that this may have
been a precursor to the final incident. Adult D recounted in his statement to the
Police how on one occasion Adult A had ‘flirted’ with a neighbour and that Adult B
had found out and become angry damaging that neighbour’s property (this was
never reported to the Police). Adult D also described how Adult B could be
controlling and manipulative in that he wouldn’t allow Adult A to use Facebook and
he didn’t want her to go to work; although it should be noted that she stated that she
couldn’t work due to the pain that she was in.
16.10.11 Adult A (21st April 2015) had also stated that Adult B ‘was controlling and would not
let her do anything, including housework and seeing friends’, and she reiterated the
fact that he could be controlling to a neighbour on the night of her death. These traits
were not seen by Adult A’s family or the couple’s closest friend.
16.10.12 Despite the factors that may have been exhibited by Adult B it would appear from
the information provided by the family of Adult A, Adult B himself, and a close friend
of the couple, that Adult A exerted the greater control and dominance in the
relationship.
16.10.13 It would appear that Adult A demonstrated coercive and controlling factors such as;



Deliberate use of alternative moods.
Possessive in that she constantly contacted him, monitored his whereabouts.
and made demands on his time.
 Isolation Adult B – preventing him from seeing his family or friends.
 She would constantly check his phone.
 She totally controlled his finances.
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As stated in this report it is difficult to ascertain how Adult A’s behaviour was
influenced by the complexities of her health problems or her use of drugs and
alcohol.
16.10.14 Whilst the death of Adult A was extremely tragic and remains the focus of this review
it would be wrong not to consider the impact of this behaviour on Adult B and
whether this contributed to the final incident. The purpose of a domestic homicide
review is to consider all relevant information and to approach each case with an
‘open mind-set’. This was the stance taken by the panel in this case in order to
identify whether there were points in the lives of both adults where agencies could
have intervened and which would therefore have prevented the final outcome in this
case.
16.10.15 In analysing the information that was obtained it also seemed relevant to review
whether Adult A’s behaviour was driven by other factors such as her addictions, and
whether she could and should have received additional help and support that may
have addressed these behavioural traits. Had these interventions taken place then
it could be hypothesised that this may have had a beneficial effect on her
relationship with her husband and could have possibly prevented the final event
from occurring.
16.10.16 When reviewing the relationship between the couple consideration was also given
to the fact that both adults may have been equally controlling at different times in
their relationship, particularly when intoxicated through alcohol or drugs. There has
been research 15 conducted where there has been ‘gender symmetry’ in
relationships. In these cases both partners, male and female, instigate the violence
or abuse equally. In this case, from the information gained from Adult A’s family and
one of her closest friends it would appear that she demonstrated a persistent pattern
of controlling behaviour and therefore ‘gender symmetry’ would not appear to have
been relevant.
16.10.17 Adult B has stated that this behaviour had not manifested itself at the start of their
relationship. For the first few months their relationship appeared quite normal, and
this was reiterated by Adult D who stated, ‘in the beginning they were quite happyas you are in that honeymoon period’.
16.10.18 Information from family and a friend has indicated that on occasions (as seen on the
14.04.2015 and the 16.07.2016) Adult A would demand that Adult B leave the family
home, particularly when the two of them argued. Adult B would on each occasion
leave as requested. When questioned by a friend as to why she would do this Adult
A stated, ‘it was because I can’. Adult A would also say this to Adult B and it is
reported by her family that she appeared to enjoy the control that she could exert
over him. Adult A knew that her husband would return to her and this was also
reiterated by Adult B when he was interviewed. On another occasion after Adult A
had called the Police she had spoken to the same neighbour and stated that ‘I can
get him anyway I can’. Adult A appeared to find this amusing. These actions, and
others detailed later in this report, would appear to clearly demonstrate the extent
15

Malloy et al 2003: 40, Dobash and Dobash (2004).
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of her controlling behaviour, although as previously stated in this report it is
uncertain as to why she acted in this way.
16.10.19 Despite all of the apparent restrictions on his life, Adult B has stated that he was
happy in the relationship. He did not see himself as a victim but has since reflected
that he had been subservient in the relationship. He stated that whilst he thought
that he might have been the victim of Adult A’s controlling behaviour he ‘wouldn’t
have known where to go’ to report such matters and that he ‘had no money’ so was
financially dependent upon her. These are common responses amongst both male
and female victims of abuse16.
16.10.20 Research has shown that a lot of male victims of abuse have difficulty defining it as
such17. Many men do not see the abuse as a crime and can often see reporting it
as a sign of weakness 18. Often male victims state that it is just ‘something that
happens’, and from his interview Adult B would appear to have fallen into this
category. Cook (2009:52)19 stated that;
‘Male victims…. share a common outcome. They are indeed bewildered. For them,
there are no rules as to how they should act or respond. They seem to be searching
for a set of guidelines that do not exist’.
16.10.21 The British Crime Survey has also highlighted the level of underreporting by men
who are three times more likely to not report abuse then their female counterparts20.
Under reporting can take place for many reasons and include the fact that men will
feel stigmatised, embarrassed, they have fewer social networks to confide in; they
feel that agencies will be unsympathetic and that they will not be believed.21
16.10.22 Adult B stated that on a number of occasions he thought it would have been better
if he had left the relationship, particularly when the two of them argued. He stated
that he was however concerned about leaving, as Adult A had stated that ‘she would
punish him for leaving’.
16.10.23 Adult B had on one occasion gone to the Council on 20th May 2014 where he had
asked to be rehoused. He has since reflected that had this occurred, then it was
highly likely that he would have ended the relationship. He further stated that on that
occasion, had he recognised that he was subject to abuse he may have also
disclosed it. This comment was made by Adult B with the benefit of hindsight and it
would be difficult to speculate about the outcome had Adult B been rehoused and
referred to support services. On analysing this incident it is clear from housing
records that when Adult B presented to staff he provided extremely limited
information and there is no indication that they should have identified signs of abuse
or risk to either of the adults. When interacting with professionals Adult B had never
intimated that he was in a controlling relationship. On this occasion those that saw
him from the Housing Department made the correct decision on the limited
information that they were provided with. Adult B would not have been seen as a
16

Grover et al (2013).
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priority for Housing and policy and practice were followed and the decisions made
were proportionate.
16.10.24 Although Adult B had been dealt with by a number of agencies it would appear that
none of them had considered that he may have been a victim. Likewise, no one had
considered whether Adult A could have been a perpetrator in some of the incidents.
George (2007:4)22 identified that whilst professionals have a strong chance of being
able to recognise ‘dangerousness’ in a male offenders they have much more difficulty
in assessing female offenders’.
16.10.25 The controlling behaviour of Adult A may not have been recognised due to her gender
and those who had contact with the couple may have failed to see the abuse as they
were influenced by the conventional perceptions of domestic abuse (i.e. males
perpetrating against females). Gender theories indicate that ‘intimate terrorism’ 23 in
heterosexual relationships is primarily a matter of men abusing woman and the latter
are often under represented as perpetrators of violence24. This would also appear to
be the case in the literature and research relating to coercive and controlling
behaviour.
16.10.25 In order to identify whether gender was a dominating issue in this case agency
records were reviewed with this in mind. Police had attended the home address on
four occasions and dealt with the incidents that they were confronted with. As
previously stated Adult B had also been to the housing department on one occasion
in an attempt to leave his wife. From the details that have been recorded by
agencies, and from discussions with Adult B, there is nothing to indicate that any
one professional should have picked up the patterns of behaviour that were
prevalent in the relationship. As a result of the information that professionals were
presented with, it is possible that the gender of Adult B could have been a factor
which obscured the judgement of those involved with the couple, but this could not
be verified.
16.10.26 On Adult A’s presentation and on the information provided to professionals Adult A
was correctly recorded as the victim.
16.10.27 Without additional information it is difficult to provide an explanation as to why Adult
A exhibited the behavioural traits that she did. Whether her behaviour was abusive
and a deliberate attempt to control Adult B or whether it was for some other reason
this will never be known. During the course of the review it has become apparent
that Adult A relied on Adult B because of her addictions and this may have been the
primary reason for her behaviour. As previously stated there was no evidence of
physical abuse between the two until the homicide. From the information available
to the review there is nothing to suggest that there was sufficient information
available to agencies that would have enabled them to intervene in the relationship
or opportunities to provide additional support services specific to domestic abuse
that would have prevented the escalation into violence. There is also no specific
22
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information available that would indicate that the coercive behaviour was the primary
factor that led to Adult A being murdered.
16.10.28 It would appear that family, friends and neighbours did not recognise the controlling
behaviour of Adult A as a form of abuse. The majority of the behaviour that has been
identified in this report took place within the confines of the household and therefore
would not have been apparent to those interacting with the couple. There has been
nothing found as part of the review that would indicate that had they recognised the
behaviour as a form of abuse that they would have been prevented from reporting
it. Services were available to family members and friends and they were aware of
how to contact agencies.
16.10.29 What is clear is that the impact of domestic abuse on the family was far reaching.
Although the children appeared to have been well cared for, they had been exposed
to domestic abuse and were affected by it. Agency records document that they were
present at domestic abuse incidents throughout their formative years. Adult A had
reported (30th June 2012) her concerns of the impact on her family and in particular
Child A1, in an email to CYPS. Education records also indicate that Child A1 was
affected. Whilst these concerns only related to the children’s exposure to the abuse
that took place, and which involved Adult E, records also indicate that they were
present on the 16th July 2016 when an argument took place between Adult A and
Adult B. This resulted in one child stating that they wanted their mother to leave
Adult B. It is therefore likely that they were exposed to other incidents. What is clear
is that children may also be harmed by non-physical abusive behaviours inherent to
coercive control based domestic abuse25. and it is inevitable that this would have
put additional strain on the family dynamics.
16.10.30 There is evidence that CYPS and Families Services sought to establish whether the
children’s needs were being met and their welfare promoted through an initial
assessment, as part of an anonymous call about Adult A’s partner smoking cannabis
in front of the children. This would have identified whether Adult A had any support
needs. No concerns were highlighted and the case was closed at that time. There
was also evidence that information sharing and communication had taken place
between CYPS and other agencies at other critical points in the couple’s
relationship. Despite this Child A1, Child A2, and Adult D were not subject to any
multi-agency child protection plan or any legal order. There was and continues to
be no evidence that the children met statutory thresholds for intervention. When
Adult A contacted the social services in relation to concerns about Child A1 she was
provided with comprehensive advice and told that she should request a CAF 26
meeting. Communication then took place with the CAF co-ordinator and Child A’s
primary school which demonstrates good information sharing and interagency
practice.
16.10.31 In this case, it would appear that the family were not considered holistically by
specific services, particularly the children in view of the fact that both parents had

25
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Common Assessment framework
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specific health and welfare needs. In order to address this issue it was highlighted
in the NHSE IMR that consideration should be given by the GP practice concerned
to review the needs of children and young people (currently known to the practice,
who are exposed to domestic abuse or subject to care orders), in order to ensure
that they are receiving appropriate and timely interventions.
16.10.32 Nationally it is widely acknowledged that domestic abuse reporting levels are often
low, and that many victims suffer numerous incidents before seeking help from
agencies27. In this particular case, there has been nothing found in either agency
records or from speaking to friends, family or neighbours that would suggest that
Adult A was prevented from coming forward. She was aware of support services in
Plymouth and how to access them following interaction with agencies after the
abuse committed by Adult E. There is nothing to suggest that Adult B prevented
her from doing so either.
16.10.33 In respect of the response of domestic abuse the decisions made by professionals
were based on the information that was disclosed by Adult A and Adult B.
Operational practice will be discussed in more detail at paragraph 16.14.
16.10.34 When considering whether the relationship was abusive the review panel identified
that whilst there is sufficient support for victims of abuse in the City there are no
programmes available for perpetrators or those that exhibit coercive and controlling
behaviour. Intervention at an early stage in a relationship could assist in the
recognition and management of risk and prevent homicides from occurring in the
future.
16.11 Adult A’s vulnerability
16.11.1

The second area for analysis is whether Adult A was vulnerable due to mental
illness, as well as the deterioration in her health following her operation. Although
she did not meet the definition of vulnerability used by statutory agencies 28 it is
apparent that she was vulnerable through her health needs.

16.11.2

Adult A’s family has stated that her behaviour had become increasingly difficult to
manage during her teenage years when she started drinking alcohol and was later
found to be taking recreational drugs. They were asked about trigger events in her
early years that could have provided an explanation for this behaviour. On reflection,
they stated that they could only think of the separation of her parents as being the
major influencing factor. Their increasing concerns about her dysfunctional
behaviour are reflected in Health records. There are a number of entries which show
that the family contacted services requesting support and advice about Adult A.

27

ONS BCS Focus on Violent Crime and Sexual offences 2015/2016.
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Adult at Risk - An adult at risk of abuse or neglect is defined as someone who has needs for care and support, who is
experiencing, or at risk of, abuse or neglect and as a result of their care needs - is unable to protect themselves; Care Act
(2014).
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16.11.3

Medical notes held by GP services would tend to confirm the view from Adult A’s
family that as well as the impact of her chronic pain, issues that occurred during her
childhood would appear to have influenced her vulnerability in later life. A
particularly relevant period was her parent’s separation in 1992/1993. There were
also numerous presentations at the time that her father became ill and tragically
died.

16.11.4

With the exception of support following an overdose in her teenage years there does
not appear to have been any other interventions in Adult A’s life at times of crisis.
This may have left her vulnerable in later years. Whilst it is accepted that it may be
difficult for agencies to identify such individuals, and that they may not reach
thresholds for intervention, training programmes should reiterate the impact that
such events may have on children and young people. On review, there is nothing in
agency records that would indicate that Adult A reached thresholds for such
intervention at that time or that the thresholds were inappropriate.

16.11.5

Adult A attended (consultations) or had contact (letters etc.) with GP services three
hundred and ninety-six times over the period specified in the terms of reference.
Records indicate that there were numerous presentations for such issues as
anxiety, depression, insomnia and general pain.

16.11.6

Another significant trigger event was her failed operation in 2009. From the
disclosures that were made by Adult A to services it is clear that the outcome of this
operation had left her in constant pain, and that this had taken its toll on her mentally.
There were periods in her life when she had to spend the majority of her day in bed
and this must have contributed to her social isolation from friends and family. There
were numerous interventions where professionals and specialists attempted to
diagnose the underlying cause of that pain but these were unsuccessful. As a result,
this made the pain and psychological management of Adult A very difficult.

16.11.7

GP records identify that there were many occasions when they were concerned
about Adult A’s physical and mental wellbeing. She was described as ‘a very
anxious individual, with low self-esteem and a lack of self-worth’ who appeared to
be ‘seeking someone to be dependent on and would try to collude with whoever she
was with, to achieve what she wanted, but not in an overt way’. She often appeared
to have a heightened anxiety which resulted in her seeking constant help and reassurance even for the most minor of ailments.

16.11.8

There were times recorded within her medical records that indicated that Adult A
appeared to pose a risk to herself in relation to self-harm. On two occasions, she
had attempted to take an overdose. Analysis of the records show that intervention
was swift, details were documented and counselling, support and/or mental health
interventions were offered to her. What is clear is that she was often difficult to work
with. On occasions the options that were offered to her were not always well
received and in many incidents, we’re not taken up particularly those relating to
changes in her lifestyle or reduction in medications.

16.11.9

In order to enhance safeguarding for those that pose a risk of self-harm the NHSE
IMR identified that there was a requirement for Adult A’s GP practice to amend
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their working practices. In order to do this the GP practice should introduce a
formal notification system to ensure that the safeguarding lead is informed of all
patients that have attempted suicide or who present with an ongoing risk.
16.11.10 Adult A failed to attend many of the appointments that were made for her and as a
consequence it was extremely difficult for professionals to diagnose the true extent
of her problems. Every time that they came close to identifying the issues that were
affecting her she would disengage. Without this interaction agencies such as
Livewell Southwest could only conclude that Adult A did not have a specific mental
health problem that met thresholds for specialist mental health services. Letters from
mental health services clearly indicate the unwillingness of Adult A to either attend
or maintain contact and reinforce the difficulty in minimising risk where adult refuses
to engage with those services that may be able to offer support and promote
change.
16.11.11 Although Adult A was seen by a number of GP’s during the time period deemed
relevant to this review this was not seen as unusual due to the fact that she belonged
to two group practices. There is nothing to suggest that this affected the quality of
the services that were provided to her. When she did present Adult A received timely
consultations and was appropriately referred to specialist services such as
counselling and mental health services. There was also evidence of proactive
engagement from the GP practices at crisis points on her life e.g. after Adult A had
attended A&E or had been seen by the out of hours GP services following overdose
attempts, and some persistence in trying to contact her even if the initial attempts
were unsuccessful.
16.11.12 GP notes demonstrate that they used their clinical assessment skills to determine
the most appropriate interventions for Adult A and which would provide a positive
impact for her. There were several occasions when referrals were made to mental
health services for assessment. On these occasions, the thresholds for
interventions were not reached, so leaving a void in the support offered.
16.11.13 Overall there was evidence of an empathetic and consistent approach to supporting
Adult A’s welfare needs. There was also evidence of those GP’s who were less
familiar with Adult A’s case seeking further information from those colleagues that
knew her before advising or prescribing additional medication.
16.11.14 Adult A was prescribed numerous drugs for the conditions that she presented with,
some of which were opiate based. Records indicate that her GP had become
increasingly concerned from 2011 about her addiction to prescription drugs. There
were occasions where it would appear that she deliberately tried to see different
GP’s on her own accord in order to obtain additional medication, due to her
addiction. Records indicate that there was good coordination between GP’s and
other Health professionals to try and reduce her dependence on these drugs and to
prevent opportunities for abuse.
16.11.15 The GP’s followed best practice guidelines to ensure a consistent approach in
prescribing for Adult A and to monitor her intake of her medications. There was
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documented evidence of GP practices, refusing to prescribe the drugs to her if they
felt that she was overusing them.
16.11.16 In this case a formal care plan, held within the GP notes, would have been beneficial
to give clear direction and agreement about interventions, and may have been
helpful in ensuring consistency of approach across the clinical team in primary care,
particularly where the patients consult with a number of different GP’s. What is clear
is that GP’s actively engaged with her and that they continuously explained the
rationale behind their decisions in order to minimise the impact on her life.
16.11.17 Adult A also presented to other agencies and discussed her feelings of vulnerability.
The entries made in records on these occasions provide an invaluable insight of
what Adult A saw as the underlying causes of her vulnerability. The records also
show that professionals were receptive to the information that they were presented
with, asked pertinent questions, and that they appropriately used this information in
their assessments to offer support.
16.11.18 In a meeting with PDAS (07.02.2012) Adult A stated that her suicide attempts were
linked to her health issues as well as the abuse that she had suffered. These issues
were appropriately taken into consideration in the help and support that PDAS
offered.
16.11.19 Prior to offering Adult A a tenancy in 2012, a thorough pre-tenancy assessment was
completed. In this assessment, she admitted that she had physical and mental
health issues. She reported suffering with depression; panic and anxiety attacks;
having issues with self-harm and previous suicide attempts, again linked to the
behaviour of Adult E and the complications from her surgery. At that time no
additional support needs were highlighted in relation to the management of her
health issues as she stated that she was engaging with outpatient psychiatrist
treatment for mental health. No other factors were identified on completion of the
risk assessment.
16.11.20 On the 30th June 2012 Adult A had contacted CYPS by email requesting the
involvement of a social worker as she was struggling to cope physically and
mentally, and she was concerned about the impact that this was having on her
children, particularly Child A1. On this occasion contact was made with Adult A and
the issues discussed. This resulted in advice being given and intervention from a
CAF Co-ordinator in consultation with Child A1’s school. To support the child and
Adult A the school made a referral for Child A1 to attend an anger management
programme. The Education IMR documents good practice in relation to the level of
support offered to the family and in respect of the referrals that they made to outside
agencies.
16.11.21 There is mention in one incident reported to the Police (16th July 2016) that Adult A
talked about suicide. On this occasion, there was no ViST29 completed for her and
no comment as to whether this was required or not. Police records indicate that they
held information that Adult A had previously attempted suicide 2012, however there
29

Vulnerability Identification Screening Tool.
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does not appear that there was a specific suicidal warning marker added to her
police record in accordance with policy. This was a general oversight by the Police
at that time and this did not affect any subsequent response. As a consequence a
specific recommendation has not been included later in this report.
16.11.22 In terms of vulnerability through other risk factors, Adult A had stated to the Police
(16th July 2016) that she wanted to end her marriage. This is a particularly vulnerable
time for victims and research30 has shown that the risk of increased violence and
homicide is greater on these occasions. In this case there was a history of attempted
separation and added to her suicide attempts, substance misuse, and financial
worries the DASH risk assessment would have deemed her to be at risk of continued
abuse. However, on the information available to agencies at that time the risk was
graded appropriately (medium 31 ) and the support that was put in place was
proportionate.
16.11.23 Records held by agencies show that Adult A had a tendency on occasions to
manipulate the truth to suit her own means. On her emergency housing need
assessment form, she stated that she was receiving treatment from the mental
health team and that she had a non-molestation order against Adult E, neither of
which at that time was correct. She also provided crime reference numbers and
incident details neither of which were accurate. Adult A would also tell professionals
who were trying to engage with her that she was receiving help and support from
specialist services and yet she was failing to engage with them.
16.11.24 A letter dated the 15th June 2012 from the Disability and Carers Service details how
Adult A was awarded DLA with higher level mobility as she was ‘unable or virtually
unable to walk’. Whilst this may have been correct on those occasions where she
was incapacitated through pain, this was not a permanent disability. Information
from those close to her and from records have reiterated that this was not the case.
The fact that she was adept at manipulating the truth meant that it was difficult for
professionals to accurately assess her needs and provide the level of support that
she required.
16.11.25 From the records held and from the information provided by those that participated
in the review there is nothing to indicate that she had become more vulnerable as a
consequence of her relationship with Adult B, or that the vulnerabilities that had
been identified had prevented her from accessing services. There is also no
indication that she had become more vulnerable in the weeks leading up to the fatal
incident.
16.11.26 As part of the review process the panel looked at whether opportunities were missed
by specialists within Health Services to diagnose whether Adult A had been suffering
from a more complex mental health condition. With the benefit of reviewing all of the
detail that had been presented by agencies within their management reports this
issue was considered at length. There was unanimous agreement that whilst Adult
30
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Medium Risk Definition - ‘there are identifiable indicators of risk of serious harm. Offender likely to cause serious harm if
change in circumstances’; DASH.
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A may have presented with complex needs (controlling behaviour, alcohol/drug
misuse and gambling) any opportunity to diagnose an underlying cause was
frustrated by her repeatedly failing to engage with services at critical points in her
life. Despite repeated attempts to re-engage with her she would often decline this
help, lie about the level of support that she was receiving and even attempt to divert
professionals away from the issues that she was struggling with.
16.12 Adult B as a Perpetrator
16.12.1

The third area for analysis is whether agencies were aware and sensitive to the
possibility of Adult B being a perpetrator of abuse or a risk to himself or others.

16.12.2

Agency contact involving both Adult A and Adult B was limited in this case and there
were few opportunities for professionals to interact with either of them as a couple.
Despite these limited opportunities the review panel considered whether front line
professionals possessed the skills and competence to identify the signs and
symptoms of domestic abuse and assess any risk factors that would indicate that
Adult B was a perpetrator.

16.12.3

As indicated at paragraph 15.35 Adult B had no specific history of committing
violence or abuse. There was nothing recorded in agency records other than by
PDAS, Police and Plymouth Community Homes that would have indicated that Adult
B was a risk to himself or others.

16.12.4

Whilst Adult A talked quite freely regarding her previous experiences of abuse, in
relation to Adult B she generally presented their relationship as supportive and
caring. Her family, neighbours and friends also saw the relationship in this way. Her
GP stated that Adult A never indicated that she felt any alarm regarding Adult B or
demonstrated any behaviours that would suggest that he was an abuser. A pretenancy assessment completed prior to her being offered the house where she lived
also did not highlight any support needs or concerns in relation to Adult B.

16.12.5

There is no information in agency records to suggest that Adult B’s childhood was
unusual or particularly stressful to him as a child, adolescent or as a young adult.

16.12.6

Adult B rarely used services as an adult and when he did present he was often
described as ‘quiet and unassuming’. His GP notes refer to him suffering low levels
of depression and agitation, thought to be linked to alcohol and Red Bull addiction.

16.12.7

Although his visits to his GP were infrequent Adult B did on two occasions, refer to
the stress caused by Adult A’s illness. On these occasions, he was given verbal
support focussed on minimising his agitation potentially caused by Red Bull and
Ventolin, rather than him being considered for the pressures caused as a result of
him being a full-time carer. Whilst a greater exploration of the issues may have
triggered further action in respect of support it would not have identified any ongoing
risk of escalation due to the way in which he would have presented to professionals.

16.12.8

There was no record of ongoing referral for specialist intervention for his depression
and anxiety however this would appear to have been appropriate in the
circumstances.
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16.12.9

During their relationship Police attended three specific incidents which were
categorised as domestic abuse. On each occasion, a DASH form was completed
(despite Adult A refusing to complete one on two occasions) and the risk would
appear to have been graded correctly as ‘medium’. On these occasions Adult B
was recorded as the perpetrator as a result of the information provided by Adult A.
Appropriate action was taken in respect of Adult B and details recorded on agency
systems. Adult A was also provided with appropriate safety advice. There is no
recorded rationale as to why Adult A refused to answer the DASH questions.

16.12.10 The DASH risk assessments that were all graded as ‘medium’, so the officers who
had spoken to Adult A did not identify any evidence present at each of the incidents
that indicated that there was a risk of serious harm and ‘the potential event could
happen at any time’ DASH (2009). There was approximately three months between
the last DASH assessment being completed and Adult As’ death and therefore the
dynamics within the relationship could have changed and this would have been
unknown to the Police and other agencies.
16.12.11 Neither Adult A or Adult B had ever stated that there was any violence in their
relationship when interacting with professionals. There was insufficient information
disclosed by Adult B that would have indicated that coercive and controlling
behaviour was taking place in the relationship.
16.12.12 There is no information contained in agency records to indicate that there was any
escalation of Adult B’s behaviour until the fatal incident. As the Police have stated
in their IMR;
“It must be considered that as with many instances of domestic murder the rise of
violence from minor to fatal may have been one explosive act”.
16.12.13 Adult B when interviewed would appear to confirm that this was the case by stating
that he ‘just snapped’.
16.13

Alcohol and Drug Abuse

16.13.1

The fourth area for analysis relates to the impact of alcohol and drugs on both Adult
A and Adult B and their relationship, as there is clear evidence nationally32 of the
affect that these can have on the behaviours of individuals and the ability of these
substances to increase risk. There is also evidence 33 of the fact that substance
misuse can increase a person’s chances of victimisation.

16.13.2

The true impact of these substances on Adult A and Adult B as individuals, and on
their relationship, has been difficult to determine.

32

Schumacher et al (2001)
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Kropp (2002).
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16.13.3

On analysing the information that was available there was no explanation as to why
the two of them resorted to drinking so frequently but it is likely that this was used
as a coping mechanism for the circumstances in which they found themselves.

16.13.4

Both Adult A and Adult B had a history of alcohol abuse prior to meeting each other,
which is clearly documented in health records.

16.13.5

Adult A’s family stated that her personality changed when she drank and she could
become violent when drinking. Police records show that alcohol was an influencing
factor in an alleged assault on a previous boyfriend in 2000. There was however
nothing found in agency records or from the interview with Adult B to suggest that
she became physically violent towards him even when she had been drinking.

16.13.6

There were also periods in her life when she would give up drinking, although the
reasons for this were not established. Adult D in his statement stated that ‘after her
operations Mum would drink every now and then, but the day after having drunk she
would feel even worse than she would normally and say it just wasn’t worth it’. He
also stated that when ‘drunk she would cry a lot’.

16.13.7

Adult A had apparently stopped drinking when she had first met Adult B as she was
aware that the alcohol reacted with her medication, and this may have been why
the initial stages of their relationship were more harmonious.

16.13.8

There is also limited information on the affect that alcohol on Adult B. Adult D in his
statement had stated that whilst he knew that Adult B drank on a daily basis he had
never really seen him drunk. On the 14th April 2015 in a call to Police Adult A stated
that she was scared of Adult B as he was unpredictable when in drink. Other than
this it could not be ascertained whether his behaviour or his level of risk to Adult A
changed when he had consumed alcohol.

16.13.9

What is known is that the two of them had been out drinking on the night of Adult
A’s death and this was seen by the Judge in this case as a critical impact factor on
the level of violence that was used.

16.13.10 In relation to drug addiction it is clear that Adult A had used drugs from an early age
as there are entries in a GP record in 1997 that she had ‘episodes of taking speed
in 1996/1997’. She had also become gradually addicted to the medication
(oramorph and codeine) that she had been prescribed for the pain relief. Adult A
had admitted this addiction to her GP. In relation to Adult B in the DASH completed
on the 14th April 2015 Adult A stated that Adult B had a problem with cocaine.
16.13.11 Adult A’s GP has been part of the locally enhanced service for drug misuse for the
past ten years and was experienced in managing people in chronic pain who are
addicted to prescription medication. Referrals were made to other professionals as
appropriate and it is clear from agency records that Adult A received the help and
support that she required.
16.13.12 There was a determined effort by all the GP’s that cared for Adult A, to minimise
the impact of her chronic pain which made her feel “quite desperate” at times. It
appears however to have become increasingly difficult to reduce Adult A’s drug
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dependency on powerful medications. There is documented evidence of the GP’s
awareness of the risks this posed to Adult A and their tenacity in trying to minimise
the number of medications that were prescribed to her.
16.13.13 Although Adult A had denied using illegal drugs to her GP it was clear that both her
and Adult B would also use cannabis on a regular basis. The impact of cannabis,
alcohol, and Adult A’s addiction to prescribed medication on her behaviour could
not be ascertained during the review. Research34 would however indicate that such
substance abuse coupled with mental health issues increase the risk of domestic
abuse both as a perpetrator but also as a victim.
16.14

Operational Practice

16.14.1 The fifth area for analysis was whether there was good knowledge of domestic
abuse and operational application of policy and practices amongst the agencies
involved in this review. This includes the use and assessment of risk and whether
services are available to victims, and whether appropriate safety advice is being
given.
16.14.2 From the detail recorded in the IMR’s and through the collective assessment of the
panel it has been identified that there would appear to be good understanding of
domestic abuse amongst the professionals involved with the couple and their family.
There would also appear to be a good understanding of safeguarding by those
involved. Safer Plymouth has worked hard to improve practice and knowledge in
this area. The decisions and actions of professionals were proportionate and
appropriate in the incidents that they were involved in.
16.14.3 The review has however identified a number of areas where policy and operational
practice could be improved and these have been highlighted within this report and
the recommendations that have been made. These changes will enhance current
operational delivery and ensure that victims and their families receive the highest
standards of care and support.
16.14.4 It would be fair to say that Adult A engaged with services on her own terms. There
were occasions when she sought help and then rejected it. There was also evidence
that she was indecisive about what action to take. There is documentary evidence
(GP, PDAS) which clearly indicates that professionals tried to maintain contact with
her, and where she did engage they had attempted to help her to effectively manage
her condition. There is also evidence that she was consistently provided with the
correct advice and support by those agencies that were involved with her. This
included advice and support regarding her children. The review has however
identified that a more consistent and co-ordinated approach particularly amongst
Health services could assist those families where parents have complex needs in
the future. Such an approach will assist families from reaching crisis points and
enable them to be signposted to supportive services.

34

Brecklin (2002), Bennett & Williams (2003).
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16.14.5

Whilst the panel clearly recognised the tragic nature of Adult A’s death and this DHR
centres around her as a victim, members also recognised the need to take a holistic
view of all of the information that was presented in the IMR’s. In view of the control
that appears to have been exerted in this relationship the panel has taken the
opportunity to consider whether each agency has policies and procedures that are
responsive to the needs of all victims in Plymouth , including males. Assurance was
sought and has been given from each of the agencies involved that their policies
are inclusive of both males and females.

16.14.6

The panel has also confirmed that had Adult B wanted to access specialist support
services then these were available to him during the times covered by the review
through PDAS.

16.14.7

Consideration was also given to the support available to females who have complex
needs, including those individuals who could be considered as perpetrators or
exhibiting a level of coercion and control. As stated Adult A exhibited a number of
traits that could be deemed to have been coercive and controlling and that this
behaviour may have been linked to her health needs. The panel reviewed the
support services that are currently available to address the behaviour of those
perpetrators that commit domestic abuse (including those that exhibit coercive and
controlling behaviour). Such services, such as perpetrator programmes, could assist
in preventing abuse from escalation. In reviewing this case it was evident that there
are no specific support programmes in the City. This would appear to be a national
issue and is not isolated to this particular area.

16.14.8

There has been nothing specifically identified by this review that would indicate that
professionals were distracted by gender in this case. It could be argued that the
officers attending the incident on the 14th April 2015 and the 16th July 2016, did not
consider exploring whether Adult B could have been the subject of abuse and
automatically assumed that Adult A was the victim. On initial review there would
also appear to have been an opportunity for those working in housing to enquire into
the relationship when Adult B attended the office on the 20th May 2014 and 14th April
2015. Professional curiosity may have elicited more information, but from exploring
this with Adult B this was unlikely. On these occasions Adult B didn’t see himself as
a victim and he didn’t give any indication of this to those that spoke to him. Adult B
didn’t provide any specific information that would have alerted professionals to the
issues that he and his wife were facing at home. Operationally it would be
impractical for housing staff to question people at every presentation about their
relationship status and it would be disproportionate to ask them about whether they
are the victim of domestic abuse. Where staff have concerns or people volunteer
this information then the issues will be explored further.

16.14.9

What is apparent is that it is key that professionals possess the skills, knowledge
and open mindedness to identify coercive and controlling behaviour in relation to
both male and female perpetrators. Whilst there was nothing identified by the review
to suggest that professionals didn’t have that capability, or that there was gender
bias, neither could it be confirmed that current training covered the issues faced by
both males and females. A recommendation has therefore been made in relation to
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this.
16.14.10 The panel also reviewed whether Adult A had received the appropriate support and
advice in relation to the abuse that she had suffered. According to agency records
Adult A had been given the correct advice in each of the incidents involving Adult B.
There was nothing recorded in agency records that would indicate that different
decisions or actions may have led to a different course of events.
16.14.11 From the information known to agencies and from the family members that
participated in the review there wouldn’t appear to be any barriers to Adult A
reporting abuse. Adult A had been the victim of abuse in her previous relationship
and during this time agencies (PDAS, Police) had provided her with both written and
verbal advice about risk, safety and the services that were available to her. After
one incident involving Adult E she also received counselling and face to face support
from her GP. Adult A would have therefore been fully aware of all of this information
whilst in her relationship with Adult B. Although on occasions she was bed ridden,
due to her condition, she was able to leave the home environment and had access
to mobile telephones which she could have used to report abuse should she have
needed to do so.
16.14.12 The review has considered whether the death of Adult A was an isolated incident or
whether there were any warning signs that would indicate that there was previous
history of abusive behaviour towards her in relation to Adult B. It is clear that agency
involvement relating to the couple was limited. Other than verbal arguments there
is no specific evidence of physical abuse between Adult A and Adult B or information
that would have led professionals to believe that coercive and controlling behaviour
was taking place in the home environment. In those incidents where agencies did
become involved and where risk assessments were appropriate, they were graded
correctly. Thresholds for intervention were appropriate and correctly applied in this
case.
16.14.13 The sudden escalation in violence that led to Adult A’s death could therefore not
have been foreseen by professionals and on discussing the findings of the review
with family members they have confirmed that in their view there were no obvious
points where intervention could have taken place.
16.14.14 Adult B when interviewed did not identify any gaps in service provision and was
clear that he did not consider that he could have been subjected to coercion and
control. He was however unaware of what constituted domestic abuse, services that
were available to him, or how to report it.
16.14.15 From the examination of the records held, the input from the Police to promote the
welfare of both adult A and B was appropriate for the risk assessments that were
completed and the information available to officers on each occasion. On those
occasions where the Police were involved they did complete the relevant DASH risk
assessments and grade the incidents as domestic abuse in line with their policy and
practices. Consideration was also given to the welfare and support of the children
within the household and the appropriate documentation was completed and
submitted.
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16.14.16 In reviewing their service delivery, PDAS were satisfied that all contact was timely
and appropriate in relation to the waiting lists that were held by the service at that
time. Following the receipt of referrals numerous attempts were made to contact
Adult A. In relation to the first two police referrals Adult A did not engage with the
service. When the third police log was received Adult A agreed to engage but failed
to attend her first appointment after she called to cancel it. When she eventually did
attend she engaged well.
16.14.17 The two assessments that were completed with Adult A and all telephone contact
was carried out by a qualified and experienced IDVA35. PDAS have identified that
the completion of the assessments was challenging as a consequence of the failure
of Adult A to engage with them.
16.14.18 The review has ascertained that PDAS made numerous efforts to contact Adult A,
particularly when she failed to attend appointments, and file closure was completed
in line with their policy. This policy was discussed at panel and it was recognised
that there was a need for a more robust policy in respect of contact when a victim
fails to engage, particularly when demand for the service was high and there is
limited resource. There was also a recognition that such a policy had to be flexible
in certain cases where there remains a concern about the victim, despite the fact
that they have failed to engage with services. This policy has since been reviewed
and amended to reflect this requirement and now includes a requirement for
managers to review and sign off all files prior to closure.
16.14.19 Even if the PDAS service had maintained contact with Adult A it is unlikely to have
made any difference to the outcome in this case. Adult A had previously received
safety advice and was aware of risk factors associated to domestic abuse.
16.14.20 There is evidence in health records that would indicate that Adult A struggled to
cope with events in her childhood particularly the separation of her parents and that
this may have contributed to her vulnerability in later life. This did highlight the need
to ensure that children are given the tools, support and encouragement to increase
their own resilience during such relationship breakdowns. Such support would
increase their feelings of self-worth and their ability to manage issues that have a
personal impact. Whilst it is recognised that this support is currently available
through parents, family and schools the IMR writer for NHSE felt that this needed to
be strengthened within services. Such support would need to target those most in
need and provide consistency across the childhood population.
16.14.21 In respect of GP Practice, Adult A’s clinical assessments were undertaken in a
timely and appropriate manner and were in line with professional practice.
Responsibility and the actions that were taken were shared with other GP’s to
ensure that there was a consistency in approach. Information was shared with other
specialist Health practitioners, of which there were many.

35

Independent Domestic Violence Adviser.
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16.14.22 Despite Adult B being the carer for Adult A they rarely attended an appointment
together and their cases would appear to have been dealt with in the main in
isolation. One of the GP’s that was interviewed stated that Adult A had been
discussed at daily and weekly practice meetings, but the details of these discussions
and whether they included the consideration of the family as a whole were not
recorded.
16.14.23 Within GP records there is no evidence to suggest that a complex care meeting was
considered. NHSE identified that this meeting could have provided an opportunity
to review the needs of the family, including the children in the context of Adult A’s
medical needs and her use of prescribed drugs, both of which would have impacted
on her ability to function normally. Such a meeting could have also included the
impact on Adult B as the main carer and the ‘stress’ that he felt due to her illness.
Despite Adult A’s complex needs and her alleged exposure to domestic abuse it
was not clear why she was not the subject of at least one formal meeting within the
practice. This could have been seen as best practice where issues relating to
stressful relationships may have been disclosed. In view of the number of Health
services that were supporting Adult A joint case planning would also have been
useful to ensure a co-ordinated approach, and reviews should become standard
practice for those individuals with complex needs.
16.14.24 The importance of following up referrals has been recognised by all agencies. When
Adult A did not attend the Freedom Programme, the PDAS worker had attempted
to contact the social worker and had left a message. In line with the working
practices at the time, the PDAS worker did not follow this up and had they done so
then a joint approach could have been considered. As a consequence of the review
these working practices have been amended and now all workers are aware that in
such circumstances, contact with external agencies should be followed up by further
phone calls and also via email. This should be seen as best practice.
16.14.25 In the limited contact that they did have with the Family CYPS did signpost Adult A
to other agencies and they did confirm that she would be engaging with them. A
letter was also sent to Adult A encouraging her to attend appointments. CYPS
records also show interaction with the children’s schools. Again relevant policy and
practices were followed and thresholds were applied appropriately.
16.14.26 As a result of the review NHSE have identified a number of recommendations that
will improve the quality of patient and agency records. The organisation has also
recognised the need to develop a clear strategy in relation to patients wishing to
reduce prescribed addictive drug administration. Such changes will ensure that
professionals can make informed decisions with regards to those with complex
needs.
16.15

Information Sharing and Communication

16.15.1

From the documents and records that were reviewed there were a number of
examples identified where professionals shared information in a timely manner.
There were however other areas identified where improvements could be made in
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order to enhance service delivery and these have been reflected in the
recommendations detailed at paragraph 19.0.
16.15.2

In respect of information sharing between agencies PDAS raised an issue
regarding the fact that a police log received on the 20/04/15 had no perpetrator
information recorded within it. This has become standard practice for the Police
and was introduced to address Data Protection Act36 concerns. This practice has
been and continues to be the subject of dialogue between the agencies involved
and is not unique to the City. In this case this didn’t prevent any action from being
taken or have an adverse effect on any outcome for those involved. The practice
does however hinder PDAS’s ability to carry out effective risk assessments for its
professionals and for the victims.

16.15.3

The NHSE IMR identified that a qualitative review was required of electronic records
held by Health to ensure that effective information sharing takes place in respect of
those individuals that have complex needs.

16.15.4

Following the review of this case Housing has identified that they will amend their
policy and practice to ensure that their officers discuss all cases involving domestic
abuse with the Police.

16.15.5

In relation to best practice regarding information sharing within Livewell Southwest
children and adult community services belong to the same organisation which
makes for the facilitation and safe sharing of information.

16.16

Agencies Policy

16.16.1

The review has identified an number of areas for improvement in respect of policy
and practice and these have been identified in the previous sections of this report
and are reflected in the recommendations detailed at paragraph 19.0.

16.16.2

Agencies must ensure that their policy and procedures address the issues faced by
both female and male victims and avoid stereotyping the perpetrator.

16.17

Supervision

16.17.1

Effective supervision was demonstrated by all agencies involved with the family and
was evidenced within IMR’s i.e. Plymouth Community Homes have one to one
supervision where such cases are discussed and in this case following Adult A’s
request to change her locks on the 14th April 2015 the case was discussed with a
senior housing officer who sanctioned positive action.

16.17.2

Supervisory oversight extended not only to review of professional practice but there
was also evidence of clear access to supervision support i.e. Livewell.

16.17.3

In relation to best practice within the GP setting there is a safeguarding lead and
three-monthly governance meetings where safeguarding issues are discussed,
supervised and are minuted. There is also a system in place for ensuring that

36 Data Protection Act 1998.
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recent legislative changes and safety alerts are shared with staff within the
practice. The staff within the practice are also required to sign to say that they
have seen read and understood safeguarding and domestic abuse policies.
16.17.4

In respect of improving supervisory oversight and quality assurance practices the
Police IMR identified that the use of stock phrases or general descriptions in records
made by professionals can be misleading and uninformative. In this case terms such
as ‘unpredictable behaviour’, ‘violence’ and ‘words of advice’ provide insufficient
detail. This detail becomes all the more important when recorded within the DASH
risk assessment in enabling agencies to make an informed view of the risks involved
in cases and the level of support services that are offered to victims. DASH risk
assessments should therefore be subjected to additional supervisory oversight and
quality assurance.

16.18 Training
16.18.1

All agencies involved in this review have demonstrated their commitment to training
in relation to safeguarding and domestic abuse. All of the staff that were involved
with the couple and their family would appear to have been trained to the standards
expected, and all were equipped to identify the safeguarding needs of both Adult A
and Adult B.

16.18.2

Within Livewell Southwest frontline staff ask DA questions and continue to be
trained to the appropriate levels reflected in the intercollegiate document37. This
training was completed every three years with required updates in the interim on an
annual basis. Staff are also trained in the DASH risk assessment so going forward
they will be able to complete this process in relation to those families that they have
concerns about.

16.18.3

As of the 29th September 2017 one hundred and seventy frontline police officers and
staff in the City had been trained in DASH. These numbers include one hundred
and thirty response officers who respond to domestic abuse incidents. This is almost
the entire compliment of response staff in the City. The plan for this training was
reviewed by the Chair and was found to be comprehensive. This training remains
ongoing, due to staff turnover. The Police are also currently developing a document
which sets out the minimum training standards for officers in relation to
safeguarding. This will increase the knowledge of officers and staff and ensure a
consistent approach to training regarding domestic abuse and risk factors.

16.18.4

Whilst all agencies had demonstrated that they had trained their staff in relation to
domestic abuse some IMR’s identified that refresher training was required.
Plymouth Community Homes have stated that refresher training is being considered
in the future. The importance of continuing professional development cannot be over
emphasised. All agencies should ensure that their staff receive regular updated
safeguarding training and that this should be clearly auditable.

Safeguarding children and young people: roles and competences for Health Care Staff – Intercollegiate. Third Edition; March
2014.
37
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16.18.5

What did become apparent during the review was how essential it is that training
reflects the impact of domestic abuse on all sections of society. All agencies should
ensure that training reflects the issues that are experienced by all victims.

16.18.6

The review of GP practice identified that there was a specific training requirement
in relation to refreshing staff of the thresholds for referral/monitoring within families
where both adults have their own particular issues and mounting stress is evident.
The GP practice in this case also used a specific GP to act as the Domestic Abuse
lead. In order to increase awareness and enhance the service to victims, domestic
abuse/abuse awareness training should be made available within the Practice.

17.0 Conclusions

17.1

The content of this section seeks to bring together an overview of main issues
identified and conclusions drawn from them which will translate into the detailing
of lessons learned in the next section.

17.2

The Police in summing up the investigation for the purposes of the prosecution
stated that;
“The defendant and his wife clearly had a difficult relationship, especially more
recently. There had been challenges in relation to children, pain and injury,
jealousy and control’.

17.3

From the information gathered as part of this review it is clear that whilst Adult A
and Adult B loved each other their relationship was complicated by issues of
alcohol and drug misuse, gambling, mental health and the challenges faced by
Adult A in respect to the post-operative pain that she suffered from on a daily
basis.

17.4

The information gathered from agencies, family and friends would tend to indicate
that there may have been elements of controlling behaviour exhibited by both
Adult A and Adult B, but on the balance of probabilities it is clear that Adult A did
exert the greater degree of control in the relationship. The review did not identify
any direct evidence of physical abuse in the relationship.

17.5

There was insufficient information available to agencies or to those professionals
that came into contact with Adult A or Adult B to identify specific patterns of
abusive behaviour in their relationship. There was also insufficient information
available to suggest that Adult B posed any specific risk to Adult A on the days
prior to her death.

17.6

Had Adult B posed any risk then there has been nothing identified to suggest that
Adult A was prevented from reporting the matter. Adult A was fully aware of the
services that were available in Plymouth that could support her.

17.7

In this case it would be challenging to find any potential missed opportunities that
may have prevented this homicide from taking place. From the information
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presented by agencies operational practices and policy were adhered to at the
time. Incidents were correctly documented and risk assessments completed.
These risk assessments were graded correctly on the information that was
provided by both individuals at the time of each incident, and referrals were made
to the relevant agencies. Support and ongoing referrals were made to specialist
support services. The review has however identified areas for improvement in
relation to operational practice which will enhance service delivery for both adults
and children.
17.8

What is clear is that Adult A was unwilling to attend or maintain contact with the
services that could have provided her with help and assistance. In this case
agencies repeatedly tried to re-engage with her, even when she failed to attend
appointments, but their efforts went unrewarded. Adult A was an individual with
a complex set of needs and without that engagement it was difficult to diagnose
any underlying cause of the problems that she faced.

17.9

It is apparent that all agencies in Plymouth continue to strive towards the delivery
of comprehensive services for those suffering domestic abuse and the learning
gained from this review will inform policy change going forward.

17.10

Agencies are confident that should an individual present themselves then their
staff are trained to identify the signs of domestic abuse or perpetrator traits and
this has been borne out by this review. That said training continues to take place
and there is a need to ensure that this is completed and refresher training is
appropriately scheduled within agencies.

17.11

In view of the findings in this report the panel have identified that additional work
needs to take place in agencies and externally with the public to raise the
awareness in relation to all typologies of abuse. More could also be done to raise
awareness of services that are available to support male victims.

17.12

This review has identified that Adult A had a complex relationship with her
husband. This part of the relationship was explored by the panel in order to
ascertain if there were any opportunities for professionals to recognise the
problems that were occurring in the relationship and where appropriate to
intervene. Such opportunities, had they arisen, may have assisted in preventing
the relationship from deteriorating to an extent where a homicide occurred. No
specific opportunities were identified.

17.13

Adult A had developed complex needs which had made her vulnerable. Despite
the best endeavours of the panel to explore all aspects of her life the motivation
behind her tragic death remains unanswered. From the scrutiny of agency
records and from the input from family and friends, nothing has come to light
within the review to suggest the outcome in this case could have been predicted
or prevented by the actions of the professionals that had contact with the
couple.
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18.0 Lessons Learned

18.1

This part of the report will summarise the lessons which have been drawn from
the case and how those lessons are to be translated into recommendations for
action.

18.2

The learning opportunities identified in this case are listed by number and these
correspond with the recommendation in section 19. The first seven learning
opportunities relate to those lessons that apply to all agencies whilst the
remainder were identified by individual agencies in their IMR’s.
 Learning Opportunity 1 (xref: Recommendation 1).
Whilst there was no evidence that professionals exhibited gender bias this case
reinforces the need to ensure that professionals dealing with domestic abuse
keep an open mind-set. Professionals therefore need to be trained and
competent to be able to identify typologies of abuse that include female
perpetrators and male victims. Local training courses should therefore include
content and case studies on different types of abuse.
 Learning Opportunity 2 (xref: Recommendation 1)
In this particular case, the family were not considered holistically by specific
services, particularly the children. Safeguarding and domestic abuse training
should therefore include consideration of the impact on any dependent children
and young adults living in the household.
 Learning Opportunity 3 (xref: Recommendation 2)
Agencies should ensure that their policy and procedures address the needs of
both female and male victims.
 Learning Opportunity 4 (xref: Recommendation 3)
This case highlighted that those close to the couple didn’t identify the behaviour
exhibited in the relationship as a form of abuse. It would therefore appear that an
awareness campaign is required in the City regarding abuse that involves male
victims.
 Learning Opportunity 5 (xref: Recommendation 3)
In hindsight Adult B considered that he may have been subjected to coercive and
controlling behaviour. He acknowledged that he didn’t see this at the time whilst
in the relationship and that he would not have known where to seek help and
support. On reflection whilst there are services available in the City for male
victims these have not been publicised.
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 Learning Opportunity 6 (xref: Recommendation 4)
The review highlighted that whilst there is sufficient support for victims of abuse
in the City there are no programmes available for perpetrators or those that
exhibit coercive and controlling behaviour. Intervention at an early stage in a
relationship could assist in the management of risk and prevent the escalation of
violence.
 Learning Opportunity 7 (xref: Recommendation 5)
In this case Adult A habitually failed to attend appointments which made it difficult
to assess risk and address her needs. Agencies therefore need to have clear
policy and practice in relation to those who are deemed at risk or vulnerable who
do not attend appointments.
 Learning Opportunity 8 (xref: Recommendation 6)
Adult A’s addiction to prescribed drugs had a profound effect on her life. The
effect of prescribed addictive or stimulant substances and their effect on adults
should be included in existing drug abuse training.
 Learning Opportunity 9 (xref: Recommendation 7)
The examination of the GP’s notes of the children of victims should be routinely
considered as part of any multi-agency review, as this will provide a holistic
overview of the issues faced within those families with complex needs.
Single Agency Learning
 Learning Opportunity 10 (xref: Recommendation 8).
Devon and Cornwall Police identified that the DASH risk assessments completed
in this case were variable in the standard of detail that was recorded e.g. single
line entries such as ‘violence’ with no reasoning or the details of why a DASH
was refused was not recorded. Professionals need to ensure that DASH risk
assessments contain comprehensive details to ensure that supervisors and
external agencies can offer an informed view of the actions that are required in
the case. Current policy is that supervisors review the completed assessment but
there is no requirement on them to comment unless they wish to raise a concern
that the risk may be higher than indicated. This makes the process weak.
 Learning Opportunity 11 (xref: Recommendation 9)
PDAS identified that they were unable to confirm whether Adult B was the
perpetrator mentioned by Adult A on the 20.04. 2015. PDAS identified this as an
issue that affects operational practice on a daily basis and makes risk
assessment difficult.
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 Learning Opportunity 12 (Not subject of a recommendation)
At the time of this incident the policy and practice within PDAS, with regards to
those appointments where victims ‘did not attend’, was inflexible with regards to
follow up action.
The Service has since amended its procedure with regards to file closure for
victims who have failed to attend appointments, or whom PDAS have been
unable to contact. This practice now ensures that PDAS works with agencies to
enhance the chances of clients engaging with the service. Where a client fails to
attend further attempts are made to engage with them and if unsuccessful then
other relevant agencies are contacted. This learning opportunity has therefore
not been made a recommendation.
 Learning Opportunity 13 (Not subject of a recommendation)
As part of the Review PDAS identified that the procedures for file monitoring and
closure could be more robust within their service.
The service now ensures that all files for closure are reviewed by a manager and
signed off prior to closure thus improving supervisory oversight and support for
frontline staff. This learning opportunity has therefore not been made a
recommendation.
 Learning Opportunity 14 (xref: Recommendation 10)
This case highlighted that where Housing Officers identify or receive reports that
there is domestic abuse in a relationship then best practice would be to discuss
such cases with Neighbourhood Police teams.
 Learning Opportunity 15 (xref: Recommendation 11)
Plymouth Community Homes identified that whilst staff have all been trained in
relation to domestic abuse refresher training is being considered in the future.
The importance of continuing professional development cannot be over
emphasised.
 Learning Opportunity 16 (xref: Recommendation 12)
The GP Practice in this case didn’t have a formal notification system to ensure
that the safeguarding lead was notified of all patients that have attempted
suicide or who had presented with an ongoing risk such as Adult A. This
omission makes it difficult to ensure that services are effectively co-ordinated to
meet individual needs.
 Learning Opportunity 17 (xref: Recommendation 13,17)
Record keeping and information management processes relating to the care of
any adult at risk with complex needs should be comprehensively recorded and
linked to the patient’s electronic notes. This information needs to be flagged to

V19 150119

66

OFFICIAL:SENSITIVE
GSC- Official
ensure that there is a holistic approach to caring for all family members, and that
professionals are aware of all of the facts.
 Learning Opportunity 18 (xref: Recommendation 14)
The Health IMR highlighted the significance of professionals having knowledge
and understanding about the impact of domestic abuse and family breakdown
on children and young people, and the potential implication on their mental
health needs both as children and potentially as adults.
 Learning Opportunity 19 (xref: Recommendation 15)
GP records indicate that that there was no evidence of a complex care meeting
to consider the needs of the whole family (including Adult A’s children) in view of
her medical needs and her medication use. This could have included the impact
on Adult B as the main carer and identified any associated risks. A complex care
meeting would have provided a holistic overview of the needs of the family.
 Learning Opportunity 20 (xref: Recommendation 16)
There is a need to jointly consider the needs of patients (including the impact on
their family), when GP/pain clinics are wishing to reduce morphine
administration or any other addictive drug for a vulnerable individual such as
Adult A.
 Learning Opportunity 21 (xref: Recommendation 18)
The review of GP practice identified that there was a training requirement in
relation to reminding staff of the thresholds for referral/monitoring within families
where both adults have their own particular issues and mounting stress is
evident.
 Learning Opportunity 22 (xref: Recommendation 18)
In order to have confidence when dealing with complex cases staff working within
the GP practice, used by Adult A, need to be trained in child safeguarding and
domestic abuse. Such training would enable staff to identify risks and promote
effective safeguarding both within the practice and when dealing externally with
partner agencies.

18.0 Recommendation
18.1

This section of the overview report sets out the recommendations made by the
DHR panel and then the recommendations made in each of the IMR reports.

18.2

The DHR panel therefore offers the following overarching recommendations for
local action:
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 Recommendation 1.
All agencies should review the content of current domestic abuse training
plans to ensure that they are;
- include content relating to both female and male victimisation.
- includes case studies on different types of abuse including female
perpetrators and male victims.
- includes consideration of the impact on any dependent children and
young adults living in the household.
- and for those agencies whose staff complete DASH forms emphasise
the importance of including comprehensive details within the document.
 Recommendation 2.
Domestic abuse policy and procedures should by reviewed by each of the
agencies involved in this review to ensure that they are inclusive of the needs
of both female and male victims38.
 Recommendation 3.
Safer Plymouth to implement a communications strategy to increase third
party and male victim reporting in relation to domestic abuse. In relation to the
latter, the strategy should also identify the services available to male victims
in the City.
 Recommendation 4.
Safer Plymouth should review the viability of commissioning a perpetrator
programme in the City.
 Recommendation 5.
All agencies within the Safer Plymouth area should have a clear DNA (did not
attend) policy, accessible to all relevant staff. The policy should clearly
indicate which professional/service/agency is responsible for follow up, when
DNA’s occur, and should demonstrate closure of the ‘follow up loop’.
 Recommendation 6.
Drug abuse training programmes being delivered in Plymouth should
reviewed to ensure that they include effects of prescribed addictive or
stimulant substances.

38 Devon and Cornwall Police have reviewed all policy and procedures and these address the needs of female and male victims..
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 Recommendation 7.
All multi agency reviews being conducted in the City in relation to domestic
abuse should routinely consider the examination of the GP notes of the
victim’s children as part of the process. Where the notes are not reviewed
then the rationale for this should be documented.
19.3

Single Agency Recommendations
Some of the issues raised in the IMRs that have been analysed and commented
upon in the overview report. These recommendations have been detailed within
each of the Agencies IMR’s and are as follows;
 Recommendation 8.
Devon and Cornwall Police should review its current DASH practices and
introduce a quality assurance audit in respect of the content of DASH forms.
 Recommendation 9.
Devon and Cornwall Police to review existing practice regarding the
disclosure of details on the non-crime low and medium risk perpetrators that
are recorded as part of the DASH process.
 Recommendation 10.
Housing providers in the Plymouth should review and amend policy and
practice to ensure that their officers discuss all cases where domestic incidents
are identified or reported with the Police. This change in policy should be clearly
communicated to all staff.
 Recommendation 11.
Plymouth Community Homes to undertake a training needs analysis to ensure
that its staff receive refresher training in respect of domestic abuse.
 Recommendation 12.
The GP practice involved in this review should ensure there is a formal system
in place which requires the safeguarding lead to be informed of patients within
their practice, who have attempted suicide/present with an ongoing serious
suicidal risk.
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 Recommendation 13.
Detailed conversations/meetings relating to the care of any adult at risk of
abuse and neglect with complex needs in GP practices should be recorded
/linked to the patient’s electronic notes.
This information should be “flagged” for practitioners, within the same
Practice, caring for other family members.
 Recommendation 14.
Any children and young people, currently registered with GP practices, who
are exposed to domestic violence or subject to care orders, should be
identified and flagged within the electronic records. Any appropriate support
should be identified, and referrals made.
 Recommendation 15.
Any adults at risk of abuse and neglect (previously known as vulnerable
adults) within GP practices should be the subject of complex care meetings,
where their needs and those of their children /family are considered.
All meetings should be minuted. Date of meeting should be recorded in
patients GP record and copy of minutes attached to notes electronically.
 Recommendation 16.
There should be a clear multi-professional strategy for complex patients who
demonstrate a dependency/addiction to prescribed pain relieving medication.
The policy should include a formal requirement for:
-

joint case planning (when individuals are supported by a number of
differing services at the same time).
Clarity about joint objectives and agreement around interventions.
A joint care plan format/template.

 Recommendation 17.
Recording in GP records should consistently include:
-

Date & time of consultation.
Nature of consultation. i.e.: Telephone, face to face, home visit.
Record of formal Care Plans and agreed interventions, where
required.

 Recommendation 18.
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All staff within the GP practice should receive updated training with regards to
Child Safeguarding and Domestic Abuse.
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Glossary
121A – Child notification form used by Devon and Cornwall Police (this form has since been
superseded by the ViST).
AAFDA- Advocacy After Fatal Domestic Abuse
A&E – Accident and Emergency
CPS – Crown Prosecuting Service
CSP- Community Safety Partnership
CYPS- Children and Young Person Services
DASH- Domestic Abuse, Stalking and Harassment and Honour Based Violence risk
assessment
DHR- Domestic Homicide Review
GSC- Government Security Classifications
IDVA- Independent Domestic Abuse Adviser
IMR- Individual Management Review
IOPC- Independent Office for Police Conduct
MARAC – Multi Agency Risk Assessment Conference
MH – Mental Health
NHSE – National Health Service England
OOH – Out of Hours
PCT- Primary Care Trust
PDAS- Plymouth Domestic Abuse Service.
SHA- Strategic Health Authority
SIO- Senior Investigating Officer
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