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1.1 The incident 
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1.1.1 ‘Mary’1 died of natural causes in May 2017 

1.1.2 For some time prior to Mary’s death, Mary and ‘Jacob’ were in an intimate 

partner relationship together.  

1.1.3 As a result of concerns raised by a member of Mary’s family, ‘Lisa’, the Roman 

Catholic Diocese of Northampton and Mary’s solicitor, prior to her death, Thames 

Valley Police and multi-agency safeguarding investigations were undertaken into 

possible abuse of Mary by Jacob.  

1.1.4 These investigations were linked to the previous death of Mary’s near neighbour 

‘Harry’, who died two years previously.  

1.1.5 Jacob was found guilty of Harry’s murder in 2019.  

1.1.6 Sadly, Mary died before the police investigation was concluded.  

1.1.7 The Review Panel expresses its sympathy to the family and friends of Mary for 

their loss and thanks them for their contributions and support for this process. 

1.2 Introduction  

1.2.1 Domestic Homicide Reviews (DHRs) were established under Section 9(3), 

Domestic Violence, Crime and Victims Act 2004. 

1.2.2 This Domestic Homicide Review (hereafter ‘the review’) examines agency 

responses and support given to Mary, a resident of Maids Moreton prior to her 

death in hospital in May 2017.  

1.2.3 The review will consider agencies’ contact/involvement with Mary and Jacob and 

‘Nicholas’ from 1st May 2015 to the date of Mary’s death in May 2017 (inclusive).  

1.2.4 In addition to agency involvement, the review will also examine the past to 

identify any relevant background or trail of abuse before the death, whether 

support was accessed within the community and whether there were any barriers 

to accessing support. By taking a holistic approach the review seeks to identify 

appropriate solutions to make the future safer.  

1.2.5 The key purpose for undertaking DHRs is to enable lessons to be learned from 

deaths where a person dies following 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 death, and most importantly, 

what needs to change in order to reduce the risk of such tragedies happening in 

the future. 

 

 

1 See ‘1.4 Confidentiality’ for description of pseudonyms 
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1.2.6 This review process does not take the place of the criminal or coroner’s courts 

nor does it take the form of a disciplinary process.  

1.2.7 The family of Mary decided that they did not wish to contribute to the review in 

November 2022. They were given a further opportunity to review the report and 

to be involved but declined to do so. 

1.3 Timescales  

1.3.1 This review has been commissioned in accordance with the December 2016 

Multi-Agency Statutory Guidance for the Conduct of Domestic Homicide Reviews 

(hereafter ‘the statutory guidance’), issued following the implementation of 

Section 9 of the Domestic Violence Crime and Victims Act 2004. This review has 

been commissioned by the Safer Buckinghamshire Partnership. Having received 

notification from Thames Valley Police on 3 April 2019 a decision was made to 

conduct a review in consultation with the Aylesbury Vale Community Safety 

Partnership2 in April 2019. Subsequently, the Home Office was notified of the 

decision in writing on 17 July 2019. 

1.3.2 Standing Together Against Domestic Abuse (hereafter ‘Standing Together’) was 

commissioned to provide an Independent Chair (hereafter ‘the Chair’) for this 

DHR on 7 August 2019. The completed report was handed to the Safer 

Buckinghamshire Partnership in November 2023. In November, it was tabled at a 

meeting of the Safer Buckinghamshire Board and signed off, before being 

submitted to the Home Office Quality Assurance Panel in November. On 21 

February 2024, the completed report was considered by the Home Office Quality 

Assurance Panel. On 11 April 2024, the Safer Buckinghamshire Partnership 

received a letter from the Home Office Quality Assurance Panel. Following 

further review, the report was submitted for publication in October 2024. 

1.3.3  Home Office guidance states that the review should be completed within six 

months of the initial decision to establish one. Delays occurred due to the Covid 

pandemic and then in September 2020, the review panel was informed that 

Jacob was appealing against his conviction. Therefore, the decision was made to 

halt the review until the Appeal Court had heard the case in order not to 

jeopardise any potential future re-trial. At the end of March 2021, the Chair was 

informed that Jacob’s appeal against conviction was lost and therefore the 

review recommenced. However, at the end of April 2021, the Chair was informed 

that Jacob had now appealed to the Supreme Court, appealing against his 

conviction and a further delay ensued. All appeals were concluded in March 

2022. Mary’s family decided that they did not wish to be part of the review in 

November 2022. In February 2023 the Police and Diocese of Oxford requested 

 

 

2 Changed mid review to Safer Buckinghamshire Partnership 
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further changes to the report. These were considered by the Chair and any 

further necessary changes were made. In July 2024, Thames Valley police 

requested further changes to the report. As the Chair was no longer available to 

contribute to the report and as no substantive changes would be made to 

Conclusions and Recommendations, the Safer Buckinghamshire Partnership 

made further changes to reflect TVP comments.  

 

1.4 Confidentiality  

1.4.1 The findings of this review are confidential until the Overview Report has been 

approved for publication by the Home Office Quality Assurance Panel. In the 

interim information has been available only to participating officers/professionals 

and their line managers. 

1.4.2 This review has been anonymised in accordance with the 2016 statutory 

guidance. This includes the specific date of death. Only the Independent Chair 

and Review Panel members are named. 

1.4.3 The following pseudonyms have been used in this review to protect the identities 

of the victim, other parties, those of their family members, and the perpetrator:  

Name Status 
 

Mary Victim 

Jacob Perpetrator 

Nicholas Alleged perpetrator 

Harry Victim in linked investigation 

Lisa Victim’s niece and next of kin 

Barbara Friend of victim 

Margaret  Friend of victim 

GP 1 – GP 5 General Practitioners 

Priest 1 – 3 Roman Catholic Priests 

 

1.4.4 These pseudonyms are used because alternative names could not be agreed 

with the family as they declined to be involved in the Review. 

 

1.5 Equality and Diversity 

1.5.1 The chair and the Review Panel have considered the protected characteristics 

under the Equality Act 2010 of age, disability, gender reassignment, marriage 

and civil partnership, pregnancy and maternity, race, religion and belief, sex and 

sexual orientation during the review process.  

1.5.2 Mary was a heterosexual, white British female who was 83 years of age at the 

time of her death. Jacob was a 26-year-old bi-sexual male at the time of Mary’s 

death. They were in an intimate partner relationship and Mary believed that 



Page 7 of 117 

 

Jacob loved her. The protected characteristics of disability, gender reassignment 

and sexual orientation do not pertain to this case in that neither party was 

disabled or was at any stage of transitioning from one gender to the other. 

Religion/belief however was believed to be a protected characteristic in this case. 

Mary was a devout Roman Catholic and Jacob was a Christian male who was 

going through the discernment process. He came from a Baptist background (his 

father was a Baptist minister) and he used his knowledge of this faith to abuse 

Mary and to coercively control her into sexual acts in order for him to 

economically abuse her.  

1.5.3 At the first meeting of the Review Panel, it was identified that the following 

protected characteristics required specific consideration. 

1.5.4 Sex should always require special consideration. Recent analysis of domestic 

homicide reviews reveals gendered victimisation across both intimate partner 

and familial homicides, with females representing the majority of victims and 

males representing the majority of perpetrators.3 Therefore, this characteristic is 

relevant for this case, Mary having been female with a family and a victim of 

domestic abuse from Jacob. 

1.5.5 In respect of sex, being female is the single greatest risk factor for domestic 

abuse and domestic homicide. 

1.5.6 The Review Panel identified the following protected characteristics of Mary, 

Jacob and Nicholas as requiring specific consideration for this case;  

• Sex (Mary was female and Jacob was male)  

• Sexual Orientation 

• Marriage and Civil Partnership. It became clear early in the review this was not 

relevant in this case.  

• Religion and Belief. Mary was a devout Christian and the panel gave 

consideration to religion/belief throughout the review as it became apparent how 

Jacob used her faith to abuse her. 

• Age. As an elderly person the risk factors that need to be considered throughout 

the review were possible poor physical and / or mental ill-health, social Isolation, 

retirement and dependency. 

1.5.7 This review has taken an intersectional framework approach to consider the 

complex ways in which multiple forms of structural discrimination (based on 

divisions such as class, gender, migrant status, etc.) combine or intersect to 

 

 

3 In 2014/15 there were 50 male and 107 female domestic homicide victims (which includes intimate partner homicides and familial 

homicides) aged 16 and over”. Home Office, “Key Findings from Analysis of Domestic Homicide Reviews” (December 2016), p.3. 
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create heightened and persistent forms of inequality, marginalisation, 

disadvantage and powerlessness. An intersectional approach to reviews is vital 

in identifying and analysing the multiple and overlapping barriers that create 

vulnerability and risks. It is key in determining questions of how Mary came to be 

at risk, the barriers she faced in reporting gender based abuse, how she was 

treated, what support she had, and what options for protection was available to 

her.  

1.5.8 Additionally, the following issues have been identified as pertinent to this death: 

o Mental ill-health. 

o Economic Abuse4 including fraud. 

o Coercive Controlling Behaviour  

o Substance Misuse by Jacob who was alleged to have been poisoning Mary. This 

allegation was not proven and is not subject of any conviction. 

 

1.6 Terms of Reference 

1.6.1 The Terms of Reference are included at Appendix 1. This review aims to identify 

the learning from this case, and for action to be taken in response to that learning 

with a view to preventing domestic abuse deaths and ensuring that individuals 

and families are better supported. 

1.6.2 The Review Panel comprised of agencies from Buckinghamshire and wider 

areas that include Buckinghamshire (e.g. Thames Valley), as Mary, Jacob and 

Nicholas were living in that area at the time of the death. Agencies were 

contacted as soon as possible after the review was established to inform them of 

the review, their participation and the need to secure their records. 

1.6.3 At the first meeting, the Review Panel shared information about agency contact 

with the individuals involved, and as a result, established that the time period to 

be reviewed would be from the mid May 2015 to the day after the death. This 

timeframe was chosen because Mary and Jacob are believed to have met in 

2015 having been introduced by a near neighbour of Mary, Harry. It was also 

agreed that agencies would summarise any relevant contact with either Mary, 

Jacob or Nicholas before this date if relevant. 

 

 

4 This form of abuse is designed to reinforce or create economic dependency and/or instability; limiting victim’s choices and their ability to 

access safety. ‘Economic abuse’ as a term recognises that it is not just money and finances that can be controlled by an abuser (known 

as ‘financial abuse’) but also things that money can buy, including food, clothing, transportation and housing. It now forms part of the 

Domestic Abuse Act 2021 - https://survivingeconomicabuse.org/ 
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1.6.4 Key Lines of Inquiry: The Review Panel considered both the generic issues as set out 

in the 2016 statutory guidance and identified and considered the following case 

specific issues:  

o The communication, procedures and discussions, which took place within and 

between agencies; 

o The co-operation between different agencies involved with Mary and/or Jacob 

and Nicholas; 

o The opportunity for agencies to identify and assess domestic abuse risk; 

o Agency responses to any identification of domestic abuse issues; 

o Organisations’ access to specialist domestic abuse agencies; 

o The policies, procedures and training available to the agencies involved in 

domestic abuse issues; 

o Any evidence of seeking help, as well as considering what might have helped or 

hindered access to help and support. 

 

1.7 Methodology  

1.7.1 Throughout the report the term ‘domestic abuse’ is used interchangeably with 

‘domestic violence’, and the report uses the cross government definition of 

domestic violence and abuse as issued in March 2013 and included here to 

assist the reader, to understand that domestic abuse is not only physical violence 

but a wide range of abusive and controlling behaviours. The definition states that 

domestic violence and abuse is: 

“Any incident or pattern of incidents of controlling, coercive or threatening 

behaviour, violence or abuse between those aged 16 or over who are or have 

been intimate partners or family members regardless of gender or sexuality. This 

can encompass, but is not limited to, the following types of abuse: psychological; 

physical; sexual; financial; and emotional. 

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. 

“Coercive behaviour is: an act or a pattern of acts of assault, threats, humiliation 

and intimidation or other abuse that is used to harm, punish, or frighten their 
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victim.” Controlling or coercive behaviour in an intimate or family relationship 

became a crime on 29 December 2015.5 

This definition, which is not a legal definition, includes so-called ‘honour’ based 

violence, female genital mutilation (FGM) and forced marriage, and is clear that 

victims are not confined to one gender or ethnic group. 

1.7.2 This review has followed the 2016 statutory guidance for Domestic Homicide 

Reviews issued following the implementation of Section 9 of the Domestic 

Violence Crime and Victims Act 2004.  

1.7.3 On notification of the death, agencies were requested to check for their 

involvement with any of the parties concerned and secure their records. A total of 

12 agencies were contacted. Of these, four had only limited contact and 

submitted a Summary of Engagement (SoE) / Short Report. However, eight had 

more extensive contact and were asked to submit Individual Management 

Reviews (IMRs). A narrative chronology was also prepared. 

1.7.4 Independence and Quality of IMRs: The IMRs were written by authors 

independent of case management or delivery of the service concerned. The 

IMR’s received were for the most part comprehensive and enabled the Review 

Panel to analyse the contact with Mary, Jacob and Nicholas and to produce the 

learning for this review. Where necessary further questions were sent to 

agencies and responses were received.  

1.7.5 In some cases, IMRs/Short Reports reported changes in practice and policies 

over time and four made single agency recommendations of their own. These 

are described in the recommendations section (section 7).  

1.7.6 Documents Reviewed: In addition to the above information, documents reviewed 

during the review process have been referenced in this report.  

1.7.7 Interviews Undertaken: The Chair of the Review attempted to interview the family 

during the course of the review but, as is their right, they did not wish to be 

involved.  

 

 

 

 

 

 

 

5 Section 76 of the Serious Crime Act 2015. 
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1.8 Contributors to the review 

1.8.1 The following agencies and their contributions to this review are:  

Agency Contribution 
 

Buckinghamshire Council Adult 
Social Care 

IMR and Chronology 

Buckinghamshire Clinical 
Commissioning Group (CCG) – GP 
for Mary 

IMR and Chronology 

Buckinghamshire Healthcare Trust Summary of Engagement 

Church of England – Diocese of 
Oxford 

IMR and Chronology 

Devon and Cornwall Police Summary of Engagement 

Milton Keynes University Hospital  IMR and Chronology 

National Probation Service Summary of Engagement 

Oxford Health NHS Foundation 
Trust 

IMR and Chronology 

Roman Catholic Diocese of 
Northampton 

IMR and Chronology 

South Central Ambulance Service 
(SCAS) NHS Foundation Trust 

IMR and Chronology 

Thames Valley Community 
Rehabilitation Company 

Summary of Engagement 

Thames Valley Police (TVP) IMR and Chronology 

University of Buckingham Summary of Engagement 

 

1.9 The Review Panel Members  

1.9.1 The Review Panel members were: 

Name Job Title 
 

Agency 

April Benson Director of Services Aylesbury Women’s Aid 

Fr. Brendan Killeen Priest Roman Catholic 
Diocese of Northampton 

Anthony Heselton Head of Safeguarding South Central 
Ambulance Service 

Carl Wilson Detective Inspector Thames Valley Police 
(TVP) 

Chris Oliver Community Safety 
Advisor 

Buckinghamshire 
Council formerly 
Aylesbury Vale District 
Council  

Danielle Dixon Safeguarding Co-
ordinator 

Roman Catholic 
Diocese of Northampton 

Elizabeth Pollard Caseworker National Safeguarding 
Team, Church of 
England (CoE) 
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Emily Williams Patient Safety Lead Oxford Health NHS 
Foundation Trust 

Jo Smart Milton Keynes 
Together Programme 
Manager 

Milton Keynes Together 

Katherine Francis 
(replaced Carl 
Wilson in April 2022) 

T/Detective Inspector Thames Valley Police 

Lisa Johnson Lead Nurse 
Safeguarding Adults 

Milton Keyes University 
Hospital (MKUH) 

Louise Pegg Named Nurse for 
Safeguarding Adults 

Buckinghamshire 
Healthcare Trust 

Ludmila Ibesaine Safeguarding Adults 
Lead 

Buckinghamshire 
Clinical Commissioning 
Group (CCG) 

Mark Glover Senior Investigating 
Officer 

Thames Valley Police 

Mark Prescott Clinical Lead  One Recovery Bucks 
(ORB) 

 
Mary Buckman 

Associate Director of 
Social Care 

Oxford Health NHS 
Foundation 

Nicola Sharps-Jeff Chief Executive Surviving Economic 
Abuse (SEA) 

Richard Earl Detective Sergeant Thames Valley Police 

Richard Woodley Diocesan 
Safeguarding Adviser 

Oxford Diocese, CoE 

Thomas Chettle Head of Service Buckinghamshire Adult 
Social Care (ASC) 

Tracey Braddock Service Manager One Recovery Bucks 

 

1.9.2 Independence and expertise: Review Panel members were of the appropriate 

level of expertise and were independent, having no direct line management of 

anyone involved in the case.  

1.9.3 The Review Panel met a total of three times, with the first meeting of the Review 

Panel on the 16th December 2019. There were subsequent meetings on 3rd 

August 2020 and the 8th July 2021. Thereafter, the Overview Report and 

Executive Summary were agreed electronically. 

 

1.10 Involvement of Family, Friends, Work Colleagues, Neighbours and Wider 

Community 

1.10.1 From the outset, the panel decided it was important to take steps to involve the 

family, friends and wider community. However, despite trying to link in with the 

only family member of Mary there was no response from them.  

1.10.2 Once the decision to conduct the review had been confirmed in July 2019, the 

then Aylesbury Vale Community Safety Partnership notified Mary’s family of this 
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decision in September 2019: In addition to providing information on the review 

process and how family could participate if they wish, the letters provided 

information on specialist advocacy support.  

1.10.3 The review panel recognised that the quality and accuracy of a review is likely to 

be significantly enhanced by family, friends and wider community involvement 

and that families should be given the opportunity to be an integral part of a 

review and should be treated as a key stakeholder if they wish to be. Their 

participation is voluntary. 

 

1.11 Involvement of Perpetrator 

1.11.1 Following discussion with the panel and then liaison with the Home Office in 

relation to interviewing Jacob no attempts were made to speak with him. During 

the course of the review Jacob made an appeal against his conviction to the 

Supreme Court. He was unsuccessful. Subsequently, he then appealed against 

the decision of the Supreme Court. This was highly unusual and appears to be 

indicative of Jacob trying to control not just the people around him but also the 

court system. On 26th August 2021, the DHR Home Office team concurred that 

this was a reasonable reason not to interview Jacob. 

 

1.12 Parallel Reviews 

1.12.1 An Independent Safeguarding Review Report was commissioned by the Diocese 

of Oxford (DO) to review the circumstances highlighted by the trial and conviction 

of Jacob in order to identify learning to improve the safeguarding of potentially 

vulnerable adults attending church. The DO review6 was asked to consider 

whether the safeguarding responses were undertaken in accordance with 

recognised good practice and were compliant with Diocesan and/or the Church 

of England and statutory policy and legislation. A comprehensive internal review 

was undertaken in July 2017, and this was scrutinised by the external reviewer. It 

emphasised that actions taken to mitigate risks and protect potential vulnerable 

people need to be taken promptly and tailored to local circumstances. These 

need to be protective, reactive to need and conducted in liaison with partners, 

e.g. police and social services. The internal review made recommendations that 

the Diocese has subsequently implemented to increase the capacity and 

capability of its safeguarding services. The Diocese and Church of England 

safeguarding policies and processes that were revised, improved and introduced 

in 2017/18 continue to support and prompt appropriate safeguarding actions to 

be taken. As such the independent reviewer of the DO review did not repeat the 

 

 

6 The Independent Safeguarding Review: lessons learnt from events in the parishes of Stowe and Maids Moreton, 2012-2019 
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work that had already been undertaken. Many aspects of the DO review are 

incorporated into this review. 

1.12.2 An internal review of the preparation for the Ordination process for Jacob was 

completed by two Diocesan Director of Ordinands peers  in July 2017. An Initial 

Application Form regarding becoming a candidate for ordination was received in 

February 2016 from his Vocations Advisor. 

1.12.3 Criminal trial: In November 2018, Jacob was charged with the attempted murder 

and conspiracy to commit murder, fraud and burglary in respect of Mary. Jacob 

pleaded not guilty to attempted murder and conspiracy to commit to murder of 

Mary but pleaded guilty to the fraud and burglary offences. He was found not 

guilty of Mary’s attempted murder at Oxford Crown Court and The Honourable 

Mr Justice Sweeney Kt sentenced him to life imprisonment with a minimum term 

of 36 years for the murder of Harry and offences in relation to Mary. Nicholas 

was acquitted. 

1.12.4 The Senior Investigation Officer (SIO) was invited to the first meeting but unable 

to attend. However, he attended the second meeting of the panel and he shared 

information about the criminal investigation and addressed issues in relation to 

disclosure. 

1.12.5 The Coroner's Inquest: The death of Mary was referred to the HM Coroner, and 

an inquest was opened and then discontinued after the conviction of Jacob. 

 

1.13 Chair of the Review and Author of Overview Report 

1.13.1 The Independent Chair and author of this review is John Trott, an Associate of 

Standing Together Against Domestic Abuse, an organisation dedicated to 

developing and delivering a coordinated response to domestic abuse through 

multi-agency partnerships. He has worked for over thirty-five years in the 

domestic abuse sector and has extensive knowledge of the Safeguarding 

Children and Safeguarding Adults arena having sat on the Cornwall Local 

Safeguarding Children's Board (LSCB), Safeguarding Adults Board (SAB) and 

the South West Regional SAB. He served with Devon and Cornwall police for 

over 28 years and retired as a Detective Chief Inspector in 2016. For the final 

four years of his police career, he was the Force Lead for Domestic Abuse, 

Stalking and Harassment, Forced Marriage, Honour Based Abuse, Female 

Genital Mutilation (FGM) and Safeguarding Vulnerable Adults/Adults at Risk. He 

has an excellent understanding of risk, safeguarding and promoting the welfare 

of children and adults, having led numerous Safeguarding Children, Adults at 

Risk and domestic abuse investigations up to and including homicide and 

delivers consultancy and training to organisations in respect of domestic abuse, 

coercive control and stalking. 
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1.13.2 Standing Together is a UK charity bringing communities together to end domestic 

abuse. They aim to see every area in the UK adopt the Coordinated Community 

Response (CCR). The CCR is based on the principle that no single agency or 

professional has a complete picture of the life of a domestic abuse survivor, but 

many will have insights that are crucial to their safety. It is paramount that 

agencies work together effectively and systematically to increase survivors’ 

safety, hold perpetrators to account and ultimately prevent domestic abuse 

deaths. Standing Together has been involved in the Domestic Homicide Review 

process from its inception, chairing over 80 reviews across England and Wales. 

1.13.3 Independence: John Trott has no connection with the Safer Buckinghamshire 

Partnership or any of the agencies involved in this case.  

 

1.14 Dissemination 

1.14.1 Once finalised by the Review Panel, the Executive Summary and Overview 

Report was presented to the Safer Buckinghamshire Partnership for approval 

and thereafter sent to the Home Office for quality assurance.  

1.14.2 Once agreed by the Home Office, the Executive Summary and Overview Report 

was shared with the Panel, the Safer Buckinghamshire Partnership, the Police 

and Crime Commissioner, the DA Commissioner, the Thames Valley Police 

Service Improvement and Investigation Review Team, and published on the 

Buckinghamshire Council’s Community Safety web page.7  

1.14.3 The recommendations are owned by the Safer Buckinghamshire Partnership, 

with the Domestic Abuse Partnership Board being responsible for monitoring the 

recommendations and reporting on progress.  

 

1.15 Previous case review learning locally.  

1.15.1 This is the 11th DHR commissioned locally. The Safer Buckinghamshire Board 

and Domestic Abuse Partnership Board oversees the learning of the reviews and 

delivery of the Action Plans. Whilst this is a unique case in many ways, key 

elements of its findings are consistent with other current and previous DHR 

findings and recommendations, such as the co-location of the Multi-Agency 

Safeguarding Hub.  

 

 

 

 

7 https://www.buckinghamshire.gov.uk/community-and-safety/safety-and-crime-in-your-community/domestic-abuse-honour-based-abuse-

and-forced-marriage/domestic-homicide- 
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2. Background Information (The Facts) 

 

                The Principle People Referred to in this report  

Referred to 

in report as 

Relationship 

to Mary 

Age at 

time 

of 

Mary’s 

death 

Ethnic Origin Faith Nationality and 

Immigration 

Status  

Disability 

Mary n/a 83 White British Christian British Citizen No 

Jacob Alleged 

perpetrator 

26 White British Christian British Citizen No 

Nicholas Friend of 

Jacob 

30 White British U/K British Citizen No 

Tony Brother of 

Jacob 

U/K U/K U/K British Citizen U/K 

Lisa Niece N/A U/K U/K U/K U/K 

Margaret Further victim 99 White British Christian U/K U/K 

Harry Neighbour of 

Mary 

murdered by 

Jacob 

     

 

2.1 The Death 

2.1.1 Death: Mary died of natural causes during the time of a Thames Valley Police (TVP) 

investigation into abuse suffered by Mary and Harry’s death in 2015. The 

investigations were linked as the circumstances leading up to Mary’s death were 

suspicious and similar - specifically the changing of both wills to the benefit of Jacob 

shortly before their deaths.  

2.1.2 Jacob did not live with Mary. However, Mary believed they were in a loving 

relationship with each other. 

2.1.3 Post Mortem: A full forensic post mortem was completed. There was no evidence of 

poisoning and Mary’s death was deemed as a result of natural causes.  

2.1.4 The following is taken from the Judge sentencing summary to Jacob: “In your 

evidence at trial you admitted that from late 2012 until mid-2017 you had lived by 

deception and deceit and had been a well-practiced and able liar – whether to Harry 

and Mary in pretending that you were in a genuine and caring relationship with them 

when you were not, or to others. You further admitted how you could manipulate and 
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manoeuvre people, however sceptical they may have been, to achieve your ends 

without ever asking them to do so directly. You were, you accepted, a snake talker, as 

you were able to build pressure on your victims to believe what you needed them to 

believe and then to do whatever you needed them to do.” 

2.1.5 The judge added, “Mary was aged 81 when you met her in mid-June 2015, [….] she 

had survived cancer and was a regular Catholic churchgoer with a strong faith. She 

suffered from two brain conditions, but her intellectual powers were still good for her 

age. She treated Lisa as her daughter and in 2011 had left no.6 and the remainder of 

her assets to Lisa in her will. Mary was loving, kind and affectionate, but by the time 

that you met her quite lonely which you recognised, made her vulnerable. So, with no 

affection for her at all, you set about seducing her too, with the ultimate object of 

defeating her affection for Lisa and getting her to change her will so that you would 

inherit [her home], (which by then was worth around £300,000) on her death. [….] 

you were delivering cards to her, giving her gifts, researching sex with the elderly on 

the internet, and suggesting that she watch a film that portrayed a relationship 

between an older woman and a younger man. Ultimately, in November 2015, a month 

after the murder [of Harry], you began a sexual relationship with her. You engineered 

break ups and reconciliations, and ultimately began staying the night from mid-April 

2016 onwards - writing love letters that extolled your enjoyment of sharing her home 

and getting her to watch another film featuring a relationship between an older 

woman and a younger man. 

However, as I have already touched on, throughout all your dealings with her you 

were carrying on relationships with other women. Equally, nothing of your crimes 

against her was her fault.  

Although you already had a car, in May 2016 you persuaded her that you needed 

money to buy one, and she gave you £4,400 to do so. To complete the deception, 

you hired a car for the day and pretended to her that you had used the money to buy 

it. 

In July 2016 you gave her a large photograph of yourself with the words “I am always 

with you” on the frame, and (although you had no religious belief yourself) began to 

take her to Mass. 

In August 2016, you took photographs of Mary, without her knowledge, whilst she 

was performing a sex act on you – intending to use them against her in the future if 

you needed to.  

In August & early September 2016 you carried out the dialysis fraud on Mary during 

which, taking cruel advantage of her kindness and generosity, you deceived her into 

believing that your brother urgently needed a dialysis machine, and that your family 

was only able to make a partial contribution to the cost. You then supervised her as 

she liquidated some of her assets and thereafter paid you a total of £26,700. 

In mid-September 2016, taking advantage of her strong faith, you began writing 

messages on mirrors around her house and got her to believe that they were 

messages from God and that you were receiving them too. The messages, some 
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subtle, some direct were designed to get her to change her will and to leave [her 

home] to you, not Lisa. You also faked a letter from a solicitor as to your own 

testamentary intentions in relation to Mary. And it all worked.  

On 20 October Mary instructed a solicitor in order to change her will. However, the 

solicitor who she instructed was […], who was the same solicitor who had dealt with 

Harry’s will and so knew that you had benefitted under it. She smelt a rat. In 

consequence when Mary visited her in November 2016 she managed to put her off 

changing the will at that stage. [The solicitor] then sought advice as to how she could 

bring her otherwise legally privileged knowledge to Mary’s attention. In the result she 

got your permission, which you had no real alternative but to give, to inform Mary 

about Harry’s will and your inheritance. In consequence, you gave more love notes to 

Mary and renewed the mirror messages, as a result of which, on 22 December 2016, 

Mary duly changed her will – feeling, as she was later to say, impelled to do so 

although not really wanting to. 

In early February 2017, Mary became ill and was admitted to hospital. The following 

day, whilst she was still in hospital, you went to [Mary’s home] and removed any 

items that you thought might be incriminating. When you returned a little later Lisa 

and her husband were there and she too smelt a rat. 

The Police were informed, the extent of your deception in relation to Mary was 

revealed, and she changed her will back to how it had been.  

It is clear from statements made by Mary and Lisa that, unsurprisingly, Mary was 

deeply affected by the realisation of what you had done to her. She died, of natural 

causes, in May 2017. The investigation ultimately led to your arrest and prosecution.” 

. 

2.2 Background Information on Victim and Perpetrator (prior to the timescales 

under review)  

2.2.1 Background Information relating to victim: At the time of her death, Mary was 83 

years old. Mary had no known disability and was of Roman Catholic faith.  

2.2.2 Mary retired as a Head Teacher. She met Jacob after her near neighbour Harry and 

then partner of Jacob, had introduced them in 2015.  

2.2.3 Background information relating to perpetrator: At the time of the death, Jacob was 

26 years old. He had no known disabilities and was of Christian faith, having been 

raised within the Baptist church. He was employed as a care worker at a nursing 

home. He lived with his girlfriend in Towcester and his parents in Olney. At the time of 

his first arrest, he was staying with a friend. 

2.2.4 He had no previous criminal convictions. 

2.2.5 Nicholas was 31 years old at the time of the death. He was a full time student but 

undertook intermittent ‘magic work’, part-time teaching and was a library assistant. 
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2.2.6 Synopsis of relationship with the Perpetrator: Mary met Jacob in 2015. They 

commenced a relationship. Unbeknown to Mary, Jacob was having intimate partner 

relationships throughout their time together with other women and men. 

Members of the household: No one lived with Mary although Jacob would stay there 

intermittently. 
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3. Chronology 

 

3.1 Chronology from 2015 to 2017 

2015 

  

3.1.1 Jacob was a 24 year old care worker when he first met Mary in 2015. Mary was 

introduced to Jacob by Harry who was a close neighbour of Mary and who was in 

a relationship with Jacob. Mary was unaware that Jacob had a girlfriend or that 

he had previously been in an intimate relationship with Harry. There were no 

known safeguarding concerns recorded by agencies before this time. 

3.1.2 On 11th May 2015, Jacob attended a workshop for people considering ministry 

within the Church of England (CoE). 

3.1.3 On 18th May 2015, Mary was assessed at home by a surgery community worker- 

using CAMCOG (Cambridge Cognition examination) and was assessed as 

having a clinically relevant memory problem requiring further assessment. Mary 

was referred to the memory clinic. 

3.1.4 On 14th June 2015, Harry introduced Jacob to Mary who was a near neighbour. 

3.1.5 On 18th June 2015, Jacob recorded that he delivered a card to Mary, which 

stated, 'Good afternoon! It was a real pleasure to meet you last week. Thought 

you'd enjoy this card. We'd love to drop by again or have you round for 

tea/sherry/supper any time. See you soon, [Jacob] and Kipling’ [pawprint]. 8 

3.1.6 On 19th June 2015, Jacob recorded that Mary visited Jacob at Harry’s home with 

two gifts for the dog and informed Jacob that he should be a model. 

3.1.7 On 5th July 2015, Jacob recorded that he and Harry visited Mary at her house 

and Harry fell asleep. Jacob obtained a spare key from Mary and the following 

day he got a copy key cut.  

3.1.8 On 10th July 2015, Jacob recorded he visited Mary at her home but alone on this 

occasion and he also googled “sex with the elderly” and “sex tips for old people.” 

3.1.9 On 25th August 2015, Jacob recorded that he visited Mary alone at her home and 

gave her a gift of a pearl bracelet. 

3.1.10 On 30th August 2015, Jacob recorded that he put a rock through Mary’s letterbox. 

 

 

8 Throughout the chronology actual entries in diaries or other notes are detailed in italics exactly as per the entries made by Jacob. This 

includes any spelling or grammatical errors made by Jacob. 
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3.1.11 On 28th September 2015, Jacob visited Mary with a homemade Ginger cake for 

her. Through to the end of the year he made further numerous visits showering 

her with poems, cards, letters, gifts and watching films and television together. 

3.1.12 On 11th October 2015, Jacob recorded that he visited Mary, gave her a card and 

he recorded that Mary was ‘tactile’. He deflated her car tyre. 

3.1.13 On 24th October 2015, Jacob recorded that he delivered a poem and a covering 

letter to Mary which stated:  

"Ah! [Mary], I am, alas, away this weekend visiting family. It is my great hope that 

you have an enjoyable time, and also know that I think of you often, and prayer 

for you as well. A more trivial hope is that you are entertained by this 'new' poem, 

not too cryptic in spite of the game of the thing—like aging, loss can create new 

eaning. From [Jacob] & Kipling, To our dearest, With love & In Christ" 

3.1.14 On 26th October 2015, Jacob recorded that he delivered a card to Mary stating; 

"[Mary], [Harry] passed away. I am so sorry not to tell you in person. See you 

tomorrow. [JACOB]' 

3.1.15 On 22nd November 2015, Jacob was confirmed in his ministry.  

3.1.16 On 23rd November 2015, Jacob recorded that sexual relations commenced 

between him and Mary. 

3.1.17 In December 2015, Jacob met with the Stowe vicar to discuss ordination. 

3.1.18 Towards the end of 2015 (date cannot be recalled specifically), Mary attended 

mass at a church that was not her normal church. After mass, Mary went to 

confession with a priest who did not know Mary where she spoke about a 

number of matters. This included having seen messages left on her mirrors at 

home that she believed were those of an Angel or God and that the Angel or God 

were communicating to her through the mirror. Mary confirmed she had spoken 

with others about the messages and said they had also seen them. Mary was 

unable to answer when asked what others thought of these messages. The 

Priest informed Mary he that he did not believe that God communicates in the 

way Mary described and that there could be a human rather than a spiritual 

explanation. Mary did not react well and believed the priest was wrong. She 

became annoyed, defensive and she shut the conversation down, with the 

confession almost abruptly coming to an end. Mary had also mentioned being in 

love with the friend who was living with her whom she referred to as being a 

churchwarden.  

 

2016 

 

3.1.19 In 2016, Jacob Spent 3 days shadowing a Church of England (CoE) vicar. 
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3.1.20 On 3rd February 2016, a Medication review was completed with GP1. Mary had 

not been seen by the memory clinic so she was re-referred. 

3.1.21 On 4th February 2016, Jacob’s initial application form to go forward for Ordination 

was sent from the CoE Vocations Advisor of Buckingham Deanery to the 

Diocesan Director of Ordinands. 

3.1.22 On 10th February 2016, Oxford Health received a referral from the GP service in 

relation to memory problems being experienced by Mary that required further 

investigation as she was having difficulty in finding words at times. Mary was also 

diagnosed with hypertension and commenced medication for this. 

3.1.23 The referral was triaged by the Memory Clinic. Mary was assessed as a routine 

referral and was to be seen within 40 working days. 

3.1.24 On 18th February 2016, Mary was offered an appointment with the memory clinic 

for the 21st April 2016. 

3.1.25 On 24th February 2016, Jacob recorded that he sent Mary a note stating; 

“break up note - '[Mary], / I do not know how to say / this, and it is with great 

sadness / that I write— / On Sunday a woman asked me / to dinner this 

Thursday. I took some time / to think, because although y̶ o ̶u̶ we have / decided 

there can be no future for us, / romantically, a ̶̷ I still love you dearly. / With great 

pain, I tell you that I accepted. / I love you, and will see you soon, / and can only 

apologize for my cowardice / in writing to you. [JACOB]'' 

Jacob however continued to visit Mary according to his records. 

3.1.26 On 7th March 2016, Lisa was registered as the next-of-kin for Mary with the GP. 

3.1.27 On 25th March 2016, Jacob recorded sexual relations continued with Mary, their 

relationship continued, and Jacob continued to send and deliver poems and gifts 

to Mary. 

3.1.28 On 20th April 2016, a courtesy call was made to Mary to confirm that she was 

attending the assessment the following day and she confirmed this. 

3.1.29 On 21st April 2016, Mary attended her memory clinic assessment with a friend, 

Barbara. Mary did not feel that there were any significant problems and 

mentioned only very occasional word-finding difficulties but noted the words 

would come to her eventually. She did not describe any functional impairment 

and felt more limited generally by her physical state. She commented that she 

lived alone and has no other help than a cleaner every two weeks and a 

gardener. Her niece, (Lisa) or friends would take her shopping if necessary. No 

significant risks were identified on assessment. In the absence of any other 

history to the contrary, the clinic explained that there was no diagnosis of 

cognitive impairment. It was noted that any difficulty Mary had with word-finding 

was likely to be related to age and changes to retrieval. It was agreed on 

assessment that Mary did not need to be seen in memory clinic again and would 

be discharged back into the care of her GP.  
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3.1.30 On the same day, Mary was discharged from the memory clinic. 

3.1.31 On 9th May 2016, Mary transferred £4000 to Jacob. 

3.1.32 On 16th May 2016, Mary transferred £400 to Jacob. 

3.1.33 Between April to October 2016, Jacob met several times with the CoE Diocesan 

Director of Ordinands as part of his Ordination application process. 

3.1.34 Between June and September 2016, Jacob also met with a CoE Spiritual Adviser 

to discuss his interest in becoming ordained. This was also part of the 

Discernment process. 

3.1.35 On 8th July 2016, Jacob recorded that he took Mary to Mass. 

3.1.36 On 12th July 2016, Jacob recorded that he hired a car and after collecting, he 

visited Mary in the car.  

3.1.37 On 13th July 2016, Jacob recorded he took Mary to Mass and he returned the car 

to the hire company. 

3.1.38 On 17th July 2016, a burglary was reported to TVP at the neighbouring property 

of Mary. There was no sign of forced entry, but items were believed to have been 

stolen, some items had been moved and the curtains had been closed. 

3.1.39 On 20th July 2016, TVP attended the burglary and spoke with the victim of the 

burglary. 

3.1.40 Between this date and 10th August 2016, numerous poems (written by Jacob) 

that asked Mary to ‘look after Jacob’ were left at Mary’s home.  

3.1.41 On 10th August 2016, Jacob records he sent a document to Nicholas to print off. 

This document was a letter purporting to be from his brother who allegedly 

needed money to buy a dialysis machine. Jacob had informed Mary that his 

brother was ill and needed the dialysis machine. Jacob asked Nicholas to deliver 

the letter to Mary’s home. 

3.1.42 On 12th August 2016, Mary requested current valuations on bonds held with 

Legal and General with a view to withdrawing the money to buy a dialysis 

machine for a friend. Mary is heard talking to Jacob during the call. Jacob 

recorded that he visited Mary and he was present when ‘she instructs Legal and 

General to liquidate bonds valued at roughly £26.5k. 'Samaritan' delivered via 

paper plane with an automated phone message notifying her.'  

3.1.43 The same day Jacob sent a poem on a paper plane that he left on Mary’s kitchen 

floor. Jacob’s own records stated he sent repeated messages to Mary which 

said, ‘paper plane kitchen floor’. 

3.1.44 On 13th August 2016, Jacob recorded that there he had oral sex with Mary that 

he covertly recorded. 

3.1.45 On 16th August 2016, a burglary was reported to TVP and Jacob was named by 

the victim as a possible suspect. 
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3.1.46 On 19th August 2016, Jacob recorded; 'Visit [Mary], pray for the fire of love and 

miraculously the candles lit’. 

3.1.47 On 22nd August 2016, Jacob recorded he visited Mary and left a prayer of 

financial thanksgiving on Mary’s sofa. 

3.1.48 On 25th August 2016, Jacob became defensive about his private life when 

challenged by the Vicar after she became aware of rumours about Jacob being 

in ‘inappropriate’ relationships whilst he was away on holiday. Jacob refused to 

talk about it. 

3.1.49 On the same day, Mary received a letter from Legal & General confirming closure 

of a bond; £8971.00 transferred into her account as requested. 

3.1.50 On 27th August 2016, it was Mary’s birthday. Jacob recorded that he visited Mary 

with a cake, an orchid, Turkish delight and that he read all of his poems and 

letters to her and left her with a matrimony booklet. 

3.1.51 On 31st August 2016, Jacob recorded that he visited Mary and that she 

transferred £10,000 to his current account and audio-recorded her doing so. 

3.1.52 On 1st September 2016, Mary transferred £10,000 to Jacob’s account 

3.1.53 On 2nd September 2016, Jacob recorded that Mary transferred a further £6,700 

to his account. 

3.1.54 On 3rd September 2016, Jacob recorded that his brother (allegedly the person 

who needed the dialysis machine) visited Mary. 

3.1.55 On 8th September 2016, Jacob googled ‘textbooks on domestic abuse.’ 

3.1.56 On 10th September 2016, Jacob recorded that he sent a text to Mary stating: 

‘good afternoon [Mary], this is your darling [Jacob]. I'm currently stuck on the m1; 

I visited Tony [brother of Jacob who allegedly needed the dialysis machine] today 

and he is already looking better! I hope you are OK, I have been thinking of you 

all day. I love you, [Mary]. I will love you for as long as I live’. 

3.1.57 On 11th September 2016, Jacob recorded that he wrote on Mary’s bathroom 

mirror: 

“'PRAY FOR [JACOB] / [JACOB] LOVES YOU' 

He then read her the text of his lost sheep sermon. 

3.1.58 On 13th September 2016, Jacob has a text conversation with Nicholas detailing 

how he has left false messages on Mary’s mirrors, how he spoke to Mary about 

suicide and how he was going to write a false will in Mary’s name leaving money 

to him, Nicholas, Tony and Lisa 

3.1.59 On 14th September 2016, Jacob recorded that he delivered a false will allegedly 

written by Mary to the solicitors and wrote a further message on Mary’s bathroom 

mirror stating: 
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‘┼ ALL THAT YOU GIVE HIM / HE WILL RETURN / TENFOLD' 

3.1.60 On 17th September 2016, Jacob recorded that he visited Mary’s home and wrote 

on her bathroom mirror: 

'GIVE / ALL TO / EACH / OTHER', with a 'Solemnization' booklet and left a cross 

on the kitchen mirror.  

He also ‘moved’ the matrimony pamphlet, annotated it and moved a service 

book. 

3.1.61 On 19th September 2016, Jacob recorded he stayed overnight at Mary’s and 

wrote on the mirror in the room that he stayed in: 

‘'GO TO YOUR HOME / UNTIL YOU CANNOT / THEN NEITHER EAT OR 

DRINK. // WITHOUT PLACE JOINING THE LORD' 

Jacob then discussed the message with Mary. 

3.1.62 On 23rd September 2016, Jacob recorded that he telephones Mary and tells her 

that the message on his mirror has changed to: 

'[MARY] WILL SHOW HER LOVE FOR YOU' 

3.1.63 On 27th September 2016, Jacob recorded that he wrote: 

'SAVE HIM OR BE JUDGED FOR HIS DEATH' 

on Mary’s hall and conservatory mirrors. 

3.1.64 On 28th September 2016, Jacob recorded that visited Mary’s home and he wrote 

on the conservatory window; 

'THIS ┼ HOUSE', leaving the conservatory lamp on, and with all of the 

conservatory keys in the middle of the floor. 

Jacob continued to enter Mary’s home without her knowledge and leave further 

messages on mirrors. He would enter again to erase them after she had seen 

them. 

3.1.65 On 11th October 2016, Jacob recorded that Mary has informed him that she will 

leave her house to him in her will. Jacob continued to record that he entered her 

home to write messages on her mirrors before going in again to erase them. 

3.1.66 On 18th October 2016, the CoE received a clear DBS (Disclosure and Barring 

Service) check for Jacob. 

3.1.67 On 20th October 2016, Mary’s solicitor visited her at her home to discuss her will. 

3.1.68 On 6th November 2016, Jacob recorded that he wrote a letter to Lisa on Mary’s 

behalf. 

3.1.69 On 11th November 2016, Mary met with her solicitor about her will and Jacob 

recorded that Mary failed to sign it. 
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3.1.70 On 17th November 2016, Jacob recorded that he wrote on Mary’s bathroom 

mirror, 'YOUR INTENTIONS ARE HOLY / YOU WORK IS NOT YET DONE. / 

TAKE CARE AND COMPLETE THE TASK / GIVEN TO YOU BY THE LORD'. 

Jacob then visited Mary in the early morning, informing her that he had dreamed 

of a new message. Later, he entered her home, erased the message and left a 

flannel on the drive.  

3.1.71 On 25th November 2016, Mary was visited by GP2 at her home. It is recorded 

that she had a viral upper respiratory infection. Medication was prescribed and 

the notes record that Mary lived alone and that if she needed any help she would 

contact Lisa. 

3.1.72 On 30th November 2016, Jacob recorded that he visited Mary, having received a 

message on his mirror (which he took to show her) reading 'IF MARRIED IN 

LIFE / THEN ALSO IN DEATH. // TELL HER OF YOUR KINDNESS / ┼ / & CARE 

FOR HER SOUL. // KEEP TO THE PATH I HAVE SET.'  

He also informed Mary about Harry’s estate and of his intentions with the money, 

and that he had told the solicitor to tell Mary also. Jacob showed Mary the 

message on the spare room mirror, reading 'ACCEPT HIS KINDNESS / FOR 

YOUR NIECE'S SAKE / YOU KNOW THE PATH / DO NOT DEVIATE / FOR THE 

SAKE OF HER SOUL / HIS SOUL, AND YOURS'. He also shared Holy 

Communion with consecrated host with her. 

3.1.73 On 5th December 2016, Mary received a follow up visit at home from GP3 and 

then a further home visit on 5th December 2016, when she was given a different 

antibiotic for a chest infection. 

3.1.74 On the same day, Jacob received a cheque for £71,173 for his share of the sale 

of Harry’s home. 

3.1.75 On 14th December 2016, the solicitor visited Mary regarding her new will.  

3.1.76 On 17th December 2016, Jacob recorded that Mary signed her new will and 

testament.  

3.1.77 On 22nd December 2016, the signing of the will was witnessed, and Jacob 

recorded that the home of Mary was to be left to Jacob and the remainder of 

Mary’s estate was to go to Lisa. 

3.1.78 On 23rd December 2016, Jacob recorded that he put Mary’s dishwasher in her 

garage. He also wrote a final message on her hall mirror, placed the mirror on 

her sofa in the lounge and displayed it with the kitchen mirror 'floating' in front of 

the lounge door.  

3.1.79 On 28th December 2016. Jacob recorded that he visited Mary and gave her holy 

communion. He did the same on 31st December 2016. 

 

2017 
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3.1.80 On 6th January 2017, Jacob visited Mary and recorded that he checked all of her 

bank accounts. 

3.1.81 On 10th January 2017, The CoE Diocesan Director of Ordinands (DDO) spoke to 

the Spiritual Director after the decision to take Jacob to the Bishops Advisory 

Panel (BAP)9 and at this point discovered Jacob had not met with the Spiritual 

Director for some time. The Spiritual Director raised serious concerns to the DDO 

regarding Jacob who had said about his siblings ‘I consider them non-beings’, 

‘distain’ about caring roles and showed no emotion when speaking about Harry’s 

death. Jacob had lived with and been in a ‘relationship’ with Harry until he was 

murdered by Jacob in 2015. The Spiritual Director raised concerns around 

Jacob’s ability to empathise and his anger, and did not want to recommend 

Jacob for the BAP. The Spiritual Director had concerns whether Jacob had 

‘psychopathic tendencies’. The DDO discussed the concerns with peers but no 

further specific action taken. 

3.1.82 On the same day, Jacob recorded that he bought online from Amazon ‘Five Last 

Acts - The Exit Path: The arts and science of rational suicide in the face of 

unbearable, unrelievable suffering’ by Chris Docker. He paid using Mary’s card 

and requested it be delivered to the University bookshop. Jacob collected the 

book for Mary on 17th January 2017. 

3.1.83 On 25th January 2017, Jacob completed the BAP registration form. 

3.1.84 On 31st January 2017, Lisa contacted Mary’s GP and was concerned that Mary 

may have had a TIA (Transient Ischaemic Attack)10 as she had developed a 

headache and had been unable to talk properly for a few seconds.  

3.1.85 On the same day, the CoE Pre-BAP group session was conducted to review 

Jacob’s sponsoring papers. 

3.1.86 On 1st February 2017, Mary was seen by GP1 with her cleaner and Mary’s blood 

pressure medication was increased. She was also given a cholesterol lowering 

medication. 

3.1.87 On 2nd February 2017, Adult Social Care recorded that they had their first contact 

with Mary whilst she was in hospital.  

3.1.88 On 3rd February 2017, GP1 spoke with Lisa, who visited Mary weekly, to discuss 

Mary having a carer.  

3.1.89 On the same day, the CoE Stowe Vicar had a call from a retired clergyman 

advising that a lady had raised a safeguarding concern about her friend being in 

love with a young man and altering her will in his favour. The retired clergyman 

 

 

9 The BAP is part of the discernment process. It is the final decision maker as to whether candidates are suitable for ministry. If they are, 

candidates move onto ordination training. 

10  TIA – Transient Ischaemic Attack - A brief stroke-like attack wherein symptoms resolve within 24 hours. 
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also contacted the Diocesan Safeguarding Advisor (DSA) on 3rd February, and 

Buckinghamshire social services on 4th or 5th. Mary’s friend was also Catholic 

and raised her concerns with the Roman Catholic Diocese of Northampton, who 

escalated it to social services and the police. 

3.1.90 On 4th February 2017, Mary was admitted to hospital with a generalised seizure 

and reduced Glasgow Coma Scale (GCS) score. She was taken there by the 

South Central Ambulance Service (SCAS) following a 999 call where an 

unnamed friend on the scene stated Mary suddenly sat up and yelled out, 

became unconscious and had a stiff upper body. The SCAS Crew on scene 

recorded Mary was pale, clammy and they believed she might have been having 

a stroke or seizure.   

3.1.91 Hospital records show that a friend (Mary’s cleaner) accompanied Mary to the 

hospital emergency department with the ambulance. She had witnessed the 

events that had happened at Mary’s home and had called the ambulance. The 

friend witnessed Mary having a sudden onset of confusion and decreased 

consciousness. Whilst at hospital Mary’s condition deteriorated following a CT 

scan of her head and she had a further seizure. Mary was closely monitored and 

she eventually stabilised. Lisa arrived to support Mary and reported that Mary 

had been complaining of headaches for the last week. Mary’s medical history 

recorded her having previous ovarian cancer, hypertension and a possible mini 

stroke (Transient Ischaemic Attack) 2 weeks previously although the hospital had 

no recorded attendance or confirmation of the TIA. Mary was seen and assessed 

in the emergency department and was referred to the medical doctors for 

admission to hospital due to increased confusion and a seizure of unknown 

cause. 

3.1.92 On 5th February 2017, Lisa alerted the Lead Nurse for Safeguarding Adults at 

the hospital to a potential safeguarding issue following disclosure that she 

thought Jacob was economically abusing Mary. A description of Jacob was given 

by Lisa and safeguarding measures put in place, with no other visitors allowed to 

visit other than Lisa and information and access password protected. The 

safeguarding adults lead completed a SABR1 (Safeguarding Alert) to 

Buckinghamshire Council.  

3.1.93 Lisa also contacted TVP seeking advice in relation to Mary. She mentioned that 

Mary was in a relationship with a twenty five year old male. TVP advised Lisa to 

seek advice from a solicitor and report to Action Fraud if appropriate. 

3.1.94 Later that day, hospital security informed TVP that they had been advised by 

family of Mary that Jacob was not to be allowed access to her, that Jacob wanted 

to become engaged to Mary and that she had given him money. Mary was 

described as very confused. 

3.1.95 Also on the same day, the RC Director of Chaplaincy telephoned Priest 3 to 

share concerns received earlier that day via an email communication from a 

friend of Mary which expressed concern regarding Mary. Priest 3 asked that the 
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Director send him the information in an email, which the Director did later that 

day. 

3.1.96 The email sent by the friend stated that an elderly female (Mary), who was living 

alone, had been receiving weekly Holy Communion from Jacob. Jacob claimed 

to Mary that the RC Priest at Towcester had given him ‘consecrated hosts’. The 

email stated that Mary was very religious and Jacob had told her he had seen 

writing on his mirror telling her to change her will. Mary had also now seen 

writing on her mirror telling her to change her will and decided it must be a 

message from God. The friend had written to Mary’s lawyer. Mary’s health 

recently deteriorated, and Jacob had taken Mary to the GP who thought she may 

have had a mild stroke. Mary went home to rest, planning to take an aspirin, but 

instead took some white powder, which Jacob gave her to 'relax her'. Mary was 

observed by her cleaner on 4th February 2017 to be delusional, calling out for 

Jesus. Mary was taken to hospital where Jacob was with her. The friends email 

finished by stating that there were a number of concerned people in the village. 

Priest 3 confirmed that he did not know Jacob and he could not give permission 

for consecrated hosts to be given because Priest 3 did not cover that parish. 

Priest 3 informed the Director that he would forward the email to the diocesan 

safeguarding office. 

3.1.97 On 6th February 2017, the diocesan safeguarding office received the email from 

Priest 3 and they telephoned Mary’s friend to gain further information. The friend 

shared that Jacob had known Mary for 12-18 months and that because Mary was 

too ill to attend Mass, Mary’s priest, Priest 1, had for a period visited Mary at her 

home to provide Holy Communion. This had stopped after Mary had stopped 

opening the door to Priest 1. The friend also stated that Mary had become more 

isolated over the previous 12 months accepting fewer visits and had less contact 

with others. The friend stated that Mary knew Jacob through a friendship with her 

neighbour but after her neighbour died, Jacob moved in with Mary. Mary reported 

to her friend that she was in love with Jacob, reported having seen writing on the 

mirror telling her to leave her home to Jacob and that Mary believed this was 

writing from God. Mary confirmed to her friend that she had been with Jacob to 

the solicitor to change her will in Jacob’s favour. Mary also told her friend that he 

had given her a white powdered substance on 2nd February/3rd February 2017 to 

help her sleep. The friend was concerned about any link the white powder had 

with Mary’s presentation to hospital on 4th February 2017. 

3.1.98 On 6th February 2017, the RC diocesan safeguarding coordinator telephoned 

Priest 1 to gather further information. Priest 1 confirmed visits to Mary’s address 

had been taking place and then stopped. He confirmed on his last visit that Mary 

had talked about Jacob, as the love of her life, which he stated, had been the 

trend of her thinking and that no-one else mattered. Priest 1 indicated those who 

have visited Mary had had similar concerns. The safeguarding coordinator then 

submitted a safeguarding referral to Adult Social Care (ASC). This was received 

by ASC. 
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3.1.99 Later that day, ASC had their first contact with Mary. Further contact was 

received from the RC Diocese of Northampton following concerns from Mary’s 

friends and at the same time a referral was received from the hospital with 

structured allegations: 

• Financial abuse - alleged that Mary might have been manipulated into 

changing her will to leave her house to Jacob. 

• Psychological abuse - alleged that Jacob has isolated Mary from the church 

and friends. 

• Physical abuse - there was a concern as Mary reported taking a 'white 

powdered substance' offered by Jacob to 'help her sleep'. It was thought this 

may be the reason for Mary’s admittance to hospital. 

3.1.100 On 7th February 2017, the hospital received contact from Buckinghamshire ASC 

safeguarding team and ASC disclosed that a separate SABR1 had been 

received from Mary’s RC Diocese regarding the potential poisoning of Mary by 

Jacob. This was reported to the police and previous blood samples were seized 

for drug and substance testing. The reviewing doctor contacted Biochemistry 

regarding blood testing and was informed this was not possible from the previous 

samples and a urine specimen would be required and hair strand analysis. This 

was done and specimens were sent for toxicology. A full body examination also 

took place and revealed nothing abnormal. ASC liaised throughout the day with 

the hospital safeguarding nurse and had a strategy discussion11 with TVP. They 

agreed to continue as an ASC single agency investigation but if further evidence 

arose then a re-referral would be completed for a section 4212 meeting to be 

held. A decision was made later the same day that a section 42 meeting between 

agencies was to be arranged, as more information became available. 

3.1.101 On the same day, TVP record that they were called by Lisa to report that Mary 

was in hospital following a seizure. Lisa reported concerns for Mary and the 

possibility that Jacob may have manipulated her into changing her will into his 

favour.  

3.1.102 TVP created an Adult Protection CRI (crime related incident) on their Niche 

system. An Officer in Charge of the case (OIC) was allocated and the officer 

partially completed an adult protection template within Niche. A Multi-Agency 

 

 

11 An informal information-gathering process, if that is necessary to find out whether abuse has occurred or is occurring and therefore 

whether the Section 42 Care Act duty applies. 

12 A Section 42 enquiry must take place if there is reason to believe that abuse or neglect is taking place or is at risk of taking place, and 

the local authority believes that an enquiry is needed to help it to decide what action to take to support and protect the person in question. 

The particular circumstances of each individual case will determine the scope of each enquiry, as well as who leads it and the form it 

takes. 
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Safeguarding Hub (MASH)13 review was then completed. The OIC then recorded 

that Mary had been receiving messages appearing on her mirrors at her home 

and of Mary telling Lisa that Jacob claimed to be in love with Mary and wanted to 

marry her. The OIC recorded that over the course of the previous two years 

Jacob had befriended Mary, moved into her home, and controlled who could 

access Mary’s home by answering the door. Lisa was advised to contact TVP 

when Mary was well enough to be seen. 

3.1.103 The TVP OIC update recorded that the MASH Detective Sergeant advised the 

OIC to create an AP occurrence14 and task back to the MASH in order that a joint 

visit to Mary with ASC could be arranged. 

3.1.104 Also on 7th February 2017, the RC Diocese of Northampton safeguarding office 

received a telephone call from a friend of Mary who had known Mary’s 

neighbour, Harry. Jacob had previously resided with Harry. The friend advised 

that there were similar circumstances in the months leading up to Harry’s death; 

with Harry known or seen to have been hallucinating and very distressed. The 

friend confirmed (as far as was known), that concerns were not raised at the 

time. The RC Diocese of Northampton safeguarding office assured the friend that 

information regarding concerns that Jacob may have given something to Mary 

prior to her concerning presentation at hospital on 4th February 2017 was 

included in the referral paperwork. 

3.1.105 In addition, a telephone call was made from a layperson to the Diocese of 

Northampton safeguarding coordinator. The layperson stated he was made 

aware of Mary’s situation through a friend. He was very concerned about ‘white 

powder’ reportedly given to Mary and was concerned as he felt Harry had died in 

strange circumstances when Jacob had been caring for him. The layperson had 

stated he felt the police should be involved. He knew Jacob and confirmed Jacob 

had lived with Mary’s neighbour Harry some years ago. There was no 

investigation into Harry’s neighbour’s death but he was aware that the death 

certificate recorded the cause of death as alcohol poisoning. He also stated that 

he had attempted to contact the safeguarding officer for the Oxford Church of 

England diocese. The layperson was happy for his details to be shared with 

agencies. 

 

 

13 This brings key professionals together to facilitate early, better quality information sharing, analysis and decision-making, to safeguard 

the vulnerable more effectively. Staff from different agencies are based in the MASH in order to provide timely access to a range of 

partner agency information which builds a picture and enables professionals to understand the level of risk. Information from different 

agencies is collated within the MASH and used to decide what action to take. As a result, the agencies should be able to act quickly in 

a co-ordinated and consistent way, ensuring that vulnerable adults, children and young people are kept safe. 

14 AP is the adult protection CRI which generates the referral to ASC.  

Adult Protection – a non-crime incident record used to record concerns and safeguarding activity around a vulnerable adult. Used when no 

crime has been identified but safeguarding activity is or maybe required. 

A person is vulnerable if “as a result of their situation or circumstances, they are unable to take care of or protect themselves, or others, 

from harm or exploitation” 
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3.1.106 On 8th February 2017, TVP’s Police Enquiry Centre (PEC) updated that TVP had 

received a further call from Lisa stating that Jacob was with Mary during the 

afternoon the day before she collapsed. Lisa also updated that the hospital had 

said that Mary was fit to be seen by police. 

3.1.107 In a second call to TVP, Lisa advised that Mary had told her that Jacob had 

kissed her. 

3.1.108 The MASH allocated an ASC social worker and the database was updated with 

their details for TVP OIC liaison and a task was set for the Local CID (Criminal 

Investigation Department)15 to review as it was considered a potential fraud. 

3.1.109 Later the same day, the MASH received information from a community at church 

via ASC that Jacob had lived with Harry who had died 18 months previously. 

MASH conducted research and found H.M. Coroner had dealt with the death of 

Harry and the conclusion was accidental death. It is recorded in the MASH 

records that Jacob had lived with Harry for a year prior to his death. 

3.1.110 Later on the 8th February the TVP OIC recorded that they had liaised with the 

Local CID Detective Sergeant who advised that if there was a fraud it would be 

investigated by the civilian investigators working within the team. However, they 

were not on duty at that time. During the late evening, the TVP OIC updated the 

records to say that Lisa wished to inform Mary she had reported her concerns to 

TVP prior to TVP attendance. The OIC concluded the entry by requesting that 

the reviewing Detective Sergeant allocate a resource to attend the hospital the 

following day and debrief Mary. 

3.1.111 On 8th February 2017, the hospital records show they received a new URN16 

from TVP and there was contact from the allocated Safeguarding Officer from 

ASC. TVP record URN 1215 of 5th February 2017 in relation to safeguarding 

Mary from unwanted contact while she was in Milton Keynes University Hospital.  

3.1.112 The decision was made that Mary was not to be discharged until there was 

further instruction from the ASC safeguarding officer. Mary had regained capacity 

following treatment for her unexplained seizures and was informed of the police 

involvement due to the concern about Jacob. Mary consented for police to visit 

her on the ward and this was reported to the TVP via 101 the same day.  

3.1.113 On 9th February 2017, Lisa spoke to the police who asked Lisa to tell Mary why 

TVP were coming to see her. An interview with Mary and TVP was arranged for 

10th February 2017.  

 

 

15 Criminal Investigation Department – a department that deal with serious and complex criminal investigations. 

16 Unique Reference Number (URN) – TVP Command and Control is a database and system for managing the allocation and progress of 

all incidents requiring Police involvement. Each incident has a URN for that date and will be either an ‘open’ incident which indicates 

that the incident is still active or shows as ‘closed’ when the incident has been concluded. The URNs will contain a log of events in 

chronological sequence detailing the history and resources attached to that incident. 
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3.1.114 On 9th February 2017, the TVP Smarter Resolutions Team17 updated police 

records stating that it was not clear who was dealing with Mary’s case or indeed, 

if anyone was dealing. It was referred to a supervisor for review. Later the log 

was updated by a uniformed sergeant to state that an interview with Mary was 

arranged for 10th February 2017 with the hospital lead safeguarding nurse as an 

appropriate adult and was to be conducted by a TVP civilian investigator. It 

concluded that once Mary had been seen, the investigation was to be passed to 

Aylesbury, as this was the area covering the offence location. At this stage, TVP 

recorded the case as an Adult Protection Crime Related Incident. 

3.1.115 On 10th February 2017, hospital records show that TVP officers spoke to Mary 

and Lisa separately. Following the interviews, a safety plan was agreed. Actions 

were to be implemented by the allocated ASC safeguarding officer once Mary 

was medically fit for discharge.  

3.1.116 TVP recorded that the civilian investigator interviewed Mary in the presence of 

ASC and the hospital lead safeguarding nurse. Mary did not mention being in a 

relationship with Jacob. After the interview, Lisa was spoken to and she  informed 

officers that she had spoken with Jacob and that he had confirmed that he 

believed he was in a relationship with Mary and that he loved her. The update 

was discussed with a Detective Sergeant who confirmed that he would pass the 

investigation to Aylesbury to progress as this was the geographical area that 

Mary lived. 

3.1.117 On 11th February 2017, the local Aylesbury Sergeant from TVP updated the case 

records stating that and that it was unclear if Mary was supporting an 

investigation, that it needed to be clarified and for the Detective Inspector to 

review the case. 

3.1.118 On 13th February 2017, the TVP PEC was updated in relation to a call from Lisa 

where she stated she had spoken with Mary and ascertained from her that one of 

Jacob's brothers was living with an elderly female aged 98. Lisa was concerned 

also that the elderly female may also be being exploited.  

3.1.119 She also reported that one of Mary’s friends had been contacted by Jacob asking 

for information about her. When this was declined, the call was terminated. Lisa 

also stated that Mary had told her that Jacob convinced Mary to change her will 

but Jacob added the caveat that he would 'leave something' to Lisa in his own 

will. Lisa stated that she found this bizarre as Jacob was around a decade 

 

 

17 SRTs were introduced to standardise the response to unallocated incidents (incidents created without initial officer attendance) across 

TVP. A corporate standard was required in order to deliver a minimum level of service consistently across all Local Police Areas (LPAs). 

Nominated individuals provide consistent review and allocation of occurrences. It was designed to be carried out by officers and staff 

based upon skills and local knowledge. The original intended consequence of introducing the SR function within LPA’s was twofold. 

Firstly the investment of LPA staff to drive down LPA investigative demand and secondly the application of local knowledge allowing the 

space for improved identification of crime trends and series. A training package was delivered and issued to area staff for further cascade 

training where necessary. The objectives of the training package were to clarify the SR process and to introduce the THOR (threat, 

Harm, Opportunity, Risk) decision making method together with details  
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younger than Lisa and likely to outlive her. Lisa also reported that Jacob had left 

behind a dishwasher, brand new and still in its packaging, at Mary’s home. Jacob 

had told Mary that he had been 'given' it. Lisa believed that Jacob might have 

purchased it using Mary’s credit card.  

3.1.120 Additionally, Lisa reported that Mary had disclosed that the ‘visions’ she was 

having whilst Jacob was staying with her had now stopped; Lisa stated that she 

was still in the process of getting Mary seen by doctors and a drug test had been 

obtained. Lisa stated that she had a photo of the items left behind by Jacob and 

was happy to provide these to TVP. 

3.1.121 As a result of this further information, the case was allocated to a new OIC. It is 

recorded that the new OIC called Lisa, updated her with their details and the fact 

that they would not be on duty again until 17th February 2017. Lisa was advised 

to contact Action Fraud to report and obtain a reference number. 

3.1.122 During late afternoon of 13th February 2017, Jacob attempted to contact Mary via 

the hospital ward telephone. Security spoke to Jacob, and it is recorded that he 

appeared nervous and was stumbling over his words. The hospital informed ASC 

safeguarding officer of the attempted contact.  

3.1.123 Later the same day, Jacob contacted TVP and wanted to know why he was not 

allowed to see his friend Mary. TVP ascertained his details and he was told that 

an officer would be in contact but he was not made aware of an investigation.  

3.1.124 The following morning, 14th February 2017, Jacob again contacted TVP and an 

email was sent to the OIC recording the contact. 

3.1.125 On the same day, The MASH Detective Sergeant requested that a Detective 

Inspector (DI) review the information. The DI review was completed and due to 

the nature of the vulnerable people involved and the fact the DI recognised the 

potential for multiple victims the DI suggested that the investigation should be 

investigated by the Vulnerable People Directorate (PVP)18 and updated that they 

will liaise with the PVP Detective Chief Inspector directly. .  

3.1.126 The Information that had been disclosed by Mary was that she was in a 

relationship with Jacob and that he had been giving her a white powder. Mary 

also stated that she had given Jacob £27,000 for a dialysis machine for his 

brother. The matter was escalated to CID19 and DAIU.20 

3.1.127 The PVP DCI directed that the fraud element of the offence should take its 

course through Action Fraud. The DCI believed the relationship between Jacob 

and Mary was concerning and therefore directed that further work be completed 

around the people involved and a further debrief of Mary be conducted. 

 

 

18 Protecting Vulnerable People Directorate includes the DAIU (Domestic Abuse Investigation Unit). PVP was used as a collective term by 

the referring DI, who at the time was covering the area CID. 

 

20 Domestic Abuse Investigation Unit 
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Investigative actions were created and documented, and safeguarding was 

informed. 

3.1.128 Additionally, the DI liaised with DAIU Detective Sergeant who made contact with 

HM Coroner’s officer to establish the cause of death for Harry. Harry’s cause of 

death was recorded as misadventure, possibly medication related. As a result, 

there was concern that Mary’s symptoms may not be coincidental. It was noted 

that Jacob had moved in with another elderly lady (Margaret) by this stage and 

she had been heard to describe him as her “toy boy”. Therefore, there were also 

concerns around the safeguarding of Margaret. It was actually Nicholas, not 

Jacob, who was living with Margaret in a cabin in her back garden. 

3.1.129 The DAIU accepted primacy of the investigation. 

3.1.130 On 14th February 2017, ASC requested a bogus caller button installation at 

Mary’s home for her safety. 

3.1.131 ASC also spoke with Margaret after receiving concerns that Jacob may have 

been exploiting her. Margaret was spoken to by ACS and Margaret stated that 

she knew Jacob from around the village and through other friends but that he did 

not and had not lived or stayed with her at any point, nor did he visit her alone. 

Margaret believed that someone was spreading rumours about Jacob around the 

local villages. Margaret was informed confidentially that the ASC safeguarding 

team and TVP had legitimate concerns about Jacob’s conduct with older 

members of the community. Margaret stated she only had contact with Jacob 

through her tenant who was a young man in his 30s and was a friend of Jacob. 

3.1.132 Margaret stated that Jacob was a very 'churchy' person and that she would be 

surprised if he had done anything wrong. ASC reiterated that there were genuine 

concerns about Jacob's behaviour and conduct and that Margaret should be 

wary of him. 

3.1.133 On 15th February 2017, The TVP PEC was updated as Jacob called TVP 

expressing concern that he was not allowed to see his long-term friend in 

hospital and that the locks had been changed on her address. TVP did not inform 

him of the investigation and he was told that an officer would be in contact with 

him. 

3.1.134 Also on the same day, TVP updated the crime related incident log as adult 

protection and ‘crimed’ the case as ‘coercive control’. The Assistant Crime 

Registrar gave an instruction that a separate report was to be created for the 

fraud and that a further report should be considered if toxicology revealed 

anything requiring further investigation. 

3.1.135 Mary had confirmed that she changed her will while she was in a confused state 

and that she would not normally have consented to this. During enquiries, 

Officers were able to identify links between Jacob and Harry. 

3.1.136 Around the same time, with Mary’s consent, officers searched her home and 

seized (amongst other things) a vial of unknown clear liquid. At this stage, it was 
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also established that Nicholas was living with Margaret, a 99 year old woman, in 

Buckingham, which raised safeguarding concerns. 

3.1.137 The TVP DAIU DI allocated a new OIC to the investigation and the new TVP OIC 

and ASC safeguarding officer spoke with Mary. Mary consented to a hair sample 

being taken and consented to entry to her home and access to her bank 

accounts. The TVP records were updated by the OIC and the supervisor DS 

updated the records with an investigation plan. Mary confirmed to TVP that she 

supported the police investigation and wanted to understand what was 

happening to her and why.  

3.1.138 On 16th February 2017, ASC contacted the Vicar at Stowe Church and liaised 

with the police in respect of transferable risks. 

3.1.139 On 17th February 2017, hospital records show that the hospital were informed 

that there was a new named TVP officer investigating the case and a new ASC 

Safeguarding officer. TVP also requested that Mary not be discharged from 

hospital as TVP still needed to speak to Jacob. It was agreed Mary would not be 

discharged until further contact from TVP. 

3.1.140 The TVP OIC visited Mary’s home with Lisa to view and secure any relevant 

evidence. Checks were also made with ASC to check that Margaret was also 

being safeguarded. TVP decided not to attend Margaret’s address until an arrest 

strategy was in place for Jacob in order not to compromise any potential 

evidence. 

3.1.141 CoE records show that TVP held a strategy meeting in relation to the information 

passed from a retired clergyman in relation to Mary and Jacob.  

3.1.142 On 21st February 2017, the hospital ward was contacted by TVP and a video 

interview arranged for the following day for Mary. Lisa also informed the ward 

that Mary’s bank had confirmed that Mary’s bank account had been accessed via 

the hospital cash point. Mary’s discharge planning continued.  

3.1.143 On the same date, the TVP OIC fully updated the case investigation in particular 

noting that an assessment was carried out at Mary’s address. The house was 

described as tidy and well kept. It was noted that the family had been to the 

address every day for the previous two weeks to clean and tidy. The records 

state that it was not clear whether they had been advised not to disturb the 

scene. On completion of this update the DS fully reviewed the latest information 

provided by the OIC and updated the crime with investigative actions. 

3.1.144 On 22nd February 2017, Mary was video interviewed at the hospital by TVP. 

Hospital discharge planning continued and Mary was spoken to by TVP to 

discuss a safety plan for when Mary was to be discharged home on 27th 

February 2017. A call button was to be installed into Mary’s home and when it 

had been installed TVP were happy for Mary to be discharged.  

3.1.145 On 24th February 2017, the TVP DAIU DS updated the crime and recorded that 

enquiries were ongoing and that an operational meeting was to be held about the 
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case on 2nd March 2017. The PVP Senior Investigating Officer (SIO) ensured the 

investigative structure was in place and additional resources were allocated.  

3.1.146 On 27th February 2017, a call button was installed at Mary’s home and Mary was 

discharged from hospital and taken home by Lisa. Hospital records were updated 

and sent to Mary’s GP who was informed that Mary had a regular visitor at home 

who may have poisoned her. Police and safeguarding were informed. 

3.1.147 On 28th February 2017, Mary’s will was amended so that Lisa would receive 

Mary’s home and any remaining estate. 

3.1.148 On 3rd March 2017. Jacob recorded that he visited Mary at her home. He did not 

go in but Mary informed him what had gone on whilst she was in hospital and 

was sorry that he was going to be prosecuted by the police. Jacob informed her 

that he would be vindicated and told Mary before he left that she should look at 

the Gospel of John, Chapter 14, Verse 1.21 

3.1.149 On 8th March 2017, the GP visited Mary and she discussed that a gentleman 

friend was being investigated by the police following her admission, as there 

were concerns that he may have been poisoning her after she changed her will 

in his favour. The GP noted that she had a new alarm, new locks and new phone 

number and Lisa, friend, carer and cleaner visited her on a regular basis. Mary 

was upset about the possible poisoning and so the GP offered her counselling 

but Mary declined. 

3.1.150 On 10th March, the RC Safeguarding Team received an update from the 

allocated Social Worker, that a safeguarding plan was in place in relation to 

Mary, with Buckinghamshire Adult Social Care remaining involved, and that the 

police were continuing to investigate the case.   

3.1.151 On 12th March 2017, SCAS 999 patient record form shows that an ambulance 

was called after Mary was found by Lisa’s husband on her bedroom floor 

bleeding from mouth. He was concerned, because a similar thing had occurred 

the last time Mary’s friend was on the scene (believed to be Jacob). TVP were 

informed and the ambulance crew stated there was an ongoing police 

investigation. Mary was taken by ambulance to hospital. Due to the similar nature 

of admission from the previous time, the hospital immediately activated the 

previous safeguarding measures. A further CT scan was undertaken to 

investigate the cause of Mary’s potential seizures especially due to her history of 

ovarian cancer.  

3.1.152 On 13th March 2017, Mary was seen by Hospital Adult Safeguarding Lead. 

Safety planning was in place to protect Mary whilst on the ward and 24/7 TVP 

attendance was agreed. The ward was locked down regarding access. 

Toxicology was taken from Mary and it was reported as ‘highly abnormal.’ CT 

scan results revealed multiple pulmonary embolisms. A neurology review was 

 

 

21 Do not let your hearts be troubled. You believe in God; believe also in me - NIV Version. 
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requested regarding the seizures that had been reported. The neurology review 

was completed by the consultant and Mary was given anticonvulsant medication 

(Keppra).  

3.1.153 On 13th March 2017, GP records show that Mary was again admitted to hospital 

and was diagnosed with epilepsy and a pulmonary embolism.  

3.1.154 On 13th March 2017, Jacob was arrested by TVP at his home address. His home 

was searched, including a storage unit where Officers discovered antique 

firearms linked to a local burglary. Jacob was interviewed and then released on 

police bail pending further investigation. 

3.1.155 On 14th March 2017, Nicholas was arrested by TVP. 

3.1.156 On 14th March 2017, the ASC Lead reviewed the safeguarding measures with 

the ward and gave instruction for Mary not to be discharged until the ASC 

safeguarding officer and police were happy with the discharge planning 

arrangements. The discharge planning continued although Mary was keen to be 

discharged home. Lisa and the ASC safeguarding officer felt discharging Mary 

home was high risk. 

3.1.157 On 14th March 2017, The RC Diocese of Northampton’s safeguarding 

coordinator brought Mary’s case to the attention of the Safeguarding 

Commission, in line with national procedures, and further reviewed.  

3.1.158 On 15th March 2017, Jacob saw the Stowe vicar and told her he had been 

arrested regarding fraud & released without charge. Jacob was about to go on 

his BAP and the vicar advised him she would need to discuss it with the Bishop 

and the Safeguarding Officer, which she did the same day. 

3.1.159 The same day, ASC safeguarding first response received a report from the TVP 

regarding incidents between 1st July 2016 and 14th March 2017.  

3.1.160 On 16th March 2017, Management oversight was conducted on the case so far 

and, as a result of potential transferable risk, the Local Authority Designated 

Officer (LADO) was informed and invited the strategy meeting due to Jacob 

apparently working with children.  

3.1.161 On 17th March 2017, TVP held a strategy meeting at Aylesbury police station. 

There were extreme concerns regarding activities of suspects and the purpose of 

the meeting was to gather relevant agencies’ and organisations’ information to 

discuss safeguarding concerns regarding two known victims (Harry and Mary) 

and establish whether suspects have any further involvement with vulnerable 

people. It was determined that Jacob was a serious risk to vulnerable people. 

Following this meeting, the RC Safeguarding Coordinator that attended, 

completed a visit to the Buckingham presbytery to provide an update to relevant 

parties, to offer support and explore whether any further vulnerable people 

through the parish were at risk. Further updates were provided to Priests 3 and 

4, due to their connections to the addresses of Jacob.  
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3.1.162 On the same day, Jacob was informed by the CoE DDO that due to 

investigations by TVP his place at the BAP, that was due to take place on 20th 

March 2017, was cancelled. 

3.1.163 On 21st March 2017, the Stowe vicar asked Jacob to stand down from duties and 

ministries and he was restricted in activities he could do within the church. 

3.1.164 On 22nd March 2017, a RC Parish visit was conducted by safeguarding 

coordinator to meet with Priest 1, Deacon 1 and the safeguarding representative 

1 from Buckingham parish. They shared relevant and confidential information 

following the 17th March police strategy meeting. Additional attendees included 

two friends of Mary who were already aware of the concerns that had been 

raised. The attendees advised of serious safeguarding concerns relating to two 

suspects under investigation. One friend had been involved in the referral to the 

Diocesan safeguarding office. The second had informed another layperson of the 

concern, which prompted his telephone call to the safeguarding office on 7th 

February. Both were already privy to the concerns.  

No details were provided at the meeting as to the case or regarding the 

investigation besides there being serious safeguarding concerns.  

The meeting was used to gather additional information regarding the potential 

that others may be at risk of harm (risk identification purposes). Both friends 

were well placed within the parish to be able to contribute and as a result, it was 

established that Margaret was a parishioner. Appropriate safeguards for 

Margaret were then explored. The attendees were advised that the police may 

be in contact with members of the Church to establish whether they had any 

relevant information.  

3.1.165 Jacob was not known to attend the parish although it was believed he had 

attended church with Mary on a few occasions. However, neither the dates nor 

time period were recorded. Concerns regarding the two suspects were shared, 

from which it was established that a further suspected victim, Margaret, was also 

a parishioner and a regular attender although she had become frail. It was noted 

that Deacon 1 had made a number of home visits to see Margaret, although 

none recently had been successful. Margaret was previously known to have had 

lodgers at her address. One friend discussed concerns regarding Mary’s well-

being. She had been unable to visit Mary in hospital. Although Mary returned 

home, she was re-admitted on 12th March 2017 and her friend felt disloyal by 

sharing concerns. The friend also spoke about concerns regarding Mary 

providing financial assistance to Jacob. 

3.1.166 On the same day, Priest 3 was updated by the diocesan safeguarding 

coordinator regarding the police strategy meeting in his capacity as the Parish 

Priest at Towcester due to his connections with Jacob, concerns that Jacob may 

start attending the Towcester church.  

3.1.167 On 23rd March 2017, the Stowe Vicar informed Jacob that he should not attend 

worship. 
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3.1.168 On 25th March 2017, a ward security breach was reported at the hospital during 

mid-afternoon where Jacob, his girlfriend and her son gained access to the ward 

by following in a staff member from another department. Lisa who was visiting at 

the time alerted Ward staff. The visitors left hastily after seeing Lisa with Mary. 

The safeguarding measures were reviewed and it was agreed that Mary was to 

move to a different ward and password changed as agreed by Lisa and Mary.  

3.1.169 Mary was medically fit for discharge but the ASC safeguarding officer was 

sourcing a respite placement for Mary to be discharged to from hospital.  

3.1.170 On 30th March 2017, Mary was seen by a staff member from the residential home 

to see if Mary was fit to be moved there. It was established that Mary had mental 

capacity. Mary spoke about Jacob and how she loved him and that she was in a 

relationship with him. Mary seemed upset that the relationship was not what she 

thought and spoke about ‘betrayal’. 

3.1.171 On 3rd April 2017, Mary was discharged from hospital to a residential home as 

arranged and agreed by TVP and ASC due to the perceived risk of Mary 

returning home.  

3.1.172 On the same day, Mary’s GP spoke to the residential home using a secure 

password due to safeguarding concerns. The home requested that Mary be 

referred to the memory clinic which, the GP agreed to. 

3.1.173 On 10th April 2017, GP1 telephoned the Residential Home, where Mary had been 

discharged to. GP1 spoke with manager who refused to discuss anything in light 

of safeguarding concerns. GP1 contacted the safeguarding team and obtained 

the password. GP1 then spoke to the residential home manager after giving the 

password. The home requested that Mary be referred to the memory clinic. 

3.1.174 On 11th April 2017, The RC Diocese of Northampton record that they received an 

email enquiry from TVP Major Crime Unit to diocesan safeguarding coordinator 

regarding whether priest 1 was conducting services at the Buckingham parish 

church and wished to arrange a meeting with Priest 1. Contact was made with 

the Northampton Bishop. The bishop confirmed that Priest 1 was retiring on 16th 

April 2017 due to a deterioration in his health and that he was leaving the UK on 

19th April 2017. Priest 1 was considered very frail. As a result, TVP were provided 

with contact details for a support person who would be able to attend a police 

meeting. 

3.1.175 On 13th April 2017, RC Church records show that TVP met with Priest 1 as a 

potential witness in their investigation.  

3.1.176 On 21st April 2017, Mary’s GP sent a referral to the memory clinic due to 

suggestion made following discharge from Milton Keynes hospital. There was no 

mention of memory concerns included in the referral. The referral noted that 

Mary was admitted to hospital with a seizure and was diagnosed with epilepsy 

and was experiencing a pulmonary embolism she was given Warfarin, an anti-

coagulant. The referral noted that the seizure was due to possible poisoning 

which the police were investigating, and that Mary was under the safeguarding 
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team. A copy of the hospital discharge letter dated 3rd April 2017 was included in 

the referral. In addition to the admission details, the discharge letter noted an 

MRI head scan was carried out with age-related changes noted only. The referral 

was triaged to be assessed as routine within the memory clinic only. 

3.1.177 On 28th April 2017, Mary was offered a memory clinic appointment and a letter 

was sent for the appointment to be on 14th June 2017. 

3.1.178 On 28th, 29th, 30th April and 3rd May 2017, Mary liaised with TVP to provide her 

evidential account although her account was not signed.  

3.1.179 On 2nd May 2017, a request for a CT head scan was sent to the hospital by the 

memory clinic.  

3.1.180 On 9th May, residential home records show that Mary was found on the floor of 

the bathroom having suffered a suspected seizure. Mary was seen by doctor. 

3.1.181 On 11th May 2017, Mary was taken to hospital by SCAS following a fall at the 

residential home that led to an intracranial bleed. SCAS contacted the GP and 

the GP was advised to attend hospital. Safeguarding measures as before were 

put into place at the hospital. 

3.1.182 In mid-May 2017, Mary sadly died from the bleed.  

3.1.183 In June 2017, the RC Diocese of Northampton safeguarding team closed and 

discharged Mary’s case. The RC Diocese safeguarding team were not informed 

that Mary had died until the police’s investigation progressed to it being a murder 

investigation. The case was subsequently brought back to the Safeguarding 

Commission’s notice at their meeting in March 2018, following the re-arrest of 

Jacob and Nicholas in January 2018. The case was further reviewed through 

2018 and in March, June and September 2019, following which the case was 

again closed due to the conclusion of the Court process. 
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4. Overview 

 

4.1 Summary of Information known to the Agencies and Professionals Involved 

4.1.1 GP Practice: At the outset of the review period Mary was registered with a GP 

Practice in Buckingham.  

4.1.2 The IMR was completed by the Named GP for Safeguarding within 

Buckinghamshire Clinical Commissioning Group. The Chair took the view that 

the information provided should be considered in the overview report in order to 

provide a more complete picture of Mary’s life throughout the period under 

review. 

4.1.3 A thorough review of GP notes was conducted. These notes also contained a 

record of letters written to the GP from external agencies such as SCAS and the 

local hospital.  

4.1.4 When the GP notes were initially requested they were redacted with key 

information hence not being able to be analysed at the first review meeting. 

Following a further request for un-redacted notes to conduct this review they 

were supplied. This has now been addressed internally and will not be an issue 

for any further reviews going forward. 

4.1.5 Mary was seen by the practice for routine medical appointments but also for her 

treatment in relation to memory loss concerns, lower respiratory chest infection 

and a possible TIA. 

4.1.6 Milton Keynes University Hospital (MKUH): The Hospital is a district General 

Hospital which serves the people of Milton Keynes and its surrounding borders. 

4.1.7 MKUH provided an IMR covering Mary’s attendances and the safeguarding 

measures that were put in place surrounding Mary. Hospital records were used 

to formulate the IMR. 

4.1.8 Mary’s attendances were because of incidents happening at home. 

4.1.9 The IMR author critically analysed all records of contact with Mary. The author 

identified areas for improving assessment of safeguarding issues and referral 

processes. 

4.1.10 Oxford Health NHS Foundation Trust (OH): Oxford Health provides all age 

mental health and social care for young people adults and older adults in 

Buckinghamshire and physical, mental health for people of all ages across 

Oxfordshire, Swindon, Wiltshire, Bath and North East Somerset. Its services are 

delivered at community bases, hospitals, clinics and people's homes. Part of 

Oxford Health NHS Foundation trust is Bucks Older Adult North Community 

Mental Health Team (CMHT). Within the CMHT, there is a Memory Clinic, which 

was utilised briefly by Mary. 
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4.1.11 The Memory Clinic is an outpatient service, so patients do not have an allocated 

Care Coordinator or any social care input or monitoring from the wider CMHT. 

4.1.12 The IMR was completed on behalf of OH by the Serious Incident and Complaints 

Investigation Lead and provided a good quality analytical IMR detailing 

assessments of Mary, domestic abuse, training, policies and other matters.  

4.1.13 Thames Valley Police (TVP): Thames Valley Police are responsible for policing 

the Thames Valley area covered by the counties of Berkshire, Buckinghamshire 

and Oxfordshire. It is one of the largest territorial Police Forces in England 

covering 2,200 square miles (5,700 km) and a population of over 2.1 million 

people.  

4.1.14 Mary lived within the TVP area. She had no police contact until 10th February 

2017 when TVP conducted a joint visit with ASC with Mary whilst she was in 

hospital. However, the police had been contacted 5 days previously when the 

niece of Mary (Lisa) contacted TVP seeking advice in relation to concerns she 

had as Mary was in a relationship with a twenty five year old male, Jacob.  

4.1.15 The Senior Investigating Officer (SIO) and Receiver in the Major Crime Unit 

supported the DHR. 

4.1.16 For the relevant time period covered by the review all appropriate databases and 

systems were checked by TVP. Additionally, a number of TVP employees helped 

inform the TVP IMR but not every employee described in the incidents were 

contacted. 

4.1.17 South Central Ambulance Service NHS Foundation Trust (SCAS): SCAS 

provide a range of emergency, urgent care and non-emergency healthcare 

services, along with commercial logistics services. The Trust delivers most of 

these services to the populations of the South Central region – Berkshire, 

Buckinghamshire, Hampshire and Oxfordshire – as well as non-emergency 

patient transport services in Surrey and Sussex. 

4.1.18 SCAS is a monopoly provider of 999 emergency ambulance services within the 

South Central region. With the expansion into Surrey and Sussex, SCAS serves 

a population of over seven million people across the six counties.  

4.1.19 SCAS involvement with Mary during the period of review was because of 

telephone calls made from Mary’s home. The information for the IMR was 

ascertained after reviewing the patient’s clinical records, 111 calls and SCAS 999 

calls. 

4.1.20 Buckinghamshire Council Adult Social Care (ASC): ASC were first notified of 

concerns on 6th February 2017 by MKUH. Mary had not been known by the 

department before this date. Once concerns were raised ASC worked with multi-

agencies to safeguard Mary until she died in mid-May 2017. 

4.1.21 Diocese of Oxford (DO): The involvement in this case by the DO centres on 

Jacob and not Mary, as she was a committed Roman Catholic. However, Jacob 

used his ‘status’ within the DO against Mary allowing Mary to believe Jacob was 
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a committed Christian who had been given permission by a priest of the RC 

Diocese of Northampton to administer Holy Communion to Mary.  

4.1.22 Jacob was a high profile member of Stowe church and became a Church Officer 

as a result of taking on volunteer roles as the Parish Secretary and Deputy 

Church Warden. He was a candidate for ordination training and was due to 

attend a Future Ministry Selection Conference/Bishops Advisory Panel (BAP) at 

the time of his coming to notice of the Police. He was withdrawn from the Panel 

because of the Police investigation. 

4.1.23 RC Diocese of Northampton: Within the church at a local level the parish priest 

has responsibility for the pastoral care of the community, with special regard for 

those most vulnerable. The priest is assisted in this responsibility by nominating 

a Parish Safeguarding Representative (PSR). The PSR is the link between the 

parish and the Safeguarding Coordinator, who has responsibility for promoting 

good and safe practices and for providing advice on safeguarding matters within 

the parish. PSRs are recruited and supported by the safeguarding office and 

should have relevant training and knowledge of the national policies and 

procedures and know who to contact if a concern or allegation is raised. They 

also have a key role in the administration of the safer recruitment process, 

including facilitating the DBS Disclosure process at a local level. PSRs are not 

employees of the Diocese; rather the role is undertaken as a volunteer, with 

PSRs typically having varying degrees of experience in safeguarding. The 

Safeguarding Coordinator is employed by the Diocese and is accountable to the 

Bishop and Trustees for leading the development of safeguarding practice and 

the implementation of policy and procedures. On behalf of the Safeguarding 

Commission, the Coordinator ensures that the bishop is kept up to date on 

safeguarding matters and takes a lead in developing preventative practice, as 

well as responding to allegations of abuse. The coordinator is responsible for 

advising and guiding PSRs when concerns or allegations are raised, informing, 

and advising the bishop on appropriate practice for managing concerns and 

allegations. The coordinator is responsible for making referrals to statutory 

agencies and maintaining contact whilst investigations are underway. 

Additionally, the Coordinator acts as a source of support for survivors of abuse 

and liaises with other agencies for the purposes of addressing identified needs. 

4.1.24 The RC Diocese of Northampton involvement with Mary during the period of 

review centred around Mary’s concern that she believed that she had received 

messages from God written on her mirrors, the giving of Holy Communion 

allegedly on behalf of the RC Diocese of Northampton by Jacob and subsequent 

safeguarding referrals.  

 

4.2  Any other Relevant Facts or Information:  

4.2.1 Police: Checks were conducted on police databases on Mary, Jacob and 

Nicholas up until the death of Mary. The police did not know Mary or Nicholas. 



 

Page 45 of 117 

 

Jacob came to attention of TVP in 2010 for theft of a T-shirt but until the murder 

investigation, (post Mary’s death) there was no further intelligence in relation to 

him. 

4.2.2 Vulnerability: Mary’s vulnerability was heightened not due to just age and 

possible loneliness, but her religious beliefs were used as a tool against her by 

the perpetrator.  

4.2.3 Economic Abuse: This case is not just about financial abuse but economic 

abuse also as Jacob stood to inherit property in addition to receiving direct sums 

of money. This was the driving force for Jacob and he was very aware of Mary’s 

vulnerabilities and her religious beliefs and therefore after meeting Mary in 2015 

he very quickly groomed her into a relationship for his own economic gain using 

similar tactics to the ones he used with Harry. When and how much Jacob 

exploited Mary is hard to quantify as he also profited from many gifts. In terms of 

large sums of money, Jacob was going to benefit from the estate that Mary left to 

him once she died after his abusive tactics convinced her to change her will in 

his favour. Thankfully, because of good work by Mary’s solicitor and the 

subsequent report to the police by Lisa this was averted, and the will changed 

back. In addition, Jacob used his abusive tactics and persuasiveness and 

deceptions to inform Mary he needed to buy a car, so she gave him money to 

buy one. He did not purchase a car but rented one for a day and drove her in it 

pretending that it was the car she bought for him. Another such scheme was 

when he deceived her to part with £10,000 for a kidney dialysis machine for his 

brother. 
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5. Analysis 

5.1 Domestic Abuse and Mary: 

5.1.1 Evidence of coercive and controlling behaviour was present in Mary and Jacob’s 

relationship. This is evident from the police investigation prior to this review 

taking place.  

5.1.2 Whilst the Panel can look at his case in hindsight in respect of the information 

obtained from the police investigation and Mary’s family it is clear from the 

information provided that Jacob was controlling from an early stage in their 

relationship. 

5.1.3 It is apparent from the police investigation that Mary was subject to financial 

abuse. It is not generally apparent that any agency would have been aware of 

the control Jacob exerted over Mary on financial matters. The panel have not 

found any information to suggest that agencies were aware of the sometimes 

dire situation Mary found herself in. The panel has no information on bank 

involvement or intervention in the large withdrawals. 

5.1.4 Tragically, it will never be possible to know the full extent of Mary’s experiences. 

However, as a minimum it appears Mary experienced the following: 

• Sexual abuse: 

• Coercion, threats and intimidation: 

• Emotional abuse and isolation: 

• Economic abuse 

 

5.2 Analysis of Agency Involvement / Responding to the Terms of Reference  

5.2.1 GP Practice: During the period of review, Mary was seen by GP’s in relation 

memory clinic referrals, blood pressure issues and other general medical issues. 

She was seen either in the surgery or during home visits.  

5.2.2 On occasions, female friends attended appointments with Mary. In such 

instances, the name of the female friend was entered onto the records. However, 

when Jacob accompanied her on one such occasion, he was not referred to by 

name but as a “friend” and their relationship status was not recorded. There was 

a lack of professional curiosity shown in respect of Mary’s relationship with Jacob 

and it is not clear from the records as to whether Jacob was allowed to remain. It 

must be recognised that a victim, in a coercive controlling relationship with the 

perpetrator present, will be highly unlikely to divulge domestic abuse for fear of 

the consequences that they know will occur after the professional has left unless 

the victim believes that support from elsewhere is realistic. Whilst domestic 

abuse was never explored by the GP, had Mary been asked, the perpetrator 

would have been present. There is no record to show whether Mary was given 
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the option for Jacob not to be present but of course, this question (if asked) 

would have to be when she was alone anyway.   

5.2.3 Best practice recommends that friends and / or relatives speak to patients 

unaccompanied. Jacob or other friends were present as already stated on the 

majority of occasions. This was a significant missed opportunity and had Mary 

been able to speak privately then potentially she would have disclosed concerns 

which could have been recognised as domestic abuse and this particular aspect 

of coercive control. 

5.2.4 There was no documented evidence of domestic abuse within the medical 

records either from the reports from other medical areas supplied to the GPs or 

from their own consultations with Mary. Therefore, there could have been missed 

opportunities because professional curiosity probing during consultations may 

have led to Mary disclosing domestic abuse. Whilst it is appreciated that Mary 

did not appear to have realised she was being abused, the fact she had a male 

‘friend’ who was 55 years younger, bringing her to a consultation could have 

been explored. During such exploration she may have revealed the writings from 

God that she believed she was witnessing on her mirrors together with objects 

being moved around could have been disclosed which would have raised 

safeguarding concerns. However, at no point did the GPs appear to consider 

domestic abuse, as they believed Mary’s symptoms were an organic health 

problem that was being appropriately investigated.  

5.2.5 Mary was seen by a maximum of five different GPs from the time she met Jacob 

in June 2015 until her death in May 2017. This would not assist with any of the 

GPs getting to know Mary well, nor potentially, would it assist with Mary feeling 

safe and comfortable enough to share sensitive, personal or distressing 

information with her GPs. The current configuration of GP services would make it 

unlikely that a patient would see the same GP on each occasion. This lack of 

continuity could place further constraints on the GP’s ability to identify whether 

there were any changes or differences in Mary’s presentation, mood or 

behaviour and therefore brings into focus the need for accurate recording and 

liaison between GPs. 

5.2.6 With more professional curiosity applied during consultations, it could have led to 

Mary opening up more about her current feelings. Further inquiry into both the 

situation at home and what that looked like for her could have assisted with 

Mary’s mental health and assisted professionals to understand what potentially 

was happening to Mary within her home. 
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5.2.7 There was no consideration that Mary may have been ‘gas lit’22 or exploration 

from a domestic abuse point of view as to why she had alleged memory loss.  

5.2.8 Evidence of good practice in one of the home visits after Mary had been 

discharged from hospital. The GP had seen the referral and was aware of police 

involvement and the ongoing safeguarding following the disclosure of her 

relationship with Jacob. During the home visit and because of the conversation 

the GP had with Mary about her ‘gentleman friend’ and the disclosure from her 

that the ‘friend’ may have been poisoning her, the GP asked Mary whether she 

would like counselling. 

5.2.9 Milton Keynes University Hospital (MKUH): During the relevant time of this 

review, Mary attended MKUH on three occasions in 2017. 

5.2.10 Mary first presented to MKUH on 4th February 2017, when she arrived by 

ambulance to the Emergency Department (ED) after having what was thought to 

have been a seizure at home. Mary was accompanied by her cleaner and friend 

who was able to brief MKUH staff. Mary was closely monitored, the necessary 

tests were done, and Lisa attended to support Mary. 

5.2.11 Following safeguarding concerns of economic abuse to Mary by Jacob which 

had been raised by Lisa, the Lead Nurse for Safeguarding Adults was alerted 

and excellent safeguarding measures were put in place i.e. no other visitors 

allowed to visit other than Lisa and information and access to the hospital was 

password protected. The relevant safeguarding alerts were completed and sent. 

As more information became apparent through good multi-agency working 

relevant samples were taken from Mary. Mary’s capacity was always considered 

 

 

22 Gas lighting is a form of emotional abuse, which involves psychologically manipulating someone to make them doubt their own sanity. 

The term comes from a 1938 play by Patrick Hamilton called Gas Light, in which an abusive husband tries to drive his wife insane 

through dimming lights and moving items around the house then denying that he’s done anything. It is a strategy often used by abusers 

because it is so effective. It increases the abuser’s power and control over the victim as it makes them doubt their mind and lose 

confidence, thereby making the victim more dependent on the abuser and less likely to leave the abusive relationship. Essentially gas 

lighting is an aspect of coercive controlling behaviour. It increases the isolation and vulnerability of the victim, thereby increasing the 

abusers control. It aims to destroy the victim’s sense of self, as they lose the ability to think clearly or trust her perceptions and instincts. 

A victim is likely to feel confused, uneasy, anxious and/or depressed, but may be unable to identify the abuse and the source of these 

feelings. Gas lighting can be very subtle, making it extremely difficult for the victim to pin-point exactly what is happening. The longer 

the abuse goes on, the more likely it is that the victim will rely on the abuser's definition of reality, as she no longer has confidence or 

faith in her own thoughts and perceptions. 

An abuser may gaslight in a variety of ways: 

•   The abuser questions the victim's memories of events and accuses them of misremembering situations, denies that particular 

events happened, or minimises them. 

•   The abuser tells the victim they are imagining things. 

•   The abuser minimises and trivialises the victim's feelings/needs. 

Gas lighting is often deployed by abusers when the victim has sensed or witnessed something that the abuser does not want to admit to. 

They will, therefore, deny whatever the survivor is actually experiencing, perceiving or sensing. This is different from simply disagreeing, 

as the abuser will imply or claim outright that the victim’s perceptions/understanding of a situation is crazy and nonsensical. Because 

most non-abusive people are willing to contemplate being wrong or making a mistake, the victim begins to doubt themself. The abuser, 

on the other hand, will often act and speak with such conviction and self-assurance that they seem very convincing. 

(Solace Woman’s Aid) 
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and safeguarding was reviewed and occurred ensuring that Mary would not be 

discharged until it was safe. 

5.2.12 Mary regained capacity following treatment for her unexplained seizures and she 

was then informed of the police involvement due to the concern about Jacob. 

Mary consented for police to visit her on the ward and this was properly 

arranged.  

5.2.13 During and following the interviews and up until her discharge on 27th February 

2017, Mary’s safeguarding was kept under constant review and remained 

dynamic and all records were kept to a good standard. 

5.2.14 On Mary’s second admittance to MKUH in mid-March 2017, Mary was brought to 

MKUH by ambulance after being found at home by her friend and cleaner, on the 

floor confused and possibly having had a seizure. Due to the similar nature of 

admission as previously safeguarding measures were immediately activated and 

the ward was ‘locked down’ i.e. Lisa only to visit, password protection for access 

and information and security team informed. This was excellent practice by 

MKUH. The necessary tests were conducted on Mary and toxicology results 

were recorded as being ‘highly abnormal’. 

5.2.15 On 25th March 2017, a security breach was reported when visitors gained access 

to the ward by following in a staff member from another department. Ward staff 

were alerted by Lisa who was thankfully visiting at the time. The visitors (which 

included Jacob) hastily left after seeing Lisa with Mary. Safeguarding measures 

were reviewed and agreed and Mary was moved to a different ward. The 

password was changed as agreed by Lisa and Mary.  

5.2.16 On discharge, Mary was released to a residential home due to the concern of her 

returning to her own home due to the risk. 

5.2.17 In mid-May 2017, Mary was brought to MKUH ED by ambulance with a 

suspected stroke. Mary had been referred by the GP who visited her at the 

residential home. Sadly, Mary died in hospital a short time later. 

5.2.18 The involvement and communication with TVP appears to have been 

comprehensive and appropriate. However, legislation around information sharing 

with regards to health records and blood results/requests was not always timely 

in supporting the ongoing police investigation. 

5.2.19 Whilst there are excellent records of safeguarding and multi-agency working by 

agencies that became involved after Mary’s initial attendance to MKUH in terms 

of current safeguarding for the police investigation prompted by Lisa there is no 

evidence that referrals to supporting agencies for Domestic Abuse were 

considered.  

5.2.20 Training on Domestic Abuse is delivered in MKUH’s Safeguarding Adults Level 1 

and 2 training, which is mandatory for all staff to attend every three years, and 

delivered at Induction for all new staff starting at MKUH. The safeguarding policy 

has been updated and training within the hospital now focusses on domestic 
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abuse. MKUH has23 two designated MARAC officers who attend monthly 

MARAC meetings in Milton Keynes and access MKAct24. MKAct also support 

MKUH offering a weekly clinic at MKUH which offers appointments for patients 

and staff who may need advice and support regarding Domestic Abuse. 

5.2.21 Research shows that nearly a quarter (23%) of victims at high risk of harm and 1 

in 10 victims at medium-risk attend Accident and Emergency (A&E) because of 

acute physical injuries. In the extreme cases, victims report that they attended 

A&E 15 times.  

5.2.22 When domestic abuse is responded to effectively when identified in health care 

settings, through professional curiosity, routine questioning and identifying 

escalation not only are victims of domestic abuse identified they are better 

protected through safeguarding. This means therefore that wider and more 

detrimental costs can be minimised. Evidence from research studies exploring 

the effectiveness of health professionals asking about domestic abuse shows 

that without a service to which they can immediately refer, such as a hospital-

based IDVA25 service, the opportunity to intervene will be ignored or ineffective.26  

5.2.23 The Government Violence Against Women and Girls (VAWG) strategy 

recognises the importance of integrating domestic abuse services and 

awareness within healthcare settings. It acknowledges, “GPs, midwives, health 

visitors, mental health, drug and alcohol services, sexual health and Accident 

and Emergency staff are well placed to identify abuse”. Their ability to intervene 

early and direct victims towards appropriate statutory and non-statutory services 

is highlighted. Supporting the governmental VAWG strategy, the NHS Mandate 

recognises the vital role of the NHS in tackling domestic abuse. It sets out 

expectations upon NHS England to ensure that the NHS helps to identify abuse 

early and provides or identifies the relevant support.27 

5.2.24 There is considerable potential, for hospital A&Es to identify victims of domestic 

abuse earlier – patients they are already identifying who have visited previously, 

and those they are not identifying, who later come to the notice of the police who 

then refer them to a community IDVA. Not all victims would be prepared to 

disclose, but at least if such considerations were given by professionals within a 

healthcare setting then some may disclose if given the opportunity and within the 

right environment. i.e. not with the potential perpetrator present.  

5.2.25 Oxford Health NHS Foundation Trust (OH): Mary was referred to the Memory 

Clinic by her GP due to ‘significant memory problems requiring further 

 

 

23 MARAC – Multi-Agency Risk Assessment Conference held for High Risk victims of domestic abuse. 

24 MKAct - the commissioned organisation for Domestic Abuse. 

25 An IDVA (Independent Domestic Violence Advisor) is a trained specialist who provides a professional service to victims of domestic 

abuse who are at high risk of serious harm. 

26 Ramsay et al. (2002) 

27 NHS (2016) 
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investigation’ although no examples of memory difficulties were noted on the 

referral to expand on this further. Mary was seen 49 working days later through 

the memory clinic and mentioned occasional word finding difficulties but that the 

words would come to her eventually she did not feel there were any significant 

problems with her memory. Mary’s friend who also attended the appointment 

also noted no concerns with her memory, functional ability or mood. No diagnosis 

was made on assessment and word finding difficulties were noted to likely be 

related to age and changes to retrieval. Mary scored within normal range on the 

MOCA and was discharged back into the care of her GP. 

5.2.26 The memory clinic is commissioned to assess and diagnose 80% of patients 

within 40 working days of referral. A referral for CT head scan or other 

investigation external to the memory clinic would not hold off an assessment slot 

being booked for the memory clinic. Mary’s was seen 9 working days late. It is 

not felt that this delay had any impact on Mary or her treatment.  

5.2.27 The 80% target has not been sustained since 2016. The memory clinic only has 

a set number of clinics and if this is impacted upon due to a fluctuation in 

referrals, sickness or bank holidays and therefore it can take some time to catch 

up. The Care Commissioning Group (CCG) are aware of this and there is 

currently a ‘deep dive’ being completed focusing on the throughput of the 

memory clinic. The plan going forward is to look at remodelling the memory clinic 

to improve the throughput. 

5.2.28 A year later, a further referral was made following admission to Milton Keynes 

hospital where on the discharge paperwork, there was a line stating ‘referral to 

memory clinic to be arranged’ there was no rational as to why this was required, 

it is not usual to receive a referral to memory clinic following someone 

experiencing seizures. Mary was given an appointment within 36 working days, 

but she sadly passed away prior to that appointment. 

5.2.29 Patients are asked to bring their partner or carer with them to their diagnostic 

appointment. Mary bought with her, her elderly friend, Barbara. Best practice 

dictates those patients and caregivers are seen separately once they attend the 

appointment. This is not because of domestic abuse concerns but it is 

predominantly to give the caregiver the opportunity to offer reliable collateral 

information that they may not feel able to disclose in the presence of the patient 

and the caregiver can raise any concerns around risk. Ordinarily, the Consultant 

would speak with the caregiver whilst the memory clinic clinician conducts a 

cognitive assessment with the patient. This may be a time that the patient (if a 

victim of abuse) can disclose the abuse to a professional. Routine enquiries are 

not completed in this setting although all clinicians have been trained to spot 

indicators of domestic abuse.  

5.2.30 The consultant was spoken to as part of the review process and stated that if 

safeguarding issues had materialised during the assessment, each party would 

have been afforded the opportunity to speak with a clinician separately and 

follow appropriate policies and procedures including management of any risks 
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identified. It is unlikely for victims of abuse to disclose abuse in front of the 

perpetrator as they are aware of the possible consequences from the perpetrator 

should they do so. 

5.2.31 OH has access to specialist domestic abuse agencies in the form of Domestic 

abuse champions who are the leads for domestic abuse within their work area 

and act as a contact in and out of that area. They advise their colleagues on 

management of individual cases and ensure they have access to local resources 

and support. These staff are able to support staff with completing Domestic 

Abuse, Stalking and Harassment (DASH) risk assessments and risk 

management plans as appropriate. 

5.2.32 Additionally, (as all agencies should have), OH has Designated MARAC Officers 

(DMO’s) who represent the service / organisation at MARAC and also have the 

responsibility of for information sharing and documenting the level of risk to a 

victim.  

5.2.33 Whilst OH have policies and procedures for Domestic Abuse, Stalking and 

Harassment (DASH) risk assessment and risk management for domestic abuse 

victims and perpetrators. As staff were not aware or suspicious of any Domestic 

Abuse situation with Mary domestic abuse policies and procedures were not 

utilised in this case.  

5.2.34 Mary was referred to the memory clinic by her GP due to ‘significant memory 

problems requiring further investigation.’ She was discharged with no issues. 

Therefore, this is of concern as if there is no issue, what else is causing the 

reason for a patient to be referred in the first place? Is it domestic abuse or is 

there another underlying health concern? If so, should it be explored further 

before discharge? For OH, the number of patients assessed in the memory clinic 

who do not acquire a formal diagnosis of dementia after initial assessment is not 

insignificant and large number of people are diagnosed with mild cognitive 

impairment (a complex entity and almost includes a proportion of people with 

prodromal (Alzheimer’s type) dementia). OH state that there are many reasons 

why people do not acquire a formal diagnosis of dementia after initial 

assessment. Often the ‘worried well’ present with subjective concerns regarding 

memory that are not borne out on objective testing. Sometimes other factors can 

cause cognitive impairment that is, as a result of dementia (e.g. drugs, other 

medical conditions, pain, infection etc.). Some present with signs of ‘normal 

ageing’ and others might present with functional conditions (e.g. depression, 

anxiety or psychosis) that impact upon their memory. Some cases are so 

complex that further investigations (e.g. brain imaging, neuropsychological 

assessment, neurology opinion etc.) are required before conclusions regarding 

diagnosis can be reached. These subtleties are the reason why a specialist, 

secondary care assessment is required to make a diagnosis of dementia (or rule 

out the likelihood), as was the case following Mary’s assessment.  

5.2.35 OH offer three Domestic Violence training sessions to staff, Domestic Violence 

and Abuse Training - Band 5, 6 & 7 (1 Day Training), IHV Domestic Violence 
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Abuse Training (1/2 day Training) the main purpose of these training programs is 

to look at the Routine Enquiry and the DASH risk assessment tool. The purpose 

of the training is to enable practitioners to feel confident about asking women and 

men about their possible experience of domestic abuse. It also includes training 

in the use of the DASH risk assessment tool, locally available DV resources and 

referral to the MARAC so that practitioners are able to appropriately respond to a 

disclosure. 

5.2.36 The third training course on offer is Domestic Violence Abuse Clinical Skills 

Update. This is an update for practitioners who have already completed the IHV 

DVA training. It is due to be delivered as part of the Clinical Skills Updates at 

locality meetings. 

5.2.37 OH has policies in relation to domestic abuse. They include, CP101 – Policy and 

Guidelines for Staff in the Management of Domestic Abuse and this policy is 

intended to complement the approach to safeguarding adults (CP25) and 

safeguarding/protecting children and young people (CP14). 

5.2.38 OH recognises its responsibilities for ensuring staff are competent and confident 

in carrying out their responsibilities, commensurate with their role regarding 

domestic abuse. The primary aim of this policy and guideline is to support staff in 

responding to disclosures of domestic abuse from service users. The main 

purpose of the first two training programs is to look at the Routine Enquiry and 

the DASH risk assessment tool enabling practitioners to feel confident about 

asking women and men about their possible experience of domestic abuse. It 

also includes training in the use of the DASH risk assessment tool, locally 

available domestic abuse resources and referral to the MARAC so that 

practitioners are able to appropriately respond to a disclosure.  

5.2.39 This is good training and they are good policies and guidance but, unless 

professionals see patients (who are victims of abuse) separately, then they will 

not disclose domestic abuse in front of a perpetrator. Therefore routine enquiry 

training, policies and guidance become obsolete and victims are failed.  

5.2.40 OH employed clinicians, working in the memory clinic diagnostic service, are 

expected to follow safeguarding guidelines. The trust has a policy on 

safeguarding already mentioned above. If concerns arise, clinicians should make 

a safeguarding referral to the MASH. There is the expectation that they will copy 

in the Older Adult Community Mental Health Teams Social Care lead and Social 

Care admin. The MASH has a standardised referral form that can be found on 

the adults safeguarding board’s website. The MASH also accepts phone calls, 

but a referral would still have to be made. A MASH referral should be also stored 

under correspondence within care notes.  

5.2.41 Social Care administration keep a safeguarding spreadsheet on all referrals so 

the team can track referrals and any S42 investigations. Risk from others is 

already a section within the care notes risk assessment and clinicians are 

expected to document safeguarding concerns there. If domestic abuse is a 
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specific concern the staff would complete a DASH form and liaise with the 

designated MARAC officer, please see above for designated roles in the trust 

regarding MARAC. 

5.2.42 In summary, Mary received generally good care but at no point did professionals 

appear to consider domestic abuse despite how well equipped practitioners are 

in responding to domestic abuse following the training they have received in 

relation to routine enquiry and the DASH risk assessment. There was no 

documented evidence of domestic abuse within the records either from the 

reports from other medical areas supplied to the GP’s or from OH’s own 

consultations with Mary. Therefore, there may have been missed opportunities 

because professional curiosity probing during consultations may have led to 

Mary disclosing domestic abuse. 

5.2.43 It has been noted by the review, that OH does not monitor sexuality and that the 

Older Adult’s Registration form does not ask about sexuality when asking about 

age, gender, ethnicity, caring roles etc. The older adult team are re-thinking their 

registration forms to include sexuality, as this is a good way to identify protective 

characteristics. It is not felt that this would have affected Mary’s care at all.  

5.2.44 Thames Valley Police (TVP):  

5.2.45 Incident: 

5.2.46 On 5th February 2017, police were called by Lisa to report that Mary was in 

hospital following a seizure. Lisa reported concerns for Mary and the possibility 

that Jacob may have manipulated her into changing her will to his favour. Despite 

the information given by Lisa to TVP, they advised Lisa that the matter was civil, 

that she should speak to a solicitor and that if necessary, Lisa should report the 

matter to Action Fraud. It is not known whether Lisa was given advice as to how 

to do this. TVP did not consider that Mary could have been the subject of 

domestic abuse and did not give a crime number to Lisa. A crime number was 

not created until two days later after TVP received calls from MKUH security and 

referrals from ASC and RC Diocese of Northampton. TVP (within the MASH), 

allocated an officer to the case in order to conduct further enquiries. At that time 

the case was determined to be a single agency ASC safeguarding investigation.  

5.2.47 On 13th February 2017, Lisa contacted TVP again with the information detailed in 

the chronology section. The OIC spoke with Lisa and informed her that they were 

not going to be on duty for the next 4 days and the OIC advised Lisa to contact 

Action Fraud to report and obtain a reference number. It appears that 

considerations were still not given to domestic abuse and within that coercive 

control and economic abuse. During the time the officer was not on duty, the 

suspected perpetrator of the domestic abuse, Jacob, was trying to contact Mary 

in hospital and contacting TVP.  

5.2.48 A Detective Sergeant within the MASH asked a Detective Inspector to review the 

case on 14th February and it was then that the necessary links were made to 

abuse but also to other potential victims who needed to be safeguarded. The 
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following day, the matter was crimed as coercive control and allocated to the 

DAIU.  

5.2.49 When Mary was well enough, she was spoken to by police and disclosed that 

she was in a relationship with Jacob and that he had been giving her a white 

powder. Mary also stated that she had given Jacob £26,700 for a dialysis 

machine for his brother. The matter was escalated to CID and DAIU. Mary 

confirmed that she changed her will while she was in a confused state and that 

she would not normally have consented to this. During enquiries, officers were 

able to identify links between Jacob and Harry (who we now know was murdered 

in October 2015). 

5.2.50 Around the same time and with Mary’s consent, TVP searched Mary’s home and 

seized (amongst other things) a vial of unknown clear liquid. At this stage, it was 

also established that Nicholas was living with a 99 year old woman in 

Buckingham which raised safeguarding concerns. 

5.2.51 On 3rd March 2017, having returned to her home address, Jacob attended 

Mary’s home and spoke with her for over 45 minutes. Mary was inside her home 

and Jacob did not go in. This was the last contact Jacob and Mary ever had. 

When Mary was discharged from hospital, safeguarding was arranged that Mary 

felt comfortable with, while maintaining a level of independence that she 

requested (she did not wish to leave her home). This was arranged between the 

Neighbourhood Policing Team, the investigation team, her neighbours, her 

church and her friends and family. 

5.2.52 The Council safeguarding team proposed Mary having a carer but Mary declined. 

She also declined respite care. Mary stated that she had been independent her 

whole life and felt she was more than able to cope at home. The Safeguarding 

team had organised a bogus call button, which she initially refused but then 

agreed to.  

5.2.53 ASC state that they requested TVP to warn Jacob not to contact Mary once she 

was discharged from hospital. On 9th March 2017, TVP have a record to the 

effect that all investigative actions were being recorded in an Excel spreadsheet. 

Up until the 9th March 2017, TVP have no record of Jacob having been spoken 

to and warned not to contact Mary. They state that it would have been clear to 

Jacob that he was being blocked from seeing her whilst she had been in MKUH 

as TVP records show him calling PEC and asking questions. It does not appear 

that the ASC request for the warning was completed and TVP now believe that 

best practice would be to open an RMO to detail RM and for it to be kept 

separate from any criminal investigation.  

5.2.54 On 12th March 2017 TVP received a call from South Central Ambulance (SCAS) 

reporting that Mary had suffered more seizures and had been admitted to 

hospital. On 13th March 2017, Jacob was initially arrested on suspicion of fraud 

and administering a substance with intent. His addresses were searched. These 

included a storage unit where officers discovered antique firearms linked to a 
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burglary in Buckingham. Jacob was released with strict bail non-contact 

conditions. Following his interview, Nicholas was arrested and later released on 

bail to his home address. As mentioned previously, this was a cabin at the 

bottom of Margaret’s garden. 

5.2.55 ASC were concerned about the bailing of Nicholas to the home of this elderly, 

vulnerable person and gave her advice and guidance about how to keep herself 

safe. The Chair sought clarification and TVP confirm that the bail address for 

Nicholas was checked by Detectives and deemed suitable for bail based on the 

information available at the time. The Detective who bailed the suspect was 

spoken to and stated that at the time the investigation related to Jacob and Mary 

and crimes within their Domestic Relationship, with fraud being the main offence 

being investigated. They stated that Nicholas was arrested due to his loose 

connection with Jacob. Margaret was spoken to and she was described as 

‘having all of her faculties’ and was only deemed vulnerable by virtue of her age. 

Margaret was adamant that she was happy to have Nicholas bailed back to her 

address and they stated that it was felt that because Nicholas was just a tenant 

(living in a cabin at the bottom of the garden), they deemed her bail address to 

be suitable at the time. 

5.2.56 Lisa expressed concerns to TVP that Mary was being financially manipulated 

and that it was believed Jacob was in a possible intimate relationship with Mary. 

From the start, this aspect was overshadowed by the potential fraud 

investigation, probably because the fraud was something concrete to investigate, 

whereas TVP believe other events reported were less simple to categorise into 

an offence. There was no lack of willingness to investigate but due to the 

reported circumstances, there was a lack of clarity around who should 

investigate and what offence(s) were to be considered. The fact that both Jacob 

and Mary considered themselves to be in a relationship should have led to a 

DASH risk assessment being completed. If this had been completed then Mary’s 

risk level would have been determined as the attending officer would have 

completed the assessment with her in person and subsequent safety planning 

would have been put into place. The DASH would have led to safety planning 

being completed with Mary, whatever her risk level.  

5.2.57 Given the known circumstances at the time of the report, TVP believe that it is 

unlikely that Mary would have been graded as High risk. High risk leads to 

referral to DAIU and through them, a referral to an IDVA. There is no TVP Force 

policy in place in relation to IDVA referrals for medium and standard risk cases 

but there is the potential for the OIC to make referrals or for the victim to self-

refer. From the perspective of an OIC making referrals TVP state that an OIC 

should judge each case on its own circumstances and if they feel that the victim 

would benefit from IDVA support, and the victim would like that support, then it is 

a decision by the OIC to make that referral using their own professional 

judgement.  
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5.2.58 In terms of a victim self-referring, firstly the victim needs to understand what ‘self-

referral’ actually means and they need to feel safe to be able to make such a 

self-referral. Many victims of domestic abuse are being coercively controlled and 

are in fear of taking such action through concern of escalating risk or they are not 

in the best mental and psychological space due to the coercive controlling 

behaviour to be in a position to self-refer. TVP report that there are safeguarding 

prompts built into their Dom5 risk assessment and the Dom6 safeguarding 

advice form.28 Both are expected to be completed at domestic incidents. They 

provide information of support organisations and how they can be accessed.  

5.2.59 The DASH is meant to be part of a conversation with a victim of domestic abuse 

and if it had been completed, Mary may well have talked about the writings on 

the mirrors which would have potentially made this case high risk if through little 

else, professional judgement. 

5.2.60 On 27th March 2017, the investigation was linked to the death of Harry and was 

declared a murder investigation and formally taken over by TVP’s Major Crime 

Unit.  

5.2.61 The investigation included examining the circumstances around Harry’s death 

which entailed speaking with his friends and family and reading extracts from the 

diary he kept. 

5.2.62 Detectives conducted an interview process with Mary, which was conducted over 

a number of days due to her frailty and inability to focus for long periods. She 

was seen by police between the 28th April and 3rd May and from this, a 

statement was compiled. In mid-May Mary passed away as a result of natural 

causes. 

5.2.63 The Major Crime Unit continued with the investigation. Harry was exhumed and a 

further post-mortem was carried out where additional samples were taken for 

testing. The cause of death was given as “Sudden death of an elderly man with 

acute alcohol intoxication and Flurazepam use who had been repeatedly 

exposed to various Benzodiazepines, both legal and illicit, over at least a 6 

month period.”  

5.2.64 Incident: 

5.2.65 On 17th July 2016, TVP were contacted by a male caller reporting a burglary29 at 

the neighbouring address of Mary. The male’s parents used to live at the address 

but both had died and the male had been caring for the property since. He 

reported that there were no obvious signs of a break in but things within the 

property looked different. For example, keys that are usually on the dresser were 

 

 

28 A DOM5 is the risk assessment (part A – victim input and part b officer assessment and grade). The DOM6 contains helpline numbers 

and advice on how to keep safe.  

29 Theft Act 1968 - 9(1) A person is guilty of burglary if - He enters any building or part of a building as a trespasser and with intent to inflict 

GBH, commit Theft or cause damage OR having entered any building or part of a building as a trespasser he steals or attempts to steal 

anything in the building or that part of it or inflicts or attempts to inflict on any person therein any grievous bodily harm. 
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in the locks in the doors, curtains that were normally open were closed and the 

plug socket for the kitchen kettle was switched on when it is usually switched off. 

He reported that a bottle of whiskey was missing although could not recall 

whether this had been given to a cousin (the cousin was away on a 3 week 

cruise and was uncontactable). The male confirmed that he had spoken to all 

other people that he knew that had access to the house and they stated that they 

had not been there. Three days after the report, a Uniformed Patrol Officer (OIC) 

met with the male and then filed the report without conducting any further 

investigation. The OIC made the decision that because no items had been stolen 

the offence of burglary had not occurred. As a result, TVP re-classified the 

NICHE30 system via the Force Crime Registrar31 from a burglary to a ‘No Crime’. 

This decision was incorrect. A burglary had occurred as objects had been moved 

within the home and curtains were closed when they were previously open. 

Because there is no sign of forced entry does not mean no one had entered 

(from the above, they clearly had) and it should have therefore become more 

apparent that whoever had entered had done so with a key. Further enquiries 

needed to be completed and pursued to ascertain the intent of the person who 

had entered and therefore this crime should not have been ‘No crimed’ until such 

enquiries had been completed. By ‘no criming’ the investigation, no investigation 

was completed.  

5.2.66 During the subsequent murder investigation (Operation Naseby), it was 

established that Jacob had access to the property. This was via Mary who as 

previously mentioned was a neighbour and had a spare key to the house. It 

became known that Jacob had used the key to gain access and commit burglary 

on this occasion and one other occasion prior to this. As part of Operation 

Naseby Police Officers found a document on Jacobs’s laptop containing 

evidence that he was responsible. He was charged with the offence of burglary 

and pleaded guilty at court. 

5.2.67 The original call on 17th July 2016, was graded correctly by TVP as per the 

incident resourcing plan.32 Operational guidance states that all burglary dwellings 

are given an Urgent Attendance response grading. Despite being graded as 

Urgent Attendance, the control room were unable to contact Local CID for 

attendance. They also tried contacting Neighbourhood Officers but there were 

 

 

30 NICHE is a system that can hold information about, for example people, places and crimes and since 2012 has been used as a record 

of a person’s time in Police custody. Presently NICHE has taken over as the main system for TVP and existing CEDAR, Intelligence, 

Missing Persons and custody databases have been combined and are all accessed via NICHE. 

31  The Force Crime Registrar Unit is dedicated to the ethical and accurate recording of crime. The Force Crime Registrar is appointed to 

ensure that the nationally agreed standards for crime and incident recording and the administration of all crime records, are complied 

with accurately and applied consistently across the Force. The national standards for the correct recording of crime are set out in the 

National Crime Recording Standard (NCRS) and Home Office Counting Rules (HOCR). 

32 Incident resourcing plan - Urgent Attendance - Requires urgent attendance at the earliest opportunity or is a Force priority. Response = 

60 minutes from incident create to resource on scene. Attendance should be as soon as possible but the use of "blues & two's" is NOT 

authorised and compliance with all Road Traffic Regulations will be maintained. 
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none available to attend. Due to the male’s and the police’s availability, the victim 

of the burglary was not seen until 20th July. 

5.2.68 In the 2016 Crime Continuum33, ownership of a burglary dwelling would have 

fallen to Local CID who specialise in burglaries. There is no specific guidance to 

state who should attend burglaries in the first instance. The guidance at the time 

and the most current guidance (published February 2020) now states that the 

most appropriate resource should be despatched. In light of Local CID34 officers 

not being shown to be on duty and the Neighbourhood being reduced due to this 

being a Sunday, the most appropriate resource would have been a Uniformed 

Patrol Officer at that time. It could be argued that because a number of days had 

passed since the call to Police, it should have been arranged that an Officer from 

Local CID would visit the male when he was next available. However, TVP police 

record that due to the victim’s unavailability (predominantly evenings) was 

outside the Local CID standard working hours, it again fell to the next available 

resource to attend which was a Uniformed Patrol Officer. The OIC submitted this 

investigation for filing without consulting Local CID or handing it over to them. It 

is possible that if Local CID had had some input into this a more thorough 

investigation would have been conducted. 

5.2.69 The Review has established that CSI35 were not requested. The Uniformed 

Patrol Officer had written in Niche that there was no requirement for them 

because the offender left behind no items and the doors and keys had been 

handled by multiple family members since the report was made. There is an 

entry on the Command and Control log from the night of the report that the house 

was locked to ensure preservation of the scene but it is not clear if the male 

caller was told not to touch anything. Forensic opportunities were missed and it is 

Force policy to task CSI at all burglary dwellings - this was not done. The call 

taker has since left the TVP and was therefore not interviewed as part of this 

review for the purposes of the TVP Internal Management report (IMR) for this 

review. 

5.2.70 In the burglary Investigation Toolkit (available to all Officers), the minimum 

standards of investigation checklist stipulate that house to house enquiries36 

 

 

33 A Document designed to offer a general crime allocation guide. 

34 Local CID was made up of  

• Robbery Team - Deal with Robberies, snatch thefts and any cross border offences 

• Burglary Team - Deal with Burglary Dwellings and large value non dwellings 

35 CSI – Crime Scene Investigators (Forensic team). 

36 Senior Investigating Officers’ Handbook – 5th Edition. 

 Conducting House-to House (H2H) enquiries is used in order to: 

• Identify suspects, witnesses and victims; 

• Gather local information and intelligence; 

• Obtain investigation-specific material and information; 

• Support a communication strategy (e.g. appeal for witnesses, provide public reassurance or give crime prevention advice); 

• Identify passive or communication data sources (e.g. CCTV or Wi-Fi); 
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should be conducted at every dwelling burglary however, they were not 

completed on this occasion. House to House enquiries should have been 

completed and a statement of complaint should have been obtained from the 

male caller as a minimum. 

5.2.71 Prior to an enquiry being filed the officer in the case (OIC) should ensure the file 

is fully reviewed by a supervisor. The OIC did this correctly, through their 

Sergeant. The concerning aspect is that the Sergeant completed a review and 

agreed with the OIC’s rationale that this was not a burglary.  

5.2.72 The Priority Crime Team expert has informed the Review that currently in PCT37 

they complete a supervisory review of all burglary dwelling offences even if they 

remain investigated by a Uniformed Patrol Officer. This is still the same as the 

procedure in 2016. PCT routinely check the URN and then complete a 

supervisory review with investigative actions set for the investigating Officer. For 

this burglary, they should have included an action to list all persons that have 

access to the house and to speak to them individually to see if they had entered 

the property or removed anything from it. They should have ensured that CSI 

attended and they would not have requested a ‘No Crime’ without confirmation 

that the property was not entered and items were not stolen. The PCT expert 

highlights that the property was the male’s late parent’s so it may have been very 

difficult for him to identify if anything had been stolen, but someone had been into 

the property and moved things around and therefore an investigation should 

have been completed. The expert rightly made comment about the property 

being empty and likely to have been known so by the offender. This 

subsequently proved to be the case with Jacob being the offender.  

5.2.73 The Deputy Force Crime Registrar acknowledges that the offence should not 

have been amended from a burglary to a ‘No Crime’. They stated that based on 

the information available they would have declined the cancellation request until 

the full facts had been established. At the very least if a victim or a third party on 

behalf of the victim believe that a crime has occurred then a full crime must be 

recorded correctly at the start and in this case, it should not have been cancelled.  

5.2.74 Following the first Overview Report meeting for this review the Chair requested 

that TVP revisit their first three IMR submissions. Following the submission of 

version 4 of their IMR, TVP record that In relation to the amendment of the 

burglary to a ‘no crime’, the Force Crime Registrars (FCRs) are not investigators 

and that they have to make decisions on offence classifications based on the 

information available to them at the time. The FCR for this case would have been 

privy to the initial report which included that the whiskey was possibly 

 

 

 

A combination of the above is usual. H2H is a useful tactic in an investigation but to be effective it must be conducted methodically, 

thoroughly and without undue delay. In a high proportion of cases an offender resides within a close proximity to the place where the 

offence occurred. It is always feasible that a H2H enquiry may uncover such an individual.  

37 PCT – Priority Crime Team – This currently does the same role as Local CID used to 
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missing/stolen. In addition to this they were presented with a summary from the 

OIC stating that having spoken to the complainant, the officer was confident that 

a burglary had not taken place and in addition, a supporting entry from the 

supervisor.  

5.2.75 TVP state that while both FCRs had differing opinions on whether this should 

have remained as a burglary, neither decision would have been wrong in the 

circumstances and the decision made was a subjective one. However ultimately 

in this specific instance as a burglary had in fact occurred the outcome of ‘No 

Criming’ the report was incorrect.  

5.2.76 Due to the volume of reports the force crime registrars were receiving, TVP 

currently run a ‘gatekeeper’ system. This is forcewide initiative where a number 

of employees on each area are given additional training in CDI38 and HOCR39 

and are put in place to review requests for ‘no criming’ reports from Officers. This 

is to ensure that the proposed reports meet the standard required to submit to 

the registrars. In relation to this burglary, had it occurred currently this would 

have been additionally scrutinised by the gatekeeper who may or may not have 

been accepted as a no crime.  

5.2.77 Much has been made of the bottle of whiskey but little has been said about the 

other concerns of the complainant such as the keys being in the door locks when 

before they were in a dresser, the curtains being closed when before they were 

open and the plug socket to the kettle being on when before it was off. 

5.2.78 As the offence was committed by Jacob who had access to next door at the time 

(Mary’s home), a full investigation including house to house and an investigation 

by detectives with additional investigation skills may have proven useful. It would 

have been an opportunity for police to come into contact with Jacob and Mary 

and this may have been a chance for Mary to state she had a key. This may 

have linked into Jacob being her partner who could gain access to a key from a 

burglary perspective but also importantly, it may have revealed the relationship 

between Mary and Jacob.  

5.2.79 To their credit, TVP have learnt lessons from this case and as a result have put 

initiatives in place to improve investigations and supervision. In December 2019, 

a Service Improvement Review was conducted into frontline supervision and its 

findings included that Sergeants are unable to complete thorough docket checks 

and detailed supervisory reviews to the level required or desired due to lack of 

time. It was generally felt that the operational demands on a shift took 

precedence over most other responsibilities, particularly that of detailed 

supervisory reviews and docket checks. A Service Improvement Plan has been 

 

 

38 Crime Data Integrity  

39 Home Office Counting Rules - provide a national standard for the recording and counting of 'notifiable' offences recorded by police 

forces in England and Wales.  
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put into place to address the findings within the Service Improvement Review. 

The plan has an Action Owner who is accountable to the Deputy Chief Constable 

to report on progress. 

5.2.80 The IMR author has spoken to all of the PCTs around the force and all of them 

now work a different shift pattern to the one in 2016. Each local area works 

slightly differently. This is due to the PCT’s being managed at Local Policing Area 

(LPA) level and not centrally and the shift patterns currently worked are designed 

to suit the individual demand of each LPA. Endeavour is the new initiative 

introduced in 2019 and it is the commitment to achieving outstanding 

investigation throughout TVP.  

5.2.81 There are 24 Endeavour principles of crime investigation (see appendix 2) and 

while these are not new principles, they are now highlighted under ‘Endeavour’ to 

promote outstanding investigations. The OIC did not adhere to the principles and 

investigative opportunities have been missed.  

5.2.82 TVP themselves, have considered a recommendation to alter the hours of the 

PCT to ensure that all offices incorporate late shifts and weekend shifts but it has 

been precluded by them as they do not feel that it is proportionate. TVP state 

that if Local CID had been available to attend whilst the detective may have been 

able to conduct a more thorough investigation, TVP cannot say whether an 

Officer from Local CID would have come to a different conclusion to that of the 

attending officer.  

5.2.83 TVP also considered a recommendation for all burglary reports to be filed 

through a PCT Sergeant. This has also been precluded as TVP believe that the 

circumstances on this occasion are so unique that they do not feel this is 

proportionate. TVP currently utilises the gatekeepers for additional Quality 

Assuring of no crime submissions. TVP believe that had the gatekeeper’s quality 

assured this burglary, it would still not be possible to say what decision the 

individual gatekeeper would have made in relation to the request and that it is 

likely that if different gatekeepers had reviewed this incident then they may also 

have come to dividing decisions. 

5.2.84 TVP believe that despite the observations and analysis made by their internal 

review, there is nothing to evidence that the end result would have been altered 

for Mary.  

5.2.85 TVP believe that no new organisational learning has been identified but that it 

continues to be ongoing in relation to frontline supervision. There was individual 

learning for the Officer and the Sergeant. 

5.2.86 Incident:  

5.2.87 Background: On 16th August 2016, TVP received a call from a burglary victim 

stating that their address had been broken into and four antique rifles and 

bayonets had been stolen from the hallway. He provided a time frame where the 

items could have been stolen and stated that the front door was unlocked. The 

victim reported that the offender had moved a walking stick. During the original 
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call he was given advice to leave the walking stick in place due to forensic 

potential. 

5.2.88 It is documented in the Command and Control log that the victim suspected 

someone he knew and suspects that they have also taken smaller antique items 

from the address on previous occasions, although this had not been previously 

reported to the Police. He stated that he had recently changed the locks in his 

address to ‘keep this person out’ and said that it is possible the suspect may 

have known his movements that day and timed the theft of the bayonets and 

rifles. The victim named Jacob as a suspect to the control room and said that 

Jacob had been to his house before and had behaved in a very odd way. The 

victim said that he last saw Jacob a week previously when Jacob turned up at his 

house but he had refused to let him in.  

5.2.89 It was made clear in the Command and Control log that the victim was 

imminently due to undergo medical treatment and would only be available at the 

address for a short while before having to leave. A Police Community Support 

Officer attended initially and then the investigation was passed to Local CID. 

Investigative actions were set and completed and the investigation was filed with 

no arrests made. No suspects were added to NICHE. Jacob and Nicholas were 

only added onto NICHE as suspects as part of Operation Naseby in March 2017 

seven months after being named as suspects by the victim. 

5.2.90 During the investigation into Operation Naseby, evidence was located on 

Jacobs’s electronic devices that suggested he had had keys to the victims 

address and he had stolen items from within it on more than one occasion. 

During the search of a storage unit rented by Jacob, the stolen items from the 

address were located (rifles). Nicholas had evidence on his phone that he had 

involvement and this included text messages between himself and Jacob 

referring to the victim and his address. Jacob along with Nicholas were charged 

with two offences of burglary. At court, Jacob pleaded guilty, and Nicholas was 

acquitted.  

5.2.91 The original call was graded as Urgent Attendance as per the incident resourcing 

plan.  

5.2.92 As stated previously, in 2016 burglary dwellings would have fallen into the remit 

of Local CID. However, initially a PCSO volunteered to attend according to the 

police command and control log. PCSO’s do not have the power or the training to 

investigate crime. The PCSO had a brief chat with the victim before he was due 

to undergo the aforementioned medical treatment which would have meant that 

he was unavailable for 10 days. The PCSO started some of the investigative 

actions following their attendance which were later documented in NICHE.  

5.2.93 A Local CID expert informed the review that burglaries were always tasked to a 

PC or DC from Local CID to investigate. They state that sometimes they would 

(and still) use PCSOs to assist with house to house enquiries, CCTV scoping 

and reassurance patrols but they would never be sent instead of a PC/DC. 
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Clearly, that was not the case on this occasion and is at variance to what the 

PCSO informed the review.  

5.2.94 A Neighbourhood expert gave the review the same information as the local CID 

expert, that PCSOs would only be used to support Local CID in burglary 

investigation. The burglary guidance states that the most appropriate resource 

should be deployed. Due to the time constraint the victim had before attending 

hospital, an Officer from Aylesbury would not have managed to get to the 

address in time, so the deployment of a PCSO in this case was the most 

appropriate resource. This was an unusual circumstance and it should not be 

routine that PCSOs attend in the first instance. PCs or DCs have had 

investigative training and would be better equipped with the knowledge and 

experience to effectively complete any golden hour enquiries.40 

5.2.95 The PCSO has informed the Review that at the time it was not unusual for 

PCSOs to attend dwelling burglaries on behalf of Local CID due to their rural 

location and CID being based in Aylesbury. This has now stopped. 

5.2.96 The Command and Control log reads as though the smaller items had been 

taken on previous occasions and the locks had been changed by the victim to 

keep this suspect out. It appears from the log that the victim feels that the 

theft/burglary offences could have been committed on more than one occasion. 

The victim clearly states that items have gone missing before.  

5.2.97 The Command and Control log states that the victim had changed his locks due 

to his suspicions and in the original call he says; 

“To keep out this particular intruder.”  

This is a significant effort to go to, so it is likely that the feeling of unease must 

have been quite strong. This was not explored by the OIC later from CID.  

5.2.98 The Command and Control log also stated that when Jacob last went to the 

victim’s house he was acting strangely. The CID OIC did not explore this.  

5.2.99 The victim also stated that the offender might have known his movements that 

day and timed the theft. This was also not explored by the OIC.  

5.2.100 Initial attendance of a PCSO at short notice may have provided reassurance to 

the victim prior to his hospital stay and enabled TVP to start the investigation the 

earliest opportunity. The PCSO stated that whilst they volunteered to attend they 

were not able to read the Command and Control log before attending and 

additionally there was a rush to get to the address due to the victim becoming 

unavailable. It is not necessary for a command and control log to be read before 

attending the scene. Any necessary information can be gleaned from the control 

 

 

40 The Golden Hour is a term for the period immediately following the commission of an offence when material is abundant and readily 

available to the Police. Positive action in the period immediately following the report of a crime minimises the attrition of material and 

maximises the chance of securing the material that will be admissible in court. 
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room on the radio or via telephone whilst enroute to the scene. Front line 

response officers do not have the luxury of returning to a police station to read 

the log, they are passed the information by the control room and then deal with 

what they a met with on arrival at the scene. Since then, improvements have 

been made with the roll out of new technology and officers are now able to view 

logs at the scene. It is appreciated that this will not always be practical. 

5.2.101 The PCSO said that there were other people at the property with the victim but 

due to time pressure, they omitted to obtain details which, in hindsight, they felt 

they ought to have done. However they stated that it did not seem relevant at the 

time as one of the people left as they arrived and the second had come to drive 

the victim to hospital. No descriptions of the people were taken but the vehicle 

registrations were put into the Command and Control log. The PCSO told the 

Review that the victim seemed ‘anxious and panicked’ due to his imminent 

medical treatment but he wasn’t confused and was able to give a clear account 

of the rifles and bayonets that were missing and exactly where they were in the 

house when they were taken. The PCSO only had 15 minutes to talk to the victim 

prior to him leaving but stated that they obtained as much information as possible 

in that time and then liaised with the supervisor from Local CID and relayed the 

information to them. The panel believe that the PCSO did all that they could do in 

the time that they had available and also in respect of their lack of knowledge 

having not received any training on how to investigate dwelling burglaries.  

5.2.102 The PCSO telephoned CSI and passed all the information to them and then 

based on the information, CSI decided that they would not attend. The PCSO 

planned to return to the scene later following the victim’s medical treatment. This 

was to check on his welfare and complete an Adult Protection CRI41 if they had 

felt it necessary after spending more time with them in less stressful and rushed 

circumstances. The PCSO was concerned for the burglary victim’s physical 

welfare and they wanted to check they had relevant support.  

5.2.103 The PCSO completed some initial enquiries at the scene and recorded these 

actions in the Niche Occurrence on the same day. These actions included 

scoping for CCTV and house to house enquiries; although the PCSO correctly 

documented that they recommended that house to house enquiries were 

repeated due to residents not being at home when their address was visited. 

This was good practice by the officer.  

5.2.104 The PCSO also undertook reassurance patrols of the property and area whilst 

the victim was away and is good practice, these patrols were not documented. 

They also knocked on the victim’s door several times after the scheduled return 

date for the victim, but there was no response. No calling card was left. With the 

 

 

41 CRI – Crime Related Incident – This is often used to make a record in NICHE for incidents where crimes have not been committed. 
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time that passed and the new workload that came in, the PCSO was not able to 

establish further contact with the victim.  

5.2.105 The PCSO was not made aware by the control room that a suspect (Jacob) had 

been named in the Command and Control log and neither did the victim of the 

burglary mention Jacob as a suspect to them. The victim did mention a name of 

an antique dealer and that the offender for the burglary had been accessing the 

property and may have a key. As a result, the victim had already changed the 

locks which reassured the PCSO. The PCSO felt that someone must have 

known the rifles and bayonet were in the property and that this was a targeted 

burglary.  

5.2.106 The first supervisory review in Niche was the day after the report was made to 

the Police and was from the Detective Sergeant (DS) from Local CID. This 

review was completed before an Investigating Officer had been allocated. From 

the Command and Control log the DS names Jacob as being a suspect. He set 

investigative actions which included an enquiry to identify Jacob and to establish 

with the victim why he was a suspect. Other actions included to check whether 

the victim is a firearms certificate holder, to compile a property list in order to 

identify what items have been stolen and complete local enquiries to locate the 

property. It is stated that the main focus is on the missing bayonet and rifles due 

to their potential danger. This review was comprehensive and the investigation 

plan set, was a thorough one. An OIC was allocated the same day and this was a 

PC42 from Local CID. This Officer has since retired from TVP so has not been 

spoken to in relation to this review. 

5.2.107 The OIC completed actions in the absence of the victim (while he was in 

hospital) and then met the victim in person on 2nd September after he was 

discharged on the 1st September. It is at this point the OIC completed the stolen 

property list action on NICHE. However, he only recorded the missing 

bayonet/rifles. There is no mention of the smaller missing antique items first 

mentioned in the Command and Control log. 

5.2.108 House to house was marked as completed by the OIC although many doors in 

the vicinity of the burglary were not answered. The people that were not in had 

calling cards left for them. Those that were not spoken to, included the direct 

neighbours either side of the location. For the offence of burglary, after two 

attempts at knocking on the doors it is not unreasonable to leave a calling card 

asking witnesses to come forward. While there was (and is) no specific guidance 

on when neighbours should be spoken to in person (as opposed to leaving a 

calling card), the review would expect that in a burglary direct neighbours would 

be spoken to in person, although it is appreciated that this is not possible in 

every case. The current TVP guidance states that house to house enquiries 

should be conducted at all properties within hearing and sight of the attacked 

 

 

42 Local CID is made up of PCs (Police Constables) and DCs (Detective Constables) 
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premise, and if known, cover the direction of travel the offenders made off in. 

Calling cards should be left at addresses where occupants have not been 

spoken to. TVP acknowledge that there was an individual learning point that 

house to house enquiries should be completed in every case. If they are not then 

a supervisor should ensure they are completed and an update placed on the 

crime investigation plan to that effect. 

5.2.109 The action to identify Jacob was marked as completed. The OIC has not 

documented whether any attempts were made to identify Jacob or conduct any 

secondary checks on him. The OIC documented that the victim did not base his 

suspicions of Jacob on any particular incident or evidence. He stated that he 

suspected Jacob because other than his close friends, he was the only one that 

knew the bayonet and rifles were there. The OIC pointed out to the victim that it 

could have been an opportunist passing by which is at variance to the 

conclusions of the PCSO who believed it was a targeted burglary. It does not 

appear that the OIC has considered any of the information from the original 

Command and Control log or asked any further questions about it. All previous 

information should have been reviewed by the OIC and during supervisory 

checks. In effect, no investigation was completed to identify or locate a named 

suspect. 

5.2.110 The OIC checked with firearms licencing who confirmed that the victim was not a 

firearms certificate holder. However, that would have been the case as the victim 

was exempt from holding a firearms certificate due to the rifles being of an 

antique nature. The stolen bayonet/rifles were all listed on Niche. This was good 

practice as it could have assisted in the recovery of these items in the future. The 

OIC tasked the Neighbourhood Police Team to check all antique shops in the 

local area and emailed a contact provided to him by the Firearms Licensing 

Officer requesting circulation to all local licensed firearms dealers.  

5.2.111 The OIC conducted the investigation over a period of 6 weeks but did not carry 

out some key lines of enquiry including importantly a TIE43 of a potential named 

burglary suspect and overlooked some key lines of enquiry from the Command 

and Control log. If there was enough suspicion after a thorough investigation of a 

dwelling burglary that Jacob was a suspect, then he could have been arrested 

and searches44 made which then potentially may have revealed evidence that 

was actually discovered by Operation Naseby some 7 months later.  

5.2.112 The last entry in Niche is from the OIC on 28th September 2016 stating that all 

lines of enquiry have been completed and the Occurrence would be filed once a 

supervisory review had been conducted. Supervisory reviews in the form of ‘work 

control’ checks of officers workloads should be completed on a regular basis and 

recorded as such on the crime management plan by the supervisor. Prior to filing 

 

 

43 Trace, interview and eliminate.  

44 Section 18 Police and Criminal Evidence Act 1984 (legislation.gov.uk) 

https://www.legislation.gov.uk/ukpga/1984/60/section/18
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(and as soon as possible after the OIC believes they have completed an 

investigation) a supervisor should review the same and finalise the crime 

requesting various actions, which not least include updating the victim (as per the 

National Victims Code45). This allows the victim the chance to question the 

investigation and so for instance, the victim may have asked what the result of 

the enquiries into Jacob were.  

5.2.113 The Victims' Right to Review (VRR46) Scheme gives victims the right to ask for a 

review of a police decision not to prosecute a suspect. VRR applies to cases in 

which a suspect has been identified and interviewed under caution, either after 

an arrest or voluntarily. Whilst it is appreciated that in the OIC’s investigation not 

enough was done to get to this stage with a named suspect, Jacob should 

probably (at some stage) have been interviewed if a thorough enquiry had been 

completed. 

5.2.114 It is not believed any of this was completed because despite the OIC stating at 

the end of September 2016 all their enquires were complete, the supervisor did 

not review the case and the next entry is from the original supervisor was on 31st 

May 2017 stating that Major Crime Team was now investigating the offence. 

When presented for filing, cases should be reviewed and concluded by a 

supervisor expeditiously. 

5.2.115 At the time of this review, it is not possible to access Command and Control from 

laptops or phones when away from a Police Station. CMP47 went live in 2021 and 

it is now possible to access CMP from laptops out of the police station. Currently 

approximately half of ICR Officers have personal issue laptops. Neighbourhood 

Officers and PCSOs do not have personal issue laptops or access to them. Six 

weeks after CMP goes live an application will be installed on work mobile phones 

and it will then be possible to access CMP from them. All ICR Officers, 

Neighbourhood Officers and PCSOs have Force issue mobile phones.  

5.2.116 The investigation shows some individual learning in relation to the lines of 

enquiry within Command and Control that were missed. If the lines of enquiry 

within the Command and Control log had been explored it is possible that TVP 

would have been provided with additional information that may have raised the 

suspicion level for Jacob and led to his arrest48 for the Offence. A search of his 

property may have proven fruitful for the stolen items.  

 

 

45 https://www.gov.uk/government/publications/the-code-of-practice-for-victims-of-crime 

46 https://www.thamesvalley.police.uk/advice/advice-and-information/acr/vrr/victims-right-review-scheme/ 

47 The CMP (Contact Management Platform) has been developed in partnership with Microsoft and ESRI mapping. The CMP will record all 

contact from the public and the response to it. The CMP will replace Command and Control as well as amalgamating a number of other 

systems used in TVP as part of their response to calls for service. It will link to the Niche RMS system and allow them to better assess 

the threat, harm and risk for each public contact received and ensure the most appropriate response is provided. 

48 Section 24 of the Police and Criminal Evidence Act 1984 provides the power of arrest for constables for all offences. 

24(1) A constable may arrest without a warrant -  

(a) anyone who is about to commit an offence; 
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5.2.117 Buckinghamshire Council Adult Social Care (ASC): 

5.2.118 At the time of this case in 2017, Buckinghamshire County Council (BCC) had 3 

main documents within their safeguarding toolkit: The Safeguarding Adults Policy 

– section 1; the Safeguarding Adults Procedures – section 2; and the 

Safeguarding Adults Guidance – section 3. These documents contain over 100 

pages of advice, guidance and information about safeguarding and how to 

implement it in BCC. 

5.2.119 The process of safeguarding involved (and continues to do so) the following main 

steps: 

1. Receiving a referral and assessing any immediate risks 

2. Complete initial information gathering within 48 hours involving other relevant 

agencies 

3. Decision maker decides whether initial information meets criteria for s42 

safeguarding enquiry 

4. Allocate s42 enquiry to worker within 24 hours. Where the safeguarding 

concern is potentially a criminal offence, this will be investigated by the Police 

with support and assistance provided by Adult Social Care.  All safeguarding 

enquiries for adults where the allegation meets the threshold of a criminal 

offence ….. will be led by the safeguarding adult’s team.  

5. Worker has strategy discussion with appropriate others 

6. Worker and others complete investigation with management oversight – if 

possible within 28 days 

7. Decision maker signs off investigation 

5.2.120 The following statements are taken from the Safeguarding Adults Procedures – 

Section 2: Upon receiving the safeguarding concern, the Safeguarding Team 

Referral Coordinator will: 

• Ensure that the adult is safe and establish what steps have been taken to 

assess and manage risk  

• Consider whether other adults or children may be at risk.  

• If necessary, discuss with police where the information suggests that a crime 

may have been committed  

 

 

(b) anyone who is in the act of committing an offence; 

(c) anyone whom he has reasonable grounds for suspecting to be about to commit an offence; 

(d) anyone whom he has reasonable grounds for suspecting to be committing an offence. 
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• Establish whether the adult has given consent or whether a best interest or vital 

interest decision has been made, or where other people are at risk, whether 

action is required regardless of the adults consent.  

• Establish with the adult their views, wishes and desired outcomes  

• Establish whether the adult has a suitable person to support them in the 

process and consider need for independent advocate  

• Consider whether the presenting information needs immediate escalation to the 

decision maker.  

• Request information from other agencies if required  

5.2.121 A Section 42 Safeguarding Enquiry is triggered when all three criteria are met as 

follows: The person is 18 years and older and:  

1. Has care and support needs (whether or not the local authority is meeting any 

of those needs) and;  

2. Is experiencing, or at risk of, abuse or neglect, including some aspects of self- 

neglect; and;  

3. As a result of those care and support needs is unable to protect themselves 

from either the risk of, or the experience of abuse or neglect. If required a 

proportionate safeguarding enquiry will begin within 24 hours. 

5.2.122 The first of the two initial safeguarding enquiries was received when Mary was 

already in MKUH. 

5.2.123 Information gathering started the next day, which included contacting MKUH and 

having a strategy discussion in the MASH; the outcome was that BCC would 

continue to pursue a single agency investigation as there was insufficient 

information for a police investigation at that point. MKUH also confirmed that 

Mary did not have capacity at that point (it appeared to be fluctuating) to make 

decisions about keeping herself safe from the alleged perpetrator Jacob. The 

referrer was also contacted to provide further information and feedback. The 

information was overseen by a senior safeguarding practitioner on the same day 

who started a s42 safeguarding enquiry and sent the case for manager oversight 

who responded the same day. 

5.2.124 This is good practice and shows procedures were followed: in timescales; in 

ensuring Mary’s immediate safety; and in gathering and sharing information with 

MKUH safeguarding lead and the MASH. As both referrals were in relation to the 

same concern, no specific additional actions were taken. 

5.2.125 Over the next two working days, further information was gathered from the 

referrer and MKUH. The additional information from the referrer included 

concerns from friends of Mary that her illness had similarities to the death of 

another neighbour (Harry) with whom the alleged perpetrator Jacob had been 

involved. This was shared through the MASH. The hospital confirmed that Mary 

had regained capacity for decision making and the BCC safeguarding worker 
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arranged to visit Mary in MKUH with TVP, MKUH safeguarding and Lisa. This 

visit took place 4 days after the first referral. The information gathered at the 

meeting, particularly from Lisa included a series of concerns, including that this 

had happened with other neighbours, and that Jacob was possibly living with 

another elderly person. 

5.2.126 This shows that the worker waited until Mary regained capacity before visiting to 

ascertain information from her directly. One purpose of the visit was to gather the 

vulnerable person’s views and wishes for the safeguarding investigation. At this 

point Mary found it difficult to think that Jacob might have been manipulating or 

harming her. Involving TVP, MKUH and the family showed good cooperative 

multi-agency working at a very early stage of the safeguarding investigation. 

Joint visiting with the police ensured that the safeguarding process did not 

compromise any police investigation. The worker also gathered Mary’s views and 

recognised that at this point she was still finding it difficult to suspect Jacob. 

5.2.127 Over the next four days, further information was gathered from Mary’s solicitor 

and others. The specific concern of Jacob living with another elderly person was 

followed up by the safeguarding worker by phoning the elderly person and 

speaking to them. They clarified that Jacob had not stayed with her but was 

friends with her tenant. She had never met him alone. Advice was given to 

encourage her to maintain her safety around Jacob. The safeguarding worker in 

their interview noted that they were in daily contact with TVP.  A further 

safeguarding referral was received from Milton Keynes Council (MKC) as MKUH 

is in their local authority area and was linked to the original referrals. A telecare 

referral was also made at the time to install safeguarding equipment into Mary’s 

home.  

5.2.128 These actions show that the s42 enquiry was actively followed up and shared 

with the other agencies involved. However, actions taken do seem to suggest 

more information sharing than is actually recorded e.g. the first visit to Mary 

undertaken with TVP when the case note suggests that only a single agency 

investigation was necessary two days before. In addition, the telecare referral 

implies that Mary was likely to be leaving hospital and returning home but there 

is no clear record of this plan in the case records. This concurs with the workers 

account that they were in daily contact with TVP although these are not all 

recorded on the case record. Whilst there is now a full record of the safeguarding 

enquiry including the people’s views; risk factors; actions taken and outcomes 

identified; these were recorded after the safeguarding process had concluded. 

5.2.129 A second visit to Mary was made with TVP five days after the first joint visit. At 

this visit Mary had reflected on her relationship with Jacob and had contacted her 

solicitor to change her will and remove Jacob from it. The meeting also provided 

further contacts which were contacted the following day; along with further 

information sharing with MKC safeguarding service. 
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5.2.130 This shows good practice by the worker who was actively checking on Mary’s 

wishes as well as involving all the relevant authorities, TVP, MKUH and MKC and 

ensured information was being shared between them all. 

5.2.131 There are further contacts between MKUH, TVP and BCC around the discharge 

of Mary back to her home by the safeguarding manager and worker. This period 

coincides with annual leave of the safeguarding worker who handed the case 

together with a summary, over to the safeguarding manager. The manager asked 

another safeguarding practitioner to contact Lisa to facilitate the installation of the 

telecare button in order to support Mary’s discharge home. The worker called 

Lisa and recalled her anxieties around Mary returning home however these 

concerns are not recorded in the case records. The discharge was delayed by 1 

day to ensure that TVP had completed their evidence collecting and that the 

telecare equipment had been installed. The manager shared the safeguarding 

plan with TVP, showing how Mary would be kept safe on discharge. Mary was 

discharged back home; she chose not to have a Care Act assessment or use a 

council commissioned service but to have increased visits by her cleaner / carer; 

change the locks to her home and ensure Lisa maintained much more contact 

with her. TVP were requested by ASC to warn Jacob not to contact Mary and 

also added a flag to the address (meaning they would respond urgently if called). 

There is a gap in the case record from 24th February to 13th March which 

coincides with the annual leave of the safeguarding worker and covers the period 

when Mary returned home.  

5.2.132 This gap is significant because of the potential risks of Mary returning home and 

Jacob trying to make contact with her. However a safeguarding plan was put in 

place and agreed with the family and shared with TVP before Mary was 

discharged. There is no ASC record of any checking on Mary or with Lisa when 

she had returned home. The plan was dependent on the family, carer and 

neighbours to keep Mary safe. Some excellent safeguarding was completed due 

to concerns about Jacob whilst Mary was in MKUH but once she was discharged 

safeguarding all but ceased. At the least, it would have been appropriate to make 

contact with Mary and Lisa after discharge to check how things were going. This 

shows the dependency on an individual safeguarding worker and the difficulty of 

keeping on top of actions if they are not at work. It is also not clear from ASC 

records what contact TVP had with Mary and the family during this period. 

However, the TVP records show that their PCSO’s visited Mary and her 

neighbours on 1st and 10th March. This was good practice by TVP.  

5.2.133 The telecare bogus button can be installed within 24 hours if the fitter is able to 

gain entry to a property. It is not clear from the records why it was not installed 

until after a week after the referral was made, although the safeguarding worker 

believes that it was because access to the house was limited. CCTV was not 

installed which could have proved useful in the ongoing police investigation, not 

just from a crime prevention and safeguarding perspective but also to ascertain 

whether anyone else attended Mary’s home. As stated already, Jacob attended 

her address and spoke with Mary. As was believed at the time he was poisoning 
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her and therefore he may have wished to enter the property again after Mary’s 

discharge from hospital.  

5.2.134 The next contact that ASC had was following the SCAS incident, number 1577 

recorded on 13th March 2017. It is recorded that Mary had has a fall and that she 

was bleeding from her mouth believed to be after a seizure following a visitor 

being at the house. The police were informed and Mary was admitted to MKUH. 

A further safeguarding strategy meeting was held and led by TVP as Jacob and 

Nicholas had by then been arrested and bailed. There were concerns about 

transferable risks as Jacob had worked with children so the LADO49 was 

included in the strategy meeting. There were also concerns that Jacob may have 

contacted Mary and she had had extra sets of house keys cut. Records from this 

meeting, formed part of the safeguarding enquiry report completed after Mary 

died. 

5.2.135 The last phase of the contact was a decision to arrange a step down bed from 

hospital so that Mary did not return to her own home following her second 

hospital admission. The notes do not specifically record on what basis that 

decision is made; but the safeguarding assessment records that the long term 

plan was for Mary to move nearer to Lisa. Her agreement can be assumed as 

there was no application for a Deprivation of Liberty (DOLS)50 which means that 

Mary had capacity to make decisions and that she was not objecting to her care 

and support, either in MKUH or in the residential care home. There is also 

reference to discussions with family when considering which home to use for 

step down. There are also contacts with MK safeguarding and TVP that show 

that information sharing was maintained during this period. The discharge went 

ahead and appropriate safeguarding was put in place with the care home. This is 

evidenced by a contact from a District Nurse who was unable to visit Mary 

without going through appropriate processes to get the password to enable her 

to visit. There is further evidence of manager oversight in case notes and emails. 

5.2.136 This reflects the ongoing business as usual of a safeguarding investigation – a 

strategy meeting was held and follow up actions implemented subsequently with 

regular information sharing with TVP and MK Council. The lack of notes from the 

strategy meeting is notable as it is not clear what actions were expected for the 

safeguarding worker or the rationale for decisions made. 

5.2.137 The step down bed was agreed and extended whilst discussions were underway 

to find a longer term housing solution for Mary nearer Lisa. During the period in 

the step down bed there is contact from the worker to ensure Mary was settling 

in and later a visit to her where the worker was able to update Mary and Mary 

 

 

49 Every local authority has a statutory responsibility to have a Local Authority Designated Officer (LADO) who is responsible for  

co-ordinating the response to concerns that an adult who works with children may have caused them or could cause them harm. 

50 DoLS ensures people who cannot consent to their care arrangements in a care home or hospital are protected if those arrangements 

deprive them of their liberty. ... Arrangements are assessed to check they are necessary and in the person's best interests. 
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was able to express her feelings around Jacob. Mary died shortly after whilst in 

the step down placement. 

5.2.138 This shows the planning that was underway for the safety of Mary; the 

information sharing across multiple organisations and the positive relationship 

the safeguarding worker had developed with Mary. 

5.2.139 Throughout the safeguarding process, apart from the initial few days in MKUH in 

February where her capacity was thought to be fluctuating, it is clear that Mary 

was appropriately involved in the decisions made about her care and support. 

This was evidenced in her returning home; arranging additional care from her 

cleaner; changing her will again and not wanting anyone else to manage her 

finances. The safeguarding worker showed good person centred practice in 

supporting her to discuss and make those decisions and supporting the family to 

manage their concerns, especially about her returning home. A different decision 

at that point could have been to try to arrange residential care straight from 

MKUH but this would not have supported the wishes of Mary. 

5.2.140 There was regular and strong communication with other agencies and shows the 

benefit of a MASH where there is co-location of police and social care which 

supports the development of closer working relations.  

5.2.141 Additionally, there was good oversight from the safeguarding manager with 

regular case notes added to the record and reporting up to senior managers and 

it is clear that a lot of information was gathered quickly in this case through good 

multi-agency working. Decisions were made and revised (based on further 

information gathered and shared) however these revised decisions were not 

always visible in the case record; but are implied by the changes in actions. 

Therefore, whilst the work was complete there needs to be a certain amount of 

‘joining the dots’ to understand why a new action was undertaken. There is 

greater explanation in the completed safeguarding assessment but in this case, 

this was completed at the end of the process and records information with the 

benefit of hindsight. 

5.2.142 There was a two week period when the safeguarding worker was on leave 

(which coincided with Mary’s first discharge from MKUH back home) where there 

was no contact recorded from the council. The safeguarding worker had planned 

the discharge with Mary and family who had both taken responsibility and put in 

place additional support. However, given that this would have been a period of 

increased risk for Mary it would have been best practice to contact them both 

during this period to check how support was going. 

5.2.143 Diocese of Oxford (DO). Mary did not attend a Church of England church in the 

DO. She was a member of the local Catholic Church and was a devout Christian.  

5.2.144 Jacob began attending Stowe Parish Church (CoE) in 2013, which is based in 

the grounds at Stowe school, Buckinghamshire. It is a small church with a mostly 

elderly congregation. He was a high profile member of the church and became a 
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Church Officer51 as a result of taking on volunteer roles as the Parish Secretary 

and Deputy Church Warden. He was a candidate for ordination and was due to 

attend a Future Ministry Selection Conference/Bishops Advisory Panel (BAP) at 

the time of his coming to notice of the Police. He was withdrawn from the Panel 

because of the Operation Naseby Police investigation. 

5.2.145 The involvement by CoE Clergy and Church Officers was with Jacob. During this 

review’s relevant period Jacob was a Church Officer and showed an interest in 

ordination. His grooming and abuse of Mary, which included emotional and 

psychological abuse and ‘gas-lighting’, became known as Operation Naseby. 

The focus here, therefore, is upon identifying whether there were any missed 

opportunities around his volunteering / application process to go into Ministry in 

which something of his character / personality would have identified him as 

unsuitable for such work and potentially affected the future course of events and 

his ability to harm others. 

5.2.146 From mid-2015, Jacob pursued an interest in the priesthood, discussing this 

initially with the Stowe Vicar. In 2016, Jacob shadowed a Vicar in another Parish 

for a couple of days (who was sceptical about his interest in the ministry and his 

academic background). Jacob was confirmed in November 2015 at Stowe 

Church. During April to October 2016, he met several times with the Diocesan 

Director of Ordinands52 as part of the application process. Between June and 

September 2016, Jacob also met with a Spiritual Adviser to discuss his interest in 

becoming ordained, which was also part of the discernment process. In January 

2017, the Spiritual Adviser raised serious concerns with the Diocesan Director of 

Ordinands about Jacob, but a second opinion was not sought. The references for 

Jacob were positive and all the relevant papers were collated by the Diocesan 

Director of Ordinands for submission by 6th February 2017 for presentation to 

the next Bishops Advisory Panel on 20th March 2017. This interest by Jacob in 

the Church was a scam and during his trial, it became clear that Jacob saw 

ordination as a route to being able to harm more people. 

5.2.147 Nicholas did not attend Stowe Church or any other church in the Diocese and 

has no known church links.  

5.2.148 People who met Jacob, including the incumbent Vicar, Parish officers and 

parishioners, were ‘groomed’ insofar as they believed in his feigned interest in 

the Church and his stated desire to become a priest. Jacob was convincing; 

because of his Baptist upbringing, he knew what to say even if he did not believe 

in it. Some Stowe parishioners were not taken in, but instead of raising their 

concerns about his insincerity (for example, in his sermons), their Christian 

beliefs led to them adopting a ‘seeing the best in everyone’ mentality and remain 

 

 

51 A Church Officer is anyone appointed/elected by or on behalf of the Church to a post or role, whether they are ordained or lay, paid or 

unpaid. 

52 The Diocesan Director of Ordinands (DDO) is responsible for the recruitment, oversight of training and the guidance of those engaged in 

discernment towards ordination. 
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silent. They also did not want their concerns interpreted by others in power as 

negative ‘gossip’. 

5.2.149 A key aspect of Jacob’s deception was his pretence to be interested in church 

matters in general, and specifically in undertaking the ordination process to 

become a priest. He maintained this pretence for several years, going through 

various processes on the pathway towards being considered for training for 

ordination. During these processes, he came across as an unusual candidate but 

was able to impress people, drawing on his academic skills and knowledge as 

well as his Baptist background. 

5.2.150 The papers prepared about and by Jacob for the BAP in March 2017, illustrated 

his ability to deceive others. The references are glowing, particularly regarding 

his roles in the Parish, his academic abilities and faith, as well as his role as 

carer: he is described in the papers as ‘a very strong candidate’. There are some 

cautious remarks about his application in the Diocesan Director of Ordinands 

(DDO) report, regarding aspects of his personality like his introversion, as well as 

the extent of his vocation however, these were expected to be picked up through 

the Panel process. 

5.2.151 Missed opportunities can be identified when concerns were raised during the 

process that could have triggered greater challenge of Jacob’s application. At 

that time, the systems in place did not require rigorous communication between 

people involved in providing psychological support or supervising applicants on 

placement. For example, Jacob appears to have exaggerated his work and 

academic experiences when he went on a placement. It is unclear whether these 

issues were pursued or not. However, in themselves these inconsistencies were 

not ‘show-stoppers’ but pieces of information that, if triangulated, may have led to 

further probing. 

5.2.152 A serious concern raised by the Spiritual Director about Jacob being 

‘psychopathic’ was not formally reported. This concern had arisen from sessions 

with the Spiritual Director, which were ‘confidential’ in terms of the processes that 

existed at that time. The Spiritual Director felt that concerns were such that he 

breached this confidentiality to raise his concerns with the DDO after the 

sessions had finished. Subsequently, the DDO consulted peers informally 

regarding these concerns as well as the Selection Secretaries who advise the 

DDOs. The situation was also used as a case study at a training day in January 

2017. The peers who were consulted minimised the concerns on the basis that 

the referrer, who was a psychotherapist, was considered to be unqualified to 

make this professional judgement/diagnosis and a second opinion was not 

sought. There was some reflection that Jacob’s attitudes and behaviours might 

indicate autism or autistic traits, but this was not pursued in terms of a formal 

psychological assessment, as it was considered that this would be 

recommended and undertaken prior to any training commencement. 

5.2.153 Jacob did not disclose details of his multiple personal and sexual relationships 

when his personal relationships were explored as part of the assessment 
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process. He told the DDO that he was single when probed about his sexuality 

and personal relationships and he presented a credible story of being single. He 

refused to discuss with the Stowe Church Vicar some concerns that had been 

raised by a parishioner about something she had been told about his sexual 

behaviour, when on holiday, because it was ‘personal’. The parishioner had tried 

to ‘whistle blow’ this to the Vicar. Disclosure about personal relationships is 

considered relevant for the role he was applying for and so his resistance to 

engage in these conversations was worrying. In hindsight, this was a potential 

warning sign, but at the time it was considered relatively immaterial. The 

references for Jacob from the Parish were positive. Concerns that some 

parishioners had about him were not communicated to the referees, and 

therefore to the DDO. 

5.2.154 Two DDO peers undertook an internal review of the preparation for the 

Ordination process regarding Jacob in July 2017. It exonerated the original 

DDO’s practice and judgement, as according to the policies and procedures at 

the time, they had been followed correctly. The DDO has subsequently 

emphasised that, within the BAP papers, there were clear messages in the report 

that raised some concerns about Jacob’s application for the panel to consider. 

However, these messages are coded for those familiar with these processes. A 

lay reader may not have picked up these messages within the report. 

5.2.155 Since this case, there have been improvements and lessons applied. Changes 

have been made to the discernment process: firstly, there is a more formal 

referring and reporting mechanism in the Diocese when someone preparing for 

this process is considered to require a psychological assessment or therapeutic 

support. All applicants for Ordination in the Diocese undertake a psychological 

well-being assessment. Secondly, there is improved communication between the 

DDO and DSA regarding candidates for Ordination. Thirdly, there is now a ‘traffic 

lights interview’ with applicants, to look at areas of weakness and development 

as part of the discernment process (which can trigger the referral for 

psychological assessment). Applicants for Ordination in the Diocese are referred 

for psychological assessments and therapy if there are indications that these 

would be useful. This process is pursued by the Oxford Diocese and is not 

national policy. 

5.2.156 Fitness to practise in any area of work requires relevant screening and 

assessment processes to be undertaken as a duty of care to those receiving 

services. Over the last few years, safeguarding children and adults has become 

a clearer priority for the Church of England and so standards for safeguarding 

have been reviewed in this area, as qualified clergy are people in positions of 

trust. The discernment and Ordination processes do provide a review of 

applicants’ competencies and personal attributes and have criteria and 

thresholds for assessing whether someone has the ability and aptitude for the 

role. The learning from this case review calls for increased and consistent rigour 

in one aspect of the process, namely the psychological assessment of all 

candidates put forward for ordination. 
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5.2.157 There are factors identified, such as the recruitment needs of the Church that 

may influence professional judgement and decision making on applicants for 

ordination. There is a Christian version of the ‘rule of optimism’ that means that 

people want to see ‘the best’ in others, and there is a danger that this overrides 

more considered decision-making. However, the learning is that tighter screening 

early on in a recruitment process (such as psychological testing) would help 

screen out inappropriate applicants in the discernment and Ordination 

processes. 

5.2.158 Following this case, the Diocese should consider researching, selecting and 

using the most appropriate validated psychometric tool for psychological testing 

of all candidates for the discernment process. The practice at the time within the 

DO of referring candidates when there are concerns, risked accusations of 

discriminatory practice and missing people, who appear capable and competent. 

Further, the Diocese should advocate for this practice to be implemented 

nationally in the Church of England and has done so. 

5.2.159 Additionally, the Church of England/Diocese should consider how to increase the 

transparency of the process so that relevant information about applicants can be 

obtained when assessing suitability for Ordination. One example cited in the DO 

Review was to publish the names of people recommended to be trained for 

ministry so that the process is more transparent and public. This allows concerns 

to be raised regarding suitability for Ordination by people outside the selection 

process. The DO has now introduced a process whereby all names of ordination 

candidates are published on the DO website after stage 2 National Discernment 

Panel.  

5.2.160 The Church needs to be rigorous in addressing its screening and assessment of 

people taking up roles within the Church. Evidence presented within the criminal 

trial showed that Jacob believed the Church to be a relatively easy target. To be 

the safest it can possibly be, the Church needs to significantly improve its 

oversight of the process by which people join it in service. 

5.2.161 In respect of volunteers, the Diocese of Oxford should strengthen its practice 

when working with volunteers within Church settings and support the crucial role 

of volunteering. It is current and it was previous practice for the Church of 

England to undertake DBS checks of different types for different roles, as 

appropriate, regarding all volunteers. Jacob had a clear DBS check; however, 

this will only identify prior police notifications and Jacob had no previous criminal 

record. Jacob volunteered and performed various roles at Stowe Church. He 

presented as a nice intelligent young person and appeared keen to become 

active in the Church. He volunteered and took on positions as the Parish 

Secretary and Deputy Church Warden without challenge. His Baptist family 

background gave him the language and knowledge to present credibly; one 

interviewee described this as ‘he was God’s person’ and he had ‘assumed 

authority’. His interest in older people, as a care assistant in the Care Home and 

informal carer for Harry, was seen as evidence of his Christian faith in action. 
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5.2.162 Rigorous background checks may have exposed inconsistencies in his personal 

narrative for example, exaggerating his role at Stowe School, and his status at 

Buckingham University. It is not clear to what extent these were done at the time. 

Latest government guidance regarding volunteers working in charities is that 

references should be followed up as well as checking gaps in work history. 

Further, the aging profile of the Stowe Church community and the emphasis of 

the church on ‘growing younger’, meant that there may have been a suspension 

of rigorous judgement and an uncritical welcoming of younger talent. 

5.2.163 In hindsight, people have said that they were surprised that Jacob put himself 

forward for the Parish roles, but at the time people accepted him because Harry’s 

judgement was respected and because he presented as intelligent, articulate and 

keen. His friendship with Harry provided him with a convincing ‘cover’. In the 

context of ongoing struggles to get people to volunteer for Parish roles, his 

interest was welcomed without formal process. For example, when training for a 

chalice bearer role, he was not asked why he wanted to do it and he did not 

convey the common view that it was a ‘privilege’ to help the Vicar and undertake 

this task. Similarly, being able to give communion is a task that takes people into 

the homes of others. Jacob did this for Mary– although she was Catholic, which 

makes both parties vulnerable. In these roles, proportionate practices are 

advisable to protect those who are housebound and the volunteers. This could 

include working in pairs, offering supervision and support, having policies and 

protocols to protect the volunteer and the person being visited. 

5.2.164 The learning from the DO case review is that there should be consideration of 

how voluntary roles are filled in Church settings, and assurance of consistent 

implementation of formal recruitment and selection processes, particularly as 

people are placed in positions of trust regarding others who may be vulnerable. 

This would enable selection to be transparent. The Safer Recruitment practices 

introduced in 2017 provide a clear framework for improved practice in terms of 

volunteer recruitment, setting out the processes for recruitment of volunteers and 

a more robust approach. The Charity Commission’ Guidance on safeguarding 

regarding volunteers should now be adhered to and reinforced in all Parishes. 

For example, a code of conduct is essential, which includes expectations of how 

people should behave. The principles in the Safer Recruitment model volunteer 

job role go some way to making this explicit, however they do not include the 

aspect of inter-personal relationships. It would be timely to audit practice in the 

Parishes regarding volunteer recruitment to establish how robust processes are 

and how consistently they are applied. The panel for this review concurs. 

5.2.165 Consulting other national organisations that rely heavily on volunteers, and 

organisations that advise non-statutory agencies on safeguarding adults, current 

best practice and processes in terms of safer recruitment are as rigorous as 

those regarding permanent staff. When volunteers work with adults who may be 

at risk of harm, this includes detailed application forms; self-disclosure; robust 

interviews that cover safeguarding, equality, and diversity knowledge and skills; 

reference checks; a thorough induction process; verification of qualifications, 
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training and experience; and risk assessments. During probationary periods, 

there is monitoring and review. There are codes of conduct, clear policies and 

guidelines that volunteers follow, with mechanisms such as ‘buddies’ and 

‘facilitators’ as well as volunteer managers to ensure that volunteers are 

appropriately trained and supervised. These mechanisms ensure that any 

organisation delivers its duties of care to the volunteers as well as to its 

members. 

5.2.166 The recruitment, support and supervision requirements for volunteers should be 

proportionate to the role. In this context, the roles and responsibilities of the PCC 

Secretary and Deputy Church Warden are important, as both roles have access 

to financial and confidential information, whereas the role of chalice bearer has 

status and religious significance. Once appointed into any role, formal mentoring 

or supervision and support might identify learning and support needs as well as 

any risks. If these had been in place, Jacob’s deceitfulness, lack of real vocation, 

exaggerations of his experience and qualifications and his narcissistic tendencies 

might have been identified. Therefore, the learning from this case review would 

indicate that it would be timely to develop a process to audit whether the 

recruitment, management and support of volunteers are consistently following 

the Church of England’s guidance on Safer Recruitment and other relevant 

policies, as well as meeting the Charity Commissioners’ standards. It would be 

advisable to check whether the mechanisms for safe recruitment, training, 

monitoring, support and supervision, including expectations expressed in codes 

of conduct, regarding volunteer roles are effective. 

5.2.167 The Diocese has undertaken a review of the safeguarding practices and 

processes responding to the initial raising of concerns regarding Jacob. This 

internal review assessed practice against contemporary procedures and 

expectations. It was undertaken by Church of England national adult 

safeguarding team leads. This review identified areas for improvement, which 

were subsequently addressed, for example in the increase in safeguarding 

capability and capacity at Diocese level. The need for additional posts was 

identified and these have been recruited to. The practice of using Core Groups 

for adult safeguarding situations when allegations are raised against Church 

officers was not in place in the Diocese at the time that Jacob was arrested. This 

practice has since been established locally, and so meets the requirements of 

national guidance. A Core Group should address any needs of the Parish and 

this provides an opportunity to challenge potential ‘us’ and ’them’ relationships 

between the Diocese and Parish and instead reinforce collaborative approaches. 

The feedback through interviews suggests that this aspect of process should be 

closely monitored. Communication between the Diocese and the Parish should 

encourage a participative and person focused culture regarding safeguarding 

adults so that they are not seen to prioritise the reputation of church over 

protection of vulnerable people. It is critical that safeguarding responses are 

prompt and appropriate and this should continue to be monitored and audited by 

the Diocese Safeguarding Adults Panel. 
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5.2.168 There have also been changes in the Church of England’s approach to 

safeguarding adults, which have resulted in significant improvements in 

safeguarding adult practice at all levels, including introduction of revised national 

and local policy and guidance in 2017 and a national programme of training, 

including training needs assessments. There is refreshed or new guidance that 

supports safeguarding adults at national, Diocese and Parish levels. It promotes 

safer recruitment and offers a full spectrum of training at different levels to 

everyone involved in the church. 

5.2.169 This DO review has provided the church an opportunity to consider a shift 

towards a ‘learning organisation’ approach within the Diocese and nationally. 

Referring back to statutory guidance, the objective of a safeguarding adults 

review is to promote effective learning to achieve changes in practice though ‘a 

culture of continuous learning and improvement.’ This involves dissemination of 

key messages and providing opportunities for practitioners and leaders to review 

findings and apply the learning to their own practice and organisations, as well as 

implementing the specific recommendations. Applying the learning from this case 

review at a national level could be achieved through including the case review in 

the national training modules, materials and programmes. A range of 

mechanisms for learning could support this approach and facilitate continuous 

improvement using ‘lessons learnt’ sessions, past case review discussion and 

practice audits. Using this case review would promote a broader understanding 

about the ways in which people may become vulnerable, due to social isolation, 

loneliness and lack of intimacy; secondly, this would promote awareness of 

mental capacity issues and their impact on decision making regarding 

safeguarding risks; thirdly, this could encourage a more open approach to raising 

safeguarding concerns to PSOs.  

5.2.170 The DO review acknowledged that the grooming and abuse of vulnerable elderly 

people within rural elderly congregations is not unusual in the CoE and there are 

lessons from this case review that can be applied more broadly. Since the period 

of this review, the role of Parish Safeguarding Officers (PSOs) has been 

supported and enhanced within the church and there is a better understanding of 

the CoE’s responsibilities around safeguarding adults. This could be further 

enhanced through a developmental learning approach that developed core skills 

such as holding difficult conversations, offering feedback and routine inquiry. 

Developing the knowledge and skills of PSOs and other Church leaders in this 

area would be welcome.  

5.2.171 The Diocese of Oxford should strengthen its practice when working with 

volunteers within Church settings and support the crucial role of volunteering. At 

the time of Jacob becoming a volunteer for roles within the church and for him 

seeking ordination, it was and continues to be the practice that the CoE 

undertakes DBS checks of different types for different roles, as appropriate, 

regarding all volunteers. Jacob had a clear DBS check; however, this only 

identifies prior police notifications. Jacob had no previous criminal record. Jacob 

presented as a nice, intelligent young person and appeared keen to become 



 

Page 82 of 117 

 

active in the Church. He had Harry’s support and sponsorship and was 

considered Harry’s ‘prodigy’. Jacob volunteered and took on positions as the 

Parish Secretary and Deputy Church Warden without challenge. His Baptist 

family background gave him the language and knowledge to present credibly; 

this was described by one interviewee as part of the DO review that Jacob was 

‘God’s person’ and he had ‘assumed authority’. Jacob’s interest in older people, 

as a care assistant in the Nursing Home and informal carer for Harry, as seen as 

evidence of his Christian faith in action. 

5.2.172 More rigorous background checks may have exposed inconsistencies in his 

personal narrative e.g. exaggerating his role at Stowe School, and his status at 

Buckingham University. It is unclear to what extent these were done at the time. 

Latest government guidance regarding volunteers working in charities is that 

references should be followed up as well as checking gaps in work history. 

Further, the ageing profile of the Stowe Church community and the emphasis of 

the church on ‘growing younger’, meant that there could have been a suspension 

of rigorous judgement and an uncritical welcoming of younger talent. In 2022, the 

CoE updated its 2016 guidance by introducing ‘Safer Recruitment and People 

Management ‘guidance which provide a clear framework for improved practice in 

terms of volunteer recruitment, setting out the processes for recruitment of 

volunteers and a more robust approach, including asking for references. 

5.2.173 South Central Ambulance Service (SCAS): SCAS attended the home of Mary 

on two occasions during the period of review. All staff followed National Clinical 

Guidelines to aid their decision making and there are no concerns in the 

treatment provided. 

5.2.174 The 999-call handing and the care and treatment provided were in accordance 

with expected practice. 

5.2.175 SCAS has in place a safeguarding adults and children’s policy and practice 

guidance. Safeguarding concerns were appropriately made, information shared, 

and they were in accordance with the SCAS policies and procedures. SCAS 

policies include domestic abuse and when the crew complete a safeguarding 

referral for a victim of domestic abuse, additional questions are asked as the 

DASH risk assessment is used within the safeguarding referral. Crews look out 

for possible injuries in respect of physical violence that may be linked to domestic 

abuse.  

5.2.176 SCAS receive annual face to face safeguarding training and continual E-

Learning. 

5.2.177 The attending crew made a referral to ASC on their second attendance following 

a disclosure by Lisa’s husband. The crew also contacted the police with the 

same information. This was when ASC became involved in Mary’s case. 

Additionally, a SCAS supervisor was fully updated. This was good practice by the 

SCAS crew. 
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5.2.178 RC Diocese of Northampton: Most of the interaction in relation to this case by 

the RC was related to the work of the safeguarding office in gathering relevant 

information, referring concerns onto Buckinghamshire Adult Social Care and the 

internal management of the case.  

5.2.179 Mary was a parishioner of St Bernardine of Siena in Buckingham as a Catholic 

parishioner, since she moved to the area, which was believed to have been in 

the 1980s. Although Jacob was not directly known to the parish as a parishioner, 

he was known to be connected to Mary for the previous 12-18 months and 

known to her via her friendship with Harry. It was relayed that following the death 

of Harry, Jacob moved in with Mary and that she had stated being in love with 

Jacob. This was also stated to priest 1 during his last visit to her. Mary’s friends 

also confirmed Jacob had attended Mass with Mary on a number of occasions.  

5.2.180 Towards the end of 2015, Mary attended the Bletchley parish church, during 

which time she had contact with the priest 1 for the purposes of confession. This 

was not Mary’s own Parish Church and Priest 1 did not know her as a result. 

During the confessional, Mary spoke in a way that gave cause for concern to the 

priest. Through further exploration, he attempted to ascertain whether Mary was 

delusional in her thinking. He concluded that the messages on her mirror were 

likely to have a human explanation and attempted to explore this with Mary. 

Following which, he reported that Mary reacted negatively and the conversation 

did not continue any further. The priest was aware that Mary had spoken to other 

people about the messages, who had also seen the messages. Due to the 

context of the contact with Mary, the priest was not aware of her details, for 

example her name or contact number(s). Furthermore, the information was not 

shared with anyone as the seal of confession prohibits this from taking place. In 

the event of concern arising within the confessional, usual practice would be to 

encourage the person to seek further advice, to speak again to the priest outside 

of the confessional, to speak with the police or to sign post to further support. 

Unfortunately, this did not happen and it would have been an opportunity to 

encourage further action from Mary. More persistence could have been used, 

even in the event that further exploration or encouragement did not lead to any 

action being taken by Mary. Increased professional curiosity could also have 

been used to ask more questions of Mary in relation to the friend that she stated 

she was in love with as the priest later indicated that he thought the messages 

may be related to this friend. There was a lack of understanding at the time in 

relation to spiritual abuse and how this can be used as a form of coercive control.  

5.2.181 In early February 2017, the Director of Chaplaincy at Thornton College raised 

concerns for Mary’s well-being with priest 3. It was agreed that there were 

concerns and information was sought, in writing from the third party, which was 

then to be shared with the Diocesan safeguarding office. The priest responded 

well to the concerns being raised and acted very promptly in collating the 

information and then forwarding on to the Safeguarding Coordinator. The 

response was in line with the national safeguarding policies and procedures 

when allegations or concerns are received.  
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5.2.182 Once the Safeguarding Coordinator received the communication, further 

enquiries were made before the information was recorded and sent to ASC as a 

referral due to concerns around economic abuse. This action was completed on 

the same day, and further information, which was later received by the 

safeguarding coordinator, was subsequently forwarded to the team, evidencing 

good information sharing between agencies. Timely updates were also provided 

to relevant parties that needed to be informed of the safeguarding concerns. The 

Northampton Diocesan Safeguarding Commission were notified about the case 

at their meeting in March 2017, and further oversight of the case was carried out 

by the Safeguarding Commission at future times when the case was brought 

back to their attention.  

5.2.183 Further communication took place between agencies in March 2017, between 

the RC Diocese of Northampton, ASC and by TVP when a strategy meeting was 

convened. This communication allowed appropriate and relevant information to 

be shared and enabled further steps to be taken by the Safeguarding 

Coordinator to explore with the parish whether any additional vulnerable people 

may be at risk. Subsequent updates were provided to relevant parties to ensure 

individuals were alert to the concerns of the case. It was later identified by the 

parish that it would be beneficial to consider how they can best support 

individuals who are more isolated within the parish community. 

5.2.184 It has not been possible to offer a full analysis in relation to Mary’s priest at the 

time, due to health deterioration. It is not known whether his ill health would have 

negatively influenced his thinking or response at the time. Given this and in view 

of the details of priest 1’s meeting with the police in April 2017 not being known, it 

is unclear whether any further steps or action were taken. Although, based on 

further discussions with the PSR at the time, concerns relating to Mary had not 

been brought to their attention. Further, it is not possible to refer to any parish 

records from this period, including in respect of Mary’s attendance at Mass as 

such records are not kept. Whilst third hand, information has been relayed by 

other parishioners that Mary’s attendance at Mass had reduced over a period of 

time, the pattern of any changes cannot be established and it is also unknown 

whether this related to her own health issues, her contact with Jacob, or both. 

However, based on the information that was shared by the priest when enquiries 

were made for the purpose of making a referral to Buckinghamshire ASC, it was 

the case that Mary had become more isolated and had ceased accepting visits 

from her priest for Holy Communion. On the last visit, Mary had talked about 

Jacob as ‘the love of her life’, which was said to have been the trend of her 

thinking at the time. It was also reported that those who visited Mary, thought to 

be friends and/or parishioners, had similar concerns. It is not known whether 

priest 1 had met Jacob or whether there was an awareness of the age difference 

between Jacob and Mary.  

5.2.185 Mary’s contact with her priest would have been opportunity to use more 

professional curiosity and to ask further questions of her circumstances at home, 

regarding her association with Jacob. There should have been more persistence 
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in following up any factors that gave cause for concern to the priest or those 

connected to Mary, (including the cessation of home visits). It would also have 

been an opportunity for the priest to speak with his PSR to seek further advice 

and guidance. Since this case, the new Buckingham parish priest’s practice is to 

make contact with the person’s next of kin, in the event of a home visit not been 

completed. Priest 1 is now retired. It is also now the case that the parish council 

discuss cases of individuals within the parish who are isolated and more 

vulnerable; to consider whether more support or assistance might be needed.  

5.2.186 The Catholic Safeguarding Advisory Service (CSAS) was responsible for driving 

and supporting improvements in safeguarding practice. Since this review 

commenced there have been national changes to safeguarding in the RC Church 

of England and Wales. The CSAS no longer exists and has been replaced with 

the Catholic Safeguarding Standards Agency (CSSA).  The Church’s national 

policies and procedures in relation to safeguarding can be accessed through 

their website.53 Chapter 2 of the procedures manual contains the document 

entitled, Adults – management of allegations and concerns’ which is relevant to 

this case. Chapter 9 also includes good practice guidance entitled, ‘supporting 

people who may be experiencing domestic abuse’. The latter is a useful resource 

to support people in recognising and responding to allegations and concerns. 

The guidance document also contains useful contact numbers for specialist 

organisations and agencies. Clergy, religious and laity within safeguarding roles 

are made aware of the procedures manual through communication from the 

safeguarding office, they are encouraged to access and use the resources 

available and it is expected that those receiving safeguarding allegations and 

concerns will respond appropriately, according to the national policies and 

procedures. 

5.2.187 In terms of training and development, e-learning safeguarding training is 

available to all within the Catholic community. Within those modules available, is 

a module on adult safeguarding that includes reference to domestic abuse 

including how to identify the signs of abuse and how to respond. Further to this, a 

number of training and development sessions are organised within the 

Northampton Diocese each year by the safeguarding office for clergy, religious 

and lay members of the Church, whereby the theme or topic of the training will 

vary depending on, for example, learning experiences, national developments or 

local needs. In 2017, the focus of the annual safeguarding conference was a 

presentation on domestic abuse, entitled, ‘Understanding Coercive Control and 

How to Respond Safely’, which included reference to faith being used as part of 

coercive and controlling behaviour. Since this time, a subsequent safeguarding 

conference has been used to focus on the issue of spiritual abuse. Additionally, 

from July 2021 development sessions on domestic abuse are being delivered 

following this review and the Domestic Abuse Act being passed in 2021. To date 

 

 

53 https://www.csas.uk.net/procedures-manual/ 
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training sessions have been given to safeguarding volunteers and sessions are 

being arranged for clergy that also includes the Safe in Faith project. In relation 

to concerns regarding other residents who lived nearby to the victim, the 

Northampton RC Diocese was not previously aware of any such concerns. 

Following contact from a third party who relayed similar concerns regarding his 

former friend, Harry and a person known to be connected to Mary and Jacob 

who had died sometime earlier, this information was promptly passed onto ASC. 

Following information shared by the police at their strategy meeting in March 

2017, it was then established, through a subsequent parish visit, that there were 

potential further concerns in relation to another parishioner and consideration 

was given as to what steps could be taken by the parish to support this 

individual.  

5.3 Equality and Diversity: 

5.3.1. The Panel considered Mary single status prior to meeting Jacob, her age and religion 

and belief and concluded that these had no impact in the response she received. The 

protected characteristics of pregnancy and maternity and race are not pertinent in this 

case. 

5.3.2. The Panel considered the protected characteristics that were apparent in this case. 

Mary was an elderly white heterosexual female in a relationship with a younger man, 

though that relationship was unknown to most professionals as apart from the RC 

she had no dealings with them until she was taken to hospital by SCAS. This was 

except for involvement with her GP Surgery. Mary was not disabled. 

5.3.3. The protected characteristics should not only be considered in isolation. The 

combination of those areas can increase the levels of vulnerability for victims. It 

appears that Mary’s position as a single, elderly female was exploited by Jacob. He 

also used Mary’s religious beliefs as a way of gas lighting her and controlling her. He 

portrayed himself as a caring, Christian person and devoted and in love with Mary in 

order to control her and benefit from her economically. 

5.3.4. Analysis: The Panel identified the importance of ensuring that training on domestic 

abuse addresses issues for specific communities of interest, so that professionals are 

aware of whom this may affect and any unique barriers to accessing help. This could 

include that introductory training on domestic abuse has information on these 

communities and, where appropriate, more advanced training is developed to further 

develop practice response. 

 

 

 

 

 

 



 

Page 87 of 117 

 

6. Conclusions & Lessons  

 

6.1 Conclusions (key issues during this review) 

6.1.1 The aim of this review was to consider whether agencies in the area of the Safer 

Buckinghamshire Partnership are responding appropriately to victims of domestic 

abuse, offering support measures, procedures and interventions to prevent and avoid 

future incidents of domestic abuse. All agencies contributing to the panel have made 

positive contributions to the process. They worked with candour and openness and 

showed a willing to actively review and change policies if required. 

6.1.2 Domestic abuse is a complex social problem. It harms the whole of society. The 

outcomes are the responsibility of all the agencies with a remit for health, social care 

and crime.54 

6.1.3 THEMES 

6.1.4 The following areas have been established as Key Issues in this Review: Loneliness 

and economic abuse.  

6.1.5 Loneliness; 

6.1.6 Mary was older and ageing. In this context, there is a higher likelihood of people 

becoming vulnerable to exploitation and abuse, for example, vulnerability to financial 

scamming increases with age, social isolation and loneliness. Although Mary was 

retired, she was very able, mentally and physically, and led a reasonably active life 

before she met Jacob. Mary became vulnerable due to Jacob’s grooming activities 

and abuse. Perhaps Mary’s vulnerability was the fundamental human need for 

emotional intimacy, connected with feelings of loneliness, which Jacob recognised at 

an early stage and was able to exploit for financial gain.  

6.1.7 The panel discussed loneliness as an identified theme in the report. The panel 

recognised that social isolation and loneliness are different, and loneliness is 

subjective. There is not any conclusive evidence that Mary felt she was lonely, 

however, it is evident that Jacob isolated Mary over time, as he had done with Harry.  

6.1.8 The panel noted that Mary was socially active, however the panel discussed that an 

intimate relationship provides a kind of validation and seemingly Jacob exploited that 

want for emotional intimacy. 

6.1.9 Economic (including Financial) Abuse;  

6.1.10 Jacob met Mary in 2015 and very quickly groomed her into a relationship for his own 

economic gain using similar tactics to the ones he used with Harry. When and how 

much Jacob exploited Mary is hard to quantify as he also profited from many gifts. In 

 

 

54 Wills, A. and Standing Together Against Domestic Violence, ‘In Search of Excellence: A Guide to Effective Domestic Violence 

Partnerships, 2013, p.3. 
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terms of large sums of money, Jacob was going to benefit from the estate that Mary 

left to him once she died after his abusive tactics convinced her to change her will in 

his favour. Thankfully, because of good work by Mary’s solicitor and the subsequent 

report to the police by Lisa this was averted, and the will changed back. In addition, 

Jacob used his abusive tactics and persuasiveness and deceptions to inform Mary he 

needed to buy a car, so she gave him money to buy one. He did not purchase a car 

but rented one for a day and drove her in it pretending that it was the car she bought 

for him. Another such scheme was when he deceived her to part with £26,700 for a 

kidney dialysis machine for his brother. It is also important to frame this case within 

the context of economic abuse rather than ‘just’ financial abuse, as Jacob benefited 

economically from his coercion of Mary beyond direct sums of money.  

6.1.11 Between the 9th and 16th May 2016, Jacob received from Mary £4,400 for a fictional 

car and between 31st August and 2nd September, £26,700 for a fictional dialysis 

machine. 
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7. Recommendations 

7.1 Single Agency Recommendations: 

7.1.1 The following single agency recommendations were made by the agencies in their 

IMRs. They are described in section 5 following the analysis of contact by each 

agency. 

7.1.2 These recommendations are also presented by agency in the single agency 

recommendation action plan template in Appendix 3. These recommendations 

should be acted on through the development of an action plan, with each agency 

reporting on progress to the Safer Buckinghamshire Partnership.  

7.1.3 These are as follows: 

7.1.4 GP Surgery 

7.1.5 Recommendation 1: GP’s to always document the name and the relationship of the 

person who the patient attends with for a consultation. 

7.1.6 Thames Valley Police; 

7.1.7 Recommendation 1: The importance of conducting proportionate secondary 

investigation when formulating an investigation plan should be re-visited in relation to 

student officer training and the IDP programme. Stronger emphasis needs to be 

embedded into the revised training in order to ensure understanding and 

competence. 

7.1.8 Recommendation 2: Consideration should be given to converting the current 

secondary investigation guidance on the ‘Knowzone’55 into dedicated Operational 

Guidance (http://knowzone/kz-inv-si). The Guidance needs to include the importance 

of checking primary information systems including Command and Control and CMP 

for investigative actions. Reference should be made to Endeavour principle 5 and 

particular emphasis given to the understanding of proportionality of secondary 

research and subsequent lines of enquiry. 

7.1.9 Adult Social Care 

7.1.10 Recommendation 1: The benefits of co-location of the MASH are considered in any 

future review. 

7.1.11 Recommendation 2: To fully review recording guidance and systems to ensure 

contemporaneous decisions and rationales can be recorded in safeguarding. This 

would therefore allow for decisions and their rationale to be clearly identifiable in the 

case record. 

 

 

55 Knowzone – a forum used by Thames Valley Police for obtaining information. 
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7.1.12 Recommendation 3: Safeguarding managers need to ensure that when workers are 

on leave their cases have a minimum level of contact to assure safeguarding is 

maintained. 

7.1.13 Recommendation 4: Buckinghamshire Council to promote home visits when 

undertaking safeguarding visits or assessments. This has commenced.  

7.1.14 Diocese of Oxford (DO): 

7.1.15 Recommendation 1: Work with Parishes asking them to regularly audit their 

volunteering processes and practices against CoE and Charity Commission 

standards regarding safer practices in volunteer recruitment, training, monitoring, 

support and supervision, including expectations regarding volunteer conduct to 

establish if proper processes and practices are being consistently delivered and are 

effective in identifying risks, volunteer support and development needs. (This could 

include reporting through the Archdeacons visits and peer review processes with 

other local groups) 

7.1.16 Recommendation 2: Apply the learning from the DO review, particularly in terms of 

the specific issues highlighted by this case review, to promoting a broader learning 

and development approach to safeguarding adults (e.g. use 7 minute briefing for 

awareness raising and in training […] and advocate for this to be incorporated as part 

of the delivery of the national safeguarding training strategy. 

7.1.17 Recommendation 3: Consider developing and adopting a policy or protocol based 

on a review of what was helpful in this case, learning from Stowe, to provide tailored 

and targeted support for people affected and groomed by abusers, including Parish 

communities. This should include visibility of senior clergy, as happened in Stowe, at 

times of stress and distress to support the Parish and ensure that Parish leadership 

has the skills and abilities to support local parishioners to recover from trauma in any 

circumstances and is tailored to the situation that requires it. 

7.1.18 Recommendation 4: Consider how resilience and self-care for licenced ministers 

and church officers can be improved still further, to be able to cope with traumatic 

events, through reviewing the provision of mentoring and peer support to maintain 

their wellbeing after ordination, encourage take up of what is on offer, and advocate 

for support mechanisms to be identified in clergy training. 

7.1.19 Recommendation 5: Consider researching, selecting and promote the use of the 

most appropriate validated psychometric tools for psychological testing of all 

candidates as part of the discernment process for ordination and promote this 

nationally within the Church of England. 

7.1.20 Recommendation 6: Consider mechanisms to increase transparency (e.g. 

publicising the names of people recommended to be trained for ministry) to enable 

concerns to be raised regarding suitableness of candidates for ordination and 

promote this nationally within the Church of England.  

In February 2023, the DO informed the DHR that their recommendations have 

been implemented or changes have been made in respect of them. However, 
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they remain within the report to ensure transparency and the analysis 

considered by the IMR author, the DO Independent review and this review. 

7.1.21 Roman Catholic Church (RC): 

7.1.22 Recommendation 1: For the Northampton RC Diocese (through the Safeguarding 

Commission) to review the final overview report and action plan and consider any 

further improvements that may be required locally.   

7.1.23 Recommendation 2: To share the overview report and action plan with the CSSA to 

consider the national context for safeguarding in the Catholic Church. Furthermore, 

more any learning to be shared on a national level across Dioceses in England and 

Wales. 

7.1.24 Recommendation 3: To continue to incorporate the case learning within relevant 

future training and development sessions with clergy and lay volunteers, including 

those in a safeguarding role, as a learning tool.  

7.1.25 Recommendation 4: To continue to promote attendance by the clergy, religious and 

laity at training and development events, including engagement with online training, 

which now includes a specific module on domestic abuse and violence. 

7.1.26 Milton Keynes University Hospital (MKUH): 

7.1.27 Recommendation 1: Clearer information given to staff and police around the 

governance of information sharing. 

7.1.28 Recommendation 2: Consideration of referrals to supporting domestic abuse 

agencies. In the case of this review, it would not have been appropriate to refer Mary 

to services in Milton Keynes although services commissioned by Aylesbury Vale 

could have been sourced. 
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Appendix 1: Domestic Homicide Review Terms of 

Reference  

Domestic Homicide Review 

Terms of Reference: Case of Mary 
 

This Domestic Homicide Review is being completed to consider agency involvement with Mary, Jacob and 

Nicholas following the death of Mary on 12th May 2017. The Domestic Homicide Review is being conducted in 

accordance with Section 9(3) of the Domestic Violence Crime and Victims Act 2004. 

 

Purpose of DHR 

1. To review the involvement of each individual agency, statutory and non-statutory, with Mary, Jacob and 

Nicholas during the relevant period of time 1st May 2015 to 12th May 2017 (inclusive).  

 

2. To establish what lessons are to be learned from the death regarding the way in which local professionals 

and organisations work individually and together to safeguard victims. 

 

3. To identify clearly what those lessons are both within and between agencies, how and within what 

timescales they will be acted on, and what is expected to change as a result. 

 

4. To apply these lessons to service responses including changes to inform national and local policies and 

procedures as appropriate. 

 

5. To prevent domestic abuse and homicide and improve service responses for all domestic abuse victims 

and their children by developing a co-ordinated multi-agency approach to ensure that domestic abuse is 

identified and responded to effectively at the earliest opportunity. 

 

6. To contribute to a better understanding of the nature of domestic abuse. 

 

7. To highlight good practice. 

 

 

Role of the DHR Panel, Independent Chair and the CSP 

8.  The Independent Chair of the DHR will: 

a) Chair the Domestic Homicide Review Panel. 

b) Co-ordinate the review process. 

c) Quality assure the approach and challenge agencies where necessary. 

d) Produce the Overview Report and Executive Summary by critically analysing each agency involvement 

in the context of the established terms of reference. 

 

9. The Review Panel:  

a) Agree robust terms of reference. 
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b) Ensure appropriate representation of your agency at the panel: panel members must be independent 

of any line management of staff involved in the case and must be sufficiently senior to have the 

authority to commit on behalf of their agency to decisions made during a panel meeting. 

c) Prepare Individual Management Reviews (IMRs) and chronologies through delegation to an 

appropriate person in the agency. 

d) Discuss key findings from the IMRs and invite the author of the IMR (if different) to the IMR meeting. 

e) Agree and promptly act on recommendations in the IMR Action Plan. 

f) Ensure that the information contributed by your organisation is fully and fairly represented in the 

Overview Report. 

g) Ensure that the Overview Report is of a sufficiently high standard for it to be submitted to the Home 

Office, for example: 

o The purpose of the review has been met as set out in the ToR;  

o The report provides an accurate description of the circumstances surrounding the case; and 

o The analysis builds on the work of the IMRs and the findings can be substantiated. 

h) To conduct the process as swiftly as possible, to comply with any disclosure requirements, panel 

deadlines and timely responses to queries. 

i) On completion present the full report to Aylesbury Vale Community Safety Partnership. 

j) Implement your agency’s actions from the Overview Report Action Plan. 

 

Aylesbury Vale Community Safety Partnership:  

a) Translate recommendations from Overview Report into a SMART Action Plan. 

b) Submit the Executive Summary, Overview Report and Action Plan to the Home Office Quality 

Assurance Panel. 

c) Forward Home Office feedback to the family, Review Panel and STADV. 

d) Agree publication date and method of the Executive Summary and Overview Report. 

e) Notify the family, Review Panel and STADV of publication.  

 

Definitions: Domestic Violence and Coercive Control  

10. The Overview Report will make reference to the terms domestic violence and coercive control. The Review 

Panel understands and agrees to the use of the cross government definition (amended March 2013) as a 

framework for understanding the domestic violence experienced by the victim in this DHR. The cross 

government definition states that domestic violence and abuse is: 

“Any incident or pattern of incidents of controlling, coercive or threatening behaviour, violence or abuse 

between those aged 16 or over who are or have been intimate partners or family members regardless of 

gender or sexuality. This can encompass, but is not limited to, the following types of abuse: psychological; 

physical; sexual; financial; and emotional. 

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. 

Coercive behaviour is: an act or a pattern of acts of assault, threats, humiliation and intimidation or other 

abuse that is used to harm, punish, or frighten their victim.” 

This definition, which is not a legal definition, includes so-called ‘honour’ based violence, female genital 

mutilation (FGM) and forced marriage, and is clear that victims are not confined to one gender or ethnic 

group.” 
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Equality and Diversity 

11. The Review Panel will consider all protected characteristics (as defined by the Equality Act 2010) of Mary, 

Jacob and Nicholas (age, disability (including learning disabilities), gender reassignment, marriage and civil 

partnership, pregnancy and maternity, race, religion and belief, sex and sexual orientation) and will also 

identify any additional vulnerabilities to consider (e.g. armed forces, carer status and looked after child). 

There were no local area characteristics identified. 

 

12. The Review Panel identified the following protected characteristics of Mary, Jacob and Nicholas as 

requiring specific consideration for this case;  

i) Sex (Mary was female and Jacob was male) 

ii) Sexual Orientation 

iii) Marriage and Civil Partnership  

iv) Religion and Belief  

v) Age 

 

13. The following issues have also been identified as particularly pertinent to this death: 

i) Mental Health 

ii) Financial Abuse including Fraud 

iii) Coercive Controlling Behaviour  

iv) Substance Misuse 

 

14. Consideration has been given by the Review Panel as to whether the victims were an ‘Adult at Risk’ 

Definition in Section 42 the Care Act 2014: “An adult who may be vulnerable to abuse or maltreatment is 

deemed to be someone aged 18 or over, who is in an area and has needs for care and support (whether 

or not the authority is meeting any of those needs); Is experiencing, or is at risk of, abuse or neglect; and 

As a result of those needs is unable to protect himself or herself against the abuse or neglect or the risk of 

it.”  

Abuse is defined widely and includes domestic and financial abuse. These duties apply regardless of 

whether the adult lacks mental capacity. 

If it is the case that any party is an adult at risk, the review panel may require the assistance or advice of 

additional agencies, such as adult social care, and/or specialists such as a Learning Disability Psychiatrist, 

an independent advocate or someone with a good understanding of the Mental Capacity Act 2005. 

The Care Act 2014 states; “Safeguarding means protecting an adult’s right to live in safety, free from abuse 

and neglect. It is about people and organisations working together to prevent and stop both the risks and 

experience of abuse or neglect, while at the same time making sure that the adult’s wellbeing is promoted 

including, where appropriate, having regard to their views, wishes, feelings and beliefs in deciding on any 

action. This must recognise that adults sometimes have complex interpersonal relationships and may be 

ambivalent, unclear or unrealistic about their personal circumstances.” 

The conclusion by the panel is that Mary was an “Adult at Risk”.  

 

15. Expertise: The Independent Chair will invite services with expertise in relation to Religion and Belief and 

also memory loss and substance misuse to be on the review panel to provide appropriate consideration 

to the identified characteristics and to help understand crucial aspects of the homicide: 

i) Roman Catholic Church 
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ii) Church of England 

iii) Baptist Church 

iv) Alzheimer’s Society 

v) Substance Misuse 

 

16. If Mary, Jacob and Martin Smith have not come into contact with agencies that they might have been 

expected to do so, then consideration will be given by the Review Panel on how lessons arising from the 

DHR can improve the engagement with those communities.  

 

17. The Chair of the Review will make the link with relevant interested parties outside of the main statutory 

agencies. 

 

18. The Review Panel agrees it is important to have an intersectional framework to review Mary, Jacob and 

Nicholas’s life experiences. This means to think of each characteristic of an individual as inextricably linked 

with all of the other characteristics in order to fully understand one's journey and one’s experience with 

local services/agencies and within their community. 

 

Parallel Reviews 

19.  There are no known parallel reviews at this time. 

 

Membership 

20. It is critical to the effectiveness of the meeting and the DHR that the correct management representatives 

attend the panel meetings. Panel members must be independent of any line management of staff involved 

in the case and must be sufficiently senior to have the authority to commit on behalf of their agency to 

decisions made during a panel meeting. 

 

21. The following agencies are to be on the Review Panel: 

a) Clinical Commissioning Group 

b) NHS England? 

c) Community Health Services  

d) General Practitioner for Mary, Jacob and Martyn Smith 

e) Local Authority Community Safety 

f) Women’s Aid 

g) Mental Health Trust 

h) Thames Valley Police (SIO or representative and IMR author) 

i) Buckinghamshire Adult Social Care 

j) Oxford Health NHS Foundation 

k) Community Safety Partnership, Aylesbury Vale 

l) Buckinghamshire Health Care Trust 

m) Chandler Ray Solicitors, Buckingham 
 

22. As set out in paragraph 15 the following will contribute to the review as experts: 

a) Religion Safeguarding 

b) Alzheimer’s Society 

c) Substance misuse services 
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23. If there is to be a parallel review during the time of this Domestic Homicide Review then the decision as 

to whom will be the panel member to ensure good cross communication between both reviews will be 

reviewed on notification. (See paragraph 19). 

 

Role of Standing Together Against Domestic Violence (Standing Together) and the Panel  

24. Standing Together have been commissioned by Aylesbury Vale CSP to independently chair this DHR. 

Standing Together have in turn appointed their DHR Associate John Trott to chair the DHR. The DHR team 

consists of a Support Officer and a DHR Manager. The DHR Support Officer Helena Canavan will be the 

main point of contact and will coordinate the DHR and the DHR Team Manager, Hannah Candee will have 

oversight of the DHR. The manager will quality assure the DHR process and Overview Report. This may 

involve their attendance at some panel meetings. The contact details for the Standing Together DHR team 

will be provided to the panel and you can contact them for advice and support during this review.  

 

Collating evidence 

25. Each agency to search all their records outside the identified time periods to ensure no relevant 

information was omitted and secure all relevant records. 

 

26. Chronologies and Individual Management Review (IMRs) will be completed by the following organisations 

known to have had contact with Mary, Jacob and Nicholas during the relevant time period: 

a. Thames Valley Police 

b. Clinical Commissioning Group 

c. Milton Keynes Together (Milton Keynes University Hospital) 

d. Oxford Health NHS Foundation 

e. Alzheimer’s Society 

f. Buckinghamshire Adult Social Care 

g. Roman Catholic Church 

h. Baptist Church 

i. Church of England 

j. Chandler Ray Solicitors, Buckingham 

 

 

27. Further agencies may be asked to completed chronologies and IMRs if their involvement with Mary, Jacob 

and Nicholas becomes apparent through the information received as part of the review. 

 

28. Each IMR will: 

o Set out the facts of their involvement with Mary, Jacob and Martyn Smith; 

o Critically analyse the service they provided in line with the specific terms of reference; 

o Identify any recommendations for practice or policy in relation to their agency; 

o Consider issues of agency activity in other areas and review the impact in this specific case. 

 

29. Agencies that have had no contact should attempt to develop an understanding of why this is the case 

and how procedures could be changed within the partnership which could have brought Mary, Jacob or 

Nicholas in contact with their agency.  
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Key Lines of Inquiry 

30. In order to critically analyse the incident and the agencies’ responses to Mary, Jacob or Martyn Smith, this 

review should specifically consider the following points: 

 

a) Analyse the communication, procedures and discussions, which took place within and between 

agencies. 

b) Analyse the co-operation between different agencies involved with Mary, Jacob or Nicholas 

c) Analyse the opportunity for agencies to identify and assess domestic abuse risk. If domestic abuse was 

not known, how might the agency have identified the existence of domestic abuse from other issues 

presented to you? For example, were there policies and procedures for direct, routine or clinical 

questioning on domestic abuse and how were they followed in this case? 

d) Analyse agency responses to any identification of domestic abuse issues including the nature of 

assessments, decision making and responses and whether they met the expected standards of practice 

and procedures. 

e) Analyse organisations’ access to specialist domestic abuse agencies. 

f) Analyse how well equipped were practitioners in responding to domestic abuse? How were staff 

supported to respond to issues of domestic abuse through policies, procedures, training, supervision, 

management and sufficient resources available at the time?  

g) Analysis should pay particular attention to the following issues: 

1) Mental Health 

2) Financial Abuse 

3) Coercive Controlling Behaviour 

4) Religion  

5)  Substance Misuse 

 

As a result of this analysis, agencies should identify good practice and lessons to be learned. The Review Panel 

expects that agencies will take action on any learning identified immediately following the internal quality 

assurance of their IMR. 

 

Development of an action plan 

31. Individual agencies to take responsibility for establishing clear action plans for the implementation of any 

recommendations in their IMRs. The Overview Report will make clear that agencies should report to 

Aylesbury Vale Community Safety Partnership on their action plans within six months of the Review being 

completed. 

 

32. Aylesbury Vale Community Safety Partnership to establish a multi-agency action plan for the 

implementation of recommendations arising out of the Overview Report, for submission to the Home 

Office along with the Overview Report and Executive Summary. 

 

Liaison with the victim’s family and other informal networks  

33. The review will sensitively attempt to involve the family of Mary in the review once it is appropriate to do 

so in the context of on-going HM Coroner proceedings. The chair will lead on family engagement with the 

support of Advocacy After Fatal Domestic Abuse (AAFDA) and the Police Family Liaison Officer. 

 

34. Jacob and Nicholas will be invited to participate in the review. 
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•  
35. Family liaison will be coordinated in such a way as to aim to reduce the emotional hurt caused to the 

family by being contacted by a number of agencies and having to repeat information. 

 

36. The Review Panel discussed involvement of other informal networks of Mary, Jacob and Nicholas and 

agreed it was proportionate to the DHR to invite selected friends and colleagues to be involved in the DHR. 

 

Media handling 

37. Any enquiries from the media and family should be forwarded to Aylesbury Vale Community Safety 

Partnership who will liaise with the chair. Panel members are asked not to comment if requested. 

Aylesbury Vale Community Safety Partnership will make no comment apart from stating that a review is 

underway and will report in due course.  

 

38. Aylesbury Vale Community Safety Partnership is responsible for the final publication of the report and for 

all feedback to staff, family members and the media. 

 

Confidentiality 

39. All information discussed is strictly confidential and must not be disclosed to third parties without the 

agreement of the responsible agency’s representative. That is, no material that states or discusses activity 

relating to specific agencies can be disclosed without the prior consent of those agencies. 

 

40. All agency representatives are personally responsible for the safe keeping of all documentation that they 

possess in relation to this DHR and for the secure retention and disposal of that information in a 

confidential manner. 

 

41. It is recommended that all members of the Review Panel set up a secure email system, e.g. registering for 

criminal justice secure mail, nhs.net, gsi.gov.uk, pnn or GCSX. Documents will be password protected.  

 

42. If an agency representative does not have a secure email address, then their non-secure address can be 

used but all confidential information must be sent in a password protected attachment. The password 

used must be sent in a separate email. Please use the password provided to you by the Standing Together 

team. They should be reminded that they should remove the password and only share appropriate 

information to appropriate front line staff in line with the DHR Confidentiality Statement and the specific 

Terms of Reference.  

 

43. If you are sending password protected document to a non-secure email address it must be a recognisable 

work email address for the professional receiving information. Information from DHR should not be sent 

to a gmail / hotmail or other personal email account unless in rare cases when it has been verified as the 

work address for an individual or charity.  

 

44. No confidential content should be in the body of an email to a non-secure email account. That includes 

names, DOBs and address of any subjects discussed at DHR. 

 

Disclosure 
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45. Disclosure of facts or sensitive information will be managed and appropriately so that problems do not 

arise. The review process will seek to complete its work in a timely fashion in order to safeguard others.  

 

46. The sharing of information by agencies in relation to their contact with the victims is guided by the 

following: 

a) The Data Protection Act 1998 governs the protection of personal data of living persons and places 

obligations on public authorities to follow ‘data protection principles’: The 2016 Home Office Multi-

Agency Guidance for the Conduct of DHRs (Guidance) outlines data protection issues in relation to 

DHRs (Par 98). It recognises they tend to emerge in relation to access to records, for example medical 

records. It states ‘data protection obligations would not normally apply to deceased individuals and 

so obtaining access to data on deceased victims of domestic abuse for the purposes of a DHR should 

not normally pose difficulty – this applies to all records relating to the deceased, including those held 

by solicitors and counsellors’.  

b) Data Protection Act and Living Persons: The Guidance notes that in the case of a living person, for 

example the perpetrator, the obligations do apply. However, it further advises in Par 99 that the 

Department of Health encourages clinicians and health professionals to cooperate with domestic 

homicide reviews and disclose all relevant information about the victim and where appropriate, the 

individual who caused their death unless exceptional circumstances apply. Where record holders 

consider there are reasons why full disclosure of information about a person of interest to a review is 

not appropriate (e.g. due to confidentiality obligations or other human rights considerations), the 

following steps should be taken: 

o The review team should be informed about the existence of information relevant to an inquiry 

in all cases; and 

o The reason for concern about disclosure should be discussed with the review team and 

attempts made to reach agreement on the confidential handling of records or 

partial redaction of record content. 

 

c) Human Rights Act: information shared for the purpose of preventing crime (domestic abuse and 

domestic homicide), improving public safety and protecting the rights or freedoms of others (domestic 

abuse victims). 

d) Common Law Duty of Confidentiality outlines that where information is held in confidence, the 

consent of the individual should normally be sought prior to any information being disclosed, with the 

exception of the following relevant situations – where they can be demonstrated: 

i) It is needed to prevent serious crime 

ii) there is a public interest (e.g., prevention of crime, protection of vulnerable persons) 
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Appendix 2 

A – Endeavour – Principles of Crime Investigation 

In the beginning…….. Get as much done as you can before moving on. 

1. Gather evidence as early and quickly as possible. Identify and secure the scene, 

preserve forensic evidence, support the victim, identify witnesses and CCTV 

opportunities. Where you can get statements do it there and then. 

2. Provide the kind of service you would expect if you or one of your nearest and 

dearest were the victim of a crime. Understand their concerns, tell them about 

support services that can help them, tell them what you are going to do and agree with 

them how often you will make contact. Record it on NICHE.  

3. Record the crime the victim has disclosed to you not what you think has 

happened. Only record something different if there is credible evidence to the contrary 

immediately available explaining what that evidence is in NICHE. If in doubt, ask your 

supervisor.  

4. Be clear about the offence you are investigating. Know the points to prove and 

possible defences. Cover these in statements and interviews. Use PNLD to help or ask 

a supervisor if you are unsure.  

5. Set an investigation plan. Identify all reasonable lines of enquiry (whether these point 

towards or away from a particular suspect). Record your plan in NICHE.  

6. Obtain statements from witnesses as soon as possible. Think about the points to 

prove. What they heard can be as important as what they have seen. Keep them 

updated. Consider a media appeal for more witnesses. 

7. Arrest or interview suspects as soon as possible. Check to see if they are wanted 

for anything else. Plan your interview thinking about the points to prove. If you can’t 

find the suspect, circulate them as wanted and get them added to briefing. Speak to 

your supervisor for help doing this.  

8. 24 hours in Police custody. Secure as much evidence as you can with the suspect in 

custody. The more evidence you have for interview about what happened the better it 

will be. If the suspect names an alibi witness go and see them before they are 

released. For indictable offences you can ask for more time if your investigation has 

been thorough. 

9. Knock knock. Section 18. House searches can lead to evidence for your investigation 

as well as those similar or connected to it especially in cases of burglary, robbery and 

vehicle crime.   

10. Wipe the slate clean. A small proportion of offenders are responsible for a large 

amount of crime, particularly burglary, robbery and vehicle crime. They can wipe their 

slate clean by having offences they have committed Taken into Consideration (TIC). 
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There is detailed Operational Guidance available about how to do this or you can 

speak to a supervisor or detective.  

11. What else do you know? You cannot offer inducements but some suspects may tell 

you about other criminal activity they know about. Consider carrying out an intelligence 

interview and speak to the custody sergeant.  

12. Think about using bail. If you have to release a suspect, the victim will be reassured 

to know it is conditional. If the suspect doesn’t turn up think about whether you are in a 

position to arrest them and take the case to the CPS. 

13. Release Under Investigation: Take care to ensure RUI cases are not forgotten. Set a 

review date for your supervisor. Make sure you understand and seek to mitigate any 

risks to the victims.  

14. Money makes the (criminal) world go round. Criminals know prison is an 

occupational hazard. But they don’t like losing their assets. Consider Proceeds Crime 

Act (POCA) legislation to take away what matters more to them than their freedom. 

Seek advice from the Economic Crime Unit (ECU) or use this guidance. 

15. If there is no realistic prospect of solving a crime and no significant risk to 

manage, file the case and move on. We cannot solve everything.  

16. Tell the victim what has happened. During the investigation…….. Keep it going. Ask 

for help if you need it.  

17. Chase any outstanding suspects. Make sure outstanding suspects are apprehended 

and dealt with swiftly. Circulate them as wanted. Put them on briefing. Talk to your 

supervisor if you need help to arrange this.  

18. Review the evidence gathered and consider if there are any forensic 

opportunities. Think about what you are trying to prove/disprove. Speak to a CSI or 

the Forensic Investigation Unit about what to submit for forensic examination.  

19. Paperwork time. If you need time to get the job done, ask for it.  

20. Expect your supervisor to review the case with you. If they don’t, ask them to do 

so.  

21. Get CPS advice if you need it. Make sure it is a presentable case and follow up any 

advice promptly before re-submitting. If you don’t agree with a decision, speak to a 

supervisor. If the suspect is in custody tell the CPS lawyer that you intend to appeal 

the decision and speak to your supervisor. At the end of the investigation…….. 

Present the best case possible.  

22. Have all disclosed offences been recorded correctly?  

23. Tell the victim what has happened with the case.  

24. Prepare a thorough file. Ensure you have actioned all CPS requests or provide an 

explanation why you haven’t. A well prepared file will save time and, crucially, increase 

the chances of an early guilty plea saving the victim the ordeal of going to court.  
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Appendix 3: Single Agency Action Plan-Mary 

Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

What is the over-arching 

recommendation? 

Should this recommendation 

be enacted at a local or 

regional level (N.B national 

learning will be identified by 

the Home Office Quality 

Assurance Group, however 

the review panel can suggest 

recommendations for the 

national level) 

How exactly is the relevant 

agency going to make this 

recommendation happen? 

 

What actions need to 

occur? 

Which agency is 

responsible for 

monitoring progress of 

the actions and 

ensuring enactment of 

the recommendation? 

Have there been key 

steps that have 

allowed the 

recommendation to 

be enacted? 

When 

should this 

recommen

dation be 

completed 

by? 

When is the 

recommendation and 

actually completed? 

 

What does the outcome look 

like? 

GP’s to always document 

the name and the 

relationship of the person 

who the patient attends with 

for a consultation. 

Local   

Bucks, Oxon and 
Berkshire West 
Integrated Care 
Board formerly 
Bucks CCG 
Paula Whittaker 
 

This was covered 
in training to 
primary care 
safeguarding 
leads. 
 
Follow up email 
sent to all GP 
surgeries 21.2.23 
asking them to 
follow the new 
recommendation. 
The named GP 
for Bucks ICB/GP 
appraiser will also 
raise the need 
again and discuss 
the case at the 

 February 2023 

Most GPs now routinely 

following this 

procedure. 
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Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

annual face to 
face training with 
practice 
safeguarding 
leads.  

The importance of 

conducting proportionate 

secondary investigation 

when formulating an 

investigation plan should be 

re-visited in relation to 

student Officer training and 

the IDP programme. 

Stronger emphasis needs to 

be embedded into the 

revised training in order to 

ensure understanding and 

competence. 

Local  

TVP only however it is 

suspected that this could be 

an issue force wide  

This was assigned to L and 

PD (Learning and 

Professional 

Development). There have 

been changes to the action 

owner since the 

recommendation was 

assigned. The latest 

update as of 20th April 

2022 is from the action 

owner to say that 

secondary investigation 

training is covered on all of 

the entry programmes 

within TVP’s IDP and it is 

also covered in various 

places on the Endeavour 

training.   

Thames Valley Police 

 

It was discussed at a 

meeting on 28/04/22 

and was agreed that 

more detail is 

needed from L and 

PD before it can be 

considered for 

closure.  
Update to follow as 

more work being 

carried out. 

  

 

 

20.4.22 

Secondary investigation 

training is covered on all of 

the entry programmes within 

TVP’s IDP and it is also 

covered in various places on 

the Endeavour training.  

10/11/23 Awaiting update on 

additional work being carried 

out. 

8.1.24 

The importance of 

secondary 

checks is also 

covered in 

training that is 

being 

provided to all 

frontline, 

neighbourhoo

d officers and 

supervisors 

that has 

started in Nov 

2023 – March 

2024 as part 
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56 Knowzone – a forum used by Thames Valley Police for obtaining information.  

Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

of an input 

around risk 

assessment 

at domestic 

incidents. 

  

This initial training and 

reminder training should re-

enforce the importance of 

completing secondary 

checks so that officers are 

fully aware of all information 

when attending incident and 

dealing with the risks posed 

to victims and suspects. 
Consideration should be 

given to converting the 

current secondary 

investigation guidance on 

the ‘Knowzone56’ into 

dedicated Operational 

Guidance 

(http://knowzone/kz-inv-si). 

The Guidance needs to 

include the importance of 

checking primary information 

systems including Command 

and Control and CMP for 

investigative actions. 

Reference should be made 

Local 

TVP only however it is 

suspected that this could be 

an issue force wide  

TVP have now written 

operation guidance in 

relation to conducting 

secondary checks. This 

was published in March 

2021.   

Thames Valley Police 

 

The recommendation 

has been enacted  

 Completed March 2021  

TVP have now written 

operation guidance in 

relation to conducting 

secondary checks. This was 

published in March 2021.   

This will enable officers to 

have a reference tool 

available to them 24/7 

through their force issue 

mobile phone or laptops in 

relation to the importance of 

secondary checks. This 

should enhance the 

completion and 

http://knowzone/kz-inv-si
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Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

to Endeavour principle 5 and 

particular emphasis given to 

the understanding of 

proportionality of secondary 

research and subsequent 

lines of enquiry.  

understanding of why they 

are required 

The benefits of co-location of 

the MASH are considered in 

any future review. 

Local The current working 

arrangements for the 

MASH in Buckinghamshire 

have continued to benefit 

the residents of 

Buckinghamshire. 

 

Bucks Adult Social 

Care 

 

 
 

During the 
pandemic the way 
in which the MASH 
works on a daily 
basis has become 
virtual due to social 
distancing 
requirements. All 
agencies continue 
to strengthen their 
relationships and 
share information to 
Safeguarding 
Buckinghamshire 
residents. 
 

n/a During the pandemic the 
way in which the MASH 
works on a daily basis has 
become virtual due to 
social distancing 
requirements. All 
agencies continue to 
strengthen their 
relationships and share 
information to 
Safeguarding 
Buckinghamshire 
residents. 
 

To fully review recording 

guidance and systems to 

ensure contemporaneous 

decisions and rationales can 

be recorded in safeguarding. 

This would therefore allow 

for decisions and their 

rationale to be clearly 

identifiable in the case 

record. 

Local A system review for 
how Safeguarding 
Adults contacts and 
enquiries are 
recording for Adult 
Social Care in 
Buckinghamshire.  
 

Bucks Adult Social 

Care 

 

A full review of 
existing systems, 
processes and 
recording is required 
to enable us to 
implement a new 
process for the future. 
A new software 
application by Liquid 
Logic is now in place 
after being 
implemented in 
March 2021.  
 

April 2020 A new software application 
by Liquid Logic is now in 
place after being 
implemented in March 2021.  
The new software application 
has enabled our teams 
manage their case loads 
more effectively as well as 
allow managers to have 
improved visibility of their 
teams workload. The 
improved system has 
provided a more streamlined 
assessment process which in 
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Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

turn has benefitted out 
residents. 
 
 

Safeguarding managers 

need to ensure that when 

workers are on leave their 

cases have a minimum level 

of contact to assure 

safeguarding is maintained. 

Local A bespoke training session 

in relation to this Domestic 

Homicide Review will be 

developed for managers 

and delivered by a Head of 

Service to show the 

importance of covering 

Safeguarding Enquiries 

whilst a worker is on leave 

Bucks Adult Social 

Care 

 

A bespoke 
training session is 
now being 
developed and 
will be delivered 
to all operational 
managers in July 
2022.  
work, we expect 

to see an increase 

in professional’s 

understanding of 

their 

responsibility to 

have oversight of 

S.42 enquiries. 

We will capture 

these outcomes 

via our monthly 

auditing process.  
 

July 2022 The new software 
application has enabled 
our teams manage 
their case loads more 
effectively as well as 
allow managers to have 
improved visibility of 
their teams workload. 
The improved system 
has provided a more 
streamlined 
assessment process 
which in turn has 
benefitted out 
residents. The audits 
completed have shown 
an improvement in 
quality in relation to 
Safeguarding work 
completed across Adult 
Social Care. 
 

Buckinghamshire Council to 

promote home visits when 

Local An updated 
Safeguarding Adults 

Bucks Adult Social 

Care 

 

A new and refreshed 

Safeguarding Policy 

July 2021 The new Safeguarding policy 

was launched in July 2021. 
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Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

undertaking safeguarding 

visits or assessments. This 

has commenced.  

policy and procedure 
will be developed to 
highlight the 
importance of person-
centred Safeguarding. 
 

was launched in July 

2021. The policy and 

procedure 

documents stress the 

important of making 

safeguarding 

personal to the 

individual.  

 

The Early Resolution 

and Safeguarding 

(First Response & 

Short Term 

Intervention) Team 

assess any concerns 

raised, any 

immediate risk and 

ensure that the adult 

is supported, and 

their safety needs 

are met in a timely 

manner. 

 

The updated policy and 

procedure document has 

supported staff in 

understanding their statutory 

functions. The benefits of 

the new policy have been 

captured via our monthly 

auditing process. 

 

The audits completed have 

shown an improvement in 

quality in relation to 

Safeguarding work 

completed across Adult 

Social Care. 

Work with Parishes asking 
them to regularly audit their 
volunteering processes and 
practices against CoE and 
Charity Commission 
standards regarding safer 
practices in volunteer 
recruitment, training, 
monitoring, support and 
supervision, including 
expectations regarding 
volunteer conduct to 
establish if proper processes 

Local and National Following the independent 
report, we carried out a 
rapid review of our policies 
and procedures for 
volunteers. These are in 
good order and consistent 
with national guidance. 
New Safer Recruitment 
Guidance was introduced 
in June 2021. A Safer 
Recruitment and People 
Management training 
module was designed and 

Diocese of Oxford 

Head of safeguarding 

Following the 

independent report, 

we carried out a 

rapid review of our 

policies and 

procedures for 

volunteers. These 

are in good order 

and consistent with 

national guidance. 

June 2021 New Safer Recruitment 
Guidance was introduced in 
June 2021. A Safer 
Recruitment and People 
Management training module 
was designed and delivered 
to about 600 Parish 
Safeguarding Officers, 
Incumbents and 
Churchwardens. This has 
now been superseded by the 
CoE online training module 
available to all across the 
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Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

and practices are being 
consistently delivered and 
are effective in identifying 
risks, volunteer support and 
development needs. (This 
could include reporting 
through the Archdeacons 
visits and peer review 
processes with other local 
groups) 
 

delivered to about 600 
Parish Safeguarding 
Officers, Incumbents and 
Churchwardens. This has 
now been superseded by 
the CoE online training 
module available to all 
across the diocese. A new 
self-auditing tool for 
parishes, the Safeguarding 
Parish Dashboard collates 
safeguarding information at 
the parish level and 
Archdeacon Articles of 
Enquiry gather information 
on safeguarding in 
parishes.  
 

diocese. A new self-auditing 
tool for parishes, the 
Safeguarding Parish 
Dashboard collates 
safeguarding information at 
the parish level and 
Archdeacon Articles of 
Enquiry gather information 
on safeguarding in parishes.  
 

Apply the learning from the 

DO review, particularly in 

terms of the specific issues 

highlighted by this case 

review, to promoting a 

broader learning and 

development approach to 

safeguarding adults (e.g., 

use 7-minute briefing for 

awareness raising and in 

training […] and advocate for 

this to be incorporated as 

part of the delivery of the 

national safeguarding 

training strategy. 

Local and National  Diocese of Oxford  Learning reviews, 
and the 
accompanying seven-
minute briefings, are 
systematically shared 
with clergy and parish 
safeguarding officers. 
These come with the 
invitation for parishes, 
which are 
independent charities 
in their own right, to 
move beyond safer 
recruitment practices 
and to consider 
issues such as 
volunteer screening 
and appraisal, and 
how to handle 
feedback.  
 

  Learning reviews, and the 
accompanying seven-minute 
briefings, are systematically 
shared with clergy and 
parish safeguarding officers. 
These come with the 
invitation for parishes, which 
are independent charities in 
their own right, to move 
beyond safer recruitment 
practices and to consider 
issues such as volunteer 
screening and appraisal, and 
how to handle feedback.  
 
7-minute briefings shared 
with the National Church.  
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Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

7-minute briefings 
shared with the 
National Church.  
 

Consider developing and 

adopting a policy or protocol 

based on a review of what 

was helpful in this case, 

learning from Stowe, to 

provide tailored and targeted 

support for people affected 

and groomed by abusers, 

including Parish 

communities. This should 

include visibility of senior 

clergy, as happened in 

Stowe, at times of stress and 

distress to support the 

Parish and ensure that 

Parish leadership has the 

skills and abilities to support 

local parishioners to recover 

from trauma in any 

circumstances and is tailored 

to the situation that requires 

it. 

Local Good support is 
complex to achieve, 
particularly when 
working to support 
people who have 
been “groomed” or 
conditioned to accept 
factors which 
contribute to the 
conditions in which 
abuse and harm are 
perpetuated. We are 
pleased that the 
review has recognised 
the quality of support 
provided to Stowe. 
The Safeguarding 
Panel has paid careful 
attention to recent 
learning concerning 
support to parishes 
where abuse has 
occurred. We have 
further developed our 
approach, including a 

Diocese of Oxford 

Head of Safeguarding 

  The Safeguarding Panel 

has paid careful attention 

to recent learning 

concerning support to 

parishes where abuse has 

occurred. We have 

further developed our 

approach, including a 

clearer policy on where 

senior-level support is 

needed at key times. 
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Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

clearer policy on 
where senior-level 
support is needed at 
key times.  
 

Consider how resilience and 

self-care for licenced 

ministers and church officers 

can be improved still further, 

to be able to cope with 

traumatic events, through 

reviewing the provision of 

mentoring and peer support 

to maintain their wellbeing 

after ordination, encourage 

take up of what is on offer, 

and advocate for support 

mechanisms to be identified 

in clergy training. 

Local As office holders, Church 
of England clergy are we 
are not currently required 
to have what would be 
termed supervision in a 
social services setting. 
Hence, their participation in 
any wellbeing intervention 
is voluntary. Nevertheless, 
we have long seen clergy 
wellbeing as an essential 
component of good 
ministry and resilience (see 
oxford.anglican.org/flourish
ing). We will continue to 
communicate to all that 
accessing support and 
supervision is a sign of 
strength. We are also 
proactive in offering 
specific interventions 
regularly through an 
Employee Assistance 
Programme for all clergy; 
Ministry Accompaniment 
and Spiritual Direction 
services as well as during 
times of trauma, where 
therapeutic interventions 
are considered and 
delivered in a timely way. 
These include retreats, 

Diocese of Oxford 

Director of 
Ministry and 
Mission  
 
Director of HR and 
Safeguarding  
 

  We will continue to 

communicate to all that 

accessing support and 

supervision is a sign of 

strength. We are also 

proactive in offering specific 

interventions regularly 

through an Employee 

Assistance Programme for 

all clergy; Ministry 

Accompaniment and 

Spiritual Direction services 

as well as during times of 

trauma, where therapeutic 

interventions are considered 

and delivered in a timely 

way. These include retreats, 

counselling, mindfulness and 

other interventions. The 

Diocese of Oxford has 

formally endorsed the Clergy 

Wellbeing Covenant back in 

November 2019 and apart 

from a variety of awareness 

raising communication 

pieces, two publications, 

Flourishing in Ministry 

and Flourishing Together in 
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Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

counselling, mindfulness 
and other interventions. 
The Diocese of Oxford has 
formally endorsed the 
Clergy Wellbeing Covenant 
back in November 2019 
and apart from a variety of 
awareness raising 
communication pieces, two 
publications, Flourishing in 
Ministry and Flourishing 
Together in Church 
Leadership are available 
for both clergy and laity.  
 

Church Leadership are 

available for both clergy and 

laity.  

Consider researching, 

selecting and promote the 

use of the most appropriate 

validated psychometric tools 

for psychological testing of 

all candidates as part of the 

discernment process for 

ordination and promote this 

nationally within the Church 

of England. 

Local and National  

All candidates for 
ordained ministry 
undergo and 
Assessment for 
Psychological 
Wellbeing interview in 
line with national 
recommendations.  
 
Psychometric testing 
is not currently 
recommended by the 
national Church of 
England.  
 

Diocese of Oxford 

DDO 

  No action 

Psychometric testing is 
not currently 
recommended by the 
national Church of 
England.  
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Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

Consider mechanisms to 

increase transparency (e.g. 

publicising the names of 

people recommended to be 

trained for ministry) to 

enable concerns to be 

raised regarding 

suitableness of candidates 

for ordination and promote 

this nationally within the 

Church of England. 

 

Local and National All candidates’ names 
to be published prior 
to Stage 2 national 
Panel or 
commencement of 
training on diocesan 
and parish/benefice 
websites and/or 
parish magazine/  
 
newsletter.  
 

Diocese of Oxford 

DDO 
Establishment of 
process and 
agreement of 
wording. 
 

June 2022 All candidates names 
are now published prior 
to Stage 2 national 
Panel or 
commencement of 
training on diocesan 
and parish/benefice 
websites and/or parish 
magazine/  
newsletter. 
After Stage 2 National 
Discernment Panel the 
names of ordinands are 
now published on the 
diocesan website which 
gives an opportunity 
for concerns to be 
raised. 

 

 
 

For the Northampton RC 

Diocese (through the 

Safeguarding Commission) 

to review the final overview 

report and action plan and 

give consideration to any 

further improvements that 

may be required locally.   

Local Share report and action 

plan with Safeguarding 

Advisory Board and 

Trustee Safeguarding 

Subcommittee Agree any 

learning objectives and 

approach Review impact of 

any improvements made. 

Roman Catholic 

Church  

 

 When final 

report 

written  

The report was shared with 

our Safeguarding Advisory 

Board members and tabled 

at their meetings in June and 

September 2023.Three 

themes for training were 

identified: Spiritual abuse, 

domestic abuse and 
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Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

 professional curiosity. 

Various courses, 

conferences and online 

training have been held with 

ongoing training and 

promotion. 

To share the overview report 
and action plan with the 
CSSA to consider the 
national context for 
safeguarding in the Catholic 
Church. Any learning to be 
shared on a national level 
across Dioceses in England 
and Wales. 

 

National Share report and action 

plan with the CSSA 

National review of any 

learning objectives and 

approach Learning to be 

shared nationally to 

dioceses across England 

and Wales 

Roman Catholic 

Church  

 

 

 Once 

report 

published 

 

To continue to incorporate 

the case learning within 

relevant future training and 

development sessions with 

clergy and lay volunteers, 

including those in a 

safeguarding role, as a 

learning tool. 

Local and national Share case details with 

CSSA national trainer 

Agree content of training 

session to include case 

details and learning 

objectives. Ensure case 

continues to feature in 

training sessions on an 

ongoing basis Review 

understanding of coercive 

control and spiritual abuse. 

 

Roman Catholic 

Church  

 

 

Training dates set 

and completed 

Training delivered to 

clergy and 

volunteers. Case 

referenced within 

training locally and 

nationally October 

2021 and March 

2022. Case 

referenced within 

national training 

across other 

dioceses in 2021 and 

2022 DA awareness 

training July 2021. 

 

Ongoing 

training 

Training dates set and 

completed Training 

delivered to clergy and 

volunteers. Case referenced 

within training locally and 

nationally October 2021 and 

March 2022. Case 

referenced within national 

training across other 

dioceses in 2021 and 2022 

DA awareness training July 

2021.This has continued 

to take place, case 

learning included within 

recent training sessions 

in February and March 

and will be included in 
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Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

further sessions planned 

in June and July. 

 

To continue to promote 

attendance by the clergy, 

religious and laity at training 

and development events, 

including engagement with 

online training, which now 

includes a specific module 

on domestic abuse and 

violence. 

Local Develop yearly training 

programme Commission 

training facilitators where 

required Promote training 

through communication, 

including online resources 

(DA module) Review 

attendance. 

 

Roman Catholic 

Church  

 

 

Training dates set. 

Training 

delivered/accessed 

by clergy and 

volunteers. Data 

system report 

regarding completed 

training. National and 

local training 

sessions in 2021 

(June, July, 

September and 

November) and 2022 

(March, May, 

October and 

November). To date, 

training planned for 

January and 

February 2023 

Ongoing Training dates set. Training 

delivered/accessed by clergy 

and volunteers. Data system 

report regarding completed 

training. National and local 

training sessions in 2021 

(June, July, September and 

November) and 2022 

(March, May, October and 

November). To date, training 

planned for January and 

February 2023.This 

continues to take place 

(May 23).People 

accessing online DA 

(Educare) module also. 

Clearer information given to 

staff and police around the 

governance of information 

sharing. 

Local  Milton Keynes 

University Hospital 

Nurse 

  Since the DHR took 
place, we have 
introduced Level 3 
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Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

Safeguarding Training 
face to face. As part of 
this training, we cover a 
section on information 
sharing and its 
importance.  We also 
have via our Trust 
Intranet in our Trust 
documentation policy 
/protocols. 
 
Information 
Governance Policy 
Information Sharing 
Protocol 
Information Sharing 
Agreement (ISA) 
between Thames Valley 
Police & Milton Keynes 
University Hospital NHS 
Foundation Trust 
 
 

Consideration of referrals to 

supporting domestic abuse 

agencies. In the case of this 

review, it would not have 

been appropriate to refer 

Mary to services in Milton 

Local  Milton Keynes 

University Hospital 

The hospital has 

employed an 

Independent 

Domestic Abuse 

Advocate in the trust, 

currently 1.0 full time 

 The hospital has employed 

an Independent Domestic 

Abuse Advocate in the trust, 

currently 1.0 full time but 

increasing to 1.5 FTE. The 

HIDVA is employed by MK 
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All outstanding actions are being monitored continuously by the Safer Buckinghamshire Partnership 

 

 

Recommendation  Scope of 

recommendation i.e. 

local or regional 

Action to take Lead Agency Key milestones in 

enacting the 

recommendation 

Target 

Date 

Date of Completion and 

Outcome 

Keynes although services 

commissioned by Aylesbury 

Vale could have been 

sourced. 

but increasing to 1.5 

FTE. The HIDVA is 

employed by MK 

ACT however has 

links to all local 

services and 

supports with onward 

referral. We also now 

have the Hospital 

Navigators Scheme 

which also supports 

with onward referral 

to other services. 

ACT however has links to all 

local services and supports 

with onward referral. We also 

now have the Hospital 

Navigators Scheme which 

also supports with onward 

referral to other services. 


