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Introduction.

The chair of the Wakefield Safer Together Partnership, (STP),
commissioned this review in response to the death of Mary. Mary’s death
would appear to be suicide through an overdose of paracetamol but the
inquest into her death has yet to be concluded. The death falls within the
statutory parameters for a domestic abuse related death, (DARD),
review as Mary was believed to have been in an abusive relationship
with her partner Robert and there were grounds to believe that domestic
abuse was a causal factor in her death.

Mary was a 39-year-old woman at the time of her death. She was in a
long-term relationship with her partner Robert who was 42 years old and
the perpetrator of abuse in this case.

Mary had been known to a number of services for more than ten years.
She had three children from previous relationships although at the time
of her death, only the youngest child was living with her.

On a date in late December 2022, Mary was taken to the Leeds General
Infirmary following a suspected overdose. Despite receiving intensive
care, Mary sadly died in hospital. Initial enquiries established that she
had taken an overdose of paracetamol prior to that date. Her partner
Robert was aware of this, but watched her deteriorate for about two days
before seeking medical assistance. Text messages sent by Mary to two
of her children had suicidal undertones and provided a clear causal link
between domestic abuse and her death.

The panel would like to express their condolences to Mary’s family for
their sad loss.

Scope.
This DARDR examined the contact and involvement that organisations

had with Mary between 1 September 2019 to her death in December
2022.

' As there was not a homicide, and in line with National thinking, this review has been referred to as a
DARDR rather than a Domestic Homicide Review, (DHR).
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1.22 In order to meet its purpose, the review also examined the contact and

1.3

1.4

1.41

involvement that organisations had with Mary’s partner, Robert, and her
three children during the same period.

Purpose of the domestic abuse related death review, (DARDR).
The purpose of the review is to;

i. to establish the facts that led to Mary’s death in December 2022 and
produce a comprehensive and balanced analysis of the information to
inform organisational learning and influence change.

ii. establish what lessons are to be learned from Mary’s death with
regard to the way in which local professionals and organisations work
individually and together, to safeguard victims.

iii. 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.

iv. apply these lessons to service responses, including changes to inform
national and local policies and procedures as appropriate.

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

vi. identify potential gaps in services provision and/or potential barriers to
accessing services.

vii. contribute to a better understanding of the nature of domestic
violence and abuse.

viii. highlight good practice.

ix. the key reason for undertaking a DARDR where a person has died
through suicide that may have been caused by domestic abuse, is to
enable lessons to be learned through professionals being able to
understand what happened and most importantly, what needs to change,
to reduce the risk of similar tragedies happening in the future. The
DARDR is not an enquiry into how a victim of abuse died or who may be
responsible.

Timescales.
The STP was informed of Mary’s death on 23 December 2022. A

Steering Group meeting held on 30 January 2023, (delayed due to the
Christmas break), determined that this case met the criteria for a DARD
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review, in accordance with section 9 of the Domestic Violence, Crime
and Victims Act 2004. This decision, was subsequently ratified by the
STP Chair.

The Home Office were informed of the intention to commission a
DARDR on 1 February 2023.

The review panel met on:

e 12 July 2023, to discuss the terms of reference, the early scoping
documents and to agree the IMR? requirements.

e 6 November 2023, to consider the IMRs and to discuss the family
engagement.

e 30 January 2024, to discuss an additional IMR, the narrative
chronology and the initial findings/analysis.

e 14 March 2024, to review the draft report and to consider the initial
conclusions and recommendations.

e 19 April 2024, to further discuss the recommendations and to shape
the multi-agency action plan.

e 18 June 2024, to agree the report, action plan and learning brief
document.

Confidentiality.

The content and findings of this review are confidential and should only
be made available to those professionals participating in the review
process, and where appropriate, their organisational managers. It will
remain confidential until it has been approved for publication by the
Home Office Quality Assurance panel.

The subjects of this review are the victim Mary, her 3 children, (Child 1,
Child 2 and Child 3), and her partner Robert, the perpetrator of abuse in
this case. These names are pseudonyms that have been agreed with
Mary’s family.

Mary was 39 years old at the time of her death. Her partner Robert was
42 years old. Mary was of white British ethnicity. Her partner Robert was
a self-defined Black Caribbean male.

At the time of Mary’s death, Child 1 was in their late teenage years. Child
2 and Child 3 were both of secondary school age. All three children were

2 Independent management reports.
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of a White British ethnicity. Addresses have been referred to in general
terms in order to prevent the family being identified.

1.6 Terms of reference.

1.61 Specific issues that will be considered, and if relevant, addressed by
each agency in their IMR are:

Were practitioners sensitive to the needs of Mary, Robert and
Mary’s children, and were they knowledgeable about potential
indicators of domestic abuse and aware of what to do if they had
concerns about a victim or perpetrator? Was it reasonable to
expect them, given their level of training and knowledge, to deliver
against those expectations?

Did the agency have policies and procedures for Domestic Abuse,
Stalking and Harassment, (DASH), risk assessment and risk
management for domestic abuse victims and perpetrators? If so,
were those assessments correctly used in the case of Mary and
Robert? Did the agency have policies and procedures in place for
dealing with concerns about domestic abuse? Were these
assessment tools, procedures and policies professionally accepted
as being effective?

Were Mary and Robert subject to MARAC, (Multi-Agency Risk
Assessment Conference), or another multi-agency forum?

Did the agency comply with domestic violence and abuse
protocols agreed with other agencies including any information
sharing protocols?

Were there missed opportunities for intervention? Do assessments
and decisions appear to have been reached in an informed and
professional way?

Did actions or risk management plans fit with the assessment and
decisions made? Were appropriate services offered or provided, or
relevant enquiries made in light of the assessments, given what
was known or what should have been known, at that time?

When, and in what way, were the victim’s wishes and feelings
ascertained and considered? Is it reasonable to assume that the
wishes of the victim should have been known? Was the victim
informed of options/choices to make informed decisions? Were
they signposted to other agencies?
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Was anything known about the perpetrator? For example, were
they subject to MAPPA, (Multi-Agency Public Protection
Arrangements), MATAC, (Multi-Agency Tasking and Coordination)
or any other perpetrator intervention programme? Were there any
injunctions or protection orders that were, or had previously been,
in place?

Were procedures sensitive to the ethnic, cultural, linguistic and
religious identity of the victim, the perpetrator and their family?
Was consideration of vulnerability or disability necessary? Were
any of the other protected characteristics relevant in this case?
Had Mary or Robert disclosed domestic abuse to any practitioners
or professionals and if so, was the response appropriate?

Was this information recorded and shared, where appropriate?
Were senior managers or other agencies/professionals involved at
the appropriate points?

Did the staff involved have the necessary skills and training?

Are there lessons to be learned from this case relating to the way
in which an agency, or agencies, worked to safeguard Mary,
Robert or Mary’s children, and to promote their welfare? Are there
implications for ways of working, training, management and
supervision, working in partnership with other agencies or
resourcing?

How accessible were services to Mary, Robert and Mary’s
children?

Did any restructuring take place during the period under review
and if so, is it likely to have had an impact on the quality of service
delivered?

Did the covid pandemic impact on the services offered to Mary,
Robert or Mary’s children, or to their ability to access those
services?

Methodology.

This overview report is an anthology of information drawn from
independent management reports, (IMRs), prepared by representatives
from the organisations that had contact and involvement with Mary,
Robert or Mary’s children during the agreed period.
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2.2 Aletter was sent to senior managers within each agency or body
identified within the scope of the review, requesting the commissioning
of IMRs. The aim of the IMR is to:

e Allow agencies to look openly and critically at individual and
organisational practice and the context in which practitioners were
working, (culture, leadership, supervision, training etc.), to see
whether Mary’s death indicated that practice needs to change or
be improved, to support the highest standard of service delivery.

¢ |dentify how and when those changes or improvements need to be
delivered.

¢ |dentify good practice within agencies.

e Provide an independent assessment of practice and service
delivery by ensuring that the individual responsible for the IMR has
not had involvement with anyone who is subject of the review. The
IMR was signed off by a senior manager from that organisation
before being submitted to the DARDR panel.

2.3 Each of the following organisations completed an IMR or a short
information report, (if an IMR was not required), for this DARDR:

a. West Yorkshire Police. (Police).
b. Wakefield District Abuse Service. (WDDAS).
c. Yorkshire Ambulance Service. (YAS).
d. Wakefield Children’s Social Care. (CSC).
e. Housing Needs Service. (HNS).
f. Youth Justice Service. (YJS).
g.ICB, representing Lupset Surgery, (LS), and the Grange Medical
Centre, (TGMC).
h. South West Yorkshire Partnership NHS Foundation Trust.
(SWYPFT).
i. Victim Support.
j- Mid Yorkshire Hospital Trust. (MYHT).
k. Turning point-Talking Therapies. (TPTT).
|. Turning Point-Drugs and Alcohol. (TPDA).
m. Wakefield Council Adult Social Care. (ASC).
n. Spectrum.
0. Harrogate and District Foundation Trust, Wakefield 0-19 Service.
(HDFT).
p. Leeds Teaching Hospitals Trust. (LTHT).
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3.31

4.1
4.11

Parallel reviews.

The coroner’s inquest had not been concluded at the time of writing this
report.

The review process.
Contributors to the review.

The review panel consisted of an Independent Chair and senior
representatives of relevant organisations, some of whom had contact
with Mary, Robert or Mary’s children. Others did not have contact with
them but brought valuable knowledge and expertise to the review
process. The IMR authors and the DARDR panel members, have not
been the immediate line manager of any staff involved with Mary, Robert
or Mary’s children.

4.12 The panel members were:

Organisation RP Member | Role

Chris
Independent Chair & Author Hogben Independent Chair & Author
Wakefield Safer Together Strategic Safer Communities
Partnership Manager

Wakefield Council (Housing
Needs Service) Service Manager

Wakefield Council (Wakefield
District Domestic Abuse

Service (WDDAS) Team Manager
Wakefield Council (Legal) Legal Manager - Childcare
West Yorkshire Police Detective Chief Inspector

Victim Support Area Manager
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Integrated Care Board

Designated Nurse Safeguarding
Children and Children in Care

Yorkshire Ambulance Service

Named Professional for
Safeguarding

South West Yorkshire
Partnership Foundation Trust

Associate Director of Nursing

Wakefield Council (Children
Social Care)

Service Manager

Wakefield Council (Youth
Justice Service)

Head of Early Intervention and
Prevention

Public Health

Partnership Commissioning
Officer

Harrogate and District NHS
Foundation Trust Wakefield O-
19 Service

Named Nurse Child Protection,

Turning Point - Drugs and
Alcohol

Deputy Operations Manager

4.13 The independent Chair of the review panel is a retired senior police

officer. As the strategic lead for crime investigation, criminal justice and
safeguarding both adults and children within Kent Police, he has
significant experience and knowledge of domestic abuse issues and
legislation as well as wider safeguarding issues. Having worked closely
with partner agencies in the multi-agency safeguarding field, he has a
clear understanding of the roles and responsibilities of those
organisations. He has a background in serious crime investigation,
including leading murder investigations, reviews and the chairing of
multi-agency meetings. Having undertaken review training within the
police service, he has also completed the new mandatory Home Office
training for independent chairs for DARDRs. As well as working as the
Independent Chair for DARDRSs, he also chairs Safeguarding Adult
Reviews and works on Mental Health Homicide Reviews commissioned
by NHS England.
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4.14 The Independent Chair has no association with any authority in

Yorkshire and is completely independent of all of the agencies involved
with this review.

Protected characteristics.

The report also considered the nine protected characteristics, (age,
disability, including learning disability, gender reassignment, marriage
and civil partnerships, pregnancy and maternity, race, religion and belief,
ethnicity, sex and sexual orientation) as prescribed within the public
sector Equalities Act duties® to assess if they were relevant to any
aspect of this review. The review considered whether access to services
or delivery of services were impacted upon by such issues.

a, Age- At the time of her death, Mary was 39 years of age, Robert
was 42, there are no known age considerations in this case.

b, Disability-Neither Mary or Robert identified as having any
disabilities. Both Mary and Robert disclosed issues related to mental
health to practitioners, this is explored within the report.

C, Gender assignment-This was not a consideration in this case.

d, Marriage and Civil Partnership-Mary and Robert were not married
or in a formal relationship at the time of Mary’s death. The evidence
would suggest that they were in an intimate relationship throughout the
period of the review.

e, Race- Mary was a White British female. Robert was a self-defined
Black Caribbean male. The review considered whether Robert may have
experienced challenges in engaging with services due to his race or
cultural background. The panel was mindful of high levels of mistrust of
policing and other services within the black community and that this may
have impacted on Robert’s ability to engage with services. Robert had
significant contact with the police, certainly from the age of 15 when his
forensic history started. This may have influenced his perception of the
police but the review recognised that Robert was able to engage with
other services. His engagement with Turning point* was good over a
number of years. He appeared to engage with health services

3 The general duty requires public authorities, in the exercise of their functions, to have due regard to
the need to eliminate unlawful discrimination, harassment, victimisation and any other unlawful
conduct prohibited by the act.

4 Turning Point provide support for people with drug, alcohol and mental health problems.
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5.2

6.2

6.3

appropriately. The review has been unable to find any evidence that
Robert’s race affected their ability to access services.

f, Religion and Beliefs- This was not a consideration in this case.

g, Sex-Sexis always a significant consideration in domestic homicide
reviews, (DHRs). Analysis from the British crime survey® suggests that
74.1% of domestic abuse victims identified by police forces in the year
ending March 2022 were female. Whilst this case does not involve a
homicide, the victim Mary was female, the perpetrator of abuse, Robert,
was male.

h, Sexual orientation-This was not a consideration in this case.
i, Pregnancy and Maternity- This was not a consideration in this case.

Although a number of these characteristics are relevant to the review
and were considered by the panel, there is no evidence to suggest that
they had an impact on the ability of the subjects of the review to access
services.

Family engagement.

The review panel considered which family members of Mary should be

consulted and involved with the review process. The Independent Chair
of the review was keen to involve the views of close family members of
Mary.

The Independent Chair wrote to Mary’s mother and separately to her
father, to introduce himself, to explain the review process and to
encourage their participation. He also provided them with the Home
Office and AAFDA® information leaflets. The letters were delivered by the
police family liaison officers. The Independent Chair also wrote to Robert
to inform him of the review and to invite him to participate in the process.
This was initially delayed due to an ongoing police investigation relating
to the domestic abuse allegations in order to avoid compromising the
police investigation.

Mary’s mother and father both agreed to participate in the review. The
Independent Chair met with Mary’s mother and her partner at their home

5

https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandijustice/articles/domesticabusevictim
characteristicsenglandandwales/yearendingmarch2022#sex

6 AAFDA---Advocacy After Fatal Domestic Abuse. A charitable organisation who provides specialist
support to families affected by domestic homicide. They also provide support, training and resources
to professional working in this field.
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6.4

6.5

6.6

6.7

6.8

6.9

address. The Independent Chair was accompanied at this meeting by
the police family liaison officer who had a good relationship with the
family and in particular, Mary’s mother. The meeting provided valuable
information relating to Mary’s life, a real insight into her perspective, and
a wider understanding of her relationship with Robert.

The Independent Chair also met separately with Mary’ father and his
partner at their home address. It was clear that whilst historically Mary’s
father had a good relationship with his daughter, he had not had much
contact with her during the last few years of her life, indeed when she
had visited him shortly before she died and asked to borrow £20, this
was the first time he had seen her for more than two years.

Mary was one of three siblings, one girl and two boys. It was clear that
Mary’s mother had a good relationship with each of her children,
including Mary. The family have lived in the Yorkshire area throughout
their lives although Mary’s mother and father separated a considerable
time ago.

Mary had attended local schools and had, in her mother’s words, ‘done
well” at school. Her mother described her as working hard during her
school years and achieving good results. She was occasionally subject
of bullying and left school at 16.

Having left school, Mary liked being involved in what her mother
described as ‘hands on’ care work, working as a carer and working in a
hospital setting. When she was 17, Mary’s mother stated that Mary
suffered what she described as a nervous breakdown and was admitted
to a local adult mental health unit as a voluntary patient for about 5
weeks.

It was whilst in hospital that she met a former partner who she went on
to marry a year or so later. Her mother could not remember if Mary was
18 or 19 at the time of her marriage. She had lived at home until she
was 18 before leaving to live with this partner. She was married to him
for about 9 years, giving birth during that time to three children. Mary’s
relationship was characterised by domestic abuse and her then partner
drinking alcohol regularly.

Mary’s mother said that although there were periods during her
relationship with the former partner where Mary did not see her mother,
they generally had a close relationship and this continued after that
relationship had ended. Then in 2013, Mary began a relationship with
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6.10

6.11

6.12

6.13

6.14

Robert. Mary’s mother said that Mary was quite a bubbly and outgoing
personality but, in her words, made poor choices in terms of boyfriends
and also at times, financially.

Mary was described by her mother as being devoted to her children and
always worked hard to provide for them. Mary had always wanted to be
a nurse and was undergoing her nursing training when she met Robert.
At this time, Mary’s mother would care for the children whilst Mary was
at work but this changed when she started the relationship with Robert
as he would care for the children. Shortly after Mary began her
relationship with Robert, she stopped doing her nursing training. Mary’s
mother was not sure why, but she believed that it was connected to
Robert as nursing was something that Mary had always wanted to do.
Mary did not really speak to her mother about Robert and she only
actually met him on one occasion in the four years that Mary and Robert
were in an acknowledged relationship. (Early 2013 to July 2017).

Mary’s mother firmly believed that Mary was regularly subject to
domestic violence as well as controlling and coercive behaviour. After
CSC had become involved with the family and the relationship had
broken up in 2017, Mary told her mother that she felt pressured to see
Robert. She was frightened of him and he had threatened to harm the
children and Mary if she didn’t see him. He told her that he would Kkill
himself if he could not see her.

Mary moved address when she parted from Robert in 2017, Mary’s
mother helped her move. Mary was determined to get her life back on
track, to do better and most importantly, get her children back following
the CSC intervention.

Mary’s mother said that she was not aware of Mary having mental health
problems during the period of the review. However, she did say that she
was aware of Mary drinking more than she should have been,
particularly in the last year or so of her life.

During 2022, Mary’s mother said that she did not see so much of Mary
because she was doing a lot of hours as a care manager in a care
home. She was aware that Mary seemed to have financial problems. On
occasions, she would receive a text asking for money. She now believes
that this was probably Robert using Mary’s phone but did not realise that
at the time. She would transfer money into Mary’s account and then the
next time she saw Mary, tell her to manage her money better.
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6.15

6.16

6.17

6.18

6.19

Although Mary’s mother did not see Robert during this period, there was
one occasion in August 2022 when she went to Mary’s address to deliver
presents for one of the children and she was not invited into the house.
She had to simply talk to Mary outside the premises, standing in the
street. She now believes that this was because Robert was inside. Mary
was hiding the relationship with Robert because she wanted to have
custody of her children and she knew that her family would not be
supportive of her being in the relationship with him.

The Independent Chair asked Mary’s family about whether there were
any barriers that may have impacted on Mary’s ability to engage with
services. Mary’s mother, her partner and then Mary’s father, all believed
that Mary would not report domestic abuse or her ongoing relationship
with Robert to the police and other services, as she was scared that her
children would be taken into care. She was also frightened of
repercussions from Robert, both in terms of violence towards herself and
the fact that Robert had told her that he would kill himself if she left him.

The Independent Chair explained the use of pseudonyms to the family;
they were asked if there were any specific names that they would like
the report to use with respect to Mary and Robert. Neither Mary’s mother
or father had any preference for the pseudonyms to be used. This was
accepted and the Independent Chair also undertook to share the report
with the family at an appropriate time.

The panel considered whether it would be appropriate to try and
interview Mary’s children to bring their voice into the review. It was noted
that all three children had significant mental health issues and that Child
1 was in prison for unrelated offences. The panel took advice from CSC
about whether the review should seek to interview Mary’s children.
Following that advice, the panel took the decision that it would not be
appropriate to seek to meet with Mary’s children as they had already
experienced significant trauma. The view of safeguarding professionals
was that attempting to involve them in the review would further
traumatise them and cause them additional emotional harm. They had
also been interviewed by the police as part of their investigation and the
police made summaries of those interviews available to the review.

Both Child 3 and Child 2 described their mother being a victim of
domestic abuse. They talked about Robert being abusive and belittling
towards their mother. The two younger children described seeing their
mother with a black eye about three weeks before her death. Their
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6.20
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6.22
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mother told them she had fallen over but they both firmly believed that
Robert had hit her. They stated that Robert was obsessed with the idea
that Mary was cheating on him and that this was a reason for much of
the abuse. Child 3 was present in the home when Mary was taken ill
after taking the overdose. Child 3 had been living with their grandmother
as a result of the care proceedings but had been allowed to return to her
mother’s care about 2 years before her mother died.

Child 2 talked about Mary being controlled by Robert, an example of this
being when Mary used to visit Child 2 and Child 2’s baby on Wednesday
each week. However, in the months leading up to her death, Mary
started making excuses for not coming, mostly telling Child 2 that she
did not have the money for fuel. Child 2 also described Robert as
controlling, Mary would have to get his permission to go anywhere.

Both Child 2 and Child 3 stated that their mother was drinking a lot,
particularly across the summer of 2022 and in the months before her
death. Although Child 3 said that they were not aware of Mary using
controlled drugs, Child 2 stated that they thought that Mary was using
cocaine, Child 2 described it as ‘crack cocaine’, which is a highly
addictive form of cocaine. Child 2 said that a week or so before Mary
died, Child 1 had told them that he had seen their mother smoking crack
cocaine. Child 2 also said that they had tried to contact Mary on several
occasions in the week before she died but other than one reply to the
effect that she was at work, Mary had not replied.

It was noted that both Child 2 and Child 3 had received a text from their
mother, immediately prior to her hospital admission. The text message
told them that their mother loved them, asked them not to be upset but
that she could not take any more of the abuse from Robert. The text also
said that she thought Robert would never leave her and would always be
accusing her of wrong doing.

The review has also benefited from the view of a friend and former work
colleague of Mary’s who had known Mary for about 4 years before her
death, they worked together at a local care home. To the best knowledge
of the friend, Robert had moved into Mary’s home about two months
before her death on an unofficial basis. She stated that this appeared to
affect Mary’s mental health. She was not aware of any domestic abuse
between Mary and Robert. She was however, very aware of Mary
drinking alcohol a lot. She described Mary telling her that she was
drinking a couple of bottles of wine most evenings and more on days
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6.24

7.2

7.3

7.4

where she was not working. She would drink alcohol with Robert and on
occasions, with neighbours. She did not believe that Mary used drugs
although she knew that Robert was a former drug user who used
methadone. The friend went on to state that Mary’s mental health
deteriorated, that Mary had started to take sertraline, handed in her
notice at work and reported sick from work.

The friend had visited Mary on 18 December 2022 as Robert had told
her that Mary was poorly. Robert had told her that Mary had taken some
tablets but had played down the quantity. She had told Robert to call an
ambulance before she left to go to work.

Background information.

Mary was born in 1983 and had limited contact with services during her
childhood years. From information provided to the review, it is clear that
Mary experienced trauma as a child in terms of adverse childhood
experiences, (ACEs)’. The panel determined that it was not appropriate
to include details of this childhood trauma but recognised the potential
impact that this may have had on her later life.

It is noted within Mary’s GP records that she suffered some
psychological difficulties in her adolescent years. The records do not
expand on this but the South West Yorkshire Partnership NHS
Foundation Trust, (SWYPFT), records documented a report dated 8
September 2001 which stated that Mary was assessed at an acute
hospital following her taking an overdose of her step father’s heart
medication combined with bleach. She was 18 years old at that time.

On 10 March 2002, a report produced by the crisis resolution service
following the assessment at the acute hospital and a referral by her GP,
described how Mary had felt very low, depressed and was constantly
thinking about ending her life. She also described hearing a male voice
in her head that she had suffered from since she was 14. Mary had
reported traumatic events in her childhood and had previously sought
counselling. She was unable to give any guarantees that she would not
harm herself, so she was admitted to a local adult mental health unit.
The date of discharge was not recorded.

On 23 July 2002, following her discharge from the informal admission,
she attended an outpatient appointment and shared that she was nine

7 O’Neil RS et al, Adverse Childhood Experiences, INTCAR,
https://doi.orh/10.1016/j.intcar.2021.100062

17|Page



7.5

7.6

7.7

7.8

7.9

weeks pregnant. She was excited and positive about this. She stopped
taking the anti-depressants and, after missing an outpatient appointment
in March 2003, she was discharged from the service back to her GP. The
SWYPFT records documented that Mary had no further contact with the
Trust’s services.

In January 2004, Mary was recorded as being involved in a domestic
abuse incident with her ex-husband. Due to this being recorded on an
old system, there was no further information available other than that it
was a verbal incident with no physical assault.

In June 2009, Mary was arrested to prevent a breach of the peace
having been found knocking on doors. Police records suggested that
she was irate, agitated and had been drinking alcohol. She was warned
about her behaviour and released from custody after a few hours.

Robert was born in 1980 and has had significant contact with services
from a young age, particularly with the criminal justice agencies. He had
a long conviction history which stretches back to 1995 when he was 15
years old.

Robert’s forensic history included convictions for violence, criminal
damage, theft, vehicle crime, witness intimidation, possession of an
imitation firearm, drugs, false imprisonment, failing to comply with
community orders and a probation order, burglary and robbery offences.
He has served several periods of imprisonment, the longest being an 18-
month sentence following a conviction in 2006 for false imprisonment,
witness intimidation, assault and criminal damage. These offences were
committed in the West Midlands area and were domestic abuse related.
The victim was an ex-partner.

Due to this conviction and the length of sentence, Robert became
eligible for multi-agency public protection arrangements, (MAPPA)?, and
on 17 October 2006’ a MAPPA meeting determined that he would be
managed at MAPPA level one.® Following his release from prison on
licence, he was recalled to prison having breached his licence by making

8 Multi-Agency Public Protection Arrangements (MAPPA) are a set of statutory arrangements to
assess and manage the risk posed by certain sexual and violent offenders. MAPPA were established
by Sections 325 to 327 of the Criminal Justice Act 2003.

9 There are three levels of MAPPA management to ensure that resources are focused where they are
most needed. ,Level 1 MAPPA: ordinary agency management, where the offender can be managed
by the lead agency in consultation with other agencies involved.
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further threats towards his ex-partner. Robert was again released in May
2007 when a decision was made to manage him at MAPPA level two'°.

Robert had been in contact with Turning Point-Drugs and Alcohol,
(TPDA), since 2007 and then had more sustained contact with the
service from 2013. Robert was on a methadone programme, being
prescribed more than 100mls. He informed TPDA that he was free from
illicit drugs in 2019.

On 30 September 2013, Robert was referred to the single point of
access, (SPA)", from Right Steps. Robert shared that he was suffering
from ongoing severe obsessive-compulsive disorder, (OCD), symptoms
and stated that he had suffered from mental health issues since he was
aged about 10. He also informed them that he had been sexually
abused as a child and had witnessed domestic abuse committed against
his mother. He shared that he had been receiving support from mental
health teams in Leeds and was currently engaged on a methadone
programme with Turning Point. He believed that his behaviour was
impacting on his partner and her three children. He acknowledged that
social care were involved. He also admitted a history of domestic abuse
against the mother of his eight-year-old child. When SPA were informed
by Turning Point that Robert had been referred to staff to look at his
psychiatric presentation, he was discharged from their service.

Agency records and Mary’s mother, inform the review that Mary and
Robert’s relationship commenced in 2013.

The first information relating to domestic abuse between Mary and
Robert was shared by Child 3 on 18 July 2014 whilst at school. Child 3
reported that Robert had been hitting them on a regular basis, including
hitting them with something hard whilst Child 3 was in the bath. Child 3
also stated that they had seen Robert shouting at their mother and
grabbing her by the throat. Child 2 was spoken to by practitioners, with
Mary’s permission, and Child 2 also reported seeing Robert hitting both
Child 3 and Mary. The children also said that Robert had threatened
them about telling others about what had happened to them. Child 2
informed the practitioners that they had seen Robert bringing drugs into
the house. When Mary was spoken to, she denied that Robert was using
drugs and that although Robert had lost his temper the previous night,

0 level 2 MAPPA is for those offenders who require an active multi-agency response.
" Single Point of Access (SPA) team in Wakefield acts a streamlined point of contact and triage for all
secondary mental health referrals in the area.
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she played down the incident. She also told practitioners that she had
been in a relationship with Robert for about 18 months.

Later the same day, a strategy meeting was held. It was decided that
there was insufficient evidence that a crime had been committed and
that CSC would conduct a more detailed assessment. If domestic abuse
was occurring, Mary would be sign posted to appropriate support
agencies.

Following this incident, an initial child protection conference, (ICPC), was
held enabling the effective sharing of information between agencies and
an agreed safety plan put in place to safeguard the children. Child 3 was
already staying with the paternal grandmother as Child 3 did not feel
safe at home. Mary signed a child protection agreement stating that
Robert would leave the premises until otherwise advised and the
children were placed on child protection plans under the category of
physical abuse. They remained on the child protection plans under this
category until March 2015.

On 24 April 2015, Mary reported being assaulted by Robert. She
informed police that he had slapped her and pushed her around. Robert
was arrested but not charged as it was felt that there was insufficient
evidence. A DASH'? risk assessment was completed; this was graded as
medium on the basis that the children had previously suggested there
had been previous assaults. Information was shared with health services
and CSC.

On 20 January 2016, Mary made a 999 call to the police but when they
attended, she said that Robert had calmed down and that they had a
verbal argument after she had ended their relationship. A DASH risk
assessment was completed, graded as standard risk.

On 14 April 2016, SWYPFT clinical records documented the child and
adolescent mental health services, (CAMHS), sharing information with
the Early Help Hub. During an appointment with Child 3, Child 3 had
reported that their step-father would punish her for not going to sleep by
breaking their toys and shouting at them. The children’s grandmother,
who together with Mary, had been present at the appointment, had

2 The purpose of the DASH Risk Assessment Checklist is to give a consistent risk assessment tool

for practitioners who work with adult victims of domestic abuse. It's used to help practitioners identify
those who are at high risk of harm and whose cases should be referred to a MARAC, (Multi-Agency

Risk Assessment Conference), meeting in order to manage their risk.
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shared that Child 3 also had unexplained bruising on their arms and
legs. Following the appointment, the grandmother had contacted the
service to state that Mary was providing misleading information by
stating that everything was okay at home. She also raised a number of
safeguarding concerns which the early help hub were already aware of.

On 19 April 2016, Mary informed practitioners that Robert had exposed
himself to Child 2 and asked Child 2 to perform a sex act on themselves.
Robert was interviewed and denied this. He stated that he had been out
to buy some sweets and drugs, had tried to urinate in an alley but was
disturbed by a dog and was buttoning up his trousers as he returned to
the car. He claimed that Child 2 had told him that his zip was undone but
had not seen his genitals. The police determined that there was
insufficient evidence to refer the case to the Crown Prosecution Service
for a prosecution decision to be made. The records document that this
decision was based on a lack of corroboration for the allegation made by
child 2.

Child 2 reports being a victim of assault by Mary on 9 June 2016. Child 2
had told Robert that they were not supposed to speak to him. He had
chased Child 2 saying that they ‘needed a good battering’. This had led
to Mary being angry, dragging Child 2 by the hair and punching and
kicking her child. Child 2 did not want Mary prosecuted and a decision
was made that CSC would provide intensive support work to the family.

On 28 July 2016, an ICPC was held with respect to the allegations made
by Child 2 about Robert exposing himself to Child 2 and inciting them to
perform a sex act in April 2016. As a result, both Child 2 and Child 3
were placed on a child protection plan under the category of sexual
abuse.

A further ICPC was held on 10 October 2016, all three children were
placed on child protection plans under the category of emotional abuse,
replacing the previous entry recording sexual abuse. They remained on
child protection plans under this category until 7 December 2017.

On 2 December 2016, Mary rang 999 to complain about Robert being
outside her address in breach of a child protection agreement and he
was refusing to leave. He left prior to police arrival. A DASH risk
assessment was completed, graded at standard.

On 21 December 2016, Mary reported an argument with Robert who had
again left prior to police arrival. As no offences had been committed, no
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further action was taken. A DASH risk assessment was completed,
graded at standard.

On 8 February 2017, Child 3 and Child 2 were referred to the CAMHS
SPA™, with Child 3 having been identified as being at risk of sexual and
emotional abuse and Child 2 having been diagnosed with autism
spectrum disorder. The children were both on a child protection plan.
They were both sign-posted to the independent sexual violence
children’s service. There was no evidence within the documentation of
cross referencing the referrals or risk assessment updating.

On 28 July 2017, Child 1 made a 999-call stating that Robert was at the
address, was aggressive and had thrown a chair at Mary. Police
attended but Robert had left. Mary made a number of allegations against
Robert. She agreed that she had been seeing Robert against CSC
advice because she was under pressure from him and scared about
what he would do to her and her children if she refused. This included
making threats to assault her and to kill her if he could not have her
anymore. She said that on 26 July, she had awoken to find Robert trying
to get into bed with her. She told him to leave but he had refused so she
called Child 1. Robert then left, but threw a lighter and her mobile phone
at her first, causing her pain. She then stated that the following day, she
had gone to Robert’'s mother’s address to give him £20 so he could go to
a family funeral. Throughout the day, he had been texting her demanding
more money which she declined. That evening, 27 July, Robert had
turned up at her address demanding more money. As Mary would not
give him any more money, he assaulted her and stole a further £23. He
had also thrown her phone on the floor and stamped on it.

The attending officers completed a DASH risk assessment and graded
the risk as medium. This was despite the fact that the risk assessment
documented that Mary was very frightened of Robert killing her, that he
had made threats to kill her and she was frightened of him being violent
towards her children. She also stated that she was depressed but coping
with it on her own. The risk assessment also recognised the risk of
stalking and the coercive and controlling behaviour of Robert towards
Mary. There was evidence of good information sharing between the
Police safeguarding unit and CSC with respect to this incident.

'3 single point of access.
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The Wakefield District Domestic Abuse Service, (WDDAS), received a
referral following the domestic abuse incident on 28 July. Mary was
contacted by telephone by a specialist domestic abuse practitioner. She
stated that she was now separated from the perpetrator, she had
support in place and did not want any further support. A letter offering
contact details was sent to Mary should she require support in the future
and the referral closed.

Robert was eventually arrested on 3 October 2017. He denied the
offences, claiming that he was the victim and that Mary was the
aggressor. The crime allegation was determined to have insufficient
evidence to charge as it was a one-on-one allegation and not in the
public interest to prosecute. The review noted that there was no
documented attempt to get a statement from Child 1, there was no
recorded effort to obtain the evidence from Mary’s phone with respect to
the text messages demanding money and it is unclear why prosecuting
an offender for serious domestic violence offences would not be in the
public interest.

On 29 July 2017, Mary reported to the police that a number of household
appliances had been stolen from her address, including the fridge
freezer, microwave oven, tumble drier and the TV. She had been staying
elsewhere due to her fear of Robert returning to the address. Robert had
a key to the premises. He was eventually interviewed about this in
October; he produced a council tax chaser letter which he stated proved
he had lawful access to the premises and that the items were his. As
Mary was unable to provide receipts for the property, no further action
was taken by the police. Again, a DASH risk assessment was submitted
when Mary made this allegation in late July but rather than complete a
new assessment, the officers simply submitted the one completed the
day before. This was a missed opportunity to highlight the escalating
behaviour.

It is noted by the review that Mary did not report any further domestic
abuse against herself by Robert to the police after this point.

In July, Robert attended his drug treatment review with Turning Point
Drugs and alcohol, (TPDA). He reported that he was not using illicit
drugs or alcohol which was supported by his urine test. He was
continuing to collect his methadone on a weekly basis, taking 54 mls
daily, and reported being stable on this. He stated that he was living with
his mother and two sisters.
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The Harrogate District Foundation Trust, (HDFT), records noted that they
received 4 domestic abuse notifications between 2015 and July 2017,
naming Robert as the perpetrator and Mary as the victim. Child 3 was
named as being present on three of the referrals.

Care proceedings were commenced by CSC in September 2017 with
respect to the children. These proceedings were undertaken due to
concerns about domestic abuse, sexual abuse, and dishonesty from
Mary with respect to her relationship with Robert and therefore, an
inability to protect the children from harm. These proceedings concluded
in August 2018 when final care orders were made with respect to all
three children.

On 8 March 2019, Child 1 had a mental health assessment. Child 1
reported three attempted overdoses during the past twelve months and
stated that they were happy with the thought of dying. Child 1 admitted
having previously taken cocaine. Child 1 also shared with practitioners,
that Mary was in a relationship with a male who was violent, aggressive
and had demonstrated inappropriate behaviour towards the children,
resulting in them all being taken into care. There was no record of any
referral to other agencies with respect to the domestic abuse reports
from within the family.

On 20 August 2019, Child 1 reported that they had been assaulted by
Robert. Child 1 declined to make a statement nor support a prosecution
against Robert. Child 1 refused to go back to Mary’s address. Child 1
informed the police that Robert was in a relationship with Mary, and he
attended the address a few times each month. There was no record of
any referral by the police to CSC with respect to the allegation of assault
or child safeguarding concerns arising out of it.

On 22 August, there was a recorded discussion between CSC and
CAMHS relating to Child 1. Child 1 would be remaining as a Child In
Need™ once the supervision order concluded as they were now
estranged from Mary due to her abusive relationship with Robert. It was
noted that this was not cross referenced with the other sibling records.

4 A child in need is defined under the Children Act 1989 as a child who is unlikely to achieve or
maintain a reasonable level of health or development, or whose health and development is likely to be
significantly or further impaired, without the provision of services.
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Narrative Chronology.

1 September to 31 December 2019.

Child 1 informed the CAMHS crisis team on 27 September, that they
were moving to a friend’s address as Child 1 had discovered that his
mother was still secretly in her abusive relationship with Robert, he had
seen evidence on his mother’s phone. This had led to a physical
altercation between Child 1 and Robert, resulting in Child 1’s need to
move to another address.

On 3 October, the information provided by Child 1 to CAMHS was
shared with CSC and a section 47 investigation'® commenced.

The Youth Justice Service, (YJS), began working with Child 2 following
her arrest for criminal damage on 18 October. An assessment was
completed and the appropriate outcome determined to be a conditional
police caution. The conditional caution process was managed by a YJS
practitioner nurse.'® Because Child 2 was a looked after child, and a lot
of professionals were already working with her, the YJS contact with her
was described as ‘light touch’. The YJS practitioner did have some
contact with Mary as part of the information sharing along with everyone
else involved in her care plan. The intervention with Child 2 ended in
March 2020 at the start of the covid pandemic.

On 4 December, Mary attended the GP surgery due to a medical
condition. A further appointment was made for 12 December but Mary
did not attend the appointment. She also did not attend a further
appointment on 19 December.

On 5 December, the SWYPFT records documented Child 1 reporting
themes of domestic abuse by Robert that they had been witnessing in
the family home, and their feeling of protectiveness towards Child 2 and
Child 3.

5 A Section 47 Enquiry, (Children Act 1989), is initiated to decide whether and what type of action is
required to safeguard and promote the welfare of a child who is suspected of, or likely to be, suffering
significant harm.

8 The YJS nurses were seconded from MYTT and were qualified to lead emotional and health
assessments and provide appropriate support.
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| January to 31 December 2020.

On 7 January, Child 1 presented at A&E, expressing suicidal ideation.
Child 1 informed practitioners that they were currently undergoing
therapy due to the domestic abuse they had been witnessing in the
family home. They were referred into CAMHS and a safety plan
discussed with Child 1 and the social worker.

On 6 February, Mary attended the GP surgery due to a medical condition
and was prescribed medication.

On 10 February, Robert was involved in three domestic abuse crimes
against his mother and sister. His sister accused him of stealing her
jewelry box. In the ensuing argument, Robert had thrown shoes at his
sister and shouted abuse at his mother. Robert was arrested but denied
committing any offences. His mother had changed her account from the
original phone call and his sister declined to make a statement. Robert
was released without charge.

On 11 February, the Wakefield Council Housing Needs Service, (HNS),
received a homeless application from Robert who stated he was a single
male. His application did not mention Mary or any information that might
make him a risk to partners.

Robert had informed his TPDA practitioner about the incident with his
mother and sister in February. In his March appointment, he informed
them that he was now speaking to his mother. He also stated that he
had been a domestic abuse offender and had been to prison in the past.

On 6 May, Child 3’s records were reviewed by the allocated school nurse
as they had been placed on the 0-19 vulnerable caseload as a looked
after child. As there were no concerns reported, Child 3 was moved from
the vulnerable child caseload to the universal plus pathway.

On 2 June, the school nurse documents that Child 3 had expressed
suicidal and self-harm thoughts but no ideation. Child 3 had emotional
support in school on a weekly basis. She also noted that Child 3 was
having weekly unsupervised contact with Mary at the family home.

On 3 June, Child 2 was referred to CAMHS enhanced outreach team by
the Youth Justice Team, (YJS). It was noted that Child 2 was now living
with Mary again.
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On 16 June, Mary did not bring Child 2 to a CAMHS appointment.
Further attempts were made on 19 and 25 June to contact Mary but they
were unsuccessful. A letter was sent offering a 14-day window to book a
further appointment. Cross referencing with the other siblings may have
provided a better understanding of both Mary and Child 2’s home
circumstances. Sharing information with safeguarding partners around
the inability to engage would have been good practice.

On 26 June, Mary had a telephone appointment with the GP regarding
back pain and was prescribed a short course of diazepam.'’

On 13 July, due to non-engagement, a decision was made to discharge
Child 2 from CAMHS. A letter was sent on 16 July confirming this. It is
noted by the review that Child 1 was also unable to be contacted by
CAMHS and CSC at about this time. There is no record of any
escalation of concern within the SWYPFT clinical records.

On 14 July, the school nurse documented a discussion with the school
about Child 3’s progress. Child 3’s mood had improved, the nurse
planned to make direct contact to offer a school nurse intervention
regarding emotional health.

On 20 July, Robert had an asthma review by telephone and was
prescribed an inhaler.

On 23 July, Mary had further contact with the GP regarding a routine
medical matter and was prescribed medication.

On 14 August, Child 1 was discharged from the CAMHS service.
Throughout the year to this point, Child 1 had engaged with numerous
appointments but these were all focused on personal mental health
needs and there were no further reported issues relevant to this review.
Child 1’s discharge was due to his moving to the Bridlington area. The
discharge was agreed with, and in collaboration with, CSC.

Throughout 2020, Robert engaged on a monthly basis with his recovery
worker for his drug programme treatment. Due to the pandemic, most of
the contact was by phone. Robert collected his methadone prescription
on a weekly basis and reported that he was not using illicit drugs.

On 2 September, Child 2 attended A&E with both their partner and Mary
having recorded a positive pregnancy test. Routine safeguarding checks

7 Diazepam is a medication known as benzodiazepine and is a treatment for anxiety, muscle spasms,
seizures and fits.
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were made. The review considered her maternity record and this
contained documented use of routine enquiry about domestic abuse by
the midwife whenever she saw Child 2 alone.

On 7 December, Child 1 was admitted to A&E following an overdose of
paracetamol tablets. Practitioners also noted superficial injuries to Child
1’s left arm. The safeguarding flags were noted as was the fact that
Child 1 was a looked after child residing with a temporary guardian. This
led to the CAMHS referral the following day.

On 8 December, Child 1 was referred back to CAMHS by a local
Hospital following an overdose, Mary was present at the hospital with
Child 1. The referral was accepted by CAMHS and a comprehensive
assessment undertaken. This information was not shared with CSC and
the cause of the overdose was not identified. As Child 1 was hesitant
about continuing support, the practitioner encouraged them to have a
follow up face to face meeting with the social worker which is seen as
good practice. According to the CAMHS records, they attempted to
contact CSC over the next few days without success, leaving messages
and escalating when no response was obtained. Contact was
maintained with Child 1 but as they refused face-to-face contact, this
was by telephone.

On 11 December, Child 2 attended A&E for a routine health matter. Child
2 was subject to some routine domestic abuse enquiry questions, stating
that they felt safe at home.

On 14 December, as Child 1 declined any further support and requested
a discharge from CAMHS, they were sign-posted to Turning Point. A risk
of non-engagement form was completed and sent to Child 1's GP.

On the same day, the school nurse tried to contact Child 3 at the foster
carer’s address by telephone but Child 3 was unavailable.

On 16 December, the school nurse spoke to Child 3. Child 3’'s weekly
visit to Mary had been cancelled so the nurse provided some verbal
reassurance. Other routine issues were discussed.

1 January to 31 December 2021.

In January, at his TPDA appointment, Robert reported being back at his
mother’s house until the lockdown was over, he would then seek
alternative accommodation. Whereas he had previously reported having
no children, he now informed the practitioner that he had four children
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but did not explain their whereabouts. There was no record of any
professional curiosity about the children or the risks that they may have
faced.

In January, Child 1 began working with the YJS following their arrest for
burglary and drug offences. It was subsequently determined that a
conditional caution would be the appropriate outcome in the
circumstances. YJS specialists worked with Child 1 who fully engaged
with the interventions, the conditional caution process was successfully
concluded by 2 July. Again, it is noted that Child 1 was a looked after
child and a number of professionals were already working with them.

On 10 February, Mary had a telephone consultation relating to muscular
spasms in her hand and swelling around her thumb. She was referred
for nerve conduction studies and a blood test.

On 18 February, Mary attended the GP practice for the blood test and
cervical screening.

On 23 February, Child 3 was referred to CAMHS SPA, due to suffering
from trauma caused by Mary’s ex-partner, (Robert). Child 3 was
described as having a sadistic/masochistic relationship with a girlfriend
and had made threats to kill the foster parents. It was also noted that
there were plans for Child 3 to move back to Mary’s care in April. The
referral was accepted.

On 5 March, Mary again attended the GP surgery for a further blood test
and for the results of the nerve tests.

On 25 March, Mary attended the GP surgery complaining of back pain.
She was prescribed diazepam and referred for physiotherapy.

On 28 March, it was recorded that Child 3 would be returned to the care
of Mary under a placement with parent agreement'® following a period of
social care assessment and positive changes made. The care order was
discharged in December 2021.

Mary did not present to her physiotherapy appointment on 16 April and
was discharged from the service.

On 17 May, Child 3 was assessed by CAMHS in the presence of Mary.
Mary shared with the practitioner that all three of her children had been

8 A 'Working Agreement' should be completed by the practitioner with the parents to clarify the
expectations of the parent(s) and ensure the child is safeguarded appropriately.
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taken into care due to domestic abuse and that Child 3 was aged about
5 or 6 when this started. Child 3 described significant levels of domestic
violence, including Mary being threatened with a knife by Robert, Child 1
intervening and the children hiding. This account was confirmed by Mary.
Child 3 also recalled self-harming as a mechanism for coping with the
level of abuse they were experiencing. Child 3 did tell the practitioner
that their relationship with Mary was now positive.

On 26 May, the school social worker spoke to the CAMHS SPA
practitioner informing them that Child 3 may not have been completely
open with CAMHS about the past trauma during their assessment as
this took place in the presence of Mary. The social worker was told that
there was an option of doing assessments without the mother being
present in complex cases.

On 20 May, Mary had a telephone consultation with the GP regarding
routine health matter.

On 5 August, Robert has a telephone appointment with the GP to review
a personal independence payment, (PIP), claim form. From the PIP
claim assessment form on the GP records, it was noted that it stated
‘there is a history of drug dependence and on methadone. A diagnosis of
OCD, depression, anxiety and asthma. Robert has been unable to work
for many years, he doesn’t leave the house, he gets anxious/panicky.
Robert struggles with communicating; he can end up getting into a fight.
Robert has been drinking alcohol in the past 2 months or so, he was
sign posted to Turning Point Alcohol support.”’ The PIP claim form was
completed.

In August, Child 3 attended an immunisation appointment. Initially there
were issues with this but after some reassurance, Child 3 accepted
them.

On 21 October, Robert had a telephone contact with the GP surgery
regarding a routine health matter. He attended a face-to-face
appointment later the same day with regard to the same issue.

On 26 October, the GP surgery received a letter from MYHT informing
them that Robert had attended A&E with regard to a health matter but
had left prior to treatment. This was confirmed by the MYTT records.

During his October TPDA appointment, Robert reported drinking alcohol
excessively, he had a conversation with his practitioner about addressing
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this before it escalated. Robert attended his appointments on a monthly
basis throughout 2021.

On 12 December, Mary provided her consent for Child 3’s influenza
immunisation.

1 January to December 2022.

On 21 January, Child 3 attended the first appointment with CAMHS core
team. It was noted that despite the information from the social worker in
May 2021, CAMHS continued to see Child 3 in the presence of Mary.
There was no documented evidence to suggest that the practitioner
considered seeing Child 3 without Mary being present.

At his February TPDA appointment, Robert talked about his alcohol use
in more detail. He described drinking a 2.5 litre bottle of cider per day
and doing this at least 5 days a week. He also said that he suffered
withdrawal symptoms. He stated that his drinking escalated when he
was staying with a friend who was a dependent drinker. He reported
being in what he described as an on/off relationship with a partner who
was very stubborn and they argued a lot. The practitioner determined
that Robert should be classed as a dependent drinker and they agreed
with Robert that he would be referred to the managing alcohol
programme, (MAP). However, Robert did not present at three
appointments for the MAP and, after this was escalated to the team
leader, he was referred to the community treatment team, (CTT)'®. The
review noted this as good practice.

Robert then engaged with his new recovery worker, claiming that he had
not used illicit drugs for years. He disclosed that his alcohol use had
increased to daily use and that he had not been able to attend group
sessions due to his ‘social circumstances’. He agreed to engage with a
slow reduction plan.

On 9 March, Mary did not bring Child 3 to a CAMHS appointment as
Mary did not feel well.

On 16 March, Child 3 attended a CAMHS appointment with Mary. Child
3 shared with practitioners that they had not wanted to attend but that
Mary wanted her to attend. Child 3 described self-harming as a means
of coping with anxiety. Child 3 also reported struggling with the foster

' Community drug and alcohol teams are specialist substance misuse treatment services, providing
community-based assessment and co-ordinated care planned treatment.
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carers as they were unkind. There was no record of the information
being shared with the local authority designated officer, (LADO).

On 30 March, Mary had a telephone appointment with the GP describing
night cramps, she was prescribed quinine and a blood test planned.

Throughout the year, Child 3 was offered regular appointments with
CAMHS but quite a few were cancelled by Mary during this period. In
July, Mary explained the non-attendance on the basis that she did not
realise that the appointments would continue during the school summer
holidays. There was also a last-minute cancellation due to the family
going on holiday.

In April and May, Robert missed 5 calls from his recovery worker. He
said that he was upset that no-one had been in touch with him. He had
not attended a review appointment with his non-medical prescriber,
(NMP), stating that this was due to his anxiety. During May, Robert did
not present for the appointments with either his recovery worker or his
NMP. At the end of May, Robert contacted the service, stating that his
grandfather had passed away and that his phone had been off.

At his June prescribing review, Robert informed his practitioner that he
was currently of no fixed abode and that he did not have a current
partner.

On 6 July, Robert contacted his prescribing practitioner and asked for a
holiday prescription as he was going away with his partner and what was
clearly Child 3. After ensuring that Robert had a secure box to keep the
medication in, preventing access to it by a child, the prescription was
granted. However, Robert contacted the service on 8 August, to state
that he was no longer going on holiday. There was no documented
record of any questions being asked to identify the child which would
have enabled a safeguarding referral to be made.

On 19 July, MYTT records documented Child 3 attending A&E with Mary
due to experiencing nose bleeds. Child 3 denied any trauma when
asked. The records show that practitioners noted the safeguarding flags
and that Child 3 had been a ‘looked after child’ until March 2021. Child 3
had two further presentations at A&E during 2022 but for reasons
unconnected to this review.

In August, a safeguarding referral was received by CSC as there were
concerns that Robert might be residing at the family address and Mary
was known to be denying that she was in a relationship with Robert
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despite clear evidence to the contrary. A multi-agency strategy meeting
was held the same day to consider the risk to Mary’s children and her
grandchild. A section 47 investigation was agreed and home visits made
to Mary’s address. The review noted that the social worker was able to
speak to Child 3 to get their voice into the assessment and to gain their
‘lived experience’, which is good practice. Mary was spoken to, denied
that Robert was living at the address but did inform the social worker
that she was in an on/off sexual relationship with him. As there was no
evidence to show that Robert was residing at the address, the case was
closed. The records would suggest that there was no consideration of a
referral to domestic abuse services despite Mary acknowledging that
she was having an on/off sexual relationship with Robert.

On the same day, an entry was made in the safeguarding node of the
SystmOne?® medical records by the 0-19 Service stating that a strategy
meeting had been held as Robert was believed to be living in the family
home. It recorded that he presented a risk of sexual abuse and domestic
abuse, and that he should not have any contact with Mary or the
children. It was also recorded that the threshold for a section 47
investigation had been met. From the GP records, it appeared that there
was no direct contact with the GP surgery with respect to either the
strategy meeting or the section 47 investigation.

On 16 August, the Wakefield Immunisation Service received a call from
Mary cancelling Child 3’s immunisation appointment for that day. It was
rescheduled for 23 August.

On 17 August, Robert contacted the surgery regarding a dental matter
and was sign posted to the walk-in centre.

On 23 August, Mary did not bring Child 3 to a rescheduled immunisation
appointment despite several reminders by text.

On 27 September, Child 3 was absent from school for the immunisation
session and the HPV 22" vaccination remained outstanding.

Robert had a full care plan review meeting in October with his recovery
worker, there were two further contacts in the meantime. Robert stated
that he had the unconditional support of his mother, partner and family

20 SystmOne is a clinical record system used to record patient care electronically.

21 HPV2 (Cervarix) provides protection against HPV types 16 and 18, which account for 70% of all
cervical cancers, and have been shown to be both clinically- and cost-effective in the local setting. It is
recommended for girls aged between 12 and 13 years.
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which was the strongest part of his recovery. He had an appointment
with his NMP later the same month and did not report any issues.

On 9 November, Child 3 attended her CAMHS appointment and spoke
about being tired and oversleeping. Mary did not bring Child 3 to further
appointments. As attempts to contact her were unsuccessful, a letter
was sent to Mary on 16 December, offering further appointments but
there was no response.

Robert had an appointment with his recovery worker in November at
which he informed them that he had moved into a friend’s address, the
address given was Mary’s. This was Robert’s last engagement with the
service before Mary’s death. The review noted that although the
engagement with Robert through the CTT was good practice, there was
no recorded sharing of information with partner agencies. This was
despite the fact that Robert had disclosed previous domestic abuse
offending and that he was staying with a partner and her child.

On 5 December, Mary had a telephone appointment with her GP
practice. She described her low mood; she reported that over the past 6
weeks her eldest child had vanished and that her grandchildren had
been taken into care. She described having suicidal thoughts but would
not act on them due to Child 3 living at home with her. Mary did not
disclose any alcohol or drug misuse. A follow up appointment was made
for 15 December and contact numbers for mental health support sent to
Mary’s phone. The review noted that Child 3 was seen as a protective
factor and that there was no domestic abuse enquiry despite mental
health being an indicator of abuse within the NICE guidance 2014%?, and
the safeguarding node entry from August.

On 15 December, the GP made three attempts to call Mary by telephone
for the planned follow up appointment but all three calls were
unsuccessful.

On a date in late December, YAS received a call from a male caller
stating that Mary had taken an overdose of citalopram and paracetamol
the previous day and that her condition had got worse. Mary could be
heard calling for help in the background. The YAS crew attended and
documented that Mary had taken in excess of 200 paracetamol and 11

22 https://lwww.nice.org.uk/guidance/ph50/chapter/recommendations
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sertraline? tablets. Mary was immediately conveyed to the Pinderfields
Hospital A&E department.

MYTT records document that Mary was admitted during the evening on
the date in late December, the relevant information was shared by the
YAS staff. MYTT practitioners spoke to Robert who informed them that
he had not seen Mary for two days, but when he last saw her at home,
she had a paracetamol box by her that was two thirds empty. The
records documented the fact that practitioners were unable to speak to
Mary as she had a reduced consciousness level and required immediate
transfer to the intensive care unit at St James Hospital. She was
described as critically ill. When practitioners spoke to Mary’s mother and
two younger children who were present at the hospital, they raised
concerns about domestic abuse by Robert.

The Leeds Teaching Hospital Trust, (LTHT), documented that Mary was
transferred to their intensive care unit in the early hours of a date in late
December where she remained until her death the following day. Mary
did not regain consciousness but the LTHT records documented
significant reports relating to domestic abuse made by the family
members who attended the hospital. They also documented domestic
abuse related information shared with them by MYTT and YAS
practitioners. LTHT made a safeguarding referral with respect to the
domestic abuse allegations.

Findings and Analysis.

A trauma informed approach.

The review had limited information about Mary’s childhood years but
agency records provided the review with some insight into the difficulties
that Mary experienced. From information provided to the review, it was
clear that Mary experienced trauma as a child in terms of adverse
childhood experiences. The panel determined that it was not appropriate
to include details of this childhood trauma but recognised the potential
impact that this may have had on her later life.

The GP records suggested that Mary suffered some psychological
difficulties in her adolescent years but did not expand on this. The
SWYPFT records documented Mary taking an overdose at 18 years of
age and when spoken to by practitioners, she explained that this was

23 Sertraline---prescription only medication for depression, anxiety, and sometimes panic attacks.
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connected to the trauma she had experienced as a young child. She
also went on to describe the low mood, depression and the voices in her
mind that she had suffered since she was 14 years old. At 18 years of
age, she was admitted for inpatient mental health treatment.

We know little about Robert’s childhood although the police records
showed that he had a criminal history which started with his first
conviction at just 15 years of age. He had an extensive list of previous
convictions which include offences of violence, dishonesty, drug related
offences and domestic abuse offending.

Adverse childhood experiences, ACEs, have been described as
potentially traumatic events in a child’s life that can have a negative,
lasting impact on their health and well-being in later life. This includes
maltreatment, abuse and living in an environment that is harmful to their
development. ACEs can affect the development of the brain, immune
and endocrine systems. Due to the high level of stress in their
environment, children who experience more adverse events, are more
likely to develop behaviours that are harmful to their health such as
smoking, use of illicit drugs, alcohol or anti-social behaviour. This can
then put the individual on a pathway to poorer adult health, with a higher
risk of diseases and mental health issues.

The identification and understanding of the impact of ACEs, enables
practitioners to adopt a trauma informed approach and to meet the
individual's care and support needs. The Office for Health Improvement
and Disparities, (OHID), document, ‘Working definition of trauma-
informed practice’, (published in Nov 2022)?*, defines trauma-informed
practice as an approach to health and care interventions which is
grounded in the understanding that trauma exposure can impact an
individual’s neurological, biological, psychological and social
development. The trauma informed approach encourages practitioners
to focus on ‘what happened to them’ rather than ‘what’s wrong with
them’. Trauma informed practice seeks to avoid re-traumatisation and
addresses the six principles of safety, trust, choice, collaboration,
empowerment and cultural consideration. The OHID goes on to state
that the purpose of trauma informed practice is not to treat the trauma
related difficulties, this would be the role of trauma-specialist services,

24 https://www.gov.uk/government/publications/working-definition-of-trauma-informed-
practice/working-definition-of-trauma-informed-practice

36|Page



9.2

rather it seeks to address the barriers that the individual affected by
trauma can experience when accessing health and care services. The
importance of taking a trauma informed approach is widely recognised
across service delivery including safeguarding, health and criminal
Justice agencies.

In Mary’s case, the traumatic events that she experienced may have
been reasonably expected to impact on her future development as she
moved from childhood through to early adult years. The health records
reveal the fact that Mary had been identified as suffering from
depression from a young age, around 14 years of age, with suicidal
thoughts at 18. However, there was no recognition of the potential
impact of traumatic experiences on Mary’s later mental or physical
health within her health records.

The panel noted that each of the health agencies have included trauma
informed practice and the understanding of ACEs as a core theme of
safeguarding training provided to frontline practitioners. The training is
designed to improve practitioners knowledge, understanding and
response to trauma. Each trust has signed up to the Wakefield plan for
health service provision to be trauma informed by 2030. This includes
ensuring that all policies, working practices and strategy reflect the need
for a trauma informed approach.

Understanding the impact of trauma and the need to adopt a trauma
informed approach to working with individuals who may have
experienced ACEs in their younger years is a core part of social care
training. This is reflected in social care practitioners work with children
and with adults. Panel members were confident that this was now firmly
embedded in both adult and children’s social care.

Substance misuse.

It is clear from the records of those agencies that had contact with Mary
and Robert, that both had issues with substance misuse on occasions,
whether that was illicit drugs or alcohol.

There is limited information held by agencies relating to either alcohol or
drug use by Mary. The police recorded an incident in 2009 when Mary
was drunk but there was no information held after this suggesting any
substance abuse. It is however, clear from the information provided by
Mary’s mother, her children and a work colleague friend, that Mary was
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drinking heavily during the summer of 2022 and the months leading up
to her death.

Although other adults, including Mary’s mother and her friend, were not
aware of any illicit drug use, Child 2 reported that they believed that their
mother was using cocaine in the months before her death. Child 2 also
stated that Child 1 informed her that they had seen their mother using
crack cocaine, a highly addictive form of cocaine. This was supported by
the fact the toxicology results from the post mortem examination
recorded traces of cocaine in Mary’s blood sample. At no time did Mary
disclose any concerns about her excessive drinking to her GP or raise
issues about other substance misuse. It was noted that Mary did not
present to any face-to-face appointments during the summer and later
months of 2022.

Robert has a long history of drug misuse and of engaging with drug and
alcohol services. Robert had been in contact with the inspiring recovery
service since 2007 and had sustained contact with the service since
2013. He had been on a long-term methadone programme and with the
exception of a period in April/May 2022, he engaged well with the
service. He rarely missed an appointment. In 2019 Robert reported that
he was illicit drug free, this was supported by the result of a urine test in
July 2019. There were no documented further drug tests carried out with
Robert after the test in July 2019. There was also no record of an echo
cardiogram, (ECG), being conducted. It was noted that because Robert’s
methadone prescription was below 100mis, there was no requirement to
carry out regular ECGs. The Department of Health 2017 guidance states
that a person subject of a methadone programme could be subject to
testing to confirm compliance and/or monitor illicit drug use as part of
that programme. This would be seen as good practice. The panel noted
that drug testing for those on methadone programmes was postponed in
early 2020 due to the covid pandemic.

During his October 2021 TPDA appointment, Robert disclosed that he
was drinking excessively and had a conversation about addressing this
before it escalated. At his February 2022 appointment, Robert indicated
to the practitioner that he was drinking about 2.5 litres of cider per day.
He also stated that he had withdrawal symptoms and that his drinking
had escalated since moving in with a friend who was a dependent
drinker. He did not identify the friend. The practitioner determined that
Robert was now a dependent drinker and agreed with Robert that he
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would be referred to the managing alcohol programme, (MAP). However,
Robert did not attend three appointments for the MAP. This was then
escalated to the team leader and a decision made to refer Robert to the
community treatment team, (CTT).

Ward and Preston-Shoot, (W and PS), provide guidance in their
safeguarding dependent drinkers report, (2020). They describe
dependent drinkers who are not only hard to engage but are also
vulnerable and have a significant impact on public services. W and PS
make a number of key points; firstly, that the Care Act 2014 does apply
to people with alcohol problems. They also remind professionals that it is
a misconception that dependent drinkers are making life style choices.
Alcohol dependency, as with drug addiction, is a compulsive behaviour
and should be considered when assessing an individual’s mental
capacity, particularly their executive capacity?®. W and PS recommend
the use of assertive outreach teams to try and engage with dependent
drinkers who are either difficult to engage with or who refuse to accept
services offered. They suggest commissioning alcohol services that
meet the needs of clients through persistent, assertive services built on
relationship building, harm reduction and motivational interventions.

The decision to refer Robert to the CTT after he did not attend three
MAP appointments was noted by the panel as good practice and in line
with the W and PS research described above.

The panel recognised that health agencies had taken steps to improve
the skills, knowledge and confidence of practitioners with respect to
identifying service users who may abuse alcohol or other substances
and to make the relevant referrals for support where required.

MYHT mandatory ‘think family’ training includes input on the recognition
of the complexities, challenges and risk, associated with service users
who misuse substances including alcohol. HDFT report that substance
misuse training is being delivered to practitioners and that this should be
completed by April 2024.

The WYICB safeguarding team are not responsible for the sole offer of
GP practice training but have included input on the ‘toxic trio’; the risk of
child abuse and neglect from a combination of domestic abuse, parental
mental health issues and parental substance misuse?®, for practice

25 The ability to not only understand the decision in the abstract but to know when to put the decision
into effect and the ability to execute it
26 The toxic trio, (Brandon 2009).
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9.3

safeguarding leads at training events. The training has also promoted
the use of professional curiosity and challenge.

Each of the agencies reported that there were appropriate referral and
sign posting pathways available and that they were confident that their
practitioners knew how and when to access them.

Engagement and professional curiosity.

Professionals who had contact with Mary, experienced challenges in
engaging with her throughout the review period, and indeed before
September 2019. Mary had significant contact with services but on many
occasions refused to provide information or provided inaccurate and
misleading information to practitioners.

Mary engaged with the police and reported domestic abuse incidents up
to and including those in late July 2017. Although the reasons are
unclear, what was certain is that she did not report any further domestic
abuse incidents against herself to the police after that point. From the
information provided by family members, and the texts that Mary sent
prior to taking an overdose in December 2022, she continued to be a
victim of domestic abuse after July 2017 but did not report this. Although
the review has not specifically reviewed the police investigation into this
incident, it appears from police documentation that some lines of enquiry
were not pursued that may have led to a more positive outcome. The
decision subsequently being made not to prosecute Robert, a male with
a history of domestic abuse offending, for the offences alleged by Mary.
This decision, together with a DASH risk assessment which the panel
noted would not appear to accurately assess the risk to Mary, are
considered by the review as a missed opportunity. The DASH risk
assessment will be considered in more detail under section 9.4 of this
report.

Having been told by the police that they could not prosecute Robert
because it was a ‘one on one’ allegation, it is possible that Mary believed
there was no point reporting offences committed by Robert as if there
were no independent witnesses, the police would not prosecute. She
would then face consequences from the man she had already told the
police she was frightened of. (He had made threats to kill her and harm
the children).

The children were taken into care in 2017, but by June 2020, Child 2
was living with Mary and Child 3 was having weekly unsupervised visits
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to their mother. On 3 June 2020, Child 2 was referred to CAMHS but
Mary did not take Child 2 to the appointment on 16 June. Further
attempts were made on 19 and 25 June to contact Mary but they were
unsuccessful. A letter was sent to her but as there was no response,
Child 2 was discharged from the CAMHS due to non-engagement. The
review noted that both CAMHS and CSC also had difficulties in
contacting Child 1 at this time. There was no record of any professional
curiosity or escalation of concern within the SWYPFT clinical records,
despite the risk previously identified around the family.

Prior to 2022, Mary did not attend appointments on occasions, an
example being in April 2021 having been referred for physiotherapy, she
did not attend the appointment and was discharged from the service.
However, she did present on to the majority of appointments. This
changed in 2022. Although Mary herself has minimal engagement with
the GP service for personal needs, she did not take Child 3 to a number
of appointments during the year. This included immunisation
appointments at the GP practice and to CAMHS appointments. A holistic
view of the information held by services, and from the information
provided to the review by Mary’s family, would suggest that this time
period corresponds with Mary drinking heavily. It was also of note that
Robert did not engage with his recovery worker or with his NMP during
April and May 2022. When he does engage with the recovery worker
earlier in the year, he disclosed excessive alcohol use and that he was
staying with a friend who was a dependent drinker.

Although there was a documented history of safeguarding concerns and
domestic abuse within the family, there was no evidence of any
professional curiosity within the records of CAMHS or the GP service,
with respect to understanding why Mary did not bring Child 3, a child
who until recently was a looked after child, to her immunisation
appointments or those with CAMHS.

WDDAS received a referral from the police relating to Mary as a victim of
domestic abuse following the serious incident that occurred in late July
2017, the referral was received on 10 August. Mary was contacted by a
specialist domestic abuse practitioner by telephone within 24 hours of
the referral being received. Mary declined any support, stating that she
was now separated from the perpetrator, she had support in place and
was staying in a safe place. She also added that her children were on a
child protection plan and she was working with CSC in respect to this.
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The record documented that there was a full discussion with Mary which
explored her wishes but there was no record of a DASH risk assessment
being completed. There was also no liaison with partner agencies to
clarify the risk that Mary faced or to share information, including with
CSC. The panel noted that WDDAS have since made policy changes to
ensure that DASH risk assessments are carried out for all referrals to
their service in which the risk is clearly articulated. Referring partners are
always contacted on closure of the referral to provide feedback and an
outcome update which is recognised as good practice.

Identifying and referring domestic abuse.

The review considered the issue of domestic abuse training as a key
element of enabling frontline practitioners to identify the risk of domestic
abuse in service users, and where appropriate, to take the necessary
action to mitigate that risk. It was clear that each of the agencies
involved in this review have policies, and provide training for staff,
relating to domestic abuse. However, it was noted that the level of
domestic abuse training that staff had received was not consistent
system wide. It was recognised that whilst front line practitioners had an
understanding of domestic abuse, the knowledge of specific aspects of
domestic abuse, including coercive/controlling behaviour and ‘stalking,’
were less well developed.

The panel observed that the Wakefield Council Strategic Safer
Communities Team now provide training sessions for practitioners
system wide relating to domestic abuse. One of these sessions
specifically focusses on the ‘power of coercive control.” This was seen as
good practice.

The NICE guidelines, 2014?7, recommend that frontline staff in all health
services, are trained to recognise the indicators of domestic abuse and
that they should ask relevant questions to support service users to share
their past or current experiences of such abuse. The recommendation
states that the enquiry should be made in private, on a one-to-one basis
and in an environment where the person feels safe. The guidance goes
on to emphasise the need to specifically ensure that trained staff ask
about domestic abuse experience when dealing with service users in
relation to antenatal and post-natal care, and mental health issues. NICE

27 https://lwww.nice.org.uk/guidance/ph50/chapter/recommendations
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state that this should be a routine part of good clinical practice, even
where there are no indicators of domestic abuse.

The panel supported the importance of frontline health staff being trained
to recognise indicators of domestic abuse and the need to ask relevant
questions of services users to identify those at risk of such abuse. It was
however, noted that the guidance from NICE was issued in 2014 and
may require updating. It was recognised that there is inconsistency in
terms of how this guidance is applied, not just nationally, but across
regions, with some areas practicing routine?® enquiry, others relying on
targeted enquiry?® and many practitioners not asking questions about
domestic abuse at all. The panel felt that the guidance would be
enhanced by greater clarity about the use of routine or targeted
enquiries. It was also noted that relevant legislation has changed,
making children victims of domestic abuse in their own right under the
2021 Domestic Abuse Act. Consideration may need to be given to
amending the guidance to reflect this and its impact on practitioner’s pro-
active use of domestic abuse enquiries.

In Mary’s case, there was no evidence within the GP records, of any
routine or targeted enquiries regarding domestic abuse being made in
line with the NICE guidance. This was despite the presence of not only
indicators of domestic abuse, in particular that of mental health, but
more specifically, a history of domestic abuse. It was noted that although
a significant number of reports were made about domestic abuse,
particularly by Mary’s children, these were not shared with the GP
practice until the entry in the safeguarding node of the SystmOne health
record on 9 August 2022. This referred to the strategy meeting. This
entry recorded the risk presented by Robert through sexual and
domestic abuse to Mary’s children. Whilst there appeared to have been
no direct contact with the GP practice from CSC, or the sharing of
meeting minutes of the outcome of the section 47 investigation, the risk
of domestic abuse within the family was visible to the GP practice from
this date.

When Mary made contact with the GP surgery on 5 December 2022, she
described being in a low mood. She reported having suicidal thoughts

28 Routine enquiry is a term used to describe asking all service users about their experience of
domestic and sexual violence. No signs of abuse or suspicions of abuse are needed as routine
enquiry involves asking everyone.

29 Targeted enquiry involves relevant practitioners applying a "low threshold for asking" whether the
client is experiencing violence and abuse when the client presents certain indicators of such abuse.
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but would not act on them due to Child 3 living at home with her. The fact
that the GP considered Child 3 as a protective factor will be examined at
section 9.6 of this report, but it was noted that there was no record of
any professional curiosity around the risk of domestic abuse to Mary.
The GP did arrange a follow up appointment for 15 December but this
was not a face-to-face appointment but a further telephone engagement.
It was an issue of concern to the review that the GP, with a service user
expressing suicidal ideation and information within the medical records
raising the risk of domestic abuse, did not use any professional curiosity
in making enquiries about domestic abuse with the patient. It was
acknowledged that asking such questions by telephone would not
normally be seen as good practice but there was no record of the GP
seeking to arrange a face-to-face appointment, indeed the follow up
appointment that was scheduled, was a telephone one. The panel noted
that the GP was actually a training registrar but that should mean that his
work was being overseen by an experienced GP. There was nothing in
the medical records recognising the need for domestic abuse enquiries.

In late July 2017, the police respond to a 999-call made by Child 1 and
spoke to Mary who made a number of allegations against Robert. These
allegations included his entering her address late at night and trying to
get into bed with her. When she refused, he was aggressive, assaulted
her and caused damage. The previous day, Robert had demanded
money from Mary, whilst she gave him £20, he made more demands by
text during the day. When she refused to give him more money, he
assaulted her, stole £23 and smashed her phone. Mary also informed
the officers that she was frightened of Robert as he had threatened to Kill
her and cause harm to her children. It was noted that Robert had a
significant history of violent crime, including violence against previous
partners.

The attending officers completed a DASH risk assessment and graded
the risk as medium despite the fact that the risk assessment
documented that Mary was very frightened of Robert killing her, that he
had made threats to kill her and she was frightened of him being violent
towards her children. She also stated that she was depressed but coping
with it on her own. The risk assessment recognised the risk of stalking
and the coercive and controlling behaviour of Robert towards Mary. Had
a greater degree of professional curiosity been exercised, the fact that
Robert had an extensive history of domestic violence and the
information held by CSC, may have led the decision makers to the
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conclusion that the risk assessment should have been graded at high.
The review noted that the West Yorkshire Police guidance for officers,
states that all sources of information should be used by staff and that the
victim should not be viewed as the sole source of information for the risk
assessment process. It is reasonable to conclude that the information
contained with the DASH risk assessment itself could, and perhaps
should, have attracted a high-risk grading, even without the professional
curiosity.

The importance of grading of such incidents as high risk is significant as
had this incident been graded at high, then this would have led to the
case being considered at MARAC. This would have seen each of the
appropriate safeguarding agencies sharing information, a better-
informed risk assessment and a more effective risk mitigation plan being
implemented.

It was noted that the officers did recognise Robert’s behaviour in July
2017 as stalking, the four factors of stalking being ‘fixated, obsessed,
unwanted and repeated.’ Robert’s behaviour would have met this
threshold and as such, should have been subject of a separate crime
allegation. Stalking, and the policing response to it, were a national issue
for UK policing and the Crown Prosecution Service, (CPS), in 2017. In
2019, the Stalking Prevention Act 2019*° was introduced, together with
the introduction of stalking prevention orders. When the officers dealt
with the burglary allegation on 29 July 2017, they merely attached a
copy of the DASH risk assessment completed the day before at the
previous incident rather than comply with their force policy and complete
a new risk assessment with the additional information. This was another
missed opportunity to identify the risk Mary faced as being high risk and
initiating cross agency information sharing and a more effective risk
assessment and mitigation plan.

The review considered the changes that West Yorkshire Police have put
in place since 2022 in order to improve the way that they identify and
manage the risk to victims of domestic abuse and the risk posed by the
perpetrators of such abuse.

First time perpetrators who are assessed at standard risk and receive a
conditional caution can be referred to the CARA, (Cautions and

30 The Stalking Protection Act 2019 received Royal Assent on 15 March 2019. The Act achieves this
by creating a new civil Stalking Protection Order (SPO) which — on application by the police to a
magistrates' court — would impose prohibitions and requirements on the perpetrator.
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Relationship Abuse). This is an awareness raising intervention which
works with perpetrators to address their behaviour, developing skills to
improve relationships and parenting. This involves two sessions across
two workshop events.

The Wakefield District is running a local domestic abuse pilot; the
Wakefield Risk Management Unit, (RMU), started in January 2023 and
has been extended, it has also been subject to evaluation. The RMU are
responsible for the immediate 24-hour response to domestic abuse
incidents. This includes ensuring the quality of DASH risk assessments,
managing cases where victims are unable to engage with officers,
managing the tasking for the specialist IDVA®' response and overseeing
perpetrator management for those perpetrators identified as being high
risk. Managing these perpetrators is carried out through two integrated
offender managers, (IOMs), who will take referrals from the probation
service and MAPPA, as well as repeat MARAC offenders. This is very
similar to the way that high risk offenders are managed under MAPPA,
(i.e., sex offenders or other qualifying offenders who pose a significant
risk of serious harm to the public).

The domestic risk assessment meeting, (DRAM), which is aligned to the
MARAC process, meets daily, (not over weekends or Bank holidays).
The meeting brings together representatives from the police, CSC,
WDDAS, adult social care, (ASC), probation, housing and health. Their
purpose is to provide immediate, cross agency risk assessment of all
high-risk domestic abuse incidents and all medium risk graded, repeat
cases. The primary focus of the DRAM being to safeguard children and
adults whilst providing oversight and management of perpetrators. The
panel noted both the DRAM and the RMU as potential good practice,
subject to proper evaluation.

Throughout the period covered by the review, safeguarding agencies
who had contact with Mary and the children, were told by Mary that she
had separated from Robert and despite evidence to the contrary, Mary
maintained these denials with minimal challenge. (She did make an
admission to seeing Robert on an on/off basis to a practitioner in August
2022). Practitioners viewed this separation as a protective factor, both in
terms of the risk of domestic abuse and from the child protection

31 Independent Domestic Violence Advisor, the main purpose of IDVAs is to address the safety of
victims at high risk of harm from intimate partners, ex-partners or family members to secure their
safety and the safety of their children.
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perspective. Separation is recognised as a trigger for escalating risk in
domestic abuse in the research by Professor Jane Monkton Smith et al
in 202232, This research describes eight stages that show a potential and
incremental escalation in risk towards suicide in victims of domestic
abuse:

Stage one- A history of domestic abuse, either in the perpetrator or
victim’s history.

Stage two- A controlling relationship that develops quickly, often
involving early co-habitation and/or pregnancy.

Stage three- In all of the cases that this research looked at, the
relationship was dominated by control and abuse, often from a very early
point within that relationship.

Stage four- In 83% of the cases, the victim disclosed abuse, not always
to services, but to family members. Other research, (Vasiliauskaite and
Gaffner 2020)33, found that shame and secrecy were influential in
preventing disclosure by victims but also fears of retaliation and fears of
not being believed were key issues. Monckton-Smith et al go on to
describe disclosure as an escalation in risk, not the beginning of risk
progression. They observed that control and abuse may already be at a
high level of risk at the point of first disclosure.

Stage five- Help seeking was present in more than 80% of the cases
this research looked at, it came after the first disclosure. They quote
previous studies that found that victims do not report abuse or seek help
where they believe that the service would not be useful or they might not
be believed. Monckton-Smith et al describe active help seeking as
potentially being seen by the perpetrator as challenging their control and
can provoke consequences for the victim.

This research also noted that although calls to the police were made in
78% of the cases they looked at, the police intervention did not, in any of
the cases, halt the abuse or the stalking, this included cases where the
perpetrator was arrested, charged and released on conditional bail and
where the perpetrator was in prison. They also noted that the lack of

32 Building a temporal sequence for developing prevention strategies, risk assessment, and
perpetrator interventions in domestic abuse related suicide, honour killing and intimate partner
homicide. Monckton-Smith et al, 2022.

33 Eight Forms of Abuse: The Validation and Reliability of Two Multidimensional Instruments of
Intimate Partner Violence--- Vasiliauskaite and Gaffner 2020.
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consistency, especially in risk considerations across agencies, was
described by families of the deceased, to actually encourage the
perpetrator.

Stage 6- In a high percentage of cases, suicidal ideation was identified.
This tended to coincide with the victim feeling trapped and in a hopeless
situation. It was noted that there were cases where the perpetrator
actively encouraged the victim to end their life. Monckton-Smith et al
identified previous research that found that children were a protective
factor in suicidality and the primary reason why victims did not act on
such thoughts. Monckton-Smith et al also observed that the thought of
having lost the children would create a feeling of entrapment and
hopelessness.

Stage 7-In just under half of the cases looked at, the relationship
between victim and perpetrator had ended but the contact, control and
stalking persisted. Perpetrators seemed oblivious to the deteriorating
mental health of the victim, some actively encouraged suicide. In most of
the cases considered, the victim had said that they were trapped in a
situation from which they felt there was no escape.

Stage 8- The suicide.

Applying this model to Mary’s case, there was clear evidence that both
Mary and Robert had histories of domestic abuse. Mary as a victim
through a previous relationship, Robert as a perpetrator from a previous
relationship. Furthermore, Robert was a high-risk domestic abuse
perpetrator who had been managed through MAPPA in recognition of his
risk to a previous partner. In terms of stages 2 and 3, information from
Mary’s mother would suggest that Mary and Robert’s relationship
developed quickly and was characterised by domestic abuse from an
early point.

The information from Mary’s family and from agency records would
suggest that the level of abuse, including both physical violence and
sexual abuse, escalated during the relationship. Mary disclosed abuse to
her mother but also to services, including the police. Mary sought help,
particularly from the police in 2017 as the level of abuse increased but
she was informed that the police could not take action against Robert as
she was reporting one on one allegations. The escalation of abuse and
the disclosures, both to family and to the police, could be seen as stages
four and five in the sequence model. The separation in 2017, rather than
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a protective factor that some services saw this as, could be seen as a
trigger for further escalation of the abuse. As described by Monckton-
Smith et al, police intervention did not mitigate or reduce the risk of
further abuse. The controlling behaviour, stalking and physical abuse
continued.

When we consider stage six, Mary’s mother had informed the review that
Mary was fearful of having Child 3 taken into care which is why she
consistently denied having any relationship with Robert in the period
immediately prior to her death. Monckton-Smith et al specifically
observed that the thought of having lost the children would create a
feeling of entrapment and hopelessness. Agency records, and
information from Mary’s family, also suggested that Mary’s use of alcohol
significantly increased throughout 2022, the year prior to her death. This
may be an indication that Mary was developing feelings of hopelessness
with no escape other than through alcohol abuse.

In stage seven, the research observed that in half of the cases they
looked at, even though the relationship had ended, the abuse continued
which was mirrored in Mary’s case. The stalking and controlling
behaviour continued up to the day of Mary’s death. Agency records
informed the review that Robert was present in Mary’s address at the
time of her taking an overdose. The texts that she sent to her children
recorded the feelings of hopelessness and the fact that she simply could
not see any other way to escape from the abuse and controlling
behaviour that Robert was subjecting her to. Mary then took her own life,
reflecting stage eight as described by Monckton-Smith et al’s research.

Understanding the eight stages of domestic abuse related suicide and
particularly the impact of controlling behaviour and stalking, would help
practitioners recognise the risk to victims. The successful use of
checklist risk assessments such as DASH, requires practitioners to have
a sound understanding of coercive control and domestic abuse, (Turner
et al, 2019)**.

Information sharing.

The sharing of information between agencies to enable a more holistic
understanding of the risks that Mary faced and her support needs, was a
key issue throughout the review. The sharing of information between the

34

https://www.researchgate.net/publication/345039139 Dashing_Hopes_the_Predictive_Accuracy_of _
Domestic_Abuse_Risk_Assessment_by Police
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safeguarding partners was a key element of enabling decision makers to
understand the holistic picture around Mary and to have a better
appreciation of the risks she, and her children, faced. The panel noted
that there were many examples of good information sharing between the
safeguarding partners. This included the sharing of information between
safeguarding partners following the domestic abuse incidents in July
2017 and August 2022. Relevant information was shared between the
police, CSC and the children’s school in a timely manner. In August 2022
there was also limited information shared with the GP practice about the
fact that a strategy meeting had been held to consider concerns about
domestic and sexual abuse.

The sharing of information, and seeking of information from partners,
was not always of a consistently good standard. There were occasions
where information was not shared or referred appropriately. CAMHS had
information relating to domestic abuse whilst working with Child 1 in
March 2019 but there was no referral or other sharing of information with
partners. In June 2020, Child 2 was not brought to a CAMHS
appointment and two further attempts to engage with Mary were
unsuccessful. CAMHS discharged Child 2 from the service without
reaching out to safeguarding partners or cross-referencing Child 2’s
case with that of their siblings which again may have enabled them to
have a better understanding of the risk of domestic abuse in Child 2 and
the family’s case. Child 3 had contact with CAMHS in 2021. During an
assessment in May, Child 3 made a very clear report about domestic
violence, including describing an incident where Robert threatened Mary
with a knife. Again, there is no evidence that any referral was made to
partner agencies.

The panel noted that SWYFT have reviewed and updated their ‘did not
attend’ policy since Mary’s death in December 2022. The guidance has
strengthened the policy and has been shared widely with practitioners
through supervision meetings and the trust’s intranet page. The trust
safeguarding training has also been updated to include ‘was not brought’
and linking it to neglect.

The GP records would suggest that although agencies were aware of
significant domestic abuse and indeed, the risk of domestic abuse was a
key reason that the three children were subject of care proceedings in
2017, information was not shared with them until the safeguarding node
on the SystmOne medical records was updated in August 2022. There

50|Page



9.6

was rightly significant cross agency information sharing and focus on
safeguarding the children in 2017 and onwards, with the main concerns
being domestic abuse and sexual abuse. Yet throughout the period
under review, and indeed from late 2017, there were no referrals or
safeguarding concerns raised with respect to Mary, despite a number of
disclosures made by her children.

Robert had an appointment with his recovery worker in November 2022
and although he referred to her as a friend rather than a partner, the
address given was Mary’s home. Although the use of the CTT to secure
engagement with Robert and to try and tackle his self-disclosed alcohol
misuse is recognised as good practice, there was no evidence of any
information being shared with partner agencies. This was despite the
fact that he had disclosed during the summer, just a few months before,
living with a partner and planning to go on holiday with her and Child 3.
Robert had previously disclosed being a domestic abuse perpetrator. In
August, agencies had held a strategy meeting and had initiated a section
47 investigation focused on the risk that Robert presented to Mary’s
children and grandchildren, much of this hinged on establishing that
Robert was living at, or accessing, Mary’s address. There were good
grounds to initiate some professional curiosity with partner agencies
which would have identified the connection with the address, even
without the recovery worker having Mary’s name to refer. It is also likely
that Robert’s name would have been sufficient to identify the risk and
initiate a better-informed risk assessment.

The impact on children.

The Domestic Abuse Act 2021 identifies children as victims of domestic
abuse in their own right, albeit as this came into force on 31 January
2022, the change in legislation did not apply to most of the period
subject to this review.

During the review period there was evidence of good practice identified,
including the fact that Child 1, Child 2 and Child 3 were seen in person
and on occasions, alone. Their views were sought and their voices
heard. Assessments took place within the required timeframes and the
views of partner agencies incorporated. There were also significant
levels of information shared between the safeguarding agencies
although this information was not always triangulated, analysed or
challenged where appropriate. With the exception of August 2022, the
information was not shared with the GP practice. It was noted however,
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that responsibility for recording information relating to a case heard at
the DRAM or MARAC on SystmOne now sits with HDFT who will send a
task to the GP to inform them that the information has been added to a
patient’s medical record. This has now become standard practice,
written into the DRAM/MARAC pathways.

Prior to the time frame for this review, it was noted that there were
multiple changes in social workers within CSC which did not help with
the continuity of service to Mary and her children. However, it was clear
from the records that transfer points were subject to review and there
was appropriate management oversight on the case which would have
assisted in the process. This did not alter the fact that so many changes
in social workers could lead to the understanding of the risks and history
of the family becoming lost. The evidence in this case would suggest
that there was no significant impact. It was during this time that the risks
were identified, a section 47 investigation undertaken and subsequently,
care proceedings initiated. There was also significant support provided
to the children and multiple visits to Mary’s home took place. It was
however, quite a chaotic home environment which appears to have
deflected meaningful work from being completed and generally
speaking, services were reactive rather than pro-active.

With the benefit of having reviewed the CSC files for Mary, Robert and
the children, it is evident that had the totality of information been
considered, some of the contacts with Mary and the children may have
progressed more quickly to referrals and further action may have been
pro-active rather than reacting to events. It was recognised that each
contact was managed in a timely manner and within expected
guidelines. It is also unrealistic to expect that social workers will be able
to read the entire file of each parent and child when dealing with every
contact. The use of chronologies, providing an effective overview of the
information on an adult or child’s file is recognised as good practice.
Whilst it is recognised that this requires time, skill and knowledge, and is
beyond the capacity of the integrated front door timeframes, a good
chronology could have been completed as part of the assessments
carried out with the family. A chronology would have revealed the level of
risk that Mary and the children faced, the extent and frequency of the
violence and control that Mary was experiencing, the reality of Roberts’
abusive behaviour to others within the family and the impact that this
was likely to have on Child 1, Child 2 and Child 3, (and indeed, had). It
was clear from accessing the files, that the issue of domestic abuse

52|Page



9.7

against Mary appears, at times, to have been overlooked whilst the
focus was on support for Mary with the children, safeguarding the
children from the risks presented by Robert and providing support for
Child 3 and her health needs. The panel noted that training with respect
to the importance of using chronologies has been available across CSC
since 2020, the use of chronologies also forms part of basic social work
training. Practitioners report that the main barriers to completing them
are capacity and time.

Mary had a telephone contact with the GP surgery on 5 December 2022.
She described being in a low mood, she reported having suicidal
thoughts but would not act on them due to her child living at home with
her. The medical notes show that the GP recorded the fact that Mary had
a child at home but there was no evidence of any exploration as to how
her mood may impact on her ability to care for Child 3, a child who has
significant and challenging issues of her own as her medical record
would show. There was also no professional curiosity which may have
revealed what other support networks Mary may have had, or who else
may be living at her address. It is also a concern to the panel that the GP
could consider the fact that Mary had a child living with her, was a
protective factor. This would not be seen as good practice.

The panel noted that the GP surgery is developing a new initiative for
when they receive information from CSC regarding statutory
safeguarding interventions and assessments for children. The surgery
will now record on the parent/carer’s medical record, information linking
the safeguarding concerns for their child. Taking a proactive, ‘think
family’ approach to practice which supports safeguarding children and
adults in primary care would appear to be good practice that should be
evaluated and shared in due course.

Impact of covid.

The pandemic lockdown saw everyone being confined to their homes,
together with family members, for almost 24 hours a day. It is clear from
research conducted by the Women'’s aid organisation®, that this had a
significant negative impact on many women and children who were
experiencing, or had experienced, domestic abuse. The survey carried
out by Women'’s aid found that more than 60% of domestic abuse
victims who had been living with their abuser during the lockdown,

35 Women’s aid. (2020), A perfect Storm: The impact of the covid-19 pandemic on domestic abuse
survivors and the services supporting them.
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reported an increase in the level of abuse. Many also reported that it
was more difficult for them to consider leaving their abuser because of
the pandemic. The research also noted that the availability of refuge
places was reduced during the pandemic.

All of the services were impacted by the covid pandemic to a degree
albeit there was clear evidence that a significant effort was made to
maintain core services. Resourcing and workloads were a key issue for
practitioners with staff being either sick or at times, required to isolate
during those periods of time that the restrictions were in place. This led
to increased workloads for those staff in the work place. The review
noted that all of the key services maintained a good level of service
provision throughout this challenging period. There was no evidence to
suggest that Mary, Robert or Mary’s children, were unable to access
services due to the covid pandemic.

In March 2020, in response to the covid pandemic, the NHS made some
changes to how health care was accessed and delivered, which included
GP care. This led to an increased use of telephone and online contacts
with a triage service, ensuring that face to face contact only took place
where there was a clinical need. This was for the protection of both staff
and patients. The use of a telephone triage and where appropriate,
telephone consultations, continue today with a hybrid approach to
delivering GP care. In Mary, Robert and the children’s cases, they were
all able to access primary care, with both telephone and face to face
appointments when required.

Conclusions and recommendations.

A trauma informed approach.

Although we know little about Robert’s childhood, we do know that Mary
experienced traumatic events in her childhood years. The medical
records also documented the fact that Mary suffered some psychological
difficulties in her adolescent years although there was limited detail
about this. The SWYPFT records describe Mary taking an overdose at
the age of 18 years, they also document the fact that she suffered from
low mood and depression from the age of 14, this led to an inpatient
admission for mental health treatment. These issues would be traumatic
events in Mary’s life that may reasonably be expected to impact on her
future development in her early adult years. There was no recognition of
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the potential impact of traumatic experiences on Mary’s later mental or
physical health within her health records.

The identification and understanding of the impact of ACEs enables
practitioners to adopt a trauma informed approach and better meet the
individual’s care and support needs, whilst mitigating the risk of re-
traumatisation. Trauma informed practice may also help to mitigate the
barriers that some individuals experience when accessing services.

The panel noted that each of the health agencies have included trauma
informed practice and the understanding of ACEs as a core theme of
safeguarding training provided to frontline practitioners. The training is
designed to improve practitioners knowledge, understanding and
response to trauma. There was also confidence across the panel that
the understanding of the need for a trauma informed approach, and how
to deliver it, was firmly embedded across both adult and children’s social
care. It was agreed that there was no requirement for a recommendation
with respect to this issue.

Substance misuse.

Robert had significant contact with services with respect to both drug
and alcohol misuse over a long period of time. He was on a long-term
methadone programme and, with the exception of a two-month period in
2022, he engaged well with the service, rarely missing an appointment.
In early 2022, Robert disclosed that his alcohol use had escalated
significantly and he was identified by practitioners as a dependent
drinker. Having been initially referred to a managing alcohol programme,
it was determined that he was not engaging well. His case was
escalated to a team leader and he was referred to the community
treatment team for outreach services. This is recognised by the panel as
good practice.

There was limited information held by agencies with respect to alcohol or
drug misuse by Mary, although it was clear from other sources that Mary
was drinking heavily during 2022. This includes Robert informing his
TPDA practitioner that he was living with a friend who was a dependent
drinker but there was no evidence of professional curiosity to establish
the identity of the friend. Child 2 also reported that they believed that
Mary was using cocaine in the months before her death, a fact
subsequently supported by post mortem toxicology results. Although
Mary did not disclose any concerns about excessive alcohol use to
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professionals, it was noted that she did not present to any face-to-face
appointments during the summer and later months of 2022.

The panel recognised that the health agencies had taken steps to
improve the skills, knowledge and confidence of practitioners with
respect to identifying service users who may abuse alcohol or other
substances and to make the relevant referrals for support where
required. This included training for front line practitioners. The panel did
not feel that it was necessary to have a recommendation with respect to
this issue.

Engagement and professional curiosity.

Professionals who had contact with Mary experienced challenges in
engaging with her throughout the review period and indeed, before
September 2019. Mary had significant contact with services but on many
occasions refused to provide information, or provided inaccurate and
misleading information, to practitioners.

Whilst Mary reported domestic abuse incidents to the police up until the
late summer of 2017, she did not report any further incidents against her
after that point. Monckton-Smith et al point towards the fact that victims
will not report abuse or seek help where they believe that the service will
not be useful and remind us that seeking help can be seen as a
challenge to the perpetrator’s control and thus, have consequences for
the victim. The decision not to prosecute Robert for the offences in July
2017, and the police advice to Mary that they could not prosecute Robert
if it was a one-to-one allegation, was likely to have led Mary to believe
that reporting incidents to the police would not achieve anything and
may well have had consequences for her.

Prior to 2022, Mary did not attend appointments on occasions but she
did present to the majority of appointments. This changed in 2022.
Whilst she had minimal engagement with her GP for personal needs,
she did not take Child 3 to a number of appointments, including
immunisation appoints at the GP surgery and CAMHS appointments.
Although there was a documented history of safeguarding concerns and
domestic abuse within the family, there was no evidence of any
professional curiosity within the records of either the GP Surgery or
CAMHS, with respect to understanding why Mary did not bring Child 3 to
appointments.

Recommendation 1.
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Agencies should satisfy themselves that practitioners demonstrate the
need for professional curiosity in cases where adults are unable to
attend appointments or engage appropriately with services offered to
identify the risks that they face.

Recommendation 2.

West Yorkshire Police should ensure that frontline officers understand
that domestic abuse is likely to be reported at the point where risk is
escalating for the victim and that victims may feel in a hopeless situation
with no means of escape from a controlling partner. It is important that
the service response is effective to avoid reinforcing the victim's sense of
hopelessness and isolation. This would include ensuring that relevant
investigations are properly investigated with all potential lines of enquiry
followed.

Identifying and referring domestic abuse.

The review considered the issue of domestic abuse training as a key
element of enabling frontline practitioners to identify the risk of domestic
abuse in service users, and where appropriate, to take the necessary
action to mitigate that risk. It was clear that each of the agencies
involved in this review have policies, and provide training for staff,
relating to domestic abuse. However, it was noted that the level of
domestic abuse training that staff had received was not consistent
system wide. It was recognised that whilst front line practitioners had an
understanding of domestic abuse, the knowledge of specific aspects of
domestic abuse, such as coercive/controlling behaviour, was less well
developed.

The NICE guidelines, 2014, recommend that frontline staff in all health
services, are trained to recognise indicators of domestic abuse and that
they should ask relevant questions to support individuals to share their
experience of such abuse. In Mary’s case, there was no evidence within
the GP records of any routine or targeted enquiries about domestic
abuse, despite the presence of accepted indicators of abuse.

Whilst the panel supported the importance of frontline health staff being
trained to recognise indicators of domestic abuse and the need to ask
relevant questions of service users to identify those at risk of such
abuse, it was noted that the guidance from NICE was issued in 2014
and may now require updating. It was noted that there is inconsistency
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in terms of how this guidance is applied, not just nationally, but across
regions, with some areas practicing routine enquiry, others relying on
targeted enquiry and many practitioners not asking questions about
domestic abuse at all. The panel felt that the guidance would be
enhanced by greater clarity about the use of routine or targeted enquiry,
it was also noted that legislation has changed since 2014. This included
children being victims of domestic abuse in their own right under the
2021 Domestic Abuse Act. Consideration should be given to amending
the guidance to reflect this and its impact on practitioner’s pro-active use
of domestic abuse enquiries.

WDDAS had contact with Mary following a police referral in August
2017. This contact was made within 24 hours of receipt of the referral
and a detailed discussion about available support and understanding the
risk in her case conducted with her. On this occasion, there was no
DASH risk assessment completed or sharing of information with partner
agencies following the engagement with Mary. The panel recognised
that WDDAS have made policy changes since 2017 that ensure that
practitioners complete a DASH risk assessment for each referral, and
that feedback is shared with referring partners. This would include the
outcome of the referral, which is seen as good practice.

In late July 2017, the police dealt with a domestic abuse allegation from
Mary, resulting in their submission of a DASH risk assessment. Whilst
the risk assessment recognised the risk of stalking and controlling
behaviour, it assessed the risk at medium. This was despite Mary
informing officers that Robert had threatened to kill her and harm her
children, she was also feeling depressed. A greater degree of
professional curiosity would have established the fact that Robert had
previous convictions for domestic abuse and had been considered such
a serious threat that he was subject to MAPPA with respect to the risk he
presented to a former partner. There was also relevant information held
by CSC. It was the view of the panel that the DASH risk assessment
could, and indeed should, have been graded at high risk. This was a
missed opportunity. Grading this assessment at high risk would have
seen the case referred to MARAC, better cross agency information
sharing and a more effective risk mitigation plan being agreed. It was
noted that the WYP domestic abuse policy does require officers to
consider all available sources of information when completing DASH risk
assessments and not to simply rely on information provided by the
victim.
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Whilst it is clear that practitioners have knowledge of domestic abuse, it
is less certain as to whether there is a good understanding of the impact
of controlling and coercive behaviour on victims. This would include their
ability to engage with services, i.e. attending appointments, reporting
allegations to the police or otherwise seeking help. This is perhaps
exacerbated by a common misapprehension amongst professionals that
separation from abusive partners is a protective factor. As the Monckton-
Smith et al research shows us, this is often a trigger that escalates risk
for the victim. An appreciation of the eight stages of incremental
escalation in risk towards suicide in domestic abuse victims from this
research may enable practitioners to better assess risk in such cases.

The review also considered the changes that WYP have made since
2022 to improve their response to managing the risk to domestic abuse
victims. This includes the Wakefield Risk Management Unit, (RMU),
which is responsible for the immediate response to domestic abuse
incidents. This includes ensuring the quality of DASH risk assessments,
managing cases where victims are unable to engage with officers,
managing the tasking for the specialist IDVA response and overseeing
perpetrator management for those perpetrators identified as being high
risk.

The Domestic Risk Assessment Meeting, (DRAM), which is aligned to
the MARAC process meets daily, (not over weekends or Bank holidays),
and brings together representatives from the police, CSC, WDDAS,
adult social care, (ASC), probation, housing and health. Their purpose is
to provide immediate cross agency risk assessment of all high-risk
domestic abuse incidents and all medium risk graded, repeat cases. The
primary focus of the DRAM is to safeguard children and adults whilst
providing oversight and management of perpetrators. Both the ‘DRAM’
and the ‘RMU'’ initiatives were seen by the panel as good practice.

Recommendation 3.

Each agency should reassure itself that practitioners understand the
impact of controlling and coercive behaviour, including stalking, on
victims of domestic abuse.

Recommendation 4.

Health agencies should ensure that practitioners carry out the
appropriate routine or targeted enquiries in line with NICE guidance, to
better understand the risk of domestic abuse faced by service users.

59| Page



10.5

Recommendation 5.

NICE should review their domestic abuse guidance and ensure that it
provides clarity with respect to routine and targeted enquiry as well as
reflecting the changes introduced by the Domestic Abuse Act 2021.

Recommendation 6.

West Yorkshire Police should ensure that frontline staff understand the
need to use professional judgement and all available sources of
information when using the DASH risk assessment tool to identify high
risk victims, particularly in cases involving threats to kill, controlling and
coercive behaviour, substance misuse and other domestic abuse
triggers including separation.

Information sharing.

The sharing of information between agencies to enable a more holistic
understanding of the risks that a victim of domestic abuse faces is
always an important element of learning reviews. In Mary’s case, there
were examples of good information sharing between services as
highlighted in section 9.5 of this report. There were however, occasions
where the sharing, and indeed seeking, of information were not of a
consistently good standard. CAMHS had information relevant to the risk
of domestic abuse to Mary and her family in 2019, 2020 and 2021 but
there was no evidence to suggest that this information was shared with
partner agencies or any referral made.

The review also found that although agencies were aware of significant
domestic abuse, and indeed this was a key reason why the children
were subject of child care proceedings, there would appear to have been
no information sharing with the GP surgery prior to the entry on the
SystmOne safeguarding node in August 2022.

Although the engagement of the drug and alcohol services, including the
community treatment team, with Robert, would generally be seen as
good practice, there were missed opportunities to share information and
to support cross agency risk assessment around Mary. Robert disclosed
that he had a history of domestic abuse, he was living with a friend who
was a dependent drinker, that he was planning to go on holiday with a
partner and her teenage child, and had been giving services his home
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address which was Mary’s address. This coincided with a period of time
when safeguarding agencies were trying to establish a link between
Robert and Mary, albeit primarily to protect Child 3. Sharing information
with partner agencies could reasonably be expected to enable a better
assessment of risk and enable a more effective cross agency response
to that risk.

Recommendation 7.

Practitioners system wide should be encouraged to share or seek
information to support risk assessments in relation to adults who they
have a concern about, but who don'’t fit within statutory frameworks for
information sharing, such as MAPPA, section 42 of the Care Act 2014 or
other sharing requirements including MARAC.

The impact on Children.

The Domestic Abuse Act 2021 identified children as victims of domestic
abuse in their own right, albeit as this came into force on 31 January
2022, the change in legislation did not apply to most of the period
subject to this review.

During the period under review, there was evidence of good practice
with respect to services engagement with Mary’s children; the children’s
voice is sought and heard, assessments are timely and partner agencies
involved. There was also significant information sharing between the
safeguarding agencies although the information obtained was not
always triangulated, analysed or challenged appropriately.

There were multiple changes in social workers in the family’s case which
did not help the continuity of service provided by CSC. It was noted that
the level of management oversight at transfer points was appropriate
and there was no evidence to suggest that this had a significant negative
impact on the case. However, it was a chaotic home environment and it
would appear that services were reactive rather than pro-active. The
review of CSC files for Mary, Robert and the children, would suggest that
had the totality of information been considered by decision makers,
some of the contacts with the family would have progressed to referrals
or assessment more quickly and enabled a more pro-active response
rather than reacting to events. In cases where there is a lot of
information, social workers cannot be expected to read the entire file on
each parent and child when dealing with each contact. The use of
chronologies, providing an effective overview of information on a child or
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adult’s file, is recognised as good practice. The use of a chronology
would have assisted practitioners to understand the level of risk that
Mary and the children faced, the extent and frequency of the violence
and control Mary was experiencing and the impact of Robert’s abusive
behaviour on others. The focus of practitioners was on safeguarding the
children from the risks Robert presented and providing support to meet
Child 3’s needs. Practitioners did not see the more holistic picture, and

specifically, the risk to Mary from domestic abuse.

The panel noted that training with respect to the use of chronologies has
been available across CSC since 2020. The use of chronologies also
forms part of basic social work training and this is promoted as good
practice. Practitioners reported that the main barriers to completing them
are capacity and time. It was recognised that the use of chronologies in
complex cases could benefit safeguarding partners. Health partners on
the panel, reported that the use of chronologies in complex cases was
promoted as good practice and that protected time was provided to
enable practitioners to complete them in suitable cases. Support and
guidance with respect to the use of chronologies for practitioners was

also available through trust safeguarding teams.

Mary had contact with her GP surgery on 5 December 2022, she
described being in low mood and reported having suicidal thoughts but
would not act on such thoughts as she had Child 3 living at home. The
medical records show that Child 3, a child with significant and
challenging issues of their own, was seen as a protective factor with no
professional curiosity to try and establish what other support networks
Mary may have had or who else may be living at home with her. It was
noted that this was a registrar in training and appropriate advice had
been provided by the GP practice. The panel did not believe that it was
necessary for a recommendation to be made under section 10.6.

Appendix 1, Table of recommendations.

Recommendation.

Theme.

Agency.

Agencies should satisfy themselves that practitioners

Engagement MYHT

demonstrate the need for professional curiosity in and SWYPFT
cases where adults are unable to attend appointments | professional HDFT
curiosity. ICB

62|Page




or engage appropriately with services offered to
identify the risks that they face.

West Yorkshire Police should ensure that frontline Engagement WYP

officers understand that domestic abuse is likely to be | and

reported at the point where risk is escalating for the professional

victim and that victims may feel in a hopeless situation | curiosity.

with no means of escape from a controlling partner. It

is important that the service response is effective to

avoid reinforcing the victim’s sense of hopelessness

and isolation. This would include ensuring that

relevant investigations are properly investigated with

all potential lines of enquiry followed.

Each agency should reassure itself that practitioners | Identifying and | MYHT

understand the impact of controlling and coercive referring SWYPFT

behaviour, including stalking, on victims of domestic domestic abuse | HDFT

abuse. ICB
YAS
WYP
CSC
YJS
HNS
TPDA
Victim
Support.

Health agencies should ensure that practitioners carry | Identifying and | MYHT

out the appropriate routine or targeted enquiries in referring ICB

line with NICE guidance, to better understand the risk | domestic abuse | SWYPFT

of domestic abuse faced by service users. HDFT

NICE should review their domestic abuse guidance Identifying and | Domestic

and ensure that it provides clarity with respect to referring Abuse

routine and targeted enquiry as well as reflecting the | domestic abuse | Board

changes introduced by the Domestic Abuse Act 2021.

West Yorkshire Police should ensure that frontline Identifying and | WYP

staff understand the need to use professional West referring

judgement and all available sources of information
when using the DASH risk assessment tool to identify
high risk victims, particularly in cases involving threats
to kill, controlling and coercive behaviour, substance
misuse and other domestic abuse triggers including
separation.

domestic abuse
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Practitioners system wide should be encouraged to Information
share or seek information to support risk assessments | sharing.

in relation to adults who they have a concern about,
but who don't fit within statutory frameworks for
information sharing, such as MAPPA, section 42 of
the Care Act 2014 or other sharing requirements
including MARAC.

Domestic
Abuse
Board

12.

1.
1.1

1.2

1.3

1.4

Appendix 2, Terms of reference.
Background

The chair of the Wakefield Safer Together Partnership, (STP), has
commissioned this Domestic Abuse Related Death review in response to
the death of Mary. Mary’s death would appear to be suicide through an
overdose of paracetamol but the inquest into her death has yet to be
concluded. The death falls within the statutory parameters for a review
as Mary was believed to have been in an abusive relationship with her
partner.

Mary was 39 years old at the time of her death, she was in a long-term
relationship with her partner Robert. Mary had three children, Child 1
who was in their late teenage years and Child 2, and Child 3, who were
of secondary school age. At the time of Mary’s death, only Child 3 was
living with Mary and her partner Robert.

Mary was known to services for more than ten years. Agency records
show that Mary was known to services under three surnames during this
period. Her partner Robert had previous convictions for violence, was a
known drug user and had been identified as a suspect for domestic
abuse with a former partner. Mary had no previous convictions but was
subject of many referrals with respect to domestic abuse and child
safeguarding.

On a date in late December 2022, Mary was taken to the Leeds General
Infirmary following a suspected overdose. Despite receiving intensive
care, Mary sadly died in hospital. Initial enquiries established that she
had taken an overdose of paracetamol prior to that date. Her partner
Robert was aware of this, but watched her deteriorate for about two days
before seeking medical assistance. Text messages sent by Mary to two
of her children had suicidal undertones and provided a clear causal link
between domestic abuse and her death.
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1.5

1.6

2.1

The STP was informed of Mary’s death on 23 December 2022. A
Steering Group meeting held on 30 January 2023, determined that this
case met the criteria for a DARD review, in accordance with section 9 of
the Domestic Violence, Crime and Victims Act 2004. This decision, was
subsequently ratified by the STP Chair.

The Home Office have been informed.
The purpose of the review.
The purpose of the review is to;

i. to establish the facts that led to Mary’s death in December 2022, and
produce a comprehensive and balanced analysis of the information to
inform organisational learning and influence change.

i. establish what lessons can be learned from Mary’s death with regard
to the way in which local professionals and organisations work
individually and together to safeguard the family;

ii. 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;

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

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

v. identify potential gaps in service provision and/or potential barriers to
accessing services;

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

vii. highlight good practice.

viii. The key reason for undertaking a review where a person has died
through suicide because of domestic abuse, is to enable lessons to be
learned through professionals being able to understand what happened
and most importantly, what needs to change to reduce the risk of similar
tragedies happening in the future. The review is not an enquiry into how
a victim of abuse died or who may be responsible.
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3.2

3.3

4.2

4.3

4.4

The focus of the review.

This review will establish whether any agency or agencies identified
potential and/or actual domestic abuse that may have been relevant to
the death of Mary.

If such abuse took place and was not identified, the review will consider
why not and how such abuse can be identified in future cases.

If domestic abuse was identified, this review will focus on whether each
agency’s response to it was in accordance with its own and multi-agency
policies, protocols and procedures in existence at the time. In particular,
if domestic abuse was identified, the review will examine the method
used to assess risk and the action plan put in place to reduce that risk.
This review will also take into account current legislation and best
practice. The review will examine how any pattern of domestic abuse
was recorded and what information was shared with other agencies.

DARDR methodology.

This review will be based on independent management reports, (IMRs),
provided by the agencies that were notified of or had contact with Mary,
her children or Robert, the perpetrator of abuse, in circumstances
relevant to domestic abuse, or to factors that could have contributed
towards domestic abuse, e.g., mental health, alcohol or substance
misuse. Each IMR will be prepared by an appropriately skilled person
who has not had any direct involvement with Mary, her children or
Robert, and who is not an immediate line manager of any staff whose
actions are, or may be, subject to review within the IMR.

IMRs must be submitted using the approved templates current at the
time of completion.

Each IMR will include a chronology, a genogram, (if relevant), and
analysis of the service provided by the agency submitting it. The IMR will
highlight both good and unsatisfactory practice, and will make
recommendations for the individual agency and, where relevant, for
multi-agency working. The IMR will also provide context through
including information relating to resourcing, workload, supervision,
support and training/experience of the professionals involved.

Each agency required to complete an IMR must include all information
held about Mary, her children and Robert from 1 September 2019 to
Mary’s death in late December 2022. If any information relating to Mary
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4.5

4.6

4.7

4.8

as the victim or Robert as the perpetrator, or vice versa, of domestic
abuse before September 2019, comes to light, that should also be
included in the IMR.

Information held by an agency that has been required to complete an
IMR, which is relevant to the death of Mary, must be included in full. This
might include for example: previous incidents of abuse (as a victim or
perpetrator), alcohol or substance misuse, or mental health issues
relating to Mary or Robert. If the information is not relevant to the
circumstances or nature of Mary’s death, a brief precis of it will suffice.

Any issues relating to equality, for example disability, cultural and faith
matters, should also be considered by the author of an IMR. If none are
relevant, a statement to the effect that these have been considered must
be included.

When each agency that has been required to submit an IMR does so in
accordance with the agreed timescale, the IMRs will be considered at a
meeting of the review panel and an overview report will then be drafted
by the chair of the panel. The draft overview report will then be
considered at a further review panel meeting before a final, agreed
version is submitted to the chair of the Wakefield STP.

The table below lists the panel members and the requirement to submit
IMRs or short reports:

Agency. Scoping doc | IMR required.
received.
West Yorkshire Police, (WYP). Yes Yes
Wakefield District Abuse Service, Yes Short report
(WDDAS).
Wakefield Children’s Social Care, Yes Yes
(CSQ).
Housing Needs Service, (HNS). Yes Yes.
Yorkshire Ambulance Service, Yes Short report
(YAS).
Youth Justice Service, (YJS). Yes Yes
WY ICB on behalf of Lupset Surgery, | Yes Yes
(LS), and The Grange Medical
Centre, (TGMC).
South West Yorkshire Partnership Yes Yes
NHS Foundation Trust, (SWYPFT).
Victim Support, (VS). Yes Short report
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4.9

5.2

6.2

6.3

Mid Yorkshire Hospital Trust, Yes Yes
(MYHT).

Turning Point-Talking Therapies, Yes No
(TPTT).

Turning Point-Drugs and Alcohol, Yes Yes
(TPDA).

Wakefield Council, Adult Social Yes No
Care, (AHC).

Spectrum Yes No
Harrogate and District Foundation Yes Yes
Trust 0-19 Service, (HDFT).

Those agencies not required to submit IMRs should attend panel
meetings and contribute to identifying learning and good practice.

The report author will conduct relevant research and include lessons
learned from previous reviews where similar issues are identified.

Family involvement

Engagement with the family and friends of Mary is an important part of
this review. They will be given the opportunity to make a meaningful and
effective contribution to the process and where appropriate, specialist
support to enable them to fully engage with the review.

The independent chair will ensure that there is an effective
communication strategy in place to keep the family informed, if they so
wish, throughout the process, being sensitive to their wishes, support
needs and any existing arrangements in place to do this.

Timescales, report author and final report

Home Office guidance requires the review to be completed within six
months of the first review panel meeting, it is our intention to meet this
requirement.

The report will be a transparent, honest and thorough analysis of the
circumstances to inform learning and influence change as appropriate.

Any learning points will be considered and agreed by the review panel
before being included in the final report and subsequent action plans.
Should any urgent learning points or issues to be addressed be
identified, they will be brought to the attention of the STP Chair to enable
sharing prior to Home Office approval of the final report.

68|Page



6.4

6.5

6.6

6.7

6.8

The STP Chair will send a copy of the final report, together with any
action plan, to relevant agencies for comment before sign off and
submission to the Home Office. Following Home Office approval, the
STP Chair will provide a copy of the overview report, executive summary
and any action plan to the relevant senior manager of each participating
agency.

The STP Chair will send a copy of the final report to all relevant
forums/stakeholders to share learning and where appropriate, influence
priorities and work programmes.

The STP Chair will publish the overview report and executive summary
on the CSP website.

The STP will be responsible for monitoring the delivery of any action
plan in line with the guidance.

Subiject to the recommendations of the review panel, the STP Chair will
hold a learning event if appropriate.

Parallel reviews

There are no parallel reviews relating to the death of Mary. It is noted
that the coroner’s inquest has yet to be concluded.

Specific issues to be addressed

Specific issues that will be considered, and if relevant, addressed by
each agency in their IMR are:

e Were practitioners sensitive to the needs of Mary, her children and
Robert, and were they knowledgeable about potential indicators of
domestic abuse and aware of what to do if they had concerns
about a victim or perpetrator? Was it reasonable to expect them,
given their level of training and knowledge, to deliver against those
expectations?

e Did the agency have policies and procedures for domestic abuse,
stalking and harassment, (DASH), risk assessment and risk
management for domestic abuse victims and perpetrators? If so,
were those assessments correctly used in the case of Mary and
Robert? Did the agency have policies and procedures in place for
dealing with concerns about domestic abuse? Were these
assessment tools, procedures and policies professionally accepted
as being effective?
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Were Mary and/or Robert subject to MARAC, (multi-agency risk
assessment conference), or any other multi-agency forum?

Did the agency comply with domestic violence and abuse
protocols agreed with other agencies including any information
sharing protocols?

Were there missed opportunities for intervention? Do assessments
and decisions appear to have been reached in an informed and
professional way?

Did actions or risk management plans fit with the assessment and
decisions made? Were appropriate services offered or provided, or
relevant enquiries made in light of the assessments, given what
was known or what should have been known at that time?

When, and in what way, were the victim’s wishes and feelings
ascertained and considered? Is it reasonable to assume that the
wishes of the victim should have been known? Was the victim
informed of options/choices to make informed decisions? Were
they sign posted to other agencies?

Was anything known about the perpetrator? For example, were
they subject to MAPPA, (Multi-Agency Public Protection
Arrangements), MATAC, (Multi-Agency Tasking and Coordination)
or any other perpetrator intervention programme? Were there any
injunctions or protection orders that were, or had previously been
in place?

Were procedures sensitive to the ethnic, cultural, linguistic and
religious identity of the victim, the perpetrator and their families?
Was consideration of vulnerability or disability necessary? Were
any of the other protected characteristics relevant in this case?
Had Mary or her children made relevant disclosures to any
practitioners or professionals and if so, was the response
appropriate?

Was this information recorded and shared, where appropriate?
Were senior managers or other agencies/professionals involved at
the appropriate points?

Did staff involved have the necessary skills and training?

Are there lessons to be learned from this case relating to the way
in which an agency, or agencies, worked to safeguard the family
and promote their welfare? Are there implications for ways of
working, training, management and supervision, working in
partnership with other agencies or resourcing?
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9.2

9.3

9.4

10.
10.1

e Was Mary or Robert a mental health service user and if so, were
their treatment/support needs being met appropriately?

e How accessible were services to Mary, her children and Robert?

¢ Did any restructuring take place during the period under review
and if so, is it likely to have had an impact on the quality of service
delivered?

¢ Did the covid pandemic impact on the services provided to Mary,
Robert and Mary’s children?

Confidentiality

All information discussed or shared through the review is strictly
confidential and must not be disclosed to third parties without the prior
agreement of the STP Chair/Independent panel Chair—in line with the
confidentiality agreement that panel members and other participating
individuals will be required to sign.

All documentation should be marked Confidential draft-not to be
disclosed without the consent of the Wakefield Safer Together
Partnership.

Each Agency is asked to adhere to their own data protection
procedures, including the security of electronic data.

The draft overview report will remain a confidential document until it is
approved for publication by the Home Office Quality assurance panel.

Media

There is the potential for media interest in this case, particularly once the
inquest is concluded. Any media enquiries should be directed to the
Wakefield Safer Together Partnership pressoffice@wakefield.gov.uk .
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Annex 1 Home Office Quality Assurance Letter

Sally Fawcett

Strategic Safer Communities Manager
Wakefield Council

One Burton Street

Wakefield

WF1 2EB

26" February 2025

Dear Sally,

Thank you for submitting the Domestic Homicide Review (DHR) report (Mary) for
Wakefield Community Safety Partnership (CSP) to the Home Office Quality
Assurance (QA) Panel. The report was considered at the QA Panel meeting on 22nd
January 2025. | apologise for the delay in responding to you.

The QA Panel felt this was a good report, that made useful findings supported by
suitable recommendations. The report conducted a good analysis, illuminating the
level of domestic abuse knowledge in agencies, and set out a good examination of
risk. The review is sensitively written the QA Panel commented that good practice
was utilised in engaging with Mary's family.

The QA Panel felt that there are some aspects of the report which may benefit from
further revision, but the Home Office is content that on completion of these changes,
the DHR may be published.

Areas for final development:

e Confidentiality needs strengthening as there are entries in the report that
narrow down and reveal the date of the victim's death. The sex of child 3 was
also referred to throughout the report. These should be amended.

¢ An explanation as to why the reviewers thought that interviewing the
deceased's children would further traumatise them would be helpful.

e Statements claiming agencies could not act, except appropriately, such as
"Service delivery by any of the agencies involved was not, and would not,
have been impacted by these characteristics" should be reviewed.

e There appear to be some contradictory findings within the report that should
be rectified. For example, "Each of the agencies reported that there were
appropriate referral and sign posting pathways available and that they were
confident that their practitioners knew how and when to access them. There
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was no documented evidence available to the review to contradict this view"
(page 37) does not seem to match with the police not referring a child
reporting abuse to Children's Social Care (Page 22) and that Children's Social
Care had no record of making a referral when domestic abuse was disclosed
(Pages 22 and 30).

e The equality and diversity section, which is currently included within the
methodology, should have its own section and include a more in-depth
analysis.

e The confidentiality statement should also be in the main report.
e The report requires a thorough proofread.

Once completed the Home Office would be grateful if you could provide us with a
digital copy of the revised final version of the report with all finalised attachments and
appendices and the weblink to the site where the report will be published. Please
ensure this letter is published alongside the report.

Please send the digital copy and weblink to DHREnquiries@homeoffice.gov.uk. This
is for our own records for future analysis to go towards highlighting best practice and
to inform public policy.

The DHR report including the executive summary and action plan should be
converted to a PDF document and be smaller than 20 MB in size; this final Home
Office QA Panel feedback letter should be attached to the end of the report as an
annex; and the DHR Action Plan should be added to the report as an annex. This
should include all implementation updates and note that the action plan is a live
document and subject to change as outcomes are delivered.

Please also send a digital copy to the Domestic Abuse Commissioner at
DHR@domesticabusecommissioner.independent.gov.uk

On behalf of the QA Panel, | would like to thank you, the report chair and author, and
other colleagues for the considerable work that you have put into this review.

Yours sincerely,

Home Office DHR Quality Assurance Panel
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Annex 2 Action Plan

Wakefield Safer Together Partnership
Domestic Homicide Review

Action Plan in Respect of the Death of ‘Mary’

Died: December 2022

Independent Chair and Author of Report: Chris Hogben

Date: April 2025

Note: The action plan is a live document and subject to change as outcomes are delivered.
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Recommendation Scope of Action to take Lead Role Key milestones achieved | Target Date Completion date and outcome

recommendation in enacting the
(organisation/local/ recommendation
national)
1 Agencies should satisfy Local. , Safeguarding training Mid-Yorkshire Teaching 3. Compliancg vyith 1. July 2024 Completed 1 P'raqtitioners use professional
themselves that practitioners includes the need for NHS Trusft. . mangatpry tr.alnlng curlqsﬂy to establish/understand why
demonstrate the need for ) S . Named Midwife for monitoring via Trust service users are unable to attend
professional curiosity in relation . 4 : ) .
professional curiosity in cases to  missed  appointments, Safeguarding. safeguarding Group now appointments or engage effectively with
where adults are unable to exploring any barriers to in place. SerVIC.eS'
attend appointments or services users accessing care 2 Barrlgrs(;tobengage_zr_nent are dth
engage appropriately with and Implementation of 2. July 2024 Completed ;ecorgmrsi:te s¥rg{: C;[g;ogrirslg nedttc?
services offered to identify the reasonable adjustments to -y P O\F:grcgme them 9 ploy
risks that they face. ];a;gtate engagement  with 3. Complete 3 Agencies have a better understanding
' of the risks that an individual service
2. MYTT will review and user faces, enabling a more effective
enhance the Think Family risk assessment process.
Safeguarding Policy to include
practitioner professional
curiosity in relation to non-
engagement, missed
appointments, and barriers to
accessing care.
South West Yorkshire 1. SWYPFT have 1. Complete
Partnership Foundation reviewed and updated its
Trust DNA/was not brought
Associate Director of policy to include
Nursing. consideration of the 2. Complete

reasons why the service
user didn’t attend.

2. The need to use
professional curiosity to 3. Complete
understand the reason for
non-attendance has been
reinforced in safeguarding
training.

3. An audit template has
been introduced to enable
practitioners to evidence
the use of professional
curiosity in relevant cases.

Harrogate and District NHS | 1. HDFT WNB/Non- 1. Complete
Foundation Trust Wakefield | Engagement Policy has
0-19 Service been reviewed and
Lead Named Nurse. updated to reinforce the
need to use professional
curiosity to understand 2. Complete

why people didn’t attend
appointments.

2. The need to use
professional curiosity to 3 Complete
understand the reason for
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non-attendance has been
reinforced in safeguarding
training.

3. Safeguarding Training
Compliance is captured
within individual
practitioners Safeguarding
passports in addition to
the data held on the HDFT
Learning lab portal.

Integrated Care Board
Lead Named Nurse.

1. Professional curiosity
has been highlighted as a
fundamental safeguarding
practice to GP Practice
leads.

2. The need to use
professional curiosity to
understand the reason for
non-attendance has been
reinforced in safeguarding
training through GP
Practice safeguarding
leads.

1. Complete

2. Complete

2 West Yorkshire Police
should ensure that frontline
officers understand that
domestic abuse is likely to be
reported at the point where risk
is escalating for the victim and
that victims may feel in a
hopeless situation with no
means of escape from a
controlling partner. It is
important that the service
response is effective to avoid
reinforcing the victim’s sense
of hopelessness and isolation.
This would include ensuring
that relevant investigations are
properly investigated with all
potential lines of enquiry
followed.

Organisational.

1. WYP to roll out the 8-stage
homicide timeline training to all
officers and staff working in the
domestic abuse teams.

2. New training days built into
shift pattern to be utilised on
training re ‘an effective
response to stalking and
learning from DHRs.

West Yorkshire Police
DCS Public Protection.

3. Force to deliver
domestic abuse matters
training to officers and
staff force wide. This is a
cultural change
programme designed to
improve the overall
response to domestic
abuse.

4. License for 8 stage
homicide timeline training
purchased.

1. March 2025

Completed

the 8-stage homicide
timeline training to all
officers and staff working in
the domestic abuse teams
has been rolled out.

2. Starts in June 2024.
Completed

training days are now fully
embed into shift patterns to
include effective response
to stalking and learning
from DHRs.

3. Complete.

4. Complete

1 Officers have a better understanding
of the likely escalation of risk for victims
when reporting domestic abuse.

2 An effective response to reported
domestic abuse reduces the risk of
reinforcing a victim’s sense of
hopelessness and isolation.
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3 Each agency should
reassure itself that
practitioners understand the
impact of controlling and

coercive behaviour, including
stalking, on victims of domestic

abuse.

Local.

Mid-Yorkshire Hospital
Teaching Trust.
Named Midwife for
Safeguarding.

1 Mandatory ‘think family’
safeguarding training is
provided to all relevant
staff. This includes
domestic abuse,
controlling and coercive
behaviour, stalking and
safety planning.

2 Specific domestic abuse
champions disseminate
information and practice
changes to their teams.

1. Complete

2. Complete

1. Practitioners are able to identify
service users who are subject to
controlling/coercive behaviour or
stalking and understand the impact this
can have on an individual’s decision
making and ability to engage with
services.

1 SWYPFT have
commissioned the ‘Behind
closed doors’ charity to deliver

South West Yorkshire
Partnership Foundation
Trust

3. Domestic abuse training
is covered in the
mandatory safeguarding

1. March 2025 Complete

2. March 2025

1. The Behind Closed doors charity
were commissioned and have delivered
the initial six domestic abuse sessions

six domestic abuse sessions Associate Director of adult and safeguarding Complete and have delivered further sessions.
for practitioners. Nursing. children training. This The final domestic abuse ‘behind
2 The safeguarding team are includes controlling and closed doors’ training session has been
providing masterclasses on coercive behaviour. organised for the 26™°" June 2025.
DASH risk assessment to
managers/supervisors. 2. The DASH master class has been
delivered, four times, to a total of 70
participants. This was positively
received and there is a plan to deliver
further Trust’s devised DASH training
sessions from the Safeguarding Team.
3. Complete
Harrogate and District NHS | 1. Domestic abuse 1. Complete
Foundation Trust Wakefield | training, including a focus
0-19 Service on controlling and coercive | 2. Complete
Lead Named Nurse. behaviour, is part of the
level three safeguarding
training which is
mandatory for
practitioners.
2. Safeguarding Training
Compliance is captured
within individual
practitioners Safeguarding
passports in addition to
the data held on the HDFT
Learning lab portal.
Integrated Care Board 1 Domestic abuse training, | 1 Complete
Lead Named Nurse. including focus on
controlling and coercive 2 Complete

behaviour is now in place
for practitioners.

2 Both GP practices have
submitted a self-
assessment which
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includes confirmation
around domestic abuse
training/understanding.
This is quality assured by
the ICB safeguarding
team.

1 Review implementation of
specialist domestic abuse
practitioner role-dedicated
resource to improve Trust’s
response to domestic abuse.
2 Review implementation of E-
learning domestic abuse
package, including seeking
feedback from practitioners.

Yorkshire Ambulance
Service

Named Professional for
Safeguarding.

3 All patient facing staff
are required to complete
mandatory safeguarding
training which includes
domestic abuse, including
controlling and coercive
behaviour.

4 Domestic abuse E-
learning package, which
focusses on indicators of
abuse and how to ‘ask’
developed and went live in
April 2024.

1. March 2025

2. March 2025

3. Complete

4. Complete

1 WYP to roll out the 8-stage
homicide timeline training to all
officers and staff working in the
domestic abuse teams.

2 New training days built into
shift pattern to be utilised on
training re ‘an effective
response to stalking and
learning from DHRs.

West Yorkshire Police
DCS Public Protection.

3 Frontline staff and
supervisors have to
complete mandatory
domestic abuse and
safeguarding training in
line with College of
Policing guidance and
Force policy This training
includes a focus on
controlling and coercive
behaviour.

4 Training completion is
monitored through
technology systems
already in place.

1. March 2025
Completed

the 8-stage homicide
timeline training to all
officers and staff working in
the domestic abuse teams
has been rolled out.

2. March 2025
Completed

training days are now fully
embed into shift patterns to
include effective response
to stalking and learning
from DHRs.

3. Complete
4 Complete
Children Social Care 1 Focused audit and 1. Complete
Service Manager. quality assurance ensures
that domestic abuse and 2. Complete
its impact is understood by
practitioners. 3. Complete
2. A comprehensive
domestic abuse training 4. Complete

package is in place for
social workers and for
targeted early help
workers.

3. Domestic abuse
champions in place to
support early help teams.
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4 CSC now have
representation at MARAC
and membership of the
MAPPA board.

Turning Point.
Deputy Operations
Manager.

1 Domestic abuse training,
including controlling and
coercive behaviour, is
provided to practitioners,
incorporated in their
safeguarding training.

2 Training compliance is
measured through an
established governance
structure.

3 Links established with
local DA services who
provide bespoke training.

. Complete
. Complete

. Complete

Youth Justice Service
Head of Early Intervention
and Prevention.

1 Staff receive domestic
abuse training as part of
the YJS workforce
development plan.

2 The YJS, Wakefield, has
a domestic abuse
champion to promote good
practice, provide advice
and disseminate training
opportunities

. Complete

. Complete

1 Review the consistency of
domestic abuse training,
including controlling and
coercive behaviour, provided
to frontline practitioners.

2 Implement a standard
mandatory training
requirement for all public
facing practitioners.

Housing Needs Service
Service manager.

3 All public facing staff to
have completed domestic
abuse training which
includes the requirement
to understand the impact
of controlling and coercive
behaviour.

4 Co-locate a domestic
abuse practitioner within
the homeless service team
to ensure a joined up,
effective response is
provided to victims of
domestic abuse
presenting as homeless.

. March 2025.Complete

. March 2025. Complete

. 30 August 2025.

. Complete.

Victim Support.
Area Manager.

1 All staff and volunteers
have to complete
Domestic Abuse and
Safeguarding training and
this recorded and
repeated regularly in
accordance with Victim
Supports policies and
procedures.

2 Training completion is
subject to internal audit
processes.

. Complete

. Complete.
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4. Health agencies should
ensure that practitioners carry
out the appropriate routine or
targeted enquiries in line with
NICE guidance, to better
understand the risk of
domestic abuse faced by
service users.

Local.

Mid-Yorkshire Teaching
NHS Trust.

Named Midwife for
Safeguarding.

1. All practitioners are
trained to carry out routine
domestic abuse enquiry.
2. MYTT has a specific
domestic abuse educator
to upskill, support, educate
and empower frontline
staff in undertaking routine
enquiry.

3 Maternity and adult in
patient electronic patient
records provide a prompt
for clinicians to ask routine
enquiry questions.

4 All ED doctors, ED
nurses and all midwives,
are now trained in Routine
Enquiry.

1. Complete

2. Complete

3. Complete

4. Complete

1. Health practitioners complete the
appropriate routine or targeted
domestic abuse enquiries to identify
those service users at risk of harm from
abuse.

2. Service users at risk of domestic
abuse are subject of appropriate
safeguarding measures.

1 An audit with respect to the
embedding of routine enquiry
is scheduled for Q3 2024/5.

South West Yorkshire
Partnership Foundation
Trust

Associate Director of
Nursing.

2. The Trust domestic
abuse policy was reviewed
in December 2023. ltis
compliant with national
and local guidance, NICE
guidance and the NHS
Domestic Abuse contract.
3. Routine Enquiry was
introduced in October
2023.

1. March 2025
Completed

2. Complete

3. Complete

1. An audit was completed in Q4, the
findings are to be to be reviewed, and a
draft action plan has been produced.
The initial findings indicate that further
work is to be undertaken to embed the
routine enquiry initiative.

1 HDFT domestic abuse policy
has been reviewed and is
currently undertaking a
consultation period. This will
provide a robust guidance
document for practitioners and
service users.

Harrogate and District NHS
Foundation Trust Wakefield
0-19 Service

Lead Named Nurse.

2 Routine enquiry is
covered within the
domestic abuse element
of the level three
safeguarding training for
practitioners.

3 Safeguarding training is
mandatory and
compliance is recorded
through individual
practitioner’s
‘safeguarding passport’.

1. December 2024
Complete

Domestic Abuse Policy Service Users —
Update of an existing policy. The main
change was to ensure it reflects the
Domestic Abuse Act. and to include the
actions in relation to routine enquiry

At the final stage of approval is also
Employees experiencing Domestic
Abuse — This is a new policy. How to
provide support to our HDFT
colleagues. Support staff in responding
to a disclosure with links to HR and
Safeguarding polices.

2. Complete

3. Complete

1 The ICB safeguarding team
to produce a briefing document
for all GP practices on
indicators of domestic abuse
and when to make targeted
enquiries.

2 The Wakefield Primary Care
newsletter will identify and
promote the recommendation.

Integrated Care Board
Lead Named Nurse.

3 The ICB Safeguarding
team will promote good
practice with GP practices
to make clinically targeted
enquiries in appropriate
circumstances.

4 GP safeguarding leads
will be briefed on the

1. October 2024-Complete

2. October 2024 -
Complete

3. Complete

4. Complete
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requirement to carry out
targeted enquiry.

5 The MS Teams channel
will be updated with
relevant information to
inform practitioners.

5. Complete

5. NICE should review their

National.

1 The Board should write to

Domestic Abuse

Letter approved by Chair

1. March 2025

1 NICE review their guidance on

domestic abuse guidance and NICE to raise the concern and | Management Board. of STP and sent to NICE Complete routine and targeted enquiry for
ensure that it provides clarity to request that they review the | Strategic Safer 22.11.2024. NICE have domestic abuse. .

. . guidance for the reasons Communities Manager requested a copy of the 2 The NICE document provides clear
with respect to routine and . I : . C .

. contained within section 7.4 of Overview Report — this will guidance for managers and
targeted enquiry as well as the report. be sent to NICE with the practitioners with respect to routine and
reflecting the changes original letter following HO targeted enquiry for domestic abuse.
introduced by the Domestic signoff
Abuse Act 2021. NICE have confirmed that a review of
the guidance is being undertaken
6. West Yorkshire Police Organisational. 1 The Force has a DASH West Yorkshire Police 2 The Safeguarding 1. Complete 1. Officers and decision makers
should ensure that frontline ilearn package which is DCS Public Protection. Governance Unit conduct understand the impact of controlling
staff understand the need to available to refresh officers thematic audits which and coercive behaviour on victims’
use professional West gnd staff on thg DASH. This include the quality of risk ability to engage with the risk
. . includes ensuring that all assessments. assessment process.
Judgement and all available relevant history is considered Completed 2. Officers use all available sources of
sources of information when when assessing the risk to training days are now fully information to complete DASH risk
using the DASH risk understand the bigger picture, embed into shift patterns. assessments and use professional
assessment tool to identify using professional curiosity, Training for DA will judgement where appropriate.
high risk victims, particularly in and not taking things on face continue through the 3. DASH risk assessments are
cases involving threats to kill, value. training cycle -depending accurately assessed, with high-risk
. . on appropriate themes victims identified and referred to
controlling and coercive .
_ , MARAC appropriately.
behaviour, substance misuse
and other domestic abuse
2. Complete

triggers including separation.
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7 Practitioners system wide
should be encouraged to share
or seek information to support
risk assessments in relation to
adults who they have a
concern about, but who don’t
fit within statutory frameworks
for information sharing, such
as MAPPA, section 42 of the
Care Act 2014 or other sharing
requirements including
MARAC.

Local.

1 The Board should seek
reassurance from agencies
that practitioners understand
when and why information
about adults can be lawfully
shared outside of statutory
information sharing
frameworks.

2 To promote information
sharing and wider lessons
from this review, through
circulating a two-page briefing
document for practitioners.

Domestic Abuse
Management Board.
Strategic Safer
Communities Manager

Meeting between Public
Health and Communities
Team agreed to

1. Seek assurances
from review panel
members initially and
then take to Standing
Group for consideration
and identify any further
actions. Letters were
issued to RP Members
22.11.2024 responses
by 28" February 2025.

1. March 2025

Correspondence issued
to Review Panel
Members in November
2024 with deadline of
Late February to provide
assurances. Responses
collated into a report to
Standing Group in April
2025

Confirmation from
review Panel members
of dissemination of
learning within
organisations. Wider
learning to be
disseminated once
Review is published and
included in training via
Lessons Learned
Briefing

1. Ask agencies
involved in the
review to
disseminate two-
page briefing to
their staff. and to
inform us that this
has been
completed.

2. Two page lessons
to be shared during
16 days of action.
— completed
(shared by WCSP
and ASB also
available on
WMDC DHR web

page).

Once report is published
the learning will be
included in face to face
training.

2. March 2025 Completed

Practitioners understand the need to
share with, or seek information from,
partner agencies outside of formal
information sharing frameworks when
they have concerns about the risks
faced or presented by an adult.
Practitioners have the confidence to
share information to support risk
assessment/mitigation outside of formal
information sharing frameworks.
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