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“She was a very happy, adoring and a kind-
hearted daughter, sister and mum. She was an
Incredible lady and lifelong friend who was always
willing to help. She always lived her life to the
fullest without regrets.”

Pen Portrait by Rajendr, Shilpa’s brother
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1. Preface

1.1 Introduction

111

112

1.13

1.14

115

1.1.6

1.1.7

1.1.8

Domestic Homicide Reviews (DHRs) were established under Section 9(3) of
the Domestic Violence, Crime and Victims Act 2004.

This DHR examines agency responses and support given to Shilpal, a
resident of Leicester, before the point of her death at her home in early
October 2019. On that morning, East Midlands Ambulance Service (EMAS)
were called to an address in the city. As there was a report of a stabbing, they
also notified Leicestershire Police. Tragically, despite medical aid being
administered, Shilpa died at the scene.

Manzar?, Shilpa’s ex-partner, was reported to have been present at the
address but had left by the time emergency services arrived.

Shilpa had three children (Child A, Child B and Child C). Before the homicide
of Shilpa, Child A and B witnessed a violent attack on their mother. They, as
well as Child C, also witnessed Manzar kill Shilpa.

Manzar was arrested two days later and was charged with, and then
convicted of, murder. He has received a life sentence, with a minimum tariff of
17 years.

This DHR will consider agencies’ contact/involvement with Shilpa and Manzar
from 1%t January 2013 (the year that the relationship is believed to have
begun) to October 2019. Shilpa had previously been married to Prateep and,
as she had reportedly experienced domestic violence and abuse from him,
this DHR will also seek to identify any learning from before this time frame
where relevant.

In addition to agency contact/involvement, the DHR will also examine the past
to identify any relevant background or trail of abuse before the homicide,
whether support was accessed within the community, and whether there were
any barriers to accessing support. By taking a holistic approach the review
seeks to identify appropriate solutions to make the future safer.

The key purpose of undertaking DHRs is to enable lessons to be learned from
homicides where a person is killed as a result of domestic violence and
abuse. For these lessons to be learned as widely and thoroughly as possible,

! Not her real name.

2 Not his real name.
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1.2

1.1.9

1.1.10

1.1.11

professionals need to be able to understand fully what happened in each
homicide, and most importantly, what needs to change to reduce the risk of
such tragedies happening in the future.

This DHR process does not take the place of the criminal or coroner’s courts,
nor does it take the form of a disciplinary process.

The Review Panel would like to express its sympathy to the family and friends
of Shilpa for their loss.

The Review Panel would additionally like to thank those who contributed to
the DHR process for their participation.

Timescales

121

1.2.2

1.2.3

Following the December 2016 ‘Multi-Agency Statutory Guidance for the
Conduct of Domestic Homicide Reviews’ (hereafter ‘the statutory guidance’),
the local Leicester Community Safety Partnership —the Community Safety
Partnership — commissioned this DHR. Having received notification from
Leicestershire Police in October 2019, the Community Safety Partnership
DHR sub-group agreed in November 2019 to conduct a DHR, with this
decision then being agreed by the chair of the Community Safety Partnership.
In parallel, the Leicester Safeguarding Children Partnership Board (LSCPB)
conducted a ‘Rapid Review’, having also received a referral from
Leicestershire Police (see 1.6.2). Subsequently, in the same month, the Home
Office was notified of the decision to conduct a DHR.

Standing Together Against Domestic Abuse (Standing Together) was
commissioned to provide an Independent Chair (hereafter ‘the chair’) for this
DHR in January 2020. The completed report was handed to the Community
Safety Partnership in July 2021. In August 2021, the report was tabled at a
meeting of the Community Safety Partnership DHR subgroup and signed off.
The report was then approved for submission by the chair of the Community
Safety Partnership and thereafter submitted to the Home Office on in October
2021. In March 2022, the report was considered by the Home Office Quality
Assurance Panel. In May 2022, the Community Safety Partnership received a
letter from Home Office Quality Assurance Panel approving the report for
publication, subject to some minor changes. The letter will be published
alongside the completed report.

Leicester City Council’s Community Safety Partnership recognises that there
has been a significant delay in reaching publication of the review and would
like to provide reassurance that this delay hasn't diluted or delayed any of the
learning from the review being implemented.
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1.2.4  Home Office guidance states that a DHR should be completed within six
months of the initial decision to establish one. This timeframe was not met
due to:

o The initial time period between the decision to conduct the DHR and the
appointment of an Independent Chair.

¢ To allow for the criminal justice process to conclude (Manzar was
sentenced in February 2020).

e To convene the Review Panel (an initial meeting was scheduled for March
2020, see 1.8 below).

¢ To enable family and informal network contact (from January 2020, see
1.9 below); and

e The Covid-19 pandemic. As a result, while the Review Panel was able to
continue operating during this period, the availability and capacity of some
members of the Review Panel and the transfer of meetings online
extended the duration of the DHR.

1.3 Confidentiality

1.3.1 The findings of this DHR are confidential until the Overview Report has been
approved for publication by the Home Office Quality Assurance Panel. In the
interim, information has been available only to participating
officers/professionals and their line managers in line with the local
confidentiality agreement.

1.3.2 This DHR has been anonymised following the statutory guidance. The specific
date of the homicide has been removed. Only the chair and Review Panel
members are named.

1.3.3  The following pseudonyms have been used in this DHR to protect the
identities of the victim, family members and other parties, as well as the

perpetrator:

Name Relationship to Shilpa
Shilpa Victim

Manzar (perpetrator) Ex-partner
Prateep Former husband
Child A Child (with Prateep)
Child B Child (with Prateep)
Child C Child (with Manzar)
Rajendr Twin Brother
Tanvika Sister
Keeley Neighbour
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Camilla Friend
Megan Acquaintance
Asha Friend
Dalsher Friend
Waheeda Friend / Neighbour
Inaaya Friend

1.3.4 Pseudonyms were chosen by replacing original names with culturally matched
alternatives where possible. Unfortunately, it was not possible to confirm
these with Shilpa’s family (see 1.9 below).

1.4 Equality and Diversity

1.4.1 The chair and the Review Panel considered the protected characteristics of
age, disability, gender reassignment, marriage and civil partnership,
pregnancy and maternity, race, religion and belief, sex, and sexual orientation
during the DHR process.

1.4.2  Sex always requires special consideration. In this case, Shilpa was female,
and Manzar is male. An analysis of domestic homicide reviews reveals
gendered victimisation across both intimate partner and familial homicides,
with females representing most victims and males representing the majority of
perpetrators.® This characteristic is relevant in this case; the victim of the
homicide was female, and perpetrator of the homicide was male.

1.4.3 At the first meeting of the Review Panel, it was identified that the following
protected characteristics also required specific consideration:

e Pregnancy and maternity (Shilpa had three children, of whom one was
three at the time of her death, and Shilpa had contact with different health
services about sexual health and pregnancy);

e Race (Shilpa’s country of origin was Nepal and Manzar was from
Afghanistan. The Review Panel will also consider immigration status in
this context); and

e Religion or belief (Shilpa is believed to have been a Muslim, having
converted from Hinduism, and Manzar is believed to be a Muslim).

3 “In 2014/15 there were 50 male and 107 female domestic homicide victims (which includes intimate partner homicides and
familial homicides) aged 16 and over”. Home Office, “Key Findings From Analysis of Domestic Homicide Reviews”
(December 2016), p.3.

“Analysis of the whole Standing Together DHR sample (n=32) reveals gendered victimisation across both types of homicide
with women representing 85 per cent (n=27) of victims and men ninety-seven per cent of perpetrators (n=31)". Sharp-Jeffs,
N and Kelly, L. “Domestic Homicide Review (DHR) Case Analysis Report for Standing Together “ (June 2016), p.69.
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1.4.4 These issues are considered throughout the DHR and analysed in 5.3 below.

1.45 The Review applied an intersectional framework to understand the lived
experiences of both the victim and perpetrator. This means the Review Panel
sought to explore how an individual’s characteristics may have combined or
intersected to create heightened and persistent forms of inequality,
marginalisation, disadvantage, and powerlessness. An intersectional
approach to DHRs is vital in identifying and analysing the multiple and
overlapping barriers that create vulnerability and risk. These issues are
considered throughout this report and summarised in 5.4 below.

1.4.6  To aid in the consideration of these issues, the Review Panel (see 1.8.1
below) benefited from the involvement of specialist domestic abuse services.
This included United Against Violence & Abuse (UAVA),* which is a
consortium of local specialist providers, with panel representatives from two of
the specialist providers that make up the UAVA consortium — Free from
Violence and Abuse (FreeVA)® and Living Without Abuse (LWA)®). A specialist
Black and Minority Ethnic (BME) service that supports women from various
cultural backgrounds, Panahghar Safe House, was also included.’

1.5 Terms of Reference

1.5.1 The Terms of Reference are included in Appendix 1. This DHR aims to
identify the learning from this case, and for action to be taken in response to
that learning to prevent homicide and ensure that individuals and families are
better supported.

1.5.2 The Review Panel was comprised of agencies from Leicester, as the victim
and perpetrator were living in that area at the time of the homicide. Agencies
were contacted as soon as possible after the DHR was established to inform
them of the DHR, their participation and the need to secure their records.

1.5.3 At the first meeting, the Review Panel considered information about agency
contact with Shilpa and Manzar based on an initial scoping exercise
undertaken by the Community Safety Partnership. This identified that Shilpa
and Manzar’s relationship appeared to have begun in 2013. As a result, the

4 UAVA are a consortium of three local specialist providers of domestic abuse and sexual violence services: Women'’s
Aid Leicestershire Ltd, FreeVA and Living Without Abuse. For more information, go to: http://www.uava.org.uk.

5 FreeVA works towards reducing domestic violence, rape and sexual assault in Leicester, Leicestershire & Rutland. For more
information, go to: https://www.freeva.org.uk.

5 LWA provides help and support to people affected by domestic violence and abuse who live in Leicester, Leicestershire, or
Rutland. For more information, go to: https://www.lwa.org.uk

7 Panahghar Safe House provide a range of services for women experiencing domestic violence and abuse including refuge
accommodation for Black Asian Minority Ethnic and Migrant communities. For more information, go to:
https://www.safehouse.org.uk.
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Review Panel agreed that the period to be reviewed would be from 1%t
January 2013 to October 2019, with a focus on the time Shilpa lived in
Leicester.

1.5.4 Agencies were also asked to summarise any learning up to 2012 where
relevant. Significantly, it was established that there had been contact between
Shilpa and agencies before this relating to allegations of domestic violence
and abuse by her former husband (Prateep). This included contact with
agencies in both Hampshire and the West Midlands. As a result, the
Community Safety Partnership facilitated information requests to agencies in
Hampshire and the West Midlands. However, given the focus on Shilpa’s time
in Leicester, the Review Panel decided that it would not be proportionate or
practicable to invite these agencies to join the Review Panel, or to ask them
for either an IMR or a Short Report, or to undertake a detailed consideration
of contact with Shilpa and Prateep. This is discussed further below in relation
to the information provided (see 1.7) and how this informed the development
of the chronology (see section 3).

1.5.5 Key Lines of Inquiry: The Review Panel considered both the ‘generic issues’
as set out in statutory guidance and identified and considered the following
case-specific issues:

¢ What was known about the family’s circumstances, including living
arrangements, experiences and relationship dynamics;

o The communication/information sharing which took place within and
between agencies;

e The co-operation between different professionals/agencies involved with
any of the above named, including any multi-agency referrals and/or
safeguarding meetings;

¢ Any opportunities for professionals/agencies to identify and assess
domestic abuse, risk of homicide, or serious injury, including opportunities
to exercise professional curiosity;

e Professional/agency responses to any identification of domestic abuse
issues;

e Professional/agency pathways and access to, as well as any work with,
specialist domestic abuse agencies;

e Policies, procedures, and training available to the professionals/agencies
involved in domestic abuse issues;

e Any evidence of help-seeking, considering what might have helped or
hindered/been a barrier to access to help and support;
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e The relevance and impact of alcohol use, mental health and immigration
status; and

The extent to which the voices of Shilpa and the children named above
were sought or considered.

1.6 Methodology

1.6.1  Throughout the report, the term ‘domestic abuse’ is used interchangeably with
‘domestic violence’, and the report uses the cross-government definition of
domestic violence and abuse as issued in March 2013. The definition is
included here to assist the reader to understand that domestic violence is not
only physical violence but a wide range of abusive and controlling behaviours.
The definition states that domestic violence and abuse is:

“Any incident or pattern of incidents of controlling, coercive or threatening
behaviour, violence or abuse between those aged 16 or over who are or have
been intimate partners or family members regardless of gender or sexuality.
This can encompass, but is not limited to, the following types of abuse:
psychological; physical; sexual; financial, and emotional.

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

Coercive behaviour is: an act or a pattern of acts of assault, threats,
humiliation and intimidation or other abuse that is used to harm, punish, or
frighten their victim.”

This definition, which is not a legal definition, includes so-called ‘honour’
based violence, female genital mutilation (FGM) and forced marriage, and is
clear that victims are not confined to one gender or ethnic group.

1.6.2  This DHR has followed the statutory guidance issued following the
implementation of Section 9 of the Domestic Violence Crime and Victims Act
2004, as well as the local DHR protocol developed by the Community Safety
Partnership. As agencies had significant contact with Shilpa and the children,
the LSCPB completed a Rapid Review and considered whether a Child
Safeguarding Practice Review should be conducted.? As the Community
Safety Partnership had decided to commission a DHR, it was agreed any

8 For more information, go to:
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/779401/Working_Togethe
r_to_Safeguard-Children.pdf.
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1.6.3

16.4

1.6.5

1.6.6

1.6.7

1.6.8

1.6.9

learning could be captured within this process and that the Review Panel
would include representatives from the LSCPB who could provide a link to
that forum. In respect of this, the DHR will have reference to the principles set
out in Working Together to Safeguard Children 2018 for Child Safeguarding
Practice Reviews.

On notification of the homicide, agencies were asked by the Community
Safety Partnership to check for their involvement with any of the parties
concerned and secure their records. A total of 43 agencies were included in
this scoping exercise. 17 agencies returned a nil-contact, 23 reported contact
with at least one subject of the DHR, and three agencies did not respond.

Subsequently, Individual Management Reviews (IMRs) were requested from
nine agencies, with a further four agencies providing Short Reports as they
had relatively little contact with the subjects of the DHR. As appropriate, other
agencies were asked to provide Summary Information, including agencies
from Hampshire and the West Midlands. These are described in 1.7.

All the information received was combined, and a narrative chronology was
written by the chair.

Independence and Quality of IMRs: The IMRs and Short Reports were of
good quality and enabled the Review Panel to analyse contact with Shilpa,
Manzar, and the other subjects of the DHR to produce learning. However,
there were weaknesses in several IMRs, meaning further questions were sent
to agencies to clarify the information provided and/or to ask for further
information. Six agencies made recommendations in their IMRs.

The IMRs from Primary Schools 1 and 2 were produced with the support of a
consultant who was commissioned by Leicester City Council Education
Service. The Review Panel felt this was good practice as it addressed
concerns about the independence of the IMR, given the small size of the
leadership teams in both schools, and enabled their contribution to the DHR
process.

Documents Reviewed: In addition to the IMRs and Short Reports, other
documents reviewed during the DHR process have included documents
provided by the Community Safety Partnership (including the local protocol for
DHRs, as well as other documents that are referenced in this report).

Interviews Undertaken: The chair has had contact with Shilpa’s brother,
Rajendr, as well as several of Shilpa’s friends and neighbours. See 1.9 for
details.

1.7 Contributors to the Review
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1.7.1 A total of 43 criminal justice, education, health, housing, and social care
agencies were contacted. Of these, 12 recorded substantive involvement with
the victim or perpetrator and therefore made contributions to this DHR:

Agency Contribution
British Pregnancy Advisory Service (BPAS)° IMR and Chronology
University Hosplta(lal?'le)_l?)lcester NHS Trust IMR and Chronology
General Practice (GP) at St Peters Health Centre!! | IMR and Chronology
Leicestershire Partnership NHS Trust (LPT) 12 IMR and Chronology
Leicester City Council Children’s Social Care IMR and Chronology

UAVA (including the UAVA helpline'?, the Jenkins

Centre!* and the Freedom Programme?®) IMR and Chronology

Project 360° (provided by LWA) Short Report

Leicestershire Police IMR and Chronology

Primary School 1 (school for Child A and B from

2013 to February 2019)%7 IMR and Chronology

Primary School 2 (school for Child A and Child B

from February 2019) IMR and Chronology

Leicester City Council Adult Social Care Short Report

Leicester City Council Homelessness, Prevention & Short Report
Support

Nottinghamshire Healthcare Trust'® (NHCT) Short Report
(provider of the Improving Access to Psychological

9 An independent healthcare charity which advocates and cares for women and couples who decide to end a pregnancy. For
more information, go to: https://www.bpas.org.

19 Runs three hospitals in Leicestershire. For more information go to: https://www.leicestershospitals.nhs.uk.

11 This IMR and Chronology included health records related to contact with The Maples Surgery. The Review Panel agreed that
this was sufficient and did not request an additional IMR from The Maples Surgery although the ICB representative did consider
the existing practice at The Maples Surgery. This is reflected in the analysis.

12 provides high quality integrated mental health, learning disability and community health services. For more information, go to:
https://www.leicspart.nhs.uk.

13 The Helpline provides confidential support, information, safety advice, risk assessments and access to all UAVA services for
anyone living in Leicester, Leicestershire or Rutland affected by or at risk of domestic abuse or sexual violence. It is
provided by FreeVA, a partner in the UAVA consortium.

14The Jenkins Centre is a Domestic Violence Perpetrator Programme, offering a 24-week group work programme that helps
people using abusive behaviour in their relationships make changes. This includes a Partner Support Service which is
offered to the partners and ex-partners of those attending the Jenkins Centre. The Jenkins Centre is provided by FreeVA, a
partner in the UAVA consortium. For more information, go to: https://jenkinscentre.org.

15 A number of programmes, including the Freedom Programme, are provided by LWA, a partner in the UAVA consortium.
16 Project 360 is provided by LWA, although this service is not provided as part of the UAVA consortium.
17 Both schools are unnamed to enhanced anonymity with respect of the children.

18 Provides mental health, intellectual disability and community healthcare services for the people of Nottinghamshire and
beyond. For more information, go to: https://www.nottinghamshirehealthcare.nhs.uk/home.
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Therapies (IAPT) programme locally, called ‘Let’s
Talk Wellbeing’ service!®)

1.7.2  During the DHR, the police, Children’s Social Care and specialist domestic
abuse services were also approached in Hampshire and the West Midlands

(Coventry).
Hampshire Contribution
Hampshire County Council Summary of Engagement
Children’s Social Care
Hampshire Constabulary Summary of Engagement
Local Domestic Abuse Service No contact
West Midlands (Coventry) Contribution
Coventry City Council Children’s Summary of Engagement
Social Care
West Midlands Police Summary of Engagement
Local Domestic Abuse Service No contact

1.7.3  Where these agencies had contact, it was historical. This has been
incorporated into the DHR, including being summarised in the chronology. As
noted in 1.5.4, while these agencies were not involved directly in the DHR, the
Review Panel invited representatives from the local areas to confirm the
report accurately represented the information provided and sought to include
reflections on Shilpa’s previous experiences in its considerations, particularly
the analysis.

1.7.4  Additional information was also provided by:
e Children and Family Court Advisory and Support Service (CAFCASS);%°

e Clare Walker Consultancy,?! a local provider of the Freedom
Programme;??

19 Provide psychological assessment and treatment (talking therapies) for common mental health problems, including
depression, anxiety, panic, phobias, obsessive compulsive disorder (OCD), trauma and stress in Leicester City as part of
the national IAPT programme. For more information, go to: https://www.nottinghamshirehealthcare.nhs.uk/leicestershire-
county-and-rutland-service.

20 Cafcass represents children in family court cases in England. For more information, go to: https://www.cafcass.gov.uk.

21 A local domestic abuse consultancy that provides a range of training and group work programmes. For more information, go
to: https://clarewalkerconsultancy.com/about/.

2 The Freedom Programme is a domestic violence programme. For more information, go to: https://freedomprogramme.co.uk.
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¢ East Midlands Homes (EMH), a social housing provider (which also
offered the Safe Project, a domestic abuse service, until November
2015);%3 and

e Midland Heart Housing Association, a social housing provider?*.

1.7.5 The Home Office provided information concerning immigration status, with
this request being facilitated through the Home Office’s Domestic Homicide
Review Team.

1.7.6  Respect — a national charity working to advance best practice for domestic
abuse perpetrators, male victims and young people who use violence and
abuse?® — provided information on the Respect Standard, which sets the
principles for safe and effective work with perpetrators of domestic abuse.26

1.8 The Review Panel Members

1.8.1 The Review Panel members were:

Name Role Agency
Leicester,
Leicestershire, and
Rutland (LLR)
Integrated Care Board
(ICB) Hosted
Safeguarding Team
Turning Point Substance

Carol (representing
the GP at St Peters Safeguarding Manager
Health Centre)

Caroline Manager . )
Misuse Service
Detective Inspector Serious Crime Leicestershire Police
Siobhan Partnership Manager

Homelessness,
Justin Service Manager Prevention & Support,
Leicester City Council
Principal Child and Children's Social Care &

Kate Family Social Worker Early Help, Leicester
City Council
Maria Lead Nurse BPAS
Safeguarding

Head of Service (Social Adult Social Care and

Mark Safeguarding, Leicester
Work) City Council
Michael Head of Safeguarding UHL

2 For more information, go to: https://www.emhhomes.org.uk.
24 For more information, go to: https://www.midlandheart.org.uk.
2 For more information, go to: https://www.respect.uk.net.

26 Respect. (2017) The Respect Standard (Third Edition). Available at: https://www.respect.uk.net/pages/64-respect-standard
(Accessed: 31st October 2020).
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Neil Trust Lead.for LPT
Safeguarding
| & Designated ,
Safeguarding Lead Primary School 2

- Headteacher Primary School 2

Sandra Chief Executive Officer | Panahghar Safe House
Domestic & Sexual
Stephanie Team Manager Violence Team,
Leicester City Council
- Headteacher Primary School 1
Su Outreach Service 28
Manager ke
Sue Principal !Educatlon Leicester City Council
Officer

Suki Chief Executive FreeVA?9

Tammy Service Manager and LWA
Volunteer Coordinator

1.8.2 The Review Panel was supported by the Domestic & Sexual Violence Team,
including Libby, Mark and Sharon.

1.8.3 Independence and expertise: Review Panel members were of the appropriate
level of expertise and were independent, having no direct line management of
anyone involved in the case.

1.8.4 The Review Panel met a total of six times, and the first meeting was on the
16" March 2020. There were further meetings on the 25" June 2020, the 16™
September 2020, the 15" December 2020, the 4" March 2021 and the 25™
March 2021. Thereafter, the Overview Report and Executive Summary were
agreed electronically, with Review Panel members providing comment and
sign off by email in June and July 2021.

1.8.5 The chair wishes to thank everyone who contributed their time, patience, and
cooperation.

1.9 Involvement of Family, Friends, Neighbours, Work Colleagues, and the
Wider Community

27 The school representatives are unnamed to enhanced anonymity with respect of the children.

2 Provides the Freedom Programme as part of the UAVA consortium. Is also commissioned to provide Project 360.
2 Provides the UAVA helpline and the Jenkins Centre as part of the UAVA consortium.
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1.9.1 From the outset, the Review Panel decided that it was important to take steps
to involve the family.

Family
Name3° | Relationship to victim Means of involvement
Rajendr Brother Interviewed; offered a draft copy of
the report
Tanvika Sister Invited to part|C|pgte; no response
received

1.9.2 The Community Safety Partnership notified Rajendr of the DHR at the start of
January 2020, with a letter being hand delivered by a Leicestershire Police
Family Liaison Officer (FLO).

1.9.3 In February 2020, after their appointment, the chair also contacted Rajendr,
again via the Leicestershire Police FLO. This letter was sent along with the
Home Office leaflet for families and further information on Advocacy After
Fatal Domestic Abuse (AAFDA)3,

1.9.4  Checks were completed with AAFDA32 and the Victim Support Homicide
Service (VSHS) to determine if they had any contact with Shilpa’s family.
VSHS confirmed that they were supporting Rajendr, although, as Rajendr
lived in a different area to Shilpa and the case had to be transferred, several
caseworkers had been involved.

1.9.5 Initially, via a caseworker, the chair was able to confirm that while Rajendr
wanted to participate in the DHR, his focus was on the trial and the care of
Shilpa’s children. However, Rajendr did provide some initial reflections by
email. In this email, Rajendr indicated that he thought religion and culture
were major factors, which he felt meant that Manzar had “taken her for
granted’, while Shilpa had not felt able to share details of the “troublesome”
relationship, including experiences of abuse. Rajendr felt it was important to
consider how to raise awareness to try to help people in a similar situation.

1.9.6 In October 2020, another VSHS caseworker confirmed that Rajendr was
ready to participate in the DHR. Subsequently, Rajendr and the chair spoke in

30 Not his real name.

31 AAFDA provide emotional, practical and specialist peer support to those left behind after domestic homicide. For more
information, go to: https://aafda.org.uk.

32 AAFDA provide emotional, practical and specialist peer support to those left behind after domestic homicide. For more
information, go to: https://aafda.org.uk.

33 The Victim Support Homicide Service supports bereaved families to navigate and know what to expect from the criminal
justice system and providing someone independent to talk to. For more information, go to:
https://lwww.victimsupport.org.uk/more-us/why-choose-us/specialist-services/homicide-service.
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November 2020. Rajendr was provided with a copy of the minutes of the
meeting, which he agreed to in December 2020. A summary of Rajendr’s
comments can be found in 4.1 below. Rajendr also provided a Pen Portrait,
which has been included at the start of the report.

1.9.7 After this point, contact with Rajendr was difficult, as he was working abroad.
However, between July and October 2021, the chair was in contact with
Rajendr and, at his request, made arrangements to share a copy of the draft
report. Unfortunately, neither this, nor attempts to contact Rajendr thereafter
to discuss the report with him, were successful. As a result, following a
discussion with the Community Safety Partnership, the chair wrote to Rajendr
providing a deadline for a response. When this deadline passed, the chair
notified Rajendr that the review was being concluded, that their role as the
chair was coming to an end, and that a named officer at the Community
Safety Partnership would be his point of contact for further enquiries. Victim
Support was also notified. In line with the statutory guidance, the Community
Safety Partnership have committed to attempting to update Rajendr, and
working with him if he wishes, around the next steps, including publication.

1.9.8 Because of the challenges in liaison with Rajendr, the chair also wrote to
another family member (a sister, Tanvika) about the report. Unfortunately, no
response was received.

1.9.9 The Review Panel considered engaging with Shilpa’s children but, given their
young age (the oldest was 9 at the point of Shilpa’s death), felt this was not
appropriate. However, links were made to Leicester City Council Children’s
Social Care (see 1.11 below).

Friends, Neighbours, Work Colleagues, and the Wider Community

1.9.10 Consideration was given to approaching friends, neighbours, work colleagues,
and the wider community.

1.9.11 Leicestershire Police interviewed several witnesses who had known Shilpa
during their enquiry, including friends and neighbours. The chair provided
information on the DHR process, including the relevant Home Office leaflet,
and how people who knew Shilpa could be involved, and Leicestershire Police
then approached each witness for consent for the DHR to use their withess
statement and/or to be contacted by the chair. Seven witnesses provided
consent and their involvement is summarised below.

1.9.12 Six of these witnesses were contacted directly. Where required, the Community
Safety Partnership provided an interpreter:
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Name34 Relationship to victim Means of involvement
Keele Neighbour Consent to share witness
y 9 statement and spoke with chair
Consent to share witness
Camilla Friend statement; could not be
contacted
. Consent to share witness
Asha Friend statement and spoke with chair
Dalsher Friend Consent to share witness
statement and spoke with chair
. . Consent to share witness
Waheeda Friend / Neighbour statement and spoke with chair
Inaava Friend Consent to share witness
y statement and spoke with chair

1.9.13 One other witness provided permission for their witness statement to be used
but was not contacted. This was because they only had limited contact with
Shilpa as an acquaintance:

Name?3® Relationship to victim Means of involvement

Megan Acquaintance Shared witness statement

1.9.14 Two other witnesses were not approached, specifically Shilpa’s new partner
and another friend. The Review Panel decided not to make an approach
based on information provided by Leicestershire Police.

Name36 Relationship to victim Means of involvement
AT New partner Not approached
NS Friend Not approached

1.9.15 A summary of the information provided by friends of Shilpa is included in 4.1.

1.9.16 One issue of note is that during the chair’s contact with friends and
neighbours, he was asked several times for information about the homicide

34 Not their real names.
35 Not their real name.
36 Not their real names.
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(including the trial outcome and the wellbeing of the children), while several
people also talked about the ongoing impact of Shilpa’s death.

1.9.17 Subject to confidentiality, the chair was able to provide some advice on
support options and additional information (specifically on the trial outcome).
However, after a discussion with the Review Panel, it was felt that it was
potentially significant that some of Shilpa’s friends and neighbours did not
know about the criminal justice outcome and reported feeling an ongoing
impact from Shilpa’s murder. The Review Panel was not able to determine
why these individuals were unaware of the criminal justice outcome and noted
there may be several reasons that information had not reached them. The
Review Panel noted that other people in the local community may be similarly
affected.

1.9.18 Following a discussion, it became apparent that there was not a process for
coordinating a community response following a homicide, both at the time and
up to and beyond any criminal justice outcome (although immediate actions
were taken after the homicide, most notably by Leicestershire Police and
Leicester City Council Children’s Social Care). As a result, the Review Panel
identified a potential gap in the response to a domestic homicide in the
medium to long term. Such a response could be an opportunity to:

a) Provide reassurance and support following a homicide;

b) Improve information and channels of communication to and from Leicester
residents, including specific geographical or racial/ethnic communities;

c) Raise awareness generally of domestic abuse; and

d) Create opportunities for disclosures triggered by the homicide and
therefore improve support for victim/survivors of domestic abuse.

1.9.19 A coordinated response could involve several council departments (including
children’s services, community safety, schools, housing) and draw in other
local services (the police and domestic abuse services).

1.9.20 Locally, a mechanism that could coordinate such a response may be the
Community Tension Management (CTM) process. Broadly, this allows for a
plan to be developed to make sure the relevant council departments are
aware of tensions and deploy resources in response. However, it needs other
council officers to raise an alert relating to emerging community tensions. The
CTM process could link into local Joint Action Groups (JAGs), whose work is
geographically based and who coordinate multi-agency responses to
community tensions, anti-social behaviour, and tenancy issues.
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After a domestic homicide, it is important that local communities are
supported and informed to help cope with the aftermath, both immediately and
in the longer term. This is also a chance to raise awareness of domestic
abuse and create opportunities for disclosure.

Recommendation 1: The Community Safety Partnership to develop a
mechanism to coordinate a partnership response after a domestic
homicide, in order to provide opportunities for community re-assurance
and information, as well as promote awareness of domestic abuse and
create opportunities for disclosure.

1.10 Involvement of Perpetrator and/or his Family:

The perpetrator

1.10.1

1.10.2

Manzar was approached in prison. He responded via his Probation Officer,
confirming that he was willing to participate in the DHR.

An initial interview, scheduled in August 2020, could not be completed. This
was re-scheduled to a date in November 2020, with the interview being
conducted by telephone because of Covid-19 restrictions. Manzar was
provided with a copy of the note of the meeting, which he agreed. A summary
of Manzar’s comments is included in 4.2 below. Additionally, Manzar
consented to the transcript of his police interviews being shared with the chair.
Subsequently, Leicestershire Police provided a summary of these interviews
for use in the DHR.

Friends, Work Colleagues, Neighbours and Wider Community

1.10.3

Leicestershire Police interviewed several family members and a friend of
Manzar. The Review Panel considered approaching these individuals but did
not do so based on information provided by Leicestershire Police.

1.11 Parallel Reviews

1.111

1.11.2

1.11.3

Criminal trial: Manzar was charged with murder in October 2019. In December
2019 Manzar pleaded guilty and in February 2020 he received a life sentence,
with a minimum tariff of 17 years.

The first meeting of the Review Panel occurred after the criminal justice
process had concluded and Leicestershire Police was represented by the
Serious Crime Partnership Manager. The Leicestershire Police FLO attended
the second Review Panel meeting to share their knowledge of the case.

Coroner’s Inquest: The HM Coroner for Leicester City and South opened an
Inquests into the death of Shilpa on the 20" October 2019. Following the
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conclusion of the criminal trial, the inquest was suspended permanently on
the 25" February 2020.

1.11.4 Children: There are no parallel reviews concerning Child A, B or C. As
discussed above, the children were not approached to be involved in the
DHR. At the first Review Panel meeting, it was noted that the ongoing care of
the children was beyond the remit of the DHR. However, the Review Panel
noted the extensive support that was being provided to the family. They are in
the care of Rajendr and his family under a Special Guardianship Order.*’

While the Community Safety Partnership is not responsible for the care of
Child A, B or C, it has a responsibility to liaise with Leicester City Council
Children’s Social Care to ensure that their wellbeing is considered in relation
to the publication of this DHR.

Recommendation 2: The Community Safety Partnership to satisfy itself
that Child A, B and C (as well as their kinship carer) are offered support
in relation to the publication of the DHR.

Recommendation 3: After the publication of this DHR, the Community
Safety Partnership to work with Leicester City Council Children’s Social
Care to ensure that this report is attached to Child A, B and C’s social
care records. This is so that, if they wish to read the DHR when they are
older, it will be available to them. Information also to be provided for a
Later Life Letter.®

1.12 Chair of the Review and Author of Overview Report

1.12.1 The chair and author of this DHR is James Rowlands, an Associate DHR
Chair with Standing Together. James Rowlands has received DHR Chair’s
training from Standing Together. James Rowlands has chaired and authored
12 previous DHRs and has previously led reviews on behalf of two Local
Authority areas in the South East of England. He has extensive experience in
the domestic violence sector, having worked in both statutory and voluntary
and community sector organisations.

1.12.2 Standing Together is a UK charity bringing communities together to end
domestic abuse. Standing Together aims to see every area in the UK adopt
the Coordinated Community Response (CCR). The CCR is based on the
principle that no single agency or professional has a complete picture of the

87 A special guardianship order is an order appointing a person or persons to be a child’s specialist guardian.
The special guardian has parental responsibility for the child.

38 A Later Life Letter is written by child's social worker and is given to a child when they are considered old
enough It gives more detail of the child's history and the decision-making process regarding their placement.
It is intended to help a child make sense of their past.
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1.12.3

1.12.4

life of a domestic abuse survivor, but many will have insights that are crucial
to their safety. It is paramount that agencies work together effectively and
systematically to increase survivors’ safety, hold perpetrators to account and
ultimately prevent domestic homicides. Standing Together has been involved
in the DHR process from its inception, chairing over 80 reviews.

Independence: James Rowlands has no connection with the Community
Safety Partnership or any of the agencies involved in this case, although he
has previously chaired a DHR in the city.

James Rowlands is a Board Member for Respect. As a Domestic Violence
Perpetrator Programme, the Jenkins Centre has obtained the Respect
Standard. In relation to the Jenkins Centre’s contact with Shilpa and Manzar,
this DHR considers both compliance with, and the content of, the Respect
Standard. Given this, James Rowlands declared a potential conflict of interest.
It was agreed any communication with Respect would be directed through the
Community Safety Partnership. This Review Panel was satisfied with this
declaration.

1.13 Dissemination

1131

1.13.2

1.13.3

1.13.4

1.13.5

Once finalised by the Review Panel, the Executive Summary and Overview
Report will be presented to the Community Safety Partnership DHR sub-
group and the chair of the Executive for approval and thereafter will be sent to
the Home Office for quality assurance.

Once agreed by the Home Office, the Community Safety Partnership will
ensure the learning is shared, by individual agencies or at multi-agency
events. This includes DHR workshops.

The Executive Summary and Overview Report will also be shared with the
Police and Crime Commissioner for Leicestershire and will also be shared
with the sub-regional Domestic and Sexual Violence and Abuse Operational
Group.

Additionally, given the historical contact Shilpa had with some services in
other areas, the Executive Summary and Overview Report will be shared with
the relevant partnership bodies in Hampshire and the West Midlands.

The action plan will be monitored by the Community Safety Partnership DHR
sub-group. The Community Safety Team will be responsible for monitoring the
recommendations and reporting on progress.

1.14 Previous case review learning locally
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1.14.1 As of January 2021, 14 DHRs have been commissioned by the Community
Safety Partnership since 2011.3°

1.14.2 The Review Panel considered the learning and recommendations from other
reviews in the analysis and the development of recommendations for this
DHR. Where appropriate, these links are referenced in the analysis.

3% For more information, go to: https://www.leicester.gov.uk/your-council/policies-plans-and-strategies/public-safety/safer-
leicester-partnership/domestic-homicide-reviews-dhrs/.

Page 24 of 170

Copyright © Standing Together Against Domestic Abuse. All rights reserved.


https://www.leicester.gov.uk/your-council/policies-plans-and-strategies/public-safety/safer-leicester-partnership/domestic-homicide-reviews-dhrs/
https://www.leicester.gov.uk/your-council/policies-plans-and-strategies/public-safety/safer-leicester-partnership/domestic-homicide-reviews-dhrs/

2.

Background Information (The Facts)

The Principal People Referred to in this report

Referred

Age at time

(with Manzar)

to in the Relatlopshlp to of Shilpa’s Etl_m_lc Faith Immigration Disability
Shilpa Origin Status
report as death
No Time Limit
Shilpa n/a 32 Asian | Muslim | (NTL) Leave to N
Remain (ILR)*°
Manzar Ex-partner 29 Asian | Muslim | Leave to Remain N
Prateep | Former husband - - - - -
. Child
Child A (with Prateep) 9 } B } -
. Child
Child B (with Prateep) 8 ] ) ] )
Child C Child 3 i i i i

2.1 The Homicide

211

2.1.2

2.1.3

214

2.1.5

Homicide: On a morning in early October 2019, EMAS were called to an
address in Leicester. Because it was a report of a stabbing, EMAS also notified
Leicestershire Police. Tragically, despite medical aid being administered, Shilpa

died at the scene.

Manzar, Shilpa’s ex-partner, was reported to have been present at the
address and to have left the scene.

Child A and B witnessed Manzar attacking their mother. They, as well as Child
C, also witnessed Manzar kill Shilpa.

Post-mortem: Shilpa died from a fatal stab wound to her chest. However,

during his attack on Shilpa, Manzar inflicted 17 injuries including stabbing
Shilpa to the neck, torso, and heart. This meets the definition of ‘overkill’. This
is a term used to describe the use of gratuitous violence that goes further than

that which is necessary to cause the victim’s death.*!

Criminal trial outcome: Manzar pleaded guilty, and, in February 2020, he

received a life sentence, with a minimum tariff of 17 years.

40 |_eave to Remain means an applicant has permission to remain in the UK and can take up employment, engage in business,
self-employment, or study.

4l Long, J., Harper, K., and Harvey, H. (2018) The Femicide Census 2017 Findings: Annual Report on UK Femicides 2017.
Available at: https://www.womensaid.org.uk/what-we-do/campaigning-and-influencing/femicide-census/ (Accessed: 30

August 2020).

Copyright © Standing Together Against Domestic Abuse. All rights reserved.

Page 25 of 170



https://en.wikipedia.org/wiki/Employment
https://www.womensaid.org.uk/what-we-do/campaigning-and-influencing/femicide-census/

2.1.6  Sentencing remarks: The Judge said: “You deprived three children, one of
them your own [child], of a mother and you deprived the same child of a father
for the formative years of their life.”

2.2 Background Information on Victim and Perpetrator

2.2.1  Background Information relating to Victim: Shilpa was 32 at the time of her
death. She was Asian and originally from Nepal. She had no known disability.
She was raised in the Hindu faith but had converted to Islam before meeting
Manzar (she converted during her relationship with Prateep). Shilpa spoke
both Hindi and English.

2.2.2  Shilpa had a twin brother (Rajendr), as well as another brother and a sister,
and five stepsisters.

2.2.3  Shilpa moved to the UK in 2007, having applied for and being granted
Indefinite Leave to Enter (ILE)*?, with this being valid until December 2016. In
February 2016, Shilpa applied for No Time Limit (NTL) Indefinite Leave to
Remain (ILR). This was initially rejected but a second application, in July
2018, was successful.

2.2.4  Shilpa had previously been married to Prateep and they had lived in the

Midlands, initially in Birmingham and then Coventry, and had two children
(Child A and Child B). It is unclear if their marriage would have been
recognised as legally valid, or whether it was solely a religious marriage®.
The relationship ended in 2012 or 2013, although Prateep had continuing
contact with the children. At some point in 2013, Shilpa’s relationship with
Manzar began (see summary below, as well as the chronology in the next
section).

2.2.5 Shilpa moved to Leicester in 2013. In Leicester, Shilpa developed a circle of
friends, as well as close relationships with some of her neighbours. She at
times went to stay with friends in Coventry.

2.2.6  Shilpa was not in employment and rented a two-bedroom property provided
by Midland Heart Housing Association. Shilpa was the sole tenant and had
secured the tenancy in 2013.

2.2.7  Background Information relating to Perpetrator: Manzar was 29 at the time he
murdered Shilpa. He is Asian and originally from Afghanistan. Manzar had no

42 |LE has the same status as ILR but is granted to an application before they have moved to the UK.

43 If an Islamic religious marriage ceremony — a Nikah — is conducted in an unregistered building, and the couple do not have
an additional civil ceremony, the marriage will not be recognised as being legally valid. A recent House of Commons Briefing
Paper has explored this issue. For more information, go to: https://commonslibrary.parliament.uk/research-briefings/cbp-
8747I.
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known disability. He is a Muslim. Manzar speaks English,** but agencies have
different records relating to his first language (this was recorded as Farsi by
one agency, Urdu by another).

2.2.8 Manzar came to the UK in 2011, having fled Afghanistan. Having initially been
detained for entering the UK illegally, Manzar made an asylum claim. This led
to him being granted temporary admission to the UK while his claim was
considered. Over the next few years, Manzar’s claim was subject to
adjudication. In 2014 he was granted asylum and LTE/LTR, with an expiry
date of the 9" June 2019. On the 8" June 2019, he applied for settlement but,
on the day of the murder in October, this was rejected. He was instead
granted LTR for a further three years (i.e., until October 2022). This means
that, on the same day that his application for settlement was not granted,
Manzar murdered Shilpa. However, it does not appear the immigration
outcome was itself a direct trigger for Manzar’s attack.*®

2.2.9 Manzar had family in Leicester (including a brother) and friends in Coventry,
where he returned regularly. Although Manzar had been in employment earlier
in the relationship, he had not worked for some time and, when Manzar killed
Shilpa, he was not in employment. Manzar had been living with Shilpa for the
duration of their relationship, although he would leave for periods of time. After
they had separated, it is believed that Manzar was living with family nearby.

2.2.10 Synopsis of relationship with the Perpetrator: Shilpa and Manzar met in
Coventry. After Shilpa divorced Prateep, she began a relationship with
Manzar. This is believed to have been from around February or March 2013
(the first records relating to Manzar in relation to Shilpa are in February and
July of that year). Shilpa and Manzar reportedly had a religious marriage and
they moved to Leicester in the latter part of the year.

2.2.11 Shilpa and Manzar were believed to have separated in 2015, although this
may have been what they told agencies. Instead, it appears that the
relationship had continued, with Manzar often staying at the family home.

4 The referral received by the Jenkins Centre from Children’s Services states that Manzar’s preferred language was English but
that he would require an interpreter. Manzar’s Probation Officer reported that Manzar’s English was proficient and, when the
chair met Manzar, he and Manzar were able to converse (see 1.10 above). However, the chair felt Manzar’s English proficiency
could have presented a barrier to his ability to engage in group work. This is explored further in relation to contact with the
Jenkins Centre.

4 The Review Panel considered whether this decision was linked to the homicide. As described in 1.7, via the Home Office
Domestic Homicide Review Team it was confirmed that on the date of the murder in October 2019 a letter was sent to the
Shilpa’s home address. However, a week after the letter was returned saying ‘addressee had gone away’. As a result, the
Review Panel concluded it was therefore unlikely that Shilpa was aware of the outcome of his immigration application prior
to the murder of Shilpa.
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2.2.12 It appears that from April 2019, the relationship was deteriorating. At least one
friend said that Manzar and Shilpa had a religious divorce in July 2019, with
others describing how Manzar had left the family home in either August or
September 2019.

2.2.13 As the status of Shilpa and Manzar’s marriage is unclear, he is referred to in
this report as Shilpa’s ex-partner.

2.2.14 At some point in the months prior to being killed, Shilpa had begun a
relationship with a new partner.

2.2.15 Members of the family and the household: Shilpa lived with Child A, B and C.
Manzar also spent time living at the property, although this appears to have
been intermittent with periods of varying lengths when he was not home.
Throughout, he still had contact with the children.

Page 28 of 170

Copyright © Standing Together Against Domestic Abuse. All rights reserved.



3. Chronology

3.1 Approach to the chronology

3.1.1

As described in section 1, the Review Panel decided to focus on Shilpa’s
relationship with Manzar during the time they lived in Leicester. As a result,

e Section 3.2 summarises significant contact with other local areas, in
particular Coventry. However, the Review Panel has not analysed this
contact in depth. Including this summary of contact is intended to provide
an overview of Shilpa’s previous experiences, before focusing on
significant contact in Leicester; and

e Section 3.3 is the focus of the analysis, covering the period after which
Shilpa had moved to Leicester.

3.2 Contact up to 2013 (before moving to Leicester)

Contact with Shilpa and Prateep

2012
3.21

2013
3.2.2
3.2.3

3.24

3.2.5

Shilpa and Prateep were known to Coventry Children’s Social Care from
2009, primarily regarding concerns related to domestic abuse by Prateep.

By early 2013, Shilpa appears to have separated from Prateep.

Thereafter, West Midlands Police received several reports of domestic
violence and abuse. First, on the 17" February, Prateep was due to visit Child
A and B. On the way, he is alleged to have made two telephone calls to
Shilpa. As a result, Shilpa appears to have believed that he would harass her
on his arrival and informed him that she did not want to see him. However,
Prateep is reported to have attended the address nonetheless and banged on
the door and the window. This was reported to West Midlands Police and
recorded as a non-crime domestic incident. No further action was taken.

From March 2013, Coventry Children’s Social Care had contact with Shilpa
and Prateep. This was triggered by a call from Shilpa, following the incident
detailed above on the 17" February. This led to an initial assessment, a
strategy discussion and then a core assessment. During this time Shilpa
reported continuing incidents of domestic violence and abuse by Prateep,
including breaches of bail conditions and feeling unsafe in her home.

West Midlands Police received three linked reports involving Prateep (for all of
which he was charged but not convicted):
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e On the 29" March, Shilpa was allegedly head-butted in the head and face,
thrown to the floor and struck with a hoover. Prateep is also reported to
have attempted to throw chip fat over Shilpa;

e On the 10" April, Prateep is alleged to have threatened Shilpa regarding
her attending court concerning the March incident;

e On the 13" April, Prateep allegedly breached bail conditions by
approaching Shilpa.

3.2.6  When Coventry Children’s Social Care completed a core assessment (in
May), no further action was taken as Shilpa had moved out of the area into a
refuge in March and was being supported by a domestic abuse service.*® In
June, the case was closed.

3.2.7  On the 6™ July, West Midlands Police had contact with Shilpa following a
report of an assault during child contact. Prateep is alleged to have told Shilpa
that he was going to stab her new friend or boyfriend.*’ He reportedly then
threw Shilpa’s mobile phone on the floor, causing it to break, before leaving.
Prateep reportedly returned a short time later and ran towards Shilpa with a
steak knife. Her friend intervened by grabbing Shilpa and, in doing so, the
friend’s right hand was cut. Prateep was arrested, however no further action
was taken.

3.2.8  On the 15" July, Coventry Children’s Social Care were contacted by Prateep.
He alleged that Shilpa’s new partner had been seen hitting one of the children
and that Shilpa was asking him for money.*® He was advised to contact the
police, but it does not appear he did so.

3.2.9 At some point over the summer, Shilpa had returned to her home in Coventry.
On the 24™ August, Prateep is reported to have attended Shilpa’s home
address to collect some post and asked her to open the door. Shilpa refused
and then called West Midlands Police. [It is not recorded why, but given the
previous incidents Shilpa would have had a well-founded concern about
Prateep’s potential behaviour]. This was recorded as a non-crime domestic
incident and no further action was taken. It is unclear what, if any, other
support Shilpa was able to access (e.g., referral to domestic abuse services,
advice around a non-molestation order or security at the home).

46 The Review Panel has been unable to identify this service provider. As noted above, it has also summarised this contact rather
than investigating it in detail. Therefore, for example, it is not clear how the time Shilpa spent in refuge overlaps with the
incidents reported to Leicestershire Police.

47 This appears to be another male rather than Manzar. The West Midlands Police describe this male as a ‘new boyfriend’ and
Coventry Children’s Social Care recorded them as a ‘friend’.

4 This was most likely Manzar.
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3.3

3.2.10

3.2.11

The result was that Coventry Children’s Social Care was aware that Shilpa
had returned to the city. There appears to have been concern about the level
of risk Prateep posed, and Shilpa was advised to leave the city. Initially, it
seems Shilpa had not wished to leave but at some point, said that she
intended to move to Leicester. On the 29" August 2013, a Multi-Agency Risk
Assessment Conference (MARAC) was held. [It was agreed as an action that
a MARAC-to-MARAC referral should be made once it was confirmed where
Shilpa was going to live, with the Coventry Children’s Social Care also making
a referral to the social services department in the new area. There is no
evidence that these referrals were subsequently made].

The Review Panel has not been able to build a complete picture of Shilpa’s
movements, but these likely included periods of time in London, then
Birmingham, and finally Kent.

Contact with Manzar

3.2.12

3.2.13

It is unclear when Shilpa’s relationship with Manzar began, but based on
information that Shilpa later told professionals, this may have been from
around March 2013.

West Midlands Police had contact with Manzar on one occasion, on the 12
July 2013. In this incident, Manzar reportedly threatened and was abusive
towards a couple he was staying with. The female partner*® was described by
West Midlands Police as being ‘in fear of violence’ from Manzar. However, no
further action was taken.

Contact from 2013 (after moving to Leicester)

3.3.1

3.3.2

On the 2" September 2013, Shilpa moved into accommodation provided by
Midland Heart Housing Association. The tenancy was in Shilpa’s name.%°

On the 20™" September, Shilpa contacted Midland Heart Housing asking if her
partner could be added to the tenancy. Shilpa also asked for a letter stating
that her partner could live with her for immigration purposes. As the housing
officer was aware that Shilpa had fled domestic violence and abuse, they
arranged a new tenancy visit on the 8" October. [The outcome of this request
is unclear as Midland Heart Housing have no additional information on record,
including details of the new partner]. This suggests Shilpa’s request was not

8 This appears to be another female rather than Shilpa.

50 Midland Heart Housing was asked to check its records for any other information that might be relevant, including repairs, rent
arrears or complaints from neighbours. There were no issue or concern on record and 4 requests for repairs. Of these, 2
could be relevant. The first was a request in September 2014 to reglaze the backdoor to the property, which Shilpa said was
because she had forced entry after losing her keys. The second was a request to reglaze a bedroom window in April 2017.
Additionally, there was a period of arrears (in 2016). See the analysis for a discussion.
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3.3.3

3.34

3.3.5

3.3.6

3.3.7

actioned. It is also unclear if any other actions were taken, e.g., a referral to a
domestic abuse service.

In autumn, Child A started at Primary School 1 (and Child B started a year
later).5t

On the 15 October, a health visitor®? from LPT undertook a home visit. Shilpa
made several disclosures, including:

e Being low in mood;

o Feeling stressed by Child A and Child B’s behaviour. Manzar was also
present but was observed as taking limited responsibility for the children;
and

e Having had a recent miscarriage, also saying that she was not using any
contraception currently.

During the home visit, Shilpa also talked about domestic violence and abuse,
saying she had experienced this previously but was not able to discuss this
fully at the visit, with this apparently due to the presence of Manzar.>® Shilpa
also described the current contact arrangements with Prateep, saying this
was court-ordered. There was an agreement that Shilpa would show relevant
documentation to her family support worker, but it is not clear if this was
followed up [the family support worker was likely from a children’s centre, as
part of the local Early Help offer].

Shilpa did not make any disclosures about domestic violence and abuse in
her current relationships. However, Shilpa did say that:

e Manzar was financially dependent on her as he was an asylum seeker;

e The property was sparsely furnished, with no beds for the children and
limited storage; and

¢ Shilpa felt isolated, as she had no family in the area.

On the 4" November, Shilpa was seen by a health visitor from LPT. Shilpa
again stated that she felt safe and secure in her current relationship and had

51 As there was little contact with pastoral staff until 2017, no further information is included in the chronology from Primary
School 1 until 2017.

52During contact with health visiting services, the family had seven allocated health visitors. For ease of readability, this
chronology refers generically to health visiting services rather than identifying specific members of staff. However, the issue
of these changes is discussed in the analysis.

53 This was not further explored by the health visitor but subsequently they requested Shilpa’s health records and noted the
reported violence and abuse by Prateep.
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3.3.8

3.3.9

2014
3.3.10

3.3.11

3.3.12

3.3.13

been with Manzar for eight months.>* Shilpa said her family were in another
part of the UK and were supportive, although they did not approve of her
conversion from Hinduism to Islam.

On the 7" November, LPT’s health visiting service, having met with Shilpa,
contacted Leicester City Council Adult Social Care to establish if anything was
known about Shilpa and the children. The health visitor was directed to
contact Children’s Social Care in Coventry and contact Adult Social Care if
they required any further support.

Shilpa saw a health visitor from LPT on the 15" November. Shilpa reported
she moved to the UK at the age of 18.5° Manzar was reported to be very
involved with the children and Shilpa said that she felt safe in the relationship.

On the 3™ January, a health visitor from LPT spoke with the [Early Help] family
support worker. They said an assessment had been completed and a referral
had been sent to a domestic abuse service (relating to Shilpa’s disclosures
concerning Prateep), but that they were having difficulty contacting Shilpa. [It
has not been possible to confirm if this referral was made, or to which
service].

Also on the 3™ January, Shilpa was referred to BPAS by a consultant at
Leicester Royal Infirmary (part of UHL). Her GP at the time was copied into
this referral. Shilpa attended a consultation on the 13" when she said wanted
a termination of pregnancy because “it was not the right time” as she had two
young children. Shilpa was asked if she felt safe at home, where she said she
was living with her husband (from the records, it appears Manzar was
identified as her partner in this and all subsequent contacts). She said yes.

During this and subsequent contact, BPAS would not have been aware of
contact by agencies, as they would have been dependent on Shilpa making a
disclosure about the involvement of other services. No concerns were
documented. Subsequently, the termination of pregnancy was completed on
the 215 of January.

On the 6" January, a health visitor from LPT made an unannounced home
visit as they had not been able to contact Shilpa. Shilpa explained she had
been unwell but said she had not received any of the calls or messages
made. In the discussions with the health visitor, Shilpa said:

54 This suggests that Shilpa and Manzar’s relationship began in February 2013.
% The information available to the Review Panel indicated that Shilpa moved to the UK in 2007, i.e., when she was 20.
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3.3.14

3.3.15

3.3.16

3.3.17

o Although it was “not perfect’ she felt secure and safe in her relationship
with Manzar, who was still awaiting a decision on his visa [there is no
evidence that this statement was explored further];

e The family were OK in terms of money and they were eating well; and

¢ Child A was due to start school, but she had not arranged a nursery place
for Child B as she had lost the letter with information about this.

During the meeting, the health visitor observed that Shilpa was interacting
warmly with the children but had some difficulties with discipline. They
discussed positive parenting strategies and the possibility of further support.
They also encouraged Shilpa to consider the Freedom Programme. A day
after this meeting, the health visitor made a verbal referral to the Freedom
Programme [this may have been via the Early Help family support worker, but
it has not been possible to confirm this].

On the 1%t of May, there was a family court hearing. This followed a private law
application by Prateep for a Child Arrangements Order°® to spend time with
Child A and Child B. At the initial court hearing on this day, Shilpa and Prateep
agreed for the children to spend time with Prateep every week with a third
person facilitating the handovers until the next court hearing. Shilpa alleged
domestic violence and abuse by Prateep and, following appropriate checks,
CAFCASS advised that a Section 7 assessment should be completed.>’

On the 8" May, Shilpa spoke with BPAS. This was following a referral from
her then GP. The referral contained the information that Shilpa “does not want
pregnancy but [her] husband does, so does not want [her] husband to find
out”. A consultation was booked for May.

On the 14™ May, a health visitor from LPT had a discussion with the [Early
Help] family support worker. The family support worker had observed that
Shilpa had been seen with a black eye (although she had stated this was the
result of an accident), that she had not taken part in the Freedom Programme

56 Child Arrangements Orders (under Section 8 Children Act 1989): These orders decide who the child is to live with or spend
time with and can be granted to more than one person whether they live together or not. If a child arrangement order states
that the child will live with a person, that person will have parental responsibility for that child until the order ceases.

57 A Section 7 Report is a report written by an Independent Social Worker in cases where an application has been made to the
Court in accordance with The Children Act 1989 Section 8. An Independent Social Worker provides an independent
evaluation and assessment of a situation and reports the findings to the Court. A Section 7 Report needs to contain
background information and the key facts and evidence that the child’s needs have been considered in accordance with the
Welfare Checklist. The Section 7 Report collates all the available evidence and information about the child’s situation and
sets it out in the form of a comprehensive report advising the Court of the child’s wishes and feelings and what the Social
Worker considers to be in the best interest of the
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and that she was also pregnant. [The Review Panel has not been able to
establish what the support worker did with this information].

3.3.18 At a First Hearing Dispute Resolution Appointment®® on the 22" May, it was
agreed the current contact arrangements by Prateep with Child A and Child B
would continue. In the associated court order, which required child handover
to take place in a public setting between Shilpa and Prateep, there is a
reference to Shilpa’s friend. The name that is given may have been an
incorrect reference to Manzar.

3.3.19 As a result, on the 23 May, a health visitor from LPT made a home visit in
the company of another health visitor who was taking on Shilpa’s case. Shilpa
said she felt low sometimes and did not want to communicate with anyone. In
response, a referral to the GP or counselling was discussed. [There is no
record of any referrals being made by either health visitor].

3.3.20 Additionally, a further Freedom Programme referral was discussed after
Shilpa said she would still like to attend it. The health visitor followed this up
by the end of the month, identifying that there was no Freedom Programme
running at the local Sure Start Centre, with the next available course being
held at another centre. [There does not appear to have been any discussion
with Shilpa about the impact of this or how easy this venue was to access].

3.3.21 During the visit, neither health visitor had any concerns about Shilpa’s
interaction with the children.

3.3.22 The health visitor attempted to speak again with Shilpa on the 30" May but
was unable to contact her. On this same day, Shilpa did not attend a
consultation appointment with BPAS.

3.3.23 Shilpa’s consultation appointment with BPAS was rescheduled and
subsequently held on the 23™ June. Shilpa again said she wanted a
termination of pregnancy because she did not want any more children at the
time as her children were too young. She was again asked if she felt safe at
home and said yes. Shilpa also said she had the support of her husband.

3.3.24 In June, Shilpa saw a community midwife from UHL and, when Shilpa was
seen a second time in July, a scan confirmed she was 19 weeks pregnant.

58 A First Hearing and Dispute Resolution Appointment is the first court hearing after an application has been made to court in
private family law. It is held to assist the court in identifying issues between the parties at an early stage and to see if it is
possible for the parties to reach an agreement.
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3.3.25 On the 29" June, there was an altercation between Prateep and Manzar, with
this being reported to Leicestershire Police. However, no further action was
taken.

3.3.26  On the 30" June, a police officer went to the home address to meet with
Shilpa to take a statement. Manzar was at the property. Initially using her
phone to communicate in writing, Shilpa said that she had experienced
domestic abuse from Manzar. She said that, since their marriage, his violence
and controlling behaviour had steadily got worse. Shilpa also said that she
was 16 weeks pregnant and had an appointment to terminate the pregnancy
on the 1t July. She also said that Manzar was an asylum seeker. As Manzar
was in the property a Domestic Abuse, Stalking and Honour Based Violence
Risk Identification Checklist (DASH RIC)>® could not be completed (attempts
were made to complete it a few days later, see below), although a referral was
made to Children’s Social Care. It was decided that because Shilpa and
Manzar lived together, there needed to be some care in follow-up contact.
Shilpa asked for no text messages to be sent, only phone calls and even then,
she may not be able to talk freely. It was decided not to request a victim
support letter as a result.

3.3.27 This incident might explain why Shilpa did not attend an appointment with
BPAS for a termination of pregnancy on the 15t July. A man, claiming to be
Shilpa’s husband, rang saying that he was concerned about her and claiming
that they had become separated on the way to the clinic. He asked if Shilpa
was there and knew about her appointment time. He rang four times in total.
He was told that no-one of that name was present. He also came to the clinic,
where he appears to have been let in to look in the waiting room. This was
recorded as follows in the clinical notes:

“He [Manzar] arrived at the clinic and was again told that there was no-one of
that name here. A little later, he arrived again and let him look quickly in the
waiting room and he confirmed that she was not there”.

3.3.28 As BPAS staff were concerned, they contacted Shilpa who said that she and
her children had fled their home the previous evening but that they were safe.
Shilpa said she was still deciding about the pregnancy and was advised that
she would need to re-book an appointment.

3.3.29 On the 2™ July, police officers from Leicestershire Police:

% The DASH RIC is a tool used to assess the immediate risk, threat and danger a survivor is subject to. The tool is used by all
agencies, including specialist domestic abuse services and the police and provides a common language of risk
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e Tried to contact Shilpa to complete the DASH RIC, but they were told by
Manzar that she had gone to London [as will become apparent, she had
gone to Hampshire];

e Subsequently, police officers attended the Primary School 1 to try and
locate Shilpa and check on the children’s safety. The staff there said they
had seen changes in Shilpa’s demeanour since September 2013 and had
also seen injuries. They were also aware that Shilpa was not in Leicester,
as Shilpa had contacted them the day before and said she had left her
husband;

¢ As Shilpa had told police officers that she was intending to have a
termination of pregnancy, they contacted BPAS and asked for further
information about Shilpa in an attempt to locate her. Although BPAS does
not have a record of the outcome of this contact, Leicestershire Police
reported that staff at BPAS advised police officers that Shilpa had
contacted them telling them that she had fled her home and that Manzar
had also been looking for her; and

e Contacted Shilpa’s GP surgery (The Maples Surgery) and were told about
her attendance at Leicester Royal Infirmary (part of UHL) with head
injuries in June 2014 [there is no record of this information held by UHL,
as records at the Emergency Department are only retained for three
years].

3.3.30 Ultimately, police officers located an address in Hampshire where Shilpa was
reported to have fled with Child A and B. A request was made to Hampshire
Police to undertake a welfare check but before them making contact, Shilpa
called Leicestershire Police back. She advised them of her current
circumstances and said she was willing to make a statement. However, when
police officers from Hampshire Police visited, Shilpa told them she did not
want to make a complaint of assault. She stated that Manzar had never
physically assaulted her, although he did have a temper and frequently
shouted at her. A DASH RIC was completed by police officers from Hampshire
Police, and it was graded as ‘medium’ risk. This reflected the concern of the
police officer who met Shilpa, who felt she feared Manzar. Shilpa said she
was planning to return to Leicestershire to live with Manzar. Referrals were
made to Hampshire County Council Children’s Social Care regarding the
children (including Child A and Child B, but also because Shilpa said she was
18 weeks pregnant), and The Maples Surgery was also advised of the
outcome.
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3.3.31

3.3.32

3.3.33

3.3.34

3.3.35

On the 3™ July, Hampshire County Council Children’s Social Care Multi-
Agency Safeguarding Hub (MASH)®0 received a referral as a result of police
contact. When the MASH contacted Shilpa, she said she was planning to
return to Leicester. During further checks (including speaking with Primary
School 1), it became apparent that there were reports of historical domestic
abuse by Prateep, as well as concerns about current domestic abuse by
Manzar. As Shilpa was intending to return to Leicester, Primary School 1
agreed to make a referral to Leicester City Council’s Children’s Social Care
[Primary School 1 believes that this referral was made by phone], as did the
Hampshire MASH. Additionally, health representatives in the MASH agreed to
share information with safeguarding midwives in both areas [neither area has
a record of their midwives being notified by the Hampshire MASH]. The case
was then closed, although a referral was subsequently made to Leicester City
Council Children’s Social Care.

On the 7" July, Shilpa contacted BPAS to re-arrange her appointment. This
was scheduled for the 17" July, but Shilpa did not attend. Shilpa explained
that this was because her “child was ill and husband [was] being awkward”.

On the 9" July, Leicester City Council’s Children’s Social Care received a
referral from the Hampshire MASH. This detailed the contact with Shilpa,
including the reported domestic violence and abuse from Manzar. The referral
noted that Manzar was “not physically violent toward [Shilpa] but had a terrible
temper and frequently shouts at her, calls her names and is verbally abusive
in front of the children”. Additionally, Manzar was reported to try to hurt himself
or smash things when they argued.

When a social worker from Leicester City Council’'s Children’s Social Care
spoke with Shilpa, it was agreed that she would be contacted about when and
where she would be returning to in Leicester, to ensure that she understood
the impact of domestic violence on her children and would be supported to
access the Safe Project. [There are no records to confirm that this happened
and the Safe Project, which was provided by East Midlands Homes until
December 2015, has no record of contact with Shilpal.

On the 14" July, a health visitor from LPT received information from the [Early
Help] family support worker. This related to the late return of the children by
Prateep, which led to an altercation between him and Manzar who had been
sent by Shilpa to collect them. Shilpa had reported this led to a fight between

8 Hampshire County Council’s Multi-Agency Safeguarding Hub (MASH) provides triage and multi-agency assessment of
safeguarding concern in respect of vulnerable children and adults. It brings together professionals from a range of agencies
into an integrated multi-agency team.

Page 38 of 170

Copyright © Standing Together Against Domestic Abuse. All rights reserved.



her and Manzar. The health visitor tried to contact Shilpa but was not able to.
They also tried to make a visit on the 24" July but with no success.

3.3.36  On the 25" July, a termination of pregnancy was completed at BPAS, and
Shilpa also had a contraceptive implant placed. No concerns were
documented.

3.3.37 In August, Shilpa did not attend an appointment with a UHL community
midwife. There are no records held by UHL as to why, including whether
Shilpa’s care was transferred to another health provider or if the pregnancy
had ended. In fact, as the above contact with BPAS shows, Shilpa had had a
termination of pregnancy.

3.3.38 On the 4™ August, Shilpa told a Family Court Advisor (FCA) from CAFCASS
about the incident between Prateep and Manzar. Shilpa said that Child A and
Child B had witnessed the incident and she was going to stay with family in
Kent. During a visit, Shilpa advised the FCA that she had support from a Sure
Start worker and had been referred to, although not yet accessed, the
Freedom Programme. During the FCA's contact with Prateep, he alleged that
some reported bruising to Shilpa had been caused by Manzar. It was noted
that the status of Shilpa’s relationship with Manzar was not always clear, nor
was whether he was living with her and the children. CAFCASS made a
referral to Leicester City Council Children’s Social Care. In response, while no
further action was taken, it was agreed that the [Early Help] family support
worker would remain involved with Shilpa and the children. This decision was
made on the basis that Shilpa was accessing support within the community
via the family support worker, had been referred to the Freedom Programme,
and that she understood the impact of domestic abuse on her children.

3.3.39 On the 14" August, an LPT health visitor made an unsuccessful home visit.
After seeking safeguarding advice internally, and speaking with Shilpa’s then
GP, a telephone call was made on the 29" August. This too was unsuccessful.

3.3.40 On the 19" August, CAFCASS contacted Leicester City Council Children’s
Social Care, to discuss a Section 7 report being completed regarding Child A
and Child B and contact with their father, Prateep. As part of this assessment,
concerns relating to domestic violence and abuse by Manzar were identified,
as well as concerns about injuries to both Child A and Child B.

3.3.41 This led to contact with Shilpa by Children’s Social Care on the 20" August.
Shilpa confirmed she had returned to Leicester and had also had a
termination of pregnancy. By this time, Children’s Social Care was aware of
both the historical domestic violence and abuse by Prateep, as well as
possible concerns with contact and attempts to undermine Shilpa’s
relationship with Manzar. Regarding Manzar, Children’s Social Care were
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3.3.42

3.3.43

3.3.44

3.3.45

3.3.46

2015
3.3.47

3.3.48

aware of allegations that he was abusive (and, while Shilpa had not reported
any violence, other professionals had seen evidence of bruising), as well as
issues around his immigration status. Shilpa herself reported that she was
feeling low, with this related to the termination of her pregnancy. While Child A
and Child B had been present during various incidents, as well as having to
flee with Shilpa to and from Coventry, it does not appear that this was
explored.

It was agreed that an [Early Help] family support worker would work with
Shilpa (when this was discussed with Shilpa, she said she was willing to work
with the family support worker and take part in the Freedom Programme). It
appears that Shilpa subsequently did not engage with the service.

Project 360! have information that Shilpa was in contact with police on 22"
August as a witness (this relates to the contact with Shilpa from the original
report of an incident on 29" June).

On the 1%t September, a health visitor from LPT accessed safeguarding
supervision. In supervision, they discussed previous liaison with both a
CAFCASS worker and Shilpa’s GP. An action plan was developed, including
to undertake a DASH RIC and a mental health assessment. However, this
action plan was not completed as two further attempted visits by a health
visitor (on the 11" and 14" of October) were unsuccessful.

On the 29" October, Shilpa did not attend an appointment at The Maples
Surgery. The reasons for the appointment are not recorded.

During November and December, Shilpa, as well as Child A and Child B, had
contact with The Maples Surgery. These appointments were for routine
medical issues. It is of note that Shilpa either did not attend some booked
appointments or arrived too late for appointments, with these recorded as ‘did
not attend’ by The Maples Surgery.

On the 8" January, the FCA from CAFCASS interviewed Shilpa and Manzar
about their relationship. No allegations of domestic abuse were made.

On the 16" January, Shilpa called Leicestershire Police as she wanted
Manzar removed from the property where they lived, saying that over the last
few days they had been arguing. Shilpa said that Manzar had lost £2,000
when gambling online. ADASH RIC was completed, giving a risk rating of

51 Project 360 provides early support to repeat victims of domestic abuse. Where there were 3 incidents in a 12-month period,
an engagement worker would contact a victim. During their contact with SHILPA, Project 360 was in its pilot phase. It has
subsequently been evaluated (see discussion in section 5).
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3.3.49

3.3.50

3.3.51

3.3.52

3.3.53

3.3.54

3.3.55

‘standard risk’.%2 A referral was made to Children’s Social Care as Child A and
Child B were present. On the 19" January, Children’s Social Care recorded
this as a “verbal altercation” and no further action was taken.

On the 28" January, a health visitor from LPT attempted to contact Shilpa,
having taken on her case. The telephone numbers for Shilpa were out of
service. After posting several cards to the home, subsequently, a visit was
undertaken on the 24" March. During this visit, Shilpa did not report being in
low mood or depressed.

On the 4™ February, Leicestershire Police visited the home address having
been asked to confirm their attendance at court later that month (this related
to a trial against Prateep). They found Child A and Child B alone (aged 5 and
4 at the time). Shilpa arrived home and was given words of advice, but no
other action was taken.

On the 24" March, Shilpa told a health visitor at LPT that Manzar was not
working but was supportive to the children. There is no further information
relating to their relationship recorded.

On the 30" March, Shilpa missed an appointment at The Maples Surgery
(Child B also missed an appointment a day later). This was the sixth time
Shilpa was recorded as ‘did not attend’. There is no evidence of any follow-up
regarding these missed appointments.

On the 9" April, a call was transferred to Leicestershire Police following a
101’ call by a young child. A child was on the line and said their mother was
sleeping. When police officers attended, they spoke with Shilpa, and all was in
order.

Shilpa missed an appointment at The Maples Surgery on the 10™ April (the
seventh time she ‘did not attend’), as did Child B.

On the 17™ April, Shilpa attended an appointment at The Maples Surgery. She
reported problems with her contraceptive implant and was referred for its
removal [it is not clear if this was completed, as Shilpa asked again for its
removal in September later that year]. There is no evidence that alternative
forms of contraception, or her relationship, were discussed. In this same
month, Child A and Child B also missed appointments.

52 In relation to risk grading by Leicestershire police, standard (Low) risk which is defined as ‘current evidence does not indicate
likelihood of serious harm’. Medium risk which is defined as ‘there are identifiable risks of serious harm in that the offender
has the potential to cause serious harm but is unlikely to do so unless there is a change in circumstances. High risk which is
defined as ‘identifiable risks of serious harm and the potential event could happen at any time and the impact would be

serious.
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3.3.56

3.3.57

3.3.58

3.3.59

3.3.60

3.3.61

3.3.62

On the 22" May, Shilpa contacted Leicestershire Police to report an assault
by Manzar. Shilpa called while away from the home and explained to police
officers that she and Manzar had argued after she had joined in with a joke,
made by one of the children, which Manzar felt had “shamed” him in front of
his brother.®3 After Manzar’s brother left the house, Shilpa said that Manzar
became aggressive. Shilpa convinced Manzar to leave the house to collect
Child A from the mosque. However, he waited outside for her and, when she
left, he allegedly grabbed her by the throat and pushed her back into the
house. Manzar is then reported to have assaulted Shilpa by pushing her head
against the wall, kicking her in the stomach and pushing her down the stairs.
Manzar’s brother had returned at that point and told Manzar to collect Child A.
After Manzar left, Shilpa asked Manzar’s brother to go and collect the children
and she went to the park. However, Shilpa said that Manzar followed her
there and they argued again. Soon after she had called the police.

Shilpa provided a statement and stated she wanted nothing more to do with
Manzar. Shilpa said she was 1-2 months pregnant. A DASH RIC was
completed, with this initially assessed by police officers as ‘high risk’, but then
being downgraded to ‘medium risk’®* by a supervisor. However, the supervisor
agreed for the domestic abuse investigation unit to complete an enhanced risk
assessment and for Manzar to be arrested [enhanced risk assessments are
no longer completed; see the discussion in the analysis].

Police officers spoke to Shilpa on the 25" May when she said she had gone
to stay with friends in Coventry and decided to have an abortion. Shilpa
declined any referrals. This confirmed the DASH RIC assessment as
‘medium’.

On the 27" May Shilpa left a message with Leicestershire Police withdrawing
her statement. This was not actioned at this point but was addressed in a visit
on the 10" June.

On the same day, Shilpa also spoke with CAFCASS. Shilpa reported she was
staying at a friend’s house after an argument with Manzar.

Manzar was due to attend St Peters Health Centre on the 27" May, but he did
not attend.

On the 1%t June, Prateep contacted the FCA at CAFCASS and said that Child
A had “blue eyes” and that his brother had alleged that Shilpa’s partner (i.e.,

53 This is the only reference to shame recorded by Leicestershire Police during their contact with Shilpa and/or Manzar.

54 The supervisor felt that two of the questions answered were taken from previous incidents and not based on the current

incident.
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Manzar) had caused it. He was advised to contact Children’s Social Care. In
parallel, the FCA made a referral as well. When Children’s Social Care
received a referral from Prateep reporting that Child A had a bruise to their
eye, Prateep said that Child A told him Manzar had caused the injury.

3.3.63 This information was shared with Leicestershire Police and led to a strategy
discussion, with a decision to progress to a Section 47 assessment.®® The
assessment focused on Child B’s injury, not the wider concerns. When the
children were spoken to and asked about the bruising, it transpired the injury
was a result of a toy being thrown. The previous domestic violence and abuse
by Prateep was not explored, including the possibility of this being a false
statement. The result was a decision to progress to a single assessment.%
There was also little consideration of Manzar, even though when Shilpa was
asked about Manzar’s level of risk, Shilpa said she would rate his risk to her
at 10 out of 10 if he was living with her again. Instead, the assessment relied
on the fact that Shilpa said that she had separated and divorced Manzar
within Islamic law, and that Manzar had moved back to Coventry.

3.3.64 On the 7" June, Shilpa had contact with the Heron GP practice (formerly the
Merlyn Vaz Walk-in Clinic) for routine medical issues.®’

3.3.65 On the 10" June, police officers visited Shilpa (following up the report she had
made on the 22" May, and her message on the 27" May). She provided a
statement to say she no longer wanted to pursue the complaint. She stated
that she could no longer recall what had happened and she did not want the
stress of going to court. She stated that she was moving to Nepal to live with
her family.

3.3.66 Project 360 identified Shilpa as a client on the 12" June. Shilpa was
contacted on the same day and a meeting was arranged for the 17" June.
However, this was cancelled, and the engagement worker rearranged this for
the 3 July.

3.3.67 On the 18" June, Manzar was interviewed and denied the assault. No further
action was taken by Leicestershire Police due to insufficient evidence.

3.3.68 On the 11th June, Shilpa contacted BPAS to arrange a consultation. As with
previous approaches, when Shilpa attended for a consultation on the 22nd

% Where a child is suspected to be suffering, or likely to suffer, significant harm, the local authority is required by Section 47 of
the Children Act 1989 to make enquiries and to undertake a multi-agency assessment, to enable it to decide whether it
should take any action to safeguard and promote the welfare of the child.

% wWhen children and young people are referred into children's social care for assessment and meet the threshold, they are
allocated to a qualified social worker to undertake a single assessment which should identify their needs and risks and
understand the impact of any parental behaviour on them as an individual.

57 This was a single contact, and no further information is available.
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3.3.73

3.3.74

June, she said she was not ready to have more children, lived with her
husband and felt safe at home. The termination of pregnancy was completed
on the 30th June. No concerns were documented.

On the 16" June, Shilpa attended the Emergency Department at UHL but
there is no evidence she was seen. [The outcome is unknown. For example,
Shilpa may have been redirected to another health provider (such as her
GP)].

On the 30™ June, Shilpa attended The Maples Surgery. The records note:
“Seen in family planning clinic — had termination of pregnancy”.

On the 3 July, an engagement worker from Project 360 visited Shilpa. Shilpa
said she did not want support. During this meeting, Shilpa made no further
disclosures or gave any additional information.

On the same day, Child A and Child B went to stay overnight with Prateep in
Coventry. That evening, Child B attended the Emergency Department at UHL
with a health issue. This was for a routine medical issue. They were admitted
overnight and later discharged.

On the 4™ July, Shilpa attended the Emergency Department at UHL having
taken an overdose of paracetamol and made superficial cuts to her wrist.
Shilpa had originally called EMAS but subsequently made her own way to the
hospital. Subsequently, EMAS made a safeguarding referral on the 6" July to
both Adult and Children’s Social Care.

After being treated, Shilpa was seen by LPT’s Mental Health Triage Team.
Staff recorded that she said that she had not intended to take her own life but
felt overwhelmed by social stressors. Shilpa identified these as including a
termination of a pregnancy the previous month; not feeling supported by
family following her conversion to Islam; a recent relationship breakdown with
her partner (Manzar); and her ex-partner (Prateep) having had the children for
the first time recently. Shilpa explained this contact was because of a court
order and she also disclosed historical domestic abuse by Prateep. This was
not explored further. Following an assessment, staff identified the suicide
attempt as impulsive, with no intent to end her life, and that religion was a
protective factor. Subsequently, Shilpa was discharged home with advice to
see her GP for ongoing support and access to counselling in future if needed.
The Maples Surgery received a discharge notification. There is no record of a
safeguarding referral being considered, either to Adult Social Care (in relation
to Shilpa’s needs) or more specifically to Children’s Social Care (reflecting
both Shilpa’s disclosures generally, and because of parental self-harm).
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3.3.75 On the 6" July, Leicester City Council Adult Social Care received the
information from EMAS and, as there were children noted as being in the
family, liaised with Children’s Social Care. Children’s Social Care confirmed
they were working with the family. Adult Social Care also contacted The
Maples Surgery and notified them of the suicide attempt.

3.3.76 On the 8™ July, The Maples Surgery tried to contact Shilpa (unsuccessfully)
and so wrote to her, inviting her to an appointment on the 15" July. Shilpa did
not attend this appointment and, in a follow-up call with the social worker from
Adult Social Care, the GP advised that there was no concern about either
domestic abuse or depression and noted the limited contact with the surgery
(reflecting the frequency at which Shilpa ‘did not attend’).

3.3.77 On the 10" July, a health visitor from LPT made an unannounced home visit
as Shilpa’s telephone was out of order. The purpose of the visit was to assess
Shilpa’s mental health. Shilpa and the health visitor discussed her overdose.
Shilpa talked about her previous termination, saying that it was sinful (she
explained this was because she had the termination during the month of
Ramadan).?® The health visitor assessed Shilpa as scoring 8 on the
Edinburgh Postnatal Depression Scale.®® Shilpa was advised to see her GP.
Shilpa also said that she was no longer in a relationship with Manzar, having
recently separated from him. She said that they still had contact and she had
just found out she was pregnant (it appears that this pregnancy was lost). It
does not appear there was any consideration of domestic violence and abuse.

3.3.78 Also, on the 10" July, Adult Social Care conducted a home visit to complete
an assessment of Shilpa’s needs under the Care Act 2014.7° Shilpa did not
disclose any health issues but did say she experienced low mood, disclosing
a recent termination of pregnancy. Shilpa said she wanted to “find herself’ and
lead a “normal life”, without being under too much pressure from a
relationship. Shilpa also said that she had no family to call upon for help as
they were all in another part of the UK, although she had support from
neighbours. Shilpa also indicated that she was intending to speak with her GP
and was aware of the referral for mental health services made after she
attended the Emergency Department. Shilpa explained she was not in a
relationship and talked about her contact with Children’s Social Care. As

% |n 2015, Ramadan began in late June, meaning Shilpa was referring to the most recent termination of pregnancy.

%The Edinburgh Postnatal Depression Scale (EPDS) is a questionnaire originally developed to assist in identifying possible
symptoms of depression in the postnatal period. It also has adequate sensitivity and specificity to identify depressive
symptoms in the antenatal period and is useful in identifying symptoms of anxiety. The EPDS is not a diagnostic tool —
rather it is a screening tool that aims to identify women who may benefit from follow-up care, such as mental health
assessment, which may lead to a diagnosis based on accepted diagnostic criteria.

® For more information, go to: https://www.leicester.gov.uk/health-and-social-care/adult-social-care/care-act/.
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Shilpa was assessed as being independent concerning her social care needs,
was seeing her GP, was working with Children’s Social Care and had a
supportive network of friends and neighbours, the case was subsequently
closed on 14" July.

On the 24™ July, Shilpa told the FCA at CAFCASS that her relationship with
Manzar was over.

On the 3 August, the single assessment was completed by Children’s Social
Care. Despite evidence of domestic violence and abuse by Manzar, ongoing
contact with Prateep (concerning contact with Child A and B, who were
regularly staying overnight with him), the termination of a pregnancy in June,
and an overdose in July, the case was closed. The focus was on the
separation as being protective despite a lack of clarity about whether Shilpa
and Manzar were indeed separated. No DASH RIC was completed. A referral
was reportedly made to the Safe Project which was provided by East
Midlands Homes [the Safe Project has no record of contact with Shilpa].

On the 16" September, Shilpa talked to a health visitor at LPT about her
relationship with Manzar. This was recorded in the notes as an “amicable
relationship”.

On the 24" September, the [Early Help] family support worker contacted
Children’s Social Care for advice. This was following the decision to step
down to Early Help, in part because Shilpa reported she was being supported
by Primary School 1. The outcome was recorded as ‘advice given’.

In September, both Child A and Child B were seen at The Maples Surgery for
routine medical issues. Shilpa also attended The Maples Surgery and asked
for her contraceptive implant to be removed, which was completed on the
same day (this had been fitted in July 2014, and Shilpa had raised concerns
in April 2015). There is no evidence of a discussion about her relationship.

On the 9" November, Shilpa attended The Maples Surgery for a pregnancy
test, and this was positive. That same month, Child A was seen for routine
health issues.

On the 25™ November, family court orders came to an end. Bar a period in
October when Prateep reported the contact arrangements had not been
followed, there were no reported concerns with child contact.

On the 15" December, The Maples Surgery were notified by NHS 111 that
Shilpa had been seen in urgent care for dental problems.

On the 22" December, a health visitor from LPT was contacted by a midwife
from UHL. The health visitor was told that Shilpa had separated from Manzar
who reportedly thought Shilpa was using contraception and felt deceived.
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In December, Shilpa booked an initial midwifery appointment with UHL. At the
initial appointment, Shilpa is recorded as talking about the ‘social
circumstances’ [it is not clear if these were Shilpa’s words, or the description
provided by the worker] that were affecting her. Shilpa said that Manzar had
moved out because he was unhappy about the pregnancy as she had
stopped taking contraceptives without talking about it first. She also said her
partner (Manzar) had a daughter from a previous relationship, although he did
not have contact. When asked about domestic abuse, Shilpa said there was
none. However, she did disclose historical abuse from her former partner
(Prateep), although she said she did not feel threatened by him during child
contact. A referral was made to Children’s Social Care, and the health visitor
and GP were notified. [Children’s Social Care have no record of this referral].

On the 11™ January, Shilpa ‘did not attend’ an appointment at The Maples
Surgery.

On the 14" January, CAFCASS closed the family’s case, as there were no
concerns about child contact and no further court orders had been made. At
this time, Prateep was positive about the contact arrangements.

On the 18" January, Shilpa had a further appointment with UHL and thereafter
midwifery appointments through to July. There were no concerns noted,
although there were issues with Shilpa’s attendance on six occasions. During
these contacts, Shilpa was asked about domestic violence and abuse and did
not make any disclosures.

On the 29™ January, Shilpa registered at St Peters Health Centre, which
thereafter was responsible for her primary care and that of the children.

On the 16" February, Shilpa attended an appointment at St Peters Health
Centre. Shilpa was late for the appointment and the frequency with which she
‘did not attend’ previous appointments at The Maples Surgery was noted.
Shilpa attended to ask for a sick note, backdated to October 2015, so she
could claim Employment and Support Allowance (ESA).”! Shilpa said she was
making the claim based on her pregnancy. The GP advised that this was not
possible and advised her to book in with a midwife.

On the 25™ February, a health visitor at LPT documented that Shilpa was
pregnant and should be seen at 28-36 weeks. This visit did not take place.

" You can apply for ESA if you have a disability or health condition that affects how much you can work. For more information,
go to: https://www.gov.uk/employment-support-allowance.
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3.3.95 In March, Shilpa and Child A and Child B had multiple appointments at the St
Peters Health Centre. These were all for routine medical issues.

3.3.96 In April, Manzar attended the Emergency Department for a wrist injury [there
is no evidence that this was linked to an incident of domestic abuse].

3.3.97 In April, Shilpa and Child B ‘did not attend’ appointments at St Peters Health
Centre.

3.3.98 In May, Manzar had appointments with St Peters Health Centre regarding his
wrist injury. There was an appointment booked for Child B, which they ‘did not
attend’.

3.3.99 On the 2™ July, Leicestershire Police were called by Shilpa who reported that
Manzar had come home drunk, they had argued, and Manzar had then pulled
out some of her hair. Shilpa was hiding in the bathroom when this call was
made. When police officers attended, Manzar had left the scene. A DASH RIC
was completed, initially being scored as ‘standard’ risk and then upgraded to
‘medium’ due to the previous history. Shilpa declined to provide a statement.
Shilpa was offered information on UAVA, and a referral was made to
Children’s Social Care relating to the children.”? [there appears to have been
a delay in this information reaching Children’s Social Care, as it was not
assessed until the 12" August].

3.3.100 In July 2016, Child C was born. There were no concerns noted at the time. In
this month, Child A and B were both seen in St Peters Health Centre for
routine health issues.

3.3.101 In this month, Shilpa had an appointment booked at St Peters Health Centre.
She ‘did not attend’ and an alert was put on her record relating to her “poor
appointment use”. Shilpa did attend an appointment on the 12" July, where
she was seen with Child C. Both appeared well.

3.3.102 On the 19" July, a health visitor from LPT undertook a new birth visit. There
were no concerns identified regarding the children. Domestic abuse was
discussed, with Shilpa talking about her former husband (Prateep) and his
contact with the Child A and B. Shilpa said there was not any violence or
abuse in her relationship with Manzar, who she said lived nearby, visited
frequently and was involved in Child C’s care.

2 This was not made initially but an audit on the 15" July identified this gap. A referral was subsequently made on the 8%
August.
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3.3.103 On the 20™ July, there was an abandoned ‘999’ call from the family home. A
friend of Manzar was reported to have been causing a disturbance, but no
other allegations were made.

3.3.104 On the 29" July, a police officer visited Shilpa (this was a follow-up to the
incident on the 2" July). Manzar was present at the address and let the police
officer in. He explained that he had been living at the address to ‘help out’.
Subsequently, Manzar was interviewed (on the 15t August) and admitted to a
verbal argument. Ultimately, and in the absence of a statement by Shilpa, no
further action was taken.

3.3.105 In this month, Child A was also seen at St Peters Health Centre for routine
health issues.

3.3.106 On the 12" August, Children’s Social Care received information about Manzar
having come home drunk (this may have related to the incident on the 2™ July
above). As the referral indicated that Shilpa had not wished to make a
statement, and that the relationship was over and Manzar had left the
property, the case was managed by the Early Help service. An Early Help
support worker tried to call Shilpa but there was no response. As a result, a
letter was sent to Shilpa asking her to contact the worker, with this believed to
be safe as Shilpa had told Leicestershire Police at the time that Manzar was
no longer living with her.

3.3.107 On the 16" August, Shilpa called the Early Help Response Team worker back.
She said that she had a good support network, was planning on attending the
Freedom Programme, understood the impact of domestic violence and abuse,
and did not want any help. After a home visit, where Shilpa is reported to have
verbalised a high level of understanding about domestic abuse and the
impacts on the children, as well as sharing that she was going to access the
Freedom Programme, no support needs were identified. This contact was
recorded as ‘advice given’.

3.3.108 On the 18" August, a health visitor from LPT undertook a 6-8-week
developmental check with Child C. No concerns were identified, and the
family were allocated to the universal service.”®

3.3.109 On the 2" September, Shilpa and Child C ‘did not attend’ appointments at St
Peters Health Centre. However, Child A and B were seen on the 15" and 215t
September for routine health issues.

3.3.110 On the 6™ September, Shilpa made an application to Leicester City Council
Housing Options for re-housing. Shilpa identified ‘overcrowding’ at her current

” That is, they were not offered any additional services beyond those which anybody could access.
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housing association property as the reason for the application, where she said
she was living with Child A, Child B and Child C. By October, Shilpa’s
application had been processed. She had been placed in ‘Band 3’, which
meant she was able to view properties.

On the 11" October, Shilpa and Child C ‘did not attend’ an appointment at St
Peters Health Centre.

On the 7" December, Shilpa contacted BPAS to arrange a consultation. When
Shilpa attended for a consultation on the 19" December, Shilpa explained that
she had three young children and felt it was “foo soon to have another child”.
She also said she lived with her husband [a reference to Manzar] and, when
asked if she felt safe at home, said she did. The first part of an Early Medical
Abortion was completed later than day, with the second stage being
completed on the 20" December. No concerns were documented.

On the 14" December, Child C was seen at St Peters Health Centre for
routine medical issues.

Late on the 24" December, there was an abandoned ‘999’ call from the family
home. From the caller information, Manzar was identified as a ‘repeat call’.
Unfortunately, due to it being late on Christmas Eve, there were no police
officers to send, as they were all attending priority/emergency response calls.
The call taker tried to call Manzar back, but his phone went to voicemail. A call
was placed to Manzar, but he did not answer his phone. A voicemail was left,
and a message sent but no police officers were deployed.

On the 21st January, Child B was seen at St Peters Health Centre for a routine
health issue. They were given advice, but Shilpa remained concerned
because, on the 215t January, both Child B and Child C were seen in the
Emergency Department at UHL. This was for the same issue as Child B’s
attendance at the GP the day earlier. They were redirected to the Urgent Care
Centre.

In February both Child A and Child B were seen at St Peters Health Centre for
routine medical issues. Child B and Child C were also seen in March.

On the 3™ March, Shilpa contacted Leicester City Council Housing Options
saying she was having trouble locating properties to bid on. She was provided
with advice. Shilpa did not make any further disclosures during this contact.

On the 4" April, Shilpa contacted BPAS. When Shilpa attended a consultation
on the 24™ April, she said wanted a termination of pregnancy because she
“would not cope emotionally, practically or financially with another [child]”.
Shilpa was asked if she felt safe at home and said yes. She said she was
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living with her husband, and he was aware of the termination. The first part of
an Early Medical Abortion was completed later than day, with the second
stage being completed on the 25" April. No concerns were documented.

3.3.119 On the same day, Primary School 1 met with Manzar about Child A and Child
B’s attendance, which was at 91%. Additionally, several instances had been
recorded of the children not eating breakfast.

3.3.120 On the 9™ April, Child C was seen in the Emergency Department at UHL and
redirected to St Peters Health Centre. This was for a routine medical issue.

3.3.121 On the 5" May, Child A made a disclosure that Manzar hit Shilpa while at
Primary School 1. Although Primary School 1 describes a referral being made
to Children’s Social Care, there is no record of this being made. However, this
information was subsequently shared as part of a single assessment that was
later undertaken in May/June.

3.3.122 On the 10" May, Shilpa attended the Emergency Department at UHL following
an overdose of codeine. Following tests, she was declared medically fit. As
Shilpa had three young children, Emergency Department staff followed
procedure and made a referral to the UHL Safeguarding Children Team. The
Trust’'s Safeguarding Children Team have no record that this was received by
them. [However, Children’s Social Care does appear to have received a
referral, detailing Shilpa’s admission and noting that the three children were in
her care at the time of the overdose. This is discussed below, with the referral
recorded by Children’s Social Care as being received from EMAS].

3.3.123 Shilpa was then reviewed by LPT’s Mental Health Team. Shilpa reported that
her partner had lost his job (Manzar’s name was not recorded, but Manzar’s
details had been previously recorded, and it can be assumed that the worker
would or could have checked this was Manzar). Shilpa also said that they
were both on benefits, but financially stable. She said she took the overdose
because she felt guilty about a previous termination. Although domestic
violence and abuse was explored, this was about Prateep who Shilpa had
said had been abusive. The possibility of domestic violence and abuse by
Manzar was not discussed, nor was information about any of the children
documented (even though Child A and Child B were said to be in the care of
Prateep at the time, with Child C in the care of Shilpa and present at the time
of the overdose). It does not appear that there was a safeguarding referral to
Children’s Social Care.

3.3.124 On the 11" May, Shilpa was seen by a GP at St Peters Health Centre. Shilpa
discussed the overdose, as well as the history of domestic violence and
abuse (Shilpa was talking about Prateep). The notes record that she felt guilty
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about the termination because this was not in line with Islamic belief. A
contraceptive implant was prescribed.

3.3.125 During her appointment with the GP, Shilpa denied any domestic violence and
abuse in her relationship with Manzar. Shilpa’s mood was noted as normal,
she said she was sleeping better, and no depression was identified. A referral
to the NHCT’s ‘Let’s Talk Wellbeing’ service was offered but Shilpa declined
this. The GP noted that she was under the care of a health visitor and had
support from an [Early Help] family support worker, and as a result, there was
no further exploration or direct contact with Children’s Social Care.

3.3.126 On the 12" May, Children’s Social Care received a referral from EMAS. The
Children’s Social Care IMR describes the approach taken by the social worker
who reviewed the referral as “very detailed”, as it considered historical
information, including checks with both Children’s Social Care and Early Help
systems. The social worker also contacted the health visiting service at LPT to
discuss Shilpa’s hospital attendance. The health visitor shared information
about the previous suicide attempt, as well as reports of domestic violence
and abuse from her former husband. The social worker informed the health
visitor that there had been allegations of domestic abuse by Manzar in 2015
and 2016.

3.3.127 Children’s Social Care decided to progress to a single assessment based on
the presence of domestic violence and abuse, the ending and resumption of
the relationship between Manzar and Shilpa, and concerns about Shilpa’s
mental health. As part of this assessment, information was gathered from the
children. For example, Child A told the school that they felt scared when their
mum and dad (Manzar) fought, that Child A and Child B would hide under the
bed, and that they were scared of the arguing.

3.3.128 On the 15" May, Shilpa saw a GP at St Peters Health Centre. Shilpa was
recorded as being “very anxious”, as she had had intercourse the previous
day. She asked for emergency contraception, as she was waiting to have a
contraceptive implant fitted in 3 weeks. There was no further exploration
around this request.

3.3.129 By the 28" June, Children’s Social Care decided to progress to a CiN (Child in
Need) plan. However, it is not clear if a planned CiN meeting went ahead on
the 29" June (subsequently, there was a management direction that this
should take place by the 215t July).

3.3.130 In June, Shilpa and Child C had contact with St Peters Health Centre, as well
as some appointments being recorded as ‘did not attend’.
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On the 5" July, Child C was seen in the Emergency Department at UHL. This
was for routine medical issues and advice was provided. On the same or
following day, Child C was seen at St Peters Health Centre, where Shilpa said
she had attended UHL. Appropriate medical advice was given. Child C was
also seen by the GP later that month.

On the 16" July, a health visitor from LPT undertook a home visit as part of
the one-year development review for Child C. This was during Ramadan. No
concerns were identified or disclosed. It is of note that Shilpa was asked
about domestic violence and abuse, but she denied this. However, Manzar
was in the house at the time.

On the 19" July, Shilpa contacted Leicester City Council Housing Options by
email and asked to be re-banded, as she felt there were no properties
available that were large enough. Her email highlighted (as in her original
application) that she had three children, noting specifically: “/ cannot even fit
my [youngest child’s] cot in my bedroom, so [they] sleep on my bed with me. |
have [been] told by health visitors not to put a baby in the same bed as me for
health and safety reasons but I['ve] got no choice.”

Shilpa was advised (in a response sent on the 27" July) that she was
correctly banded. The response acknowledged that there was limited
availability for the size of property that she was looking for and encouraged
Shilpa to bid regularly (to that point she had only bid on one property). It was
also suggested that Shilpa contact housing associations directly or consider
looking for private rented accommodation. No response was received from
Shilpa.

On the 24™ July, Shilpa attended St Peters Health Centre to discuss a
contraceptive failure. Shilpa confirmed she wanted a contraceptive implant
fitted.

On the 15t August, Child C was seen at St Peters Health Centre for routine
medical issues. On the same day, Shilpa also had contact with the GP and
discussed her concerns about pregnancy, although it does not appear that
she was signposted to contraceptive services for urgent treatment. Shilpa had
further contact on the 15" before a contraceptive implant was fitted on the
18",

There was also further contact with Child C, as well as with Child A and Child
B in this month. This was all for routine medical issues.

On the 22" August, a health visitor made a referral to Children’s Social Care
after a home visit the previous day when they found Child A and B alone at
home (Shilpa subsequently said she had an appointment in town and had left
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the children in the care of neighbours). This also led to police officers from
Leicestershire Police attending the home. This led to a strategy discussion on
the 29" August, after which Children’s Social Care commenced a Section 47
assessment. It was decided that an Initial Child Protection Conference (ICPC)
would be held.

On the 15t September, Shilpa called Leicestershire Police to report an assault
by Manzar. She hung up during the call and, when she was called back,
stated that Manzar had left. When police officers attended Shilpa explained
that Manzar had turned up drunk and would not leave. A DASH RIC was
completed, assessed as ‘standard’ risk, and a referral made to Children’s
Social Care. [Children’s Social Care have no record of this referral].

On the same day, as part of the Section 47 investigation, there was a social
work visit with Shilpa, Manzar, and the children. As part of this visit, a further
visit was arranged to see the children alone in school a few days later.

On the 4" September, the health visitor from LPT undertook a home visit.

On the 6" September, a social worker met with Child A and Child B at Primary
School 1, following the concern that they had been left alone at home.

On the 29" September, the ICPC was held.”* All the relevant agencies except
the GP (at the time St Peters Health Centre) were present. The children were
made subiject to a child protection (CP) plan under the category of neglect,
with agencies believing that Shilpa and Manzar were living together and
reflecting the concerns about domestic abuse.

In September, Shilpa had contact with UHL regarding routine medical issues.
These are not related to domestic violence and abuse and so are not
described here.

In September and December, Shilpa, as well as Child B and Child C, had
contact with St Peters Health Centre for routine health issues.

A CP core group meeting was held on the 9" October. The actions agreed
included for Manzar to attend the Jenkins Centre’® and for Shilpa to attend
the Freedom Programme. As part of this process, written agreements were
completed. It was also agreed that domestic abuse work would be undertaken

" This was not Working Together compliant with the requirement for conferences to be held within 15 days of S47 enquiries
being initiated. The Independent Chair who reviewed and booked the conference request initiated a Raising Concerns form
identifying that this was 12 days out of timescales.

> The Jenkins Centre offers a 24-week programme that helps people using abusive behaviour in their relationships make
changes. It is hosted at FreeVA, which is part of the UAVA consortium. For more information, go to:
https://jenkinscentre.org/about-us.
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with Child A and Child B, with this to be completed by LWA. [This action was
not subsequently progressed as Child A and Child B had identified people that
they could talk to in school and the social worker was completing direct work
with them].

3.3.147 On the 11" October, a school nurse employed by LPT undertook a health
assessment of Child A (possible health needs had been identified in June, but
consent was not gained until this month). During the assessment Child A was
guarded, avoiding eye contact, and very quiet. They reported having
nightmares and trouble sleeping, as well as bullying at school. They were also
overweight. Child B also had a health assessment on the same day. They
were also quiet and guarded, although this may have been due to their
younger age. They were also overweight.

3.3.148 On the 16" October, the school nurse completed safeguarding supervision.
The plan was to address Child A and B’s health needs through referral to a
dietician and then for the case to be made ‘inactive’ to school nursing.
However, a full assessment of emotional needs had not at this point been
completed.

3.3.149 A CP core group meeting was held on the 6" November. At this meeting, it
was noted that Shilpa reported that Manzar became violent after consuming
alcohol and that he had Post Traumatic Stress Disorder (PTSD), linked to his
previous experiences in Afghanistan. [While no actions were taken in relation
to this, because of Manzar’s limited engagement with services, it is also
unclear to what extent these were explored].

3.3.150 On the 13" December, UAVA received a referral from Children’s Social Care.
This did not trigger a prompt response, with UAVA not attempting to contact
Shilpa until February 2018 (see below).

3.3.151 On the 18" December, Child B told staff at Primary School 1 that they were
having bad dreams.

3.3.152 A Review Child Protection Conference (RCPC) was held on the 19"
December. At this meeting, it was again reported that Child A had said that
they and Child B had witnessed domestic violence and abuse by Manzar and
hid under the bed. Child A was also still having nightmares and was reported
to have threatened other children. Both Shilpa and Manzar said that Child A's
behaviour was because of computer games. At this point, it was unclear if
Manzar had been diagnosed with PTSD and this issue was unresolved
(although Manzar had firmly denied this was an issue). To this point, from the
ICPC on the 29" September to the RCPC in December, the social worker had
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completed five visits.”® Although there were no further reports of domestic
violence and abuse in this time frame, there was no evidence that the risk
based on police information was or had been addressed. Additionally, several
outstanding tasks were identified including progressing the referrals to
domestic abuse interventions for both Shilpa and Manzar. Subsequently, a
referral was made to UAVA in this month (although this appears to have been
solely for Shilpa and not for Manzar).

2018

3.3.153 On January 8", Child A was not brought to a sleep appointment with LPT and
was discharged. A letter home advised Shilpa and Manzar to contact the
school nurse if they still required help. The social worker was advised.

3.3.154 On the 10™ January, a social worker from Children’s Social Care visited
Shilpa, who expressed her anxiety about Prateep being involved in the CP
process and her concern about the lack of progress with referrals. [Despite a
referral to UAVA having been made in December, this was not picked up until
March].

3.3.155 On the 26" January, a safeguarding child concern was noted about Child A by
St Peters Health Centre.

3.3.156 On the 29" or 30" January (there is a discrepancy between records held by
the agencies involved), Children’s Social Care contacted the UAVA helpline to
follow up on the referral made in December. It became apparent that the
referral had not been actioned. This was because Shilpa had not been put on
the helpline assessment list. Additionally, a worker from the Jenkins Centre
noted issues with the referral and, as part of escalating this, contacted the
social worker by telephone and email requesting a referral for Manzar to the
Jenkins Centre.

3.3.157 On the 1%t February, a worker from the Jenkins Centre contacted the social
worker again asking for a referral for Manzar and information about safe
contact for Shilpa. [Confirmation of safe contact details for Shilpa were
subsequently provided by the social worker on the 16" February, with a
referral being made for Manzar on the 6™ March].

3.3.158 On the 2™ February, both Child B and Child C were seen in the Emergency
Department at UHL. These were for routine medical issues, and, after
examination, both were discharged.

8 This is compliant with requirements whereby children should be seen every 10 working days.
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3.3.159 On the 7" February, Child A was seen at St Peters Health Centre for a routine
medical issue.

3.3.160 On the 8™ February, Shilpa’s housing application was cancelled by Leicester
City Council Housing Options as she had not made any bids in six months.
Shilpa was informed of this by letter.

3.3.161 On the 12" February, Child B and Child C see were seen at UHL for a routine
health issue. They were assessed and advice was given (specifically, to see
the family GP).

3.3.162 On the 13" February, Shilpa was seen by an Advanced Nurse Practitioner
(ANP) at St Peters Health Centre. Shilpa said she was concerned about
social work involvement. Shilpa is recorded as saying she had come “to
discuss a few issues which happened last year as feels it's affecting her
present life now”. Shilpa explained this related to a termination of pregnancy
last year and “social trauma” and talked about her three children. She also
disclosed her previous overdose. Shilpa is recorded as having “some bad
days when feels down” but otherwise managing well.

3.3.163 A Patient Health Questionnaire (PHQ) was completed. After a discussion with
a GP, a referral was made to NHCT’s ‘Let’s Talk Wellbeing’ service.

3.3.164 On the 19" February, NHCT received the referral from St Peters Health
Centre. This included a summary of key issues, including Shilpa’s overdose,
as well as referencing her termination of pregnancy. It said Shilpa: “Feels fine
at present but under pressure from social workers for events [that] happened
last year when [she] had [an] abortion. Managing very well but still has some
minor issues which needs resolving by talking”. Shilpa was contacted on the
20" February. She discussed the impact of the termination of pregnancy, and
how she had found some of her friends to be judgemental. Shilpa was offered
a full assessment on the 12" March, but when a worker from NHCT rang,
Shilpa did not answer the call at the agreed time (no message was left as
Shilpa had said she did not want them left on her phone). Shilpa did not
subsequently make contact and she was therefore discharged from the
service on the 13" April 2018. Shilpa’s GP was notified.

3.3.165 On the 22" February, a social worker from Children’s Social Care visited
Shilpa. During the visit, Shilpa talked about a recent incident where Manzar
assaulted her (two or three weeks previously). Manzar was present and the
social worker asked him to leave (he is recorded as becoming “heated”).
Subsequently, Shilpa talked about her vulnerability and isolation from her
family as she had converted to Islam, the negative relationship she had with
Manzar’s family and that he drank monthly. The social worker agreed with
Shilpa and Manzar that it would be best if Manzar left the home and stayed
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elsewhere until further work was undertaken, and it could be agreed he could
be in the home (Manzar said he would stay with a friend).

3.3.166 The same day, having received confirmation from the social worker on the
16" February of safe contact details, a worker from UAVA's helpline tried to
contact Shilpa (this was the first attempt to contact Shilpa since Children’s
Social Care had made a referral in December, and then Shilpa’s details had
been clarified at the end of January/early February). This was unsuccessful.

3.3.167 The next day the social worker from Children’s Social Care was contacted by
Shilpa, asking her not to share information about the assault, saying instead
that it was a historical incident.

3.3.168 On a visit 28" February, despite the agreement for Manzar not to be in the
home, both Child A and Shilpa told the social worker that Manzar had been
there the night before. Shilpa said she wanted to continue the relationship and
that she was worried about how her family would respond if this second
relationship ended. It was agreed that Manzar should not be in the home, but
he and Shilpa could meet up in the community.

3.3.169 On 6" March, a worker from UAVA's helpline again attempted to contact
Shilpa. Shilpa answered the call. UAVA report that Shilpa had a discussion
with the helpline worker about her situation and was provided with emotional
support and information about other services (including the Freedom
Programme). Shilpa was also told the Partner Support Service’’ provided by
the Jenkins Centre would be offering her further support because Manzar had
been referred to that service. As a result, the case was closed to the helpline
as the case had been opened to partner support at the Jenkins Centre.
Subsequently, Shilpa was sent a letter (which the social worker had said was
safe) about the Partner Support Service.

3.3.170 On the 10" March, a CP core group was held. At this meeting, Prateep was
present and said that Manzar was visiting the home.

3.3.171 On the 16" March, the Jenkins Centre received the requested referral for
Manzar from Leicester City Council Children’s Social Care. On the same day,
Shilpa was contacted for the first time by the Jenkins Centre Partner Support
Service. This was by letter (at the time, contact was only made by post and
those referred to the service were not contacted by phone).

7 A Partner Support Service provides confidential support service to the partners and ex-partners of those attending a
perpetrator intervention.
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3.3.175
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3.3.178

3.3.179
3.3.180

3.3.181

3.3.182

3.3.183

By the 20™ March, information about a further incident was shared by
Children’s Social Care with UAVA.

On the 28" March, the Jenkins Centre called Manzar but could not contact
him.

On the 29", 30™" and 315t March, the UAVA helpline attempted to contact
Shilpa for an assessment. These attempts were unsuccessful and voicemail
messages were left. Shilpa’s case was subsequently closed (although
Children’s Social Care were not notified of this directly, this information was
shared via the CP core group).

In this month, Child B and Child C were seen at St Peters Health Centre for
routine medical issues.

On the 16" April, a CP core group was held. By this point, it was clear that
Manzar would not engage with the Jenkins Centre and planned work with
Shilpa had also not been completed (nor had the planned work with the
children). However, with no significant concerns being noted about the
children, it was agreed that contact could continue in the community.

On the 18™ April, the Jenkins Centre called Manzar but could not contact him.

On the 26™ April, Primary School 1's Child Welfare Team (CWT) met and put
a safety plan in place, identifying the Designated Safeguarding Lead as a safe
person for Child A and Child B. They would meet with both fortnightly.

In April, Shilpa ‘did not attend’ an appointment at St Peters Health Centre.

On the 15t May, the Jenkins Centre sent a text message to Manzar asking him
to attend an assessment on the 17" May.

On the 13" May, Shilpa attended the Leicester City Health Care Hub (in the
company of someone who was reportedly identified as her ‘mother’).”® On the
15", she also attended an appointment at St Peters Health Centre. On the
same day, Child C was not brought to a scheduled appointment.

On the 17" May, the Jenkins Centre sent a text message to Manzar
cancelling the appointment that had been scheduled for that day. This was
due to staff sickness.

On the 18™ May, Child C was brought to the Emergency Department at UHL
with an injury to their wrist (Shilpa stated that she had been trying to get Child
C to stand up to put them to bed). The Safeguarding Injury checklist was
used, although no concerns were identified. The family were asked if they had

8 It is not clear who this person was, although at least two friends/neighbours described Shilpa “as like a daughter”.
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a social worker, and they advised there was not. As such the criterion for a
referral to the UHL Safeguarding Children Team was not met and therefore no
action was taken by the ED staff in line with agreed processes.

3.3.184 On the 11" June, a GP spoke with a social worker at St Peters Health Centre
and provided information on recent attendances (this is from the health
records; there is no record of this on Children’s Social Care notes). Shilpa
also attended on the 18" for a routine medical issue.

3.3.185 On the 12" June, the Jenkins Centre tried to call Manzar. When he did not
answer, they sent a text message asking him to attend an assessment on the
20" June.

3.3.186 On the 14" June, an RCPC was held. To this point, Children’s Social Care
had not been able to complete the expected number of visits. This was largely
because unannounced visits were unsuccessful. However, when Child A,
Child B and Child C were seen, they were reported to be settled in the home,
although they were guarded. Contact by Manzar was continuing in the
community, with this supervised by a neighbour, and it remained the
expectation that Manzar should not be in the home. However, at the RCPC,
Manzar expressed concern about supervised contact and not being allowed in
the home, with both saying they were no longer in a relationship.

3.3.187 At this time, Shilpa was reported to be feeling conflicted about the future and
the relationship with Manzar, particularly the implications of it being over.
Shilpa told the social worker that she wanted to access support and wanted
Manzar to do so too. However, at the RCPC both Shilpa and Manzar
expressed frustration regarding continued social work involvement. Although
professionals identified no current concerns, the decision was made to
continue the current CP plan given the potential impact of domestic violence
and abuse on the children.

3.3.188 Soon after the RCPC, it was reported by Primary School 1 that Manzar was
dropping the children off and had said he was living in the home. When this
was discussed with Shilpa, she said that she had asked Manzar to help with
the school run (Primary School 1 staff had also seen Manzar dropping the
children off).

3.3.189 On the 20" June, Manzar did not attend an assessment at the Jenkins
Centre. A further contact attempt was made (unsuccessfully) on the 28" June.
Thereafter there appears to have been no further contact attempts by the
Jenkins Centre, with Manzar’s case being closed on the 28" August. It is of
note that, after unsuccessful contact attempts to Manzar and the case
closure, Shilpa was not contacted by the Jenkins Centre Partner Support
Service to inform her of the outcome.
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3.3.190 A further written agreement regarding supervised contact in the community
and Manzar not being in the family home was discussed with Shilpa by the
social worker. Although Shilpa subsequently told the social worker that she
would work with them, an agreement was not signed. In this period Shilpa
also said that she did not want to attend the core groups as they made her
nervous. The social worker started some work with Shilpa regarding domestic
abuse whilst waiting for the referral to UAVA to be accepted, although this
referral was not made until July.

3.3.191 The social worker also attempted to meet with Manzar to start a risk
assessment, but he did not return their calls.

3.3.192 On the 18™ June, Manzar made a call to Leicester City Council Housing
Options. In his application, he said he had been living with his brother for two
and a half years but could no longer stay there. He said that this was because
his brother had been evicted and, as a result, Manzar said he had been sofa
surfing. The address he gave was also in Leicester and a few miles from
Shilpa’s home. When Housing Options tried to call Manzar’s brother, they
spoke to his wife who said that he had been living there but could no longer
do so. Manzar also claimed that he had been staying with a friend for six
months. A further appointment was booked for July.

3.3.193 On the 28" June, a CP core group was held, with difficulties with contact
arrangements being noted.

3.3.194 On the 2" July, Manzar came to Primary School 1 and disclosed that he had
been staying at the family home. He said that Shilpa had been demanding
money from him and threatening him regarding access. Manzar said that
Child A and Child B had been warned (by Shilpa) that if they said anything to
school, they would never see Shilpa again, and Manzar also claimed to do the
bulk of the childcare.

3.3.195 Primary School 1 contacted Children’s Social Care and later that day
undertook a joint visit. Manzar’s sister-in-law was at the property and claimed
that Manzar was staying with her, something that Shilpa later said was untrue.

3.3.196 On the 5™ July, Manzar contacted Adult Social Care. He wanted to speak to
Children’s Social Care, and he was transferred by telephone. [No further
information was available about this contact].

3.3.197 On the 12" July, Manzar did not attend an appointment with Leicester City
Council Housing Options. [It appears that Shilpa called with Manzar, or
perhaps on his behalf].

3.3.198 On the 19" July, UAVA received a new referral for Shilpa from Children’s
Social Care. However, no DASH RIC had been completed and no consent
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obtained from Shilpa (or information provided to justify a decision to override
consent). As a result, UAVA subsequently declined the referral (this decision
was confirmed by a manager on the 26™ July) in line with standard practice.
UAVA attempted to contact the social worker to resolve this issue, but no
response was received. This meant Shilpa was not contacted and Shilpa’s
case was closed to the helpline.

3.3.199 On the 30" July, Manzar attended an interview at Leicester City Council
Housing Options. Providing more information to support his application,
Manzar said he was sofa surfing, having left the family home on the advice of
social workers. Children’s Social Care also provided a support letter, noting
concerns about domestic violence and abuse. A housing plan was developed
with Manzar, with the housing officer also contacting a family member to
confirm that he was still sofa surfing at their home (this was in Coventry,
meaning the housing officer thought that Manzar was staying between there
and Leicester given his earlier disclosure, and so had access to
accommodation in the interim). The housing officer also updated Children’s
Social Care by email. However, no further contact was made by Manzar, and
it was recorded that the housing officer ‘lost contact’ with him. [Although, as
there are no further recorded attempts by the housing officer, it does not
appear that attempts were made to contact Manzar. Ultimately, Manzar’s case
was closed on the 28" November. It does not appear that Children’s Social
Care was updated about this outcome].

3.3.200 In July and August, Child C was not brought to appointments relating to
speech and hearing.

3.3.201 On the 15" August, Child A attended a dietician appointment with LPT. Shilpa
had an injured face and reported having had an accident when someone
opened a car door and hit her face. [There is no evidence that this was
discussed further].

3.3.202 On the 20" August and the 4" September, a social worker from Children’s
Social Care successfully made unannounced visits to the family home
(previous attempts had not been successful). Shilpa reported that she and
Child C were having contact every other day with Manzar at a venue nearby.
[Given the report to LPT on the 15" August, the Review Panel asked whether
any injuries had been noted by the social worker. None were recorded].

3.3.203 On the 28™ August, a social worker from Children’s Social Care called the
UAVA helpline to discuss the unsuccessful referral they had made to the
UAVA helpline in July. The reason the referral was not accepted was
explained. The social worker agreed to advise Shilpa to contact the UAVA
helpline.
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3.3.204 On the same day, the Jenkins Centre closed the referral for Manzar, as he
had not engaged. [This had been actioned for the end of June but was
delayed because of capacity issues in the administration team, meaning there
had been a decision to prioritise workloads and so case closure was de-
prioritised].

3.3.205 On the 3™ September, Shilpa called the UAVA helpline. She told the worker
that she had not felt able to complete a DASH RIC previously with the social
worker because it had not been explained to her what the DASH RIC was.
After a discussion with the helpline worker, a DASH RIC was completed. This
was scored at ‘1’ because Shilpa did not disclose any current abuse. [It does
not appear that the information provided by Shilpa was cross-referenced with
the information already known to UAVA from previous referrals]. A referral was
also made to a group work programme (the Freedom Programme) at Shilpa’s
request.

3.3.206 On the 10" September, a CP core group was held. During the core group,
Shilpa said that Manzar had been coming into the house to see Child C. She
also talked about the up and down nature of their relationship, identifying that
alcohol was a factor in the “fights”. Shilpa also said that she was “not sure that
she is getting back with” Manzar. Professionals had no immediate concerns
about the children — with this based on the absence of any recent reports of
domestic abuse — but had ongoing concerns about Manzar’s lack of
engagement and the fact that agreements were not being adhered to, as well
as inconsistencies in Shilpa’s accounts.

3.3.207 On the 16" October, a CP core group was held. At this point, a health visitor
from LPT reported that only one out of seven speech sessions with Child A
had gone ahead. Shilpa reported that Manzar was living in Coventry.

3.3.208 On the 9" November, an abandoned ‘999’ call was made from the family
home. When the caller was contacted, it was Shilpa. She said she had
witnessed an assault whilst at the shops and was worried as she had her child
with her.

3.3.209 A further abandoned ‘999’ call was made on the 11" November, with sounds
of a disturbance. When the caller was contacted, Manzar answered. He said
he had called 999 because of an incident but denied there was a disturbance
and ended the call. Police officers attended the property and spoke to Shilpa
and a friend. They said that Manzar no longer lived at the property and
repeated what Manzar had said.

3.3.210 On the 13" November, a health visitor from LPT completed a home visit to
undertake a two-year development review with Child A. Manzar was seen by
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the health visitor leaving the property, and Shilpa reported he visited daily.
This information was shared at a CP core group.

3.3.211 Additionally, in November:

e UAVA sent information to Shilpa about group work programmes: Shilpa
was informed about the Freedom Programme that UAVA had running
locally, including their locations and times and days. Shilpa chose to
attend a group starting in January 2019 in an area she felt she could
attend. Shilpa told the worker it was fine to leave voicemail messages as
she could not always answer the phone; and

e Shilpa, as well as Child B and Child C, were seen at St Peters Health
Centre for routine health issues. Shilpa was recorded was ‘did not attend’
for another appointment.

3.3.212 On the 4™ December, a CP core group was held, followed by an RCPC on the
6" December. This was chaired using the Signs of Safety framework.”® At the
core group meeting, professionals described their main worries as being the
lack of engagement of Manzar in the process and what was described as
Shilpa’s inability to protect the children from further domestic violence and
abuse violence. Professionals scored the risk as 3 (with 0 being the most
worried and 10 being the least worried). Shilpa scored the situation an 8, as
she was no longer in a relationship with Manzar and there had been no recent
incidents. The actions agreed included building Shilpa’s network, weekly
meetings with the school and a safety network meeting, alongside
progressing domestic violence work and risk assessment.

3.3.213 On the 5" December, there was an abandoned ‘999’ call, with a disturbance
being heard in the background. As the call could not be re-connected, police
officers attended the property (which was the family home) but no one
answered. The occupant then flagged police officers down and stated there
had been a neighbour dispute and it was now sorted.

3.3.214 On the 17" December, a health visitor from LPT discussed the case at
safeguarding supervision. However, this was poorly documented, so it is hard
to assess the quality of the supervision.

3.3.215 On the 18" December, UAVA invited Shilpa to a group via text, but no
response was received. Shilpa was told that if UAVA did not hear from her,

 Signs of Safety is a strengths-based, safety-organized approach to child protection case work. For more information, go to:
https://lwww.|citylsch.org/information-for-practitioners/signs-of-safety/.
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then her case would be closed. As Shilpa did not respond, her case was
closed on the 7" January 2019.

3.3.216 Child C was also seen at St Peters Health Centre for routine health issues in
December.

2019

3.3.217 At a core group on the 9™ January, professionals identified concerns about
outstanding actions. It was felt that Manzar’s situation, and the risk he posed,
was unknown. Shilpa later told a social worker that she wanted Child C to
have contact with Manzar in the home but did not want to be in a relationship
with him. A plan was agreed for fortnightly visits to progress work around
domestic violence and abuse (three sessions were subsequently completed).
As part of this, it was also agreed that Shilpa would self-refer to the Freedom
Programme, run locally by Clare Walker Consultancy, on the 29" January.
[Although Shilpa contacted this provider, she did not complete the
programmel].

3.3.218 On the 11" January, Shilpa and Child A were seen at St Peters Health Centre
for routine health issues.

3.3.219 In January, Shilpa did not attend the group work programme to which she had
accepted a referral. No follow-up call to offer further groups or check in with
Shilpa was made, however the social worker was notified.

3.3.220 On the 23" January, a social worker from Children’s Social Care spoke with
UAVA'’s business line.

3.3.221 The social worker asked about Shilpa and the Freedom Programme. [It is not
clear if the social worker knew that Shilpa had not since engaged with the
Freedom Programme offered through Clare Walker Consultancy]. They were
advised that Shilpa had been closed to the service as she had not attended
and, in relation to Manzar, that they should contact the Jenkins Centre for an
update (although by that point his case had also been closed). Additionally,
the social worker asked if there had been a referral to support for the children.
They were advised that there was no record of a referral having been made. It
was agreed that the social worker would progress referrals to the Freedom
Programme and support for the children [no referrals were subsequently
made or received].

3.3.222 In February, Child A and Child B moved to Primary School 2. Shilpa told
Primary School 1 (who had been meeting with her regularly as part of the CP
plan) that she was changing school because of “differences of opinion” about
child protection.
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3.3.223 At Primary School 2, the headteacher met with Shilpa on the 4™ February.
Shilpa said she “was getting her life back on track for a fresh start’. Primary
School 2 began to participate in the CP core group meetings.

3.3.224 On the 12" February, Shilpa attended a single session of the Freedom
Programme provided by Clare Walker Consultancy, where she was given
course materials (including a home study workbook). She did not attend any
further sessions.

3.3.225 On the 13" February, there was an abandoned ‘999’ call. When the line was
re-opened a child could be heard playing with the buttons. It was not possible
to re-contact the number and it was decided that police officers would not be
deployed.

3.3.226 On the 6™ March, a social worker from Children’s Social Care undertook
focused direct work in terms of domestic abuse with Child A, Child B and
Child C, having explored feelings, worries and family relationships. This
appears to be the first record of direct work with the children, despite several
previous decisions to make referrals to domestic abuse support.

3.3.227 Additionally, a risk assessment was undertaken with Manzar, with three
sessions being completed. Manzar told the social worker that he did not want
a relationship with Shilpa. He denied perpetrating any physical violence but
said there were arguments before Child C was born, blaming these on what
he said was Shilpa’s jealousy. From the discussions with the social worker,
Manzar was reported as having insight into the impact of violence and abuse
on children. Specifically, Manzar talked about his childhood experiences of
abuse from his father when he was 7/8. He said he understood the impact
that abuse could have on children in terms of “fear staying with you for a long
time”.

3.3.228 On the 8™ March, Manzar went to a Community Health Centre with back pain.
During that month both Shilpa and Child C were seen at St Peters Health
Centre for routine health issues.

3.3.229 On the 12" March, Child C was again seen at St Peters Health Centre as they
were still ill. A safeguarding concern was noted concerning Child C.

3.3.230 On the 5" April, a social worker from Children’s Social Care completed a
safety planning session with Shilpa (this is the first time a specific safety plan
had been developed with the family and friends, using the Signs of Safety
tools. Before this, written agreements had been used with Shilpa). This
identified:

e How Shilpa was currently keeping the children safe;
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o Steps Shilpa would take if there was an issue with Manzar or another
male in the house or elsewhere; and

e How friends could help (three of Shilpa’s friends were also present, and
the safety plan included agreements about what they would do, and how
they could help).

3.3.231 At this meeting, the social worker also discussed the Domestic Violence
Disclosure Scheme (or Clare’s Law), although no application was
subsequently made.

3.3.232 The social worker also explained that, following a risk assessment of Manzar,
he was going to be allowed to have more contact with the children, including
helping with the school run. It is of note, however, that this safety plan did not
include any actions that Children’s Social Care would take to hold Manzar to
account for his behaviour.

3.3.233 On the 9™ April, all restrictions on contact were lifted by Children’s Social
Care, meaning, for example, that Manzar was now allowed to drop off and
collect Child A and Child B from Primary School 2. This decision was based
on the engagement by Manzar (with the social worker, not the Jenkins
Centre), as well as the work undertaken by Shilpa. Additionally, it reflected the
fact that Manzar and Shilpa said they were not in a relationship, and the
whole family (including Child A and Child C) were saying they were happy for
there to be more contact and did not express any concerns.

3.3.234 At a visit on the 17" April, Child A and Child B identified that they were seeing
Manzar regularly, which they said was “fun” and “helps mum out”.

3.3.235 On the 1%t May, a CP core group was held.

3.3.236 On the 22™ May, a RCPC was held. It was agreed the CP plan would end.
This reflected both Shilpa and Manzar’s expressed wish that it should do so,
reflecting their frustration with the length of involvement, as well as a
professional assessment of progress (including a lack of further reports and
more engagement by Shilpa and Manzar).

3.3.237 On the 24" and 26" May, Child A and Child C were seen respectively at St
Peters Health Centre for routine health issues.

3.3.238 On the 28" May, the GP contacted UHL regarding Child A to request an
outpatient appointment regarding a health issue. This was set up but occurred
after Shilpa’s death.

3.3.239 On the 31t May, Children’s Social Care closed their case, with letters being
sent on the 6" June.
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3.3.240 On the 6" June, Child A was seen at St Peters Health Centre with a fracture
to their hand (this appears to have been a sport injury).

3.3.241 On the 23" June, Leicestershire Police received an anonymous call stating
that a female and a male were arguing in the street where Shilpa lived. No
police officers were available, and the male was reported to have left. The
following day the anonymous caller provided a vehicle registration number
and Shilpa was identified. Shilpa was spoken to, and she told the officers that
she had argued with her ex-partner’s (i.e., Manzar’s) brother. No offences
were disclosed and, as police officers felt this did not meet the definition for a
domestic abuse-related incident [this is discussed in the analysis], no further
action was taken. This also meant a DASH RIC was not completed.

3.3.242 On the 29" June, Shilpa contacted Leicestershire Police to report that Manzar
had come to the house overnight and taken her car. When police officers
attended and spoke to Shilpa, she stated that she had invited some friends
and Manzar into her house the previous evening. When she woke up the next
day, she noticed her car had gone. She spoke to Manzar who said that he
would return the car, but he had not done so. A DASH RIC was completed,
being graded as ‘standard’. Police officers later returned to take a statement,
but Shilpa was not present. On the 30" June, she called to say that Manzar
had returned the car and posted the keys through the letterbox, and she
wanted to withdraw the allegation.

3.3.243 On the 30™ June, multiple members of the family attended the Emergency
Department at UHL.:

e Child A presented with an injury to their hand (again, sustained while
playing a sport. It is not clear if this is linked to their contact with St Peters
Health Centre on the 6" June or a new injury). They were treated and
discharged, with the GP being notified,;

e Child C presented with a routine medical issue and, after examination,
was discharged; and

e Manzar attended with a bite wound from an animal. He received initial
treatment and then returned on four further occasions in July for follow up
treatment.

3.3.244 Child A’s attendance triggered an automatic Child Protection Information
Sharing (CPIS) alert.8° As a result, the Emergency Department staff followed
procedure and made a referral to the UHL Safeguarding Children Team. The

80 This CPIS alert notifies of all people who are, or have been in the past 364 days, either on a child protection plan (including
mothers of unborn babies on plans) or who are Looked After Children.
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UHL Safeguarding Children Team undertook a check of System One which
confirmed Child A was no longer subject to a child protection plan and no
longer had an allocated social worker. Therefore, as per policy, the school
nurse was notified of the attendance by UHL Safeguarding Children Team,
with an automated notification going through to Children’s Social Care from
the CPIS system. When asked by staff, the family said they did not have a
social worker.

3.3.245 On the 15t July, Child A presented at school and the school contacted Shilpa to
clarify the nature of the injury. Shilpa responded, explaining it was a sport
injury.

3.3.246 On the 2" and 11" July, Manzar went to a Community Health Centre for
treatment for the animal bite he sustained in June.

3.3.247 On the 6™ July, Child C was seen in the Emergency Department at UHL. This
was for a routine medical issue and advice was provided.

3.3.248 On the 12™" July, Manzar was seen in the Emergency Department at UHL with
back pain. He left before he could be assessed.

3.3.249 On the 31% July, Child B was seen in the Emergency Department at UHL. This
was for a routine medical issue and advice was provided.

3.3.250 On the 11" August, Shilpa called the police and could be heard shouting “out
of my house”. Shilpa stated that her ex-partner, Manzar, had smashed her
phone and that he was drunk. She confirmed that he had now left and that
she would wait for police officers to attend. Subsequently, Shilpa provided a
statement providing some background. She said that she and Manzar had
been separated for 8 months, however, he visited regularly to see Child C.
She explained that after Manzar had used Shilpa's phone, she noticed a crack
in the screen, confronted him and they began to argue, and Manzar then used
abusive language. A DASH RIC was completed and graded as ‘standard’.
During this discussion, Shilpa indicated that she was interested in obtaining
an injunction against Manzar. She was given a leaflet about this, but she does
not appear to have progressed this further.

3.3.251 When Shilpa was spoken to the next day, she stated that Manzar was going
to pay for the damage, and that she wanted to withdraw her complaint.
Manzar was also spoken to and confirmed he was going to pay for the
damage. No further action was taken.

3.3.252 Areferral was made to Children’s Social Care from the police due to a child
being present but in a different room. It was dealt with via Early
Help. Attempts were made to call Shilpa several times with no response, so a

Page 69 of 170

Copyright © Standing Together Against Domestic Abuse. All rights reserved.



letter was sent asking her to get in contact if she wanted further support and
with details of community resources.

3.3.253 On the 15" August, Manzar did not attend an appointment at UHL to
complete his treatment for the animal bite he sustained in June. The GP was
notified.

3.3.254 On the 19" August, following a police report, an [Early Help] family support
worker made unsuccessful attempts to contact the family. On the 28" August
there was contact between Children’s Social Care and UAVA.

3.3.255 On the 9™ September, Child C started at the nursery at Primary School 2.

3.3.256 On the 18" September, Manzar went to a Community Health Centre for
treatment for the animal bite he sustained in June.

3.3.257 On the 20" September, Child C was seen at St Peters Medical Centre for a
routine health issue.

3.3.258 One morning, in early October, a neighbour (Waheeda) answered their front
door to Child A and Child B. They were crying and distressed. Waheeda went
with them to their home and found Shilpa lying on the floor. She then
summoned a member of her family to call an ambulance. Despite medical
assistance, tragically Shilpa died. It was later determined that Child A and B
witnessed Manzar attacking their mother, as well as the killing, which was also
witnessed by Child C.
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4. Overview

4.1 Summary of Information from Family, Friends and Other Informal
Networks

Rajendr (Shilpa’s brother)

41.1

4.1.2

4.1.3

41.4

4.1.5

4.1.6

Rajendr described his relationship to Shilpa, who was his twin sister, as
having been very close. When they grew up, he said: “We did almost
everything the same. Whatever she wanted | wanted, and vice versa”.

Although both Rajendr and Shilpa had both moved to the UK, they did not
initially see each other very often. This is because they lived in different parts
of the country and, at least initially, due to the requirements of Rajendr’s job.
However, they talked regularly by phone and later, when they were able,
would visit in person.

Rajendr talked about the positive things in Shilpa’s life, saying she had
passed her driving test, was doing beauty therapies, was going to the gym,
and doing some online learning. He described how “she was trying to get her
life back”.

Rajendr was aware of Shilpa’s relationship with Prateep. He said that Shilpa
had converted to Islam after meeting Prateep and was “gone” for two years.
Rajendr could not account for Shilpa’s decision to convert. He said that his
family is very diverse, with marriages across religions, and described Shilpa’s
conversion as a surprise. He said: “We couldn’t contact her. She could only
contact us”. Shilpa never explained why this happened, but Rajendr said that
Prateep was very jealous and “dominating”, which was why Shilpa ended the
relationship. He also said that Prateep was “making her [Shilpa’s] life very
difficult’” over contact with the children.

At some point in early 2013, Rajendr said that Shilpa met Manzar. As in her
early relationship with Prateep, initially, he said, “she was lost again for some
time”. Rajendr said that when Shilpa and Manzar were married, it was a
religious marriage.

One difference between the relationship with Prateep and with Manzar was
what Shilpa told her family. Rajendr said that Shilpa “said everything: good
and bad” about Prateep. In contrast, Rajendr felt that Shilpa had — based on
what people who had known her had told him after she had died- “started
hiding things”. He reflected, “for some reason, she was scared to tell things”.
Although Rajendr was not aware of it at the time, he said a neighbour told him
that Manzar had been violent.
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4.1.7

4.1.8

4.1.9

4.1.10

41.11

4.1.12

4.1.13

4.1.14

4.1.15

The one issue that Rajendr had been aware of was some contact with the
police, both during Shilpa’s relationships with Prateep and with Manzar. The
difference was, he felt, that Shilpa was slower to tell them about incidents
involving Manzar. Even when she did, he said she would “make a joke of it’.

After Shilpa’s death, Rajendr learnt she had made some disclosures to one of
their sisters but had refused to let her tell him about what was happening.

Rajendr was aware that Manzar would leave Shilpa for periods, saying: “he
would go out for days”. He described him as “lost”, saying he would be
drinking during this time.

Rajendr had last seen Shilpa in person in September 2019, when he said she
had been happy.

At this point, Rajendr said that Shilpa and Manzar’s relationship was not very
“stable”. Part of the reason for this was because Manzar was not working.
Based on what people who had known Shilpa told him after she had died,
Rajendr said that Shilpa had been introduced to someone by a friend, who
she was considering marrying.

Rajendr learnt after Shilpa’s death that she had discussed this with one of
their sisters and his wife but had not let them tell him about what was
happening. Shilpa reportedly said this was because: “She wanted to work it
out and tell me herself’.

Talking about Manzar — who Rajendr had seen in court during the criminal
justice trial — he said that he felt that Manzar did not accept any responsibility
for what happened: “I didn’t see any guilt in his eyes. It’s like an honour killing
to them, that’s what I think.”

As noted in 1.9, Rajendr felt that religion and culture were a major factor in the
circumstances around Shilpa’s relationships. However, he did not think other
issues, like Shilpa being Nepalese and having immigrated to the UK or
language, were a barrier. This was for the simple reason that she had a
secure immigration status and had good communication skills. However, it is
relevant to note that Rajendr did think that one possible reason for Shilpa’s
decision to convert to Islam was because “when she was living in a British
community before, she didn’t feel at home. When she was in that community,
she felt a little bit closer. She could talk to people. Everything was working in
an Asian way”.

Reflecting on his sister’s death, Rajendr felt it was important to consider how
to raise awareness to try and help people in a similar situation. Rajendr felt
that Shilpa would have “hesitated to get help”. However, he also felt that
people around her knew about what has happening but did not themselves
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4.1.16

intervene or seek help. He thought that was because: “These things happen
day to day. It's day to day business”.

Rajendr suggested that one solution might be what he described as a
“middleman” who people could speak to rather than speaking to the police. He
felt this could be important because it would mean there was a barrier
between someone and the police, which “would help, if people don’t have a
history of communicating or telling things to police”.

Friends, neighbours, and acquaintances of Shilpa®*

Waheeda

4.1.17

4.1.18

4.1.19

Asha
4.1.20

4.1.21

Waheeda said that Manzar would sometimes live at the address for months at
a time but, if they argued, he would leave for about two weeks. Waheeda had
heard arguments about money (because Manzar did not work) and was
aware of conflict between Prateep and Manzar. However, she said that “if he
ever got hyper, he would leave, he wouldn't hit her”.

Waheeda did however express her concern about the children, as she felt the
arguing was not good for them, although she also noted that: “She [Waheeda]
would keep the children nice and the house nice and give the family nice
food.”

Waheeda also knew that Prateep came to collect the children. She said that
“either Shilpa would take the children to him or sometimes | would take the
children to him. This is because Manzar does not like him because he is
Shilpa’s ex-husband.”

Asha described Shilpa and Manzar’s relationship as “on and off’ and that they
had frequent arguments. Asha felt the relationship “settle[d] down a bit’ after
the birth of Child C but then got worse again, which she felt was due to
Manzar’s drinking. Asha said that Shilpa would “always say he is worse
because he has had a drink’.

Shilpa had told Asha about incidents involving Manzar “where he had hit her
and was abusive and controlling”. Asha said that she thought Shilpa was
scared of Manzar. She had seen Shilpa with a bruised eye on one occasion
and said that Manzar had stopped Shilpa from going out.

81 These accounts are based on witness statements unless otherwise stated. For more information, see 1.9.
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4.1.22

4.1.23

Inaaya

4.1.24

4.1.25

4.1.26

4.1.27

4.1.28

4.1.29

4.1.30

Dalsher
4.1.31

Asha said that Manzar did not like her visiting and became angry, to the
extent she became scared of him. Eventually, she and Shilpa stopped talking
because of Manzar’s behaviour.

Asha said that in September 2019 when Manzar had left, she and Shilpa
started talking again. She described how Shilpa had been “doing great”.
However, Shilpa said that Manzar told her that he was seeing someone else,
and that she feared what might happen. Asha felt that Shilpa wanted Manzar
back because she was afraid to leave him. Shilpa told Asha that: “If he
[Manzar] found out she is seeing someone else, he would cut her into pieces”.
However, Asha thought Shilpa was too scared to report to the police.

Inaaya was aware that Shilpa had converted to Islam during her first marriage
and said that Manzar wanted Shilpa to wear traditional clothing such as a
headscarf.

Shilpa had told Inaaya that Manzar was not working or providing any money
towards the house. He was also reportedly disappearing overnight or
sometimes not returning home for a couple of days.

Inaaya said that Shilpa and Manzar argued and “would bring their arguments
out into the street”. Inaaya described one argument about Manzar not
providing any money, during which Shilpa was shouting at him.

Shilpa had told Inaaya that she was scared of Manzar and that “things would
get out of hand” although she had never disclosed any violence (and Inaaya
had never seen any injuries).

Inaaya had noticed that, as the relationship deteriorated, Shilpa had removed
her headscarf, and this was against what Manzar wanted.

In a conversation with the chair, Inaaya added that she thought Shilpa would
not have reported to the police because social services were involved in her
life, and she would have been worried about the repercussions.

Inaaya also said that she advised Shilpa to call the police, but she had not
done so. She added that she would have done so if she had ever seen
Manzar hitting Shilpa.

Dalsher said that Manzar and Shilpa were initially “very good together” but
that they fell out and Manzar would “leave for days, sometimes weeks, with no
contact with Shilpa”. When Dalsher talked to Manzar about this, she said that
“he would always blame Shilpa”.
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4.1.32 AKkey issue was money, as Shilpa had told Dalsher that Manzar did not work
or support her with money for the children.

4.1.33 Dalsher said that, in around July 2019, Shilpa and Manzar had “divorced in
the Muslim way” and he had left. Dalsher said that, when Manzar left, he had
taken money from the bank, “leaving her skint’.

4.1.34 Dalsher was aware that Shilpa had been introduced to another man and was
considering a new marriage. Dalsher also said that Manzar’s family was
aware that Shilpa was in a new relationship, although it is not clear if they had
then told Manzar.

Keeley

4.1.35 Keeley did not think that Manzar lived at the home address all the time but
described him as a “frequent visitor”.

4.1.36 Keeley said that there was “constant fighting and arguing” between Shilpa and
Manzar, although she never saw any physical violence. She said this would
happen every few days. Keeley described how these fights would often spill
onto the street, and the children would also see them and be asking Shilpa
and Manzar to stop. Keeley said that neighbours often became involved. She
said that she had threatened to call social services because she thought the
children should not have been exposed to the arguments.

Camilla

4.1.37 Camilla said Manzar would “disappear” and also referred to how he “likes to
have a drink’. Camilla also added that “When Manzar has a drink he is
volatile; they have been known to fight outside in the street.”

4.1.38 Camilla described one incident where Manzar reportedly “threw her [Shilpa]
over the bonnet of their car’.

4.1.39 Talking about the relationship, Camilla said that Shilpa had thrown Manzar out
a couple of times since April 2019, and then he had left in August. Camilla had
seen Shilpa shortly before her death in the park with another man. Shilpa
said: “Don’t ever tell Manzar because he will stab and kill me” and “He’s that
type of person, he will never let me go”.

4.1.40 Camilla saw Shilpa the day before she was killed. Shilpa had been crying and
said that “that bastard’ had phoned her and said he was coming to kill her and
the kids. Camilla assumed that this was a reference to Prateep, as she had
not met Manzar. Camilla encouraged Shilpa to phone the police but was not
convinced she would do so (although she did not say why not).
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4.2 Summary of Information from Perpetrator

42.1

4.2.2

4.2.3

4.2.4

4.2.5

4.2.6

Manzar said that his relationship with Shilpa started in 2013 after they were
introduced by family. Manzar said that he and Shilpa got married a year later.
Manzar said that he and Shilpa had stayed together, “we never separated’.

This included when “they [referring to Children’s Social Care] banned me from
the house, but | was in the house every day”. During this time, Manzar said
that he and Shilpa would say “yeh, ok, we are finished” to social workers
when they asked about the relationship. He also stopped taking Child A and B
to school but stayed in the home to look after Child C. Manzar claimed that
this was Shilpa’s idea and that she would call him, asking for help with the
children. Regarding the children, Manzar said he took on their responsibility,
stating: “I used to clean them, take them, change them’.

Although Manzar said that he and Shilpa had remained in a relationship, he
also described their relationship in the period before he killed Shilpa in more
hazy terms, saying that they were “not together, but living together’. Manzar
also referred to what he thought was Shilpa’s intention to leave him for
another man.

When asked about any violence and abuse, Manzar claimed that he was
abused by Shilpa. He stated that Shilpa was controlling and could become
angry and throw things. Manzar said he had been injured on several
occasions, including being hit with a bottle and having hot food poured in his
lap.

In describing the relationship, Manzar said that the main issue was money. He
said Shilpa took his money, including when he had been working in a local
shop. He also said that Shilpa had wanted him to sell some land that he had
inherited in his country of origin. Manzar said that Shilpa was jealous of him,
specifically that she was suspicious of his former partner or that he might be
seeing someone else. He claimed that as a result, he did not have access to a
phone. Manzar also reported that Shilpa had “ripped up” his visa, which
meant that he had to stop working. He also described how, on one occasion
when he said he was leaving, Shilpa took an overdose.??

By his own account, Manzar said that — to cope — “I used to leave for a week”.
He said he would go to stay with his brother, who also lived in Leicester, or to
a cousin in Coventry. He said he would come back when Shilpa would
threaten him, by making allegations to the police or threatening Child C. He
also said that Shilpa used the children, saying she wanted a divorce and,

82 This could be one of the two incidents known to agencies and described earlier in the chronology.
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towards the end of the relationship, saying: “You are not going to see your
kids. They are going to Kashmir. | am going to marry someone else”.

4.2.7 When pressed about whether he had ever been violent or abusive towards
Shilpa, Manzar said that Shilpa was “never hurt’. Manzar said: “In an Islamic
way, you are not allowed to hit your woman”. However, he admitted he had hit
Shilpa “once or twice”, describing an occasion when “I pushed her very hard.
She would fall. | also slapped her’. He also said that Shilpa would become
“angry” and, in response, “I would hold, just so [she] wouldn’t throw things. |
was scared she would break something on her face and tell the police | had
beat her.” Manzar also described two or three times when he slapped Shilpa,
which he claimed was when she had been deliberately driving too fast in the
car because she was angry.

4.2.8 Concerning contact with services, Manzar said that he had asked for help
from the school, reportedly saying: “I need help, | am living in the house”. He
also said he disclosed: “If I tell you, she will get angry with me and | won’t be
able to see the kids”. He said: “The social workers never helped me. Nobody
believed me. They believed her”.

4.2.9 Manzar also talked about his contact with the Jenkins Centre. He said: “/
didn’t go there. Shilpa said | didn’t need to go there. I also used to work, so
the timing wasn’t right. They gave me an appointment, they cancelled it, it
took so long to get another [one]. Then | didn’t go. It took months.”

4.2.10 Manzar was also aware that Shilpa had become pregnant on several
occasions, as well as her subsequent terminations of pregnancy. He said he
accompanied Shilpa to these appointments.

4.2.11 When asked about the events leading to his killing of Shilpa, Manzar said that
they had spent the night before the homicide at the house together. He
claimed that Shilpa was unsure of what to do and that he had told her: “/’ll
help you but let me see my kids. Please let me see [Child C]”. Manzar said
that Shilpa asked him for £100 a week for access.

4.2.12 Manzar said he had left but had been drinking [Leicestershire Police also
informed the Review Panel that Manzar had taken cocaine]. Early in the
morning, he rang Shilpa and then went back to the home:

“When | got home, because too much was built up in my head, the things she
had done to me. | have been injured back home but | had never been treated
that way.

I say, ‘Look, you are keeping me on the side, you are using me, and now you
want money from another one’.
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I lost control. The kids walked to the school, the little one was upstairs. | lost
control. The knife was in the kitchen. | looked at her, | said ‘You can’t do it’.
She said nothing. | lost control. | got the knife and | hit her, three or four times.
The kids came back inside, they had forgotten their bags. | panicked.”

4.2.13 When talking about Shilpa’s former partner, Manzar described Prateep as
“jealous”. He described being attacked by him and said: “He [Prateep] used to
tell things to the kids, to lie about me.” However, Manzar also suggested that
Prateep was a “good man”, implying that the issue in Prateep’s relationship
with Shilpa was Shilpa herself.

4.2.14 The chair’s reflection on the interview was that, while Manzar described the
death of Shilpa as a “horrible thing”, he did not, in fact, express any grief and
remorse. Instead, the chair felt that Manzar’s focus was on blaming Shilpa,
specifically by justifying his actions with reference to what he felt had been her
behaviour. For example, among several comments, Manzar said: “She
pushed men to the limit’. The chair also felt that Manzar showed little insight
into his own behaviour, with his account minimising or denying his actions,
while his answers were short and quickly returned to a focus on Shilpa.

4.2.15 When interviewed by Leicestershire Police, Manzar denied being violent or
abusive to Shilpa. As in his interview with the chair, his focus was on Shilpa,
saying that over their seven-year relationship, she had been jealous of him.

4.2.16 Regarding the attack on Shilpa, Manzar denied any motivation like jealousy
(he said, for example, that he was not aware that Shilpa had started to see
another man after their relationship had ended). Instead, he placed
responsibility for his actions on Shilpa, claiming he “lost it” when she pushed
him. Manzar also minimised what happened. He claimed the children were
not in the house and that, after an argument, he stabbed Shilpa. In fact, the
children described seeing Manzar pushing Shilpa down the stairs and beating
her, and then dragging Shilpa into the kitchen and stabbing her multiple times.

4.3 Any other Relevant Facts or Information

4.3.1 No other relevant facts or information were identified by the Review Panel.
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5. Analysis

5.1 Domestic Abuse/Violence

5.11

512

5.1.3

5.1.4

Considering the government definition above, information gathered by
Leicestershire Police as part of the murder investigation, as well as provided by
agencies, family and friends, Shilpa was the victim of domestic abuse by Manzar,
in addition to being killed at his hands.

It is unknown why Manzar chose to go to Shilpa’s home, reportedly having drunk
heavily and having taken cocaine, early one morning in early October 2019 and
attack her. The fact that Manzar’s application for permanent settlement had been
denied that same day seems to have been a dreadful coincidence: it is unlikely that
Manzar had received the letter about this before he went to Shilpa’s home that
morning. It seems more likely that Manzar was motivated by some combination of
entitlement, resentment, and jealousy, although clearly any anxiety he had about
immigration status, and his subsequent feelings towards Shilpa, could have
provided additional context to the attack.

A feature of this case has been a lack of clarity about the nature of Shilpa and
Manzar’s relationship over time and, at some point in mid-2019, it had come to an
end. Before this, both Manzar and Shilpa told professionals the relationship had
ended, saying they had separated when they had not. It is not clear who decided
to conceal their relationship (or indeed whether Shilpa was compelled to do so).

Once Shilpa had separated from Manzar, she appears to have started a new
relationship, although Manzar claims he did not know about this. Although it is not
possible to be certain what Manzar did or did not know, this serves as a reminder
that, following a separation, a perpetrator often continues to pose a significant
risk.83 In making this observation, the information available to the Review Panel
strongly suggests that Manzar’s behaviour was coercively controlling during his
relationship with Shilpa. It may be that, on realising the relationship was over, he
decided to ‘change the project’. This is a term that has been used to describe how
a perpetrator moves from using violence and abuse to making the decision to Kill
their partner if they are going to (or does) leave.?* In this case, this changed project
may have been motivated by Manzar’s ideas of shame and honour. While the
Review Panel did not identify any explicit evidence of honour-based violence, this
was the language used by Shilpa’s brother (Rajendr) and there is a report on one

8 Long, J. and Harvey, H. (2020). Annual Report on UK Femicides 2018. Available at: https://femicidescensus.org/wp-
content/uploads/2020/02/Femicide-Census-Report-on-2018-Femicides-.pdf [Accessed: 22nd February 2020].

8 Dobash, R.E. and Dobash, R.P. (2015) When Men Murder Women. Oxford: Oxford University Press.
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occasion of Manzar describing how Shilpa had “shamed him” because she laughed
at a joke made about him by one of the children. Moreover, while Shilpa did not
refer to shame or honour, she did express her fear of Manzar, telling a friend
(Camilla): “Don’t ever tell Manzar because he will stab and kill me” and “He’s that
type of person, he will never let me go”. Shilpa’s assessment was tragically
prescient. This too is a reminder of the well-evidenced importance of listening to
perception of risk by victims of domestic abuse, in particular a belief that an (ex)
partner will kill them.®

5.1.5 Tragically, it will never be possible to know the full extent of Shilpa’s experiences.
However, it is of note that Primary School 1 described Shilpa’s demeanour as
changing over the time she was in contact with them. As a minimum it appears
Shilpa experienced the following:

e Physical abuse: Shilpa disclosed assaults by Manzar and was observed
on occasion to have injuries. This included friends and neighbours being
aware of incidents, for example, either because Shilpa had told them
Manzar had hit her or seeing Manzar throw Shilpa over the car bonnet.
Manzar also admitted to the chair that he had hit Shilpa “once or twice”,
describing an occasion when “/ pushed her very hard. She would fall. |
also slapped her’.

e Coercion, threats and intimidation: Friends were aware of coercive
behaviour by Manzar, as were agencies. For example, on the 30" June
2014, following an incident between Prateep and Manzar, Shilpa told
Leicestershire Police that Manzar was violent and abusive. She said his
behaviour was getting worse, including being controlling. Friends of Shilpa
also described Manzar as controlling, as well as the threats that Manzar
reportedly made, including to kill Shilpa.

e Emotional abuse and isolation: Rajendr said that, after meeting Manzar,
Shilpa had lost contact for a period, which could be an indication of
isolation. Shilpa also told different health professionals she felt isolated, in
part because of the distance from her family who lived elsewhere in the
UK. Further to this, Shilpa said she felt a sense of isolation from both her
family (arising from her decision to convert to Islam, which she felt her
family did not support), and the reaction of some of her friends (about her
decision to terminate her pregnancies). Both her brother (Rajendr) and a

8 williams, K.R., Stansfield, R. and Campbell, J. (2021) ‘Persistence and Potential Lethality in Intimate Partner Violence:
Evaluating the Concurrent and Predictive Validity of a Dual Risk Assessment Protocol’. Violence Against Women.
https://doi.org/10.1177/1077801220988347.
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friend described how their contact with Shilpa reduced during her
relationship with Manzar.

o Sexual abuse: No specific information has been shared with the Review
Panel relating to sexual abuse, although, as discussed in the next bullet
point, Shilpa’s repeated pregnancies could have had the potential to be
associated with sexual violence or coercion. Additionally, Shilpa disclosed
to the police (after making a report on the 22" May 2015) that Manzar
had previously threatened to insert a knife into her vagina and bring it up
through her mouth.

e  Children and pregnancy: The children experienced domestic violence and
abuse, with Child A saying that they and Child B had witnessed domestic
violence and abuse by Manzar and hid under the bed. Once the children
were subject to a CiN and then a CP plan, Shilpa would have been
potentially worried about statutory involvement and therefore vulnerable
to threats around the children.

o  Whether Manzar used the children to abuse is uncertain, although in July
2018, Manzar made allegations about Shilpa, telling Primary School 1
that Shilpa had been demanding money from him, threatening him
regarding access and claiming to do the maijority of childcare.

e Shilpa was open with a range of professionals about her experiences with
contraception, pregnancy, and termination of pregnancy. She sought help
and advice from health care professionals, both for contraception and
also on five occasions for a termination of pregnancy (in January 2014,
July 2014, June 2015, December 2016, and July 2017). In contact with
professionals, Shilpa gave different explanations of Manzar’s attitude,
usually saying he was supportive (although she attended BPAS alone).
The exception is in 2014. In May 2014 Shilpa said Manzar wanted the
pregnancy, but she did not. She missed her first appointment in July, at
the same time that she had fled to Hampshire after an incident with
Manzar. On the day of her appointment, a man (most likely Manzar)
attended BPAS looking for Shilpa. When she later spoke to BPAS to
reschedule an appointment she described him as being “awkward”. In
contrast, in December 2015, Shilpa said that Manzar had moved out
because he was unhappy about the pregnancy as she had stopped
taking contraceptives without talking about it first.

o lItis important to note the significant and long-term impact the
termination(s) of pregnancy had on Shilpa: she told multiple professionals
how she felt guilty about them, as well as giving this as a reason for her
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second overdose in May 2017. This guilt also appears to have been
linked to Shilpa’s faith.

e Economic abuse: Shilpa said on occasions that Manzar was financially
dependent on her. In 2015, Shilpa contacted Leicestershire Police after
Manzar lost a reported £2,000 gambling. There were also reports that
Manzar took money from Shilpa and/or did not contribute to the
household. For example, one friend said that, when the relationship
ended in 2019, Manzar reportedly emptied Shilpa’s bank account. Finally,
it is of note that when Shilpa secured a tenancy from Midland Heart
Housing Association, she asked for her partner (presumably Manzar) to
be added to the tenancy. It does not appear that this request was
approved, nor is it clear how freely Shilpa made this request, although it
is clear that this was to assist Manzar (she said it would help with his
immigration status). Given the significance of pregnancy as discussed
above, it is also relevant to note the evidence that economic abuse can
start during/around pregnancy and having children.®

5.1.6 The Review Panel also considered Shilpa’s faith. Exploring faith is important
because religion can be a marker of identity and/or in some cases be associated
with structural and gendered discrimination.

5.1.7 Shilpa had converted from Hinduism to Islam after meeting Prateep (the
circumstances of this conversion are unknown, including whether Shilpa faced any
coercion or other pressure to do so). While her brother (Rajendr) said that their
family would not have had an issue with her conversion, he did say this had been
a surprise. Additionally, regardless of the family perspective, Shilpa appears to
have felt that her family did not approve of her conversion, and thus she may not
have felt able to turn to them for support.

5.1.8 It is of note that Shilpa had a religious marriage and, in the months before her
murder, a religious divorce from Manzar. However, little is known about the
circumstances of either the marriage or divorce or, more broadly, what faith meant
to both Shilpa and Manzar, and if it was used by Manzar to further abuse Shilpa.
This is in part because no agency substantively explored faith with Shilpa either
generally or specifically (in particular when she talked about her feelings about
terminations of pregnancy in the context of her faith). Yet, at the same time,
agencies did note faith as a ‘protective’ factor.

5.1.9 Nor was faith explored with Manzar. As a result, little is known about his faith,
although it is of note that he used Islam to suggest he would not hit a woman,

8 Sharp-Jeffs, N. (2015). Money Matters: Research into the nature and extent of financial abuse within intimate relationships in
the UK. Available at: https://www.refuge.org.uk/files/Money-Matters.pdf [Accessed: 28 June 2022].
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shortly before he admitted that he had done so (he minimised this in his account).
While agencies had limited contact with him, there would have been opportunities
to explore his faith, for example, during his contact with Children’s Social Care.

5.1.10 Regarding cultural norms and expectations, during her relationship with Manzar, a
friend of Shilpa reported that he insisted that she wore traditional clothing such as
a headscarf. Significantly this same friend said that, after Shilpa and Manzar’s
relationship ended, Shilpa had stopped wearing a headscarf. (Notably, while this
can be seen as evidence of how Manzar controlled Shilpa, it is also an example of
Shilpa exercising her agency and showing resistance to Manzar when she felt able
to do so®’).

5.1.11 Another cultural aspect may have been reflected in Shilpa’s reported concern about
the potential ending of her relationship with Manzar: Shilpa told social workers that
she had to make her relationship with Manzar work as she did not want to have to
tell her family about a second “failed” relationship. It is unclear what factors may
have influenced Shilpa’s feelings, but this could have included cultural
expectations. In this context, it may be relevant that, despite her close relationship
with her brother (Rajendr), she had not told him what was happening. Shilpa had
instead talked with one of her sisters and Rajendr’s wife but had not wanted to let
them tell him about what was happening.

5.1.12 As noted above, although the Review Panel did not identify any explicit evidence
of honour-based violence, Shilpa’s brother (Rajendr) identified this as a possible
explanation for Manzar’s killing of Shilpa.

5.1.13 A final factor that the Review Panel noted was Shilpa’s experiences in her local
community. In some senses, these appear to have been positive. For example, her
brother (Rajendr) referred to how her decision to convert, and live in Leicester, was
positive, allowing her to “live in an Asian way”. Meanwhile, Shilpa’s friends and
neighbours were also often a source of support. Issues in relation to community
awareness of domestic abuse are discussed further below.

5.1.14 However, at the same time, the Review Panel identified possible issues, not least
that Shilpa said that she felt some disapproval from friends relating to her
termination of pregnancies. Moreover, the Review Panel has been unable to
examine other issues, including Shilpa’s relationship with her new partner, how
they met, or any pressure or expectations she may have experienced in this context
or more broadly.

87Mirza, N. (2018) 'Reframing agency in abusive contexts: beyond ‘free choice’ and ‘open resistance”, Journal of Gender-
Based Violence, 2(1), pp. 41-56.
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5.2

5.1.15

5.1.16

5.1.17

5.1.18

5.1.19

A further issue is immigration. In this case, Shilpa had No Time Limit Indefinite
Leave to Remain, while Manzar only had Limited Leave to Remain. There are early
references to immigration being relevant; for example, Shilpa approached Midland
Heart Housing Association to ask for her partner (presumably Manzar) to be added
to the tenancy, although this was not subsequently actioned. Thereafter, there are
no reports of immigration being a specific concern, although, conversely, it does
not appear that any agency substantively explored this.

A final reflection is that Manzar was not Shilpa’s first abusive partner. Sadly, Shilpa
had experienced domestic abuse historically from Prateep. As explained in section
1, the Review Panel has not examined this relationship in detail, but it seems
reasonable to conclude it had a significant effect on Shilpa. This could have
affected both her expectations about relationships and her sense of what was
possible. Although her contact with agencies about Prateep is summarised here, it
has not been analysed as part of this DHR. Nonetheless, it would seem reasonable
to suggest that Shilpa may have felt her attempts to get help had largely been
unsuccessful.

In subsequent encounters with agencies regarding Manzar — which, as will be
discussed, were not always joined up and marked by drift, with little overall impact
— Shilpa may have felt this pattern repeating itself.

Although we will never know, it is entirely possible that Shilpa felt hopeless or
trapped as a result. Certainly, although Shilpa had ended her relationship with
Manzar, he continued to involve himself in the lives of her and the children.
Furthermore, Shilpa continued to be in fear of him, based on her disclosures to a
friend.

These issues are noted in the following agency analysis where relevant, and then
discussed concerning what may have helped or hindered Shilpa’s access to
support in section 5.3.

Analysis of Agency Involvement

5.2.1

The following section analyses individual agency contact with Shilpa, Manzar,
as well as the children and Prateep where appropriate. It is grouped
thematically, considering:

Health (including BPAS, GP Maples Surgery and St Peters Health Centre,
NHCT, LPT and UHL);

Children (including Children’s Social Care and Early Help, as well as
Primary School 1 and Primary School 2);

Police;

Page 84 of 170

Copyright © Standing Together Against Domestic Abuse. All rights reserved.



Health
BPAS
5.2.2

5.2.3

5.24

5.25

5.2.6

Housing (including Leicester City Council Housing and Midland Heart
Housing Association);

Domestic abuse services (including Project 360, UAVA helpline, the Jenkins
Centre, and LWA who provided the group work programme); and

Agencies with minimal contact (including Leicester City Council Adult Social
Care, Clare Walker Consultancy, and East Midlands Homes).

Shilpa had five terminations of pregnancy with BPAS between 2014 and 2017
and, based on their records, had the same partner throughout this period (i.e.,
Manzar).

When clients attend BPAS for a consultation, they are initially seen alone to
ensure they have a safe space to discuss their options. During this
discussion, a client is asked why they are seeking a termination of pregnancy,
if they feel safe at home, and if the termination is their own decision. There
was clear evidence that this occurred during each initial consultation with
Shilpa. However, there was no disclosure made by Shilpa nor were any
concerns identified by professionals relating to domestic abuse (except for
one incident, which is discussed below). In addition, professionals did not
identify any concerns around other issues, for example, faith and culture.
Although BPAS recorded that Shilpa was a British Asian and Muslim, staff at
the time do not appear to have explored faith and culture further as they felt
there was no need to do so based on how Shilpa presented.

The exception is Shilpa’s second approach to BPAS in July 2014. The original
referral (from her GP at the time) stated that while Shilpa wanted a
termination, her husband wanted her to continue the pregnancy. However, at
Shilpa’s initial consultation with BPAS on 23 June, Shilpa had said she felt
safe, and her husband was supportive of her decision.

Shilpa had an appointment booked on the 15t July. On that day, Manzar made
approaches to BPAS by phone and then attended in person looking for Shilpa.
In response, Manzar was initially told that no one by Shilpa’s name was
present and then, when he arrived at the building, he was able to look around
the waiting room.

As Shilpa missed her appointment on the 15t July, and because of Manzar’s
approach, BPAS contacted Shilpa because they were concerned about her.
Shilpa informed them she had fled with the children but was safe. In
response, a further appointment was scheduled (first for the 17" July, with this
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then itself rescheduled and the termination of pregnancy being completed on
the 25" July).

5.2.7 The Review Panel identified what it felt were positives and negatives in
BPAS’s response.

5.2.8  Concerning the assessment of risk to Shilpa: It is positive that staff contacted
Shilpa and asked about her safety. However, the focus, given that Shilpa said
she was still deciding about the pregnancy, was to advise Shilpa that she
would need to re-book an appointment.

5.2.9 In contrast, it does not appear that there was an assessment of potential
domestic abuse risk and/or signposting to other services. As a result, given
the disclosures made by Shilpa — specifically that she was pregnant,
considering a termination of pregnancy, and had fled her home with her
children — the Review Panel considered whether BPAS should have been
more mindful of the domestic abuse risk. This could relate to both Shilpa and
also the children.

5.2.10 The BPAS IMR has acknowledged that there was a missed opportunity to
discuss this incident further with Shilpa and discuss the reasons for fleeing, as
well as considering the impact on the children. It is also unclear if the
discrepancy between the information in the GP referral and what Shilpa said
at the initial consultation was explicitly explored.

5.2.11 Additionally, there is no evidence to indicate that BPAS considered whether
any referrals to other agencies should be made (e.g., children’s services or
the police). However, they were contacted by Leicestershire Police at this
time, who were attempting to trace Shilpa. While BPAS have documented that
they attempted to make contact with police officers, they do not have records
as to the outcome (as it happens, Hampshire Police reports that they were
advised by BPAS that Shilpa had fled, and Manzar had attempted to locate
her).

5.2.12 In part, this may be explained by the absence of a consistent safeguarding
approach within BPAS at the time. The BPAS IMR has identified that:

o When Shilpa accessed its services, an Adults Safeguarding Risk
Assessment proforma was not in place. A proforma has since been
introduced. This should be used when a member of staff has a concern for
a client (for example, concerns for/disclosures of domestic abuse) and is
designed to gather information for further referrals to be made if
appropriate.

¢ Additionally, BPAS’s IMR also identified that, in 2014, there was no
universal method of recording safeguarding issues within BPAS. Since
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then, a universal safeguarding log has been created to standardise
recording. These logs are regularly reviewed by the Treatment Unit
Manager, meaning specific safeguarding concerns should routinely be
identified and then followed up.

5.2.13 Turning to current practice, the Review Panel was informed that there is now
a dedicated Safeguarding Team (created in 2017), including a Lead
Safeguarding Nurse, together with a Safeguarding Midwife who cover all
safeguarding issues Monday-Friday, with weekend and bank holiday cover
also being available. Additionally, staff have Level 3 safeguarding training and
BPAS has a domestic abuse policy (these were not reviewed as part of the
DHR).

5.2.14 These significant changes mean that, if the events of 2014 were repeated, the
response to Shilpa may have been quite different. In this case, the police
request does not appear to have been followed up — however, as noted
above, a safeguarding log is now in place. As a result, the Treatment Unit
Manager would have had oversight of this case and could have therefore
ensured the contact with the Leicestershire Police was resolved (i.e., in this
case adequately recorded). Similarly, given staff had been made aware that
Shilpa had two children, this may, for example, have triggered consideration
of an enquiry to local children’s social care to establish if Shilpa and the family
were known to them. Additionally, staff would have had access to the
Safeguarding Team for immediate advice.

5.2.15 The Review Panel felt these changes were positive. However, it did not feel
these addressed the real-time response to Shilpa. When staff spoke to Shilpa
and she disclosed her experiences, there was a brief opportunity to either
provide appropriate advice around domestic abuse support and/or to
undertake a risk assessment (which would be critical in informing any
subsequent use of the safeguarding proforma). This did not happen, with the
focus being on rebooking her appointment. A more robust response would
have been appropriate. Such a response would reflect the guidance issues for
health professionals by the Department of Health, which identifies the
importance of training around the core dynamics of domestic abuse, so that
staff can respond to a disclosure sensitively. Depending on their role, this
might include risk identification, as well as an initial response involving
direction or referral to specialist services and safety planning.®®

8 Department of Health (2017) Responding to domestic abuse: a resource for health professionals. Available at:
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/597435/DometicAbuseGu
idance.pdf (Accessed 2nd February 2021).
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BPAS should ensure that it is able to provide timely and appropriate advice
and support around domestic abuse, including real-time responses to
disclosure.

Recommendation 4: BPAS to review its current guidance and training
for staff concerning the real-time management of domestic abuse
disclosures.

5.2.16 Afurther issue that this case has highlighted is that after the events in July
2014, Shilpa accessed BPAS on three more occasions. On these occasions,
she said her husband was aware of the termination of pregnancy and she felt
safe at home. Yet, professionals did not question a discrepancy between
these statements and the events in July 2014.

5.2.17 The BPAS IMR has identified that they would not have been able to do so.
This is because the records of attendance for clients are not currently linked
unless under 18 years of age. Therefore, the incident that occurred in 2014
would not have been linked or reviewed for any subsequent case. As a result,
professionals would have been unable to exercise their professional curiosity
in a case such as this when a client said they were “safe at home” despite
previous concerns. The need to link client records is currently being reviewed.
The BPAS IMR made the following recommendation which was accepted by
the Review Panel:

“BPAS need to consider if linking client records would be of benefit when
reviewing vulnerable clients”.

5.2.18 Additionally, during the DHR, BPAS reported that it was creating a more
comprehensive ‘Did Not Attend’ policy. This will allow BPAS to respond to and
identify issues of concern, particularly if vulnerable client records can be
linked.

5.2.19 Afinal issue is that BPAS would not normally inform other agencies of the
outcome of consultation unless there was client consent, including GPs. It
appears that, in the first four contacts, consent was asked for and then given
by Shilpa. However, from the information available to the Review Panel, only
one notification was made to her GP (this was The Maples Surgery in June
2015). BPAS informed the Review Panel that, at discharge, a patient is asked
again about notifying their GP, which may mean that Shilpa did not give
consent for the information to be shared at this point. Shilpa did not consent
for this information to be shared at her final contact. While the requirement for
consent was a potential barrier to information sharing, the Review Panel also
recognised that this requirement was based in a patient’s right to
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confidentiality. This means that client consent could only be overridden in
specific circumstances. The Review Panel did not make any
recommendations in relation to this issue, given that any decision to breach
confidentiality would be made in line with the safeguarding policy, which has
been discussed above.

5.2.20 Concerning Manzar’s access to the waiting room, the Review Panel was
concerned that Manzar was able to access the waiting room. BPAS was
asked to clarify the circumstances of this access. BPAS noted that their clinics
vary enormously: some are ‘walk-in’, others may share a building with other
services such as GPs, sexual health, or drug/alcohol services, and some are
in hospital premises. The clinic used by Shilpa is in a shared building, with an
external door that would normally be left open during opening hours, with an
internal door that is buzzer operated. The waiting room itself is located up a
flight of stairs and along a corridor. This means that someone would normally
have to be ‘buzzed in’, however, it is possible that someone could be let in by
other means (e.g., as someone else left the clinic).

5.2.21 In this case, BPAS has stated that it has been difficult to confirm what
happened because the member of staff involved has since left the
organisation. BPAS’s view is that the entry in the clinical record is unclear as
to whether Manzar gained access himself or whether he was let in. However,
the Review Panel’s view is that based on the contemporaneous clinical note
describing Manzar as being “let in”, it is more likely than not that Manzar was
given access by the member of staff. While the Review recognises that the
member of staff may have been trying to manage the situation, it is
nonetheless concerning that Manzar was likely given access to a restricted
area containing other service users, who themselves may have been
vulnerable.

5.2.22 BPAS has a health, safety and environment policy relating to ‘Visitors to a
BPAS unit'. This policy does not address situations like this, i.e., where there
is an unaccompanied person or indeed domestic abuse concerns. While the
Review Panel recognised that the premises used by BPAS vary considerably
(see 5.2.19 above), and therefore there it would not be possible to have a
uniform approach, it felt nonetheless that the DHR had identified learning that
should be considered.

BPAS has a responsibility to maintain a safe environment for its service users.
Staff should be supported to manage situations where an unaccompanied
user attended clinics.
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Recommendation 5: BPAS to review its current guidance to clarify
access arrangements to its clinics/units and the management of
premises.

GPs — The Maples Surgery

5.2.23 Up to the 29" January 2016, Shilpa had been registered with The Maples
Surgery (Manzar had been registered there until May 2015).

5.2.24 The Review Panel has considered the information in the chronology regarding
the medical services provided to Shilpa by The Maples Surgery. As noted in
section 1.9, no IMR was requested from The Maples Surgery as the medical
records were included in the IMR and chronology from St Peters Health
Centre. However, the ICB representative prepared a summary noting that
there were multiple episodes of non-attendance both for Shilpa and the
children, notification of a termination of pregnancy, notification of an overdose
and requests for contraception, and these were continued themes when
Shilpa changed GP practice. However, there were no documented enquiries
about relationships to demonstrate consideration of domestic abuse in the
information reviewed in the chronology.

5.2.25 The Maples Surgery has a domestic abuse policy in place (although this was
not reviewed as part of the DHR). This policy is based on a template launched
by the ICB and is discussed further below.

GPs — St Peters Health Centre

5.2.26 Shilpa registered with St Peters Health Centre on the 29" January 2016
(Manzar had been registered since May 2015).

5.2.27 St Peters Health Centre had a range of contact with Shilpa and the children,
as well as some limited contact with Manzar. Broadly, this contact was
appropriate, addressing specific health issues.

5.2.28 The most significant contact considered the overdose in May 2017. Having
been notified of Shilpa’s attendance at the Emergency Department, Shilpa
was seen at the GP the next day and offered a referral to NHCT's ‘Let’s Talk
Wellbeing’ service, which she declined.

5.2.29 In February 2018, after an appointment with the ANP, St Peters Health Centre
again suggested a referral to the NHCT’s ‘Let’s Talk Wellbeing’ service. On
this occasion Shilpa consented. The referral included information on Shilpa’s
overdose, termination of pregnancy and isolation, but no information about
past and current domestic abuse. Following a referral, NHCT made attempts
to contact Shilpa in March 2018. However, as subsequent contact was
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unsuccessful, Shilpa was discharged. St Peters Health Centre was notified of
this by NHCT.

5.2.30 St Peters Health Centre acknowledged that there could have been an
opportunity to follow up with Shilpa, particularly as on this second occasion
she had consented for a referral but then not engaged. As a minimum, this
might have been an opportunity to explore if Shilpa had any concerns that
were a barrier to engagement.

5.2.31 St Peters Health Centre’s records also demonstrate information sharing with
other professionals, including Children’s Social Care and health visiting.
However, two issues where identified, with St Peters Health Centre identifying
that there were opportunities to ask about the relationship or home
circumstances that were missed:

e Shilpa had made disclosures about domestic abuse from Prateep
while denying any domestic abuse in her relationship with Manzar in
May 2017, but this was not noted. Yet, the health centre was aware of
domestic abuse because of the ongoing CP plan to which the centre
was party. One consequence of this is that some presentations were
not explored further. Most significantly, in May 2017 Shilpa said she
was “very anxious” after having intercourse and then attending the
health centre for emergency contraception. While Shilpa’s anxiety may
have been related to needing emergency contraception, this would
also have been an opportunity for the GP to explore the wider context,
including domestic abuse. This is relevant because in a relationship
where an abuser is using violence and abuse, other explanations for
needing emergency contraception are possible (for example, Manzar
may have refused to wear a condom or may have coerced or forced
Shilpa to have sex). There also appears to have been an issue with
the coding of Shilpa’s health records, which meant information was not
coded properly as domestic abuse (for example, information shared by
Children’s Social Care in 2018 was not coded as such) and not shared
with NHCT when a referral was made to their ‘Let’s Talk Welling’
service; and

¢ It appears that information about non-attendance was not always
shared. Given that Shilpa and the children had several missed
appointments, this could have helped build a fuller picture of the
family’s interaction with services, particularly during the period when
the children were on a CP plan.

5.2.32 As with The Maples Surgery, there were no documented enquiries about
relationships to demonstrate consideration of domestic abuse in the
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information reviewed in the chronology. This is despite, for example, repeated
consultations around minor illness (cough and colds) for Shilpa.

5.2.33 St Peters Health Centre’s IMR made the following recommendations, which
were accepted by the Review Panel:

“Families with identified safeguarding information should have an alert on their
medical records”.

“GPs to review episodes of non-attendance for families/individuals where
there are safeguarding concerns”.

5.2.34 St Peters Health Centre’s IMR indicated that staff undertake mandatory
training relating to child and adult safeguarding. Additionally, it was confirmed
that the practice has a domestic abuse policy (although this was not reviewed
as part of the DHR).

5.2.35 The domestic abuse policy used by The Maples Surgery and St Peters Health
Centre are both based on a template document produced by the ICB in 2018
that GPs can then tailor to their practice. Within the policy there is guidance
regarding the identification and management of domestic abuse. The policy
also considers a range of issues, including potential concerns that may trigger
further enquiry, such as non-attendance. The policy states that staff should
“understand the lowering of the threshold for recognition and enquiry about
domestic abuse”. There is also direction for practice staff to be up to date with
safeguarding children and adult training which references the management of
disclosures of domestic abuse. Finally, the ICB also regularly offers updates
to GPs’ safeguarding leads via the local GP Forum, with the ICB also
providing support and advice around safeguarding issues.

5.2.36 The Review Panel noted that, in contact with both GPs, there does not seem
to have been any consideration of domestic abuse or enquiry around this.
While the contact with Shilpa and Manzar was largely before or around the
time this policy guidance was introduced, the learning in this case is
nonetheless significant.

5.2.37 The Review Panel agreed that, while it is positive that the ICB has sought to
encourage practices locally to adopt a domestic abuse policy, there is an
opportunity to evaluate the impact of the policy, as well as refresh training and
practice. This will allow the ICB to seek confirmation that this work has been
adopted by all GPs locally. If this review identifies gaps in implementation, the
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NHCT
5.2.38

5.2.39

5.2.40

ICB should then consider national best practice to address these, such as the
Identification and Referral to Improve Safety (IRIS) programme.®

The ICB should continue to work with GPs to support health professionals to
identify and respond to domestic abuse, focused on opportunities to identify
domestic abuse and access to appropriate referral pathways.

Recommendation 6: The ICB to review the effectiveness of the current
domestic abuse policy guidance and the extent to which this is
consistently implemented and has improved practice on the ground.

Recommendation 7: The ICB to consider developing a business case for
support to GPs based on the IRIS model, including training, pathways,
and advocacy support.

NHCT’s contact was linked to its ‘Let’'s Talk Wellbeing’ service, following a
referral from St Peters Health Centre. This led to initial contact on the 20™
February 2018. During contact with Shilpa, she expanded on the information
provided in the referral regarding her overdose, termination of pregnancy and
isolation. Shilpa did not make any disclosure of abuse (saying there was no
risk of harm to herself or harm from others). As noted above, St Peters
Medical Centre had not included any information on domestic abuse in the
referral so NHCT would have had no reason to explore this further.

Following this contact, Shilpa was offered an assessment on the 12" March
2018. When contacted, Shilpa did not answer, and she did not contact the
service back. Shilpa was sent a letter on the 19" March asking her to contact
the service. When she did not do so she was discharged on the 13" April and
St Peters Health Centre was notified.

It appears that NHCT’s contact with Shilpa was appropriate, including an
exploration of the factors identified in the referral, the offer of an assessment
and a notification to the referrer when she did not engage. The NHCT has
made no recommendations.

8 RIS is a specialist domestic violence and abuse (DVA) training, support and referral programme for General Practices that has
been positively evaluated in a randomised controlled trial. IRIS is a collaboration between primary care and third sector
organisations specialising in DVA. For more information, go to: https://irisi.org.

Page 93 of 170

Copyright © Standing Together Against Domestic Abuse. All rights reserved.



https://irisi.org/

5.2.41 LPT’s health visitors had extensive contact with Shilpa and Child A, Child B
and Child C between 2013 and 2019, with seven health visitors having
contact with the family in this time.

5.2.42 On the 15" October 2013, during a home visit by a health visitor, Shilpa
reported she was fleeing domestic violence and abuse. However, this was not
explored further at this visit, and it is not documented why this was the case.
Some exploration of this would have been helpful later when Manzar was not
present. The LPT IMR recognises that these disclosures could have been
explored, including asking explicitly about the court order that was in place.
Critically, there was no analysis on the impact of Shilpa’s reported experience
of domestic violence and abuse by Prateep, as well as the move to Coventry,
on Child A and Child B. Additionally, at this home visit, Shilpa also made
disclosures about her current circumstances, including issues with money and
isolation.

5.2.43 Additionally, there could have been a further exploration of Shilpa’s
relationship with Manzar, including the potential for domestic violence and
abuse (particularly given Shilpa’s reluctance to speak about her previous
relationship in front of him). This could have been an opportunity to identify
the need to complete a DASH RIC (albeit safely, when Manzar was not
present), either to clarify the extent of Prateep’s risk or to consider the risk by
Manzar if Shilpa had made a disclosure. Although health visitors did routinely
ask about domestic abuse in subsequent meetings, a DASH RIC was never
completed by LPT, even when the health visiting service later became aware
that Shilpa was pregnant. Later in 2014 (in September) the need for a DASH
RIC was identified in safeguarding supervision with a health visitor, but it does
not appear that this was ever completed. [This may have been because of
challenges in meeting with Shilpa, as there were three ‘no access’ visits
following the supervision session. However, there is no evidence that a DASH
RIC was completed in any of the further visits that were then completed].

5.2.44 When considering Manzar specifically, there was at least one occasion (in
July 2017) when Shilpa was asked about domestic violence and abuse while
Manzar was present. The Review Panel was informed that, since then,
safeguarding training in the Trust would address a range of issues around
domestic abuse, including the importance of asking about domestic violence
and abuse when a person is alone.

5.2.45 When Manzar was reported to have moved out of the family home, there was
no evidence in the health records about enquiry as to where he was living,

Page 94 of 170

Copyright © Standing Together Against Domestic Abuse. All rights reserved.



5.2.46

5.2.47

5.2.48

5.2.49

although professionals were aware that he continued to have contact with the
children and was present in the family home.

In later contacts, other comments made by Shilpa do not seem to have been
explored. For example, on the 6" January 2014, Shilpa said her relationship
with Manzar was “not perfect’ and represented the family’s financial position
differently. Meanwhile, the health visitor was also aware that Shilpa had been
seen with a black eye. Given the circumstances, ‘respectful uncertainty’ would
have been appropriate, with attention to, and analysis of, the different issues
that Shilpa had already disclosed.*®

Critically, during LPT’s contact with Shilpa, there were five unplanned
pregnancies, two of which were whilst Shilpa was reportedly not in a
relationship with Manzar. Health visitors were also aware that Shilpa had a
contraceptive implant. It would have been good practice to try to explore this
with Shilpa.

It is also unclear if actions were taken in some cases, for example, in May
2014 a health visitor offered to make an appointment with her GP to access
counselling. It is also unclear whether signposting to UAVA was undertaken.

These specific examples should not detract from the persistence with which
the health visiting team engaged with Shilpa. From the health records, there
were sometimes difficulties in contacting Shilpa, with calls either unanswered
or not returned. While there were gaps in meeting with Shilpa, this was due to
her lack of availability, with at least one example of a required meeting not
taking place (although the reasons for this are not documented). The LPT IMR
noted two key issues:

o First, it is unclear whether this was ever directly explored with Shilpa,
including the reasons why (which may, for example, have identified
issues with access to her phone, or credit to make calls); and

e Second, during her engagement with health visiting, Shilpa had seven
different health visitors. Although there were some examples of standard
practice, for example, the outgoing and incoming health visitors meeting
Shilpa for a handover, in most cases a new health visitor simply took on
the case.

% Brandon, M., Bailey, S., Belderson, P., Gardner, R., Sidebotham, P., Dodsworth, J., Warren, C. and Black, J.
(2009) Understanding Serious Case Reviews and their Impact A Biennial Analysis of Serious Case Reviews 2005-07,
London: Department for Children, Schools and Families.
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LPT also had contact with Shilpa in the Emergency Department at UHL on
two occasions, in July 2015 and May 2017, when she attended after an
overdose and was then seen by mental health practitioners.

In these contacts, while Shilpa was appropriately assessed, there was limited
consideration of her wider circumstances, nor was there any risk assessment
in relation to her disclosures of domestic abuse:

e For example, in July 2015, Shilpa’s disclosures about her children were
not followed up (including their name, dates of birth or location), nor was
there consideration of a child safeguarding referral (because of parental
self-harm). There was no consideration of possible domestic violence and
abuse, including historically from Prateep or currently by Manzar.

o Similarly, in May 2017, although Shilpa repeated her disclosures about
Prateep, these were not explored. Nor was a safeguarding referral
considered for Child A (who was present when Shilpa took an overdose
and whose safety was therefore at risk without effective parental
supervision).

More broadly, LPT was also involved in both the CiN and then CP plans, via
the health visiting and school nursing services. Multi-agency working in this
context is discussed further below.

The LPT IMR identified several changes in the period under review, including
revisions to its operating guidance for school nursing and health visiting.
Additionally, since 2017, LPT has been commissioned to deliver a 0-19
Healthy Together Service. This is significant because it has reduced the
likelihood of multiple health visitors being involved with a single family, while
the alignment of caseloads to specific GP practices means that a named
health visitor will retain responsibility for a case.

Safeguarding supervision has also changed and, since 2015, has been more
flexible. A new safeguarding supervision policy was also published in 2020
which includes a minimum requirement for supervision and the ability to
request safeguarding supervision about any case, with annual reviews of
safeguarding training and supervision.

The LPT IMR made the following recommendations, which were accepted by
the Review Panel:

“Public Health Nurse — School Nurses to be reminded to ensure the physical
and emotional health needs are met before a case is made inactive to the
school nursing service”.

“Whole family safeguarding training will include the need to escalate cases
using the LSCPB procedures when a case is drifting”.
Page 96 of 170

Copyright © Standing Together Against Domestic Abuse. All rights reserved.



“Whole family safeguarding training will include the importance of professional
curiosity”.

“Safeguarding team to provide information throughout the Trust to promote
the use of the DASH RIC”.

“Public Health Nurse — School Nurses and Public Health Nurse — Health
Visitors to be reminded to ensure they document that a handover has been
undertaken when a new practitioner takes over care of the family”.

“The quality of safeguarding supervision to be monitored by the safeguarding
team”.

5.2.56 Broader issues, including professional curiosity and multi-agency working, are
discussed in 5.3 below.

UHL

5.2.57 UHL had contact with Shilpa (in maternity services, as well as admissions to
the Emergency Department). UHL also had contact with all three children, and
on occasions Manzar.

5.2.58 Regarding Shilpa, in June 2014 she saw a community midwife twice, and a
scan confirmed she was 19 weeks pregnant, but she did not attend a further
appointment. As the chronology has described, Shilpa had a termination of
pregnancy in July 2019 which would explain why she did not engage further
with UHL. However, UHL was not aware of the termination. In completing the
IMR, UHL identified that the community midwife who cared for Shilpa has
since retired and the patient handheld records have been returned and filed in
Shilpa’s medical notes, but some pages have been removed. The missing
pages likely contained details of what happened next with this pregnancy. It is
most likely that the missing pages were removed by Shilpa, a family member,
or another person outside of the UHL (as the booklet is held by the pregnant
woman).

5.2.59 There is evidence that the maternity service provided close monitoring during
the 2015/16 pregnancy. Shilpa did not consistently attend appointments in this
period, for example, either not attending (and saying she had been unwell) or
cancelling an appointment (and then attending on a different time of day on
the new appointment date). UHL'’s policy is that if a woman does not attend
three or more appointments, then there should be consideration of a
safeguarding referral. A safeguarding referral was not made in this case.
These issues were followed up by the midwife on each occasion and Shilpa
always provided plausible reasons for not attending her appointments when
questioned. The UHL IMR suggested while the midwife’s reasons were
reasonable, sharing information about these missed appointments may have
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5.2.63

5.2.64

added to the overall picture of Shilpa’s life (which could have included
considering the reasons for any difficulties with attendance). The UHL IMR
made a recommendation in response to this issue, which was accepted by the
Review Panel:

“To audit the maternity ‘did not attend’ policy process to ensure it is
consistently applied where appropriate.”

It also appears that domestic violence and abuse was considered in the
maternity service. The community midwife made a safeguarding referral in
December 2015 based on disclosures made by Shilpa about Prateep. They
also asked about domestic violence and abuse by Manzar, when Shilpa
disclosed Manzar’s unhappiness that she was pregnant.

While Shilpa did not make any disclosures about Manzar, she could have
been supported by the Hospital-based Independent Domestic Abuse Advisor
(HIDVA), who mainly provides a service to the Emergency Department but
also supports the maternity service.

While Shilpa did not access a HIDVA in this case, her contact does highlight
how health trusts can be potential pathways to support. This is particularly
relevant given that many victim/survivors do not call the police, so it is
important that there are routes to effective support other than criminal justice-
based ones. A SafeLives report provided evidence that HIDVAs can provide
such a route, providing immediate support and advice and links to longer-term
community-based support for victim/survivors, as well as supporting staff.

The HIDVA is provided by Women’s Aid Leicestershire. The employment of
the hospital IDVA was supported by a charitable trust for a period of three
years which ended in March 2020. Since this time funding for the role has
continued through Covid-19 contingency funding until August 2021.

Currently there is no identified long-term funding available for the continuation
of the HIDVA, although UHL is awaiting the outcome of two bids to determine
if this role will continue post August 2021. The Review Panel was informed
that, should these bids be unsuccessful, victims will be placed on the IDVA
waiting list to receive tailored support. While there are clearly pressures on
local health budgets, it is problematic that there is no long-term funding.
Moreover, while IDVA support remains important, this is merely a stop gap
and cannot replace the HIDVA function.

9 Safelives (2016) A Cry for Help: Why we must invest in domestic abuse services in hospitals. Available
at: https://safelives.org.uk/cry-for-health_(Accessed: 20th March 2021).
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5.2.69

5.2.70

While it is positive that UHL is working with local providers to fund HIDVA, it is
of note that the SafelLives report cited recommended that the commissioning
of HIDVAs should be sustainable.

Recommendation 8: UHL to work with other health trusts and
commissioners to develop a long term, sustainable funding strategy for
HIDVA provision.

In July 2015 Shilpa attended the Emergency Department following an
overdose. After a medical assessment, she was seen by a specialist mental
health practitioner from LPT. That contact is addressed elsewhere in this
report. However, it is of note that Shilpa’s GP was informed of her attendance,
with this being standard practice.

In May 2017, Shilpa attended the Emergency Department for a second time
following an overdose. After a medical assessment, she was seen by a
specialist mental health practitioner from LPT. Again, that contact is
addressed elsewhere in this report.

As Shilpa had three young children, a paper-based safeguarding referral was
completed by staff in the Emergency Department. However, the Trust’s
Safeguarding Children Team (to which these would be sent) have no record of
this referral. The Review Panel was informed that since this contact, UHL has
introduced an electronic referral process to avoid this kind of error. As a result,
no recommendations were made to address this issue.

Concerning Child A, Child B and Child C, the Emergency Department had
contact with all three children, frequently for routine medical issues (i.e., minor
ailments), rather than going to their GP. This usually resulted in advice being
given and the family being directed to GP services within the Urgent Care
Service. The family GP was notified of these attendances.

The only significant contact with Child C was in May 2018, when they were
brought in with a wrist injury. Staff appropriately considered safeguarding but
ruled this out. Of note, when asked whether they had a social worker, the
family said no (although they did at the time). Because of their answer, no
further referrals were considered.

This highlights that UHL was not aware that Shilpa’s children were subject to
child protection plans before 2019. This is because, before 2019, children who
were subject to a child protection plan and attended the Emergency
Department were not always flagged. This was because the process was
reliant on self-disclosure of concerns/plans, or professionals raising concerns
based on the child’s presentation. No recommendations have been made to
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address this issue, as the CPIS system was implemented within the Trust in
February 2019, and this now automatically notifies CSC of a child’s
attendance. This appears to have worked: when Child A’ attended the
Emergency Department in June 2019, it triggered a CPIS alert. However, by
that time the children were no longer subject to a CP plan (this having ended
a month before). As a result, the school nurse was notified but no further
action was taken. Broader issues, including professional curiosity and multi-
agency working, are discussed in 5.3 below.

Children

Children’s Social Care

5.2.71 Leicester City Council Children’s Social Care had contact with Shilpa, Manzar
and the children over three broad periods:

e In2014;
e In2015; and
e From 2017 through to 2019.

5.2.72 Contactin 2014 was triggered in July by a referral from Hampshire Children’s
Services, because of Shilpa’s flight to that area. The action identified in the
referral was for Shilpa to be contacted when she had returned to Leicester.
However, it does not appear that Shilpa was indeed contacted.

5.2.73 Additionally, Children’s Social Care also had contact with CAFCASS, who
were undertaking a Section 7 report regarding contact between Prateep and
Child A and B. While the content of the Section 7 report, and interactions with
Prateep, are outside of the scope of this DHR, it is relevant to note that this
contact included further information about concerns with Manzar. This
included concerns by Prateep, as well as some professionals (health visitors),
about Shilpa’s relationship with Manzar, aggressive play and behaviour with
the children, and Shilpa identifying arguing and pushing in her relationship
with Manzar.

5.2.74 This led to contact with Shilpa, who suggested that Prateep’s reports were an
attempt to undermine her relationship with Manzar. She referred to some of
the difficulties in the relationship, including issues with “community
connections” (it is unclear what these are, but they may have been related to
Shilpa’s conversion for example) and Manzar’s insecure immigration status.
Shilpa explained she had been feeling low, but she said she was happy to
work with Sure Start and undertake the Freedom Programme.

5.2.75 The Children’s Social Care IMR identified that social workers could have
displayed greater curiosity at this time regarding the domestic abuse within

Page 100 of 170

Copyright © Standing Together Against Domestic Abuse. All rights reserved.



5.2.76

5.2.77

5.2.78

5.2.79

5.2.80

the relationship, exploring the fact that Shilpa had fled and then returned, the
multiple reports of bruising, the impact of the termination, and who supports
her when she is feeling low.

In 2015, Children’s Social Care became involved following reports from
Prateep that one of the children had sustained bruising. A strategy discussion
was held, which led to the sharing of information about the incident on the
22" May 2015 when Manzar reportedly assaulted Shilpa. This led to a
Section 47 assessment, with a joint visit by the police and a social worker.
Significantly, in this contact, Shilpa said Manzar had moved to Coventry and
divorced her Islamically, and therefore she was certain he was not coming
back. When asked about the risk Manzar posed, she rated this as 10 out of 10
if Manzar was living with her again.

Additional information was fed into the assessment, including Shilpa’s
overdose on the 4™ July.

Ultimately, this led to a decision to conduct a single assessment, which
concluded on the 3™ August. As Manzar was believed to have left and the
relationship had ended, and because Shilpa had agreed to a referral to the
Safe Project and seemed to understand the impact of domestic abuse on the
children, the case was closed.

The contact by Children’s Social Care from 2017 was more extensive. This
was triggered after Shilpa had attempted an overdose.

While there was broadly good inter-agency working, with good communication
from both schools, nursery, and the health visiting service, as well as the
police, it seems there are several issues in this period. Overall, this
contributed to drift in terms of case management. For example:

e Asingle assessment that was undertaken after Shilpa took an overdose
in June 2017, which recommended that support should be provided
through a CiN plan. However, a planned CiN meeting in June 2017 does
not appear to have taken place. Indeed, no CiN meeting happened before
a further incident on the 22" August.

e The 22" August incident triggered a Section 47 enquiry which led to the
decision to hold an Initial Child Protection Conference and a child
protection plan being made for Child A, B and C under the category of
neglect. However, the CP plan saw repeated issues with home visits
(these were often not conducted as frequently as they should have been),
as well as only one core group occurring between the registration and
December 2017.

Page 101 of 170

Copyright © Standing Together Against Domestic Abuse. All rights reserved.



5.2.81 These issues may have been related to staff turnover and changes which may
have impacted on inter-agency working. It is clear from reviewing the records
that there have been a significant number of professionals involved, including
at least 10 social workers and four team managers (as well as three
independent chairs in the context of the CP plan).

5.2.82 Despite these challenges, there were several positives during the interactions
with Children’s Social Care. Social workers had conversations with Shilpa
about a range of issues, during which she made significant disclosures
including her vulnerability and isolation from her family as she had converted
to Islam, the negative relationship she had with Manzar’s family, and her
concern that he drinks regularly. Significantly, Shilpa said she felt that she had
to make her relationship with Manzar work due to not wanting to have to tell
her family about a second “failed” relationship.

5.2.83 The Children’s Social Care IMR notes that these disclosures could have been
explored further, not least because victims of domestic abuse can feel unable
to speak to their family because of their experiences and/or be actively
isolated by a perpetrator. Exploring this further with Shilpa would have also
required social workers to develop a clear picture of family relationships and
support networks, which did not happen. This is significant because, for
example, Manzar’s brother was identified on several occasions by both Shilpa
(and Manzar) as someone who causes “trouble” in their relationship.

5.2.84 However, Shilpa’s interaction with social services was also inconsistent, which
may have been for various reasons, including her ambivalence about the
relationship (which she talked about with social workers) but perhaps also her
fear of Manzar (which she did not disclose to social workers, but to which the
testimony of friends points). This may have meant that Shilpa felt a degree of
‘push and pull’ in her contact with Children’s Social Care. For example, in
February 2018 Shilpa disclosed a recent incident. However, a few days later
she contacted the social worker to say this was a historical rather than a
recent incident. One outcome of this contact was an agreement that Manzar
would leave the home. In other discussions in September 2018, Shilpa also
referred to “fights” but put these down to Manzar’s alcohol use. Throughout
Children’s Social Care’s interaction with Shilpa, there were repeated attempts
made to support Shilpa, but she declined to complete a DASH RIC risk
assessment.

5.2.85 For Shilpa, unfortunately, there appears to have been limited involvement with
providers of domestic abuse services (including with the programme offered
by UAVA and Clare Walker Consultancy), even though a key objective from
2013 onwards had been for Shilpa to undertake the Freedom Programme to
learn more about the impact of domestic abuse and to improve her
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confidence. There was an initial delay in referrals being made from 2017
onwards and then a lack of suitable provision. There is no evidence on file of
discussions being had about how best to address this until December 2018,
when the new social worker was tasked to complete some work with both
Manzar and Shilpa.

For Manzar, a goal of the CP plan was for him to undertake work around the
impact of his actions. However, it was not possible to engage him with the
Jenkins Centre. This appears to have been compounded by his denial of
domestic abuse, and — when the Jenkins Centre did receive a referral — his
non-engagement. However, at the same time, the contact attempts by the
Jenkins Centre were episodic.

Additionally, while a social worker assessed Manzar over three sessions, they
had not had any specific training for this work and had not previously
undertaken an assessment of a perpetrator of domestic abuse (although this
was discussed with, agreed and supervised by their manager, and supported
by views from the core group).

Despite the best efforts of the staff involved, this is clearly a training gap if a
social worker is expected to assess and intervene with a domestic abuse
perpetrator without having had any training to do so. The Review Panel
recognised that this ask was complex, as it included both an assessment of
Manzar’s risk, as well as being an opportunity for early intervention and
motivational work to prepare him for engagement with the Jenkins Centre.

The Review Panel felt that Children’s Social Care required specific training
and supervisory support to deliver such work, as well as a clear pathway to
the Jenkins Centre as it remains essential to have a specialist intervention.

It is important that there are robust pathways to specialist perpetrator
interventions.

Recommendation 9: FreeVA and Children’s Services to work together to
improve joint working relationships by reviewing current pathways and
training and by implementing weekly pilot Jenkins Centre surgeries.
These surgeries to be available to social workers for professional
guidance on work with perpetrators, including around engagement with
the Jenkins Centre.

It was also clear that, despite an agreement in February 2018 that Manzar
would not be at the family home, this was not being complied with. Children’s
Social Care became aware of this based on information from Primary School
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5.2.91

5.2.92

5.2.93

5.2.94

5.2.95

5.2.96

5.2.97

1, and this led to a refreshed agreement with Shilpa and Manzar that he
would not be in the family home.

By June 2018, both Manzar and Shilpa were expressing frustration with
ongoing social care involvement.

Simultaneously, there is a lack of clarity and coordination about the domestic
abuse offer to both Shilpa and Manzar. While this is a focus of discussions in
the core group, this does not appear to have been very coordinated.

From December 2018, the consistency of case management improved. A
Review Child Protection Conference in that month was based on the Signs of
Safety framework. Professionals articulated their concerns about the family,
which focused on a lack of engagement by Manzar and was framed around
Shilpa’s ability to protect the children. At this meeting, Shilpa said she was no
longer in a relationship with Manzar.

After April 2019, all restrictions on contact between Manzar and Shilpa were
lifted.

At the Review Child Protection Conference on the 22" May 2019, all
agencies unanimously agreed that the children were no longer at risk of
significant harm and a child protection plan was no longer required. This was
because there had been no reported incidents of domestic violence since
February 2018; Shilpa and Manzar said that there was no violence; both had
completed some work around domestic abuse and the impact for children with
social workers; a risk assessment of Manzar had been completed; a safety
network meeting had taken place; and a safety plan was created and
understood.

However, it is of note that, by this point, UAVA had not engaged Shilpa in any
substantive way, and nor had Manzar ever been assessed by the Jenkins
Centre.

The Children’s Social Care IMR made several recommendations, which were
accepted by the Review Panel:

“Ensure key messages from the IMR are shared across the workforce:
including 1) the importance of history in understanding past experiences and
responses, 2) a focus on the known risk factors around domestic violence and
ensuring that plans address these, 3) the importance of genograms and
understanding people’s support networks and 4) curiosity, understanding and
empathy as to why victims may not be able to engage in the planning”.

“Ensure all workers within Duty and Advice, Single Assessment and Child in
Need Children’s Social Work teams have undertaken domestic violence
training (both introductory and working with)”.
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“Workers undertaking risk assessments around the risk of domestic abuse to
have access to expert support and consultation”.

“Workers undertaking domestic violence work to have access to reflective
supervision and discussion (which could be across the core group)”.

“Further training to be offered to all on effective safety planning (and the detail
required) and working with the safety network”.

5.2.98 Additionally, the Review Panel identified that there where challenges in joint
working by Children’s Social Care, including with local domestic abuse
services. This is discussed further below in relation to UAVA, as well as in
section 5.3 in relation to the broader issue of case management, professional
curiosity and multi-agency working.

Early Help

5.2.99 Afamily support worker was involved from at least June 2014 onwards, likely
via Early Help/Sure Start. They appear to have closed the case from August
2014. Thereafter, the case was opened after Shilpa agreed to further support
following the referral from CAFCASS to Children’s Social Care in August
2014.

5.2.100 There is no evidence that the family support worker was involved with the
family after 2014 in social care records, although other agency information
indicated continued involvement until at least 2017 (and a further Early Help
contact was triggered shortly before Shilpa’s death in 2019).

5.2.101 A challenge in completing this DHR has been that, although there was contact
by a family support worker, it has not been possible to access any records
regarding this interaction with Shilpa. The reasons for this were because a
new electronic recording system was adopted for Children’s Social Care in
2014 and for Early Help in June 2015. Before this, Early Help records were in
paper files. The Children’s Centre where the worker was based has also
closed following an organisational review and some files were destroyed
following the requirements around record-keeping, the retention of records
and the safe disposal of them.

5.2.102 All referrals to Children’s Social Care and Early Help are now logged on the
same electronic recording system, which allows practitioners in both divisions
to check the intervention of the other service. The ‘one front door’
arrangements ensure that discussions about risk and the threshold for
intervention are routinely held.

5.2.103 Given the limited information available about Early Help contact, it is not
possible to discuss this further, although the broader issue of case
management and multi-agency working is discussed below in section 5.3.
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Primary School 1

5.2.104 Child A and B started at Primary School 1 in 2013 and remained in the school
until February 2019 (when they transferred to Primary School 2).

5.2.105 The school identified concerns regarding Child A and B from 2017 onwards,
including issues with attendance and lateness. Additionally, both Child A and
B made disclosures to the school, with one saying their mother had been hit
by Manzar, and the other reporting bad dreams.

5.2.106 As a result of these disclosures, in July 2017 the school made a referral to
Children’s Social Care. Thereafter, the school was regularly in communication
with social workers, including being involved in core groups.

5.2.107 Additionally, the school developed its own safety plan with Manzar, including
identifying a specifically designated safeguarding lead at the school as a safe
person for Child A and B to speak with. Concerning Shilpa, the school was
aware that she had been referred to UAVA from their involvement in the core

group.

5.2.108 From June 2018, the school was involved in discussions with social workers
around Manzar’s continued presence in the family home. In July 2018,
Manzar told staff that he had not been adhering to the agreement not to be in
the family home. He also made complaints about Shilpa, stating that he did
the bulk of the childcare, and claiming that Shilpa had told the children not to
say anything to the school. This tallies with the information provided by
Manzar when he met the chair. The school passed this information to
Children’s Social Care.

5.2.109 From December 2018, it was agreed that the school would meet with Shilpa
fortnightly as part of the CP plan. Shilpa did not attend these meetings.

5.2.110 In February 2019, the school became aware that Child A and B had been
moved by Shilpa to Primary School 2. This was later described by Shilpa as
being because of “a difference in opinion about child protection issues”. As a
result, the school undertook a handover, including an in-person meeting
between the respective safeguarding leads. While this is positive, the effect
was that the school ceased to be involved in core group meetings after
attending a final meeting in the same month. The school has identified
learning from this, which is discussed below.

5.2.111 As part of the DHR process, the school confirms that staff involved in
safeguarding have routine supervision and that mandatory safeguarding
training is in place and up to date.

5.2.112 There appears to have been good communication between the school and
Children’s Social Care. However, there were occasions where information
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was not received from Children’s Social Care. For example, requests by the
school for updates in September 2018 were not answered. This coincided
with a point when social work staff had changed. This issue is addressed in
5.3 below, along with other issues like professional curiosity.

Primary School 2

5.2.113 Child A and Child B attended Primary School 2 from February 2019, so the
school was less familiar with the family as there was less time to establish a
relationship with Shilpa.

5.2.114 In her contact with the school, Shilpa was described as “very open” and told
staff at an admission meeting that she “was getting her life back on track for a
fresh start’.

5.2.115 In addition to the handover meeting with Primary School 1, the school also
became involved in the child safeguarding arrangements, participating in core
group meetings. This included being kept up to date with changes in
arrangements, for example from April 2019 the school was made aware that
Manzar could deliver and collect Child A and Child B from school.

5.2.116 In September 2019, Child C was admitted to the nursery. In this same month,
there was one substantive interaction with Shilpa, although this related to a
conversation about one of the older children. The Review Panel considered
this interaction but deemed it to have no relevance to the homicide, so it has
not been described further.

5.2.117 As part of the DHR process, the school confirmed that staff involved in
safeguarding have routine supervision and mandatory safeguarding training is
in place and up to date.

5.2.118 As with Primary School 1, there appears to have been good communication
by the school with Children’s Social Care. This was largely positive, for
example, the school received regular updates from the social worker until the
case was closed to Children’s Social Care in May 2019. However, the
school’s IMR noted that, while it was aware of the safety plan developed
between Children’s Social Care and Shilpa, it did not have any details about
this (Children’s Social Care confirmed that the safety plan would have been
shared with the school at the Child Protection Conference in May 2019,
although they may not have been given a copy).

Transfers between schools

5.2.119 The Review Panel identified transfers between schools as an important piece
of learning. In this case, two aspects stand out. First, Shilpa appears to have
transferred Child A and Child B because she was not happy with the
safeguarding response at Primary School 1. It may be that Shilpa thought this
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was too intrusive, for example. That may have reflected her concerns about
Manzar, as well as a desire to keep herself and the children safe. Second,
although there was a good handover between the schools, to some extent the
institutional knowledge held by Primary School 1 was rapidly lost because
they ceased to be involved in the multi-agency processes.

5.2.120 As part of the Review Panel discussions, Primary School 1 identified some
additional recommendations around the involvement of the ‘originating’ school
in these kinds of situations. Specifically, it was recommended that the
originating school continue to be involved in safeguarding arrangements,
including inviting designated staff from previous settings, particularly for cases
where removal from plans is being considered. The Review Panel felt the
proposals were appropriate but, given this learning was relevant to any school
locally, agreed that these should be multi-agency recommendations. Given
their significance, the Review Panel directed these multi-agency
recommendations to the Leicester Safeguarding Children Partnership Board
which has responsibility for the local safeguarding children procedures.%?

Ensuring that institutional knowledge is retained during transfers between
different agencies (in this case schools) is important if decisions are going to
be based on the fullest picture available.

Recommendation 10: The LSCPB to review local guidance so that,
where children on child protection plans move schools, the previous
school is invited to attend core group meetings and child protection
conferences.

Recommendation 11: The LSCPB to review local guidance so that the
previous school can send a representative to core group meetings and
case child protection conferences.

Support in school for children and victim/survivors

5.2.121 The Review Panel considered this issue and felt that there was important
learning in relation to the schools’ contact. This case illustrates some of the
barriers to schools in the response to domestic abuse. For example:

e In their early contact with Shilpa and the children, a family had not met
the local threshold for Children’s Social Care. In these instances, unless a

92 For more information, go to: http://www.lcitylsch.org/about-the-Iscpbl/.
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safeguarding alert was raised, any intervention would have to be with
consent.

e  Where the children were known to Children’s Social Care and Early Help,
the schools responded appropriately, making disclosures, sharing
information, and taking part in multi-agency meetings. However, here too
there are barriers. For example, the safety plan developed with Shilpa
was not shared with the school because this would have required her
consent. It is also clear that interventions for the children were delayed
(this is discussed in relation to Children’s Social Care). Yet, the school(s)
had ongoing contact throughout this but could not readily fill this gap: both
schools felt their staff would not necessarily have the skills or experience
to provide interventions themselves.

5.2.122 The Review Panel felt that schools should have the skills to recognise the
needs of the children experiencing domestic abuse, and to interact with and
support a victim as well. This is particularly relevant given Operation
Encompass is in place in Leicester, so schools are routinely being notified of
domestic abuse incidents.

5.2.123 Locally, safeguarding training for schools includes information about domestic
violence and abuse. Additionally, there is a training offer provided by UAVA,
but this appears to be little taken up by schools. For example, in 20/21 there
were only four bookings (all from the same school), while in 19/20 there were
three bookings (from three separate schools). Given this, and the training gap
identified by the two schools, the Review Panel agreed that more focused
training was required. It was also noted that this training offer would have to
be tailored to the school workforce and regularly promoted.

Domestic abuse affects children and young people, and schools can play a
role in supporting them directly, as well as being a place of safety and/or
information for victim/survivors.

Recommendation 12: The LSCPB to ensure that there is a domestic
abuse training package available to, and taken up by, local schools
(planning to develop this to include Social Care & Early Help and with
UAVA).

Police

5.2.124 Police had contact with Shilpa about allegations against Manzar between
2014 and 2019. In summary:
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e 30" June 2014 — Following an incident between Prateep and Manzar. In
this contact, Shilpa disclosed domestic abuse by Manzar, including
controlling behaviour, saying this was getting worse (assessed by
Hampshire Police as medium risk);

e 22" August 2014 — When Shilpa was a witness (to an incident between
Prateep and Manzar);

e 16™ January 2015 — Shilpa wanted Manzar removed from the house after
an argument following his reported loss of £2,000 when gambling online
(assessed as standard risk);

e 22" May 2015 — Shilpa reported having been assaulted by Manzar. This
included being grabbed by the throat, being pushed, as well as kicked.
Shilpa also said that Manzar had previously threatened to insert a knife
into her vagina and bring it up through her mouth. Shilpa was initially
assessed as being at high risk, before being downgraded to medium risk
by a supervisor. [This incident triggered the referral to Project 360, which
is discussed below];

e 2" July 2016 — Shilpa reported that Manzar had been drinking and when
he returned home, they had argued, with Manzar pulling out her hair.
Shilpa had called the police from the bathroom where she had been
hiding (assessed initially as standard risk, but police officers upgraded the
risk to medium based on the previous history);

e 15t September 2017 — Shilpa contacted police to report that she had just
been assaulted by Manzar and she wanted him removed from her home.
She then cleared the line. When the call handler rang back, Shilpa stated
that Manzar had now left, and she had wanted him to leave because he
had returned home drunk (assessed as standard risk);

e 23 June 2019 — An anonymous call was made about an argument
between a male and female on the street where Shilpa lived. Shilpa was
subsequently identified, and she said she had argued with Manzar’s
brother. (Because this was between Shilpa and Manzar’s brother, rather
than Manzar, this did not meet the criteria for a domestic incident, and so
was not risk assessed);

e 29" June 2019 — Shilpa reported her car having been stolen by Manzar,
but this was later returned, and Shilpa withdrew the allegation. Despite
not meeting the criteria for a domestic abuse incident, this was assessed
as standard risk;

e 11" August 2019 — Shilpa called the police and could be heard shouting
“out of my house”. Shilpa stated that Manzar had smashed her phone
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and that he was drunk. Shilpa later withdrew this allegation. This was
assessed as standard risk.

5.2.125 After each report (bar on the 11" August 2019), a DASH RIC was also
completed with Shilpa following contact with Leicestershire Police.

5.2.126 None of these were graded as ‘high’ risk. However, on the 22" May 2015,
following an assault by Manzar, the DASH RIC was initially rated as ‘high’ due
to the level of violence disclosed by Shilpa. Shilpa reported having been
assaulted by Manzar (this included being grabbed by the throat, being
pushed, as well as kicked. In this contact, Shilpa also said that Manzar had
previously threatened to insert a knife into her vagina and bring it up through
her mouth. Shilpa was initially assessed as being at high risk, before being
downgraded to medium risk by a supervisor). [This incident triggered the
referral to Project 360, which is discussed below]. This was because the
answers to questions around isolation and controlling behaviour appeared to
have been taken from previous records and their view that what Shilpa was
reporting did not amount to isolation. However, the supervisor did share the
police officer’s concerns regarding the nature of the abuse disclosed
(willingness to use a weapon and the fact that Shilpa was pregnant) and
instructed an enhanced risk assessment to be completed by a specialist
officer. This enhanced risk assessment, that took place with Shilpa on the
telephone on the 25" May, supported the view that the risk was in fact
‘medium’.

5.2.127 The Review Panel noted this decision to downgrade the initial risk
assessment. The 2016 effectiveness inspection of Leicestershire Police by
what was then Her Majesty’s Inspectorate of Constabulary (HMIC) identified a
concern that the force was downgrading risk in domestic abuse cases where
the victim was initially identified as being at high risk of serious harm or death,
meaning that the victim was not then referred to specialist staff and did not
have access to the best support available (the inspection found that about half
of all high risk cases were downgraded).®® The Review Panel was informed
that, following the inspection, Leicestershire Police have changed practice in
this area. This means that cases may not be downgraded, except in
exceptional circumstances. If a case is downgraded, a detailed explanation
must be given, and this must have the express support of a senior officer. This
has also fed into broader partnership work. For example, MARAC meetings
for each of the three council areas began to be held weekly, where they were

% HMIC (2017) PEEL: Police effectiveness 2016: An inspection of Leicestershire Police. Available
at: https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/peel-police-effectiveness-2016-leicestershire.pdf
(Accessed: 31st October 2020).
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previously held fortnightly. The Review Panel was informed that MARAC
meetings are now held daily.** More frequent meetings mean that a greater
number of cases can be considered more quickly. Additionally, Project 360
supports repeat victims who are assessed at standard/medium risk (see
discussion below).

5.2.128 However, in commenting on the decision to downgrade risk, it is important to
note that there was an example of police officers upgrading risks as well,
specifically following a risk assessment on the 2" July 2016.

5.2.129 Leicestershire Police’s IMR considered the incidents in 2019, of which two
were graded as ‘standard’ risk (on June 29" and 11™ August). When police
officers had spoken with Shilpa, she had not made any allegations and did not
appear afraid of Manzar. In these two incidents, the risk assessment was
standard, reflecting the incidents themselves. A third incident (on 23 June)
was not risk assessed as it did not meet the criteria for a domestic incident
because it between Shilpa and Manzar’s brother, rather than Manzar.

5.2.130 The Review Panel considered whether, if seen collectively, these three
specific contacts in 2019 could have triggered further action.

5.2.131 The Leicestershire Police IMR author felt these were low risk events, albeit
recorded as a domestic related incident. For example, the incident on June
23 involved an argument between Shilpa and Manzar’s brother. In addition,
on both June 29" and August 11™ the incidents did not involve any violence
and Shilpa withdrew her complaint.

5.2.132 While the Review Panel accepted that these incidents were managed in line
with policy, it does appear that they were considered in isolation. Seen with
reference to the extensive history of domestic abuse, a higher risk
assessment may have been appropriate. While Leicestershire Police had last
had contact in 2017, they would have been aware that there were indicators
of serious harm, not least through the CP process. However, to connect these
incidents to the prior history and the fact that the family had recently been
removed from a CP plan would have required professional curiosity. For
example:

e The incident on June 23", despite it involving Shilpa and Manzar’s
brother, could have been considered in the context of the known abusive

% The MARAC process was not examined as part of the DHR. For a summary of the evidence base regarding MARACS, see:
Adisa, O. (2020) Professionals’ perceptions of MARACs and batrriers to attendance: Headline findings from the ‘Are
MARAC:s still fit for purpose?’ survey. Available
at: https://www.uos.ac.uk/sites/www.uos.ac.uk/files/Are%20maracs%20still%20fit%20for%20purpose_briefing%20paper%?2
02020%20FINAL.pdf (Accessed: 31st October 2020).
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relationship between Shilpa and Manzar. This could have been
particularly relevant given, while response officers would not have been
aware of it, it is of note that Children’s Social Care were aware that
Manzar’s brother had identified on several occasions by both Shilpa and
Manzar as someone who causes “trouble” in their relationship; and

e The two incidents assessed as standard risk on the 29" June and 11"
August 2019 could similarly be seen in the context of the relationship
history, perhaps causing police officers to consider why Shilpa may have
decided to withdraw her allegations.

5.2.133 There was an extensive discussion about Leicestershire Police contact at the
Review Panel. There was a recognition that it can be difficult to link up
information, particularly if incidents are assessed at low or standard risk,
and/or the injured party does not want any more action taken, or where there
were abandoned 999 calls (of which there were six linked to Shilpa and
Manzar).

5.2.134 Nonetheless, the Review Panel felt that there was learning for Leicestershire
Police in terms of seeing domestic abuse not as single incidents, but as a
pattern of behaviour. If these events had been connected, further
consideration could have been given to how best to respond, including
potentially referring to the local MARAC based on escalation.

5.2.135 The Review Panel felt that a further aspect of learning in this case was that
most of these contacts would have taken place while Shilpa and Manzar were
known to other agencies, including the children being on a CP plan to May
2019. There were therefore multi-agency forums in which such issues could
have been explored. For example, discussions between the Children’s Social
Care staff and police officers, either directly or in strategy discussions, could
have been an opportunity to ensure that these contacts were understood by
Children’s Social Care staff (including the police decision, its rationale, and
any risk assessment), and this information then used to inform any planned
Social Care/Early Help intervention, including recognising the potential impact
for the children.

5.2.136 The Review Panel therefore felt another area of learning was ensuring that
professionals, here Children’s Social Care staff, have the confidence to
request a review of the police decision making where appropriate.

5.2.137 In relation to these two areas of learning, the Review Panel has not made a
specific recommendation. This is because it felt these issues related to the
learning for Children’s Social Care (discussed above), as well as the broader
issue of professional curiosity and multi-agency working, which is discussed
below in section 5.3.
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5.2.138 At these contacts, Shilpa was routinely offered information about local
domestic abuse services. The leaflet that police officers hand out includes
information on local and national domestic abuse services. However, it does
not include information on specialist BME services (except for Karma Nirvana
in relation to forced marriage and honour-based violence support). The issue
of domestic abuse service provision is discussed further below in section 5.3.

5.2.139 None of these reports led to any further criminal justice action. This appears
to have been largely attributed to Shilpa’s reluctance to make statements or
support a prosecution. On occasions, Leicestershire Police did seek to take
positive action where possible, including interviewing Manzar under caution
(following the incidents in May 2015 and July 2016).

5.2.140 What is apparent from these contacts is that from January 2015, the status of
Shilpa and Manzar’s relationship was unclear, with it being unclear when
Manzar was living at the family home, simply having access, or not in
Leicester at all. This is consistent with other accounts, particularly of friends,
about Manzar’s presence in the family home.

5.2.141 Broadly, there seems to have been good communication between
Leicestershire Police and other agencies. This included more immediate
responses, for example, contact with Primary School 1, the GP and BPAS in
July 2014 to establish that Shilpa and the children were safe. It also included
referrals being made to Children’s Social Care and later participation in
strategy discussions and CP plan meetings.

5.2.142 The Leicestershire Police IMR made no recommendations.
Housing

Leicester City Council Housing

5.2.143 Leicester City Council Housing had minimal contact with both Shilpa and
Manzar. Both approached Housing Options for assistance, citing
overcrowding (in September 2016) and homelessness (in June 2018)
respectively.

5.2.144 Regarding Shilpa’s contact, which began in September 2016: As part of the
DHR, the Review Panel representative from Housing advised that although
Shilpa may have been concerned about overcrowding, and so identified this in
her application, that in itself would not have triggered a further assessment at
the application stage. Additionally, the Housing representative was asked to
check Shilpa’s banding and confirmed Shilpa was appropriately banded. In
both cases, the overcrowding in itself would not have triggered a more
proactive response. This is because, in the context of the overall Housing
Register, Shilpa’s need was not a high priority.
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5.2.145 The key issue appears to be that Housing Options were not aware of any
broader risk concerns, for example about domestic abuse, which would have
triggered an offer of a further assessment: Shilpa had not disclosed this in her
application (there is an option to disclose domestic abuse when applying) and
in subsequent contact did not mention this.

5.2.146 Additionally, when Shilpa asked for advice (in March 2017) and for her
banding to be checked (in July 2017), this was provided. Finally, when
Shilpa’s application was closed in February 2018, this was because she had
stopped bidding. Shilpa was informed of this in writing. The Review Panel
representative from Housing advised that it is not possible to follow up
individually in these circumstances, given the large number of people on the
Housing Register.

5.2.147 However, it is also clear that other agencies had not identified housing as an
issue. For example, Housing Options did not receive any information from any
other agency. This may be because no other agency had identified housing as
an issue. Yet, it seems clear that there should have at least been some
consideration as to possible overcrowding: Shilpa was living in a two-bedroom
property with three children, and Manzar was also often living there. Yet,
neither Children’s Social Care nor LPT — both of whom would have had
access to Shilpa’s home — noted overcrowding as a concern. This is
discussed further in section 5.3 in relation to professional curiosity and multi-
agency working.

5.2.148 In terms of Manzar’s approach in June 2018, he said that he had been staying
with his brother for the last two and a half years (although, as is discussed
elsewhere, it appears his primary residence was with Shilpa, and he would go
and stay with his brother or others when he wanted to). There was an attempt
to investigate Manzar’s case, and he made no additional disclosures during a
face-to-face meeting in July 2018 (for example, around health needs).
However, Manzar did say he had left the family home on the advice of social
workers, and it is positive that Children’s Social Care had provided a
supporting letter. This identified domestic abuse as a concern, specifically
confirming that Manzar had been asked to leave the family home due to the
ongoing risks he posed related to domestic abuse.

5.2.149 After this meeting, Manzar subsequently disengaged. There is no evidence
that the housing officer attempted to contact Manzar, with the housing officer
believing Manzar was making his own arrangements and was dividing his
time between Leicester and Coventry. Nor did the housing officer inform
Children’s Social Care that Manzar had disengaged after July 2018, or indeed
at the point of case closure in November 2018.
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5.2.150 The representative from Housing explained that due to Manzar’s low level of
vulnerability, no duties arose to provide temporary accommodation or to make
an offer of longer-term accommodation. His continued engagement may have
resulted in a housing solution through advice and subsequently his own
actions, although this was not guaranteed. Additionally, current practice is only
to inform Children’s Social Care of closures where the resulting discharge of
duty creates a safeguarding concern (for example, a family or vulnerable
individual being without temporary accommodation). In the case of victims of
domestic abuse, notifying Children’s Social Care would also be appropriate.
However, there is no such process for perpetrators and often Housing would
not be aware that they are perpetrators.

5.2.151 Conversely, of course, it is also of note that Children’s Social Care did not
seek an update relating to Manzar, given that the children remained on a CP
plan throughout this period of contact.

5.2.152 Leicester City Council Housing made one recommendation, which was
accepted by the Review Panel recommendations:

“Housing Options to add into procedure manuals a task for homelessness
caseworkers to make relevant agencies aware upon closing a case where a)
the applicant has disengaged and their whereabouts are unknown, and b) the
applicant is known to be a perpetrator of DVA posing an active risk”.

Midland Heart Housing Association

5.2.153 Shilpa rented her property from Midland Heart and was the sole tenant.

5.2.154 Because Shilpa had made disclosures to Leicester City Council Housing
about overcrowding, Midland Heart was asked about the property itself. The
property was a two-bedroom property (one double bedroom and one single),
and Midland Heart had a record of Shilpa and the two oldest children as being
household members. Midland Heart would therefore not have considered the
property overcrowded, nor were any concerns reported to them by Shilpa.
However, unknown to Midland Heart, the property was overcrowded: Manzar
was also at the property for much of Shilpa’s time there, with a third child also
being present after Child C’s birth in July 2016.

5.2.155 Apart from some rent arrears in 2016, there were no issues relating to the
tenancy, and there had been no disclosures made or concerns identified.

5.2.156 There were only a small number of repairs requested. Of these, only two are
significant. These were the repair of a back door (in September 2014, when
Shilpa said she had lost her keys and so had forced entry) and the reglazing
of a bedroom window in April 2017 (no explanation was recorded). These
could of course be related to a domestic abuse incident, but there is no
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information to either support or disprove this (for example, there were no
known incidents reported to agencies around these times).

5.2.157 Asingle contact is of note: on 20" September 2013, soon after her tenancy
had started, Shilpa contacted Midland Heart Housing Association asking if her
partner could be added to the tenancy for immigration reasons. As the
housing officer was aware that Shilpa had fled domestic abuse, they arranged
a new tenancy visit on the 8" October. It does not appear that the Midland
Heart Housing Association provided this letter, as there are no further details
on record (including the identity of the new partner). However, this also means
that it is not possible to know if the housing officer discussed domestic abuse,
support options, or offered to facilitate any referrals.

5.2.158 Finally, Midland Heart confirmed that another 15 of their properties were
located along the road. It had no record of complaints from neighbours that
might otherwise indicate domestic abuse concerns.

5.2.159 In terms of its current practice, Midland Heart confirmed they have a specialist
team that manages cases with domestic abuse concerns and have had a
variety of training around this and partnerships with local MARAC groups (this
was not examined further as part of this DHR). As a result, the Review Panel
did not make a recommendation.

Domestic abuse services

5.2.160 There was a range of different contact with domestic abuse services, which is
summarised here thematically, considering:

e Contact with Project 360 in 2015;

o Referral to the UAVA helpline and the Jenkins Centre in December 2017
through to June 2018; and

e Referral to UAVA helpline in July 2018, then onward referral to group work
programmes from September 2018.

Project 360 (provided by LWA)

5.2.161 In 2015, Shilpa was referred to Project 360. At the time, Project 360 was a
pilot, having been launched in November 2014. The intention was to enable a
rapid response to victims who had been subject to repeat incidents and assist
them in accessing support services and create a bespoke action plan. An
engagement worker from LWA was co-located with the police to deliver the
project.

5.2.162 To identify cases, information was shared by Leicestershire Police and then
reviewed by the engagement worker. There were specific referral criteria,
namely:
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e The victim of the current incidence had shown up in at least two other
reports and fewer than six other reports in the prior 365 days;

e The victim was identified as standard or medium risk from the DASH RIC
assessment; and

e The victim had not shown up in the Project 360 subject pool previously.

5.2.163 The incident which triggered a referral to Project 360 was on the 22" May
2015. This was the third incident in a year, as Shilpa had already had two
contacts with the police in the last 12 months (on the 22" August 2014 and
16™ January 2015, see above).

5.2.164 When Shilpa was contacted, she told the engagement worker that she did not
want further support, and the case was subsequently closed.

5.2.165 However, the Review Panel noted the significant time delay between the
police incident which triggered the referral to Project 360 (on the 22" May
2015), the first contact with Shilpa (on the 12" June 2015) and then a meeting
with her (on the 3™ July 2015). This was a total of 42 days. This meant that a
key rationale for Project 360, the intention to provide a rapid response, was
not met. While the Review Panel cannot say for certain what this meant for
Shilpa, particularly as Shilpa had varied contact with other services, these
delays may have affected her confidence or willingness to engage with
Project 360.

5.2.166 Upon reviewing its contact with Shilpa, LWA noted that at the time, Project
360 had been a pilot. This means that policies and procedures were being
developed and referrals were managed by a workbook, which was updated
with police information. Initially, this process was complex and, as a result,
there were time delays in making contact. There may also have been some
confusion about Shilpa’s level of risk, as LWA believed she had been
assessed as high risk (this was because initially, she had been assessed as
high risk by a police officer before this was downgraded to medium risk by a
supervisor. See discussion related to the police above).

5.2.167 Since 2016, Project 360 had been funded by the Police and Crime
Commissioner for Leicestershire. LWA confirmed that the issues identified
above have been resolved, with other processes (like safeguarding
arrangements and the use of DASH RICs) also in place. Additionally, an
evaluation in 2019 reported positive outcomes on several measures (including
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satisfaction with the police and willingness to report incidents, as well as
improved quality of life).%°

5.2.168 As a result, no recommendations were made by LWA, with this accepted by
the Review Panel.

Referral to UAVA helpline and the Jenkins Centre in December 2017 through to June
2018 (provided by FreeVA)

5.2.169 On the 12" December 2017, Leicester City Council Children’s Social Care
made a referral for Shilpa to UAVA (this was via the business line, which is
managed by Women’s Aid Leicestershire).

5.2.170 However, although the referral was entered into the case management
system, it was not added to the UAVA helpline assessment list. As a result, it
was not until late January 2018, when a Leicester City Council Children’s
Social Worker contacted the UAVA helpline to follow up the referral, that it was
processed.

5.2.171 Thereafter, UAVA asked Leicester City Council Children’s Social Care for
confirmation of safe contact details for Shilpa, including whether it was safe to
write and/or leave voicemails, and (as it had not been sent) a referral for
Manzar. This information was not provided for some two weeks (on the 16" of
February 2018) for Shilpa, with a referral for Manzar not being received for
some months (on the 16™ of March 2018).

5.2.172 These referrals led to contact with Shilpa by the UAVA helpline, as well as the
Jenkins Centre (for both Shilpa and Manzar, regarding a referral to its group
work programme for men who use abuse for Manzar, and an associated
Partner Support Service for Shilpa).

5.2.173 Concerning Shilpa: An unsuccessful attempt was made to contact Shilpa by a
UAVA helpline worker on the 22" February before Shilpa was spoken with on
the 6 March (almost three months after the referral had been made by
Leicester City Council Children’s Social Care in December 2017). During this
call, Shilpa was provided with emotional support. Shilpa was advised that, as
Manzar was being referred to the Jenkins Centre, the Partner Support Service
would be offering her ongoing support. However, the Review Panel was
informed that the UAVA helpline would have been expected to complete a full
assessment, including completing DASH RIC. This did not happen.

% Koppensteiner, M.A., Matheson, J. and Plugor, R. (2019) Project 360: An intervention to address victim-police engagement in
repeat domestic violence cases. Available at: https://prj360.org/the-evaluation-of-project-360/ (Accessed: 31st October
2020).
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5.2.174 In response to these issues, the UAVA IMR made the following
recommendations, which were accepted by the Review Panel:

“Review helpline procedures/pathway documents to ensure that risks and
needs are reviewed by the Helpline at each contact with victims”.

“To review pathways between all UAVA services to ensure clear and defined
responsibilities towards victims during any transition between services/onward
referrals”.

5.2.175 As Manzar had been referred to the Jenkins Centre by Leicester City Council
Children’s Social Care on the 16" March, Shilpa was then contacted by post
on the same day by the Partner Support Service. No attempt would have been
made to contact Shilpa by phone as this was not routine practice at the time.
This Review Panel would have recommended that the Jenkins Centre review
this practice, but it did not do so. This was because the Review Panel was
informed that it is now standard practice that the Partner Support Service will
attempt contact by phone at the point of referral.

5.2.176 The letter confirmed that Manzar had been referred to the Jenkins Centre and
included an explanation of the Partner Support Service. However, because
Manzar had not been assessed at that point, Shilpa was not yet ‘open’ to the
Jenkins Centre and was going to be ‘held’ by the UAVA helpline. As a result,
the letter provided information on the UAVA helpline number opening hours.

5.2.177 Reflecting the fact that Shilpa was not yet ‘open’ to Partner Support Service,
the UAVA helpline made unsuccessful attempts to reach Shilpa by phone on
29" 30" and 315t March 2018, leaving voicemail messages on each occasion.
As these contact attempts were unsuccessful, Shilpa’s case was closed to the
UAVA helpline. Children’s Social Care was not notified of this directly,
although this information was subsequently shared via the CP core group. It is
now standard practice that a referring agency will be notified of case closure.

5.2.178 The Review Panel felt this raised several issues:

o First, Shilpa was initially contacted by the UAVA helpline, then contacted
by the Partner Support Service, when she was told she was going to be
supported by the UAVA helpline. While the Review Panel cannot know for
sure, this could have been confusing for Shilpa;

e Second, it does not appear that there was a clear case ownership vis-a-
vis Shilpa. Shilpa’s case was held by the UAVA helpline in the interim,
rather than the Jenkins Centre Partner Support Service. Although the
UAVA helpline attempted contact on several occasions, Shilpa’s case was
subsequently closed by the end of March 2018;
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e Third, practice at the time meant that partners referred to the Partner
Support Service (i.e., Shilpa) would only be ‘opened’ if and when their
partner (i.e., Manzar) had been assessed as suitable for an intervention
with the Jenkins Centre;

o Fourth, this means that, after the UAVA helpline closed Shilpa’s case, it
was not picked up by the Partner Support Service. This was because
Shilpa was on a waiting list for partner support and her case would not
have been opened to the Partner Support Service until Manzar had been
assessed. Critically, this meant that Shilpa was not updated about
unsuccessful contacts with Manzar or told when his case was closed in
the summer (see discussion below).

5.2.179 This appears problematic for two reasons. First, it means that Shilpa was left
waiting for partner support. While it is not clear whether Shilpa would have
accepted a support offer, there was the possibility for confusion over the offer
between the UAVA helpline and the Partner Support Service and no one was
‘holding’ her case, including providing updates about Manzar’s contact.
Second, because Shilpa would have only been contacted by the Partner
Support Service after Manzar was assessed, it means the Jenkins Centre
would not have had information to inform their assessment of Manzar. Such
information may be critical in developing a fuller picture of abusive behaviour
and a perpetrator’s risk and attitudes (including, for example, the level of
minimisation, denial, and blame).

5.2.180 In response to these issues, the UAVA IMR made the following
recommendations, which were accepted by the Review Panel:

“Within two working days of receiving the referral [to the Jenkins Centre],
victim details will be passed on to a partner support worker who will contact
the victim within the following working day to complete a full assessment,
including a DASH RIC. If at this stage it is assessed as the client requiring
immediate support, then they will be referred to the relevant service [within
UAVAT".

“To review Partner Support Service case management policies and
procedures to ensure responsibilities are clearly defined by the end of April
2021,

“Partner Support Service cases will stay on an assessment list until the
outcome of an assessment is known, following which the case will either
change to an open case or be closed and referred on to other support”.
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“Where contact is not successful with victims, where it is safe to do so letters
will be sent out to explaining what assessment will be undertaken with the
perpetrator, next steps and what support they can access in the meantime”.

5.2.181 ltis positive that the Jenkins Centre has identified these recommendations,
which the Review Panel felt would ensure that there was a clear process for
clients referred to the Partner Support Service, including assessment and
case management. Additionally, it is also positive that the Jenkins Centre has
changed its practice since its contact with Shilpa, including, for example,
contacting newly referred clients by phone rather than only by letter.

5.2.182 Nonetheless, the Review Panel felt it appropriate to consider the practice at
the time against the Respect Standard. As noted previously, the Respect
Standard sets the principles for safe and effective work with perpetrators of
domestic abuse and the Jenkins Centre has achieved this standard. The key
practice issues identified were:

e Not, at the point that Manzar was referred to the service, immediately
opening Shilpa as a client to the Partner Support Service; and

e The failure to update Shilpa about Manzar’s non-engagement and
subsequent case closure.

5.2.183 In the Respect Standard, Standard B4 relates to the delivery of Integrated
Support Services (ISS), of which the Partner Support Service provided by the
Jenkins Centre is an example. Within this, B4.5 states that:

“Contact details for survivors are given to the ISS within 24 hours of the
perpetrator accessing the intervention. The ISS makes every possible effort to
ensure that successful contact is made with all identified survivors currently at
risk within one working week of receiving this information, or sooner if there
are specific risk concerns”.

5.2.184 The guidance relating to standard B4.5 goes on to state:

“Those at risk should have information on the intervention at the earliest
opportunity. This is to prevent misleading information being presented by the
perpetrator or others and to ensure that safety issues can be addressed at
quickly as possible. This must be offered before any further behaviour change
work takes place”.

5.2.185 In discussing this issue, FreeVA noted that the language in this standard is not
clear, specifically as to the meaning of “accessing the intervention”, the nature
of contact and whether clients should be ‘open’ to the Partner Support Service
before the assessment of the perpetrator. It is also of note that no concerns
with the practice by the Jenkins Centre at the time were identified during

Page 122 of 170

Copyright © Standing Together Against Domestic Abuse. All rights reserved.



assessment by Respect (most recently in 2018, when service was re-
assessed and secured re-accreditation).

5.2.186 The Review Panel felt that these observations were reasonable and therefore
approached Respect, via the CSP. Respect was provided with an extract of
this section of the report and confirmed that it was accurate in relation to
statements made about the Respect Standard. Respect also confirmed that it
had already identified that the wording discussed here requires additional
clarity, noting it could be interpreted as allowing a service to only contact a
survivor once the perpetrator has been assessed. A 4" Edition of the Respect
Standard is being developed which will address this issue.

Partner support is an essential component of any perpetrator intervention. It is
essential that there is consistent practice as to the timeliness of contact and
case management responsibility.

Recommendation 13: Respect to ensure that accredited Domestic
Violence Perpetrator Programmes have a consistent understanding of
best practice about the timeliness and case management responsibility
of Partner Support Services. Respect to ensure that this is clearly
expressed in, and assessed for, as part of the Respect Standard 4"
Edition when it is published.

5.2.187 Concerning Manzar: After the Jenkins Centre received a referral from
Leicester City Council Children’s Social Care on the 16" March 2018, Manzar
was not contacted until the 28" March (some two weeks later, when the
referral was received, an email was sent to the Social Worker acknowledging
the referral and informing them that there was a waiting list of up to six
weeks).

5.2.188 During the DHR, the Jenkins Centre reported that, at the time of this contact,
capacity was an issue. This was because there was no administrative or
project support available, and case management was being undertaken
monthly. Since that time, administrative or project support has been put in
place and case management is fortnightly so that anyone that has not been
assessed is identified. In response to this issue, the UAVA IMR made the
following recommendation, which was accepted by the Review Panel:

“The Jenkins Centre to implement timescales for when perpetrators are
contacted for assessments (this should be within five working days of
receiving an agency referral)”.

5.2.189 Thereafter, there were attempts to contact Manzar, but it is clear there were
considerable periods of times between these contacts:
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Date Contact attempt Time
between
contacts

28" March Call to Manzar — no answer n/a

2018

18" April Call to Manzar — no answer 21 days
2018

15t May Text sent to Manzar asking him to attend an 13 days

2018 assessment on the 17" May

17" May Text sent to Manzar cancelling appointment 16 days
2018 due to staff sickness

12" June | Call to Manzar — no answer. Follow up text to 26 days
2018 Manzar asking him to attend an assessment

on the 20" June

20" June Manzar did not attend the assessment 8 days
2018

28" June Final attempt to contact Manzar 8 days
2018

5.2.190 While it is positive that the Jenkins Centre made repeated attempts to engage
with Manzar, the length of time between these contacts is concerning and
appears sporadic. This correlates with what Manzar said about the Jenkins
Centre (he said: “it took months”). Moreover, after the 28" June, there
appears to have been no further contact attempts by the Jenkins Centre until
Manzar’s case was closed on the 28" August.

5.2.191 This contact appears to contravene the spirit of the Respect Standard:

e Standard B1 relates to ‘intervention delivery’ and the model of perpetrator
work. Within this standard, B1.1 notes that there should be a model of
work that includes, among other things, the “timing, sequencing and
review process” of client work; and

o Standard B2 relates to the process by which risk, needs and capacity of
the perpetrator are assessed, and the intervention offered is designed to
match them. Although the standard does not set out a specific timeframe
for this function, contact which was as episodic as this would breach the
spirit if not the letter of the standard.

5.2.192 In response, FreeVA reported that these delays would have been down to
capacity issues discussed above. The year when Shilpa was referred to the
Jenkins Centre was particularly turbulent, with a changing picture throughout
the year in relation to capacity. Although reassurance was given to
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commissioners that standards for response times were being met, it is likely
that this would have varied throughout the period.

5.2.193 Since then, processes have changed, with clear timeframes for contacting
perpetrators. Additionally, capacity has increased within the service and more
regular case management takes place, meaning delays of this type would not
NOw occuUr.

5.2.194 At the time this DHR was undertaken, FreeVA reported that there was no
waiting list for access to the service (as it is a rolling programme), with a small
waiting list for 1-2-1 work. The Review Panel has therefore not made any
recommendations in relation to capacity per se.

5.2.195 However, for men whose first language is not English and who are not
therefore suitable for group work, there is an additional challenge in terms of
accessibility. This may have affected Manzar, as although he spoke English,
this may not have been to a level that would have allowed him to participate in
a group work programme.

5.2.196 The Jenkins Centre has only limited capacity to facilitate 1-2-1 work via an
interpreter. In relation to this, FreeVA reported an unresolved discussion with
Children’s Social Care about who pays for interpreters, as in some cases
Children’s Social Care will pay, and in others they will not.

5.2.197 The Jenkins Centre’s preferred option is to have a bi-lingual team of
intervention worker/sessional workers. The Jenkins Centre has made pro-
active attempts to recruit bilingual intervention workers/sessional workers to
enable the service to deliver groups in a spoken language. This recently
allowed the Jenkins Centre to deliver a Gujarati speaking group, which will be
evaluated to identify any lessons and to inform the development of this area of
work.

5.2.198 There is clearly a resourcing implication in meeting interpretation. As part of
the DHR, FreeVA identified a need for clarity around responsibility for meeting
the cost of interpreters and additional resources to support the development
of a staff team to meet need, including sessional workers.

There should be no barriers to residents in accessing services, including
language barriers. This should include the provision of perpetrator services,
ensuring that the local provider has sufficient capacity to respond flexibly to
need.

Recommendation 14: The CSP to work with other local authority
departments to understand the demand profile of perpetrator
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interventions in the city and ensure there is clarity in terms of funding
for both one-off translation funding and a broader workforce strategy for
the Jenkins Centre to meet this need.

Referral to UAVA helpline (provided by FreeVA) and contact with Group Work
Programmes (provided by LWA) after July 2018

5.2.199 Arenewed attempt to engage Shilpa with UAVA was made in July 2018,
linked to the CP plan. However, because the social worker had not completed
a DASH RIC or obtained consent, the referral was not accepted by the UAVA
helpline. It appears that UAVA encountered similar issues as before, with
attempts to contact the social worker being unsuccessful. Reinforcing the
preceding discussion about case ownership, it is also of note that this was
treated as a ‘new’ referral, and it certainly does not seem to have triggered
any review by the Partner Support Service.

5.2.200 A UAVA representative on the Review Panel noted that it is not uncommon for
agency referrals to come without consent or updated information, with these
being a particular issue with Children’s Social Care. Attempts have been
made to mitigate this by introducing an online referral form and, where
appropriate, escalate concerns with Children’s Social Care.

5.2.201 Conversely, Children’s Social Care noted that they had a duty to gain consent
before referring to other agencies for support, and that consent can change
depending on the context and the timing of the referral being agreed and then
actioned.

5.2.202 In addition to the issue of consent, the Review Panel felt that this case had
illustrated broader issues with the engagement and relationship between
Children’s Social Care and domestic abuse services (as discussed above).
This included liaison around Manzar, but also consideration of the support
offer for the children.

Ensuring there is robust interagency working is essential to both manage
referral, as well as ongoing case management, between services.

Recommendation 15: Children’s Social Care to undertake spotlight
quality assurance activity to review cases open to Children’s Social
Care and referrals to UAVA/Jenkins Centre/other services where
domestic abuse is an identified issue for families. Recommendations
will be shared with UAVA/Jenkins Centre and the LSCPB.

Recommendation 16: Children’s Social Care to work with UAVA/FreeVA
to review current pathway, training, and to pilot weekly surgeries that
will be available to social workers to access for professional guidance
on cases and to improve joint working relationships.
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5.2.203 On the 3™ September 2018, Shilpa contacted UAVA's helpline. This led to a
DASH RIC being completed, scoring ‘1’. As Shilpa said she wanted to access
a group work programme, a referral for this was also made (this would have
then been passed to LWA who deliver the group work programme offer for
UAVA).

5.2.204 Regarding this assessment: there is a discrepancy between a DASH RIC
score of 1 and what was known about Shilpa’s circumstances by UAVA. This
score was because Shilpa stated that there had been no incidents for two
years. However, the helpline worker would have had access to the original
social work referral (and other notes) which would have indicated that the risk
was likely significantly higher and that Shilpa may have been minimising. The
Review Panel was informed that there would have been an expectation that
previous case history is taken into consideration, and where there are
concerns about denial/minimisation then this should have been flagged for
review. However, in this case, this does not appear to have been resolved.

5.2.205 At the time Shilpa had contact with the UAVA helpline, there was significant
pressure on the helpline. As a result, the Review Panel recognised that the
worker may not have had time to scan through the previous notes and review
Shilpa’s responses after the call had concluded. This is discussed further
below.

5.2.206 It is important to note that there were positives in this response, including
efforts to engage Shilpa in group work programmes. However, while the
referral to a group work programme was made in September, Shilpa was not
subsequently invited to a programme until November. In this contact, where
service users are offered a choice of group based on the day/times and the
area in which they are delivered, again Shilpa confirmed she wanted to attend
a group and chose a group that began in January 2019. Shilpa was sent
information about the group on the 18" December 2018 by text, in which she
was asked to reply confirm her place on the group. Shilpa did not text or call
and did not attend the group on the 22" January 2019. Her case was
subsequently closed in the same month. No follow-up call to offer further
groups or to check in with Shilpa was made, however the social worker was
notified.

5.2.207 The Review Panel was informed that the initial delays in contacting Shilpa for
group work were due to capacity within LWA. This was due to the very high
numbers of clients who were on the waiting list for group work at the time.

5.2.208 Since this time, additional funding has been secured to add capacity to the
staff team. This enabled LWA to change processes and work through the
waiting list to ensure clients were offered group work in a timely way, including
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following up for non-attendance. After referral, clients are sent information
within two days and contacted within three weeks to undertake an
assessment and identify a suitable group. Befrienders then offer weekly
telephone support while someone is on the waiting list for their chosen group.
If someone does not attend a group, a follow-up call is now made and at case
closure, if there are other professions involved, they are now informed.

5.2.209 While these changes in practice are welcome, meaning once clients are ‘in
the system’ there will be ongoing efforts to engage with them, the underlying
pressure on group work programmes remains. The Review Panel sought
assurances about the current waiting time for group work programmes. The
current waiting time to access a group was, as of April 2021, four weeks. As a
result, the Review Panel did not make any recommendations about this issue.

5.2.210 During the timeframe covered by this DHR, Leicester City Council (with its
other commissioning partners®) identified documented concerns around
referrer communication, pathway management, delay, helpline capacity and
whether the service met the helpline accreditation standards required by the
contract. In addition to committing additional funding, an improvement board
oversaw an improvement plan. Leicester City Council informed the Review
Panel that significant improvements were evidenced as a result.

5.2.211 The issues identified by domestic abuse services relating to contact with
Leicester City Children’s Social Care are addressed in 5.3 below.

Agencies with minimal contact

Leicester City Council Adult Social Care

5.2.212 Leicester City Council Adult Social Care had a single episode of direct contact
with Shilpa, following her overdose in July 2017. This led to a home visit for
an assessment of her care and support needs. In this contact, it is relevant to
note that Shilpa was open about her reasons for the suicide attempt (which
was due to her having had a recent termination of pregnancy) and was feeling
depressed. She also talked about feeling isolated, as her family were in
another part of the country but talked positively about her local community.
Shilpa also spoke in general terms about being in a relationship (noting that
she was not in one currently) and said she just wanted to “find herself’ and
wanted to lead a “normal life” without being under too much pressure from a
relationship.

% For the helpline, outreach and IDVA provision these are: Leicestershire County Council, Police & Crime Commissioner for
Leicestershire, Rutland County Council. The Jenkins Centre is commissioned by Leicester City Council only.
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5.2.213 No support needs were identified and, as Shilpa was intending to see her GP
(at the time, The Maples Surgery) and was working with Children’s Social
Care, her case was closed to Adult Social Care. As part of this contact, Adult
Social Care appropriately notified both the GP and Children’s Social Care.

5.2.214 The Leicester City Council Adult Social Care Short Report made no
recommendations.

5.2.215 The Review Panel felt that in this contact, Adult Social Care had acted
appropriately, but that there was an opportunity to have enquired further about
Shilpa’s relationship status and her disclosures. This is discussed further as
part of section 5.3 below in relation to professional curiosity.

5.2.216 Leicester City Council Adult Social Care had two other brief contacts, with
health visiting (in November 2013) and Manzar (in July 2018), but neither
were felt to be significant by the Review Panel and are not subject of further
comment.

Clare Walker Consultancy

5.2.217 Clare Walker Consultancy offers the Freedom Programme within Leicester
and accepts self-referrals from women to access this. As noted in the
chronology, Shilpa self-referred to Clare Walker Consultancy to access the
Freedom Programme, but only attended one session. As Shilpa had self-
referred, and there were no concerns or issues identified during her
attendance, no further action was taken. The Review Panel felt there were no
issues for Clare Walker Consultancy in this respect.

5.2.218 However, the Review Panel did identify that other agencies, particularly
Children’s Social Care, to whom Shilpa disclosed that she was referring
herself to the Freedom Programme, should have been more proactive in
confirming if she had indeed taken up this offer. This is discussed in relation to
Children’s Social Care above and more broadly around multi-agency working
and case management in section 5.3 below.

East Midlands Homes

5.2.219 East Midlands Homes had no contact with Shilpa (or Manzar and the
children). This is relevant to note because East Midlands Homes provided the
Safe Project at the time, to which a referral had been made.
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5.3 Responding to the Terms of Reference

5.3.1 The following section responds to the lines of enquiry as set out in the Terms
of Reference. While the preceding sections addressed specific issues,
including learning for individual agencies, this section brings together
reflections on the discussion about domestic violence and abuse in 5.1 and
agency contact in 5.2.

What was known about the family’s circumstances, including living
arrangements, experiences and relationship dynamics?

5.3.2  Agencies were aware of Shilpa’s history of domestic abuse, both from
Prateep historically (although there were also ongoing issues around contact)
and from Manzar. The broader circumstances facing Shilpa and her family, as
well as Manzar, were also well known. In addition to disclosures by Shilpa
about domestic abuse by Manzar, agencies were aware of various issues that
Shilpa faced. These however were not the subject of consistent or sustained
focus, either within or across agencies.

5.3.3 Inrelation to Shilpa, she:

e Made disclosures about her relationship with Manzar, which were
unexplored. For example, to Adult Social Care when Shilpa talked about
wanting a “normal life”;

e Told professionals that she was isolated and that she wanted or would
take up support. This led to various responses from professionals,
including multiple referrals and discussion at CP meetings, but this was
never resolved. The response appears to have been largely reactive,
including encouraging referral to UAVA or considering options like the
Freedom Programme (both were repeatedly offered in different guises).
Yet, there was little consideration of why repeated offers and/or referrals
had been unsuccessful, what might be the barrier for Shilpa or ways to
creatively address this;

o Talked about her faith, but this was little explored, despite its potential
significance both generally but also specifically in the context of her
potential isolation (feeling she could not speak to her family because of
this and about her feelings about terminations of pregnancy). Yet, at the
same time, Shilpa’s faith was taken to be protective in the context of her
mental health. In the same vein, Shilpa’s experiences in terms of cultural
norms and expectations were also largely unexamined;

e Made repeated disclosures about her experience of terminations of
pregnancy, including the impact on her mental health. While these were
noted, they do not appear to have been considered to any extent.
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Instead, the focus was on specific encounters (for example, when Shilpa
took an overdose, it was on her well-being at that moment). The
implications of repeated pregnancy and then terminations in the context
of a relationship with an abusive partner also did not feature in agency
thinking;

e Made a housing application citing overcrowding. This did not lead to
alternative accommodation, for the reasons discussed above. More
significantly, this issue was not identified by any other agency. Yet
clearly, Shilpa’s two-bedroom property could have been considered as
overcrowded (even if it was only her and the three children); and

e Finance also appears to have been little explored. While there were
indications of financial pressure, including the fact that neither Shilpa nor
Manzar worked, it is unclear if these were explicitly identified by any other
agency.

5.3.4  Concerning Manzar, his immigration status was not explicitly considered by
any agency. Such an exploration could have identified issues in terms of
Manzar’s needs, as well as in relation to cultural or religious differences
between him and Shilpa. There is parallel with the A case (2011) where
‘father’ was an asylum seeker (from Iraq) and there were cultural and religious
differences between the couple.®” Professionals need to ensure there is a full
assessment of parents’ histories in these situations in order to fully
understand any impact on their capacity to parent.

5.3.5 Manzar’s drinking and gambling does not appear to have been explored.
Instead, there was a reliance on either police response (which were
unsuccessful, usually because Shilpa would not support allegations), or
attempts to refer him to the Jenkins Centre (which were not successful).

5.3.6  Inasense, just as Manzar’s presence at the family home was ephemeral,
marked by his coming and going, the same might be said for his place in
terms of the sight and focus of agencies.

5.3.7  Critically, the nature of the relationship between Shilpa and Manzar —
including periods of separation and reconciliation, as well as the knowledge
that Manzar continued to be at the family home despite an agreement with
Children’s Social Care that he would not live there — was never resolved.
While this would have been challenging (given it appears Shilpa and Manzar
said they had separated, and Shilpa would sometimes disclose then withdraw

% Binney, A. (2011). Serious Case Review in respect of deaths of the children known as Child 1 and Child 2 Case “A”. Available
at: https://www.Icitylsch.org/media/1026/case-a-scr-overview-report-published-100112.pdfr [Accessed: 21st February 2021].
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allegations of domestic abuse, and contact continued), this appears to have
been framed as an issue of non-compliance. The possibility that Shilpa did not
feel safe to separate from Manzar, a possibility indicated by testimony from
friends, does not appear to have been fully explored.

5.3.8  Taken together, the Review Panel felt that this illustrated how further
professional curiosity could have identified information, or responded to
disclosures by, Shilpa. Critically, such enquiry could have informed
subsequent single or multi-agency responses.

The communication/information sharing which took place within and
between agencies.

The co-operation between different professionals/agencies involved with
any of the above named, including any multi-agency referrals and/or
safeguarding meetings.

5.3.9  There were multiple examples of good information sharing between agencies,
either in response to specific incidents (for example, where Adult Social Care
was aware of children following a referral for Shilpa, so contacted Children’s
Social Care, or when Primary Schools 1 and 2 managed the children’s
transfer). Also, agencies were involved in and used the relevant safeguarding
fora, most notably as part of the CP plan.

5.3.10 However, there were several issues:

o First, there are multiple examples when agencies either could have made
a referral or agreed to do so but there was no evidence of this happening;

e Second, there are examples of agencies seeking clarification and not
getting a response. This seems to be particularly relevant to Children’s
Social Care, with examples identified by Primary School 1. It was in
contact with FreeVA and LWA where this was most noticeable. Their
engagement with Shilpa and/or Manzar was exacerbated by repeated
difficulties in getting timely information from Leicester City Council
Children’s Social Care as well as referrals either being delayed or not
being made; and

e Third, there were points in Shilpa’s contact with services where an earlier
multi-agency discussion could have triggered concern. For example, in
February 2019, Shilpa moved the children to Primary School 2. This was
later described by Shilpa as being because of “a difference in opinion
about child protection issues” but this was not further explored.

5.3.11 Reflecting the mixed picture around communication and information sharing,
co-operation between agencies was also mixed. There were periods when
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this was broadly effective, with evidence of information sharing and joint
working.

5.3.12 However, there were some specific issues between agencies, as discussed in
the analysis. This included:

e Issues with coordination via CiN and CP, with actions being delayed

(what would success have looked like and were they the right actions);
and

o Periods when attempted interventions do not appear to have been
successful, but the issue was not resolved [in particular, echoing the
above discussion, repeated offers of the Freedom Programme to Shilpa,
or the failure to engage Manzar in the Jenkins Programme].

Any opportunities for professionals/agencies to identify and assess
domestic abuse risk of homicide or serious injury, including
opportunities to exercise professional curiosity.

Professional/agency responses to any identification of domestic abuse
issues.

5.3.13 Agencies were aware of both the historical domestic abuse that Shilpa had
experienced from Prateep and the concerns about Manzar. Initially, agencies
appeared to have only been aware of the abuse Shilpa had experienced as
being perpetrated by Prateep. However, there were attempts to identify and
assess the domestic abuse by Manzar, including for example the completion
of DASH RICs (by police officers), discussions about the Freedom
Programme (by LPT health visitors, as well as social workers), as well as
encouraging Shilpa to engage with/referring her to UAVA (social workers).

5.3.14 There were multiple occasions where Shilpa’s journey through services
provided her with an opportunity to be asked — and possibly answer — the
question “Are you safe at home?”, however perhaps there were opportunities
for professionals to ask more directly about domestic abuse, e.g., “Does your
partner or anyone at home ever say or do things that hurt you?”

5.3.15 Yet there were missed opportunities, including by LPT and UHL, to ask Shilpa
directly about any current domestic abuse from Manzar. This could have
included completing the DASH RIC (including by LPT health visitors and by

social workers). It is of note that the lack of consistent use of the DASH RIC is
a consistent feature of DHRs.%®

% Montique, B. (2020). Executive Summary London Domestic Homicide Review (DHR) Case Analysis and Review of Local
Authorities DHR Process. Available at: https://www.standingtogether.org.uk/dhr [Accessed: 21st February 2021].
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5.3.16 ltis positive therefore that the CSP has undertaken some work to audit the
DASH RIC locally. This audit was completed in October 2020 with 11
agencies, including many of those participating in this DHR. This identified
that:

e Injust over a third (36%) of organisations (4 out of 11), all or the majority
of staff are trained and can carry out a DASH RIC,;

e In 82% of organisations (9 of 11), this is set out in an internal policy or
guidance document;

e In 55% of organisations (6 of 11), it is not mandatory that a DASH RIC is
completed,;

e In 73% of organisations (8 of 11), DASH RIC assessments are monitored.

5.3.17 While this is clearly a mixed picture, it is positive that the CSP is working to
encourage best practice in relation to use of the DASH RIC.

5.3.18 The learning identified in this DHR does not just concern use of the DASH
RIC. As noted elsewhere, it also identifies learning around professional
curiosity where information was not interrogated further. For example:

e On some occasions, information about Shilpa’s experiences was not
correlated with what she was telling agencies, providing a false negative,
for example, during her contact with UAVA'’s helpline in September 2018;
and

e At other contacts, incidents were not linked. For example, when the police
had contact with Shilpa in 2019, these incidents appear to have been
seen in isolation, yet, in the context of the whole relationship, they are
indicative of potential escalation and ongoing abusive behaviour.
Considering what we know from testimony from friends, these contacts
were also in a period when Shilpa and Manzar’s relationship had ended
or was finally ending.

5.3.19 The Review Panel recognised that working with Shilpa around domestic
abuse may have been difficult for any professional, given that, while Shilpa
sometimes made disclosures and sought support, she also sometimes
minimised or diverted attention from her experiences. Additionally, this
difficulty may have been exacerbated by the way that Shilpa used services
(e.g., use of Emergency Department and not GP, the decision to move
primary schools), as well as evidence of difficulties in keeping appointments
or being contacted.

5.3.20 However, it is possible to make two observations:
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o First, these were not isolated events but repeated over a substantial time.
There was a recognition of these difficulties by agencies, including
through the CP plan, but there does not seem to have been a sustained
attempt to map, understand and address these issues. Such an
observation is particularly relevant given the way that Shilpa used
services may have been an attempt to protect herself and the children,
given she was fearful of further interventions based on a disclosure she
made to a friend about worries about reporting to the police would trigger
more social services involvement. This may have been a way of trying to
keep herself safe, but these were never considered as a whole by
agencies; and

e Second, there were examples of over-optimism, either based on
assurance provided by Shilpa that she would undertake work or generally
about family progress when there was no evidence that domestic
violence and abuse had been addressed per se (instead, the absence of
any disclosures or new incidents were taken to be sufficient indicators).
Similarly, there was an over-optimism in relation to Manzar’s compliance
with directions (most particularly when agreed with Children’s Social
Care). Yet, there was also an underestimation of his potential risk.

5.3.21 This raises the question of whether any agency holistically considered her
needs, specifically what might have helped or hindered disclosure, both
generally as a victim of domestic abuse but also with consideration to the
potential impact of the cultural norms and expectations and religion discussed
above. Broadly, it does not appear that agencies took an intersectional
perspective to Shilpa’s experiences, risks and needs, in particular with
regards to her faith, cultural norms and expectations as well as a history of
domestic abuse. The same was true of the approach to Manzar.

5.3.22 Critically, even where agencies were developing responses, these were not
always coordinated. At the time of the safety plan being made, Children’s
Social Care were in the early stages of Signs of Safety implementation, which
is a framework for social care practice and includes activities and tools such
as safety planning and network meetings. The safety plan made in this
instance was made with Shilpa and friends but did not include the wider
professional network, and while discussed at the core group/Review Child
Protection Conference, the exact details were not shared (e.g., with the
Primary Schools). Practice is now more detailed around safety planning and
review of the plans by the network involved. Plans, how they are working and
any changes to plans must be shared in Child Protection Conferences/Child in
Need meetings. This is particularly important when cases are closed to Social
Care/Early Help and families continue to be supported within the
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community. However, a challenge remains that consent by the members of
the plan to have their details shared should be sought.

5.3.23 There was also a reliance on agreements, even though it had not been
possible to build an effective relationship with Shilpa and Manzar was not
working with services.

Professional/agency pathways and access to, as well as any work with,
specialist domestic abuse agencies.

5.3.24 Agencies were aware of pathways to specialist domestic abuse agencies
locally. However, two issues are evident:

o  First, there was often a presumption that agencies and professionals
could rely on other agencies to have made these referrals. In some
senses this was reasonable, as it would not be appropriate for one
agency to make a referral if it had been told at a multi-agency meeting
that another agency was doing so. However, what was missed was the
opportunity for professionals to join up their work and shore up the offer
of support for Shilpa, ensuring that this was consistently offered and
either checked (when she said she would engage but did not or only did
so intermittently) or facilitated (when referrals had not happened); and

e Second, there were delays in referrals, including, for example, only a
specific consideration of referring children to specialist support in 2019.

5.3.25 As discussed in the analysis, there were also capacity issues within UAVA,
and issues with its offer, that presented barriers to the effective working of
these pathways.

5.3.26 A final issue is Shilpa’s ability to access specialist domestic abuse provision
that addressed her specific needs, both as a victim of domestic abuse but
also regarding her race and religion, both of which meant she was a
minoritized woman.

5.3.27 In this context, a recent report by Sisters For Change considered how six
areas (including Leicester) commissioned services for and responded to BME
women victims of violence.% It identified that the characteristics of violence
against BME women (and as a result their support needs) can be different
from, and more complex than, White British women. This can be due to a
range of factors (such as race, ethnicity, language, family structures, social
exclusion, income and in some instances, immigration status). These can

9 Sisters For Change (2017) Unequal regard, unequal protection: Public authority responses to violence against BME women
in England. Available at: https://www.sistersforchange.org.uk/2017/11/20/unequal-regard-unequal-protection/ [Accessed:
23" January 2020].
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cause intersectional discrimination which has a direct impact on BME victims’
experience.

5.3.28 Reflecting the earlier discussions, it does not appear that agencies considered
what these potential barriers might be, relying instead on repeated referrals to
either UAVA and or group work programmes but then not fully exploring the
reasons these were not successful or incomplete.

5.3.29 Considering domestic abuse services specifically, it is positive that UAVA has
specialist staff working specifically with Black and minoritized communities.

5.3.30 However, an additional concern for Shilpa may have been related to her
worries about her children. It appears that, although support for the children
was discussed, no referral was made for specialist domestic abuse support
for the children. The Review Panel recognised that there were some practical
challenges in this regard: such a referral could only have been made with
Shilpa’s consent. In the absence of Shilpa’s consent, there was good practice
insofar as staff were identified for the children to talk to at school.

Policies, procedures and training are available to the
professionals/agencies involved on domestic abuse issues.

5.3.31 Policies, procedures and training are discussed in relation to individual
agencies in the analysis above.

Any evidence of help seeking, considering what might have helped or
hindered/been a barrier to access to help and support.

5.3.32 What is striking about this case is how much information agencies had about
Shilpa and Manzar, although as examined above, this was not always
explored further and there were sometimes challenges in terms of multi-
agency working. This contrasts with many domestic homicides, where
agencies may have limited information about a victim and/or perpetrator.1%
Although DHRs are no longer required to make comment as to predictability
or preventability, it is not an unreasonable observation to suggest that such
was the extent of Shilpa’s contact with services, the different reasons she
might be isolated, and the known behaviour of Manzar, that potential risk is
evident in hindsight.

10 Regan, K., Kelly., Morris, A. and Dibb, R. (2007) ‘If only we'd known’: an exploratory study of seven intimate partner
homicides in Engleshire. Available at: https://cwasu.org/wp-content/uploads/2016/07/if.pdf [Accessed: 21st February 2021].
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The relevance and impact of alcohol use, mental health and immigration
status.

5.3.33 As noted above, for Shilpa, there appears to have been an incident-based
response to her mental health, rather than seeing her experiences more
broadly in the context of her vulnerability (including, for example, as a sign of
distress because of her experiences of domestic abuse). There was no
evidence that Shilpa used alcohol or had concerns about her immigration
status.

5.3.34 For Manzar, it appears he used alcohol regularly, which at least one friend
said Shilpa described as making the situation worse. However, this does not
appear to have been explored by agencies. Similarly, his immigration status
may have been an issue. While he had LTR, it was not indefinite. Finally,
concerning mental health, this case highlights an area of development
concerning the importance of considering how a history of trauma for both
survivors and perpetrators impacts and escalates risks from domestic abuse.

The extent to which the voices of Shilpa and the children named above
were sought or considered.

5.3.35 There were multiple examples whereby the voices of Shilpa and the children
were sought or considered; the issue is whether these then informed agency
practice.

5.3.36 As discussed above, while there were many positives in terms of multi-agency
information sharing and working, there were significant gaps. As a result,
while the voices of Shilpa and the children were often heard, they were not
always responded to consistently. The Review Panel felt that this reflected the
focus of interventions which were often on the victim, particularly on an
expectation that they access support, meaning children can be forgotten in
the process. Given that it was known that the children were living in a
household where there was domestic abuse, priority should have been given
to their support needs also in addition to referring to specialist domestic abuse
support. This possibility seems apparent given how little information is known
directly about the experience of the children, meaning it has been challenging
to understand their voice and perspective.

Responding to the Terms of Reference as a whole

5.3.37 Broadly, across the discussion in this section, several issues have been
identified including the identification and response to both domestic abuse
(and other contextual needs, not least around faith, cultural expectations, and
impact of terminations of pregnancy), as well as barriers to information
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sharing and multi-agency work. Critically, these issues have a shared
underpinning, specifically a lack of, or limited, professional curiosity.

5.3.38 The idea of professional curiosity has emerged from numerous different
reviews, reflecting the importance of curiosity (e.g., in the deaths of Baby
Peter and Daniel Pelka) and respectful uncertainty (as identified in the Climbié
inquiry). In practice, professional curiosity is about recognising opportunities
for protection. It means professionals identifying actual or potential risks and
needs, being open minded and exploring further, recognising their
responsibility to take further action where deeper, and understanding one’s
own responsibility to act where needed. Critical to these responses is
ensuring that professionals have the right support (including training and
supervision).

5.3.39 The Review Panel has not made specific recommendations to address these
issues. This is because it feels that existing policy and procedure sets out
clear expectations in relation to these issues. However, clearly there is
substantial learning in this case, which should be used to develop local
practice.

DHRs are an opportunity to identify the lessons from a case. It is equally
important that these lessons are learnt, including ensuring they are
disseminated to local agencies and professionals.

Recommendation 17: The Community Safety Partnership to facilitate
learning and dissemination events with local agencies and
professionals to consider the lessons learnt from this case and identify
how this learning can be used to improve local practice.

Additional considerations
Community awareness

5.3.40 Afurther issue identified by the Review Panel was community awareness,
partly in response to the suggestion from Rajendr about having a safe route to
help seeking and reporting. Although the broader issue of developing a
community response to homicide has already been discussed (see section 1),
it is clear from the accounts of friends and neighbours that many people were
aware of Manzar’s abusive behaviour before he murdered Shilpa. Indeed,
given that there are reports that incidents spilt onto the street, including
occasions when Shilpa was assaulted, it is likely that more people than have
been included in this DHR were aware of the abuse.
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5.3.41 While it is clear from their accounts that Shilpa’s friends tried in different ways
to support her, it also seems likely that many felt unable to approach agencies
themselves and/or felt that they could only intervene if they witnessed
physical violence. This therefore raises the question of how to ensure that the
people around a victim/survivor can recognise abusive behaviours and feel
able to respond, including how to seek help and support.

5.3.42 The Review Panel sought further assurance about local awareness and was
informed that Leicester, Leicestershire & Rutland are running a domestic and
sexual violence and abuse awareness campaign in 2020-21. Among the
target groups are British/Indian women. For examples, see Figure 1.

5.3.43 This campaign, and others, are routinely produced in a variety of languages. A
recent campaign included translated materials in 13 locally spoken languages.
As a result, the Review Panel made no further recommendations.

Figure 1
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Working with faith

5.3.44 The Review Panel considered whether to make a recommendation about
faith, given its significance in this case. However, two other DHRs completed
locally, relating to Hanita and Grace, have also identified learning around faith.
The Community Safety Partnership has already committed to addressing a
recommendation arising from the DHR into the death of Hanita. This
recommendation reflects the learning about the importance of being able to
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consider identity, religion, and culture in the multi-agency approach to
assessment and support around domestic abuse:

“The Community Safety Partnership should continue the awareness work
commenced with faith leaders in Leicester City to further explore and inform
shared understanding of the community approach in relation to ‘spiritual
guidance’ in matters of domestic abuse”.

5.3.45 Considering this, as with the DHR into the death of Grace, the Review Panel
agreed not to make a further recommendation relating to work with faith
communities. This was based on the work already underway to address the
recommendation and on the understanding that Community Safety
Partnership would integrate learning from this DHR into this ongoing
programme of work.
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5.4 Equality and Diversity

5.4.1

5.4.2

5.4.3

5.4.4

5.4.5

5.4.6

5.4.7

The Review Panel identified the following protected characteristics. These
have been discussed in the analysis above, but are summarised here:

Marriage and Civil Partnership: Shilpa and Manzar had a religious marriage.
As discussed in the analysis, a religious marriage does not necessarily
provide any legal protection and there may have been associated cultural
expectations. Little information was available to the Review Panel about
Shilpa’s experiences in this context, but it is of note that, although Shilpa
initially said she had to make her marriage with Shilpa work, later she told
people that she and Manzar had divorced. Nonetheless, as discussed in 5.1,
it appears that the end of the relationship did not reduce the risk to Shilpa
given Manzar’s actions after their separation.

Pregnancy and maternity: Shilpa had three children, of whom one was three
at the time of her death and had contact with a range of different health
providers regarding contraception, termination of pregnancy and pregnancy.
The Review Panel has explored how these experiences may have affected
Shilpa, both in terms of help seeking but also in terms of her relationship with
Manzar.

Race: Shilpa’s country of origin was Nepal, while Manzar was from
Afghanistan. Although the Review Panel has had limited information on
Shilpa’s upbringing and experience of living in Nepal, it has considered the
potential impact of cultural norms and expectations, including how these
affected Shilpa, as well as Manzar’s potential motivation (including in relation
to shame and honour). The Review Panel also considered immigration status
in this context. While Shilpa had secure immigration status, Manzar was
seeking settled status. The Review Panel has considered whether this
impacted on Shilpa’s experience of abuse.

Religion or belief: Shilpa was a Muslim, having converted from Hinduism. As
discussed in the analysis, Manzar may have used Shilpa’s faith to reinforce
expectations of her, including, for example, an expectation that she would
wear clothing such as the headscarf.

The fact that Shilpa had converted may also have meant that she felt there
was a barrier to her seeking help from her family.

Manzar was a Muslim. There is little information available to the Review Panel
about Manzar’s faith, although clearly he was not a strict Muslim given his use
of alcohol. Additionally, he may have used his faith to make claims about
behaviours. For example, when he met with the chair, he stated that Islam
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does not allow the use of violence, although he went on to describe slapping
and pushing Shilpa.

5.4.8 Asignificant issue in relation to cultural norms and expectations, the possible
impact of immigration, and faith, was that these issues were little explored by
any agency.

5.4.9  Sex:As discussed above (see 1.4), sex is a risk factor in domestic violence,
with disproportionate numbers of female victims and male perpetrators.

5.4.10 In this case, Shilpa’s specific circumstances and experience — particularly as
a woman and considering cultural norms and expectations, and her faith —
came together in a way that both left her vulnerable but also, critically, could
be exploited by Manzar. As discussed above, this may have affected Shilpa’s
perception of what help and support was available (particularly based on her
previous experiences with Prateep) and/or led her to believe that she had to
make her marriage to Manzar work (either because she felt she could not
leave him, or because of the fear of the consequences of doing so). Taken
together, these issues clearly left Shilpa isolated, affecting her ability to
engage with services, as well as her choices around issues such as
contraception, repeated pregnancies, and their terminations.

5.4.11 No information was presented that raised any issues regarding other
protected characteristics, including age, disability, sexual orientation, and
gender reassignment.
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6. Conclusions and Lessons to be Learnt

6.1 Conclusions

6.2

6.1.1

6.1.2

6.1.3

6.1.4

Shilpa was brutally attacked and killed in her own home, witnessed by her
children. As documented in this report, this attack occurred after Shilpa had
separated from Manzar and was preceded by an extensive history of
domestic abuse perpetrated by Manzar.

However, Manzar’s actions should not overshadow Shilpa’s life. The accounts
provided by her brother, as well as others who knew her, give some sense of
Shilpa as a person. Moreover, despite the abuse by Manzar and the
challenges Shilpa encountered in her interactions with agencies, she did her
best to protect and provide for her children.

There has been significant learning identified during this review, which the
Review Panel hopes will prompt individual agencies, as well as the
appropriate partnerships, to further develop their response to domestic
violence and abuse. This learning is summarised below.

The Review Panel extends its sympathy to all those affected by Shilpa’s death
and thanks all those who have participated in the DHR.

Lessons To Be Learnt

6.2.1

6.2.2

6.2.3

6.2.4

The learning in this case, while very particular to individual agencies, has also
identified broad issues.

The specific learning for individual agencies has been described in detail and
has included issues relating to policy and procedure, as well as the response
of staff in specific circumstances, both internally and concerning multi-agency
working.

The broad issues identified cut across agencies. They relate to the
identification of and response to domestic abuse (and other contextual
needs), as well as information sharing and multi-agency working.

Critically, for Shilpa, this DHR has identified how, despite some good practice,
there was not always a holistic understanding, consideration of, or response
to her needs. This meant that agencies were not always able to recognise or
address the complexity of Shilpa’s life, including those things that would have
made her more vulnerable, nor those that would have helped or hindered her
access to support. Such a consideration would have, for example, engaged
with issues around her past experiences of domestic abuse, her faith, as well
as cultural norms and expectations. Together these contextualised and
framed Shilpa’s experiences of domestic abuse, and may well have affected
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her confidence in, as well as engagement with, services. Agencies did not
always have a wide-angled lens about Shilpa’s lived experience because, in
part, of a lack of professional curiosity. This lack was at times by individual
professionals in specific agencies, but also by the multi-agency network. This
latter issue was exacerbated by, in the context of child protection
arrangements, periods where there was a lack of continuity of care and robust
and consistent oversight.

6.2.5 ltis also relevant to note that, soon after the CP plan in this case ended, there
were a series of contacts with the police in June 2019. In hindsight, and
unknown to agencies at the time, this was also the period when Shilpa was in
or entering a new relationship. There is no evidence to suggest agencies
might have intervened about the latter point, but it is nonetheless striking that
a series of incidents so soon after Shilpa and Manzar separated did not
trigger more extensive concern and did not lead to further multi-agency
intervention. This appears to be because they were seen in isolation rather
than being recognised as part of a broader pattern of behaviour.

6.2.6  Similarly, for Manzar, there was not an understanding of his risk and needs,
including the impact of his own experiences historically, as well as his
contemporary needs and risks. Broadly, this meant that Manzar was often
missing from agency view, with his compliance overestimated and his risk
underestimated by professionals.

6.2.7 Inresponse to individual and multi-agency learning, a range of
recommendations have been made by agencies (reflected individually as part
of their IMRs), as well as by the Review Panel (which has made several
recommendations in response).

6.2.8  Following the conclusion of a DHR, there is an opportunity for agencies to
consider the local response to domestic violence and abuse in light of the
learning and recommendations. This is relevant to agencies both individually
and collectively. Many of the recommendations made in this review will build
on, or add to, the initiatives that are already underway to develop local
processes, systems and partnership working. The Review Panel hopes that
this work will be underpinned by a recognition that the response to domestic
violence is a shared responsibility, as it is everybody’s business to make the
future safer for others.
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7. Recommendations

7.1 Single Agency Recommendations

7.1.1

BPAS
7.1.2

The following single agency recommendations were made by the agencies in
their IMRs. They are described in section 5 following the analysis of contact
by each agency and are also presented collectively in Appendix 2. These are
as follows:

BPAS to consider if linking client records would be of benefit when reviewing
vulnerable clients.

St Peters Health Centre

7.1.3

7.1.4

Families with identified safeguarding information to have an alert on their
medical records.

GPs to review episodes of non-attendance for families/individuals where there
are safeguarding concerns.

Leicester City Council Children’s Social Care

7.1.5

7.1.6

7.1.7

7.1.8

7.1.9

Ensure key messages from IMR are shared across the workforce: including 1)
the importance of history in understanding past experiences and responses,
2) a focus on the known risk factors around domestic violence and ensuring
that plans address these, 3) the importance of genograms and understanding
people’s support networks and 4) curiosity, understanding and empathy as to
why victims may not be able to engage in the planning.

Ensure all workers within Duty and Advice, Single Assessment and Child in
Need Children’s Social Work teams have undertaken domestic violence
training (both introductory and working with).

Workers undertaking risk assessments around the risk of domestic abuse to
have access to expert support and consultation.

Workers undertaking domestic violence work to have access to reflective
supervision and discussion (which could be across the core group).

Further training to be offered to all on effective safety planning (and the detail
required) and working with the safety network.

Leicester City Council Housing

7.1.10 Housing Options to add into procedure manuals a task for homelessness

caseworkers to make relevant agencies aware upon closing a case where a)
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LPT

7.1.11

7.1.12

7.1.13

7.1.14

7.1.15

7.1.16

UHL
7.1.17

UAVA
7.1.18

7.1.19

7.1.20

7.1.21

the applicant has disengaged and their whereabouts are unknown, and b) the
applicant is known to be a perpetrator of DVA posing an active risk.

Public Health Nurse — School Nurses to be reminded to ensure the physical
and emotional health needs are met before a case is made inactive to the
school nursing service.

Whole family safeguarding training to include the need to escalate cases
using the LSCPB procedures when a case is drifting.

Whole family safeguarding training to include the importance of professional
curiosity.

Public Health Nurse — School Nurses and Public Health Nurse — Health
Visitors to be reminded to ensure they document that a handover has been
undertaken when a new practitioner takes over care of the family.

Safeguarding team to provide information throughout the Trust to promote the
use of the DASH RIC.

The quality of safeguarding supervision to be monitored by the safeguarding
team.

To audit the maternity ‘did not attend’ policy process to ensure it is
consistently applied where appropriate.

Review helpline procedures/pathway documents to ensure that risks and
needs are reviewed by the Helpline at each contact with victims.

To review pathways between all UAVA services to ensure clear and defined
responsibilities towards victims during any transition between services/onward
referrals.

Within two working days of receiving a referral [to the Jenkins Centre], victim
details will be passed on to a partner support worker who will contact the
victim within the following working day to complete a full assessment,
including a DASH RIC. If at this stage it is assessed that the client requires
immediate support, then they will be referred to the relevant service [within
UAVA].

To review Partner Support Service case management policies and procedures
to ensure responsibilities are clearly defined by the end of April 2021.
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7.1.22

7.1.23

7.1.24

Partner Support Service cases to stay on an assessment list until the outcome
of an assessment is known, following which the case will either change to an
open case or be closed and referred on to other support.

Where contact is not successful with victims, where it is safe to do so letters
will be sent out to explaining what assessment will be undertaken with the
perpetrator, next steps and what support they can access in the meantime.

The Jenkins Centre to implement timescales for when perpetrators are
contacted for assessments (this should be within five working days of
receiving an agency referral).

7.2 DHR Recommendations

7.2.1

7.2.2

7.2.3

7.2.4

7.2.5

7.2.6

7.2.7

7.2.8

The Review Panel has made the following recommendations as part of the
DHR. These are described in section 5 as part of the analysis and are also
presented collectively in Appendix 3.

These recommendations should be acted on through the development of an
action plan, with progress reported on to Community Safety Partnership within
six months of this DHR being approved:

Recommendation 1: The Community Safety Partnership to develop a
mechanism to coordinate a partnership response after a domestic homicide,
in order to provide opportunities for community re-assurance and information,
as well as promote awareness of domestic abuse and create opportunities for
disclosure.

Recommendation 2: The Community Safety Partnership to satisfy itself that
Child A, B and C (as well as their kinship carer) are offered support in relation
to the publication of the DHR.

Recommendation 3: After the publication of this DHR, the Community Safety
Partnership to work with Leicester City Council Children’s Social Care to
ensure that this report is attached to Child A, B and C’s social care records.
This is so that, if they wish to read the DHR when they are older, it will be
available to them. Information also to be provided for a Later Life Letter.

Recommendation 4: BPAS to review its current guidance and training for
staff concerning the real-time management of domestic abuse disclosures.

Recommendation 5: BPAS to review its current guidance to clarify access
arrangements to its clinics/units and the management of premises.

Recommendation 6: The ICB to review the effectiveness of the current
domestic abuse policy guidance and the extent to which this is consistently
implemented and has improved practice on the ground.
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7.2.9

7.2.10

7.2.11

7.2.12

7.2.13

7.2.14

7.2.15

7.2.16

7.2.17

7.2.18

Recommendation 7: The ICB to consider developing a business case for
support to GPs based on the IRIS model, including training, pathways, and
advocacy support.

Recommendation 8: UHL to work with other health trusts and commissioners
to develop a long term, sustainable funding strategy for HIDVA provision.

Recommendation 9: FreeVA and Children’s Services to work together to
improve joint working relationships by reviewing current pathways and training
and by implementing weekly pilot Jenkins Centre surgeries. These surgeries
to be available to social workers for professional guidance on work with
perpetrators, including around engagement with the Jenkins Centre.

Recommendation 10: The LSCPB to review local guidance so that, where
children on child protection plans move schools, the previous school is invited
to attend core group meetings and case child protection conferences.

Recommendation 11: The LSCPB to review local guidance so that the
previous school can send a representative to core group meetings and case
child protection conferences.

Recommendation 12: The LSCPB to ensure that there is a domestic abuse
training package available to, and taken up by, local schools (planning to
develop this to include Social Care & Early Help and with UAVA).

Recommendation 13: Respect to ensure that accredited Domestic Violence
Perpetrator Programmes have a consistent understanding of best practice
about the timeliness and case management responsibility of Partner Support
Services. Respect to ensure that this is clearly expressed in, and assessed
for, as part of the Respect Standard 4" Edition when it is published.

Recommendation 14: The CSP to work with other local authority
departments to understand the demand profile of perpetrator interventions in
the city and ensure there is clarity in terms of funding for both one-off
translation funding and a broader work force strategy for the Jenkins Centre to
meet this need.

Recommendation 15: Children’s Social Care to undertake spotlight quality
assurance activity to review cases open to Children’s Social Care and
referrals to UAVA/Jenkins Centre/other services where domestic abuse is an
identified issue for families. Recommendations will be shared with
UAVA/Jenkins Centre and the LSCPB.

Recommendation 16: Children’s Social Care to work with UAVA/FreeVA to
review current pathway, training and to pilot weekly surgeries that will be
available to social workers to access for professional guidance on cases and
to improve joint working relationships.
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7.2.19 Recommendation 17: The Community Safety Partnership to facilitate
learning and dissemination events with local agencies and professionals to
consider the lessons learnt from this case and identify how this learning can
be used to improve local practice.
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11

1.2

13

14

15

1.6

Appendix 1: Terms of Reference

Leicester's Community Safety Partnership, known locally as the Community Safety
Partnership (CSP), uses Domestic Homicide Reviews (DHRSs) as a management tool to
identity opportunities for learning that reduce the risk to potential victims of such
homicides.

The purpose of a DHR is not to assign blame or responsibility, but to learn lessons and
improve policies and practice at a local and national level. This undertaking should allow
a free flow of information, cooperation and improved outcomes for potential victims.

The legal requirement for DHRs is set out under Section 9(3) of the Domestic Violence,
Crime and Victims Act (2004).

DHRs will the use of the cross-government definition (amended March 2013) of
domestic abuse as a framework for understanding domestic violence and abuse.

Each DHR, its process and the resulting report products are the responsibility of the
Community Safety Partnership (CSP). This partnership fulfils the statutory duties under
the 1998 Crime and Disorder Act and subsequent legislation.

The nominated agencies will share all information in accordance with Section 115 Crime
and Disorder Act 1998 and do so without prejudice.

Terms of Reference

2.1

2.2

2.3

The Panel will examine how effectively Leicester City’s statutory agencies and non-
Government Organisations worked together in their dealings with the victim, children
and perpetrator in this case.

The Case Review Group of the Leicester Safeguarding Children Partnership Board
(LSCPB) has agreed that the criteria for a local child safeguarding practice review has
been met. The safeguarding partners (via the case review group) were confident that
appropriate learning would be extracted via the Domestic Homicide Review (DHR)
being undertaken in this case. It was agreed that the best way to avoid duplication and
look at the case holistically would be for safeguarding partners to contribute to a single
review process (DHR).

Accordingly, in relation to children who are the subject of this DHR (see 3.2 below), the
Panel will seek to consider their lived experiences, identify ways to include their voices
and identify any learning to improve safeguarding practice. In respect of this, the DHR

will have reference to the principles set out in Working Together to Safeguard Children
2018 for Child Safeguarding Practice Reviews.

Purpose

3.1

The Panel aims to:

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

¢ |dentify 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;
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Apply these lessons to service responses including changes to inform national
and local policies and procedures as appropriate;

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

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

Highlight good practice;

Ensure that the review is completed in a timely manner and highlight potential
slippage to the CSP DHR sub-group;

Identify improvements to be made to safeguard and promote the welfare of
children; and

Reflect the child’s perspective and the family context throughout the review.

3.2 In relation to this case, the DHR will:

Review the involvement of each individual agency, statutory and non-statutory,
with Shilpa, Manzar and Children A, B and C, as well as with Prateep.

Consider the dates of 1%t January 2013 (the year when the relationship between
Shilpa and Manzar is believed to have begun) and October 2019 inclusive.

Also consider agency involvement prior this time period (i.e., up to December
2012), in relation to Manzar, as well any information regarding Shilpa’s previous
relationship with Prateep. This information should only be included where it is
relevant and in summary form only.

3.3  The DHR will consider the following lines of enquiry:

What was known about the family’s circumstances, including living arrangements,
experiences and relationship dynamics?

The communication/ information sharing which took place within and between
agencies.

The co-operation between different professionals/agencies involved with any of
the above named, including any multi-agency referrals and/or safeguarding
meetings.

Any opportunities for professionals/agencies to identify and assess domestic
abuse risk of homicide or serious injury, including opportunities to exercise
professional curiosity.

Professional/agency responses to any identification of domestic abuse issues.
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3.3

Professional/agency pathways and access to, as well as any work with, specialist
domestic abuse agencies.

Policies, procedures and training available to the professionals / agencies
involved on domestic abuse issues.

Any evidence of help-seeking, considering what might have helped or
hindered/been a barrier to access to help and support.

The relevance and impact of alcohol use, mental health and immigration status.

The extent to which the voice of Shilpa and the children named above were
sought or considered.

The Panel will consider all protected characteristics (as defined by the Equality Act
2010) of the above-named individuals (age, disability (including learning
disabilities), gender reassignment, marriage and civil partnership, pregnancy and
maternity, race, religion and belief, sex and sexual orientation) and will also identify
any additional vulnerabilities to consider. At the start of the DHR, the Panel
identified the following protected characteristics as requiring specific consideration
for this case:

Sex
Pregnancy and maternity
Race

Religion or belief

Confidentiality, disclosure and information sharing

All parties will be bound by a confidentiality and information sharing protocol as defined in
the Crime and Disorder Act 1998 (as amended by the Police and Justice Act 2006), which
each Panel member will be required to sign.

Principal responsibilities

Process

Establish chronological order of events
Analyse organisational links within the partnership

Assess the quality and quantity of available information from across the
partnership

Examine the effectiveness and suitability of relevant protocols

Critically evaluate partnership working practice

The DHR process will be determined by national statutory guidance and the local DHR
Protocol. The DHR process is intended to follow the four stages outlined below:
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Stage 1: Establishment of a Review Panel that will consider the following issues:
¢ Check all relevant agencies have been included and invited

e Agree the Terms of Reference
e Agree information sharing protocol
e Agree timeframes and remit of the DHR.

e Agree engagement strategy with family/friends/colleagues of victim and
perpetrator

o Agree links to the disclosure officer with the Senior Investigating Officer
o Parallel processes, such as Criminal proceedings, Coroner’s inquest etc.
o Where independent advice will be sought.

Stage 2: Relevant organisations to undertake a management review of their service
provision and dealings with the victim/perpetrator(s), compile a report and submit it for the
Review Panel’s consideration.

e Collection of key information, including:

¢ Achronology of events, decisions, services offered and delivered.
¢ Individual Management Review reports providing analysis from relevant agencies
¢ Relevant information from the family/interested parties

Stage 3: Collective analysis by the Panel of the gathered information
¢ Clarifications or challenges to information

o Agreement relating to further work, if necessary
¢ Outlining an action plan with leads and timescales for delivery
¢ Discuss and identify key lessons learnt and good practice

Stage 4: Production of Report materials that reflect the understanding of the Panel
e Multiple drafts produced that are approved by Panel members

e Quality-assure overview report, ensuring contributing agencies and individuals are
satisfied and report is of a high standard
Chairing
7.1  The independent chair for this review is James Rowlands (of Standing Together

against Domestic Abuse) who will drive the DHR process, lead the panel and draft the final
reports and recommendations to the CSP.

7.2 In brief, the independent chair will:
e Chair the Panel.
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7.3

o Oversee the DHR process, liaising with the DHR Officer and an administrator as
necessary.

e Ensure that family members are offered the opportunity to take part in the review
process initially, and then updated at regular intervals on progress throughout the
process.

e Quality assure the approach and challenge agencies where necessary.

e Produce the Overview Report and Executive Summary by critically analysing
each agency involvement in the context of the established terms of reference.

It will be the responsibility of the independent chair to ensure contact is made with
any other parallel process if these are identified during the DHR process.

Panel membership

8.1

8.2
8.3
8.4

8.5

Panel members must be independent of any line management of staff involved in the
case and must be sufficiently senior to have the authority to commit on behalf of their
agency to decisions made during a panel meeting

Membership of Panel: (see section 1.8 above)

Deputies to the agreed panel members are not preferred, to ensure continuity.

The Review Panel will include the following service as an expert/advisory panel
member to ensure appropriate consideration to the identified protected
characteristics and to help understand crucial aspects of the homicide: UAVA and
Panahghar Safe House.

It will be the responsibility of the independent chair to ensure contact is made with
any other parallel process if these are identified during the DHR process.

Roles of panel members

e Ensure case records are secured immediately

e Appoint a person to produce the Individual Management Review (IMR) and/or
other reports requested. This person should not be anyone involved in the case or
the line manager of a staff member involved.

e Quality-assure the IMR

o Feedback and debrief staff on completion of IMR

e Ensure timely and comprehensive response from organisations

o Offer constructive challenges

o Further feedback and debrief on completion of overview report, prior to publication
¢ Agree and implement relevant parts of action plan

¢ Roles of Agency IMR authors

e Draw up a chronology
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¢ Interview staff involved with case. Make written record and share back.
e Forward relevant evidence to the disclosure officer for the criminal case.
e Draw together and analyse information and produce IMR report.

e Attend a panel meeting to discuss findings.

Family involvement
11.1  The DHR will:
o Seek to involve the family of both the victim and the perpetrator in the DHR

process
e Take account of who the family wishes to have involved as lead members

e |dentify other people they think relevant to the DHR process

o Keep family members informed, if they so wish, throughout the DHR process
¢ Be sensitive to family members’ wishes and their need for support.

Governance

12.1 The CSP’s DHR sub-group will monitor the process via its monthly progress reporting
system and will sign off the final report before it goes to the Chair of the CSP for
permission for submission to the Home Office.

Support

13.1 Support to the Chairperson and the review process will be provided by the DHR
Officer and an administrator, who will arrange meeting spaces, refreshments, and a
minute taker.

13.2 The Manager of the Domestic & Sexual Violence Team will support the Panel with
information on local specialist commissioned services and partnership arrangements.

Frequency

14.1 The timetable for the review will be discussed at the first Panel meeting.
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BPAS

Appendix 2: Single Agency Recommendations and Template Action Plan

TO BE COMPLETED BY THE CHAIR OF THE REVIEW

TO BE COMPLETED BY THE RELEVANT AGENCY'S DHR PANEL MEMBER

. . : What are the . . . —
Category of Recommendation What is the desired OUTCOME of this How will we assess ACTIONS or Who is resp_on5|blle Who will h_old responsibility
Panel A recommendation? . for completing this for reporting progress and .
recommendation whether the desired OUTPUTS : . . . Completion
REE: according to Home (verbatim from the OUTCOME has been necessary to SLSiem e wis Srsling e EClens ens Status
No. . . : (What do we want the RESULT to be?) ; ; ; agency do they work completed? Which agency
Office choices Overview Report) - achieved?? achieve this o do th Kin>
: result? in‘ o they work in~
1 National BPAS to consider if linking | BPAS has considered this action and will | Submit an application to | Submit Head of Safeguarding | BPAS Safety and Risk Complete
client records would be of | be implementing within the CAS2 the CAS2 IT team for application — BPAS Team — BPAS
. L . . . . 05/10/2021
benefit when reviewing electronic medical records that all client client records to be :
: . ; . : Safeguarding Team —
vulnerable clients records will be linked to assess previous linked on the BPAS BPAS
attendances and any prior safeguarding electronic record system
concerns. CAS2. CAS2 IT Team — BPAS
This will allow staff to assess the clients gg C;%ﬁg %Aﬁ]i © géﬁé Thead- Eepzfrﬁ —S anISR/Sand sk complete
individual risk appropriately, taking into records
consideration any prior attendances. ' Safeguarding Team —
Applications for changes to be made to BPAS
this system take time and therefore will be
implemented as soon as possible.
St Peters Health Centre

TO BE COMPLETED BY THE CHAIR OF THE REVIEW

Panel
Rec. No.

Category of
recommendation*
according to Home Office

What is the desired
OUTCOME of this

recommendation? How will we assess

whether the desired
OUTCOME has been

Recommendation

(verbatim from the Overview (What do we want the

What are the ACTIONS or
OUTPUTS necessary to
achieve this result?

Who is responsible
for completing this
action and which
agency do they work

Who will hold
responsibility for
reporting progress
and ensuring the
actions are

Completion Status

TO BE COMPLETED BY THE RELEVANT AGENCY’'S DHR PANEL MEMBER

received by the practice, is
reviewed by the clinician and
appropriate
codes/information is added
on to the clinical system
including scanning the actual
document received.

Lead

choices Report) RESULT to be?) achieved?? in? completed? Which
" agency do they work
) in?
1 Local Families with identified Alerts for the families with Clinician is aware of | Automated alert/pop up on GP Safeguarding ICB Safeguarding Completed
safeguarding information Identified safeguarding safeguarding the clinical system whereby Lead Team
should have an alert on concerns on to the patients concerns at each any patients with
their medical records record to alert the clinician consultation safeguarding
information/codes will trigger
an alert/pop up when records
are accessed by clinician.
All patient communication GP Safeguarding ICB Safeguarding Completed

Team
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As soon the information is
added onto the system, the
protocols will be triggered
when patient records are
accessed. This system is
supported by systems
suppliers and also by local IT
department. There is a
written process (Scanning &
Action Protocol) that Practice
staff member follow.

GP Safeguarding
Lead

ICB Safeguarding
Team

Completed

2 Local

GPs to review episodes of
non-attendance for
families/individuals where
there are safeguarding
concerns

GP Practice will review
current systems and
processes to manage of
non-attendance for the
families/individual where
there are safeguarding
concerns

Non-attendance
where there are
known safeguarding
concerns will trigger
areview by a
clinician

Discussed with all staff in
practice meeting and has
become part of the practice
procedure on dealing with
hospital letters

GP Safeguarding
Lead

ICB Safeguarding
Team

Completed

The clinicians will be made
aware by the clinical system
(pop up alert system) that
patient is safeguarding when
they are dealing with all
correspondence as all letters,
whether received
electronically or scanned
onto the clinical system, are
dealt by clinicians using the
clinical system.

GP Safeguarding
Lead

ICB Safeguarding
Team

Completed

When the clinician is
reviewing or acting on any
new correspondence (which
will include non-attendance
letters), the alerts will pop up.
This information and process
is part of new staff training.

GP Safeguarding
Lead

ICB Safeguarding
Team

Completed

We have added safeguarding
as a standing item on our
practice meeting agenda
where any safeguarding
concerns including non-
attendances at GP practice
or elsewhere can be
discussed.

GP Safeguarding
Lead

ICB Safeguarding
Team

Completed

Part of the on-going practice
procedure and all staff
members / clinician are
responsible for monitoring
non-attendance.

GP Safeguarding
Lead

ICB Safeguarding
Team

Completed

Leicester City Council Children’s Social Care
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TO BE COMPLETED BY THE CHAIR OF THE REVIEW

Panel
Rec. No.

Category of
recommendation* according
to Home Office choices

Recommendation

(verbatim from the Overview

What is the desired OUTCOME
of this recommendation?

(What do we want the RESULT

How will we assess
whether the desired
OUTCOME has been

What are the ACTIONS
or OUTPUTS necessary
to achieve this result?

Who is responsible
for completing this
action and which
agency do they

Who will hold
responsibility for
reporting progress
and ensuring the
actions are

__ TOBECOMPLETED BY THE RELEVANT AGENCY'S DHR PANEL MEMBER

Completion Status

planning or Looked
After children planning

assessments

Report) to be?) achieved?? work in? completed? Which
? : agency do they work
in?
1 Local Ensure key messages from | Increased understanding Through Quality Workshops to share Kate, CSC and EH | Teo, CSC and EH 31 Dec 21
IMR are shared across the across the workforce in these | Assurance activity key messages and
workforce: including 1) the areas; to improve decision including feedback think about the
importance of history in making and support threshold | from families. implications for
understanding past discussions, to support practice.
experiences and responses, | practitioners to improve Quiality assurance Teo, CSCand EH | Teo, CSC and EH 315t March 22
2) a focus on the known risk | assessments with families activity to assess
factors around domestic and develop more effective quality of
violence and ensuring that plans. assessments, plans
lan r h h
e et e | Toensure mate
and understanding people’s experience of families is .
effectively understood.
support networks and 4)
curiosity, understanding and
empathy as to why victims
may not be able to engage
in the planning.
2 Local Ensure all workers within Increased understanding Through Quality Training Audit of all Children’s Social Teo, CSC and EH 30" Sept 21
Duty and Advice, Single across the workforce in these | Assurance Activity and | SW within these teams | Care
Assessment and Child in areas; to improve decision feedback from families __ i : , : i
Need Children’s Social Work | making and support threshold Training advertised Children’s Social ongoing
teams have undertaken discussions, to support and attendance Care
domestic violence training practitioners to improve promoted. : :
(both introductory and assessments with families All Team Managers to | Children’s Social 31° March 22
working with). and develop more effective ensure this happens | Care
plans.
To ensure that the
experience of families is
effectively understood.
3 Local Workers undertaking risk To ensure that workers are Pathways set up and Pathways for Children’s Social Teo 31/12/21
assessments around the risk | supported in informed workers accessing this | consultation set up Care / UAVA
of domestic abuse should decision making and risk consultation. with UAVA, with clear
have access to expert assessments with families terms of reference.
support and consultation. have specialist input to Pilot of pathways — Children’s Social Teo 31/3/22
ensure all risks / and Quiality assurance of with feedback and QA | Care / UAVA
protective factors and safety | risk assessments via
plans are considered Child Protection QA activity of risk Teo Teo 31322
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4 Local Workers undertaking To ensure that all have the Feedback from families | Expectations agreed Kate Teo 31/12/21
domestic violence work have | support and space to improve | and QA activity of around provision /
access to reflective curiosity, develop practice plans, assessments, timing of reflective
supervision and discussion and plans, leading to better supervision process. supervision.
(which could be across the assessments and planning
core group) with families. Set up, with monitor Kate Teo 31/12/21
and review
mechanisms
5 Local Further training to be offered | To ensure that families have | Feedback from families | Safety planning Kate Teo Ongoing — until
to all on effective safety specific plans built with them, | and agencies within training 31/3/31
planning (and the detail based on their needs and safeguarding Safety planning best Kate Teo 31/10/21
required) and working with circumstances and the key processes and Team practice expectations
the safety network/ networks are involved and Around the Family shared
able to offer meaningful meetings
support. Quiality assurance

Leicester City Council Housing

TO BE COMPLETED BY THE RELEVANT AGENCY'S DHR PANEL MEMBER

TO BE COMPLETED BY THE CHAIR OF THE REVIEW

What is the desired .
Category of OUTCOME of this How will we UAEBES TS . . Wha willhold
- . . ACTIONS or Who is responsible for responsibility for
recommendation Recommendation recommendation? assess whether ; . . L
Panel . : OUTPUTS completing this action reporting progress and .
according to the desired . . ; Completion Status
Rec. No. f . . necessary to and which agency do ensuring the actions are
Home Office (verbatim from the Overview Report) (What do we want the OUTCOME has ; . ; :
. ; achieve this they work in? completed? Which
choices RESULT to be?) been achieved?? .
- result? agency do they work in?
1 Local Housing Options to add into procedure | Better communication Housing Options Procedure manual | Nicola, Homelessness This action is complete. | Complete.
manuals a task for homelessness between partner agencies, will not be in a update Prevention & Support,
caseworkers to make relevant agencies | and potentially an position to monitor Leicester City Council
aware upon closing a case where a) the | improvement in relevant realisation of the
applicant has disengaged and their agencies’ risk management | outcome. Educate and Nicola, Homelessness Nicola, Homelessness 01/10/2021
whereabouts are unknown, and b) the processes as a result of instruct staff Prevention & Support, Prevention & Support, Complete
applicant is known to be a perpetrator having the information. Leicester City Council Leicester City Council P
of DVA posing an active risk.
Agency DVA Lead | Nicola, Homelessness Nicola, Homelessness Review checks at
ensures new Prevention & Support, Prevention & Support, 01/11/2021 and
procedure is Leicester City Council Leicester City Council 01/02/2022.
being followed
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LPT

TO BE COMPLETED BY THE CHAIR OF THE REVIEW

TO BE COMPLETED BY THE RELEVANT AGENCY’'S DHR PANEL MEMBER

Panel
Rec. No.

Category of
recommendation*
according to
Home Office
choices

Recommendation

(verbatim from the Overview
Report)

What is the desired
OUTCOME of this
recommendation?

(What do we want the
RESULT to be?)
?

How will we assess

whether the desired

OUTCOME has been
achieved??

What are the ACTIONS or OUTPUTS
necessary to achieve this result?

Who is responsible
for completing this
action and which
agency do they
work in?

Who will hold
responsibility for
reporting progress and
ensuring the actions
are completed? Which
agency do they work
in?

What is the desired Who will hold
Category of OUTCOME of this How will we Wi s resmens e o responsibility for
Panel recommendation* Recommendation recommendation? assess whether What are the ACTIONS or combletin pthis action reporting progress and
Rec. No according to the desired OUTPUTS necessary to andr\JNhicr?a ency do ensuring the actions Completion Status
T Home Office (verbatim from the Overview Report) (What do we want the OUTCOME has achieve this result? the worgll< in’)y are completed? Which
choices RESULT to be?) been achieved?? y ’ agency do they work
? in?
1 Regional Public Health Nurse — School Nurses Handover process to be SOG has been
to be reminded to ensure the physical | . rp SOG and been updated Heathy Together Healthy Together
. included in the updated Updated . . .
and emotional health needs are met , and changes have been | Service Managers Service Managers April 2021
, . : Standard Operating document to be :
before a case is made inactive to the . . communicated to staff LPT LPT
. . Guidance (SOG) provided
school nursing service.
2 Regional Whole family safeguarding training will | The LSCPB escalation Training has been Lead Practitioner Lead Practitioner
include the need to escalate cases procedures added to the updated and Training package has Safeguarding Safeguarding September 2020
using the LSCPB procedures when a | new Level 3 safeguarding slides will be been updates LPT To be completed | LPT To be completed P
case is drifting. training provided by LPT by LPT
3 Regional Whole family safeguarding training will | The importance of Training package
include the importance of professional | professional curiosity to be gp 9 - Lead Practitioner Lead Practitioner
o ! . has been updated | Training package . .
curiosity. included in the new Level and slides will be | undated Safeguarding Safeguarding September 2020
three whole family rovided P LPT LPT
safeguarding training P
4 Regional Public Health Nurse — School Nurses
and Public Health Nurse — Health HV to School Nurse SOG has been SOG has been updated To be completed by To be completed by 3
Visitors to be reminded to ensure they | handover processes to be undated and the and changes LPT Heathy Together | LPT Heathy Together
document that a handover has been included in the Healthy P : communicated to Service Managers Service Managers .
" document will be April 2020
undertaken when a new practitioner together Updated Standard rovided workforce LPT LPT
takes over care of the family. Operating Guidance P
5 Regional Safeguarding team to provided A range of Information Summary of Senior Safeguarding Senior Safeguarding
information throughout the Trust to regarding the DASH RIC to campai x t0 be Campaign strategy to be Practitioner Domestic Practitioner Domestic November 2021
promote the use of the DASH RIC be provided to LPT staff via rovliodeg developed Abuse Abuse
a variety of routes. P LPT LPT
6 Regional The quality of safeguarding » N
safeguarding team. Evidence to be Safeguarding/ Heathy | Safeguarding/ Heathy
, _ provided via Monitoring tool and Together Service Together Service November 2021
schedule to be approved by | gafeguarding developed. Covid-19)
the FYPC LD directorate Assurance group To be completed by To be completed by
Safeguarding Assurance LPT LPT
group
UHL

TO BE COMPLETED BY THE CHAIR OF THE REVIEW TO BE COMPLETED BY THE RELEVANT AGENCY'S DHR PANEL MEMBER

Completion Status
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1 Local To audit the maternity ‘did Inclusion of the audit Complete an initial baseline audit of the Louise, UHL Michael, Head of October 2021 for
not attend’ policy process to | within the Trust’'s guideline. Safeguarding, UHL initial baseline
ensure it is consistently Safeguarding work plan audit.
applied where appropriate and audit schedule Women who do not

The guideline will be attend Antenatal Present results at the Trust’s
consistently applied in | Appointments will be | Safeguarding Assurance Committee. October 2021
practice, to ensure appropriately committee
appropriate follow up followed up, and any
action is taken as actions taken will be | Develop a remedial action plan,
required. recorded by depending upon the audit results.
maternity staff
Re-audit following implementation of
action plan, if indicated.
UAVA

TO BE COMPLETED BY THE CHAIR OF THE REVIEW TO BE COMPLETED BY THE RELEVANT AGENCY'S DHR PANEL MEMBER

Who will hold

. . . Who is responsibility for

Calegaly O.f Recommendation Wl U2 e clealies) OUTCOME of this . What are the ACTIONS responsible for reporting progress
Panel | recommendation* recommendation? How will we assess whether the ; . . :

. . or OUTPUTS completing this and ensuring the Completion
Rec. according to : . desired OUTCOME has been . . . :

No Home Office (verbatim from the Overview (What do we want the RESULT to be?) achieved?? necessary to achieve action and which actions are Status

' . Report) : o this result? agency do they completed? Which

choices ? ;
work in? agency do they
work in?

1 Local Review helpline Ensure that any escalation of risk is Helpline DHR Learning Event Circulation of revised | Helpline Service Helpline Service Completed —
procedures/pathway identified in a timely manner. Ensure to review current practice and Helpline Procedure Manager Manager (FreeVA) | 20.05.21
documents to ensure that practice guidance reflects required identify missed opportunities in | Manual
risks and needs are response to assist with the identification this case. Helpline Staff Helpline Service Helpline Service Completed —
reea\gﬁvg(e)crj\t?étt\?veitrlj\?ilcptlilrr:]esat and management of risk. Regular case management and | Learning Manager Manager (FreeVA | 04.03.2021

' Ensure opportunities for intervention are performance management Event/Briefing on behalf of
maximised and engagement with relevant | through staff supervision UAVA)
Full UAVA staff team to be o .
reminded to complete a support is timely and appropriate.
review of DASH RIC at DASH RIC Review — | Helpline Service Helpline Service Completed —
point of disclosure of further Agenda Item — UAVA | Manager Manager (FreeVA | 26.03.2021
incidents Operational on behalf of
Management Team UAVA)
Meeting (OMT)
Communication by UAVA Operational | Helpline Service Review —
OMT members to Management Manager (FreeVA | 20.08.2021
relevant staff teams Team (OMT) on behalf of
UAVA)

2 Local To review pathways Ensure referral pathways between UAVA Regular case management and | Agenda Item — UAVA | UAVA Operational | Helpline Service Completed —
between all UAVA services | services are clearly defined. review by Operational Operational Management Manager (FreeVA | 26.03.2021
';g :nos:srietz) i(I:iIt?easr %r\llsa(:g;med Ensure staff responsibilities towards Management Team (OMT) mngilger(nng';eam Team (OMT) (L)J?A 3i?alf of

>SP . L victims during any transition between g
victims during any transition : :
. services are clearly defined. _ . . . . .
between services/onward S _ Circulation of UAVA Helpline Service Helpline Service Completed —
referrals. Minimise risk of delayed/missed referral pathways to Manager Manager (FreeVA | 26.03.2021
opportunities to engage victims/survivors. OMT
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on behalf of
UAVA)

3 Local Within 2 working day of Ensure referrals are processed as soon as | Regular case management Circulation of PSS Jenkins Centre Jenkins Centre Completed —
receiving the referral [to the | received, and staff responsibilities reviews by service manager. policy and procedure | Service Manager | Service Manager | 20" April 2021
Jenkins Centre], victim regarding a timely response are clearly
details will be passed onto | defined.

&ﬁf@fﬁ,;ﬂ?fﬁgﬁ{f@wm Required tasks gnd procedure for initial
the following working day to contact completlon to be reviewed and
staff to be briefed on changes.
complete a full assessment,
mt_:ludlng a DASH RIC. If at Service manager Jenkins Centre Jenkins Centre Completed 1%
this stage itis _a_ssessed as case reviews Service Manager | Service Manager March 2021
the client requiring and ongoing
immediate support, then
they will be referred to the
relevant service [within
UAVA.

4 Local To review Partner Support To ensure staff are clear about what is Policy and procedure to be Review of PSS policy | Jenkins Centre Jenkins Centre Completed 19"
Service case management | required and what their responsibilities are | circulated and procedure Head of Service Head of Service March 2021
policies and procedures to regarding victim contact.
ensure responsibilities are
clearly defined by the end of Circulate policy and Jenkins Centre Jenkins Centre Completed 19%
April 2021. procedure Service Manager | Service Manager March 2021

5 Local Partner Support Service To ensure other UAVA services are clear | Briefings to be completed with Agenda item — UAVA | Jenkins Centre Jenkins Centre Completed —
cases will stay on an regarding PSS’s involvement with a case. | UAVA staff OMT, to clarify the Service Manager | Service Manager | 26" March
assessment list until the purpose of our service 2021
outcome of an assessment stage on oasis
is known, following which Improved pathways for partners referred to | UAVA service managers to be
the case will either change | PSS. briefed Briefings to be Jenkins Centre Jenkins Centre Completed 17™
to an open case or closed circulated round Service Manager | Service Manager February 2021
and referred onto other UAVA
support.

6 Local Where contact is not To ensure victims are properly updated of | Update policy and procedure to | Circulation of PSS Jenkins Centre Jenkins Centre Completed —
successful with victims, factors involving their case, and any non- | ensure worker responsibilities policy and procedure | Service Manager | Service Manager | 20™ April 2021
where it is safe to do so engagement of perpetrators, so additional | pertaining to contacting victims
letters will be sent out to support can be sourced. when non-suitability is
explaining what assessment established is clear.
will be undertaken with the
perpetrator, next steps and | Consistent communication in place with
what support they can victims referred to PSS.
access in the meantime.

7 Local Jenkins Centre to To support CYPS to make timely risk and | Update policy and procedure to Circulation of PSS Jenkins Centre Jenkins Centre Completed —
implement timescales for case decisions. ensure worker responsibilities policy and procedure | Service Manager | Service Manager | 20" April 2021
when perpetrators are To ensure perpetrators/victims have pertamli?]g © ;;ontt;a Ctmr]g arnd lear.
contacted for assessments " " , assessing perpetrators are clea

. . minimal waiting periods to be offered _
(this should be within 5 appropriate timelv support Service manager to manage the
working days of receiving Pprop y support. allocations of cases, and the
an agency referral). timescales for assessment in case
management meetings completed
fortnightly.
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Appendix 3: DHR Recommendations and Template Action Plan

TO BE COMPLETED BY THE CHAIR OF THE REVIEW
Category of . bl s e desirgd th 5 Who will hold responsibility
Panel | recommendation* RECEHITEMIETN OLIGohil= of'th|s How will we assess whether the respons'lble fqr for reporting progress and Proposed
. ? / What are the ACTIONS or OUTPUTS completing this porting prog P
Rec. according to . . EERMITEHE ETE desired OUTCOME has been X : mp g ensuring the actions are date of
No. Home Office (verbatim from the Overview achieved?? necessary to achieve this result? action and which completed? Which agency | completion
choices Report) (What do we want the agency d_o they do they work in?
RESULT to be?)? work in?
1 Local The Community Safety Local communities
Partnership to develop a are supported
mechanism to coordinate a following a domestic
partnership response after a abuse homicide.
domestic homicide, in order to
provide opportunities for
community re-assurance and
information, as well as promote
awareness of domestic abuse
and create opportunities for
disclosure.
2 Local The Community Safety The ongoing support
Partnership to satisfy itself that | needs of Child A, B
Child A, B and C (as well as and C relating to this
their kinship carer) are offered DHR are met.
support in relation to the
publication of the DHR.
3 Local After the publication of this The ongoing support Report attached to social care files and | Children’s Social Once
DHR, the Community Safety needs of Child A, B case record added. Care published
Partnership to work with and C relating to this
Leicester City Council DHR are met.
Children’s Social Care to
ensure that th'? reportis : Letter sent to carers to enable them to Children’s Social Within 3
attached to Child A, Band C’s ) X
) - share the relevant information as and Care months of
social care records. This is so when publication
that, if they wish to read the
DHR when they are older, it will Social Worker to review Later life letter
be available to them. content and make relevant additions
Information also to be provided
for a Later Life Letter.
4 National BPAS to review its current BPAS can provide All BPAS staff receive adequate Update CAS2. CAS2 IT Lead — | BPAS Safety and Risk 30/11/2021
guidance and training for staff timely and safeguarding level 3 training BPAS Team — BPAS
concerning the real-timg appropriate advice every 2 years. This training Safeguarding Team —
management of domestic abuse | and support around includes scenarios regarding BPAS
disclosures. domestic abuse, domestic abuse as well as other
including real time safeguarding concerns seen at .
responses to BPAS. BPAS has developed an Inform BPAS staff. Head of _ BPAS Safety and Risk 30/11/2021
disclosure. adult safeguarding risk Safeguarding — | Team — BPAS
assessment which is completed BPAS Director of Safeguarding Team —
when a client disclosed any form Nursing —BPAS | o/ g
of domestic abuse or if BPAS
recognise any concerns. The form
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has been in use at BPAS since
2019, and the policy was updated
in November 2020 to provide
guidance to staff when the risk
assessment should be completed.
BPAS will update the electronic
client records to extend the
number of initial safeguarding
guestions asked. This will include
a guestion regarding domestic
abuse. If the clients reports
concerns regarding this, a force
function within the system will
request a safeguarding risk
assessment is completed before
treatment is able to be booked.

National

BPAS to review its current
guidance to clarify access
arrangements to its clinics/units
and the management of
premises.

BPAS can manage
situations where an
unaccompanied user
attended clinics.
Policy to be updated
to reflect clear
guidance regarding
access
arrangements.

This policy will outline
the importance of not
allowing unauthorised
personnel to enter
BPAS premises and
what actions to take if
someone forces
entry.

Staff have a clear understanding
of what their responsibilities are,
online training is completed as
per policy, incidents are reported
via Datix and reviewed.

A recent example has shown an
improvement with regards to
access at BPAS. A male tried to
enter BPAS premises and
demanded to speak to his
partner. The male was not
granted access and asked to
leave. As the client remained in
the car park, police were called to
assist. The client was contacted,
however as she did not answer
the call, social services were
notified to ensure the client and
her children were safe and free
from harm. The safeguarding
team were notified and a Datix
form was submitted.

Update policy. Health and Health and Safety Lead — | Complete
Safeylead— | BPAS 19/01/2021
BPAS Safety and Risk
Team — BPAS
Inform staff of update at staff forum. Health and Health and Safety Lead — | Complete
Safety Lead — BPAS
BPAS 19/01/2021

BPAS Safety and Risk
Team — BPAS
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Local

The ICB to review the
effectiveness of the current
domestic abuse policy guidance
and the extent to which this is
consistently implemented and
has improved practice on the
ground.

Health professionals
can identify and
respond to domestic
abuse.

Assurance and audit through the
ICB Primary Care Team and ICB
Safeguarding Team Assurance
Tools

Through the ICB Primary Care Team
strengthening of the requirement for
GPs to demonstrate:
e Completion of the Safeguarding
Assurance Tool (SAT)
e Completion of Level 3
Safeguarding Training
e Attendance of Safeguarding
Lead at the GP Forum and
cascade learning within their GP
Practice

A GP Domestic Abuse Lead in each GP
Practice

ICB
Safeguarding
Team

Rachel Designated
Nurse/Carol Richardson
Safeguarding Manager

December
2021

Monitoring of the completion of the
Quality Markers Tool (a safeguarding
focussed assessment for GP Practices)
by GP Practices. The Quality Markers
Tool includes a section on domestic
abuse with specific questions about
domestic abuse policies, training,
referral pathways, risk assessment
strategies and lowering the threshold for
enquires.

ICB
Safeguarding
Team

Rachel Designated
Nurse/Carol Richardson
Safeguarding Manager

December
2021

There will be a focus on domestic abuse
at the GP Safeguarding Forum (both
adult and children) including a
programme to re-launch domestic abuse
guidance, refresh domestic abuse
training, reinforce key messages (such
as lowering the threshold for enquiry)
and engage Safeguarding Leads to
share their challenges and solutions to
improve outcomes.

ICB
Safeguarding
Team

Carol Safeguarding
Manager/ Amrin Rahuf
ICB Named Doctor

October
2021

Development of a GP briefing, focussed
on the key messages from the Shilpa
DHR, and presented as a learning tool
at the GP Forum.

ICB
Safeguarding
Team

Carol Safeguarding
Manager

October
2021

Local

The ICB to consider developing
a business case for support to
GPs based on the IRIS model,
including training, pathways,
and advocacy support.

Health professionals
are supported to
identify and respond
to domestic abuse.

Assurance and audit of GP
Practices through the ICB Primary
Care Team and ICB Safeguarding
Team assurance tools

Re launch of the domestic abuse
strategy (previously delivered in 2018)
to support GPs to strengthen their
clinical practice and supported by new
systems for assurance and monitoring
(GP SAT).

ICB
Safeguarding
Team

Carol Safeguarding
Manager

October
2021

There will be benchmarking of GP
Safeguarding Lead attendance at GP
Forums and assurance sought that they
cascade learning to practice staff to
strengthen service delivery.

ICB
Safeguarding
Team

Rachel Designated
Nurse/Carol Richardson
Safeguarding Manager

December
2021
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There will be a Domestic Abuse Lead
identified in each GP Practice through
the Safeguarding Assurance Tool (SAT)
to strengthen domestic abuse
knowledge and skills.

ICB
Safeguarding
Team

Garton Designated
Nurse/Carol Richardson
Safeguarding Manager

December
2021

8 Local UHL to work with other health Patients attending the | Availability of HIDVAs within the Bids submitted via the Police and Crime Completed
trusts and commissioners to Trust’'s Emergency department is secured. Commissioner and Women'’s Aid to August
develop a long term, Department secure IDVA funding 2021
sustainable funding strategy for | (primarily), where
HIDVA provision. there are disclosures

or concerns of
domestic abuse will
benefit from specialist
advice and support
from HIDVA. This
support will be
extended to maternity
patients and other
inpatients as capacity
allows.

9 Local FreeVA and Children’s Services | There are robust Quality of referrals received. Prepare briefing crib sheet for local Jenkins Centre Jenkins Centre Service Completed
to work together to improve joint | pathways to specialist practitioners. Service Manager | Manager — 1st
working relationships by perpetrator Increased joint working February
reviewing current pathways and | interventions. arrangements in place and Set dates for the remainder of the year 2021
training and by implementing regular communication. for briefings.
weekly pilot Jenkins Centre Improved
surgeries. These surgeries to communication and Implement weekly pilot JC surgeries
be available to social workers relationships with
for professional guidance on children services
work with perpetrators, Deliver regular September
including around engagement briefings regarding 2021
with the Jenkins Centre. service offer,

including time for
support regarding
individual cases and
Q and As.

10 Local The LSCPB to review local Institutional Review of the guidance on case Submit proposal to the LLR SCPs Policy | Pratima / LSCPB | LSCPB Office 31t
guidance so that, where knowledge is retained | child protection conferences/core | and Procedure Group meeting in Office December
children on child protection during transfers groups November 2021 to consider whether a 2021
plans move schools, the between different review of the LLR SCPs Child Protection
previous school is invited to agencies (in this case Procedure/standards document and
attend core group meetings and | schools). core groups is required in relation to the
case child protection Invitation is sent by recommendation.
conferences. CSC to relevant

practitioners including Where a review of the procedures is

previous and current required to progress this via and LLR

schools to attend SCPs Policy and Procedures Group Pratima / LSCPB 31t

core group and case Office LSCPB Office December
child protection 2021

conferences and
there is attendance
from them to case
child protection
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conferences and core

groups.
11 Local The LSCPB to review local Institutional Review of the guidance on case Submit proposal to the LLR SCPs Policy | Pratima / LSCPB | LSCPB office 31t
guidance so that the previous knowledge is retained | child protection conferences/core | and Procedure Group meeting in Office December
school can send a during transfers groups November 2021 to consider whether a 2021
representative to core group between different review of the LLR SCPs Child Protection
meetings and case child agencies (in this case Procedure/standards document and
protection conferences. schools). core groups is required in relation to the
Invitation is sent by recommendation
CSC to previous
schools to attend Where a review of the procedures is
core group and case required to progress this via and LLR
child protection SCPs Policy and Procedures Group
conferences and
there is attendance
from them to case
child protection
conferences and core
groups.
12 Local The LSCPB to ensure that there | Education There is attendance from local Domestic abuse training booklet is
is a domestic abuse training professionals can schools to domestic abuse promoted widely by the LLR SCPs
package available to, and taken | identify and respond | training Multiagency learning and delve learning
up by, local schools (planning to | to domestic abuse. prog
develop this to include Social Local schools are
Care & Early Help and with aware of and attend
UAVA). domestic abuse
training.
12 National Respect to ensure that There is consistent All accredited services have A spot check was conducted with The Respect Alistair Sherlock, Respect. | March 2022
accredited Domestic Violence practice as to the confirmed in writing that their Jenkins Centre on 16.08.21 to ensure Standard 4™
Perpetrator Programmes have | timeliness of contact | practice is in accordance with the | their practice of engaging survivors is Edition revision,
a consistent understanding of and case Respect Standard. within the intention of standard B4.5 Alistair Sherlock,
best practice about the management Respect.
timeliness and case responsibility in The assessment process already | All other accredited services have
management responsibility of respect of perpetrator | captures and provides clarity on confirmed in writing that they work to the
Partner Support Services. interventions. the meaning of Standard B4.5 standard with reference to B4.5
Respect to ensure that this is and all assessors are aware of
clearly expressed in, and the need to confirm The development of the 4" Edition of
assessed for, as part of the understanding of the wording of the Respect standard is in process with
Respect Standard 4™ Edition B4.5 in its current form to ensure | this standard marked for revision of the
when it is published. high quality and consistent wording.
practice.
14 Local The CSP to work with other The linguistic needs

local authority departments to
understand the demand profile
of perpetrator interventions in
the city and ensure there is
clarity in terms of funding for
both one-off translation funding
and a broader work force
strategy for the Jenkins Centre
to meet this need.

of residents are
understood and there
is sufficient provision
to respond to need.
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15 Local Children’s Social Care to Multi-agency working, | Quality Assurance QA activity and feedback Children’s Social 31/12/21
undertake spotlight quality ongoing case Care
assurance activity to review management, is
referrals to UAVA/Jenkins robust
Centre/other services where To ensure there are
domestic abuse is an identified | no gaps in provision
issue for and families access
families. Recommendations will | the services they
be shared with UAVA/Jenkins need when they need
Centre and the LSCPB. them.

16 Local Children’s Social Care to work | Children’s Social See above CSC SA 3
with UAVA/FreeVA to review Care professionals
current pathway, training and to | can identify and
pilot weekly surgeries that will respond to domestic
be available to social workers to | abuse.
access for professional
guidance on cases and to
improve joint working
relationships.

17 Local The Community Safety The learning from this | Local communities are supported DHRO 2022 —
Partnership to facilitate learning | DHR is disseminated ongoing
and dissemination events with to local agencies and work.
local agencies and professionals.
professionals to consider the
lessons learnt from this case
and identify how this learning
can be used to improve local
practice.
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Appendix 4: Glossary of Terms

AAFDA Advocacy After Fatal Domestic Abuse

ANP Advance Nurse Practitioner

BPAS British Pregnancy Advisory Service

CAFCASS Children and Family Court Advisory and Support Service

ICB Integrated Care Board

CCR Coordinated Community Response

CiN Child in Need

CWT Child Welfare Team

CP Child Protection

CPIS Child Protection Information Sharing

DASH RIC Domestic Abuse, Stalking and Honour Based Violence Risk
Identification Checklist

DHR Domestic Homicide Review

EMAS East Midlands Ambulance Service

EMH East Midlands Homes

ESA Employment and Support Allowance

FCA Family Court Advisor

FLO Family Liaison Officer

FreeVA Free from Violence and Abuse

GP General Practice/General Practitioner

HIDVA Hospital based Independent Domestic Abuse Advisor

HMIC Her Majesty’s Inspectorate of Constabulary

IAPT Improving Access to Psychological Therapies

ICPC Initial Child Protection Conference

ILE Indefinite Leave to Enter

ILR Indefinite Leave to Remain

IMR Individual Management Review

IRIS Identification and Referral to Improve Safety

ISS Integrated Support Service

LPT Leicestershire Partnership NHS Trust

LSCPB Leicester Safeguarding Children Partnership Board

LWA Living Without Abuse

MARAC Multi-Agency Risk Assessment Conference

MASH Multi-Agency Safeguarding Hub

NHCT Nottinghamshire Healthcare Trust

NTL No Time Limit

PHQ Patient Health Questionnaire

PTSD Post-Traumatic Stress Disorder

RCPC Review Child Protection Conference

STADA Standing Together Against Domestic Abuse

UAVA United Against Violence & Abuse

UHL University Hospitals of Leicester NHS Trust

VSHS Victim Support Homicide Service
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