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	1
	The Review Process


	1.1
	This summary outlines the process undertaken by the Safe Newcastle Partnership, Domestic Homicide Review panel in reviewing the death of Nora, who was a resident in their area.

	1.2
	The following pseudonyms have been used in this review for the victim, perpetrator and the victim’s child in order to protect their identities.

	
	Name 
	Who
	Age
	Ethnicity

	
	Nora
	Victim
	34
	White British

	
	Tim
	Nora’s partner
	38
	White British

	
	Alex
	Victim’s child
	Secondary school age
	White British


	1.3
	Nora was born and brought up in Newcastle, where she was a resident all of her life. Nora became pregnant when she was 18, but lost the baby: it is thought that this may have been a precursor to her beginning to drink heavily. Nora was diagnosed by her GP with alcohol dependence and anxiety.


	1.4
	In 2016, Nora formed a relationship with Tim. Although the couple often separated and described each other as their ‘ex’, Nora and Tim were living together at the time of her death. On a day in September 2019, Tim called an ambulance for Nora as she was unconscious having suffered a head injury. Nora was taken to hospital and died several days later from her injuries. A post-mortem concluded that the primary cause of death was blunt force trauma, with a secondary cause of cirrhosis.


	1.5
	A police investigation did not conclusively identify the cause of Nora’s injuries and, to date, no one has been charged with any offence in relation to her death.  


	1.6
	The police did not refer the case to Safe Newcastle (the Community Safety Partnership) for consideration of a Domestic Homicide Review. This was because the cause of Nora’s fatal injuries was undetermined, and the police did not think the case fitted the criteria for a DHR.


	1.7
	Nora’s family sought assistance from AAFDA[footnoteRef:1] and, following representations made by AAFDA and a solicitor acting for the family, Safe Newcastle agreed to conduct a Domestic Homicide Review: the Home Office was notified on 17 May 2021. The basis of the decision to hold a Domestic Homicide Review was that there was a history of domestic abuse in the relationship between Nora and Tim, together with a number of injuries sustained by Nora which did not have a conclusive explanation. [1:  Advocacy After Fatal Domestic Abuse] 



	1.8
	Ged McManus was appointed as Chair on 7 July 2021, but was unable to begin work immediately and the review began in September 2021. The panel met six times by video conference with further work being conducted by telephone, video conferencing and the exchange of documents. The review was concluded on 13 June 2022, following a period of consultation with Nora’s family.


	1.9
	Additional note dated December 2025

Although this DHR was concluded in July 2022 the coroners process was not concluded at that time. A decision was made not to publish the report until the conclusion of the coroner’s inquest. The inquest was concluded in November 2025. The corners record of inquest states:

Medical cause of death:
1a Acute Right Subdural Haematoma
II Cirrhosis of the liver

How, when and where, and for investigations where section 5(2) of the Coroners and Justice Act 2009 applies, in what
circumstances, the deceased came by his or her death:
Nora died at the Royal Victoria Infirmary, Newcastle upon Tyne on [date redacted] having been admitted on [date redacted] with head injuries that had been sustained in circumstances that could not be ascertained.

Conclusions of the coroner/jury as to the death: 
Open





	2
	Contributors to the review

	
	Agency
	Contribution

	
	Northumbria Police
	IMR

	
	Newcastle Children’s Social Care
	Chronology

	
	North East Ambulance Service
	IMR

	
	Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust
	IMR

	
	Newcastle upon Tyne Hospitals NHS Foundation Trust
	IMR

	
	Newcastle Gateshead Clinical Commissioning Group (CCG) on behalf of primary care
	IMR

	
	Newcastle Adult Social Care
	IMR

	
	Your Homes Newcastle
	Chronology

	
	School attended by Nora’s child
	Brief information



	3
	The Review Panel Members

	
	Ged McManus
	Independent Chair and Report Author


	
	Carol Ellwood-Clarke
	Independent Support to Chair


	
	Joan Flood
	Community Safety Lead (VAWG),
Newcastle City Council

	
	Lesley Sinclair
	Named Nurse, Adult Safeguarding
Newcastle upon Tyne Hospitals NHS Foundation Trust

	
	Dr Karen Hutchinson
	Newcastle Gateshead Clinical Commissioning Group

	
	Louise Gilbert
	Serious Incident Investigator, Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust

	
	Kimberley Flynn
	Detective Chief Inspector, Northumbria Police

	
	Laura McIntyre
	Head of Women’s and Children’s Services, Changing Lives [domestic abuse specialist]

	
	Sam Keith
	Service Manager, Safeguarding Adults
Newcastle City Council

	
	Jane Stubbings
	Named Lead Professional Safeguarding Adults, North East Ambulance Service

	
	Kerry Best
	Safeguarding Partner, Your Homes Newcastle

	
	Warren Petitjean
	Service Manager, Newcastle Children’s Social Care

	
	Andrea Hearn
	Consultant Psychiatrist in Addictions, Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust



	3.2
	The Chair of Safe Newcastle was satisfied that the Panel Chair and Author were independent. In turn, the Panel Chair believed there was sufficient independence and expertise on the panel to safely and impartially examine the events and prepare an unbiased report. Panel members had not previously been involved with the subjects or line management of those who had. 


	4
	Chair and author of the overview report

	4.1
	Sections 36 to 39 of the Home Office Multi-Agency Statutory Guidance for the Conduct of Domestic Homicide Reviews December 2016, sets out the requirements for review Chairs and Authors. In this case, the Chair and Author were separate people.



	4.2
	Ged McManus was chosen as the Chair and Author of the review. He is an independent practitioner who has chaired and written previous DHRs and Safeguarding Adults Reviews. He has experience as an Independent Chair of a Safeguarding Adult Board (not Northumbria) and was judged to have the skills and experience for the role. He served for over thirty years in different police services in England (not Northumbria). Prior to leaving the police service in 2016, he was a Superintendent with particular responsibility for partnerships including Community Safety Partnership and Safeguarding Boards.



	4.3
	Carol Ellwood-Clarke supported the Chair of the review. She retired from public service (British policing, not Northumbria) in 2018, after thirty years, during which she gained experience of writing Independent Management Reviews, as well as being a panel member for Domestic Homicide Reviews, Child Serious Case Reviews and Safeguarding Adults Reviews. In January 2017, she was awarded the Queens Police Medal (QPM) for her policing services to Safeguarding and Family Liaison.  In addition, she is an Associate Trainer for SafeLives.


	4.4
	Between them, they have undertaken over sixty reviews including the following: Child Serious Case Reviews; Safeguarding Adults Reviews; multi-agency public protection arrangements (MAPPA) serious case reviews; Domestic Homicide Reviews; and, have completed the Home Office online training for undertaking DHRs. They have also completed accredited training for DHR chairs, provided by AAFDA.[footnoteRef:2] [2:  Advocacy After Fatal Domestic Abuse] 



	4.5
	Neither of them has previously worked for any agency involved in this review. 





	5
	Terms of Reference

	5.1
	The purpose of a DHR is to: 
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; 
Identify clearly what those lessons are both within and between agencies, how and within what timescales they will be acted on, and what is expected to change as a result; 
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; and 
Highlight good practice. 
(Multi-Agency Statutory guidance for the conduct of Domestic Homicide Reviews 2016 section 2 paragraph 7)

	5.2
	Timeframe under Review
The DHR covers the period 1 April 2016 to Nora’s death in September 2019 


	5.3
	Case Specific Terms
Subjects of the DHR
Deceased: Nora, 34 years old

Partner of deceased: Tim, 38 years old

Nora’s Child:  Alex, secondary school age

1. What indicators of domestic abuse, including coercive and controlling behaviour, did your agency have that could have identified Nora as a victim of domestic abuse, and what was your response?

2. What risk assessments did your agency undertake for Nora; what was the outcome? Were risk assessments accurate and of the appropriate quality?
3. What was your agency’s knowledge of any barriers faced by Nora that might have prevented her reporting domestic abuse, and what did it do to overcome them?
4. What knowledge did your agency have of any alcohol / drug / gambling addictions, mental health issues, or other complex needs in respect of Tim and/or Nora? What services did your agency provide in response to these issues? 
5. What services did your agency provide for Nora, Tim, and Alex? Were they timely, proportionate and ‘fit for purpose’ in relation to the identified levels of risk?  
6. How did your agency ascertain the wishes and feelings of Nora, Tim and Alex about their victimisation and offending, and were their views taken into account when providing services or support? 
7. Were there opportunities for professionals to routinely enquire with Nora regarding domestic abuse? Did those enquiries take place, if not, why?  
8. What knowledge did your agency have that indicated that Tim might be a perpetrator of domestic abuse, and what was the response? 
9. Were single and multi-agency policies and procedures, including the MARAC and MAPPA protocols, followed; are the procedures embedded in practice, and were any gaps identified? 
10. What knowledge or concerns did family, friends and community have about Nora’s victimisation, and did they know what to do with it?
11. Were there issues in relation to capacity or resources in your agency that impacted on its ability to provide services to Nora, Tim and Alex, or on your agency’s ability to work effectively with other agencies? 
12.  What learning has emerged for your agency?
13. Are there any examples of outstanding or innovative practice arising from this case?
14. Was the learning in this review similar to learning in previous Domestic Homicide Reviews commissioned by safe Newcastle?





	6
	Summary chronology

	6.1
	Nora was diagnosed by her GP with anxiety and alcohol dependence and was often intoxicated when she sought help. She had suffered a number of traumas in her life, including losing a child and domestic abuse. She would often reach out to services when in crisis but struggled to engage more consistently with services and support in a more structured way. The Review Panel recognised that the references to Nora’s intoxication and engagement with services could be construed as victim blaming. The Review Panel was clear in their views that Nora’s previous trauma and life experiences could have impacted on her use of alcohol. The Review Panel agreed that references to alcohol dependence and intoxication needed to be included in this section of the report as contextual information.  

	6.1.1
	Abbreviations

	
	Common abbreviations used in this section of the report are as follows:
NEAS – North East Ambulance Service
RVI – Royal Victoria Infirmary (Newcastle upon Tyne Hospitals NHS Foundation Trust)
CNTW – Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust

	6.2
	Relevant information prior to the review period

	6.2.1
	On five occasions between 2007 and 2010, concerns were raised to Children’s Social Care, by various agencies, in relation to Alex’s welfare – relative to Nora’s alcohol abuse and the potential impact on Alex. On each occasion, the concerns were investigated and it was found that Alex was safely being cared for by their father, with the support of grandparents. Following access to the report, they stated that they recalled only two occasions, and that on none of these occasions was Alex’s father spoken to.


	6.2.2
	In 2008, Nora became pregnant and was referred by the police to Children’s Social Care. During her engagement with Children’s Social Care, Nora’s family say that she was told she would be unable to keep the child due to her alcohol consumption and lifestyle. As a result of this, Nora opted for a termination. Nora’s family say this was a significant issue in her life and wish it to appear in the report.

	6.2.3
	 In April 2010, Nora was referred to the CNTW addictions service by the Gastroenterology and Liver Unit. It appeared Nora felt unable to accept support from the service.


	6.2.4
	In October 2010, police attended a domestic abuse incident between Nora and Alex’s father. Alex was present in the home. This was documented as a verbal argument which was resolved when Alex and their father left temporarily to go to a relative’s home.


	6.2.5
	Nora’s family told the Chair of the review that this appeared to be the catalyst for a change in the family’s living arrangements. After this, Nora largely lived elsewhere whilst Alex and their father stayed in the family home. The tenancy for this home was in Nora’s name and was paid for through Nora’s housing benefit. Alex told the Chair of the review that after they started high school, Nora never stayed at the house. The housing provider (Your Homes Newcastle) was unaware of this arrangement until after Nora’s death. Property management records, seen by the review, indicate that the only involvement Your Homes Newcastle had during the review period was with routine maintenance issues.


	6.2.6
	In July 2011, Nora was assaulted by a man who she was not in a relationship with. During the course of the assault, Nora was struck on the back of the head which rendered her unconscious for a short period of time. The man was charged with offences and remanded in custody. However, no evidence was offered at court after Nora declined to attend as a witness: he was found not guilty.


	6.3
	Relevant information during the review period

	6.3.1
	Nora had many interactions with services, especially medical services. For example, North East Ambulance Service (NEAS) had 102 interactions with Nora and Tim during the review period. Nora also had many GP appointments and attendances at hospital. Only those interactions with medical services that the review panel deemed to be relevant to the review are included  in this executive summary – as the panel thought that including all interactions would be overwhelming. A longer list is included in the overview report.


	6.3.2
	On 15 May 2016, staff at an NHS walk-in centre reported to the police that a known male (not Tim) and Nora were in the centre and were fighting. The male was aggressive, swearing and raising his arms to a member of staff. Police attended and the man was arrested for affray. Nora was also arrested and received a summons for being drunk and disorderly. A DASH [footnoteRef:3]risk assessment was completed showing Nora as the victim. It had one risk indicator and was assessed as standard risk. [3:  The Domestic Abuse, Stalking and Honour Based Violence (DASH 2009) Risk Identification, Assessment and Management Model was implemented across all police services in the UK from March 2009, having been accredited by ACPO Council, now known as National Police Chief Council (NPCC).] 



	6.3.3
	On 11 June 2016, NEAS received a call from a member of the public reporting an ongoing incident: both people involved were reported to be unconscious. The information was passed to the police who attended the scene. A known male [same male as 15 May incident – not Tim] had been assaulted by an unknown third party: he had been hit over the head with a bottle. Nora also had minor injuries. Both were taken to RVI. Nora was unable to remember what had happened. A crime of actual bodily harm was recorded. 

Nora self-discharged after an initial assessment. A safeguarding adult alert was made by RVI staff to Adult Social Care for Nora. NHS Safeguarding Team followed up with Adult Social Care, police and GP to see if further information could be established: the information was shared. 


	6.3.4
	On 16 June 2016, Nora attended RVI emergency department. She was asked whether she was suffering from domestic abuse; she did not make any disclosure.


	6.3.5
	On 20 June 2016, NHS Safeguarding Team staff contacted Nora’s GP to discuss concerns around her recent hospital attendance. A note on the GP record states: 

“Repeated attendances at A&E with intoxication and injuries – recent assault with hammer. Have put safeguarding alert in but difficult to proceed as no consent no safe contact number and she denies Domestic abuse. Keen that we try to gain further information if she attends the GP surgery? is this domestic violence? all alcohol related. Asks for us to be aware if she attends"


	6.3.6
	At 8 am on 24 June 2016, Nora was taken to the emergency department at RVl by NEAS – having been found unconscious in a doorway. She had been sleeping outside overnight. She complained of extensive bruising from an assault. Hospital staff called the police as they were concerned for Nora’s safety. Nora did not want to speak to the police, and they were unable to obtain any details of the assault. A number of attempts were made to speak to Nora in the days after she left hospital, but these were all unsuccessful. There was insufficient evidence to proceed with the case.


	6.3.7
	At 5:40 pm on 24 June 2016, there was a further call to the ambulance service from a third party, reporting Nora had fallen down stairs causing a head injury. She said that she had fallen down approximately 12 steps. Nora physically assaulted a member of the crew in attendance and was taken to RVI. An ‘at-Risk’ flag was placed on NEAS systems to alert future crews of possible risks when attending Nora. A safeguarding adult alert was made by RVI staff. Adult Social Care was unable to contact Nora and sent a letter offering support.


	6.3.8
	On 15 July 2016, a member of the public called an ambulance after Nora told them that she had been pushed down some stairs. NEAS attended and noted pain and tenderness to the head, neck and chest, and swelling to the ankle. Nora was taken to RVI. Nora was kept under observation before being discharged; she did not disclose any further information about her injuries. Both NEAS call handlers and the ambulance crew were aware of the allegation that Nora had been pushed down the stairs, but did not report the incident to the police. NEAS considers this to be a missed opportunity. Following access to the report, the family stated that there were no stairs, as Nora lived with Tim in a ground floor flat. The family stated that there is a consistent theme, in agency records, of recording that Nora had fallen downstairs; however, the family were adamant that Nora was not at, or living in, a property where there were stairs.


	6.3.9
	On 2 August 2016, Nora attended a walk-in medical centre, as a result of a routine medical condition. A referral was made to Children’s Social Care in respect of Alex. An enquiry found that he was being safely cared for by his father.


	6.3.10
	On 11 October 2016, Nora told her GP that she was drinking 300 units of alcohol per week. A further referral to addiction services (Lifeline) was made, but Nora did not attend the appointments.


	6.3.11
	On 6 November 2016, Nora called NEAS four times. The calls were incomplete and unclear. An ambulance was dispatched to undertake a welfare check; the crew recorded Nora had suffered an unwitnessed seizure, due to alcohol withdrawal. Nora told the crew that she had been drinking alcohol for 16 years and wished to stop. She requested hospital admission for detox. Nora was conveyed to the RVI. Nora self-discharged from RVI the following day against medical advice. She was noted to have capacity to make the decision. 


	6.3.12
	On 23 January 2017, Nora attended RVI. She said that she had fallen against a coffee table the previous evening and had been feeling sleepy since. She had bruising to her head and complained of a headache.


	6.3.13
	On 18 April 2017, at a GP appointment, Nora was told the results of an abnormal liver function test. It was explained that she may die if she didn’t stop drinking so heavily: she was referred to Lifeline. Following access to the report, the family stated that Nora was not referred to Lifeline.


	6.3.14
	On 9 June 2017, NEAS received a call from a friend of Nora reporting that she had fallen down the stairs the night before, causing a head injury. Examination noted a haematoma to the back of the head and bruise to the jaw. Nora was taken to the RVI where she was assessed, and her injury X-rayed. The Accident and Emergency department was cleared due to an ongoing major incident, and there are few notes of this attendance.


	6.3.15
	On 25 June 2017, Nora was taken to RVI by ambulance due to ongoing symptoms of a headache and a recent fall down stairs. The crew recorded that Nora had advised that she had been self-titrating a reduction in alcohol, and that her addiction counsellor had advised her not to do this. It has not been possible to trace any record of Nora engaging with an addiction counsellor.


	6.3.16
	On 24 September 2017, Nora called 999 reporting a fall and possible head injury. An ambulance was dispatched and the crew recorded that Nora was on the couch when they arrived on scene. An unknown relative was present. The relative advised that Nora had weakness in her legs which caused falls. Nora said that she had tripped and hit her head on the ground. The crew noted a small haematoma to the right side of the head. Following full assessment, the crew suggested conveyance to Accident and Emergency for further assessment. Nora initially agreed but later declined further assessment – she was left in the care of the relative. The crew documented that at the time they were on scene, Nora was not intoxicated and had not had a drink for over 10 hours. She was deemed to have capacity to make the decision.


	6.3.17
	On 28 October 2017, NEAS received a 999 call from Tim reporting Nora had fallen, resulting in a head injury. He advised that Nora was bleeding and was also short of breath. Documentation from the crew is recorded as Nora having fallen twice, and on both occasions, she was reported to have struck her head. The information disclosed was that Nora had gone to get the last bus into town when she had fallen backwards. Her partner had picked her up and she had fallen again, at which point he took her home. Examination noted two large contusions to the right side of the head. Nora was taken to RVI. Her injury was assessed and she had a CT scan. She was given head injury advice. Due to an IT problem, there are minimal notes of this attendance.


	6.3.18
	On 11 January 2018, Nora saw a GP. She was advised regarding the risk of death if she continued to drink. Nora was given the number for Lifeline. Following access to the report, the family stated that Nora would not have had the capability to telephone Lifeline and ring for help.  


	6.3.19
	On 16 April 2018, a call was made to NEAS on 999 by a friend of Nora’s. She had chest pain, a head injury, and was vomiting blood. Whilst the ambulance crew were taking her to hospital, Nora told them she had a burn on her arm and said that ‘someone’ had done it. She did not say a name but said that it was a man who lived in the next street. The crew also noted bruising to Nora’s neck, arms and legs. As a result of this, they made a safeguarding referral to Adult Social Care. Nora asked for Tim to travel to hospital with her. At the hospital, Nora said that she was drinking one to two litres of vodka a day. She had gastric pain, vomiting and a cough. Blood tests showed a degree of cirrhosis. Nora said that she had a poor memory and could not recall the events of the previous day. Following access to the report, the family stated that there was nothing wrong with Nora’s memory, and she had clear recollection of events.    


	6.3.20
	As a result of the safeguarding referral from NEAS, a hospital-based social worker was asked to see Nora at the hospital; however, she had left by the time the social worker attended. A letter of support outlining services available was sent to Nora from Adult Social Care. Following access to the report, the family stated that Nora should have been kept at hospital until the social worker attended to see her. The family stated that Nora would only have provided her mother’s address to professionals. The family stated that they did not receive a letter at their address for Nora from Adult Social Care.


	6.3.21
	On 23 April 2018, Nora called NEAS on 999. She was suffering from chest pain. On arrival of the ambulance, there was some unexplained bruising and swelling to the left forearm, and Nora reported that she had hit her head. She told the crew that she had fallen over a wall the night before; however, the crew also noted that Nora’s version of events changed. The crew recorded that Nora was staying with her uncle. However, when asked what had happened, he initially said that he did not know. He then said that Nora had fallen over a wall and landed on a glass. Nora appeared to be confused. The property was unkempt and there was evidence of alcohol, lights not working, and possible drug use. Nora was taken to RVI. The ambulance crew made a safeguarding alert for Nora, as did RVI staff. Adult Social Care responded to the safeguarding alerts by sending a letter of support outlining services available to Nora.



	6.3.22
	On 7 May 2018, Tim called NEAS on 999, reporting that Nora had stood on glass and had a foot injury. Nora self-presented to the ambulance as the crew arrived: she was taken to RVI. Nora was treated for a cut to her toe.


	6.3.23
	On 6 July 2018, a call to NEAS, on 999, was made by a family member of Nora reporting a fall and ear injury. A taxi was booked to take Nora to RVI. Nora said that she had stood up from lying down on a sofa and then fallen on to a coffee table. She had a cut to her ear which was sutured. She was accompanied by her partner, whose name was not recorded. Following access to the report, the family stated that further exploration should have taken place regarding this incident.


	6.3.24
	Between 25 July 2018 and 30 July 2018, Nora was an inpatient at the RVI Gastroenterology Ward, where she was treated for decompensated alcohol-related cirrhosis/renal varices with reversed portal vein flow and jaundice. She was advised to stop drinking and given the information for Lifeline. A referral was made to the liver team for follow-up.


	6.3.25
	Between 31 August 2018 and 3 September 2018, Nora was an inpatient at the RVI Gastroenterology Ward. She was treated for central abdominal pain against a background of alcoholic liver disease. Nora said that she was drinking in excess of a litre of vodka a day. She underwent an inpatient detox and was seen by the Trust inpatient Substance Misuse team: she was advised to remain abstinent from alcohol due to evidence of irreversible liver damage.


	6.3.26
	Between 16 October 2018 and 7 November 2018, Nora was an inpatient at the RVI High Dependency Unit and Gastroenterology Ward. She was found to have atypical pneumonia. She was discharged with outpatient follow-up with the liver team.


	6.3.27
	On 18 October 2018, the police made a safeguarding adult referral for Nora. This was not in relation to a specific incident but outlined general concerns in relation to her welfare. Adult Social Care recorded the information. Following access to the report, the family stated that the response from Adult Social Care did not address the concerns that had been raised, and more proactive action should have been taken.


	6.3.28
	In November 2018, Nora had a series of GP appointments where she complained of anxiety. She was prescribed propranolol[footnoteRef:4]. [4:  Propranolol belongs to a group of medicines called beta blockers. It’s used to treat heart problems, help with anxiety and prevent migraines. www.nhs.uk/medicines/propranolol/
] 



	6.3.29
	In November 2018, Tim had tests for a medical condition. This caused him stress and he was prescribed medication for depression. The medical condition was resolved by the end of January, although Tim continued to visit his GP in relation to depression.


	6.3.30
	On 1 January 2019, Tim reported to the police that he had been assaulted by Nora who hit him in the face causing a nose bleed. Nora left before the police arrived. Tim said that Nora did not now have a key to the property and he did not want anything further to do with her. He did not support a prosecution and the crime was closed. A DASH risk assessment was completed with Tim as the victim. 
The DASH highlighted 4 risk indicators:
•	Incident resulted in injury
•	Afraid of further violence
•	Suspected mental/alcohol/drugs
•	Abuser previous criminal history

The risk to Tim was assessed as standard. 

Tim was taken to RVI by ambulance and said that he had been involved in a fight. He had injuries to his jaw, nose and knuckles. Following access to the report, the family stated that, in their opinion, the injuries sustained by Tim were caused through him assaulting Nora.


	6.3.31
	On 9 February 2019, police attended at Tim’s address following a call from Nora. Tim and another man said that Nora had assaulted them by slapping. Nora said that Tim had restrained her in a bear hug. Nora was arrested and denied both assaults. Neither Tim nor the other man supported a prosecution and the crimes were closed.

A DASH risk assessment was completed with Tim as the victim.
The DASH highlighted 3 risk indicators:
· Separation
· Suspected mental/alcohol/drugs
· Abuser previous criminal history

The risk to Tim was assessed as standard.


	6.3.32
	On 15 February 2019, Nora attended at the RVI Hepatology Outpatient department with her mum and sister. She was using a wheelchair. Investigations indicated chronic liver disease with varices and portal hypertension. Nora’s mum thought that her drinking was due to anxiety and agitation, and was hopeful that she could be prescribed medication for this. During her previous admissions to hospital, Nora had been encouraged accept support from Community Alcohol Services. It was explained that she had tried to engage with them but not found them helpful. Nora and her family were frustrated and felt that no one was helping them with abstinence from alcohol. Nora said that she frequently heard voices and drank to block out the voices. The consultant recommended a Mental Health Review but Nora and her family were very reluctant to engage with this.
Nora and her family were strongly encouraged to accept support from Community Alcohol Services and mental health services

The consultant then liaised in person with Nora’s GP to explain that Nora would likely benefit from a Mental Health review / possible involvement of the Crisis Team if required. Also, an SSRI, such as Mirtazapine, could possibly be considered for prescription. 


	6.3.33
	On 15 February 2019, Nora’s mum rang Nora’s GP to ask that Nora be prescribed something for anxiety. She said that if she didn’t get a prescription, Nora would drink again. Nora’s mum was advised that medications like diazepam were not in Nora’s best interests: they are addictive and not for long-term use. She was advised that Nora needed to seek support from alcohol services and was also given the Crisis Team number if anxiety was escalating. Following access to the report, the family stated that this was inaccurately recorded by the GP, as they did not have this conversation and would not have requested that Nora be prescribed diazepam.


	6.3.34
	On 23 February 2019, Nora attended at Tim’s address to collect her property following the end of their relationship. They argued and Tim telephoned the police. Nora left the address after several requests.
A DASH risk assessment was completed with Tim as the victim.
The DASH highlighted 2 risk indicators:
· Separation
· Abuse happening more often
The risk to Tim was assessed as a medium.  


	6.3.35
	On 1 March 2019, at a GP appointment to discuss anxiety, Nora denied drinking alcohol and said that mirtazapine[footnoteRef:5], previously prescribed, was not working. Nora left the appointment when the GP tried to discuss the medication and a referral to Change Grow Live (Alcohol Treatment Agency). [5:  Mirtazapine is an antidepressant medicine. Its use to treat depression and sometimes obsessive compulsive disorder and anxiety disorders. www.nhs.uk/medicines/mirtazapine/] 



	6.3.36
	On 5 March 2019, Tim contacted the police to report that Nora was at his address smashing furniture and throwing DVDs around. On arrival of police officers, they were in separate rooms. Neither had any visible injury: a crime for common assault with Tim as the victim was recorded. Nora left the property and Tim did not make a statement. No further action was taken.
A DASH risk assessment was completed with Tim as the victim.
The DASH highlighted 3 risk indicators:
· Separation
· Suspected mental/alcohol/drugs
· Abuser previous criminal history
The risk to Tim was assessed as medium.


	6.3.37
	On 9 March 2019, Tim called the police after Nora had attended at his address to collect clothes but then refused to leave. When officers attended, Nora refused to leave. She was arrested to prevent a breach of the peace and later released.
A DASH risk assessment was completed with Tim as the victim.
The DASH highlighted 2 risk indicators:
· Separation
· Suspected mental/alcohol/drugs
The risk to Tim was assessed as medium.


	6.3.38
	On 14 March 2019, Tim called the police to his address stating that Nora was becoming violent. Nora told officers that Tim had “nutted her” to her head, causing a bump. She was taken to hospital to have her injury treated. Tim was arrested. Nora did not provide a statement and did not support a prosecution: no further action was taken. A Domestic Violence Protection Notice[footnoteRef:6] was considered but not progressed, as Nora said that she had ended the relationship and moved to her mum’s house. [6:  Sections 24 to 33 of the Crime and Security Act 2010] 


A DASH risk assessment was completed with Nora as the victim.
The DASH highlighted 5 risk indicators:
· Incident resulted in injury
· Victim frightened
· Separation
· Suspected mental/alcohol/drugs
· Abuser previous criminal history

Nora was assessed as a standard risk. She agreed to a referral to Adult Social Care with regard to her drinking problems, and the referral was made.

Nora was taken to hospital by the police. She told hospital staff that she had been assaulted by her partner’s cousin – that she had been head butted and then strangled. She complained of a head ache and pain at both sides of her neck.


	6.3.39
	Adult Social Care ascertained that Nora was staying with her mum, who was providing some support. A number of voicemail messages were left on Nora’s mum’s number, which had been given as the preferred contact, but there was no reply. A letter was sent to Nora at her mum’s address outlining the services available.


	6.3.40
	On 2 April 2019, Nora called NEAS on 999. She told the ambulance crew that she had fallen down four concrete steps: she thought she had tripped over a dog. She was taken to the RVI. Nora was examined and had bruising to her right shoulder and right side of her body. She was examined and discharged home with a female relative.


	6.3.41
	On 7 April 2019, Nora attended RVI emergency department with symptoms of alcohol withdrawal. She stated that her last drink was three days ago. Since then, she had been sweating, tremulous and vomiting. She was confused and responding to visual and auditory hallucinations. Nora was seen alone but disclosed no information. She was admitted to the Gastroenterology Ward where she stayed until 10 April 2019. Whilst there, she was treated under the Clinical Institute Withdrawal Assessment for Alcohol protocol to detox. Outpatient follow- up was arranged.


	6.3.42
	On 21 April 2019, a neighbour called the police to what was thought to be a domestic incident at Tim’s address, as shouting could be heard. Officers attended and forced entry to the property: they found Nora on her own inside. Nora stated that she had fallen and bumped her head: as a result, officers took her to hospital. Nora had a CT scan and was then discharged.


	6.3.43
	In the early hours of the morning on 24 April 2019, Tim called NEAS on 999 stating that Nora had banged her head and her speech was slurred. The attending crew recorded a possible assault and noted swelling to the head and abrasions. Nora said that she had been assaulted in a public place earlier and was unwilling to call the police. 


	6.3.44
	Later in the day on 24 April 2019, police attended Tim’s address following an incomplete 999 call from Nora. She could not remember why she had tried to contact the police. Tim asked that she leave as he feared that she would “kick off”. Nora refused to leave and was arrested to prevent a breach of the peace. She complained of a head injury and was taken to hospital where she threatened an officer with a chair and grabbed an officer by the throat, resulting in her being charged with assault on a police officer. Nora variously told hospital staff that she had been assaulted by a man she didn’t know, and that she had been assaulted by a man she did know at a pizza shop. She had significant bruising and tenderness – X-rays showed no bony injury.

Following these attendances at RVI, a safeguarding adult referral was submitted by RVI staff.


	6.3.45
	On 28 April 2019, Nora attended RVI and said that she had fallen and hit her head. She left before assessment.


	6.3.46
	On 28 April 2019, Tim attended RVI and was treated for a broken foot. He said that he had jumped over a wall.


	6.3.47
	Following the safeguarding adult referral of 24 April 2019, Adult Social Care gathered information from a number of agencies. Unsuccessful attempts to visit Nora were made on 1 May and 7 May. On 8 May, a social worker spoke to both Nora and her mum on the telephone. They declined a visit from Adult Social Care. It was recorded that Nora’s mum didn’t think there was any support Adult Social Care could provide, and said that Nora’s family could support her. Following access to the report, Nora’s mother stated that she did not have a conversation with a social worker. Also, that had this taken place, then she would have explained that Nora needed help.


	6.3.48
	On 19 May 2019, Tim called the police as Nora was being abusive to him. Officers attended and took Nora to a relative’s address. There were no offences. A DASH was not recorded as the officers believed this was not a domestic abuse incident – as Tim and Nora were not, at this time, in an intimate relationship. 


	6.3.49
	On 20 May 2019, Adult Social Care attempted to visit Nora at her mum’s house. No one was in and therefore a letter was sent asking Nora to get in touch. No contact was received. Following access to the report, the family stated that they did not receive any letter for Nora from Adult Social Care.


	6.3.50
	On 20 May 2019, Tim had a GP telephone consultation. He discussed hearing his  dad's voice telling him to jump off walls, and that he was going to go to hell. He was referred to Community Mental Health Team (CNTW). He was later discharged from the Community Mental Health Team having not attended any of three appointments which were offered.


	6.3.51
	On 24 May 2019, Tim contacted the police as Nora was refusing to leave his address. When officers attended, they found that both Tim and Nora had been drinking and there had been an argument – as Nora was said to have lost a key to the property. Nora left when asked and there were no offences.
A DASH risk assessment was completed with Tim as the victim.
The DASH highlighted 3 risk indicators:
· Separation
· Suspected mental/alcohol/drugs
· Abuser previous criminal history

Tim was assessed as a high risk, which was downgraded to medium on review.


	6.3.52
	On 6 June 2019, Nora attended RVI emergency department with her partner, whose name was not recorded. She described a week of vomiting and abdominal pain with increased alcohol intake over the preceding 24 hours. She was admitted to the Gastroenterology Ward and was suffering from Alcoholic gastritis. Nora accepted support from the Trust inpatient Substance Misuse team during her admission, and was referred to Change Grow Live for community support re alcohol withdrawal. 


	6.3.53
	On 23 June 2019, NEAS received a 999 call from a third party stating that a female was lying on the ground having fallen out of a wheelchair and hit her head. The female (Nora) was by then sitting on a bench. Nora told the ambulance crew that she had fallen backwards from the wheelchair. She was taken to RVI where she had a CT scan, which was normal.


	6.3.54
	On 30 June 2019, Tim called NEAS on 999 reporting that Nora’s legs were giving way when attempting to stand. Nora told the ambulance crew that she’d had a similar problem with her legs for around 14 days. Nora looked unwell, underweight, had abnormal skin colour, and some oedema to the hands and feet. She was taken to RVI. Nora stated that she had pain to her right hip after she had fallen. She was walking about the department pushing a wheelchair. On examination, she had a large haematoma over her lateral thigh with localised erythema, and multiple bruises were noted on her legs and arms. Nora’s balance issues were thought to be from peripheral neuropathy secondary to alcohol excess.


	6.3.55
	On 6 July 2019, Nora called NEAS on 999 reporting chest pain and a fall which had caused a bruise on her hip and lump on her face. The attending ambulance crew recorded that Nora was experiencing balance problems and had had multiple falls. They noted bruising to the hip and cheek along with some swelling to the cheek. Nora was able to walk to the ambulance and was taken to RVI. She reported a fall a few days earlier and complained of neck pain. Nora had significant bruising and tenderness over her right hip, and was struggling to weight bear. There was no abnormality to her neck.


	6.3.56
	On 13 July 2019, NEAS received a call on 999 from a member of the public advising that Nora had chest pain and shortness of breath, and was reported to have fallen. Nora reported to the ambulance crew that she had been hit in the face and that her right hip was painful. She was taken to RVI. She said that she had fallen on her hip again and the pain was worse. 


	6.3.57
	On 20 July 2019, NEAS received a call to 999 from a friend reporting Nora with a head injury following a fall. The crew recorded a fall the night prior and a further fall that day. Injuries were noted as laceration to eyebrow, swelling to the left wrist, bruising to the right hip / buttock, and some abrasions to the ankles. Nora was taken to RVI. 


	6.3.58
	On 7 August 2019, Tim called NEAS on 999 reporting that Nora had fallen and had a head injury. Nora told the ambulance crew that she had been to the shop and had been assaulted in the street by a white male who had hit and punched her in the face. She was taken to RVI. It was difficult to understand Nora’s story, as she said that she had been assaulted and may also have fallen down some stairs. Nora had a cut and swelling to the back of her head and pain in her back, neck and abdomen. She also had swelling and bruising to her face and jaw. She was transferred to a ward for observation before she was discharged.


	6.3.59
	On a day in September 2019, Tim called the ambulance service as Nora was unconscious. He said that he had heard a bang at about 4 am and found her on the floor. He said he had helped her back on to a sofa where she had been asleep. Nora was taken to hospital and died several days later from her injuries. Nora had a brain injury and multiple bruising to her body. Tim was arrested and denied causing any injury to Nora. Forensic scientists could not rule out that a fall, as described by Tim, could have caused her fatal injury: there was insufficient evidence to charge him or anyone else with a criminal offence. Following access to the report, the family stated that they had been told by a neighbour that they had heard an argument from the address, and that they had heard a loud bang from the property around midnight.


	6.3.60
	Nora’s mum, and the friend who spoke to the Chair of the review, said that during the summer of 2019, they supported Nora by taking cooked food to her and Tim every day to make sure that Nora had something good to eat. This was sometimes supplemented with protein drinks, which Nora liked frozen. They were aware of Nora’s alcohol dependency and supported her the best they could. They said that Nora didn’t want to change.


	6.3.61
	Although Nora had many medical conditions, her mum said that she was still strong and didn’t need the use of walking aids to help her. Nora’s mum pointed out to the Chair, the gable end of a house that Nora had painted using a ladder to do so. She had also carried a fridge freezer a significant distance to Tim’s flat when a relative had given it to them.







	7
	Conclusions

	7.1
	Nora was diagnosed by her GP with anxiety and alcohol dependence. She had suffered a number of traumas in her life, including losing a child and domestic abuse. She reported multiple assaults by unknown people and sustained injuries in falls which may have been as a result of intoxication, but could have had other causes. She would often reach out to services when in crisis but struggled to engage more consistently with services and support in a more structured way.

	7.2
	The panel saw that attempts to engage with Nora were unsuccessful. She was not seen by the police or other agencies as the primary victim of domestic abuse in her relationship with Tim, and attempts to provide support regarding domestic abuse were limited.

	7.3
	There is evidence on only one of the many occasions that Nora attended RVI, that she was asked about domestic abuse. Although she had many injuries, these were sometimes explained by falls. However, on occasions, her injuries were not explained or were said to be because she had been assaulted by unknown people.

	7.4
	Records show that Adult Social Care wrote to her and followed that up with visits, which were unsuccessful. The panel thought that, in hindsight, Nora was clearly a victim of domestic abuse from multiple partners, and the trauma suffered may have reduced her ability to engage with agencies. The panel discussed what else could have been done to engage with Nora.


	7.5
	Nora’s alcohol dependence was significant in making her vulnerable to others. When the police were called to reports of domestic abuse, she was not recognised as the victim on most occasions. The panel thought that the fact Nora was intoxicated on a number of occasions and Tim was not, made it less likely that she would be believed.


	7.6
	The panel heard that services to assertively reach out to and support people with alcohol dependence, had previously been in place but had been lost through a series of restructures when services changed as a result of reductions in funding. The panel thought that it was important to redress this issue in order to reduce the vulnerability of other people in Nora’s position.


	7.7
	The panel was clear that Nora was a victim of domestic abuse, and that her medical diagnosis of alcohol dependence, which made her vulnerable, did not in any way excuse abusive behaviour towards her.




	8
	Learning identified

This learning arises following debate within the DHR panel.


	8.1
	Narrative
Nora had alcohol dependence and did not engage with services other than in crisis. Professionals followed the established attendance policies of their organisations and accepted that it was Nora’s right not to engage with services. Some of the features in Nora’s case camouflaged her vulnerabilities and may have prevented services from regarding her as a victim of domestic abuse. It would appear that professionals did not see beyond the social norms and assumptions about addiction. 

Lesson 
People with long-term substance misuse issues are vulnerable to a range of different abuses and may be unable to effectively protect themselves. Alcohol Change UK[footnoteRef:7] say that the perception that if a problem drinker does not want to change, nothing can be done, is untrue. Their Blue Light Project challenges the traditional approach and radically changes the working agenda by showing that there are positive strategies that can be used with this client group. [7:  A charity working for a society that is free from the harm caused by alcohol] 



	8.2
	Narrative
Statutory services were unable to engage with Nora and did not seek assistance from the third sector.
Learning 
Third sector agencies may be able to offer alternative approaches when statutory agencies are unable to achieve engagement.

	8.3
	Narrative
This case illustrates the deep effects that previous trauma can have on someone and how this can lead to agencies having difficulty engaging with them.

Learning 
Staff need to be appropriately trained to deliver trauma-informed care.
Recommendation 3 applies



	9
	Panel Recommendations 

	
	DHR Panel

	
	These recommendations have been developed in partnership with the panel.


	9.1
	Safe Newcastle Community Safety Partnership, working together with Newcastle Safeguarding Adult Board, should consider adopting an appropriate evidence-based model for supporting victims of domestic abuse with complex needs (alcohol dependence, mental health/substance misuse), such as the Alcohol Change UK Blue Light Project methodology and training materials.

	9.2
	Safe Newcastle should coordinate the production of a ‘road map’ for local services which may be able to help women who suffer from multiple disadvantages. This should include how services can be accessed. For example, by referral or signposting.


	9.3
	Safe Newcastle should be provided with assurance, supported by an action plan from agencies, that they have reviewed their approach to trauma-informed working and have a strategy to train staff where appropriate.


	9.4
	Single Agency Recommendations


	
	The Newcastle upon Tyne NHS Hospitals Foundation Trust


	
	Explore the implementation of NICE guidance 2016 [QS116]


	
	Primary Care


	
	Local domestic abuse service commissioners should consider if funding should be provided to support the role of a domestic abuse health advocate in primary care, to support selective inquiry.


	
	Primary care teams should be encouraged to hold practice vulnerable adult meetings, or discuss cases in a clinical meeting to plan a management strategy for patients who attend with substance misuse and are at risk of self-neglect.


	
	Primary care staff should be reminded of the advice to document consideration of mental capacity in patients presenting under the influence of drugs or alcohol on a frequent basis.


	
	Primary care staff should be reminded of the best practice that when registering children at the practice, a parent or legal guardian should also be registered at the same practice, and household members and their relationship to the child is documented in the child's record so that contextual safeguarding can be carried out.

	
	Children’s Social Care

	
	Practitioners should be reminded of the need to liaise with other agencies when the parents of children under consideration exhibit additional vulnerabilities.


                                                  Official Sensitive
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