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	1
	Introduction


	

	1.1
	This report of a Domestic Homicide Review (DHR) examines agency responses and support given to Nora[footnoteRef:1], a resident of Newcastle, prior to her death. The panel would like to offer their condolences to Nora’s family on their tragic loss.  [1:  A pseudonym agreed with the victim’s family. ] 


	

	1.2
	Nora is a pseudonym chosen by her family to assist with the confidentiality of the report and protect her identity. The name used for Nora’s partner, Tim, is also a pseudonym. This was chosen from a list of names by the DHR panel and approved by Nora’s family.
	

	1.3
	Nora was born and brought up in Newcastle, where she was a resident all of her life. 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. 
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.
	

	1.4
	In addition to agency involvement, the review 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. 
	

	1.5
	The review will consider agencies contact and involvement with Nora, Tim and Nora’s child, Alex, from 1 April 2016 to Nora’s death in September 2019. This period was chosen because the panel knew it encompassed the start of Nora’s relationship with Tim. Information received later in the DHR process from a friend of Nora’s, indicates that the relationship didn’t start until around August 2016. Contextual information before this time was known to the panel.

	

	1.6
	The intention of the review is to ensure agencies are responding appropriately to victims of domestic abuse by offering and putting in place appropriate support mechanisms, procedures, resources and interventions with the aim of avoiding future incidents of domestic homicide, violence and abuse. Reviews should assess whether agencies have sufficient and robust procedures and protocols in place, and that they are understood and adhered to by their employees. 
	

	1.7
	Note:
It is not the purpose of this DHR to enquire into how Nora died. 
That is a matter that has already been examined by the police investigation.

	

	1.8
	Additional note dated December 2025

Although this DHR was concluded in July 2022 [see paragraph 2.1], 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
	Timescales
	

	2.1
	The review began on 15 September 2021 and was concluded on 8 July 2022
following a period of consultation with Nora’s family. See paragraph 5 for further information.

	




	3
	Confidentiality
	

	3.1
	The findings of each review are confidential until publication. Information is available only to participating officers, professionals, their line managers and the family, including their support worker, during the review process.

	




	4
	Terms of Reference
	

	4.1
	The panel settled on the following Terms of Reference at its first meeting on 15 September 2021.  

	

	4.2
	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)
	

	4.3
	Timeframe under Review
The DHR covers the period 1 April 2016 to Nora’s death in September 2019 

	

	4.4
	Case Specific Terms 
Subjects of the DHR
Deceased: Nora, 34 years old

Ex 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? 
	



	5
	Methodology
	

	5.1
	Following Nora’s death, a police investigation took place which did not lead to criminal charges against any person. 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.


	

	5.2
	Nora’s family sought assistance from AAFDA[footnoteRef:2] 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. [2:  Advocacy After Fatal Domestic Abuse] 


	

	5.3
	Ged McManus was appointed as Chair on 7 July 2021, but was unable to begin work immediately.

	

	5.4
	The review began in September 2021. The first meeting of the DHR panel determined the period the review would cover. The review panel determined which agencies were required to submit written information and in what format. Those agencies with substantial contact were asked to produce Independent Management Reviews (IMRs).

	

	5.5
	Some agencies interviewed staff involved in the case to gain a better understanding of how and why decisions were made. The written material produced was distributed to panel members and used to inform their deliberations. During these deliberations, additional queries were identified and auxiliary information sought.  

	

	5.6
	Thereafter, a draft Overview Report was produced which was discussed and refined at panel meetings before being agreed.

	

	5.7
	The panel met six times by video conference with further work being conducted by telephone, video conferencing and the exchange of documents.

	

	
	
	



	6
	Involvement of Family, Friends, Work Colleagues and Wider Community

	

	6.1
	Nora’s family

	

	6.1.1
	The DHR Chair was able to meet with Nora’s mum, Nora’s child and a close friend before the first meeting of the DHR panel, and the draft Terms of Reference were shared with them. They were supported by a senior advocate from AAFDA.

	

	6.1.2
	Nora’s mum shared details of Nora’s life and the information provided is referenced appropriately throughout the report. In summary, Nora was born into a Catholic family in Newcastle and was one of three siblings. She attended church as a child and made her first communion and confirmation; although, she was not especially religious in later life.

	

	6.1.3
	Nora did not enjoy school and as she progressed to secondary school she often did not attend. Her mum would pay her a fixed amount of pocket money per day on condition that she went to school, but this was often unsuccessful. 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.

	

	6.1.4
	Nora’s child told the Chair that they had lived solely with their father for many years after Nora moved out of the family home. Nora did not see her child when she had been drinking.

	

	6.1.5
	An advanced draft of the report was shared with Nora’s family who met with the Chair of the review to discuss the report. They were supported in the meeting by a senior advocate from AAFDA. Amendments were made to the report to reflect their views.

	

	6.2
	Friends
The Chair of the review was put in touch with a friend of Nora’s who agreed to speak about her.

	

	6.2.1
	The friend was a few years older than Nora – their parents had been friends so the two had known each other all their lives. Nora’s friend described her as a happy-go-lucky person who would sometimes sing and dance in the street. This changed when she met Tim.

	

	6.2.2
	For a few years before she met Tim, Nora would visit her friend every day and spend time at her house. The friend had two children who Nora enjoyed spending time with: she would sometimes take them out. Although her friend said that Nora always liked a drink, she would not drink when she was around the children.

	

	6.2.3
	In August 2016, the friend’s children moved into foster care and Nora saw her friend less. Soon after this, she started a relationship with Tim. After that, her friend only saw Nora intermittently.

	

	6.2.4
	When she did see her, the friend said that Nora had changed. She was much quieter and they were unable to speak to each other privately as Tim would not let Nora out of his sight or hearing. The friend said that Tim was very controlling. On one occasion, the friend visited Nora at Tim’s flat. She witnessed Tim asking Nora for her bank card so that he could get £50 to buy cocaine. When Nora refused, Tim suddenly jumped on her and assaulted her causing a chipped tooth. He then sat down again as if nothing had happened. The friend said that he was like a ‘Jekyll and Hyde’ character.

	

	6.2.5
	After that, the friend would sometimes see Nora and Tim in the street and often witnessed them arguing. She said that Nora had a nervous laugh and when she didn’t argue back, she would laugh: that made Tim even more angry. She saw bruises on Nora’s arms and legs. On one occasion, she saw Nora with a black eye, which she said had been caused by walking into a door. Nora’s friend didn’t think she would have ever reported things to the police or sought help for the abuse she received. She said that Nora told her she drank to blank things out in her head, and that Nora liked to drink and didn’t want to change.

	

	6.2.6
	To the best of the friend’s knowledge, Tim did drink but not as much as Nora: he was more interested in using cocaine.

	

	6.3
	Tim
	

	6.3.1
	The Independent Chair wrote to Tim inviting him to contribute to the review. He did not reply. Towards the end of the review process, the Chair wrote to Tim again. On this occasion, the landlord of the property made contact to say that Tim had moved away with no forwarding address. Further checks were made with agencies involved in the review: no agency was able to provide a new address for Tim.

	

	6.4
	Tim’s previous partner

	

	6.4.1
	The Chair of the review was introduced to Tim’s previous partner by Nora’s family. She agreed to speak to the Chair of the Review about her relationship with Tim.

	

	6.4.2
	She met Tim and began a relationship with him following the death of her partner (and father of her children). She was very vulnerable at the time and was using alcohol to cope with the challenges that she faced.

	

	6.4.3
	She and Tim maintained separate houses but spent a lot of time with each other. Children’s Social Care became involved and her children were taken into foster care. The couple’s relationship lasted for around three and a half years, during which time Tim regularly assaulted her and prevented her from going out by locking her in whichever house they were staying at. The assaults were worse when Tim couldn’t get drink or drugs, as he became frustrated and took it out on her. After her children were taken into care, the abuse became worse and Tim was more possessive, even regulating when she could go to the toilet and insisting on watching her bathe.

	

	6.4.4
	She recalled two occasions when violence was reported to the police. On one occasion, Tim bit her and blamed it on a dog. On another occasion, he stamped on her head. In relation to the stamping, she recalled going to court and being persuaded by Tim’s solicitor to drop the charges as he promised to stay away from her. Her memory is now affected as a result of that attack. Although there were only two reports to the police, there were many other instances of abuse which were not reported.

	

	6.4.5
	She knew Nora through a mutual friend and told Nora of the abuse that she had suffered from Tim. Nora visited her again to ask more questions and she hoped that Nora would leave him. She wanted to contribute to the review to try to help other people.

	

	6.5
	Employers
	

	6.5.1
	Nora did not have a job within the timeframe of the review. Therefore, there was no employer to approach.

	

	6.6
	Landlord
	

	6.6.1
	Tim lived in a privately rented property. The Chair of the review wrote to the landlord inviting them to contribute to the review, but no reply was received.
	




	7
	Contributors to the Review / Agencies submitting IMRs[footnoteRef:3] [3:  Independent Management Reviews (IMRs) are detailed written reports from agencies on their involvement with the subjects of the review.] 

	

	7.1
	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
	

	7.2
	As well as the IMRs, each agency provided a chronology of interaction with the subjects of the review, including what decisions were made and what actions were taken. The IMRs considered the Terms of Reference (TOR) and whether internal procedures had been followed and whether, on reflection, they had been adequate. The IMR authors were asked to arrive at a conclusion about what had happened from their own agency’s perspective, and to make recommendations where appropriate. Each IMR author had no previous knowledge of the subjects of the review nor had any involvement in the provision of services to them. 
	

	7.3
	The IMR should include a comprehensive chronology that charts the involvement of the agency with the victim and perpetrator over the period of time set out in the ‘Terms of Reference’ for the review. It should summarise: the events that occurred; intelligence and information known to the agency; the decisions reached; the services offered and provided to the subjects of the review; and, any other action taken.

	

	7.4
	It should also provide: an analysis of events that occurred; the decisions made; and, the actions taken or not taken. Where judgements were made or actions taken that indicate that practice or management could be improved, the review should consider not only what happened, but why. 

	

	7.5
	The IMRs in this case were of good quality and focussed on the issues facing the subjects of the review. They were quality assured by the original author, the respective agency, and by the Panel Chair. Where challenges were made, they were responded to promptly and in a spirit of openness and co-operation.

	

	7.6
	Information in relation to agencies contributing to the review
	

	7.6.1
	Northumbria Police
Northumbria Police serves a population of 1.5 million people and covers an area of more than 2,000 square miles in the North East of England – from the Scottish border down to County Durham, and from the Pennines across to the North-East coast. Northumbria is one of the largest police services in the country and is recognised as one of the top performing in the UK.

Northumbria Police provides a comprehensive policing service to communities across the North East via three Area Commands – Northern, Central and Southern. Between them, they cover the local authority areas of Newcastle, Gateshead, South Tyneside, North Tyneside and Sunderland – which are all predominantly urban – as well as Northumberland, which has both urban and rural areas.
Each area command has a Chief Superintendent who operates at a strategic level (working with partners), and is divided into policing sectors which have both response and neighbourhood policing teams. Northumbria Police is supported by corporate and specialist departments, providing a front-line service to prevent, detect and reduce crime in the Northumbria area.

	

	7.6.2
	Newcastle upon Tyne Hospitals NHS Foundation Trust

Newcastle upon Tyne Hospitals NHS Foundation Trust is one of the busiest teaching NHS foundation trusts in the country, with around 16,000 staff and an annual income of £1billion. 
The Trust has around 1.84 million patients / ‘contacts’ each year across the following sites encompassing hospital and community based activities. 
· Freeman Hospital
· Royal Victoria Infirmary (RVI)
· Campus for Ageing and Vitality (the former Newcastle General Hospital site)
· Newcastle Dental Hospital
· Newcastle Fertility Centre
· Northern Centre for Cancer Care, North Cumbria
· Northern Genetics Service
· Cramlington Manor Walks

	

	7.6.3
	North East Ambulance Service
North East Ambulance Service operates across Northumberland, Tyne and Wear, County Durham, Darlington and Teesside. The ambulance service serves a population of approximately 2.7 million people, providing both scheduled and unscheduled care, and the 111/999 service.

	

	7.6.4
	Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust (CNTW)

The Trust provides a range of mental health, learning disability, and neurological care services across the north of England. The Trust works from more than 70 sites across Cumbria, Northumberland, Newcastle, North Tyneside, Gateshead, South Tyneside and Sunderland. It also runs a number of regional and national specialist services. Along with partners, the Trust delivers support to people in their own homes, and from community and hospital-based premises.

	

	7.6.5
	Your Homes Newcastle
Founded in 2004, Your Homes Newcastle manages homes, leasehold properties, and a range of support services on behalf of Newcastle City Council and Leazes Homes. Your Homes Newcastle is one of the largest property management organisations in the region. With thousands of homes located across Newcastle, Your Homes Newcastle provides high quality homes and Independent Living schemes, together with person-centred customer support and a passion for helping to create local communities that are great places to live.




	

	7.6.6
	Newcastle Adult Social Care
Adult Social Care is about providing personal and practical support to help people live their lives. It's about supporting individuals to maintain their independence and dignity. There is a shared commitment by the Government, local councils, and providers of services to make sure that people who need care and support have the choice, flexibility and control to live their lives as they wish.

	

	7.6.7
	Clinical Commissioning Group – Primary Care

Primary care is the first contact and principal point of continuing care for patients within the NHS, and coordinates other specialist care that the patient may need. Patients commonly receive primary care from professionals such as a general practitioner or primary care nurse. The CCG commissions primary care services.

	

	7.6.8
	Newcastle Children’s Social Care
	

	
	Children's Social Care has a duty to protect children and young people from harm caused by neglect or abuse. This includes investigating any allegations that a child may be being neglected or abused, and, if necessary, taking appropriate action to protect the child.

Children's Social Care support can provide help to children and their parents if the child:
· needs support with maintaining their health or development
· has a disability
· is in need of protection
· is fostered, adopted or lives in residential care.

	

	
	
	

	
	
	

	
	
	

	
	
	




	8
	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


	

	8.1
	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. 

	




	9
	Author and Chair of the Overview Report
	

	9.1
	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 the same person.

	

	9.2
	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.

	

	9.3
	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.

	

	9.4
	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.

	

	9.5
	Neither of them has previously worked for any agency involved in this review nor had any involvement in previous Newcastle DHRs.

	




	10
	Parallel Reviews
	

	10.1
	An inquest was opened and adjourned following Nora’s death. The coroner has indicated that the inquest will not be finalised until the DHR process has been concluded.

	

	10.2
	Following an investigation, the police concluded that Nora’s death was ‘non third party related’. A file was prepared for the coroner but the case was not referred to the Crown Prosecution Service. Nora’s family do not accept this conclusion and exercised their right to ask for a review under the Victims Right to Review scheme[footnoteRef:4]. At the time of the conclusion of the DHR, the Victims Right to Review process was still underway – Nora’s family and their solicitor had been informed of delays in the process by Northumbria Police. [4:  https://beta.northumbria.police.uk/our-services/make-an-information-request/victims-right-to-review/] 


	

	10.3
	A DHR should not form part of any disciplinary inquiry or process. Where information emerges during the course of a DHR that indicates disciplinary action may be initiated by a partnership agency, the agency’s own disciplinary procedures will be utilised; they should remain separate to the DHR process. There is no suggestion that any agency involved in the review has initiated any disciplinary action.

	




	11
	Equality and Diversity 
	

	11.1
	Section 4 of the Equality Act 2010 defines protected characteristics as:

· age [for example an age group would include “over fifties” or twenty-one year olds. A person aged twenty-one does not share the same characteristic of age with “people in their forties”. However, a person aged twenty-one and people in their forties can share the characteristic of being in the “under fifty” age range].
· disability [for example a man works in a warehouse, loading and unloading heavy stock. He develops a long-term heart condition and no longer has the ability to lift or move heavy items of stock at work. Lifting and moving such heavy items is not a normal day-to-day activity. However, he is also unable to lift, carry or move moderately heavy everyday objects such as chairs, at work or around the home. This is an adverse effect on a normal day-to-day activity. He is likely to be considered a disabled person for the purposes of the Act].
· gender reassignment [for example a person who was born physically female decides to spend the rest of her life as a man. He starts and continues to live as a man. He decides not to seek medical advice as he successfully ‘passes’ as a man without the need for any medical intervention. He would have the protected characteristic of gender reassignment for the purposes of the Act].
· marriage and civil partnership [for example a person who is engaged to be married is not married and therefore does not have this protected characteristic. A divorcee or a person whose civil partnership has been dissolved is not married or in a civil partnership and therefore does not have this protected characteristic]. 
· pregnancy and maternity 
· race [for example colour includes being black or white. Nationality includes being a British, Australian or Swiss citizen. Ethnic or national origins include being from a Roma background or of Chinese heritage. A racial group could be “black Britons” which would encompass those people who are both black and who are British citizens].
· religion or belief [for example the Baha’i faith, Buddhism, Christianity, Hinduism, Islam, Jainism, Judaism, Rastafarianism, Sikhism and Zoroastrianism are all religions for the purposes of this provision. Beliefs such as humanism and atheism would be beliefs for the purposes of this provision but adherence to a particular football team would not be].
· sex 
· sexual orientation [for example a man who experiences sexual attraction towards both men and women is “bisexual” in terms of sexual orientation even if he has only had relationships with women. A man and a woman who are both attracted only to people of the opposite sex from them share a sexual orientation. A man who is attracted only to other men is a gay man. A woman who is attracted only to other women is a lesbian. So a gay man and a lesbian share a sexual orientation].

	

	11.2
	Section 6 of the Act defines ‘disability’ as:

(1) 	A person (P) has a disability if: 
(a)  	P has a physical or mental impairment, and 
(b)      the impairment has a substantial and long-term adverse effect on P's ability to carry out normal day-to-day activities.

None of the subjects of the review had any diagnosed physical or mental impairment which would have defined them as disabled. 

	

	11.3
	The Equality Act 2010 (Disability) Regulations 2010 (SI 2010/2128) states that addiction to alcohol, nicotine or any other substance (except where the addiction originally resulted from the administration of medically prescribed drugs) is to be treated as not amounting to an impairment for the purposes of the Equality Act 2010.  Alcohol addiction is not, therefore, covered by the Act. 

	

	11.4
	It should be noted that although addiction to alcohol, nicotine and drugs is excluded from The Equality Act 2010, addiction to alcohol and drugs should be taken into account when a Care Act 2014 (care and support) assessment is completed. 

	

	11.5
	Nora was diagnosed with anxiety: the panel was told her presentation was consistent with Alcohol dependence syndrome. [see paragraph 14.4.8 for full details]. She suffered from a number of related medical conditions and was prescribed appropriate medication. During the period of the review, she spent time in hospital as an inpatient and underwent alcohol detoxification treatment; however, she did not sustain abstinence in the community. When approached by Adult Social Care, Nora did not accept support and there was no opportunity to complete a care and support assessment.

	

	11.6
	Tim was diagnosed with depression and was prescribed appropriate medication. In April 2019, Tim broke his foot/heel and was restricted in his movements for some time. He was still wearing a moon boot at the time of Nora’s death. 

	

	11.7
	             There is nothing in agency records that indicated that Nora or Tim lacked capacity[footnoteRef:5] in accordance with the Mental Capacity Act 2005.  Professionals applied the principle of the Mental Capacity Act 2005: [5:  The Mental Capacity Act 2005 established the following principles;
Principle 1 [A presumption of capacity] states “you should always start from the assumption that the person has the capacity to make the decision in question”. 
Principle 2 [Individuals being supported to make their own decisions] “you should also be able to show that you have made every effort to encourage and support the person to make the decision themselves”. 
Principle 3, [Unwise decisions] “you must also remember that if a person makes a decision which you consider eccentric or unwise this does not necessarily mean that the person lacks capacity to make the decision”. 
Principles 1 – 3 will support the process before or at the point of determined whether someone lacks capacity.
Principles 4 [Best Interest] “Anything done for or on behalf of a person who lacks mental capacity must be done in their best interest”.
Principle 5 [Less Restrictive Option], “Someone making a decision or acting on behalf of a person who lacks capacity must consider whether it is possible to decide or act in a way that would interfere less with the persons rights and freedoms of action, or whether there is a need to decide or act at all. Any interventions should be weighed up in particular circumstances of the case”.
[Mental Capacity Act Guidance, Social Care Institute for Excellence] ] 


             ‘A person must be assumed to have capacity unless it is established that he lacks capacity’.

	

	11.8
	Although there is no evidence that Nora or Tim lacked capacity, the Primary Care IMR author noted that Nora had sometimes attended appointments when intoxicated and Nora’s capacity should have been considered on those occasions. This leads to a single agency recommendation for Primary Care.

	

	11.9
	Nora was a single white British female who was heterosexual. Tim was a single white British male who was heterosexual. They lived in an area that is predominantly white British. There is no evidence of any negative or positive bias in the delivery of services based on any of the protected characteristics.

	

	11.10
	The panel recognised that domestic abuse is a gendered crime, with women being more likely to be victims than men. Men are much more likely to be killed by a stranger than their partner.
	

	11.11
	According to the Office for National Statistics homicide report 2021/22[footnoteRef:6], there were 134 domestic homicides in the year ending March 2022.  [6:  https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/articles/homicideinenglandandwales/march2022#the-relationship-between-victims-and-suspects] 

Of the 134 domestic homicides: 78 victims were killed by a partner or ex-partner, 40 were killed by a parent, son, or daughter, and 16 were killed by another family member. 
Almost half (46%) of adult female homicide victims were killed in a domestic homicide (84). Of the 84 female victims, 81 were killed by a male suspect.
Males were much less likely to be the victim of a domestic homicide, with only  11% (50) of male homicides being domestic related in the latest year.
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	Background, Overview and Chronology  
This part of the report combines the Background, Overview and Chronology sections of the Home Office DHR Guidance overview report template. This was done to avoid duplication of information and to recognise that the review was looking at events over an extended period of time. The narrative is told chronologically. It is built on the lives of the family and punctuated by subheadings to aid understanding. The information is drawn largely from documents provided by agencies. The information contained in this section of the report is factual. Analysis appears at section 14.
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 it appeared Nora felt unable to accept support consistently from services 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.  
	

	
	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
	

	13.1
	Relevant information prior to the review period
	

	13.1.1
	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.

	

	13.1.2
	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.
	

	13.1.3
	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.

	

	13.1.4
	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. 
	

	13.1.5
	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.

	

	13.1.6
	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.

	

	13.1.7
	On 24 October 2014, Nora reported to the police that she had been assaulted by a person who was unknown to her. The person was arrested but independent witnesses provided contrary evidence and there was insufficient evidence to proceed with the case. 

	

	13.1.8
	On 28 October 2015, Nora reported to the police that she had been assaulted following an argument outside a kebab shop. There was insufficient evidence to proceed with the case.

	

	13.1.9
	On 13 January 2016, Nora reported to the police that she had been assaulted outside a pizza takeaway shop. She did not provide a statement and there was insufficient evidence to proceed with the case.

	

	13.2
	Relevant information during the review period
	

	13.2.1
	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 – as the panel thought that including all interactions would be overwhelming.

	

	13.2.2
	On 20 April 2016, Nora reported to the police that she had been assaulted by a group of people she had been drinking with in a park. She had been injured and money had been stolen. Nora did not support the investigation and there was insufficient evidence to proceed with the case.

	

	13.2.3
	On 22 April 2016, NEAS received a call from a friend of Nora. Nora reported she had been assaulted earlier in the day: the perpetrator’s name was not given. Nora said that she had attended the Royal Victoria Infirmary (RVI) earlier, and had subsequently left the department without being assessed. She was taken to the RVI. 

	

	13.2.4
	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:7]risk assessment was completed showing Nora as the victim. It had one risk indicator and was assessed as standard risk. [7:  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).] 


	

	13.2.5
	On 7 June 2016, NEAS received a call from a member of the public advising that a female was unconscious on the ground. That female was Nora. On assessment by the ambulance crew, Nora was unable to recall how she came to be on the ground in the street. She was taken to the RVI.

	

	13.2.6
	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. RVI adult safeguarding team followed up with Adult Social Care, police and GP to see if further information could be established: the information was shared. 

	

	13.2.7
	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.

	

	13.2.8
	On 20 June 2016, NHS Trust 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"

	

	13.2.9
	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.


	

	13.2.10
	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.

	

	13.2.11
	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.

	

	13.2.12
	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.

	

	13.2.13
	On 21 September 2016, the Newcastle upon Tyne Hospitals NHS Foundation Trust safeguarding team (RVI) instigated a professional discussion about Nora with the Adult Social Care Safeguarding Lead. The alerts that had been raised were discussed, and the inability to engage with Nora was outlined. 

	

	13.2.14
	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.

	

	13.2.15
	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. 

	

	13.2.16
	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.

	

	13.2.17
	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.

	

	13.2.18
	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.

	

	13.2.19
	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.

	

	13.2.20
	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.

	

	13.2.21
	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.

	

	13.2.22
	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.  

	

	13.2.23
	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.    

	

	13.2.24
	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.

	

	13.2.25
	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.

	

	13.2.26
	Adult Social Care responded to the safeguarding alerts by sending a letter of support outlining services available to Nora.

	

	13.2.27
	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.

	

	13.2.28
	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.

	

	13.2.29
	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.

	

	13.2.30
	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.

	

	13.2.31
	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.

	

	13.2.32
	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.

	

	13.2.33
	On 24 October 2018, whilst Nora was in hospital, a referral was made to Children’s Social Care by hospital staff in respect of Alex. An enquiry found that they were being safely cared for by their father.

	

	13.2.34
	In November 2018, Nora had a series of GP appointments where she complained of anxiety. She was prescribed propranolol[footnoteRef:8]. [8:  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/
] 


	

	13.2.35
	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.

	

	13.2.36
	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.

	

	13.2.37
	On 2 January 2019, Nora attended RVI emergency department with her mum and sister. She complained of abdominal pain. She said that she had been abstinent from alcohol after discharge from the hospital in November 2018, but had drunk alcohol over the New Year and become unwell. She was observed overnight and discharged. Nora said that she was living with her mum.

	

	13.2.38
	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.

	

	13.2.39
	On 14 February 2019, Nora attended RVI emergency department. She said that she had trodden on glass from a broken window. An X-ray showed a small piece of glass which did not require surgery: Nora was given antibiotics.

	

	13.2.40
	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 to accept support from Community Alcohol Services. It was explained that she had tried but not found Community Alcohol Services 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. 

	

	13.2.41
	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.

	

	13.2.42
	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.  

	

	13.2.43
	On 1 March 2019, at a GP appointment to discuss anxiety, Nora denied drinking alcohol and said that mirtazapine[footnoteRef:9], 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). [9:  Mirtazapine is an antidepressant medicine. Its use to treat depression and sometimes obsessive compulsive disorder and anxiety disorders. www.nhs.uk/medicines/mirtazapine/] 


	

	13.2.44
	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.

	

	13.2.45
	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.

	

	13.2.46
	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:10] was considered but not progressed, as Nora said that she had ended the relationship and moved to her mum’s house. [10:  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.

	

	13.2.47
	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.

	

	13.2.48
	On 21 March 2019, Nora attended RVI. She said that she had fallen the previous day whilst letting a dog through a gate. She had a finger injury which was treated.

	

	13.2.49
	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.

	

	13.2.50
	On 5 April 2019, Nora attended at RVI emergency department accompanied by a male, who was said to be her cousin. Nora reported that she had suffered some kind of seizure whilst in the bath. She had a headache and thought she had bumped her head. She had a mild head injury and did not require further treatment. She was advised that worsening liver function was likely due to her continued alcohol intake and could be fatal if not addressed. She was advised to see her GP for referral to alcohol support services and not to cut alcohol down suddenly, due to a risk of seizures. 

	

	13.2.51
	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.

	

	13.2.52
	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.

	

	13.2.53
	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. 

	

	13.2.54
	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.

	

	13.2.55
	On 28 April 2019, Nora attended RVI and said that she had fallen and hit her head. She left before assessment.

	

	13.2.56
	On 28 April 2019, Tim attended RVI and was treated for a broken foot. He said that he had jumped over a wall.

	

	13.2.57
	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.

	

	13.2.58
	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. 

	

	13.2.59
	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.

	

	13.2.60
	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.

	

	13.2.61
	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.

	

	13.2.62
	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. 

	

	13.2.63
	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.

	

	13.2.64
	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.

	

	13.2.65
	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.

	

	13.2.66
	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. 

	

	13.2.67
	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. 

	

	13.2.68
	On 4 August 2019, Nora called NEAS on 999 reporting hip pain following a fall. She was taken to RVI. Nora reported a fall from a standing position on to her right side. She said that she was unable to weight bear because of pain in her hip, and had also hit her head. Nora had swelling and bruising around the greater trochanter, and soft tissue injury to her hip.

	

	13.2.69
	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.

	

	13.2.70
	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.

	

	13.2.71
	Nora often spent time with others who drank alcohol. After leaving the family home in 2010, Nora spent time staying with friends and family but did not really settle until she began living with Tim after they started a relationship. Although they often described each other as their ‘ex’ when talking to other people, Nora and Tim were living together throughout most of the review period. During her attendances at hospital, Nora sometimes said that she was living with relatives.

	

	13.2.72
	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.

	

	13.2.73
	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.
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	14
	ANALYSIS
	

	14.1
	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?

	

	14.1.1
	The cross-government definition of domestic abuse during the time period of the review was: 
"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 are family members* regardless of gender and sexuality. This can encompass but is not limited to the following types of abuse: 
· psychological 
· physical 
· sexual 
· financial 
· emotional
This definition included honour-based violence, forced marriage and female genital mutilation. 

       *Family members – mother, father, son, daughter, sister, brother,
       grandparents, in-laws and step family. 

This definition has now been superseded by the definition of domestic abuse within the Domestic abuse Act 2021.

	

	14.1.2
	Nora and a known male (not Tim) were involved in a violent incident in May 2016. A DASH risk assessment was completed with Nora as the victim. This showed one risk indicator. This male features in one other incident on 11 June 2016, when both he and Nora were taken to hospital following an assault by a third party. It is not known if these were isolated incidents or marked the end of a relationship. 
Nora’s friend told the Chair that her relationship with Tim didn’t start until around September 2016. The panel’s main focus was on incidents within the relationship with Tim.

	

	14.1.3
	The police recorded eight domestic abuse incidents involving Nora and Tim during the period of the review. All of these were in 2019. Seven of the incidents recorded Tim as the victim, with only one incident recording Nora as the victim.
	

	14.1.4
	In the instance when Nora was recorded as a victim 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” [headbutted] 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 supervisor’s review of the case recorded that: 
There was no CCTV or other corroborative evidence. 
There were no witnesses or any third-party evidence.
Nora did not provide a statement and there was no initial account or other evidence captured on body worn video. 
The initial account given by Nora was whilst she was intoxicated and changed several times.
When spoken to later, Nora did not assist the investigation.
Tim was arrested, interviewed and denied the offence. 
There were no further investigative opportunities and no further lines of enquiry. 

A Domestic Violence Protection Notice was considered but not progressed, as Nora said that she had ended the relationship and moved to her mum’s house. The panel thought that this was appropriate given that the purpose of a DVPN is to exclude an offender from the premises, thereby giving a victim breathing space. Nora said that she had moved out of the premises, so a DVPN would have been superfluous.
 
The panel noted that there had been appropriate supervisory oversight around the decision to take no further action in this matter, with an appropriate rationale being recorded.

	

	14.1.5
	The seven incidents in which Tim was recorded as the victim of domestic abuse included three allegations that Nora had assaulted him and four verbal arguments.

	

	14.1.6
	The panel discussed the couple’s relationship in the context of Johnson’s[footnoteRef:11] typology of intimate partner violence. This divides domestic abuse (intimate partner violence) into four categories: [11:  Michael Tim Johnson is emeritus professor of sociology, women's studies and African and African American studies at Penn State university, USA, having taught there for over 30 years.
] 

Intimate terrorism, or coercive controlling violence, occurs when one partner in a relationship, typically a man, uses coercive control and power over the other partner, using threats, intimidation, and isolation. Coercive Controlling Violence relies on severe psychological abuse for controlling purposes; when physical abuse occurs, it too is severe. In such cases, one partner, usually a man, controls virtually every aspect of the victim's, usually a woman's, life. Johnson reported in 2001 that 97% of the perpetrators of intimate terrorism were men.

Violent resistance, a form of self-defence is violence perpetrated by victims against their partners who have exerted intimate terrorism against them. Within relationships of intimate terrorism and violent resistance, 96% of the violent resisters are women.

Situational couple violence, also called common couple violence, is not connected to general control behaviour, but arises in a single argument where one or both partners physically lash out at the other. This is the most common form of intimate partner violence, particularly in the western world and among young couples, and involves members of both sexes nearly equally. Among college students, Johnson found it to be perpetrated about 44% of the time by women and 56% of the time by men.

Mutual violent control, is a rare type of intimate partner violence occurring when both partners act in a violent manner, battling for control.

	

	14.1.7
	The panel noted that Nora was often intoxicated whilst Tim was able to present a calmer and more compliant persona to the police. This may have resulted in his version of events being believed. The panel thought that it was possible that Nora was a victim of domestic abuse and was responding to Tim in a retaliatory way, i.e. the violent resistance of Johnson’s typology of intimate partner violence.

	

	14.1.8
	A report by the Institute for Alcohol Studies[footnoteRef:12], ‘Alcohol, domestic abuse and sexual assault’, states  [12:  https://www.ias.org.uk] 

Alcohol has been found to be associated with victimisation, with research finding victims of domestic assault to have higher alcohol consumption that non-victims, and that the risk of violence increased with levels of consumption.
There are many reasons why victims of domestic abuse may drink. Amongst those caught up in long-term domestic abuse, there is evidence that they may use alcohol to cope with the effects of domestic abuse. Indeed, one study found that women who suffered domestic abuse from their partners were twice as likely to drink after the abuse as their violent partner.[footnoteRef:13] [13:  Galvani, S.  ‘Grasping the Nettle: alcohol and domestic violence’
] 


	

	14.1.9
	Alcohol Change have published the following information on their fact sheet “Alcohol and Domestic Abuse”

The links between alcohol and domestic abuse

1. Drinking and domestic abuse often occur at the same time
Many abuse incidents occur when one or both people involved has been drinking, and alcohol is more commonly involved in more aggressive incidents [footnoteRef:14]. It is not just being intoxicated that can increase risk; lack of access to alcohol can make someone irritable or angry which can, in turn, create a trigger point. [14:  https://academic.oup.com/bjc/article/59/5/1035/5486457] 

2. When alcohol is involved, abuse can become more severe
Alcohol can affect our self-control and decision-making and can reduce our ability to resolve conflict. Global evidence shows that alcohol use can increase the severity of a violent incident [footnoteRef:15]. Home Office analysis of 33 intimate partner domestic homicides in 2014-15 found that 20 of these involved substance use[footnoteRef:16]. [15:  https://www.who.int/violence_injury_prevention/violence/world_report/factsheets/fs_intimate.pdf]  [16:  https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/575232/HO-Domestic-Homicide-Review-Analysis-161206.pdf] 

3. Controlling access to alcohol can become part of the abuse
A perpetrator may exert control over another person by withholding alcohol from them, or preventing them from buying it. For someone who is dependent on alcohol, this could be extremely distressing and even dangerous, if they experience withdrawal symptoms.
4. People who experience domestic abuse may drink to try to cope
Living with domestic abuse can be extremely frightening, distressing or exhausting. This can cause some people to drink alcohol to try to cope with the physical and mental health impacts of domestic abuse. Research shows that women who experience extensive physical and sexual violence are more than twice as likely to have a problem with alcohol than those with little experience of violence and abuse [footnoteRef:17]. [17:  https://www.womensaid.org.uk/information-support/what-is-domestic-abuse/the-nature-and-impact-of-domestic-abuse/] 

Alcohol use can also leave someone more vulnerable to further abuse, especially if drinking prevents survivors from accessing support or makes their mental health worse.

	

	14.1.10
	On reading the report, Nora’s mother commented: 

“He pulled the wool over eyes of Police. He was cunning as a fox. He was the offender”.

	

	14.1.11
	North East Ambulance Service responded to Nora on many occasions. In 2016, there were three reports of assault and a further two incidents which could have been domestic abuse. None of these incidents resulted in a safeguarding referral, which NEAS consider to be a missed opportunity. This issue has been addressed by additional training for NEAS staff, which is detailed at paragraph 14.2.2.

	

	14.1.12
	Nora was reported to have fallen on a number of occasions. Information relating to falls was not always consistent, resulting in ambulance crews questioning the exact nature of her injuries. There were a number of reported head injuries which were evident on examination and could have resulted from a fall, but could also have been an assault. Nora did report assaults, therefore there is no indication that she was reluctant to disclose this information to ambulance staff. However, given that she was on several occasions impaired due to alcohol consumption, she could not always recall events with any degree of certainty and, on some occasions, did not appear to have any recollection at all. Of the contacts NEAS had with Nora when family or friends were present, there was no information shared regarding wider concern for Nora, other than specifically relating to her health care needs at that point in time. 

	

	14.1.13
	In 2018, NEAS made two referrals to the Adult Social Care regarding concern for Nora. In April 2018, Nora reported a male in the next street had burned her arm. Later that month, a crew made a further referral due to bruising which they felt resembled finger-tip bruising.

	

	14.1.14
	Nora presented to her GP surgery with injuries on three occasions during the review period, and accounted for all of these with a history that could be consistent with the injury. She also presented for follow-up of injuries, that had been assessed at RVI emergency department for dressings, on three occasions. Direct inquiry about domestic abuse was not carried out on any of these attendances. There were no specific disclosures of domestic abuse or controlling and coercive behaviour.

	

	14.1.15
	Nora suffered from anxiety and alcohol dependency. Research shows that women who experience domestic abuse are three times as likely to develop mental illness[footnoteRef:18]. [18:  BMJ 2019; 365 doi: https://doi.org/10.1136/bmj.l4126 (Published 07 June 2019)] 


	

	14.1.16
	Adult Social Care did not have any direct contact with Nora. Their involvement was in response to safeguarding alerts, some of which detailed concerns relating to injuries that were alleged to have been caused by others. There was no specific information in the alerts which identified domestic abuse. 

	

	14.1.17
	The panel considered whether there was evidence that Nora had been subjected to controlling and coercive behaviour, and in doing so, referred to the Crown Prosecution Service’s policy guidance.

	

	
14.1.18
	The Crown Prosecution Service’s policy guidance on coercive control states:[footnoteRef:19] [19:  www.cps.gov.uk/legal-guidance/controlling-or-coercive-behaviour-intimate-or-family-relationship] 

‘Building on examples within the Statutory Guidance, relevant behaviour of the perpetrator can include:
· Isolating a person from their friends and family
· Depriving them of their basic needs
· Monitoring their time
· Monitoring a person via online communication tools or using spyware
· Taking control over aspects of their everyday life, such as where they can go, who they can see, what to wear and when they can sleep
· Depriving them access to support services, such as specialist support or medical services
· Repeatedly putting them down such as telling them they are worthless
· Enforcing rules and activity which humiliate, degrade or dehumanise the victim
· Forcing the victim to take part in criminal activity such as shoplifting, neglect or abuse of children to encourage self-blame and prevent disclosure to authorities
· Financial abuse including control of finances, such as only allowing a person a punitive allowance
· Control ability to go to school or place of study
· Taking wages, benefits or allowances
· Threats to hurt or kill
· Threats to harm a child
· Threats to reveal or publish private information (e.g. threatening to 'out' someone)
· Threats to hurt or physically harming a family pet
· Assault
· Criminal damage (such as destruction of household goods)
· Preventing a person from having access to transport or from working
· Preventing a person from being able to attend school, college or university
· Family 'dishonour'
· Reputational damage
· Disclosure of sexual orientation
· Disclosure of HIV status or other medical condition without consent
· Limiting access to family, friends and finances
This is not an exhaustive list and prosecutors should be aware that a perpetrator will often tailor the conduct to the victim, and that this conduct can vary to a high degree from one person to the next’. 

	

	14.1.19
	Nora did not work but had her own bank account which her benefit money was paid into. Her bank card was left with a relative who helped manage her finances for safekeeping. It is not known if Nora contributed to Tim’s rent and other household expenses, but her family often provided food for both of them. The panel noted information from Nora’s friends about Tim asking Nora for money so that he could buy cocaine. The panel has not seen other evidence of economic or financial abuse.

	

	14.1.20
	Nora and Tim lived together for much of the review period. Their relationship was not consistent, and Nora spent time living with relatives and others on occasion. During 2019, Tim called the police on a number of occasions because he wanted Nora to leave his flat. The panel discussed whether this pattern of requiring Nora to leave the flat could have been controlling behaviour. The panel also noted that Nora had complained of assault by Tim on one occasion. The panel did not think that there was sufficient information within agency records alone to come to a conclusion that Nora had been the subject of controlling and coercive behaviour by Tim. 

	

	14.1.21
	The panel noted information from Nora’s family that she had been assaulted on many occasions by Tim. It is clear that when Nora sought medical attention, she was often intoxicated and her account of her injuries was often not consistent. She did not make disclosures of domestic abuse and often accounted for her injuries as falls or assaults by unknown people. Nora’s friend told the Chair of the review that she had witnessed Tim assault Nora because she refused him access to her bank account, and that she was unable to speak to Nora privately because Tim would not let her out of his sight or hearing.
	

	14.1.22
	Taking into account the information provided by family and Nora’s friend, the panel thought that Nora had been subject to controlling and coercive behaviour by Tim. This information was unknown to agencies before Nora’s death. 
	

	14.1.23
	The panel was aware that many victim’s do not report domestic abuse. One report states:
 
On average victims experience 50 incidents of abuse before getting effective help’[footnoteRef:20] [20:  SafeLives (2015), Insights Idva National Dataset 2013-14. Bristol: SafeLives
] 


	

	14.1.24
	The panel thought that taking into account the research, information from Nora’s family and friend, together with the number of injuries that she had sustained, it was probable that she had suffered domestic abuse assaults which had not been reported.

	

	14.1.25
	Nora presented at RVI on many occasions with injuries. Staff made safeguarding alerts to Adult Social Care and contacted Nora’s GP as a result of their concerns. However, there is evidence on only one occasion that staff at the hospital enquired with Nora as to the possibility of domestic abuse.

	

	14.1.26
	The panel thought that Nora’s experiences may have been an example of traumatic bonding. The term traumatic bonding was developed by Patrick 
Carnes.[footnoteRef:21] It is said to occur as a result of harmful/abusive treatment interspersed with intermittent small kindnesses/reinforcement of reward, alongside punishment, which creates powerful emotional bonds that are resistant to change. Victims of abuse can develop a strong sense of loyalty towards their abuser, despite the fact that the bond is causing them harm. Attachment to others helps our survival and to ensure survival, the fear chemicals in the brain also supress logical decision-making (e.g. the decision to leave the unsafe relationship). [21:  https://healingtreenonprofit.org/wp-content/uploads/2016/01/Trauma-Bonds-by-Patrick-Carnes-1.pdf] 


 
	

	14.1.27
	The panel discussed the impact of Nora’s unstable housing situation. After a domestic abuse incident in October 2010, with her then partner, Alex’s father, Nora moved out of their shared home. Although she does not appear to have lived there again, her housing benefit paid for the rent on the home, a situation which was unknown to any agency until after Nora’s death.

	

	14.1.28
	The Review Panel took cognisance of the following definitions as detailed by the UK charity Surviving Economic Abuse[footnoteRef:22]:  [22:  https://survivingeconomicabuse.org/about-us/what-we-do/
Surviving Economic Abuse (SEA) is the only UK charity dedicated to raising awareness of economic abuse and transforming responses to it.] 


Economic abuse is a legally recognised form of domestic abuse and is defined in the Domestic Abuse Act. It often occurs in the context of intimate partner violence and involves the control of a partner or ex-partner’s money and finances, as well as the things that money can buy. Economic abuse can include exerting control over income, spending, bank accounts, bills, and borrowing. It can also include controlling access to and use of things like transport and technology, to allow an individual to work and stay connected, as well as property and daily essentials like food and clothing. It can include destroying items and refusing to contribute to household costs. 

              Financial abuse is controlling finances, stealing money, or coercing someone into debt. Economic abuse and financial abuse involve similar behaviours, but it is helpful to think of financial abuse as a subcategory of economic abuse.

	

	14.1.29
	Information from Nora’s family suggests that the use of housing benefit to pay rent on a home she was not living in was Nora’s way of ensuring a stable environment for her child Alex. The panel acknowledged that the use of Nora’s housing benefit in this way could have been an indicator of economic abuse but did not have any evidence on which it could come to a view. The panel were in no doubt however that the decision to fund her former home left Nora in a difficult and unstable housing position where she was reliant on and vulnerable to others, as evidenced by her reliance on living with Tim in the latter part of her life.

	

	14.2

	What risk assessments did your agency undertake for Nora; what was the outcome? Were risk assessments accurate and of the appropriate quality?

	

	14.2.1
	As indicated at paragraph 14.1.2, Nora was recorded by the police as the victim in one domestic abuse incident in 2019. On 14 March 2019, 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 consented to a referral to Adult Social Care with regard to her drinking problems, and the referral was made.
National accepted risk gradings adopted by Northumbria Police are as follows: 
Standard risk
Current evidence does not indicate likelihood of serious harm.
Medium risk
There are identifiable factors of risk of serious harm. The offender has the potential to cause serious harm but is unlikely to do so unless there is a change of circumstances.


High risk
There are identifiable indicators of risk of serious harm or death. The potential event could happen at any time and the impact would be serious.
A DASH risk assessment indicating fourteen risks is required in order to be graded as high risk. Officers are also encouraged to use professional judgement to fully assess the threat, harm and risk towards a victim, and raise the risk level to high if necessary. An example could be where an officer feels that a victim has been unable to disclose information for some reason.
In this case, the panel thought that the risk assessment had been completed appropriately.
	

	14.2.2
	Due to the frequency of incidents, Tim was initially identified as a high-risk victim on 5 March 2019 – this was subsequently reviewed by the MASH manager, together with the following two incidents where Tim was recorded as the victim. Having reviewed the incidents and previous incidents involving Nora and Tim, it was deemed that Tim was not at high risk of significant harm or homicide from Nora: he was downgraded to medium risk. This is in line with current procedure and is a subjective test and a single agency police decision applied by the police MASH manager, who is a police staff member. The panel thought that this was an appropriate review but noted that it did not consider whether Nora’s behaviour could have been in response to abuse from Tim. [Johnson’s typology of violence – see paragraphs 14.1.6 and 14.1.7]. The panel was told that the police have introduced a programme of ‘vulnerability training’ which will address this issue. No further recommendation is therefore made on this point.

	

	14.2.3
	On one occasion on 19 May 2019, A DASH risk assessment was not recorded as the officers believed that this was not a domestic abuse incident – as Tim and Nora were not at that time in an intimate relationship. This was incorrect as the then accepted cross-government definition of domestic abuse included “those aged 16 or over who are or have been intimate partners”. A DASH should have been completed. This was recorded as a verbal dispute which resulted in Nora leaving the flat. Other such incidents had been graded as standard risk with Tim declining a referral to other services. Further domestic abuse and vulnerability training has been completed since this date to remind staff regarding the requirements. No further recommendation is therefore made on this point.


	

	14.2.4
	NEAS do not undertake DASH risk assessment: the nature of emergency health service response does not lend itself to completion of the DASH risk assessment. NEAS staff often only have limited information and, in many cases, assessment of medical condition at that time is paramount. If crews are concerned, or patients and/or others present at the scene indicate domestic abuse as a possible cause for concern, staff will make enquiries. NEAS staff made safeguarding alerts due to concerns in relation to Nora’s welfare.

	

	14.2.5
	RVI staff did not complete any risk assessment in relation to domestic abuse for Nora. They did make safeguarding alerts to Adult Social Care in relation to Nora’s welfare. The panel was informed that training is available to all front-line staff to equip them to conduct DASH risk assessments.

	

	14.2.6
	As there was no disclosure of domestic abuse by Nora to her GP practice, no risk assessment was made specifically around domestic abuse. In general practice, it is not standard practice to use a DASH risk assessment. If domestic abuse is identified on selective inquiry, the patient would be signposted to the local domestic abuse service for risk assessment. Alternatively, if there was significant professional concern, they would be referred to MARAC. This did not happen in Nora’s case, as domestic abuse was not identified.

	

	14.2.7
	Other forms of risk assessment were undertaken by the GP practice. For example, in Nora's case, the risk of prescribing the requested sleeping tablets against the risk of addiction or risk to her liver disease. All the clinical risk assessments undertaken are considered by the Primary Care IMR author to be of the appropriate quality. 

	

	14.2.8
	The Adult Social Care safeguarding process was followed appropriately in response to all the concerns raised for Nora. Information was gathered appropriately, and staff were tenacious in attempts to contact and engage with Nora. These attempts were unsuccessful though, and there was no opportunity to conduct a risk assessment. 

	

	14.3
	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?

	

	14.3.1
	Analysis of interactions with Nora by her GP practice has shown no specific knowledge of any barriers to reporting domestic abuse. Nora did attend multiple appointments appearing intoxicated, which prevented her discussing any of her medical and social problems coherently on a number of occasions. She was accompanied to some appointments by her mum and other members of her family. The practice continued to provide supportive primary care to Nora and were flexible in offering her appointments as she needed them. She was also occasionally seen alone. 
	

	14.3.2
	The Victim Support report ‘Surviving Justice’ 2017 contains the following information:
Barriers to reporting as cited by Victim Support caseworkers 
	Barriers to reporting 
	Percentage
of respondents citing barrier 

	Pressure from perpetrator, fear of perpetrator, belief that they would be in more danger 
	52% 

	Fear they would not be believed or taken seriously 
	42% 

	Fear, dislike or distrust of the police/criminal justice system (CJS) 
	25% 

	Concern about their children and/or the involvement of social services 
	23% 

	Poor previous experience of police/CJS 
	22% 

	Abuse normalised, not understood or believed to be deserved 
	15% 

	Wanting to protect the perpetrator/wanting to stay in relationship/not wanting to punish perpetrator 
	14% 

	Cultural or community concerns 
	9% 

	Financial concerns 
	7% 

	Housing concerns 
	4% 

	Embarrassment 
	3% 

	
	





	

	14.3.4
	The panel felt that, in hindsight, a number of the barriers cited could apply to Nora.

	

	14.3.5
	In August 2016, Nora was spoken to by a police Domestic Violence Officer: she declined a risk assessment or safeguarding with a view to reduce the risk of repeat victimisation. Nora was offered a Victims First Northumbria[footnoteRef:23] referral and crime prevention advice, and was asked if she needed any alcohol support referrals. She declined any help. The DVO thought that Nora’s drinking problem was the dominant factor.   [23:  Victims First Northumbria is a victim referral service set up in 2015. It offers free, confidential support and advice for anyone affected by crime living in the Tyne and Wear.
] 

	

	14.3.6
	Research by Womens Aid[footnoteRef:24] has found that there are a number of reasons why women don’t leave abusive relationships. [24:  https://www.womensaid.org.uk/information-support/what-is-domestic-abuse/women-leave/] 


	

	
14.3.7
	Danger and fear
One of the most important reasons women don’t leave is because it can be incredibly dangerous. The fear that women feel is very real – there is a huge rise in the likelihood of violence after separation. 41% (37 of 91) of women killed by a male partner/former partner in England, Wales and Northern Ireland in 2018 had separated or taken steps to separate from them. Eleven of these 37 women were killed within the first month of separation and 24 were killed within the first year (Femicide Census, 2020).
Isolation
Domestic abuse often relies on isolating the victim: the perpetrator works to weaken her connections with family and friends, making it extremely difficult to seek support. Perpetrators will often try and reduce a woman’s contact with the outside world to prevent her from recognising that his behaviour is abusive and wrong. Isolation leads women to become extremely dependent on their controlling partner.
Shame, embarrassment or denial
Perpetrators are often well respected or liked in their communities because they are charming and manipulative. This prevents people recognising the abuse and isolates the woman further. The perpetrator often minimises, denies or blames the abuse on the victim. Victims may be ashamed or make excuses to themselves and others to cover up the abuse.
Trauma and low confidence
Imagine being told every day that you’re worthless and the impact that this has on your self-esteem. Victims have very limited freedom to make decisions in an abusive relationship, they are often traumatised, regularly told ‘you couldn’t manage on your own, you need me’. Fear is constant and they live in a world of everyday terror.
Practical reasons
Abusers often control every aspect of their victim’s life – making it impossible to have a job or financial independence. By controlling access to money women are left unable to support themselves or their children. They may fear having their children taken away or, if she has an insecure immigration status, may fear being deported.
The support isn’t there when they need it
Asking for help is not easy. Misunderstandings about domestic abuse often prevents professionals from knowing what to do, how to talk about it or where to direct women disclosing abuse.
The panel recognised a number of these features from the information now known about Nora and Tim’s relationship.

	

	14.3.8
	The Consultant Psychiatrist in Addictions, who attended panel meetings, told the panel that Nora had additional barriers to engagement due to her alcohol dependency. The panel heard that people with alcohol dependency often feel stigmatised, and it is common for them to avoid contact with agencies.
	

	14.4
	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? 
	

	14.4.1
	Nora’s alcohol dependency was known to all services who worked with her. Police and ambulance service made appropriate referrals to other agencies. The reasons behind Nora’s alcohol dependency were not known to agencies. The panel thought that the trauma Nora experienced in her life, including the loss of a child, multiple assaults and domestic abuse, could have been contributory factors.

	14.4.2
	Nora’s GP practice and Newcastle upon Tyne Hospitals NHS Foundation Trust were responsible for her medical treatment. She underwent detoxification procedures as an inpatient at Newcastle University Hospitals NHS Foundation Trust on a number of occasions; however, she was unable to sustain her abstinence from alcohol in the community. 
	

	14.4.3
	Nora was diagnosed with anxiety and alcohol dependence. The GPs involved with Nora tried hard to support her with both conditions, and offered treatment options and referrals on multiple occasions. She presented to the surgery regularly and was seen on many occasions. The GPs continued to remain available to support Nora when she declined treatment options. The panel heard that a new service based at GP surgeries may have been able to help Nora if it had been in place at the time of the events in question.
https://waystowellness.org.uk/patients/
Ways to Wellness[footnoteRef:25] is a social prescribing service for people with long-term health conditions, aged 30 to 74 years, who live in Newcastle upon Tyne and are registered with a participating GP practice. Ways to Wellness provides non-medical support through a dedicated Link Worker who will work with you in the areas that you feel you most need support. The service aims to help and support you to better manage your long-term condition.  [25:  https://waystowellness.org.uk/patients/
] 

The review panel determined that this service would have been beneficial to Nora, and as this area of learning has been addressed, the review panel has not made a recommendation.  

	

	14.4.5
	At a Hepatology outpatient appointment in February 2019, the consultant recommended a mental health review: they personally spoke to Nora’s GP to share the information. Nora was reluctant to accept the advice, and a mental health review was not arranged.
	

	14.4.6
	The commissioned provider of alcohol support and desistence services in Newcastle has changed a number of times during the review period, and it has not been possible to obtain records from the providers who no longer have a contract for services. 
	

	14.4.7
	Nora was referred to the CNTW addictions service in 2016 – that referral was passed on to another provider which had recently taken over the contract. The panel has not been able to access records from that provider. CNTW was awarded a new contract for the service in 2019, which is delivered in partnership with Humankind and Changing Lives. CNTW provided an expert to the panel. 

	C

	14.4.8
	The Consultant Psychiatrist in Addictions (CNTW), who attended panel meetings, told the panel that, on reflection, Nora appeared to display many of the features of ‘Alcohol dependence syndrome’. This is a diagnosis contained with the World Health Organisation International Classification of Diseases edition 10[footnoteRef:26], which was relevant during the timescale of the review.  [26:  
ICD-10 is the 10th revision of the International Statistical Classification of Diseases and Related Health Problems (ICD), a medical classification list by the World Health Organization (WHO). It contains codes for diseases, signs and symptoms, abnormal findings, complaints, social circumstances, and external causes of injury or diseases.
] 


Features of Alcohol dependence syndrome include:
· Physical evidence of withdrawal state
· Compulsion to drink
· Increased tolerance of alcohol leading to increased drinking
· Periods of abstinence followed by relapse
In terms of treatment, the panel was told that alcohol detoxification is just the start of a process. It removes physical dependence, but not psychological dependence. Ongoing support and treatment is needed after the detoxification: this was not achieved in Nora’s case.
	

	14.4.9
	The review has not been able to find evidence that Nora accepted support from community addictions or alcohol support services.

	

	14.4.10
	The Consultant Psychiatrist in Addictions, who attended panel meetings, told the panel that Nora’s multiple complexities of alcohol dependence, domestic abuse, and unstable housing needed to be triangulated and dealt with in a joined-up approach in order to have the most chance of success. It is possible that a joined-up approach could have been coordinated if Adult Social Care had managed to engage with Nora.

	

	14.4.11
	The panel member for Changing Lives, an organisation which has recently become involved in the contract to provide community alcohol and drugs services in Newcastle, told the panel that the chances of success in a case such as Nora’s can be improved. For example, by building up a relationship with the person to understand all of the issues affecting them and providing support to deal with the whole range of issues, as well as alcohol. This is the approach that is now being implemented. In addition, Changing Lives has been provided with funding by Newcastle City Council to employ a specialist IDVA to work with women, such as Nora, who suffer from multiple disadvantage. Although these are new services, there is no evidence that statutory services sought assistance from third sector agencies that may have been able to help Nora. This is a learning point which leads to panel recommendation 2. Nora’s family thought that this was particularly important as Nora was angry with, and did not trust, professionals from statutory agencies. Her family thought that there were a number of reasons for this. Particularly, the event in 2008, when Nora felt that she had no choice but to have a termination as she was told that her unborn child would be removed at birth.

	

	14.4.12
	In 2019, Tim was diagnosed with depression and hearing voices. He disclosed use of alcohol and occasional use of cocaine. He was supported by his GP with medication and referral to secondary care services. GPs ensured continuity of care for Tim so that he was followed up by the same GP whenever possible. He was referred to the Community Mental Health Service Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust, but did not attend any of the three appointments offered.  
	

	14.4.13
	When Tim reported domestic abuse incidents to the police, he declined referral to support agencies. On 7 March 2019, Tim contacted the Domestic Violence Officers stating that he did not need any further help and support, and that officers had discussed safety planning with him when they attended and he did not need another one. He declined support services. A letter was sent to him with support service contact numbers enclosed.

	

	14.5
	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?  
	

	14.5.1
	Following a domestic abuse incident and a standard DASH risk assessment on 14 March 2019, Nora agreed to the offer of a referral to support services. Victim First Northumbria unsuccessfully attempted to contact Nora by telephone. It is policy not to send letters to victims of domestic abuse as it is thought that this may increase risk. The case was closed in line with policy.

	

	14.5.2
	The GP practice provided primary care services for Nora and Tim, and they were timely, proportionate and fit for purpose in relation to the identified level of risk.
	

	14.5.3
	Tim was significantly affected by a fracture to his foot: he was quite incapacitated between April 2019 and June 2020. He continued to experience pain in his foot and continued to wear a moon boot. He was followed up by the orthopaedic service at the hospital.
	

	14.5.4
	Nora had 102 interactions with NEAS during the review period. Many of those occasions resulted in the deployment of an ambulance. On other occasions, a taxi was arranged to take Nora to hospital. The review has seen evidence that the deployments were appropriate, taking into account the known risks.
	

	14.5.6
	Nora attended at RVI emergency department on many occasions during the review period. Her medical needs were always attended. On some occasions, she said that she had been assaulted, on others she provided explanations for her injuries, often saying that she had fallen. These explanations, of falling, were largely accepted as being feasible, especially given Nora’s intoxication. Nora was not flagged on the hospital IT system as being at risk of domestic abuse – as only high risk MARAC cases are flagged. The panel discussed whether the number of times that Nora attended RVI emergency department should have triggered a review: it was informed that such a process does exist but the threshold in terms of the number of attendances required for a review is much higher than in this case.  

	

	14.5.7
	Adult Social Care made repeated attempts to contact Nora. The offer of an assessment was declined by Nora and her family as they didn’t think it would be helpful, and Nora had enough support from her family. The panel was told that there is now a weekly strategy meeting held between a number of agencies including, Adult Social Care, RVI and the IDVA service to discuss challenging cases. The panel thought that such a multi-agency meeting may have been helpful in planning a response to Nora’s presentation to services. Where Adult Social Care receive four concerns in a six-month period, the case is escalated to a management review.
	

	14.5.9
	The complexity of Nora’s life, the long-term impact of the trauma she had experienced, her vulnerability to further adversity and the loss of regular access to her child, meant that there were no quick fixes for her.  It would have taken time to build trust with Nora and she would have required longer and more intensive intervention to support her to make the changes that she needed. There was a lack of a trauma informed approach across all agencies in response to Nora’s multiple disadvantage and complex presentation. This is a learning point which leads to panel recommendation 3.

	

	14.5.9
	Alex did not have direct contact with services in Newcastle during the period of the review. Referrals to Children’s Social Care were made due to concerns over Nora’s ability to keep them safe. When those concerns were reviewed, it was found that Alex was living with their father and their needs were being met. Alex told the Chair of the review that they had been well supported by their father and although they knew of their mum’s drinking problems, she did not see Alex when she had been drinking.
	

	14.5.10
	The referrals to Children’s Social Care were dealt with by making sure that Alex was safe. There was no consideration of Nora’s needs as the primary concern was to ensure that Alex was safe. Children’s Social Care were told that Alex lived with his father and Nora did not visit the home regularly. Nora was therefore not considered as part of the family unit. The panel discussed whether a “Think Family” approach would have made a difference. Nora’s drinking problems were known to Adult Social Care and health services. Children’s Social Care acknowledge that it would have been good practice to share information about the referral for Alex with Adult Social Care and there is no evidence that information was shared. This is a learning point for Children’s Social Care. Children’s Social Care did not have any interaction with Nora and it would have been difficult for them therefore to have shared any information with other services. The panel were told that whilst at the time of the referrals to Children’s Social Care there were few outreach services available for adults with Nora’s needs some services have now been developed. [see paragraph 14.4.11] The development of a ‘road map’ of local services [panel recommendation 2] will assist practitioners  in making appropriate referrals and information sharing. The development of additional ways of working since the time of these events may also assist. For example Newcastle now work with families in relational and restorative practice[footnoteRef:27]  [27:  https://www.newcastle.gov.uk/services/care-and-support/children/getting-help-children-and-families/how-we-work-families
] 


	

	14.5.9
	The Chair of the review spoke to the school that Alex had attended during much of the review period. There had been no concerns raised about Alex during their  time at the school, and school were aware that Alex lived with their father. Alex completed GCSEs and began A level study, but left the school to undertake a vocational course at a local college.
	

	14.6
	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? 

	

	14.6.1
	On 14 March 2019, after Nora made an allegation that Tim had assaulted her, Tim was arrested. However, he was later released with no further action, as Nora did not make a statement. As described at paragraph 14.1.4, there was appropriate supervisory oversight of this case and there was insufficient evidence to charge Tim. Had there been other evidence, for example from police body worn video or an independent witness, the case would have been considered for an evidence-based prosecution without Nora’s involvement. As noted at paragraph 14.1.4, a Domestic Violence Protection Notice was considered but not progressed, as Nora said that she had ended the relationship and moved to live with her mum.
	

	14.6.2
	Tim reported three assaults on him by Nora. All were recorded as common assault. He did not support a prosecution on any occasion and no further action was taken. He did not consent to a referral to support services.
	

	14.6.3
	The police followed Nora and Tim’s wishes in not pursuing prosecutions.
	

	14.6.4
	During their contacts with the police in relation to domestic abuse incidents, Nora and Tim were asked if they wished to be referred to support services. There was only one occasion where Nora consented to a referral to support services. [see Victim First Northumbria para 14.5.1]. A victim’s wishes, in respect of referral to support services, would only be over ruled if the victim was assessed as being high risk. 

	

	14.6.5
	There is no evidence that Alex was present at the time of any of the domestic abuse incidents: Alex’s views were not therefore considered. Alex told the Chair of the review that they had never been to Tim’s flat.
	

	14.6.6
	Although Nora and Tim attended the same GP surgery, their records were not linked and it was not known that they were in a relationship. The GPs had no knowledge of their victimisation or offending.
	

	14.6.7
	The panel considered whether other steps could have been taken to address Nora’s alcohol dependence.

Sections 1 to 21 of the Anti-social Behaviour, Crime and Policing Act 2014, provides the power for agencies to apply for an injunction in order to stop a person who is engaging in anti-social behaviour from doing something, or require them to do something.

Section 1 Power to grant injunctions
(1)A court may grant an injunction under this section against a person aged 10 or over (“the respondent”) if two conditions are met.
(2)The first condition is that the court is satisfied, on the balance of probabilities, that the respondent has engaged or threatens to engage in anti-social behaviour.
(3)The second condition is that the court considers it just and convenient to grant the injunction for the purpose of preventing the respondent from engaging in anti-social behaviour.
(4)An injunction under this section may for the purpose of preventing the respondent from engaging in anti-social behaviour—
(a)prohibit the respondent from doing anything described in the injunction;
(b)require the respondent to do anything described in the injunction.

The panel discussed whether the legislation could have been used in a case such as Nora’s, to require someone to engage with alcohol services.
	

	14.6.8
	The impact on neighbours of anti-social behaviour would need to be sought along with obtaining evidence to support an application from them. Initially, a Community Prevention Notice could have been considered. This would have required Nora to accept support from services regarding her alcohol issues. In the event she did not accept support, then a civil injunction could have been the next step.

	

	14.6.9
	The panel concluded that using such powers in this case would not have been appropriate. The panel was told that, even in cases where criminal courts make an Alcohol Treatment Order, a prerequisite is an assessment of the person’s  willingness to engage in treatment. The panel has not seen any evidence that any agency was able to consistently maintain engagement with Nora, and it is therefore unlikely that such an assessment could have been successful.

	

	14.6.10
	It appeared Nora felt unable to accept support consistently with community alcohol treatment services. The panel thought that consideration should be given to other ways that services may engage with people and provide support. 

	

	14.6.11
	The Blue Light project, developed by Alcohol Change UK[footnoteRef:28], is an initiative to develop alternative approaches and care pathways for drinkers who are not in contact with treatment services, but who have complex needs. [28:  Alcohol Change UK is a leading UK alcohol charity, formed from the merger of Alcohol Concern and Alcohol Research UK] 


It challenges the belief that only drinkers who show clear motivation to change can be helped, and sets out positive strategies that can be used with this client group. 
The Blue Light manual sets out these strategies in detail, and offers a fundamental positive message that change is possible. It contains:
· Tools for understanding why individuals may not engage 
· Risk assessment tools which are appropriate for drinkers
· Harm reduction techniques workers can use
· Advice on crucial nutritional approaches which can reduce alcohol-related harm
· Questions to help non-clinicians identify where individuals may be at risk of serious health problems 
· Management frameworks
· Guidance on legal frameworks
The Blue Light approach is that, while we may not always be able to make someone change completely, we can help reduce harm and manage the risk they pose to themselves and others.
The panel thought that the Blue Light approach may have been helpful in Nora’s circumstances.

This is a learning point which leads to panel recommendation 1.

	

	14.7
	Were there opportunities for professionals to routinely enquire with Nora regarding domestic abuse? Did those enquiries take place, if not, why?  

	

	14.7.1
	In 2016, a safeguarding nurse from RVI contacted the GP surgery to discuss concerns about Nora. These were "repeated attendances at the emergency department with intoxication and injuries”. The nurse had referred Nora to safeguarding but Nora did not consent, did not have a safe contact number, and denied suffering domestic abuse. The nurse was concerned that the safeguarding referral would not progress, so she requested that primary care staff tried to gain further information if Nora attended the GP surgery to explore the possibility of domestic abuse, or whether the presentations were all alcohol related. She spoke to a GP who made clear notes with an action "asks for us to be aware if she attends"; however, this action does not appear to have been carried out on subsequent attendances. One reason for this is that the entry can quickly move down the electronic record, particularly if a patient has frequent contacts with health services, as was the case with Nora. If the case is not discussed at a team meeting to make other practitioners aware, or a significant problem code is not added to the entry, this information can quickly become difficult to see in the patient record.

	

	14.7.2
	Proposed changes by NHS digital to accelerate patient record information-sharing, state that GP electronic records will be made available to all patients from April 2022, via the NHS app.[footnoteRef:29] This is likely to make coding of domestic abuse in patient's records more difficult due to the risks of the perpetrator becoming aware of disclosure by a victim if their record is accessed via coercion or malware. In light of this, it is difficult to make a recommendation of how to handle this coding issue differently in the future. The panel was told that national work is ongoing to address this issue. [29:  Accelerating patient access to their record - NHS Digital
] 


	

	14.7.3
	The GPs did not know that Nora was a victim of domestic abuse or indeed that she was in a relationship. She usually attended appointments supported by a family member, and did not mention a partner. However, she was seen alone at times and was deemed to have capacity on several occasions when she did not appear intoxicated. There is no record in the notes of routine enquiry about domestic abuse. Routine enquiry was not embedded in general practice in Newcastle during the time period of this review. A selective enquiry project about domestic abuse in primary care in some Newcastle practices was commenced in August 2017 and ended in September 2020 – to explore how to support and encourage selective inquiry. A report to the Clinical Commissioning Group regarding outcomes of this project is currently underway.

	

	14.7.4
	Nora attended RVI on many occasions. Staff clearly had concerns for her, although she did not disclose domestic abuse, instead explaining her injuries as caused by falls or an assault by an unknown person. There is evidence of staff enquiring about the possibility of domestic abuse on one occasion. 
	

	14.7.5
	The panel recognised that staff at RVI could, and should, have enquired with Nora about domestic abuse on many of the occasions that she attended hospital. This point leads to a single agency recommendation by Newcastle upon Tyne Hospitals NHS Foundation Trust to explore the implementation of National Institute for Clinical Excellence (NICE) guidance on domestic violence and abuse, quality standard QS116, published 29 February 2016.

	

	14.7.6
	Although there is limited evidence of enquiry into the possibility of domestic abuse, both RVI and NEAS staff did make safeguarding alerts to Adult Social Care as they were concerned for Nora’s welfare, her repeated injuries, and alcohol dependency. Adult Social Care tried to contact Nora and sent a social worker to see her whilst she was in the emergency department; however, she had been discharged before the social worker could see her.

	

	14.8
	What knowledge did your agency have that indicated that Tim might be a perpetrator of domestic abuse, and what was the response? 

	

	14.8.1
	Tim was arrested for assault on a former partner in 2014 and again for assaulting the same partner in 2015. Both cases did not proceed to a conviction. As outlined at paragraphs 14.2.1 and 14.6.1, Nora complained of assault on one occasion, when Tim was arrested. He was not charged as Nora did not make a statement.
	

	14.8.2
	Other agencies were not aware that Tim was a domestic abuse perpetrator. Children’s Social Care, who may have known his history from the relationship with his previous partner as outlined at paragraph 6.4, was not aware of his relationship with Nora. 
	

	14.8.3
	The panel considered whether it would have been possible to disclose Tim’s domestic abuse history to Nora using Clare’s law.
Clare’s law (The Domestic Abuse Disclosure Scheme)

The purpose of Clare’s Law is to provide members of the public with a way to make enquiries about an individual who they are in a relationship with, or who is in a relationship with someone they know if they suspect that the individual may be abusive toward their partner.

Anyone can make a request for disclosure if there is concern that an individual may harm their partner: not just the potential victim. However, just because a third party has made the application, it would not necessarily mean that the disclosure is made to them: it may be more appropriate for someone else to receive the information.

The Right to Ask gives the victim (actual or potential), third parties (neighbours, friends and relatives), and agencies the ability to make an application to the scheme. The Right to Know is when the police make a proactive decision to disclose details when they receive information to suggest a person may be at risk.

The panel was told that, in the circumstances of Tim’s domestic abuse history of two arrests for allegations of assault and no convictions in relation to domestic abuse, it would have been highly unlikely that a disclosure would have been made.
	

	14.9
	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? 

	

	14.9.1
	MARAC is the Multi-Agency Risk Assessment Conference which meets fortnightly in each police area command. At the time of the events under review, it was chaired by a Safeguarding Detective Inspector with responsibility for rape and domestic abuse investigation. It is now chaired by the police MASH manager (a police staff member). All victims assessed as high risk by police, or any other MARAC partner agency, will be referred to MARAC.
	

	14.9.2
	In Nora and Tim’s case, although there were eight incidents of domestic abuse reported during 2019, all of the DASH risk assessments were graded as standard or medium risk: no single incident, therefore, reached the threshold for MARAC. Policy in Northumbria Police is that after four incidents in four months, the risk should be raised to medium, with further incidents being reviewed by the MASH manager. The MASH manager reviewed the case as outlined at paragraph 14.2.2.
	

	14.9.3
	MAPPA was introduced by the Criminal Justice and Court Services Act 2000 (Sections 67 & 68). The legislation placed a statutory duty upon police and probation services to establish arrangements to assess and manage the risks posed by relevant sexual and violent offenders. Relevant sexual and violent offences are defined in Schedule 15 of the Criminal Justice Act 2003. In order to ensure joint working and close collaboration between the police and probation services, these two agencies were designated as the Responsible Authority. The Criminal Justice Act 2003 (Section 325 [3]) strengthened the MAPPA by including the Prison Service in the Responsible Authority. This legislation also placed a statutory 'duty to cooperate' with MAPPA upon several other agencies.
	

	14.9.4
	Neither Nora or Tim met the threshold for MAPPA management.
	

	14.10
	What knowledge or concerns did family, friends and community have about Nora’s victimisation, and did they know what to do with it
	

	14.10.1
	Nora had told her mum that Tim assaulted her. Her mum had seen Nora with a lump on her head from an assault. She tried to keep Nora away from Tim but Nora said that she loved him. Nora’s mum described how Nora had been to hospital on one occasion and had told staff that she had fallen, but Nora’s mum stated that Tim had assaulted her.   

	

	14.10.2
	Nora’s mum stated that Nora would not tell any professional about her abuse. The only way that she would tell someone was if she trusted them, and she didn’t have a trusting relationship with a professional. The Chair was told that there is a culture in the area of not reporting issues to the police for fear of repercussions. Given the fact that Nora did not want to report Tim’s abusive behaviour, her mum respected her wishes and did not feel empowered to report it herself. She was unsure that if she had done, any agency would have been able to help.

	

	14.10.3
	During 2021, the Office of the Police and Crime Commissioner funded the Ask Me Scheme for North of Tyne (Newcastle, Northumberland and North Tyneside). The purpose of the scheme was to deliver the Ask Me Ambassador training, covering identified ‘hot spot’ locations. The Ask Me Scheme aimed to get communities talking about domestic abuse, and provide the right response every time. Community ambassadors who live, work or volunteer in their area will be able to help create networks of informed people who care about ending domestic abuse.
The objectives were to:  
•           Challenge the silence around domestic abuse
•           Ensure survivors are believed and their experiences validated the first
             time they speak out about their abuse
•           Challenge the societal acceptance of abuse; and 
•           Act as a vital grass-roots resource for services and commissioners.

	

	14.10.4
	In 2022, https://www.wefindaway.org.uk/ was launched to provide services across Northumbria. This new service aims to assist friends, family and the community to help people who find themselves in a controlling or potentially dangerous relationship. The new scheme is intended to build on the successes of 
the Ask Me Scheme.

	

	14.11
	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? 

	

	14.11.1
	No agency has directly raised issues with capacity or resources in providing services in this case. Nora, in particular, was able to access medical services on many occasions.
	

	14.11.2
	The panel was told, however, 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.
	

	14.11.3
	The panel heard that routine enquiry in relation to domestic abuse has not been implemented at Newcastle upon Tyne Hospitals NHS Foundation Trust (RVI). This is said to be because of the challenges of managing this policy in a busy emergency department. This has been recognised as an area of learning and a recommendation made. [See 14.7.5].

	

	14.12
	What learning has emerged for your agency?
	

	14.12.1
	Primary care
This case can be used to highlight the need for selective inquiry about domestic abuse in at-risk presentations.

This case can be used to highlight that having professional curiosity around family relationships and confrontations may help primary care staff to understand contextual safeguarding of an individual.

This case can serve as a reminder to clearly document how capacity has been considered in a patient with alcohol dependency.

See appendix A for single agency recommendations
	

	14.12.2
	NEAS
Whilst two safeguarding referrals were made in 2018, it is possible that there were missed opportunities to raise other referrals. There were occasions where Nora reported having been assaulted: whilst this information was limited, it would have been appropriate to share this with partner agencies.

The panel was told that during 2021/22, a statutory and mandatory training programme was delivered to front-line staff regarding the impact of substance misuse, self-neglect, and mental capacity. The statutory and mandatory training for 2022/23 has a dedicated session regarding domestic abuse, and there is a focus on red flags and reporting – using an example from NEAS records. NEAS has focussed on immediate safety and information sharing. There is also a focus on professional curiosity and asking questions along with coercive control. Finally, NEAS is also covering domestic homicides across the region, and the links between domestic abuse / substance use and mental health, which have been evident in a number of reviews.

No further recommendation is therefore made on this point.
	

	14.12.3
	RVI
Routine enquiry is not used in the departments attended, and when given the opportunity for selective enquiry, Nora denied domestic abuse. 
[see single agency recommendation for Newcastle upon Tyne Hospitals NHS Foundation Trust in action plan]

There were no Adult Safeguarding flags on the Trust system as Nora had not been open to Adult Safeguarding procedures (this would have led to an electronic alert to the Trust Adult safeguarding team of attendance). 

Update
Although a flag is not added to an individual’s records where a concern has been raised, a system to cohort any safeguarding related information has now been embedded into the notes for acute areas and to have increased visibility of previous concerns. There is also a  current Trust wide project to look at the use of flags.

No further recommendation is therefore made on this point.


	

	14.13
	Are there any examples of outstanding or innovative practice arising from this case?

	

	14.13.1
	The panel noted that there had been good practice evidenced in a number of areas. Examples are shown in the following three paragraphs.
	

	14.13.2
	There were occasions where NEAS staff tried to locate Nora, either through multiple calls to numbers located on records on NEAS systems, or sending crews to undertake welfare checks on Nora when calls dropped out and staff could not make contact. There were occasions where crews went to alternate addresses in search of Nora. Also, on one occasion, when the landlord was contacted to enter the property as Nora could not be located. Dropped calls were followed up, as well as contact with police regarding number searches.

	

	14.3.3
	General practice worked hard to manage Nora’s problems in an appropriate way. The practice also tried to ensure continuity of care for Tim. Primary care staff continually tried to support Nora, and also explored her requests for different medications with secondary care – to make sure she received appropriate treatment.

	

	14.3.4
	It was good practice for the Hepatology Consultant to have liaised in person with the GP, and for the RVI Adult Safeguarding team to have liaised with the GP.
	

	14.3.5
	The panel did not identify examples of outstanding or innovative practice which it wished to highlight.
	

	14.14
	Was the learning in this review similar to learning in previous Domestic Homicide Reviews commissioned by Safe Newcastle?

	

	14.14.1
	This is the first DHR commissioned by Safe Newcastle for several years. 
One recommendation from a previous review was thought to be relevant to this review.
“Safe Newcastle to agree with partnership agencies, including schools, an approach to increasing community awareness about domestic violence abuse so that family and friends of victims know where to access appropriate advice and support”. 

The panel recognised that work had been done, and was ongoing, to address this issue. [paragraph 14.10.3 and 14.10.4].
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	CONCLUSIONS
	

	15.1
	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 it appeared Nora felt unable to accept support more consistently with services in a more structured way. 
	

	15.2
	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.
	

	15.3
	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. 
	

	15.4
	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 accept support from agencies. The panel discussed what else could have been done to engage with Nora.
	

	15.5
	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. 
	

	15.6
	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.
	

	15.7
	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. 
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	LEARNING
This learning arises following debate within the DHR panel. 

	

	16.1
	Narrative
Nora had alcohol dependence and it appeared Nora felt unable to accept support from services other than in crisis. Professionals followed the established attendance policies of their organisations and accepted that it was Nora’s right not to accept support from 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:30] 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. [30:  A charity working for a society that is free from the harm caused by alcohol
] 



	

	16.2
	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.
	

	16.3
	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
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	RECOMMENDATIONS
DHR Panel
These recommendations have been developed in partnership with the panel.


	

	17.1
	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.
	

	17.2
	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.

	

	17.3
	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.


	

	17.3
	Single Agency Recommendations 
	

	
	Newcastle upon Tyne Hospitals NHS 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.
	

	
	
	

	
	
	

	
	
	



Appendix A	Action Plan DHR Newcastle Community Safety Partnership



	No
	 Recommendation


	Scope i.e. Local/
national
	Action to take
	Lead Agency
	Key Milestones Achieved in enacting Recommendation
	Target Date
	Date of Completion & Outcome

	 Safe Newcastle


	
	The 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.
	Local
	Development and delivery of training on domestic abuse and risk assessment for specialist drug services providers

Development and delivery of multi-agency Domestic abuse, Drugs and Alcohol Training
	CSP
	Training developed
Training delivery commences


Training developed
Training delivery commences
	March 2023
April 2023

March 2023
April 2023
	

	
	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.
	Local
	Updating and publication of local referral pathways with promotion of this information to local services
	CSP
	Referral pathway ‘road map’ updated and approved by DA Local Partnership Board
Referral pathway published
Referral pathway publicised and promoted to local services 
	February 2023
February 2023
	

	
	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.
	
	
	
	
	
	

	Single Agency Recommendations

Newcastle upon Tyne Hospitals NHS Foundation Trust

	
	Explore the implementation of NICE guidance 2016 [QS116]
	Local
	
1. Work to explore the employment of an IDVA
2. Further development of domestic abuse training alongside the domestic abuse training that is already embedded in level 3 safeguarding adults and children’s training
3. Support to the Emergency Department as a bespoke outreach to this clinical area
4. Policy and procedures are in place for Domestic Abuse
5. Secondment of a staff member to the safeguarding team from the emergency department to increase confidence and skills
6. Planned meeting with Safe Newcastle and the Emergency Department to support further exploration of NICE Guidance

	Newcastle upon Tyne Hospitals NHS Foundation Trust
	
	
	

	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. 
	Local
	Present the CCG domestic abuse pilot report to Newcastle Gateshead CCG and Safe Newcastle Board. .
	
	
	
	

	
	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. 
	Local
	CCG to present case in time-out training to primary care, to encourage practice meeting discussion.
	
	
	
	

	
	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. 
	Local
	CCG to present case in time-out training to primary care. 
	
	
	
	

	
	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. 
	Local
	CCG to present case in time-out training to primary care. 
	
	
	
	

	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.
	
	
	
	
	
	

	





End of overview report 












