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Ráno 
 
Zrána nás probouzí ostrý paprsek světla 
náš dech je krátký, brání mu neklidný spánek 
na vteřinu jako by se čas zastavil, zachycen 
v naší náruči. Jsi tady, zvučná, odhodlaná, 
hravá jako jaro. Vzduch mezi námi náhle seschne, 
křehký jako zašedlá kost.  
Z každé buňky krve 
z každé zhojené porodní jizvy 
z každého kusu tkáně 
vyrůstá potlačený výkřik 

naše dcera 
naše dcera 

 
 
Cath Kane  
Září 2017 
 
 
MORNING  

Each morning a sharp edge of light wakes us 

our breath scarce, held down in violent sleep  

for a second, time has fallen backwards, caught  

in our arms. You are here, vibrant, determined 

playful as spring.  Then the air between us goes dry, 

brittle as grey bone. 

From every blood cell 

from every healed birth scar 

from every shred of tissue 

builds a trampled scream 

   our daughter 

    our daughter  

 

 

 

This poem is included in the final report at the request of Zabrina’s family. This is an 

original work, created by the report author in respectful memory of Zabrina.  The Czech 

version of the poem was shared with the family.   
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INTRODUCTION  
1.1 This domestic homicide review examines agency responses and support given to 

Zabrina, a resident of Newcastle prior to being killed by her partner, Peter in April 2015.   

1.2 In addition to agency involvement, the review will also examine the past to identify any 

relevant background or trail of abuse prior to 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.  

 

1.3 The review considers agencies contact/involvement with Zabrina and Peter from 

September 2014 to April 2015. There was very little agency contact in that time and apart 

from police reports, there were no formal disclosures of domestic abuse to any agency.   

 

1.4 Peter was cautioned for common assault in early March 2015. In early April, he was 

later charged with common assault, after a second incident.  In relation to the second 

incident and charge, Peter was given a conditional discharge with a one year Restraining 

Order prohibiting him from contacting his partner by any means. Following his release 

from court, late that evening, he went to the couple’s home and attacked Zabrina with a 

knife.   

 

1.5 When police and paramedics arrived, Zabrina was found with multiple stab wounds, 

mounting to ’80 sharp force injuries’ many of which were to her head and neck, although 

one stab wound pierced her heart.   Peter was initially charged with murder and remanded 

in police custody.  Later after two psychiatric assessments over a six-month period, he 

was sentenced to an Indefinite Hospital Order in May 2016 for the manslaughter of 

Zabrina. 

 

1.6 Although there was limited agency contact, family and friends have provided a deeper 

context and history that has been invaluable in providing an understanding of the couple’s 

relationship and key events, before and after they arrived in the UK.  

1.7 Zabrina’s family describe sadness and the loss of their daughter, soon after she moved 

to the UK.  Whilst in the Czech Republic they had regular contact with Zabrina and their 

grandchildren as they lived close by. After her arrival in the UK their contact became 

reduced to ad hoc Skype calls, although they knew something was wrong Zabrina 

appeared unable to tell them. When she did tell them about Peter’s abuse, she said she 

had decided to return to the Czech Republic. This conversation took place the day before 

she was killed. Her parents learned of her death via community links in the Czech Republic 

before professional services could contact them directly.  

 

1.8 Peter’s family describe deep concerns and frustration in trying to communicate their 

concerns to professionals. Particularly, their concerns for Peter’s deteriorating mental 

health and increasingly disturbed, violent behaviour. They also describe an 

incomprehension about professional reporting processes and the roles of key agencies 

such as the police, hospital and mental health services.  
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1.9 The key purpose for undertaking a domestic homicide review (DHR) is to enable 

lessons to be learned from homicides where a person is killed because of domestic 

violence and abuse. For these lessons to be learned as widely and thoroughly as possible, 

professionals need to be able to understand fully what happened in each homicide, and 

most importantly, what needs to change to reduce the risk of such tragedies happening in 

the future.  

TIMESCALES 

1.10 The Review began on 19 May 2015 and concluded on 15 September 2017.  

Following notification to establish a DHR the Chief Prosecutor wrote to Safe Newcastle 

and requested that the DHR process was suspended to allow the conclusion of criminal 

proceedings.  Northumbria Police also put forward a request to delay the DHR on the 

same principle.   The first panel meeting was held on 19 May 2015 chaired by the local 

Domestic Violence Coordinator. Agencies were asked to secure records and complete 

chronologies. At that time, proceedings were expected to conclude by September 2015.   

 

1.11 During the trial, the judge requested further psychiatric assessment of Peter and 

instructed fortnightly reviews for a period of six months to ascertain his psychological 

state. Peter was detained in a psychiatric hospital for further assessment.   The review 

panel reconvened in February 2016 and an independent chair was appointed.   Criminal 

proceedings were completed in May 2016. Peter received an Indefinite Hospital Order.  

 

1.12 The Community Safety Partnership (CSP) appointed a locally based report author, 

not directly linked to any of the agencies in contact with the victim but none the less, an 

employee of the Local Authority. After seeking advice, and in consideration of the new 

Home Office Guidance released in December 2016, the CSP retracted the use of this 

employee and requested that the independent chair take on the task of report author.  This 

has been done in recognition of the need for all stakeholders, particularly family, friends 

and the community, to have confidence in the independence of this report.    

 

1.13 In September 2016, the panel received a copy of the internal review undertaken by 

HM Courts and Tribunal Service (HMCTS), which presented detailed information of events 

in the immediate time period before Zabrina’s death.  In April 2017, the panel obtained 

new information from the mental health trust that warranted due consideration.  After the 

final panel meeting in September 2017, the executive report only (as requested by the 

family) was translated and sent to Zabrina’s family for their consideration. The final edits 

to the report were made after feedback from her family.  

 

CONFIDENTIALITY 

1.14 The findings of each review are confidential. Information is available only to 

participating officers/professionals and their line managers until the review has been 

approved by the Home Office Quality Assurance Panel for publication.  To protect the 

identity of the victim, perpetrator and their family, pseudonyms (approved by the victims 

family) have been used throughout the review. 

 

1.15 The victim is known as Zabrina and was 23 years of age at the time of her death.  
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The perpetrator will be known as Peter.  He was 25 years of age at the time of the offence. 

Both Zabrina and Peter are from the Czech Republic and of Roma descent.  

 

TERMS OF REFERENCE  

1.16 The Terms of Reference are listed below. The main questions are the key lines of 

enquiry identified in this review. The subset questions are addressed where there is 

information or evidence. 

 

i) Were practitioners knowledgeable about potential indicators of domestic violence 

and abuse and aware of what to do if they had concerns about a victim or 

perpetrator?  

• Was it reasonable to expect them, given their level of training and knowledge, to fulfill 

these expectations?  

• Were practitioners sensitive to the needs of the victim and perpetrator? 

 

ii) Did the agency have policies and procedures for (DASH) risk assessment and 

risk management for victims or perpetrators and were those assessments correctly 

used in the case of Zabrina and Peter?  

• Were these assessment tools, procedures and policies professionally accepted as 

being effective?  

• Did the agency have policies and procedures in place for dealing with concerns about 

domestic violence and abuse?  

• Was the victim subject to a MARAC? 

 

iii) Did the agency comply with domestic violence and abuse protocols agreed with 

other agencies, including any information-sharing protocols?  

 

iv) What were the key points or opportunities for assessment and decision making 

in this case?  

• Do assessments and decisions appear to have been reached in an informed and 

professional way?  

• Did actions or risk management plans fit with the assessment and decisions made?  

• Were appropriate services offered or provided, or relevant enquiries made in the light 

of the assessments, given what was known or what should have been known at the 

time? 

• Were senior managers or other agencies and professionals involved at the appropriate 

points?  

 

v) Had Zabrina disclosed to anyone and if so, was the response appropriate?  

• Was this information recorded and shared, where appropriate?  

• When, and in what way, were her wishes and feelings ascertained and considered? 

• Is it reasonable to assume that her wishes should have been known? 

• Was Zabrina informed of options/choices to make informed decisions? Was she 

signposted to other agencies?  
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vi) Was anything known about Peter? For example, was he being managed under 

MAPPA?  

 

vii) Were procedures sensitive to the ethnic, cultural, linguistic and religious 

identity of the Zabrina, Peter and their families?  

• Was consideration for vulnerability and disability necessary? 

• How accessible were the services for the victim and perpetrator?  

• Was language a barrier and if so in what way, to which agencies? Did this have an 

impact on assessment and intervention?   

 

viii) Are there other questions that may be appropriate and could add to the content 

of the case? For example, was the domestic homicide the only one that had been 

committed in this area for a number of years?  

 

ix) Are there ways of working effectively that could be passed on to other 

organisations or individuals?  

• Are there lessons to be learned from this case to the way in which this agency works 

to safeguard victims and promote their welfare, or the way it identifies, assesses and 

manages the risks posed by perpetrators?  

• Where can practice be improved?  

• Are there implications for ways of working, training, management and supervision, 

working in partnership with other agencies and resources?  

 

METHODOLOGY  

1.17 Formal police notification of the homicide was made to the chair of Safe Newcastle 

early April. On 20th April, the chair of Safe Newcastle wrote to the Home Office to confirm 

the case met the criteria to conduct a Domestic Homicide Review (DHR).   

 

1.18 On notification of the domestic homicide, all agencies were contacted.  This meeting 

was held on 19 May 2015 chaired by the local Domestic Violence Coordinator.   Following 

this meeting it was identified that a total of eight agencies were asked to check their 

records for any involvement with the victim or perpetrator. These agencies were 

Northumbria Police, The Newcastle Upon Tyne Hospitals NHS Foundation Trust 

(Newcastle Hospitals), Newcastle Gateshead Clinical Commissioning Group, 

Northumberland Tyne and Wear NHS Foundation Trust, North East Ambulance Service, 

Newcastle City Council Children’s Social Care and Education Directorate, Victim First and 

Victim Support.  

 

1.19 Agencies were asked to secure their files if contact was confirmed. All agencies 

having contact with the individual family members submitted a chronology. Of the 

agencies contacted, seven confirmed direct contact (Northumbria Police, The Newcastle 

Upon Tyne Hospitals NHS Foundation Trust (Newcastle Hospitals), Newcastle Gateshead 

Clinical Commissioning Group, Northumberland Tyne and Wear NHS Foundation Trust 

(CMHT), North East Ambulance Service, Newcastle City Council Children’s Social Care 
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and Education Directorate.  Those agencies with direct contact have also supplied an 

Individual Management Review (IMR).  

 

1.20 The panel is grateful to HM Courts and Tribunal Service whom under their own 

initiative undertook an internal review and agreed to share this with the panel in October 

2016. The report highlights several practical issues to be addressed and explored further 

within the Criminal Justice Partnership after the publication of this report.  

 

1.21 In addition, this review draws upon the psychiatric reports written in November 2015 

and February 2016. The chair contacted the psychiatrist to seek permission to interview 

Peter. However, the hospital advised against this but granted permission to share the 

psychiatric reports with the panel.   

 

1.22 In April 2017, the chair contacted the Chief Executive’s Office of Northumberland 

Tyne and Wear NHS Foundation Trust to clarify if any parallel mental health reviews or 

investigations had been undertaken.  When this was originally requested by the initial 

chair in 2015, the panel were informed that the case did not meet the criteria for 

consideration within the Menatl Health Review (MHR) framework (this is also noted in the 

police IMR).   In April 2017 the trust clarified that decisions to undertake independent 

investigations, are not made by individual trusts but are agreed and commissioned by 

NHS England; because Peter was not engaged in treatment the case did not meet the 

criteria for a Mental Health Review as stated in Health Services Guidance 94 (27). 

 

1.23 When contacted by the current chair in April 2017, the trust confirmed that an After 

Action Review (AAR) had taken place in May 2015.  The trust shared a copy of the AAR 

with the panel in May 2017.   The trust had undertaken an AAR which was then submitted 

to their Serious Incident Review Panel on July 2015 with identified learning points. The 

trust IMR author became aware of the AAR when it was shared with the panel, until that 

time the IMR author was unaware that the AAR had taken place.    

 

1.24 The AAR was circulated to the panel in May 2017 and the IMR author for 

Northumberland Tyne and Wear NHS Foundation Trust was asked to review their IMR in 

light of the additional information provided in the AAR.  The revised IMR and updated 

version of the DHR report was then re-circulated to the panel in September 2017 for final 

considerations in light of the additional information.   Where relevant, the report highlights 

additional points that were not received in the original IMR.  

 

1.25 Considering the emerging themes revealed through the contribution of family and the 

psychiatric assessment, the report draws on a range of academic sources and references 

to assist with the analysis of the circumstances in this case, in order that all professionals 

may learn from this process. The author would like to acknowledge the assistance and 

expertise of Mark Coulter who undertook background and literature reviews for the Risk 

Assessment section in the appendix and the briefing paper on Roma culture circulated to 

the panel in July 2017.  The author would assert that this is necessary so that we may 

understand the full context of Zabrina’s and Peter’s lives and their relationship. In doing 

so, we can fully appreciate the context of the events leading to the death of Zabrina.  This 
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report also identifies specific practice development issues that aim to support better 

integrated working.  The panel believe there is valuable learning here at both regional and 

national level. 

 

INVOLVEMENT OF FAMILY, FRIENDS, NEIGHBOURS AND WIDER COMMUNITY 

1.26 Despite there being little agency contact with the victim prior to the homicide, contact 

during the review with family highlighted valuable learning in several areas. Following the 

core principles in the guidance, particularly those emphasised in the revised guidance of 

December 2016, this report seeks to draw out key learning enhanced by the contribution 

of family, friends and issues affecting the wider Roma community.   

 

1.27 Family members were written to in May 2016, explaining the review and inviting their 

participation.  A copy of the terms of reference was supplied.   The chair initially attempted 

to contact the families via the Police Family Liaison Officer (FLO).  On the advice of the 

FLO the chair contacted the Children's Social Worker just as care proceedings were 

ending. This enabled contact with the children's maternal grandparents, Zabrina’s parents, 

in early May 2016.  Two members of the panel met with Zabrina’s parents on 26th May 

2016 in Newcastle and their interview transcripts were used to inform the review.  

 

1.28 Further contact with Zabrina’s parents has taken place via letter (translated) and 

interpreter.   Her parents explicitly stated they did not want detailed or constant updates 

on the review process and asked that the report author pick a pseudo name for Zabrina 

to be used in the published report.  Zabrina’s parents were contacted in December 2016 

with an update on progress/delays.   They viewed a copy of the translated, final draft 

executive summary in November 2017, and gave permission for a poem to be included in 

the final versions of both reports. They commented on the detailed nature of the report.  

They acknowledged that although the review had taken longer than originally anticipated, 

they appreciated the care and thoroughness of the panel undertaking the review. 

 

1.29 Contact with Peter’s family was enabled via a locally based, culturally sensitive 

support project, The Riverside Community Health Project.   Meetings with the chair, a 

panel member  and the family took place in May and July 2017.  The centre has also 

mantianed intermittent, supportive contact with Peter’s family throughout.  

 

1.30 In all contact with family, experienced interpreters were used during meetings.  The 

chair also interviewed one of the interpreters in early June 2016 to better understand 

possible communication barriers and challenges for women in the Roma community 

disclosing domestic abuse.   Zabrina did not work and therefore no work colleagues were 

identified as possible contributors.  

 

1.31 The contribution of family in particular has helped the panel understand the ‘private 

factors’ present in the couple’s relationship. The panel is grateful to family members and 

friends who have given information in the hope this helps others.   Understanding barriers 

to accessing services, within a wider community/social context is crucial to help 

understand better ways of engaging with ‘hidden’ help-seeking victims.   If we genuinely 
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try to understand life through the eyes of the victim this gives professionals an enhanced 

understanding of her experience and the impact on her decision making when trying to 

seek help.     

 

CONTRIBUTORS TO THE REVIEW  

▪ Family, insight into the couple’s historic relationship and life before and after they 

arrived in the UK 

▪ Riverside Community Health Project: Engagement with the community, 

interpreters and local cultural context. Since the homicide, staff at the project have 

been trained in working with women affected by domestic abuse 

▪ Independent interpreter: translation/interpretation with Zabrina’s family, and 

cultural insight  

▪ Consultant psychiatrist: forensic mental health reports & assessment of Peter  

▪ HMCTS: internal review, sharing their report and findings with the panel 

▪ The Independent Domestic Violence Advocacy Service  

▪ Mark Coulter, Director of Mencentric Limited, nationally recognised for his work 

with perpetrators. He also holds a MSc in Advanced Practice in Forensic Mental 

Health; contributed by giving the author references & guidance on practice areas 

relating to mental health, lethality and partner abuse.  

 

REVIEW PANEL MEMBERS 

1.32 The panel has met a total of seven times.  The panel including IMR authors have not 

directly line managed any members of staff that had contact with the victim, perpetrator 

or children.  As explained earlier in the report, the independent chair will author the report 

to eliminate any perceived or actual conflict of interest in the final report.  

 

▪ Cath Kane (Independent Chair and Author) 

▪ Lesley Storey, Safe Newcastle Unit, Newcastle City Council 

▪ Joan Flood, Safe Newcastle Unit, Newcastle City Council 

▪ Joan Robson, Northumbria Police 

▪ Shelley Hudson, Northumbria Police 

▪ Mandy Lambert, Children’s Services, Newcastle City Council  

▪ Sandra Davison, Education Services, Newcastle City Council 

▪ Linda Gray, Wellbeing Care and Learning, Newcastle City Council  

▪ Frances Blackburn, Newcastle Upon Tyne Hospitals NHS Foundation Trust 

▪ Barbara Goodfellow, Newcastle Upon Tyne Hospitals NHS Foundation Trust  

▪ Jayne Forsdike, Children’s Safeguarding Standards, Newcastle City Council 

▪ Dr Stephen Blades, Newcastle Gateshead Clinical Commissioning Group 

▪ Howard Stanley, Newcastle Gateshead Clinical Commissioning Group 

▪ Leesa Stephenson, Northumberland Tyne and Wear NHS Foundation Trust 

▪ Christine McManus, North East Ambulance Service 

▪ Penny Hardman, Wellbeing Care and Learning, Newcastle City Council 

▪ Bren Riley, Riverside Community Health Project 

▪ Anne Marshall, Victim Support 

▪ Andrea Gartland, IDVA Service, Victim Support 
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▪ Robyn Thomas, Safe Newcastle Unit 

▪ Linda Brenkley, HM Courts and Tribunal Service (joined later in the process)  

▪ Neil Codrington, National Probation Service (North East Division) 

 

AUTHOR OF THE OVERVIEW REPORT  

1.33 The chair and author of this Overview Report is an independent consultant and 

trainer.  The author is a qualified community education worker.  She graduated from 

Edinburgh University with a First-Class Honors Degree and in 2001, she received a 

practitioners’ award from the Scottish Council for Research in Education (SCRE) for 

research completed in her final year of study. Between graduating and leaving Scotland 

in 2004, she was a member of the Scottish Parliament Cross Party Working Group to 

Address Violence Against Women through her work with women's community health 

services and economic regeneration programmes.     

 

1.34 The author has extensive experience working in the field of domestic abuse, coercive 

control and stalking both operationally and strategically.  She has been the Domestic 

Violence/Violence Against Women and Girls (VAWG) strategic lead in three London 

boroughs. As Domestic Abuse/VAWG lead, she has devised multi agency 

training programmes, commissioned specialist services, set up and managed complex 

partnership initiatives such as Specialist Domestic Violence Courts (SDVC), Sexual 

Assault Referral Centres (SARC) and perpetrator programmes.  While Partnership 

Manager at Standing Together she established the Housing Partnership Minimum 

Standards project, the precursor to the Domestic Abuse Housing Alliance (DAHA) national 

accreditation project.    

 

1.35 As an Associate Trainer with AVA, she delivered the first DHR accredited chairs 

training funded by the Home Office in 2013. She is an ex-board member of specialist 

charity Advocacy After Fatal Domestic Abuse (AAFDA) and was an advisor on the AVA 

national steering group Promoting Recovery in Mental Health (PRIMH). She was recently 

commissioned as a VAWG Consultant by the Mayor’s Office for Policing and Crime 

(MOPAC) to work with specialist providers and commissioners, developing sexual assault 

services across London. Cath Kane is independent of, and has no connection with, any 

agencies in this area.  

 

PARALLEL REVIEWS 

1.36 The coroner was contacted in July 2016 and confirmed that the inquest was initially 

adjourned while the criminal case was ongoing.  The coroner subsequently received 

notice that the trial had ended and that there was a conviction.  Guidance states paragraph 

2(1) and 2(2) of Schedule 1 of the Coroners and Justice Act 2009 that when there is a 

conviction in a murder trial (even if for manslaughter) there is no requirement to resume 

the inquest. The Coroner has been to court and registered her intent not to resume the 

inquest.  

 

1.37 HM Courts and Tribunal Service (HMCTS) undertook an internal review after the 

homicide. The report and its findings were discussed with the chair in September 2016 
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and it was agreed that findings from the internal review would be contribute to the DHR 

report. The HMCTS report was circulated to the panel in February 2017, and a 

representative from the HMCTS attended final stage meetings.  

 

1.38 After the first scoping meeting in 2015, the Domestic Violence Coordinator requested 

that NHS England consider this case to be included within the Mental Health Review 

(MHR) framework either as a standalone Mental Health Review or as a joint DHR/MHR.  

Following this request there was verbal confirmation that this did not meet the criteria for 

either a joint or independent review (as noted earlier in 1.22).  Since then the trust has 

confirmed that an After Action Review (AAR) took place in May 2015.  The trust shared a 

copy of the report with the chair in April 2017 which was circulated to the panel in May 

2017.  Where relevant this report has inserted additional points that were not received in 

the original IMR.  

 

1.39 Following the domestic homicide of Zabrina, the matter was subject to a mandatory 

referral to the Independent Police Complaints Commission (IPCC) due to the homicide 

having taken place after recent police contact. The IPCC decided that the matter should 

be the subject of a local investigation by the area Policing Standards Department (PSD).  

The IPCC recommended that the investigation considered three key questions. These 

questions are included in the analysis section of this report. 

 

EQUALITY AND DIVERSITY  

1.40 The Equality Act came into force on 1 October 2010. The Equality Act brings together 

over 116 separate pieces of legislation into one single Act. Combined, they make up a 

new Act that provides a legal framework to protect the rights of individuals and advance 

equality of opportunity for all.  The Act aims to simplify and strengthen current legislation 

which protects individuals from unfair treatment and promotes a fair and more equal 

society.   The protected characteristics most relevant to this review link to race, beliefs 

and disability.   

 

1.41 Disability: There is conflicting information about Peter’s education, as he attended 

several differing schools, including a school for children with learning disabilities. The IMR 

of NTWFT (CMHT) states that ‘the interpreter [used during the mental health assessment] 

said that this is normal within the Czech Roma community with children often attending a 

special school despite not having a learning disability.’1  The consultant psychiatrist notes 

that ‘he attended a special school…….clinically we do not feel that he was obviously 

learning disabled.’2   A report by Amnesty International3 stated that Roma children in the 

Czech Republic are unable to have an education which is free from discrimination. Many 

Roma children have been wrongly ‘diagnosed’ as having “mild mental disabilities” and 

sent to special schools.  

 

 
1 CMHT IMR, June 2016 
2 Psychiatrica Referral Assessment Report, 11 November 2015 
3 Left Out-Violations of the Rights of Roma in Europe EU, Amnesty International, London 
September 2010  
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1.42 Neither Zabrina or Peter were assessed as a ‘vulnerable adult’ or ‘adult at risk’ under 

Section 14 of the Care Act 2014. There was nothing to suggest that they required 

community services to which a person who is aged 18 years or over may be entitled 

because of mental health or other disability, age or illness, and who may be unable to take 

care of him or herself or unable to protect him or herself from harm or exploitation.  Prior 

to the homicide, Peter was not registered disabled due to his mental ill health, nor did he 

have a formal diagnosis.  Since then he has been assessed as suffering from paranoid 

schizophrenia.  

 

1.43 Race or Beliefs: Roma is an honour-based culture. Roma people have experienced 

decades of discrimination, persecution and forced assimilation.  Cultural rules and taboos 

can mean that Roma have very few words in their language related to health, state of 

mind and expressing feelings.   

  

1.44 Gender roles are rigidly defined.  A high priority is placed on female virginity before 

marriage and monogamy after, which is crucial to maintaining a good reputation. In this 

regard, girls/women carry the burden of the entire family’s honour; loss of this in any sense 

can result in marime or collective shame which can be hard to live down or overcome. 

Codes of behaviour can be very strict; even being seen alone with a man can be enough 

to destroy a reputation.    

DISSEMINATION  

1.45 The report will be sent to a designated, senior manager in the following agencies;  

▪ Independent Chair and members of Safe Newcastle  

▪ Police and Crime Commissioner for Northumbria 

▪ Chief Constable, Northumbria Police  

▪ Chief Officer, Newcastle Gateshead Clinical Commissioning Group  

▪ Chief Officer, Northumberland, Tyne and Wear (NTW) NHS Foundation Trust, 

Mental Health and Disability Trusts  

▪ Chief Executive, The Newcastle Upon Tyne Hospitals NHS Foundation Trust 

▪ North East Ambulance Service NHS Trust 

▪ Newcastle City Council: Education/Schools, Safeguarding Adults,  

▪ North of Tyne Probation Service 

▪ South of Tyne Probation Service 

▪ HM Courts and Tribunal Service 

▪ Newcastle City Council Children’s Services  

KEY EVENTS & OVERVIEW 

2.1 Zabrina and Peter were born in the Czech Republic, of Roma descent/ethnicity and 

were married when Zabrina was fifteen years of age and Peter seventeen. Shortly after, 

Zabrina became pregnant with their first child. They had two children together, a boy 

(currently aged 9) and a girl (currently aged 7), who now live in the Czech Republic with 

their maternal grandparents.    

 

2.2 While living in the Czech Republic, Zabrina stayed near her extended family until she 

moved to the UK in September 2014. The move was considered a ‘fresh start’ and 
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supported by the extended family to help them ‘move on’ from some difficult experiences 

back home. When they arrived in Newcastle, the couple and their children lived with 

Peter’s family initially, in an area close to the city centre, with a culturally diverse 

population that included Roma people.  

2.3 Soon after arriving in the UK, Peter’s family were becoming more concerned about his 

behaviour, his mental health, his use of substances and his growing paranoid fixation on 

Zabrina.   

 

2.4 Back in the Czech Republic, Zabrina’s family were also becoming concerned about 

her lack of contact and apparent emotional distress when contact occurred.   

 

2.5 In terms of initial agency contact, the family registered with a local doctor’s surgery, in 

September 2014, soon after they arrived in the UK. They registered and obtained school 

places for the children. Early appointments with the GP surgery were for registration 

purposes and ‘standard’ or minor complaints.   

 

2.6 Peter visited his GP in late February 2015, with abdominal pain and a fever. That day 

the doctor arranged for his admission to hospital. The combined chronology states the 

reason as suspected appendicitis, and notes that Peter asked for medication ‘to stop 

ganga’. The GP recorded that it was difficult to get a medical history due to language 

issues and Peter was asked to return with an interpreter. Peter attended Emergency 

Department (ED) later that day with his father and, according to the records, was 

examined for a standard stomach complaint.  

  

2.7 Soon after this appointment, Peter’s mother noticed a change in his behaviour (notes 

from meeting with the family); he expressed his belief that Zabrina was trying to harm him 

and their children. He believed she was having multiple extra marital affairs and asked his 

mother to follow her to the food bank. The foodbank which Zabrina accessed is located 

within the local Anglican church. Zabrina would sometimes light a candle in the church or 

pray before or after visiting the food bank. Peter sent his mother with Zabrina to the 

foodbank and told her to take her to the church ‘to swear’ she wasn't cheating on him.  

 

2.8 When Peter told his mother that Zabrina was putting tablets in his food to poison him, 

his mother became very worried about his state of mind. Although Peter’s family could 

see there were tensions in the relationship, no member of Peter’s family believed that 

Zabrina was poisoning him. At this point, Peter’s mother insisted that he get professional 

help and supported him to attend another GP appointment.   

 

2.9 In early March, he visited the GP with his mother and Zabrina. At this meeting, his 

third visit to the practice, the GP noted ‘no thoughts of self-harm or harming others’ but 

did note ‘possible paranoid psychosis’ which included hallucinations and ‘conversations’ 

with his dead cousin. Peter also believed that his wife was trying to poison him; ‘seeing 

things like wife putting poison drops in drinks’.  The GP activated an immediate referral to 

CMHT as ‘urgent - same day’.      
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2.10 The following day, the CMHT spoke with the GP to triage the referral and an 

assessment was booked for 15 days’ time.  There was no record of the content of that 

conversation in the CMHT IMR that changed ‘urgent’ GP referral to 15 days’ wait.   It was 

noted in the CMHT IMR that the GP confirmed there was no suicidal ideation or thoughts 

to harm others and agreed with the appointment timescale.  

2.11 Later that day, police officers on foot patrol responded to a ‘domestic incident’ in the 

evening in the street, outside the couple’s residential address. Zabrina was spoken to on 

her own and using the DASH, officers risk-assessed her. She answered their questions 

but did not want to give a statement. She believed that Peter was mentally unwell as 

recorded in the combined chronology notes. Peter was arrested at the scene and later 

cautioned for common assault. Zabrina’s risk was assessed as standard. This risk rating 

did not meet the threshold for referral to domestic violence support services.  

 

2.12 Peter and Zabrina attended the CMHT appointment together fifteen days later (mid-

March). No other family members were present. Three clinicians were present at this 

assessment. Peter explained his previously identified hallucinations as nightmares about 

his dead cousin. He also dismissed the claims he was being intentionally poisoned by 

Zabrina and stated that he had a bout of food poisoning. Records note that there are ‘no 

psychotic issues at assessment’ and the case was discharged back to his GP.  

 

2.13 Nine days later the police responded to an abandoned 999 call from a mobile traced 

to Zabrina. Police officers followed this up, spoke with Zabrina and noted that she seems 

‘fit and well and stated she had made the call, in error’.  This incident was not recorded as 

a domestic incident.  

 

2.14 Four days later (early April) at 22.59 the police responded to an abandoned 999 call 

from a mobile traced to the couple’s address. The police recorded that Peter ‘slapped her 

across the face and she had run from the house’. Peter was arrested on suspicion of 

assault and in the early hours of the following morning was charged with Common Assault. 

Zabrina had no visible injuries and was assessed using the DASH as ‘Standard Risk’. The 

police submitted a domestic abuse record to the Domestic Abuse Investigation Unit 

(DAIU) and a child concern record to the Child Abuse Investigation Unit (CAIU).  

 

2.15 Peter appeared in the Magistrate’s Court later that day on a charge of Common 

Assault. He entered a guilty plea to the offence, was fined and given a Restraining Order 

with conditions (noted in the Police IMR). The conditions stated no contact with Zabrina, 

other than via a Third Party in respect of the children or to enter the street where they 

lived. He left court after 4pm and went to his parent’s address.  

 

2.16 Late that evening the police received a call reporting another incident at Zabrina’s 

address. The caller was able to see ‘a male kicking someone in the house’ and reported 

hearing screaming and seeing a small child running from the house’. The same caller then 

reported seeing a ‘male leaving the house with a small girl’. Sadly, when police and 

paramedics arrived at the address, they found Zabrina on the floor in the living room, 

’unresponsive’.     

 



16 

2.17 Zabrina was found with multiple stab wounds, amounting to ’80 sharp force injuries’. 

Most of which were to the head and neck, although one stab wound pierced her heart.   

Peter was initially charged with murder and remanded in police custody.  Later after two 

psychiatric assessments over a six-month period, he was sentenced to an indefinite 

hospital order in May 2016 for the manslaughter of Zabrina. 

CHRONOLOGY 

 

February 2015  

2.18 Peter went to his GP with his father complaining of stomach pains and asked for 

medicine to stop ‘ganga’4. Notes state that it was difficult to get history due to language 

issues. The GP made a phone referral to the hospital indicating the patient was en route.   

The GP instructed Peter to attend the nearest ED Department.  

 

2.19 Later that day Peter went to the hospital with his father. Hospital records show that 

Peter’s father was interpreting during the examination. The hospital records further 

indicate that given the presenting symptoms Peter required a general physical 

examination.  He was discharged and it was noted that mental health screening was not 

required. A letter of discharge was sent to his GP. 

 

March 2015  

2.20 On 2 March Peter attended the GP consultation with his mother to help express 

concerns. At this consultation, the GP noted the following; ‘poor sleep 4 weeks’, ‘was 

seeing things such as his wife putting drops in his drinks’, ‘thinks wife is trying to kill him’. 

There was acknowledgment that Peter works in a shop and there appeared to be no 

problems at work.  

 

2.21 The GP noted that Peter’s cousin had died the previous year and that Peter talked 

about having conversations with his dead cousin. At this stage, the doctor noted that there 

were ‘no thoughts of self-harm or harming others’ but did note ‘possible paranoid 

psychosis’ and activated an immediate referral to Community Mental Health Team 

(CMHT) as ‘urgent - same day’. 

 

2.22 Later that evening, a PSCO, on foot patrol responded to a ‘domestic incident’ in the 

street, outside the couple’s residential address. Peter was seen grabbing Zabrina by the 

shoulder as she tried to run away. Zabrina is spoken to and through an interpreter (via 

Language Line), was risk assessed using the DASH model.  

 

2.23 She answered Yes to five questions which were 

▪ Victim is frightened 

▪ Afraid of further violence/injury 

▪ Abuse is happening more frequently  

▪ Abuse is getting worse 

▪ Suspected mental/alcohol/drugs 

 

 
4 Colloquial term for marijuana 
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2.24 She stated she believed that Peter was mentally unwell5 but declined to make a 

statement. Peter was arrested at the scene.  

 

2.25 Zabrina’s risk was assessed as standard in accordance with the DASH matrix tool.6 

This was based on the following factors; 

▪ There were no injuries to Zabrina 

▪ There no other known incidents of domestic violence recorded for this family  

▪ Neither Zabrina or Peter were known to either local or national police systems 

▪ There were only five concerns on the DASH  

▪ Zabrina refused to assist in a prosecution. 

 

2.26 The children were present and witnessed the incident. A Child Concern Notification 

(CCN) was triggered and sent to CSC as a notification and it was stated that the children 

were fearful of Peter.7  Later that month police officers check on her and discuss safety 

planning.   

 

2.27 The following day Peter admitted to the assault in interview, and at 1421hrs. was 

cautioned and released without conditions or restrictions. Zabrina was not advised or 

made aware of his release. A DASH was completed as standard risk and ‘queued’ for the 

attention of a senior officer.  

 

2.28 The CCN was received by Children’s Services from the Police and entered on to the 

system as ‘police witness a verbal argument…. he grabbed her by the arm’. The family 

was not known prior to this and a standard letter of support was sent out. The letter was 

in English. 

 

2.29 On 4 March the CMHT and GP spoke to triage the referral. It was recorded that the 

GP had no additional information and that Peter did not present as a risk to either himself 

or others. The Community Treatment Team (CTT) informed the Early Intervention in 

Psychosis (EIP) Team that the assessment was booked for mid-March 2015. They had 

agreed to undertake a joint assessment.  A letter in English was sent to Peter telling him 

of the date for assessment. The RIO system recorded that an interpreter was booked. 

 

2.30 Eight days before the mental health assessment appointment Police updated 

Zabrina’s action plan after a Risk Assessment. It was recorded that Zabrina agreed to 

Cocoon Watch and for her mobile phone number to be linked to her address. She stated 

she had resumed the relationship and that she was getting support from her in-laws. It 

was recorded that she stated that Peter was staying at his parents and that he did not 

have a key for the home address.  Further updates to the action plan were made 

confirming neighbours had been spoken with as part of implementing a Cocoon Watch. 

Cocoon watch schemes request the help and support of neighbours, family and relevant 

agencies in protecting the victim by contacting the police immediately if further incidents 

 
5 Police IMR 
6 Police IMR  
7 Police IMR  
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occur. It involves regular police patrols within the vicinity of reported incidents. Further 

details available on the `College of Policing website8.  

 

2.31 At the mental health assessment appointment Peter, Zabrina and an interpreter 

attended together. Three clinicians (Grade CPN) 1 from CMHT and 2 from EIP were 

present at this assessment9 Peter stated he wanted help but could not explain himself10. 

Peter explained his mood has been low since the death of his cousin in June 2014. Several 

issues were highlighted; mood, paranoia, drug use including amphetamine, legal highs 

and prolonged cannabis use and visual hallucinations.  

 

2.32 The CMHT records also show that he disclosed having had thoughts of harming 

himself. These previously identified hallucinations were interpreted as ‘talks about seeing 

cousin and grandmother during initial period of sleep’11 as nightmares about his dead 

cousin. He explained the claims about his thoughts of being poisoned as a bout of food 

poisoning, referring to Zabrina’s poor cooking skills. He did describe symptoms of 

generalised anxiety; the Records noted that there are ‘no psychotic issues at assessment’.  

Peter was discharged back to his GP on the basis that there were no psychotic issues at 

present and there was no need for medication.  

 

2.33 The three clinicians all agreed that there were no psychotic symptoms requiring 

further assessment. They concluded that Peter was suffering low mood, because of the 

death of his cousin and that this was exacerbated by using cannabis and legal highs. 

There is a delay of over two weeks before the results of the assessment are 

communicated to the GP.  

  

2.34 No consultant psychiatrist was available to see Peter, prior to him leaving the 

assessment. The NTWFT IMR states that a clinician from the CMHT spoke with the 

consultant psychiatrist, and further states that the consultant psychiatrist agreed with the 

assessment and planned outcome. Details of this conversation were not recorded. The 

AAR specifically states ‘There is no clinical recording of the discussions that the clinicians 

had with Dr A and Dr B and they have no recollection of the specific case being discussed.’ 

  

2.35 Nine days later at 11pm, the police received information from a BT Operator of an 

abandoned 999 call from a mobile phone from ‘a woman with poor English’12 and this was 

traced to Zabrina. The BT Operator noted that ‘the caller kept asking for help, stating she 

was Polish.’ Police identified the address as the same number as Zabrina disclosed 

following the incident in early March 2015. This address was recorded as her home. Police 

attended to find the property vacant. Enquiries were made and Zabrina was traced to a 

 
8 https://www.app.college.police.uk/app-content/major-investigation-and-public-
protection/domestic-abuse/victim-safety-and-support/#neighbourhood-and-police-safety-
schemes  
9 Draft NTWFT IMR 
10 ibid 
11 ibid  
12 Police IMR 

https://www.app.college.police.uk/app-content/major-investigation-and-public-protection/domestic-abuse/victim-safety-and-support/#neighbourhood-and-police-safety-schemes
https://www.app.college.police.uk/app-content/major-investigation-and-public-protection/domestic-abuse/victim-safety-and-support/#neighbourhood-and-police-safety-schemes
https://www.app.college.police.uk/app-content/major-investigation-and-public-protection/domestic-abuse/victim-safety-and-support/#neighbourhood-and-police-safety-schemes
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different address which she confirmed as her new address, having moved. 

 

2.36 The following day police officers spoke with Zabrina, who stated that ‘she made the 

call in error’. She confirmed the new address was now the family home where she lived 

with Peter and the children.  She was seen to ‘be fit and well’. Her address details were 

updated.  Police note in their chronology this was not recorded as a domestic incident.  

 

2.37 On April 1 at 0252 hrs., the Police responded to an abandoned 999 call from a mobile 

traced to the couple’s address. They attended and through an interpreter, it was 

established that there had been a verbal dispute. This had started when Peter told Zabrina 

that he thought she was a demon. This had then escalated and Zabrina ran out of the 

house, calling the Police whilst in the street. Peter had followed her into the street, taken 

the telephone from her and assaulted her, slapping her twice across the face. This was 

witnessed by their two children. No visible injuries to Zabrina were observed and Peter 

was arrested. 

 

2.38 Zabrina had no visible injuries and was assessed by using the DASH model as 

‘Standard Risk’. This was in accordance with the matrix tool.  

 

▪ Incident resulted in injury 

▪ Victim frightened 

▪ Afraid of further violence/injury 

▪ Threats to kill 

 

2.39 The police officer did not consider in his professional judgment that Zabrina was 

Medium or High Risk but did note that the risk assessment was based on limited 

information and a full assessment was required with an interpreter. The police officer 

noted, and this was subsequently amended on the Additional Information screen, full 

safeguarding had not been offered due to language barriers. At this point, Peter was still 

in custody.13 It was further noted that safeguarding had been discussed and Zabrina had 

declined an alarm or cocoon watch as she had good family support. 

 

2.40 The police submitted a domestic abuse record to the DAIU and a Child Concern 

Record to the CSC.  This notification stated that the children were present in the house 

but were not believed to have witnessed the assault.  Peter was interviewed, admitted the 

argument but said he did not remember assaulting Zabrina.  

 

2.41 The following day at 0211hrs, Peter was charged with Common Assault and 

remanded in custody to appear at the Magistrates Court later the same day. The police 

also applied for a Restraining Order.  

 

2.42 Peter appeared in Court late that afternoon and pleaded guilty to the Common 

Assault.  Peter was fined and a Restraining Order imposed. The conditions of the Order 

stated; 

 
13 Police IMR 
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▪ Not to contact Zabrina, except via a Third Party (undefined) in relation the children 

only, 

▪ Not to enter the street of the family home, 

▪ Expiry of the order was set at two years from the date of issue. 

 

2.43  At 2251 hrs., the police received a Third-Party report of an on-going domestic 

incident at the home address. The police attended the address where they found Zabrina 

deceased in the front room.   When interviewed, Peter said that he could not remember 

the events that night but later was charged with the murder of Zabrina.   

OVERVIEW OF INFORMATION KNOWN TO AGENCIES 

 

Health Services 

3.1 The GP practice had contact with Peter, Zabrina and the children from September 

2014 to December 2014 for routine appointments. In February 2015, Peter attended the 

GP practice with a stomach complaint and the GP referred him to the hospital with 

suspected appendicitis. On his third visit to the GP, medical records note ‘suspected 

paranoid psychosis, fear of being poisoned by his wife’.  

 

3.2 Peter went to ED with his father and was examined for a routine stomach complaint. 

The family believe that he was being tested for poisoning as this was discussed within the 

family, but there is nothing in the medical records to indicate this had been done.  

 

3.3 The ambulance service had contact with the victim and her children on the night of the 

homicide after Zabrina had been killed.  

 

3.4 The community mental health services assessed Peter on receipt of the GP referral.   

 

Children’s Services 

3.5 In the period, March 2014 to March 2015 Children’s Social Care received 4119 Child 

Concern Notifications (CCN) an average of 81 per week.  Children’s Service received two 

CNN’s from the police but had no direct contact with the family because information 

recorded on the CNN did not meet the threshold for further follow up.  

 

3.6 Children’s Services had extensive contact with the children and both maternal & 

paternal grandparents after the homicide. Although this does not come under the scope 

of this review, the chair and review panel acknowledge the high calibre of work by the 

social worker and interpreter in child care proceedings.  

 

Education 

3.7 The children attended and were registered at different schools due to intake 

arrangements. The children were known to the schools but there were no concerns about 

their behaviour or educational development, and no obvious indicators of abuse. The 

schools have also provided additional information about the children's attendance which 
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has allowed the panel, in hindsight, to track their absences against the full chronology. In 

doing so we have identified a correlation with incidents at home and absence from school. 

Although at the time, their absences would not have triggered an alert from either school, 

particularly as there were no other apparent issues. 

 

Police 

3.8 The police were the only agency with information and direct disclosure of domestic 

abuse. They were the only agency that undertook a risk assessment with Zabrina. The 

police cautioned Peter in early March; he was arrested on suspicion of common assault 

by officers on foot patrol. Later, when interviewed, he admitted assaulting his partner and 

was given a simple caution for common assault and released from custody. He was not 

subject to any restrictions or conditions.  

 

3.9 The police IMR also states that at this incident, Zabrina was spoken to at the scene 

via an interpreter, saying that Peter had accused her of putting things in his food. She 

believed he was mentally unwell but said she would not provide a witness statement. 

Zabrina was risk assessed and rated ‘standard’. As both children had been present, a 

CNN was raised that ‘gave details of the assault and the fact that the children appeared 

upset and fearful of him’.   

 

3.10 In early April, after receiving (a second) abandoned 999 call late at night, police 

officers attended the address. With the aid of an interpreter, police recorded that there 

was a verbal dispute between Peter and Zabrina.  In the recorded notes, Peter says he 

thought Zabrina was a demon. As she tried to get away from him, she called the police 

asking for help. Peter ran after her out into the street where he assaulted her, slapping 

her across the face.  

 

3.11 Police arrested Peter that night on suspicion of common assault. Later when 

questioned he made no admissions, claiming he could not remember what had happened. 

At two am the following morning he was charged with Common Assault and remanded in 

custody to appear in court later that day. An application for a restraining order was made 

by the police to the court.  As the children were present a CNN was raised; it gave details 

of the assault and stated that although the children had been present in the house it was 

not believed that they had witnessed the assault. 

 

3.12 In the analysis section of the police IMR it is noted that while in custody, Peter ‘states 

he has difficulty sleeping and is having dreams about his relative who was killed in a car 

crash a year ago, had an injection to help due to see a psychiatrist, states he is not 

‘crazy’…declined the FME.’  The custody record continues; ‘…no mental health issues 

has not harmed himself and no thoughts.’  

 

3.13 There is no mention of any medical concerns until the following day at noon, that a 

custody staff member observes that Peter is in distress; ‘…checked spoken to…obviously 

in some distress but language skills not sufficient to articulate.’   Due to the language 

barrier, no action is taken.    
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3.14 At 12:45 Peter is seen by the Force Medical Examiner (FME). Why this is suddenly 

felt necessary is not recorded in the custody record but the requirement is to assess for 

fitness for interview. The FME makes specific reference to mental health on the medical 

report but that there are ‘no acute mental health issues’.  At 13.15 it is recorded that a 

solicitor arrives.  The focus of translation access in custody appears to be focussed on 

investigation purposes.  

 

3.15 The incident log makes no mention of any mental health issues until it is updated 

with information taken by the officer who spoke to Zabrina; ‘…she believed Peter was 

mentally unwell and had accused her of putting things…’; The police IMR notes that ‘it 

would appear that this update is incomplete after reviewing all the related reports’.  The 

IMR notes ‘a lack of communication between the attending officers and the custody staff 

on handing [Peter] over during the booking in process’.  

 

3.16 Therefore, neither the FME or custody officer had access to Zabrina’s statement and 

concerns.  In addition, there appears to be a lack of relevant medical history that would 

assist the FME to more fully understand needs and risks.   

 

Magistrates Court    

3.17 The courts had no contact with the family until the day of the homicide. Peter 

appeared in court, late in the day, having been arrested for assault the previous night and 

charged in the early hours of that morning.  

 

3.18 Although Zabrina was not present in court, her Victim Personal Statement (VPS) was 

read aloud in court. In this statement, she explains some aspects of Peter’s behaviour, 

specifically his violence, his jealousy, his bizarre accusations and threats to kill.  The 

information given in her Victim Personal Statement reflects information shared by Peter’s 

family, as they attempted to express their increasing concerns about his behaviour and 

mental health.   

 

3.19 This appears to be the first time Zabrina has given a statement to support the 

prosecution.  In previous contact with the police she states clearly, she does not want to 

give a statement.   It is very common for victims of domestic abuse to be reluctant to give 

statements, particularly in cases where there are threats to kill, grave fear of 

consequences and a distrust of statutory/criminal justice services.     

 

3.20 From the information available it is difficult to say exactly what Zabrina’s 

understanding of the criminal justice process was, other than she had an expectation that 

Peter was going to court, and was to be charged with assaulting her.  The family account 

of communicating with services (mainly health and police) is that they ‘begged’ these 

agencies to do something to protect Zabrina and help Peter.   

 

3.21 The police interview records state it was explained to Zabrina that her VPS would be 

read aloud in court.  Cross referencing this with the HMCTS report, it is noted that the 
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content of the VPS was contained in the case summary supplied as part of initial details 

of the prosecution case. Therefore, Peter is likely to have seen the content of Zabrina’s 

VPS alongside details of the prosecution case, as well as read aloud in court.  After court, 

Peter returned to his parents address but they were unable to keep him at that address 

all evening, even with the Restraining Order in place.   

 

3.22 It is detailed in the Victims Code that there is a statutory duty for the police to pass 

on information regarding court results to victims.  The court complied with its procedural 

obligations and timescales, however as there was no police officer or IDVA in the court 

(as this was a remand court and not an SDVC), Zabrina never received information about 

the outcome of the hearing.  As the results were uploaded on the court system late in the 

working day, police have indicated that the action would have been undertaken the 

following day, which in this case, was sadly too late.    

 

3.23 Given Zabrina’s reluctance to give a statement previously, the disclosed threats to 

kill and her identified risk ‘status’, it is conceivable that neither Zabrina nor the police were 

aware of the imminent or escalating outcome.  The fact that Zabrina had no access to 

IDVA or support services that could help her prepare or navigate this formal confrontation 

with Peter, she was at a distinct disadvantage.  Criminal and civil justice processes are 

complicated, frightening and potentially dangerous for all domestic abuse victims.  

Zabrina’s experience was further hampered by language and cultural barriers that may 

have affected her understanding of what would happen next.   

ANALYSIS  

4.1 The chronology and individual IMR’s have been carefully considered through the view 

point of Zabrina, to ascertain if the agencies’ contacts were appropriate and whether they 

acted in accordance with their set procedures and guidelines. Where they have acted 

accordingly, the panel has also attempted to go beyond ‘evaluating if procedure was 

followed to checking it was sound’ as stated in the revised Home Office guidance.   

 

4.2 In doing so, several themes or narratives have emerged that require some 

examination to fully understand the circumstances of this case so that all professionals 

may learn from lessons identified. The author would assert that in attempting to 

understand the full context of Zabrina’s lived experience, we can fully appreciate the 

context of the events leading to her death.   

 

i) Were practitioners knowledgeable about potential indicators of domestic violence 

and abuse and aware of what to do if they had concerns?  

• Was it reasonable to expect them, given their level of training and knowledge, to fulfill 

these expectations?  

• Were practitioners sensitive to the needs of the victim and perpetrator? 

 

4.3 Prior to Zabrina’s death, all agencies (except the GP practice) had some form of 

domestic abuse training in place, linked to their respective organisational policies and 

procedures. The Education Directorate and Children's Services training follows statutory 

safeguarding guidance.   



24 

 

Ambulance Service 

4.4 The Ambulance Service has integrated domestic abuse into its Essential Annual 

Training (EAT) workbook as a resource for all staff. In the last two years, this training is 

on-going as part of the statutory and mandatory training programme.    

 

4.5 The IMR author notes that NEAS staff have and continue to raise referrals which are 

forwarded to the appropriate adult/children’s social care unit. These referrals are tracked, 

recorded and feature in the ‘top 10 of referral categories as part of the safeguarding 

dashboard’. There was no prior contact or referral to paramedics. From information 

provided by the IMR, the paramedic response was professional and trauma informed, 

particularly their response to the children.   

 

Northumbria Police  

4.6 The police state that ‘all procedures are available to all officers’ via the force intranet, 

instructional Information System (IIS). Domestic violence training is received by student 

officers during their initial training and further training is delivered whenever there is a 

change in policy and procedure. The police IMR states that the ‘Neighbourhood Policing 

Teams are responsible for the safety planning for all standard and medium risk victims, 

and as such have good knowledge of the subject.’  

 

4.7 The force is served by approximately 3,500 officers. Uniformed officers are split into 

three Area Commands each serving two local authority areas, either as 24/7 response 

officers or working on the Neighbourhood Policing Teams. They are supported by 13 

specialist departments, including PVP whose role is to safeguard and investigate offences 

against children and vulnerable adults. The CRU assesses all DVN CCN and ACN records 

force wide. This amounts to approximately 2,500 DVNs, 2,800 CCNs and 950 ACNs being 

processed per month. The police IMR states that this volume of reports ‘has not impacted 

on the response to this case. All the DVNs and CCNs raised in this case were processed 

according to procedure.’  

 

4.8 Since Zabrina’s death, over a six month period the force has put in place half day 

training for all staff, at all levels including the Chief Constable, on recognising the signs of 

coercive control. Guidance has also been recently circulated to all officers reminding them 

of all the options that are available. 

 

4.9 On both recorded incidents of domestic abuse known to the police, Zabrina was 

assessed as ‘Standard’ and therefore did not meet the recognised threshold for referral to 

specialist teams or IDVA service. She was offered Cocoon Watch, with safety planning 

linked to her first address. On both occasions, police communicated with Zabrina via an 

interpreter.  The Police Professional Standard Department (PSD) investigation found that 

Zabrina was appropriately risk assessed based on the information available to officers at 

the time. The investigation also concluded that the response to Zabrina was appropriate 

and followed procedures.  
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4.10 In terms of Peter, the PSD Investigation highlighted an issue arising from the 

‘disposal of the offender’ because of the first reported incident in March 2015. Peter 

admitted assaulting Zabrina and was administered a caution by the Sergeant on duty and 

released from custody without any conditions or restrictions. Although the Police Sergeant 

had the authority to do this, the PDS investigation suggested this action was not in line 

with the strategic position of the force. The police force aims to facilitate effective action 

against offenders so that they can be held accountable through the criminal justice 

system.  

 

 

 

Family 

4.11 Peter’s mother had grave concerns about his escalating violence and threats. She 

could not sleep at night and her husband and daughter were ‘afraid of what he would do’. 

She firmly stated ‘I told the police, my husband told the police.   Zabrina told the police 

‘he’s dangerous, he’s ill, you can’t trust him, he’s ill’. She continued to explain that they 

‘begged the police to take him to the doctor, they told the police he needed treatment.’   

 

4.12 Peter’s mother is not sure if their words were written down, therefore it’s not clear to 

the panel exactly when and where specific conversations took place. She does clearly 

remember the police being called four times but nonetheless, she is left feeling that the 

police did nothing. She also notes that the police should have spoken to Zabrina alone; 

‘they should have taken her to a separate room so that they don’t know what each other 

is saying’.  

 

Children Services  

4.13 Children’s services receive over four thousand Child Concern Notifications (CCN) 

each year, averaging eighty-one per week. Each CCN is triaged by a Team Manager from 

the Initial Response Service, considering any previous information held on the family.  The 

CCN received in early March was the first contact. The second CCN was received the day 

before Zabrina’s death, in relation to the common assault incident reported to police.   

 

4.14 A letter of support was sent to the family address providing contact details for CSC if 

further advice was needed. The letter was written in English. This action followed local 

operating protocols because the family did not at this time, meet the threshold for an 

assessment. The IMR states that ‘ at the time of the receipt of the first CCN no language, 

cultural or disability issues were identified. However the second CCN identified that the 

children did not appear to speak English very well….this case highlights the importance 

of considering whether families require information or letters in a language other than 

English.’  The statisics quoted in 4.13 highlight the demand and volume of CCN’s that 

police and Childrens Social Care manage on a daily basis.   It is known that language 

barriers are likely to increase risk and this places emphasis on the need for such factors 

to be identified and communicated effectively within such a system as CCN alerts.  

 

GP practice  



26 

4.15 The practice had no direct disclosure of domestic abuse from any member of the 

family. Early contact with the family was for routine appointments. Each of Peter’s 

appointments were with different GP’s and in two consultations interpreters were present.  

In the third consultation, an interpreter was requested for the next occasion so that the 

issues regarding drug use could be fully explored. 

 

4.16 On the two occasions Peter consulted the GP, he was swiftly referred to ED and  

latterly to the CMHT. It is clear the response of both doctors was appropriate and that both 

had varying concerns about Peter because of his presentation, his own disclosures and 

those of attendant family members.   

 

4.17 On the third appointment, concerns of Peter and his family were noted and acted 

upon rapidly with an appropriate referral being made to CMHT. The GP IMR notes 

‘Although his mental state was of great concern at that point there did not appear to be 

any indication for an immediate referral to the crisis team’.  There was an urgent referral 

to the CMHT.  In relation to the TOR question about information sharing, the IMR states 

the ‘GP asked specifically about harming others and was told there were no thoughts of 

this’. 

 

4.18 The GP practice does not formally use any domestic abuse risk assessment tools. 

After Zabrina’s death, the Safe Lives checklist was discussed as part of training delivered 

at the practice in September 2015 by the IMR author.  

 

Hospital  

4.19 Newcastle Hospitals had no previous contact with Zabrina until the night she was 

killed. Records show only a brief intervention with one of the children. There is no record 

of a disclosure of domestic abuse prior to the homicide.   

 

4.20 Contact is noted with Peter in late February after his second GP visit. Information for 

the hospital examination and Peter’s medical history was taken with the use of his father 

as interpreter. There was no paper referral from the GP to the hospital (telephone referral), 

nor any warning of the need for an interpreter.  Peter attended as an emergency referral 

rather than by appointment.    

 

4.21 The hospital IMR has recorded that ‘an assessment of mental health was noted as 

not required by the clinician’. In reviewing the notes, the IMR author found that Peter 

‘presented with abdominal pain and had a physical medical examination’. Had the clinician 

any concerns about the interaction between the patient and family member, an interpreter 

would have been contacted. Each clinician has a mobile phone and can contact interpreter 

services directly.   

 

4.22 In the combined chronology, the GP notes state the presenting issue as abdominal 

pain and suspected appendicitis. There is also a note that Peter ‘asked for tablets to stop 

‘ganga', difficult to get history due to language issues’.   

 

Family 
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4.23 Peter’s mother recounts the occasion when Peter went to ED with his father for 

checks because ‘he thought he’d been poisoned’. Her memory is that they spent four 

hours at the hospital, ‘he complained of stomach pains, told the doctors Zabrina was 

poisoning him, he had all the tests’. Peter was taking drugs at the time and ‘when the tests 

showed clear, he got worse’.   

 

4.24 Peter took this test result to mean that Zabrina must have given him something to 

clear the drugs from his system, which in turn made him increasingly paranoid. Peter’s 

mother believes that the doctors should have known he was taking drugs. After the 

hospital appointment, Peter became angry at his family saying, ‘you are acting like she’s 

the daughter, not me the son’. A few days after the hospital appointment, police on foot 

patrol intervened in the first reported incident of domestic abuse in early March. 

 

Community Mental Health Team  

4.25 The CMHT do not appear to have established whether this relationship was abusive 

or not yet stated in their IMR that ‘there were no concerns raised about domestic violence 

or abuse by victim or perpetrator. Staff interviewed described a warm relationship between 

the couple displaying laughter and good eye contact.’    

 

Family 

4.26 Their account is that Peter waited one and a half months for an appointment14. During 

that time, Peter was not sleeping and was hallucinating. He told his family that Zabrina 

was ‘eating children and poisoning me’. When his mother became aware of the outcome 

of the mental health assessment she was visibly troubled by this; ‘specialist said Peter is 

fine. The police were waiting for the specialist’s opinion’.   

 

ii) Did the agency have policies and procedures for (DASH) risk assessment and 

risk management and were those assessments correctly used?   

• Were these assessment tools, procedures and policies professionally accepted as 

being effective?  

• Did the agency have policies and procedures in place for dealing with concerns about 

domestic violence and abuse?  

• Was the victim subject to a MARAC? 

 

4.27 The GP practice at the time, did not use the DASH Risk Indicator Checklist. In 

addition, there was no direct disclosure of domestic abuse to the GP. The risk assessment 

focused on the reported mental health issues described by Peter and his family. 

 

4.28 Within the Mental Health Trust, DASH risk assessment and risk management tools 

are in place, including a small specialist team that offers training, guidance and support to 

all staff across the Trust.  However as the assessing clinicians did not identify domestic 

 
14 in the chronology, it states that Peter’s second GP visit (which prompted a referral to ED) is in late 

Ferbruary. His third GP visit (which prompted a referral to CMHT) is 2 March and the MH assessment took 
place 16 days later.  
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abuse or coercive control, nor did they establish either party as a victim or perpetator, 

DASH risk assessment or safety planning did not take place.   

 

Only the police have indicated that they used the DASH in their contact with Peter and 

Zabrina. Northumbria Police use the NPCC Police DASH Model. The first response staff 

complete the risk identification using the DASH questions. They will assess the risk and 

then the specialist officer will quality assure it, conduct the full risk assessment leading to 

development of a bespoke risk management plan.  

   

4.29 The ‘specialist’ police staff who conduct the risk assessment in full also must ask 11 

additional questions on stalking and harassment if it is present (in Q8) and an additional 

10 questions on HBV if it is present (in Q20). Neither Stalking or HBV were identified in 

the police discussions with Zabrina.  Officers will refer the case on to MARAC if high risk. 

The threshold for high risk requires 14 ticks or more.  

 

4.30 The Police Professional Standard Directorate Enquiry were asked to consider three 

key questions;  

1. If it was appropriate that Zabrina was risk assessed as a ‘standard’ victim of 

domestic abuse on both occasions that an assessment was made considering the 

evidence presented at the time.  

2. If Zabrina was safeguarded appropriately in line with force procedure; 

3. If there are any force-specify lessons identified following police contact with 

Zabrina regarding domestic violence.   

 

4.31 Northumbria Police concluded that on both occasions, Zabrina had been dealt with 

correctly in accordance with standard policies and procedures that exist for victims of 

domestic violence. 

 

4.32 The Professional Standards Department (PSD) investigation noted that the ‘DASH 

model is only a guide’ and given Zabrina’s responses to the risk assessment questions, 

‘the officer could have used his personal judgement to assess the risk…as being higher 

than ‘standard’’. The procedure states that an officer can override the matrix and assess 

a victim as ‘high’ risk if their professional judgement and training indicates this. The 

procedure is clear that this may be done where the officer ‘feels that the victim is of high 

risk of death or further serious injury. The IMR states there is no evidence in that Zabrina 

was known to be at such risk and therefore was correctly assessed as a ‘standard’ risk 

victim of domestic abuse’ in March 2015.   

 

4.33 Regarding the incident in April 2015, the day before her death, Zabrina was again 

assessed as a ‘standard’ risk. The PSD investigation states that ‘the assessment was 

correct based on the facts as they were known to the officer undertaking the 

assessment…Zabrina ‘is recorded as having provided 4 positive responses to the risk 

assessment questions…certainly indicated that she was afraid of further violence/injury 

and that she had been subjected to threats to kill’.    
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4.34 The PSD report goes on to state that the threshold set out in the procedure appears 

to be a high one (high risk of death or further serious injury). The investigation concludes 

that ‘In this case, there is no evidence that [Zabrina] was known to be at such risk; the 

physical abuse to this point amounted to non-injury common assaults only.  The evidence 

is that [Zabrina] was correctly assessed as a ‘standard’ risk victim of domestic abuse on 

April 2015.’   

 

4.35 The panel has noted that there did not appear to be any ‘historic’ information available 

to responding teams.   Therefore, each incident was treated as a separate incident and 

not seen as a pattern of escalating, coercive, violent behavior.   Each DASH was 

conducted as a standalone ‘assessment’ with no cross referencing to previous 

intelligence. As is the function of MARAC and MATAC, cross reference to historic and 

multi-agency information enhances assessment and safety planning.  

 

4.36 The PSD Investigation did highlight an issue arising from ‘the disposal of the offender’ 

because of the incident in March 2015. Peter had admitted assaulting Zabrina and was 

given a simple caution by the Sergeant on duty. He was then released from custody 

without any conditions or restrictions. A priority of the police service in responding to 

domestic abuse is to ‘’facilitate effective action against offenders so that they can be held 

accountable through the criminal justice system. It is not argued that Peter was not eligible 

to be administered a caution for the offence in March 2015 but, as stated in the PSD 

investigation, ‘it has to be asked if this was the right thing to do, was it in the public 

interest?’ 

 

4.37 Northumbria Police further concluded that appropriate safeguarding was offered to 

Zabrina. Following the incident in early March she was visited a few days later to discuss 

a safeguarding plan. Four days after this, she spoke with the same police officer where 

she asked if Peter could return to the family home as the children were missing him and 

she wanted to continue their relationship.   

 

4.38 The following day there was an update to the police safeguarding plan. It was 

recorded that Zabrina agreed to Cocoon Watch and her mobile phone being linked to her 

and her address.  She stated she was back in a relationship with Peter and had support 

from her mother and father in law. Four days later, the same police officer recorded that 

‘neighbours have been spoken to, in order to implement Cocoon Watch’.  

 

4.39 In the records relating to the second reported incident in April, the police officer did 

not consider, in his professional judgement, that Zabrina was medium or high risk.  

However, the officer did note that the risk assessment ‘had been based on limited 

information and that a full assessment would be required by an interpreter’.    

 

4.40 It is also noted that Peter was interviewed in custody and made no admission of guilt, 

claiming he could not remember what had happened. Full safeguarding was not offered 

to Zabrina due to a language barrier, at the time Peter was in custody. Later, it was 

recorded that Zabrina had discussed safeguarding via an interpreter and had declined an 

alarm and Cocoon Watch (new address) on the basis she had good family support.  
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4.41 Peter appeared in the Magistrates Court after being remanded in custody overnight, 

charged with common assault.  An application for a Restraining Order was also made by 

the police to the court.  Therefore, there were concerns for Zabrina’s safety but all safety 

planning was based on standard risk, and ‘low level’ physical violence.  

 

The Magistrates Court 

4.42 The HMCTS Report has raised several important issues for victims of domestic 

abuse who do not meet the high-risk threshold. There are several considerations to assist 

with the more effective safeguarding of victims going to court having reported domestic 

abuse. The following information is taken from the HMCTS review.  

 

4.43 Peter appeared in court at 4pm that day; he required an interpreter and the interpreter 

was delayed due to other commitments and did not attend until 4pm.  There was nothing 

unusual in Peter’s appearance; ‘he was calm, not agitated despite being held in the court 

cells from at least 10.00am’. The records show that he was identified in court as ‘suffering 

from a mental health issue of some description’. He was assisted throughout the hearing 

by the interpreter.    

 

4.44 The panel debated rigorously whether the presence and intervention of a probation 

officer may have altered the outcome. Peter may have been remanded in custody while a 

Pre-Sentencing Report (PSR) was prepared, thus allowing further consideration while his 

mental health and abusive behaviour was assessed.   

 

4.45 The HMRC review records show that a probation officer was on site that day, but 

was described as ‘popping in and out of court’.  Neither the Bench nor the National 

Probation Service intervened or offered assistance at any time. As there were delays in 

the interpreter arriving at court, even if fully present in the court room, the Probation 

Service would have been unable to carry out any direct work with Peter until 4pm.   The 

court notes that in a similar situation, even with the request of a PSR, it is unlikely that 

there would be substantial grounds for refusing bail, which would mean any adjournment 

for the preparation of reports would most likely lead to the release of the defendant for 

that purpose.  

 

4.46 The interpreter was engaged in court until 4.30pm that day. The case was concluded 

by administration staff that day at 4.45pm. The concluding administration process provides 

the police with the outcome of the case which included the details of the Restraining Order. 

Following procedure, the provision of urgent results to be notified to the Police must be 

within 24hours and provision of the Restraining Order within 30 minutes. This timescale 

was achieved by the court.  

 

4.47 The HMCTS report goes on to say that the ‘impression given to the Court was that 

although all domestic abuse cases are serious, this particular case was at the lower end. 

The Magistrates and Legal Adviser did not identify any ’red flags’ in the case and the 

prosecution did not suggest that there were any.  
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4.48 The court was informed that the defendant was receiving help with his mental health 

issues which were referred to as either depression or grief resulting from recent 

bereavement’.  However, there is no record to show that these statements were checked 

as current or accurate.   

 

4.49 During the hearing, Zabrina’s Victim Personal Statement (VPS) was read aloud in 

the court.  The following are extracts from that statement:  

 

‘…[Peter] is more jealous, he controls me often, whether I have someone else 

(man) in the house.  Two months ago, he started threatening me that he will kill 

me because he had mental issues. It started getting worse he says that I go out 

with other men also in sexual terms…’ 

4.50 In the VPS, Zabrina describes the incident at the very end of March, of which is the 

focus of the hearing, had started at 11pm just after they had gone to bed;  

‘as soon as he lie down he started with accusations, Saying I am trying to kill him 

with medication and drops.  He accuses me of awful things, that I am the devil, 

that I eat human brains.  He was telling me this until 2.52 am when I called the 

police….he took my phone, gave me a slap and started speaking on the phone 

call…. he was accusing me of murder… I shouted loudly for help so they could 

hear me……he threatened he will kill me with his own hands.’ 

4.51 Police records show that police arrived on the scene approximately 15-20 mins after 

the 999 call. Zabrina explained that before the assault Peter was ‘threatening death’. He 

then slapped her so hard on the face that ‘immediately I felt pressure in my ear and it was 

hurting for about half an hour’. In the statement Zabrina tries to explain to the police, with 

limited English what had happened. This assault lasted four hours, Peter was arrested at 

the scene and taken into police custody. At the end of her VPS statement, she says; 

‘because of [Peter’s] mental problems, and because he is increasingly violent I am scared 

and want to go to Czech Republic’.  

 

4.52 This case did not appear in the Specialist Domestic Violence Court, the case was 

heard in a remand court.  The case was concluded by administration staff at 4.45pm, 

shortly after Peter’s hearing ended at 4.30pm.  This process of concluding provides the 

police with the outcome of the case and this would include details of the Restraining Order 

(RO).  Court records show that the provision of the results met the procedural timeframe 

of 24 Hours and provision of the RO within 30 minutes i.e. notification of the results and 

RO would have been communicated to the police system within those timescales.  

 

4.53 Despite the court complying with the notification procedure, no agency contacted 

Zabrina that day to inform her of the outcome, or the RO conditions.  The police IMR states 

that ‘although it is highly unlikely that [Zabrina] being aware of the court result for [Peter] 

would have prevented the tragic event, it may be that risk can be minimised and harm 

avoided for future victims of domestic abuse if a formal process is put in place for standard 

risk and medium risk victims to be informed of their offender’s court result’.  
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4.54 In the Victims Code, it states that there is a statutory duty for the police to pass on 

information regarding court results to victims.  The local court complied with its procedural 

obligations and timescales, however Zabrina never received information about the 

outcome of the hearing from the police.  After court Peter returned to his parents address 

but they were unable to keep him at that address, even with the RO in place. 

 

4.55 In Specialist Domestic Violence Courts operating protocols recognise the importance 

of passing on information to victims of domestic abuse immediately.  In addition, 

Independent Domestic Violence Services will support the victim safety plan; it is well 

recognised that risk is likely to escalate if defendants are released.   The breach of legal 

sanctions is another risk indicator, particularly in persistent perpetrators and dangerous 

stalkers.   

4.56 Given Zabrina’s reluctance to give a statement previously, the disclosed threats to 

kill and her identified risk ‘status’, it is conceivable that neither Zabrina nor the police were 

aware of the imminent or escalating outcome.  The fact that Zabrina had no access to 

IDVA or support services that could help her prepare or navigate this formal confrontation 

with Peter, she was at a distinct disadvantage.  Criminal and civil justice processes are 

complicated, frightening and potentially dangerous for all domestic abuse victims.  

Zabrina’s experience was further hampered by language and cultural barriers that may 

have affected her understanding of what would happen next.   

 

4.57 Zabrina disclosed that she was afraid of Peter and that she thought he would kill her.   

Consistently, research suggests that a woman’s perception of fear is still one of the most 

accurate predictors of fatal/lethal violence (Campbell et al., 2003, Stuart and Campbell 

1989, Nicolaidis et al., 2003, Eby et al., 1995, Campbell et al., 2007, McFarlane et al., 

2002, Rabin et al., 2009, Campbell 2007, McFarlane, 1999).  

 

4.58 Professional enquiry that seeks to define the context and detail of those threats is a 

key function of risk assessment and risk management. The Police IMR does acknowledge 

the use of professional judgement and discretion within the context of ‘standard risk’. The 

PSD investigation found that the risk rating was appropriate based on information 

available to officers at the time.   

 

4.59 There are also additional communication barriers for professionals and victims to 

overcome where community languages have a different or limited vocabulary to express 

issues, particularly where already marginalised communities feel further alienated. In this 

situation professionals are required to be much more aware of cultural sensitivities and 

communication barriers (beyond language translation).  

 

4.60 Given the nature of Roma society and culture, this case could be seen in the context 

of a so-called honour-based violence. This factor combined with the identified risk 

indicators, would increase the need for a fuller assessment and culturally sensitive 

safeguarding plan.   The panel explored the concept of honour and shame as possible 

causes for Zabrina’s death, and drew upon the psychiatrist’s opinion to provide clarity:  
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‘In all probability, he is unlikely to have committed this offence but for the 

presence of his severe mental illness.  He did not appear to be intoxicated with 

alcohol, but, cannabis has been detected…… In general terms cannabis is not 

usually a disinhibiting agent for aggression.  However, cannabis is known to 

worsen an already existing abnormal mental state such as schizophrenia…’ 

 

iii) Did the agency comply with domestic violence and abuse protocols agreed with 

other agencies, including any information-sharing protocols?  

4.61 Due to the risk classification given to Zabrina (standard), police protocols were 

followed in that she was not referred to MARAC or an IDVA service because her recorded 

risk did not meet the threshold. An interpreter was allocated to her via Language Line, a 

recognised provider.  Information was shared appropriately between agencies in terms of 

information available and information sharing policy and procedure.   

 

4.62 Children Services acted accordingly to their protocols and response thresholds with 

the information given. The CCN from Police to Children's Services in early March stated 

that police witnessed a ‘verbal argument in the street between parents when the children 

were present…. he grabbed her by the arm’. The CCN notes that the children appeared 

upset and fearful. It is recorded that Zabrina believes Peter is suffering from a mental 

illness and ‘his behaviour is deteriorating but he is seeing a doctor’.    

 

4.63 There is potential to improve the interpretation of information transmitted from the 

police to children’s services via the CCN, which may assist the triage process for 

identifying cases that require earlier CSC intervention or multiagency actions. In the CSC 

chronology, the incident in early March does describe an assault stating, ‘he grabbed her 

by the arm’. However earlier in that CSC entry its states that police witness a ‘verbal 

argument’, thus ‘headlining’ the incident as an argument despite evidence of domestic 

abuse, assault, mental health concerns and frightened children.   

 

4.64 Due to the volume of CCN’s that CSC and police process each month, with many 

recording more obvious risk and serious physical injury, there is a risk that, potentially 

dangerous situations such as Zabrina’s are easily missed.  Although in this case, more 

detailed information may not have triggered additional intervention, the current demands 

on police and children’s services to assess and intervene are hefty.  Also in Zabrina’s case 

it is noted Peter was seeing a doctor which may be assumed to mean his condition is 

being treated or under control, and other professionals are involved in family care or child 

protection.  

 

4.65 Neither school had any information of domestic abuse in the family. There was only 

one entry on Capita One System (non-live recording received from schools – one week 

retrospective) around attendance for either child. This related to their son, the oldest child 

dated mid-March (five days before the CMHT assessment and four days after Zabrina 

was spoken to by police officers in relation to her safeguarding plan).   

 

4.66 A home visit was recorded, using a telephone interpreter, following a school referral 
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to the Attendance Service for five, non-consecutive days’ absence; ‘Parents stated the 

child had suffered bouts of diarrhea on these days, therefore kept off school.  Attendance 

Officer suggested speaking to GP with school nurse support if helpful.’  

 

4.67 For this review, the Attendance Admission Department collated absence data for 

both children. Both children had the same five, non-consecutive days’ absence.  There 

were also incidents for each child where they were present and the other sibling was 

absent. Several of each child’s absences were unauthorised. The non-consecutive nature 

of the absences did not trigger the schools’ intervention in accordance with their 

attendance policy. Both children’s attendance was statistically unremarkable. Only in 

hindsight for the preparation of this review, the panel has tracked these absences against 

other events in the chronology.  

 

IV) What were the key points or opportunities for assessment and decision making?  

• Do assessments and designs appear to have been reached in an informed and 

professional way?  

• Did actions or risk management plans fit with the assessment and decisions made?  

• Were appropriate services offered or provided, or relevant enquiries made in the light 

of the assessments, given what was known or what should have been known at the 

time? 

• Were senior managers or other agencies and professionals involved at the appropriate 

points?  

• Did any concerns relating to Zabrina or Peter lead to a wider referral/assessment of 

either family? If not, are there indications that they should have done so? 

4.68 The GP referral notes are robust, clearly stating the presenting health issues on both 

occasions Peter was referred on to other services; namely, the hospital and the CMHT. 

There was no direct questioning relating to domestic abuse for either victim, perpetrator 

or family members.  

 

4.69 The Police risk assessed Zabrina based on information available to them at the time, 

mainly two incidents of common assault. There was/is recognition that language barriers, 

particularly in relation to the second incident may have impacted on available information.  

 

4.70 One of the abandoned 999 calls was not logged as a domestic incident; this is a 

procedurally correct recording as no evidence or disclosure of domestic abuse was 

recorded at that time.  However, it does raise the issue again of lack of public awareness, 

or available specialist support for victims not deemed to be at high risk.  These services 

and targeted community awareness campaigns, can often be a bridge or gateway for 

particularly isolated or marginalised individuals accessing mainstream services.  

 

4.71 Police actions and risk management plans were commensurate with the use of the 

DASH using the risk matrix. Had this case been identified as HBV with four other red flag 

indicators, this more appropriately sits with a higher risk rating.  
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4.72 The sole use of a ‘numerical scale’ for allocating risk, is potentially at odds with how 

the DASH is supposed to be utilised (see Appendix). The addition of a matrix table, 

effectively changes a structured professional judgment risk assessment (where 

professional judgment allows for the designation of HIGH RISK if only one box is ticked) 

to an actuarial risk assessment where risk will remain standard, irrespective of what is 

disclosed, unless more than eight boxes are ticked. Further information in respect of risk 

assessment refer to the Appendix. 

 

4.73 The Court would not undertake a risk assessment as such, but relies on the 

information presented. The information coming to court corroborated that Zabrina had 

been assessed as standard risk. The Magistrates noted the Restraining Order applied for 

by the police.   

  

4.74 The fact that Zabrina’s VPS was read out in court, when there was limited safety 

planning in place is an area of concern. Even with comprehensive safety planning in place, 

this is a dangerous time for any victim of domestic abuse, particularly if the perpetrator is 

unaware of her intention to leave. In her VPS, Zabrina clearly sets out the risks, her fear 

and her intention to flee. All potential catalysts for escalation of domestic violence. Zabrina 

was not informed of the decision or outcome of the hearing.  

    

4.75 The CMHT were essentially assessing Peter’s mental health. In the IMR there is no 

record of direct screening or professional enquiry relating to domestic abuse or coercive 

control, or attempts to determine the status of an individual as a victim or perpetrator. 

There is no record of a carer’s assessment.  The three practitioners present at the 

assessment note that Peter did not demonstrate any obvious signs of mental ill health.   

 

The AAR states ‘The assessment was too narrowly focused on the mental state at the 

point of the CMHT/EIP assessment. There was not sufficient attention paid to the 

presentation at the point of the GP referral; this disparity was not discussed with the GP 

when the decision was made not to take him on for further assessment of 

treatment…….The substance misuse profile was neither systematic nor 

comprehensive…….The issue of previous experience of substance use is not addressed. 

There are contradictions in the discussions and recording of substance misuse. The GP 

highlights historical use of amphetamines; however this is not ……..reflected in the core 

assessment.’ The AAR also highlights ‘conflicting information about cannabis use and 

that…The central query of the GP with regard to the diagnosis of paranoid psychosis was 

not fully addressed. Without a recorded opinion of the psychiatrists and MDT in the 

assessment (and report to GP) the overall quality of the assessment is disappointing in 

the degree to which it can be regarded as comprehensive.’ 

 

4.76 The IMR also notes limited information available in Peter’s medical records: sparse 

personal history, no family psychiatric history and ‘none of the information highlighted in 

the GP referral’. The CMHT IMR stated that following the assessment, a consultant 

psychiatrist was consulted. However, there are no records to indicate the content of the 

discussion or the name of the consultant psychiatrist. The AAR goes further, stating ‘there 
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is no clinical recording of the discussions that the clinicians had with Dr A and Dr B (both 

psychiatrists) and they have no recollection of the specific case being discussed with 

them.’  

 

4.77 Noted in the combined chronology, the GP Referral letter to the CMHT specifically 

raised the issue of ‘paranoid psychosis’, and listed several signs and symptoms which 

were/are congruent with severe mental illness. The report author has not seen original 

case notes from the CMHT assessment but from the information presented in the IMR, 

would suggest that there is a concern about the assessment of Peter. There is a lack of 

detail within his records in the notes that is indicative of probing professional curiosity or 

enquiry that would indicate a holistic, rigorous assessment. The AAR gives numerous 

examples to support this assertion. 

 

4.78 The author makes this assertion based on the current evidence of what is known 

about the early emergence of psychosis and by examining current best practice, as 

advised by the National Institute for Health and Care Excellence (NICE) Guidance 2011. 

When schizophrenia begins to ‘emerge’, it is family who usually observe changes in 

behaviour.  It is not uncommon for the sufferer to allege that their food is being 

poisoned/tampered with (Sadock and Sadock, 2007).  Paranoid delusions are rooted in 

fear and anxiety. Peter was recognized as being anxious-by the CMHT.  

 

Since the death of Zabrina, it has been established, in the opinion of the consultant 

psychiatrist overseeing the treatment of Peter, that he suffers from Paranoid 

Schizophrenia.  Those who suffer from Paranoid Schizophrenia can conduct themselves 

for limited amounts of time, as others i.e. without appearing or behaving in ways that may 

indicate that they are psychotic or delusional.  

 

4.79 This is entirely congruent with Peter’s presentation at the CMHT assessment. 

Similarly, whilst in Police custody, following his arrest for Common Assault, although he 

complained of chest pains and NEAS were called, an ECG was administered and showed 

no abnormalities.   

 

4.80 There are strong links with Schizophrenia and substance misuse with some 

substances likely to increase psychotic symptoms.  Depression/Low Mood/Anxiety/Sleep 

Disturbances are all common features of early symptoms of schizophrenia but it is also 

acknowledged that many of the symptoms of schizophrenia are also seen in other mental 

health conditions.  The mental illness most consistently associated with risk of violent 

behaviour is schizophrenia (Mullen, 2000). 

 

4.81 Treatment, care and the information sufferers are given should be culturally 

appropriate. It should be accessible to people who do not speak or read English. This is 

expressed in the AAR as follows, ‘The letter sent to the patient following the assessment 

was in English, despite him being no-English speaking, this was to detail the outcome of 

the assessment. The way in which the letter is formatted could be improved; this was sent 

directly to the patient, with a copy to the GP. This letter was not presented professionally 

and as reader friendly.’ 
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If the person agrees, families and carers should have the opportunity to be involved in 

decisions about treatment. They should also be given information and support that they 

need. 

 

4.82 The NICE guidance specifically states that assessment may need to take place over 

several sessions to gain a full understanding of the person and the range of problems they 

face. 

▪ When assessing for psychosis and coexisting substance misuse, practitioners 

should seek corroborative evidence from family members and significant others. 

This should be recorded in the notes and, if applicable, in the care plan 

▪ NICE Guidance also states that low levels of substance misuse that usually would 

NOT be problematic in people without psychosis can have a significant impact on 

the mental health of those with psychosis. 

▪ Practitioners should specifically consider additional risks associated with 

substance misuse including self-harm, suicide, neglect, violence, abuse of or by 

others and offending behaviour. 

 

4.83 The CMHT IMR states that the practitioners did not detect any signs of coercive 

control or domestic violence. By its very nature, coercive control is often hidden. 

Therefore, practitioners must ask specific questions. There is no record of any questions 

being asked in respect of the state or quality of their relationship nor did they use any 

recognised domestic violence assessment tools e.g. DASH. It is therefore difficult to 

understand how they arrived at their conclusions other than based on their own 

professional judgment.  In isolation, professional judgment is deemed to be no more 

accurate than ‘chance’ in the assessment of risk (see appendix).  The author 

acknowledges that the team undertook a mental health assessment 15 .  However if 

domestic violence practice and assessment is not incorporated into the clinical 

conversation, this only exemplifies a flawed strategy for the holistic identification and 

treatment of patients and their families.  As stated in the AAR, the assessment was ‘too 

narrowly focused on Peter’s mental state at the time of the assessment’.  In addition it 

notes that; ‘partner not seen independently despite the concerns in the GP referral.’  

 

4.84 In addition, NICE Guidance on domestic violence, specifically states that in 

communities where so-called honour-based violence occurs, it is recognised that incidents 

are under-reported.  Although this is not Honour Based Violence, practitioners are 

encouraged to explore and enhance their understanding of the notions of shame and 

honour and their relationship to violence and lethality.  

 

IV) Had Zabrina disclosed to anyone and if so, was the response appropriate?  

• Was this information recorded and shared, where appropriate?  

• When, and in what way, were Zabrina’s wishes and feelings ascertained and 

considered? 

 
15 Functional Analysis of Care Environments (FACE); a recognised assessment tool for the management of risk 
in mental health and learning disability services.  
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• Is it reasonable to assume that her wishes should have been known? 

• Was Zabrina informed of options/choices to make informed decisions? Was she 

signposted to other agencies?  

 

4.85 Zabrina disclosed her concerns-both for herself and Peter to the police when 

reporting the incidents in early March and then in April, the day before her death.  Police 

followed internal procedure based on standard risk classification and safeguarding 

planned accordingly.   Even though there was no direct disclosure to mental health 

professionals, there was a missed opportunity to speak to Zabrina on her own which would 

have increased the chances of disclosure, which in turn would have enhanced the 

possibility of a more comprehensive risk assessment. The Department of Health 

Guidance, ‘Best Practice in Managing Risk’ (2007) states that in cases of first contact with 

services, when the service user has a first crisis episode and has not had contact with 

mental health services before, the family’s…..contribution to information-gathering is 

critical. In this situation, the [family] has the most knowledge about the service user and 

is a vital source of both information and support. The AAR states that ‘Partner was not 

seen independently despite the paranoia being directed towards her…. [she] was 

identified within this referral as the person who [Peter’s] paranoia focussed upon, this 

identifies an individual potentially at risk.’ 

 

4.86 Zabrina’s VPS statement was read aloud in court and although Peter disregarded 

the imposed Restraining Order, the police requested this and the courts granted the Order.  

This implies that a level of risk and fear was acknowledged by both the police and the 

court and protective measures were strengthened based on the information available to 

officers at the time.   

 

4.87 The use of Restraining Orders is problematic if the safety planning does not match 

the real or actual risk. Risk is dynamic and perpetrators seeking control will escalate their 

efforts to regain control if any individual or process puts constraints on their contact with 

the victim. In fact, homicide is the ultimate act of control. This is well recognised in stalking 

and domestic homicide prevention work of which MARAC and IDVA services have 

evolved. 

  

4.88 Dangerous perpetrators are known to disregard legal sanctions; it is a risk indictor 

frequent in high risk stalking cases. Restraining Orders are ‘contentious’ (Mullen et al., 

2009), often ineffective and may actually raise the risk to victims. McFarlane and Malecha 

(2005) study reported that 69% (n=100) women were sexually assaulted within 90 days 

of applying for the protection order against an ex-intimate partner. More specifically, ex-

intimate stalkers may experience Restraining Orders as ‘personally humiliating and a 

powerful justification for their continued pursuit of the person responsible for their 

narcissistic wound…which can precipitate an escalation in stalking behaviour. This may 

include violence, occasionally of homicidal proportions’ (Mullen et al., 2009).   

 

Family: 

4.89 The family had a much clearer indication of risk and escalation than any agency.  

Peter’s family describe feeling frustrated with police, health and mental health services for 
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not appearing to recognise the risks. Peter’s mother also worried that Zabrina thought ‘she 

was against her’, she worried that Zabrina did not fully see the danger.  From the families’ 

perspective, the response from services was inadequate.  The AAR notes ‘The opportunity 

to offer a follow-up appointment was not considered on this occasion. This may have been 

helpful given the disparity between the GP referral and the opinion on that day that there 

were no psychotic symptoms. This may have enabled his mother to be recruited into the 

assessment as she was expressing concern at the GP appointment and to offer collateral 

history, this may have helped with social/substance use and opened an opportunity to 

support the whole family. This would have been within the realm of tolerating diagnostic 

uncertainty all within an EIP philosophy.’ 

 

4.90 Zabrina’s family were particularly concerned about a lack of contact with their 

daughter.  They had concerns about her relationship and did not want her to move to the 

UK.   

4.91 The GP records clearly state the family, including his partner, had concerns around 

his mental health and substance misuse. Although there is no direct disclosure of 

domestic abuse, the family collectively expressed grave fear and concern about his 

declining mental health. Zabrina was present at both the GP and CMHT assessment and 

expressed that she wanted Peter to receive help.  

 

4.92 Given that Zabrina did not meet the High-Risk threshold, the only safeguarding 

intervention documented and offered is Cocoon Watch. This was offered after the first 

incident of common assault, of which Peter received a caution. There is no record of the 

police or any other agency referring or signposting Zabrina to any other support services.  

 

4.93 As part of her safety plan, Cocoon Watch was implemented when Zabrina lived at 

her first address, which is not close to where her family live and there are less Czech 

Roma population in that area. She declined Cocoon Watch when living with Peter close 

to family and Roma population. The police respected her wishes on both occasions.  

4.94 Please note: The College of Policing specifically states that Cocoon Watch should 

not be used where there is any reason to suspect that neighbours or any family members 

may be involved in the abuse. Therefore, victims from communities of honour-based 

systems are at potential increased vulnerability if a Cocoon Watch is implemented.  

 

VI) Was anything known about Peter?   

4.95 Peter was not managed at MAPPA. The Police IMR states that he had a previous 

conviction (driving-related offence) while in the Czech Republic. However, this information 

was retrieved after the homicide and on its own merit would not have been regarded as 

particularly significant. The information that WAS known about Peter was known within 

the family circles.  As directed in 4.85 Department of Health guidance; first contact with 

services, first crisis episode, the family’s....contribution to information-gathering is critical. 

In this situation, the [family] has the most knowledge about the service user and is a vital 

source of both information and support. But this will be a particularly difficult time for the 

[family] as well as for the service user, and practitioners must acknowledge this when 

working with [families] at this time. 
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Family:  

4.96 The family noticed a change in the couple after they came to the UK; ‘he was always 

checking on Zabrina, very jealous.  He waited for her all the time……he was becoming 

more obsessed with her all the time’. His mother had told them to separate and there was 

a separation for a period of time. In Roma culture, there is great importance placed upon 

traditional marriage values and leaving your husband would have been a very difficult 

moral and ethical dilemma for Zabrina.  

 

4.97 Peter’s mother was very aware that something was ‘wrong’.  She tried to explain to 

Peter that he was ill as she could see a change in him. She explained this change as 

follows; ‘next minute face changed & brain changed. You could tell it wasn't him, his whole 

face changed. He has this look only for Zabrina, he was ok with the family but not with 

her’.  

 

4.98 Peter’s mental health was a significant factor in the escalation of violence and 

volatility of risk posed to Zabrina. This is clearly stated in the psychiatrist’s report.  The 

author acknowledges there is a gap in time since the CMHT assessment and the 

psychiatric report.  Nonetheless the psychiatric report corroborates anecdotal evidence 

given by the family of Peter’s delusions, hallucinations, morbid jealousy and distorted 

thinking.  

 

4.99 When Peter was first detained in custody after the incident in early March, Zabrina 

had stated to police officers that she believed he was ‘mentally unwell’.  She said she 

would not provide a witness statement in relation to the incident.   

 

4.100 The second time he was arrested the police IMR found that Zabrina and Peter were 

spoken to by different officers at separate locations. Concerns about Peter’s Mental Health 

were made by Zabrina to the officer speaking to her via the telephone interpreter service.   

The arresting officer transported Peter to custody whilst Zabrina was making her 

disclosure. Therefore, information contained in her statement was not passed to the 

custody staff as the arresting officer was unaware.  

 

4.101 The detention officer who made the entry on the custody record was interviewed as 

part of this review. The police IMR notes that ‘He has extensive knowledge and experience 

having worked within the care services prior to working within the police and has close 

personal experience with persons with mental health issues. Although he could not recall 

exactly the events around the entry it would appear that the entry is closely linked to the 

subsequent examination by the FME.’   

 

4.102 However as noted previously in this report, the FME examination was limited and 

predominantly focussed on assessing Peter’s fitness for investigation purposes as 

opposed to mental illness or his propensity to violence against his partner.   There was a 

lack of relevant medical history for the FME to be able to make a full assessment.   

  

4.103 In the custody record which refers to Peter’s arrest in early April for common assault, 

the record states ‘No medical or self-harm issues raised or identified’.  Yet whilst in custody 
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Peter began to complain of chest pains at 12:16 and was seen by the custody nurse for 

the chest pains.  This resulted in NEAS attending and `[Peter] being given an ECG which 

showed no abnormalities; ‘…this appears to be a show of anxiety…’.  The record contains 

no reference to mental health issues.  The record continues ‘and it would appear that 

although there were several opportunities for disclosure by [Peter] that he made none’.  

 

4.104 Since Zabrina’s death, there has been a change within custody suite, with the 

introduction of custody nurses and mental health nurses.  The panel welcomes this 

development however there is the overarching issue of translation access in custody and 

relevant medical history being available to the FME to inform a holistic assessment of 

needs and risks.    

 

VII) Were procedures sensitive to the ethnic, cultural, linguistic and religious 

identity of Zabrina, Peter and their families?  

▪ Was consideration for vulnerability and disability necessary? 

▪ How accessible were the services for the victim and perpetrator?  

▪ Did any concerns relating to Zabrina or Peter lead to a wider referral/assessment 

of either family? If not, are there indications that they should have done so? 

 

4.105 The children’s experience of school is noted as positive. Both children settled in well 

and the IMR author notes that both schools have a culturally diverse population.  

 

4.106 On Peter’s second GP visit it is noted that he is asked to return with an interpreter 

to discuss substance use issues. The GP still makes a referral to the hospital that day 

regarding his stomach pain.  The Police utilised Language Line in their contact with 

Zabrina.  

 

4.107 Peter attended the hospital as an emergency appointment and his father interpreted 

for him.  It is difficult to say that there would have been any significant change to the 

medical notes or outcome of the examination if Peter had accessed an independent 

interpreter. The hospital IMR does note as lessons to be learned, an increased awareness 

is required of the stigmatisation associated with mental health problems within Roma 

communities and that ‘a mental health problem may remain concealed within a family unit’. 

This is the only agency to acknowledge wider social and cultural systems that may hamper 

access to services.  

 

4.108 The GP referral to the CMHT stated that an interpreter would be required. The 

CMHT sent an appointment letter to Peter in English.  As mentioned in 4.81 the AAR 

identifies that the letter sent was in English and that the letter was ‘not presented 

professionally and as reader friendly…crisis contingency planning in a patient and family 

where English is not the first language and where health seeking behaviours may differ, 

requires considerable cultural competence. Writing to the patient in such a case requires 

a letter in the first tongue or a clear explanation via interpreter at least.’   

 

4.109 The letter of support to the family from children services, triggered after a CCN from 

the police was written in English.  
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4.110 In addition to language barriers, professionals do need to consider wider social and 

cultural influences that create barriers for anyone attempting to seek help for problems 

relating to mental health, domestic abuse and substance misuse. 

   

4.111 There are additional and specific issues to the Roma regarding institutional distrust, 

with the Police, Health, Mental Health and Children’s Services. Apart from the hospital 

IMR there appears to be very limited understanding of the impact of culture other than as 

language barrier. No agency has identified this as a potential risk indicator, or vulnerability 

factor that may have greatly inhibited Zabrina’s contact with agencies and access to 

services.  

 

VIII) Are there other questions that may be appropriate and could add to the content 

of the case? 

 

Culturally informed services: 

4.112 Given the knowledge that the family held about Peter’s behaviour and his fixation 

on Zabrina, this case highlights the importance of culturally sensitive, locally based 

services to enable victims of abuse to access help.     Since Zabrina's death, the Riverside 

Community Health Project have trained staff in domestic abuse and are working with local 

women to raise awareness of domestic violence in their communities.   

 

4.113 However, all agencies could benefit from enhancing their outreach work and 

engagement with marginalised communities; becoming more culturally sensitive in 

relation to the barriers faced by individuals from marginalised communities, is a robust risk 

management strategy to address domestic abuse, sexual violence and stalking.  Local 

service providers have an ethical responsibility to become more aware of ‘invisible 

barriers’ for marginalised individuals without further stigma to those communities.  

 

Assessment:  

4.114 Following a DHR in May 2013, two specific recommendations were made in respect 

of NTW (mental health trust). The first was to promote the use of the AVA (Against 

Violence and Abuse) Complicated Matters Toolkit and training with all staff. The 

recommendation of this review is that the toolkit should be mandatory for all frontline staff 

working within NTW. (NTW was also tasked with advising the Community Safety 

Partnership in Sunderland of progress made about implementing this within three 

months.).  

 

4.115 Secondly, NTW were to review their care plan approach policy and procedure to 

ensure that it fully incorporates the Department of Health’s ‘Best Practice in Managing 

Risk’ (2007) guidance in relation to the individual exploration of any risk with carers. 

Feedback in relation to the outcomes from this action to be shared with the Safer 

Sunderland Partnership within 3 months of the date that the DHR report was accepted by 

the Partnership. The author of this report, would reiterate that had a comprehensive 

assessment been conducted as per NICE Guidance, then it is more likely that mental 
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health risk factors and risk to carers/concerns of family would have been identified.  We 

cannot conclude that this would have changed the final tragic outcome for Zabrina but it 

would have been a much more effective assessment and risk identification intervention.  

 

4.116 Information contained in the After Action Review (AAR) undertaken by the Trust 

and received by the chair and panel in April/May 2017, supports the panel’s conclusions 

in this report and highlights practice and procedural improvement areas. The AAR is more 

detailed than the initial CMHT IMR submitted to the panel.  The chair recommends the 

findings from both the IMR and AAR are used to inform and enhance local partnership 

responses to domestic abuse, coercive control and stalking, in similar cases.  

 

Insights drawn from the Psychiatric Report:  

4.117 Although historic information is limited, there was a history of domestic violence 

prior to the homicide.  In addition to cultural sensitivities, the panel fully considered if 

Zabrina’s death was a result of so called ‘honour-based’ violence due to the strong notions 

of honour and loyalty embedded in the Czech Roma community.  The psychiatrist’s 

assessment states; ‘It seems that his violence has a direct link to his abnormal mental 

state.... many of his delusions relate specifically to his ex-partner.’   ‘What is clear by all 

accounts of the people who knew [Peter]…was that [Peter’s] mental state had changed 

and was changing for the worse….in my view he was developing the classic features of 

serious mental illness, namely, schizophrenia.  In all probability, he is unlikely to have 

committed this offence but for the presence of his severe mental illness.’ 

CONCLUSIONS  

5.1 In conclusion, there was very little agency contact with Zabrina and Peter from the 

time they were in the UK. In addition, the escalation of risk, known to agencies, happened 

in a very short space of time, a time span close to six weeks. Zabrina and her immediate 

family had a much clearer understanding of the risks and attempted to communicate this 

to professionals. There is evidence of basic communication errors such as support letters 

being sent to the family in English but on the whole agencies followed and implemented 

their procedures based on information available to them at the time. Personal interaction 

by individual officers, clinicians and the school appears respectful and professional.  

 

5.2 Having said that the author suggests that there is a need to increase practitioners 

understanding of the impact of inequality and the established ‘norms’ relating to this that 

inform social, racial and cultural belief systems.  This phenomenon has a significant 

impact on individual, familial and community opportunities to access services, as well as 

influencing the experience, engagement and safety of those seeking help. Services must 

have a greater understanding of and engagement with, marginalised communities such 

as the Roma, that moves beyond language and translation as the only barrier for 

accessing services. This should also be applied to notions relating to sex discrimination 

and our expectations around gender.  All agencies are encouraged to use this increased 

awareness to improve their responses to marginalised communities and not use it to 

increase any stigma felt or experienced by those communities.   The family account of 

their experience with professional agencies is in places very different to the professional 

agencies’ accounts.   At the very least this demonstrates different expectations, at worst 
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missed opportunities.   

 

5.3 In tandem with this, professionals may be required to scrutinise their own assumptions 

about the ‘visibility’ of domestic abuse and mental illness. Despite much progress in this 

work over the past forty years, abuse is not necessarily ‘obvious’. Without asking the 

necessary questions or probing beyond surface behaviour to enable disclosure, 

professionals are, in effect, relying on victims and perpetrators to disclose abuse. 

Consequently, victims will continue to be vulnerable and invisible.  What this means for 

professionals is that decisions and interventions aimed at protecting victims and their 

children are partial or inadequate. Risk assessment (without the detail of context & 

intention) means assessing the risk of something that is UNKNOWN.   

 

5.4 In this case, frontline police officers and the FME were not able to access historical 

information about previous call outs, risk assessments or health records easily or swiftly.  

There was no apparent operational opportunity for ‘cross-communication’ or information 

sharing between criminal justice agencies and health services, yet information sharing 

policies are in place in each organisation.  Despite Zabrina’s powerful VPS, perceived risk 

was under estimated, counterbalanced by inaccurate statements and lack of information 

available to the court.  This raises a question for all agencies, ‘What procedure, practice 

or culture change needs to be in place to enable adequate information sharing, and 

effective joint working?’  

 

5.5 Mental Health professionals are ideally placed to incorporate ‘routine screening’ as 

part of their carers/family assessment. The FME was well placed, had they been in receipt 

of information contained in medical records, to make a fuller assessment whilst Peter was 

in custody, rather than an assessment that was essentially focussed on fitness for 

interview.  In addition, had risk or anomalies surfacing in the court room been scrutinised 

further, this could have created additional opportunity to assess Peter’s health.  In this 

specific case, the Trust’s AAR states there has been a lack of rigour in numerous aspects 

of the assessment of Peter.   The author accepts that in ‘one-off’ assessments it may be 

difficult to obtain a fully comprehensive picture of any situation, however effective cross 

communication between medical and criminal justice information would have given an 

enhanced picture of risk to Zabrina.  The psychiatrist had the benefit of undertaking his 

assessment over a six-month period. Nonetheless, the lesson here is to ensure 

professional enquiry is embedded into all responses to domestic abuse victims and 

perpetrators.  

 

5.6 Sadly, Zabrina did not ‘qualify’ for access to specialist domestic abuse support 

because at the times when she was assessed (and on the two occasions Peter’s health 

was assessed) she did not meet the threshold for ‘high enough’ risk that would have 

triggered an automatic referral to the IDVA service.  She would have been given 

information and contact details about the local victim support service and explained that it 

was (quite rightly) her choice to use this service or not.  The panel have discussed the 

issue of high risk thresholds and access to specialist support at length.  Although it is 

impossible to say that automatic access to an IDVA service earlier (for example at the first 

reported incident in March) would have prevented her death, the author and panel believe 
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this may have given Zabrina more of an opportunity to assess her situation, navigate 

agencies and enhance safety strategies.  Given the risks and barriers that ALL domestic 

abuse victim/survivors face, support from a specialist service does not guarantee that 

such an outcome would have changed, but the panel regret that Zabina did not have more 

of an opportunity to have private, open conversations with an experienced domestic abuse 

worker particularly in the intense, six week period before her death.  

 

5.7 The DASH is a Risk Indicator Checklist (RIC), it does not offer a comprehensive 

assessment or diagnosis of the perpetrators mental health, propensity to violence nor is it 

a guaranteed predictor of homicide.  The RIC is a ‘screening’ tool to help identify risk 

indicators and guide risk management strategies.  Comprehensive treatment or 

intervention relies on deeper assessments, professional judgements and a multiagency 

response.  This is not just the responsibility or function of the police. Completing a RIC is 

NOT an intervention, and safety planning based on partial information is not good risk 

management.  In addition to initial identification, professionals must always be thinking 

about ‘what next’; what is an appropriate practical response that increases safety, not 

compounds risk.  

 

5.8 Routine screening within maternity health settings is established practice.  There are 

opportunities across the range of services accessed by Peter and Zabrina to incorporate 

routine questions that may increase disclosure.  By its very nature, domestic abuse & 

coercive control is invisible and often enabled by our ‘social norms’.  For example, 

gendered social scripts such as ‘nagging wives’, ‘bad mothers’, ‘men don’t cry’,’men cant 

be victims’ and ‘locker room banter’ can become taken for granted assumptions that 

minimise abusive situations. Similarly, physical injury is still seen as a defining marker of 

a victim, yet the core features of coercive control is the micro-management of daily life 

from one minute to the next, often without any physical violence. The threat of violence 

alone is sufficient to cause fear. Therefore, the most useful resource professionals have 

is their professional curiosity, that can skilfully ‘unpack’ what is really going on.  

LESSONS TO BE LEARNT  

6.1 This review has considered whether there are ways of working effectively that could 

be passed on to other organisations or individuals.  In particular, we have considered what 

lessons are to be learned, that may benefit other women in Zabrina’s situation.  IMR 

authors identified the following learning points;  

 

Schools  

6.2 In information gathering for this review, the Schools Admissions Department provided 

the dates of unauthorised absences of both children.  At the time these absences were 

not enough to trigger a safeguarding alert but the panel have found a link between events 

at home and the children being absent from school.   The Local Authority has implemented 

Project Encompass which seeks to improve communication between police and education 

where domestic violence incidents are known to occur.    

 

6.3 In addition, the school admission form has been adapted to include a section to 
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register siblings placed in other schools. Sibling information can then be uploaded onto 

SIMS as supporting information. This is due to the ‘missing’ information when Zabrina’s 

daughter was registered for primary school.  Peter had completed the SIMS registration 

form and inserted dashes in the section for ‘Mother’.  Therefore, no mother was recorded 

on the system. In addition, the number ‘1’ was used for child position in family, so no 

information was known at the time about a second sibling.  This could mainly be due to 

language issues, nonetheless this change has been made on the admissions forms and 

system.    

GP  

6.4 GP care in this case was entirely appropriate.  As noted in the IMR it is unclear what 

led to the two radically different assessments of Peter’s mental health.  This review has 

highlighted the importance of reviewing mental health assessments in cases of possible 

psychosis when the assessment is very different to the GP assessment.   The Clinical 

Safeguarding Lead (at that time) delivered domestic abuse risk indicator checklist training 

to the practice since the homicide.  However, this report highlights the need for ‘more than’ 

risk identification.   Models of best practice such as the IRIS project, may offer a template 

for enabling and responding to disclosures of domestic abuse.  This report encourages 

further exploration of health care responses to the issues identified.  

 

Hospitals 

6.5 Beyond the accessibility of interpreters, the author of this IMR realised the need for 

increased awareness of the stigmatisation associated with mental health problems within 

Roma communities.  The notion of shame is common to all societies, and often domestic 

abuse victims feel a sense of shame.  Some cultures have particular, or specific sets of 

beliefs that compound shame further.   This IMR author realised that stigmatisation is likely 

to mean that a mental health problem may remain concealed within a family unit.  The 

same could be said of domestic abuse and substance misuse.   Therefore understanding 

‘invisible’ or cultural barriers that limit access to services, and embedding that 

understanding into systems and process will enhance patient experience and health 

outcomes for all.   

 

CMHT  

6.6 CMHT staff acted with respect towards Peter and Zabrina, but there is a small 

indication that the interpreter used by CMHT had preconceived notions about the Czech 

Roma community as they stated it was normal for Czech Roma children to attend ‘special 

schools’.    Whereas the psychiatrist states Peter did not have a learning disability.  The 

Amnesty International report raises the issue of educational segregation for Roma children 

as a feature of historic persecution of Roma communities in eastern Europe.  Speaking 

anecdotally to organisations working with Gypsy and Traveller communities, they have 

noticed that interpreters not from those communities may possess negative attitudes in 

relation to those communities due to a culturally embedded racism.   This bias may be 

difficult for professionals to pick up if they don’t have a comprehensive understanding of 

cultural nuances.   

 

6.7 The IMR author acknowledges that the CMHT extracted little information from their 
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assessment. NICE guidelines confirmed that someone with psychosis can present as lucid 

at times. There were no direct disclosures of domestic abuse.  Peter and Zabrina were 

seen together and as such not given the chance to speak to professionals alone.  The 

panel can’t be sure that if spoken to alone either Peter or Zabrina would have made 

personal disclosures, but the opportunity was missed.  The AAR also states explicitly 

contradictions in recorded notes, a lack of rigour in the core assessment and that Zabrina 

was ‘not seen independently despite the paranoia being directed at her’.  

 

6.8 After the CMHT assessment there was a 13 day gap before the GP was informed of 

the assessment outcome. The panel has suggested that given the disparity between the 

symptoms and family concerns recorded in the GP referral and the subsequent CMHT 

result, that a more direct and immediate form of feedback from CMHT to the referring 

agency would be required.  

 

Police 

6.9 Northumbria Police concluded that on both occasions, ZB had been dealt with 

correctly in accordance with standard policies and procedures that exist for victims of 

domestic violence. 

 

6.10 The Professional Standards Department (PSD) investigation noted that the ‘DASH 

model is only a guide and, given Zabrina’s responses to the risk assessment questions, 

the officer could have used his personal judgement to assess the risk as being higher than 

‘standard’. The procedure states that an officer can override the matrix and assess a victim 

as ‘high’ risk if their professional judgement and training indicates this. The procedure 

states that this may be done where the officer feels that the victim is of high risk of death 

or further serious injury. The PSD investigation reiterates that there is no evidence that 

Zabrina was known to be at such risk. Therefore, the evidence is that Zabrina was 

correctly assessed as a ‘standard’ risk victim of domestic abuse in early March 2015’.  

 

6.11 Regarding the incident early April 2015, Zabrina was again assessed as a ‘standard’ 

risk victim of domestic abuse. This assessment was deemed correct based on the facts 

as they were known to the officer undertaking the assessment; this was the second 

domestic incident involving Zabrina and Peter reported to the police.  Zabrina was 

recorded as having provided four positive responses to the risk assessment questions.  

She had indicated that she was afraid of further violence/injury and that she had been 

subjected to threats to kill. The investigation states that the ‘threshold set out in the 

procedure appears to be a high one (high risk of death or further serious injury). In this 

case, there is no evidence that Zabrina was known to be at such risk; the physical abuse 

to this point amounted to non-injury common assaults only.’  

 

6.12 The PSD report says that the evidence shows Zabrina was correctly assessed as a 

‘standard’ risk victim of domestic abuse April 2015’.  However, what this statement omits 

is the detail and context of the second incident.  Categorising the violence as non-injury 

common assault is problematic.   This does not convey the context and impact of the 

assault.  The context is better understood through the information that emerged at the 
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hearing in the remand court via Zabrina’s VPS.   In Zabrina’s VPS she describes a head 

injury, a high degree of fear, escalating mental health issues and a four hour assault.  This 

assault was communicated to Children’s Social Care via a CCN and included the 

descriptor ‘verbal argument’.  

 

6.13 The PSD Investigation did highlight an issue arising from the disposal of Peter after 

the incident in March 2015. Peter admitted assaulting Zabrina and was administered an 

adult simple caution by and released from custody without any conditions or restrictions.   

A priority of the police service in responding to domestic abuse is to facilitate effective 

action against offenders so that they can be held accountable through the criminal justice 

system. It is not argued that Peter was not eligible to be administered a caution for the 

offence in March but it must be asked if this was the right thing to do, i.e. was it in the 

public interest?  

 

6.14 Full safeguarding was not offered due to a language barrier at the time Peter was in 

custody.  The panel agree there was a missed opportunity while Peter was in custody to 

assess his overall mental health by the FME, not just his fitness for interview.  

 

6.15 Northumbria Police further concluded that appropriate safeguarding was offered to 

Zabrina. Following the incident in March she was visited and a safeguarding action plan 

was discussed. A Cocoon Watch was also implemented, as well as her mobile phone 

being linked to her and her address. It is recorded that she later discussed safeguarding 

via an interpreter and that she declined an alarm and Cocoon Watch (new address) on 

the basis she had good family support.  Although Zabrina’s death was not the result of so 

called Honour Based Violence, where professionals have a concern that cultural notions 

of honour or shame may be components of the abuse, a direct referral could be made to 

the Safeguarding Team for further assessment.   

 

6.16 The PSD found that there was the ‘absence of a formal procedure for standard and 

medium risk victims of abuse to be informed of the court results of their domestic abuse 

offenders’.  It is more accurate to say that there is a statutory duty for the police to pass 

on information regarding court results to victims.  The local court complied with its 

procedural obligations and timescales.  Zabrina never received information about the 

outcome of the hearing that day as police picked up the notification the following day which 

was too late.  After court Peter returned to his parents address but they were unable to 

keep him at that address, even with the Restraining Order in place.  Therefore, the 

requirement is to implement the statutory obligation swiftly rather than create a new 

procedure to inform victims of court results.  

 

HMCTS 

6.17 HMCTS have undertaken a thorough internal review and scrutinised all process on 

the day of Peter’s hearing. The panel endorse their findings and welcome the opportunity 

locally to work with partner agencies to improve criminal justice responses to future 

victims. The key lessons relate to the serving of Restraining Orders, enhancing the 

awareness of risk to magistrates and reviewing the guidance in relation to the mental 
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health liaison diversion team. In relation to risk, the report suggests that this encompass 

mental health issues, language barriers and specific factors present in domestic abuse 

cases.   

 

6.18 In discussing key issues with the panel, it was acknowledged that there may be a 

need to increase awareness of the role of Probation Service in remand courts. In addition 

to the bench requesting a PSR, the Prosecutor can also request such a report.  This would 

have allowed a more comprehensive assessment of Peter, that in this case, may have 

included a psychiatric assessment if Probation Service identified indicators of psychosis, 

the onset of psychosis and risk of violence to his partner.  

 

6.19 The court intends to undertake a review of the SDVC protocol and listing practices.  

In addition, the court will ensure that the process of serving Restraining Orders is clarified 

and communicated to legal and resulting staff to eliminate delays in the process. In 

addition, training is to be delivered to court personnel in relation to issues of risk, to 

improve the identification of risk indicators and ‘red flag’ behaviours.   

 

6.20 The court also intends to re-issue guidance in relation to the Mental 

Health Liaison and Diversion team to improve responses and assessment of offenders 

with mental health issues.  

 

Family  

6.21 When asked what the family and wider community may want to communicate to 

professionals the author was given the following feedback;  

 

6.22 Zabrina’s parents believe ‘it was a mistake that Peter was released that day [by the 

court].  Why did the court not do anything?’ Her family said that neighbours knew that the 

police were called several times but Zabrina always withdrew the complaints.  They feel 

that Peter’s family, neighbours and professionals could have done more.   

 

6.23 After Zabrina’s death, her parents remember that ‘the police came to our house. 

Nobody in [our town] wanted to tell us.  The community in Newcastle told the community 

in [our town] but nobody wanted to tell us……..[my wife] collapsed and had to be taken to 

hospital in an ambulance. It was all very difficult. We loved her. 

 

6.24 Peter’s Mother said ‘if parents come with an adult child and wife says he’s not okay, 

they should see him straight away. The family know what’s normal/not normal for that 

person’s behaviour – they know them best. Treatment for Peter at once could have saved 

Zabrina.  

 

6.25 Peter’s mother has researched mental health, since her son has been diagnosed.  

She says she is learning more about Peter’s diagnosis; ‘It’s like a horror movie, 

professionals should have reacted straight away. He could have been treated straight 

away – could have given him tablets to get him some sleep – might have reduced his 

paranoia.  Doctors needed to identify how ill he was and when he is unwell.’    
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6.26 Peter’s sister said ‘Police should take notice, particularly when the family have 

identified risk, were very concerned.  Mental Health professionals needed to listen to 

her.…. more Interpreters needed, trying to set up a meeting with the GP was difficult; they 

were making excuses no interpreter.  Listen to the family, when they are saying it must be 

done quickly.’  She also said there needed to be an increased awareness of protection 

measures for women in Zabrina’s situation.   

 

6.27 When asked, one of the community workers at the Riverside Community Health 

Project (RCHP) said ‘more women are now talking about domestic violence since this 

happened and there has been an increase in cases within the community. The RCHP is 

seen as a safe community venue and a good place to access support’.   

 

6.28 A community member was interviewed but did not want to be identified in the report.  

When asked what could be done to get ‘the word out’ to the community about domestic 

abuse services she said that she does not see things changing. The police need to be 

more proactive and arrest. ‘The doctors need to be more open about it. Had she known 

about the RCHP, she would have told Zabrina to go there’.   

 

RECOMMENDATIONS - Strategic and Operational:   

 

1. Training that refreshes ‘frontline’ risk identification and risk management strategies 

for domestic violence and abuse including coercive control, across all agencies.  

This training should encourage professional enquiry in practitioners and managers 

undertaking assessments and those managing responses, and explore positive 

engagement strategies to reduce barriers to disclosure for victims, perpetrators and 

children.  The training should also reinforce the importance of accurate record 

keeping and written communication between professionals such as CNN’s and 

letters to households.  This training should incorporate single agency and multi-

agency opportunities and contexts. 

 

2. Establish a high-level group to review all recommendations and action plans for all 

DHR’s to date with the aim of monitoring the implementation of, and progress 

towards recommendations and agreed actions.  This group will cross reference 

these recommendations with other reviews such as Serious Case Reviews and 

Mental Health Reviews and aim to devise a cross composite action plan to monitor 

locally.  Included in this process will be the consideration of techniques and 

principles for enabling good communication to and from families (and the 

community) during and after reviews.  

 

3. Explore ways of enhancing GP responses to domestic abuse and coercive control 

that enhance outcomes for victims, perpetrators and children, after risk indicators 

are identified. 
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4. NHS Newcastle Gateshead CCG to send an alert to GP’s to highlight the need for 

re-review of risk assessments and risk management plans in cases where specialist 

opinion differs from presentation at the GP practice.  This alert will also encompass 

a reminder to consider the welfare of intimate partner, family and children in such 

circumstances.   

 

5. Northumbria Police and NHS Newcastle Gateshead CCG to consider how FME’s 

can be provided with access to patient histories (where appropriate) to enhance 

opportunities for identification and intervention, where individuals and children may 

be at risk of serious injury and harm.   

 

6. Ensure the mental health trust considers and monitors progress on the issues raised 

via the IMR and AAR related to Zabrina and Peter.  Utilise the expertise and well 

established professional relationships created by the central safeguarding team to 

support practitioners across the Trust enhance disclosure, identification and risk 

management of domestic abuse and coercive control.  

 

7. To check the progress on and status of, national policy on DASH Risk assessment 

and risk management tools.  In tandem with reviewing locally opportunities for the 

proactive referral of non-high risk victims to specialist support services.  

 

8. Enhance police officers access to information on previous risk assessments or 

incidents so that each DASH is not a ‘standalone’ incident and officers are reminded 

that physical injury alone is NOT the most reliable predictor of future serious injury 

and domestic homicide.   

 

9. Further analysis required by police and CJS organisations to identify operational 

improvements such as the passing of information to victims of court results in 

remand courts.  

 

10. Refresh local community engagement strategies and build collaborations with 

community based organisations engaged with marginalised communities; aim to 

build confidence in those communities of statutory responses to violence and 

abuse, and ensure those statutory responses are increasing the opportunities for 

marginalised groups to feel and be safer, because of those interventions.   

 

APPENDIX  

 
Risk Assessment and the DASH 

Risk is a function of a constellation of variables, many of which are extrinsic to the 

individual: 'There are no dangerous persons but only dangerous situations' (Floud and 

Young 1981). Many commentators stress the importance of assessing context, 

opportunity, relationship variables and the psycho-social characteristics of both partners 

when assessing domestic violence risk (Cooke and Johnstone, 2013, Capaldi et al., 2007, 

Beck et al., 2011, Dixon and Browne, 2003, Meloy et al., 2000). The failure to take context 
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into account constitutes one of the most significant errors in the assessment of violence 

risk (Borum, 2000). 

 

Traditionally risk assessment approaches were based upon clinical opinion, unstructured 

and the value and efficacy of the assessment was founded upon the ‘credentials and 

reputation of the expert concerned.’ Maden (2009)  defines this approach as ‘the 

anarchist’s version of risk assessment because it has no rules. ‘Unaided clinical judgment, 

is based solely or primarily upon unstructured psychiatric or psychological evaluation, 

using clinical constructs or impressions. Although still surprisingly common, this method 

has been widely discredited because of its poor predictive power; numerous studies have 

shown that, especially in a forensic setting, opinion based upon an expert’s experience is 

negatively related to predictive accuracy unless it is grounded in scientific assessment 

methods. More recently, unstructured clinical assessment has given way to actuarial 

assessment of risk, described as second generation (Doyle and Dolan, 2002) within the 

development of risk assessment.  

 

In actuarial assessment, the answers to each question are 'scored' and a total (and 

sometimes sub-totals) calculated. These tools are therefore formal, algorithmic and 

objective. Some consider these assessments to be more reliable than clinical judgment 

because, in theory, if several practitioners use the same actuarial tool on the same 

offender, they should all reach the same conclusion. Actuarial measures are simply about 

prediction and ensure that clinical experience and insight are removed almost entirely from 

the process of assessment. Similarly, actuarial instruments only measure static risk 

factors which cannot be changed so in effect, ‘once a risk always a risk’. As Hart and 

Logan state actuarial instruments are designed not to measure anything, but solely to 

predict the future. ‘They only include a relatively small set of risk factors, and ignore all 

others means that they are not informed, guided, or structured by the entirety of the 

scientific and professional literature.’ (Hart and & Logan, 2011) 

 

Whilst some actuarial measures have a high validity, (Grubin, 1997) argued that actuarial 

assessment is of little use as it misses individual and rare variables that may be crucial to 

a case. Grubin (2006)has also criticised actuarial tools as ‘they are dated even before they 

are used’ due to their development based upon long-term recidivism outcome studies. 

Second-generation actuarial methods (such as VRAG and DVRAG) rate the individual 

concerned using a fixed set of risk indicators using a predetermined, statistically-derived 

numerical weighting system, but are of limited utility in family court assessments. Although 

the predictive power of actuarial instruments is vastly superior to unaided clinical 

approaches, they rely almost entirely on static risk factors, and therefore fail to incorporate 

the potential risk significance of dynamic variables, for which there is growing empirical 

support (Hanson et al., 2009, Douglas and Kropp, 2002, Skeem et al., 2009, de Ruiter 

and Nicholls, 2011, Douglas and Skeem, 2005, Mulvey and Lidz, 1995). 

 

Actuarial approaches to violence prediction also fail to identify areas for intervention. (See 

Maden 2007, meta-analysis by (Rabin et al., 2009, Campbell et al., 2003). In their 

sophisticated 2010 meta-analysis of the multiple international studies on the accuracy of 

the leading actuarial violence risk assessment tools, Yang et al. (2010) warned that none 
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performed with sufficient accuracy for courts to rely upon them as the primary basis for 

decision making in forensic cases.  

 

Structured professional judgment (SPJ) is now considered the ‘third generation’ Doyle and 

Dolan (2002) within the context of risk assessment development and is seen by many as 

the ‘gold standard’ approach to risk assessment. SPJ utilises the strengths of the actuarial 

approach whilst simultaneously utilising the strengths of the clinical assessment. A further 

differentiating factor between actuarial assessment and SPJ is that risk management is a 

core part of the assessment process. Heilbrun et al. (2010) state that out of thirteen studies 

they have located examining the relationship between SPJ and violence, eleven have 

found that SPJ judgments are significantly predictive of violent recidivism. 

 

A further area for significant research is that of lethality and intimate partner homicide. 

One significant issue is that it is frequently argued that it is not possible to distinguish 

between those women who are killed by their intimate partner and those who experience 

IPV but do not die as a direct consequence of it (Abrams, Belknap & Melton, 2001). 

However, predicting recidivism is not necessarily the same as predicting severity or 

lethality. Some researchers argue that uxoricide ('wife' murder) is fundamentally a crime 

of accumulation (Websdale, 2000). Others argue that there are specific clusters of factors 

that are predictive of lethal violence (e.g., (Campbell 2007), or that identify types of 

offenders who are most likely to kill (Dixon and & Browne, 2007). There is some evidence 

to suggest that when serious or fatal violence occurs, a different set of risk factors need 

to be considered, with no association with substance misuse or prior convictions (James 

and Farnham, 2003, Mullen et al., 2006) 

 

However, challenging both the notion of a progression from non-lethal to lethal violence 

and the proposition that potential uxoricide offenders could be identified by other factors, 

several studies have found that a significant minority had not previously used violence 

against the women they ultimately killed ((Dobash et al., 2007, Dutton and Kerry, 1999, 

Belfrage and Rying, 2004). 

 

The DASH Risk Assessment is a structured professional judgment risk assessment tool, 

which like other SPJ’s are designed to inform levels of risk, aid risk management plans 

and to do so by using a common language because other practitioners from other 

disciplines use the same tool.   The risk factors included are evidence based, drawn from 

extensive research by leading academics in the field of domestic homicides, ‘near misses’ 

and lower level incidents. The research base for each factor can be found in the practice 

guidance www.dashriskchecklist.co.uk.  

 

The DASH Guidance states that risk in domestic abuse situations is dynamic and can 

change very quickly. As and when things change the risk assessment must be re-visited 

and reviewed.   The Police use the NPCC Police DASH Model. The first response staff 

complete the risk identification using the DASH questions. They will categorise the risk 

and then the specialist officer will quality assure it and conduct the full risk assessment 

leading to development of a bespoke risk management plan. They will refer the case on 

to MARAC if it is high risk.  

http://www.dashriskchecklist.co.uk/
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The risk classification relies solely on professional judgement, which is why the training is 

so important. There are several key documents that also support the Police DASH 

training.   The ‘specialist’ police staff who conduct the risk assessment in full also must 

ask 11 additional questions on stalking and harassment if it is present in Q8 and an 

additional 10 questions on HBV is it is present in Q20.  

 

Regarding the DASH, Professional Judgment is defined as ‘if a professional has serious 

concerns about a victim’s situation, you should refer the case to MARAC. There may be 

some things that are going on that are not visible in the checklist as the checklist cannot 

cover every single behaviour that may be present. There may also be situations where a 

victim either refuses to answer questions or answers only a few but the professional may 

still conclude that they are at high risk of harm. This could reflect extreme levels of fear, 

coercive control, cultural barriers to disclosure, immigration issues or language barriers 

particularly in cases of so called HBV.’   Specifically, the Guidance states that the police 

solely use professional judgment. 

 

Therefore, the sole use of a ‘numerical scale’ for allocating risk, is potentially at odds with 

how the DASH is supposed to be utilised. The addition of a matrix table, effectively 

changes a structured professional judgment risk assessment (where professional 

judgment allows for the designation of HIGH RISK if only one box is ticked) to an actuarial 

risk assessment where risk will remain standard, irrespective of what is disclosed, unless 

more than eight boxes are ticked.  
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