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	1
	The Review Process

	

	1.1
	This summary outlines the process undertaken by the Rotherham Community Safety Partnership Domestic Homicide Review panel in reviewing the death of David, who was a resident in their area. The panel would like to offer their condolences to David’s family on their tragic loss.
	

	1.2
	The following pseudonyms have been used in this review to protect the identities of the victim her partner and others referred to in the review. 
	

	
	Name 
	Who
	Age
	Ethnicity
	

	
	David
	Victim
	43
	White British
	

	
	Sarah
	Perpetrator and wife of victim
	44
	White British

	

	
	Alex
	Youngest child of David and Sarah
	Teenage child at the start of review period.
	White British

	

	1.3
	David was born in Rotherham and was the youngest of four siblings. He was described as a ‘happy go lucky’ child, and his nickname was ‘smiler’ because he was always laughing and smiling. In his late teenage years, David told one of his siblings that there were no prospects for him in Rotherham and that he wanted to join the army.

	
	
	
	
	
	

	1.4
	David and Sarah met at around the time that David joined the army. Sarah already had a young child. Sarah and David married and went on to have two children together. Whilst David was in the army, the couple lived in army married quarters with their family. When David left the army, the couple moved back to Rotherham where they lived in social housing with their family. All three children were adults at the time of David’s murder and no longer lived in the family home. David and Sarah had lived as a family in Rotherham for 19 years at the time of David’s murder.

	
	
	
	
	
	

	1.5
	In October 2021, David was murdered by Sarah. She killed David by stamping on him repeatedly. Although the police and other emergency services were called immediately, Sarah was not arrested straight away because she had no visible injuries and there was white powder and tablets in the hallway and around the body of David, which was consistent with the account Sarah initially gave to the police. Sarah was arrested two days later and released on police bail. It was not until over a year later (in November 2022) that Sarah was charged with David’s murder. The investigation was complicated by the fact that David had taken an overdose before being assaulted by Sarah; therefore, the need for detailed medical evidence was required.

	
	
	
	
	
	

	1.6
	David is a pseudonym chosen by his family. Sarah is a pseudonym chosen by the panel from a list of names, as her family had no preference. Alex is a pseudonym used for their youngest child: chosen from a list of names by the panel, as Alex had no preference. 

	
	
	
	
	
	

	1.7
	Sarah pleaded not guilty to David’s murder; however, on the third day of her trial, she changed her plea to guilty.

	
	
	
	
	
	

	1.8
	On sentencing Sarah to life imprisonment with a minimum term of seven years and three months (less the 170 days spent on remand), the judge made the following comments:
‘Yesterday, on the third day of the trial, you pleaded guilty to the crime of murder.
You now fall for sentence for the murder of your husband. The circumstances of this case are both tragic and extremely unusual. First, the lives each of you led together may only be characterised as comprehensively wretched. Your conduct was corrosive for both of you.
It was and has been described by family members as a toxic relationship. I accept that you and your husband loved each other, but you both abused the medication of each other. Second, the particularly unusual feature of this case is that regardless of what you did to the victim, he would have died in any event within a few minutes of you inflicting the physical injuries upon him.
It appears he had taken an overdose of an epilepsy drug. It was a fatal overdose. There is no evidence whatsoever that you administered that drug. There was in your relationship, a relentless avalanche of abusive conduct to each other and self- abuse.
It is very important to note your intention when you assaulted your husband was to inflict grievous bodily harm, it was not to kill your husband.
The backdrop to the circumstances of this case are as follows: Your husband was 43 at the time of his death, you had been married for over 22 years, you had three children. Your relationship was volatile, it was, as the prosecution assert, punctuated with frequent, almost daily arguments which involved low level violence inflicted by each of you on the other, you both habitually abused drugs and this conduct had gone on for many years prior to events on [date redacted].
Indeed, the events of that day were similar in respect to many other days. The deceased consumed a cocktail of drugs’.
The judge said one of the drugs, taken in the quantity consumed by David, "would have killed him in any event even if Sarah had done nothing”. He added: "He would have succumbed and died. That is an important factor in this case. It is an extremely unusual situation”.

	
	
	
	
	
	

	1.9




	The review considers agencies’ contact and involvement with David and Sarah from 1 November 2017 until David’s murder in October 2021. This time period was chosen because there was a significant domestic abuse incident in November 2017. The panel acknowledged that David and Sarah had been in a relationship for many years before that but chose this time period because it was judged to be proportionate and capable of producing learning for current services in Rotherham. Information prior to that timeframe is used in the report as background and context, as the panel thought it was important to show a full picture. The panel also recognised that some of the events were a considerable time before David’s murder; therefore, it focussed its analysis on more recent events, which may be more capable of producing contemporary learning.

	
	
	
	
	
	

	1.10
	On 1 November 2022, Rotherham Community Safety Partnership held a Standing Group Meeting to consider multi-agency information held in relation to David and Sarah. They agreed that the circumstances of the case met the criteria for a Domestic Homicide Review and recommended one should be conducted. The Home Office was informed of the decision to undertake a review on 17 January 2023. 

	
	
	
	
	
	

	1.11
	The start of the process was delayed pending Sarah’s trial. However, in preparation for the DHR, the Independent Chair was appointed in January 2023 ahead of the scheduled trial. Following the conclusion of the trial, the DHR could start, and the first meeting of the DHR panel took place on 21 June 2023.

	
	
	
	
	
	

	1.12
	DHR panel meetings took place using Microsoft Teams video conferencing: the panel met six times. Outside of meetings, issues were resolved by email and the exchange of documents. The final panel meeting took place on 19 December 2023, after which minor amendments were made to the report: these were agreed with the panel by email. Consultation then took place with David and Sarah’s family. David and Sarah’s adult children pointed out minor factual inaccuracies, which were amended.

	
	
	
	
	
	

	2
	Contributors to the Review
	
	
	Sarah
	Victims Daughter
	-
	-

	2.1
	Agency
	Contribution
	
	
	
	
	
	

	
	South Yorkshire Police
	IMR
	
	
	
	
	
	

	
	NHS South Yorkshire ICB (Rotherham Place)
	IMR
	
	
	
	
	
	

	
	Rotherham Metropolitan Borough Council Children’s Services
	IMR
	
	
	
	
	
	

	
	Rotherham Metropolitan Borough Council Adult Social Care and Domestic Abuse Services
	IMR
	
	
	
	
	
	

	
	Rotherham Metropolitan Borough Council Housing
	IMR
	
	
	
	
	
	

	
	Probation Service
	IMR
	
	
	
	
	
	

	
	Rotherham Rise
	IMR
	
	
	
	
	
	

	
	The Rotherham NHS Foundation Trust
	IMR
	
	
	
	
	
	

	
	Rotherham Doncaster and South Humber NHS Foundation Trust
	IMR
	
	
	
	
	
	

	
	Yorkshire Ambulance Service
	IMR
	
	
	
	
	
	

	
	Change Grow Live / We Are With You
	IMR
	
	
	
	
	
	

	
	Department for Work and Pensions
	Brief information
	
	
	
	
	
	

	
	The Ministry of Defence Veterans Welfare Service was contacted to ask for any information held by them. David was not known to the service.
	

	2.2
	In addition to the IMRs, each agency provided a chronology of interaction with David, Sarah, and Alex, including what decisions were made and what actions were taken. The IMRs considered the Terms of Reference (TOR) and whether internal procedures had been followed and whether, on reflection, they had been adequate. The IMR authors were asked to arrive at a conclusion about what had happened from their own agency’s perspective and to make recommendations where appropriate. Each IMR author had no previous knowledge of the subjects of the review, nor had any involvement in the provision of services to them. 
	

	2.3
	The exception to this was The Probation Service. At the time of the events under review, the relevant service was the now defunct South Yorkshire Community Rehabilitation Company. The IMR author and panel member transferred from the CRC to The Probation Service on amalgamation, and at the time the IMR came to be completed, was the only senior member of staff working locally who had operational knowledge of the CRC procedures. He had met David on two occasions and had some involvement in supervising David’s management by the CRC. The potential conflict was disclosed appropriately to the Independent Chair and the DHR panel. The Chair judged that, on balance, the potential conflict could be managed within the process.
	

	2.4
	It should be noted that during the timeframe of the events analysed, Change Grow Live was the organisation contracted to provide drugs and alcohol services. Change Grow Live therefore provided an IMR. We Are With You has now taken over the contract for drugs and alcohol services in Rotherham. Both organisations were represented on the DHR panel, and We Are With You has committed to taking forward any learning identified.
	

	3
	Members of the Domestic Homicide Review Panel
	

	3.1
	Ged McManus
	Chair and Author

	

	
	Carol Ellwood-Clarke QPM
	Support to Chair and Author

	

	
	Jessica Mackintosh
	South Yorkshire Police Case Review and Policy Officer

	

	
	Bonface Ndili
	RDaSH Named Professional
	

	
	Anne Charlesworth
	Head of Public Health Commissioning – RMBC Public Health

	

	
	Kayley Charlton
	RMBC Community Safety Officer – Domestic Abuse and Sexual Violence

	

	
	Catherine Holiday
	Yorkshire Ambulance Service – Named Professional for Safeguarding

	

	
	Emma Davison
	Yorkshire Ambulance Service Safeguarding Team

	

	
	Deborah Gregory
	We Are With You Team Leader 
	

	
	Alex Goodier	
	RMBC Domestic Abuse Support Officer
	

	
	Simon Fitter
	Probation Service Senior Probation Officer/Team Manager

	

	
	James Thurston
	RMBC Service Manager – Children Services

	

	
	Carol Sibley
	RMBC Principal Children and Families Social Worker and MARAC Lead

	

	
	Lee Wakefield
	NHS South Yorkshire ICB Deputy Designated Professional for Safeguarding Adults 

	

	
	Sarah Taylor
	Domestic Abuse Coordinated Community Response (DACCR) Service Manager – Rotherham Rise 

	

	
	Amanda Raven
	RMBC Community Safety Officer –Domestic Abuse and Sexual Violence

	

	
	Laura Sanderson		
	The Rotherham NHS Foundation Trust
Adult Safeguarding Nurse Advisor 

	

	
	Lindsay Hood
	The Rotherham NHS Foundation Trust
MCA Lead and Named Nurse for Adult Safeguarding

	

	
	Michaela Cox	

	RMBC Safeguarding Strategic Lead – Adult Care and Integration

	

	
	Paul Walsh	

	RMBC Head of Housing Operational Services

	

	
	Pamela Heydon
	RMBC Technical Officer – Community Safety Unit

	

	3.2
	The review Chair was satisfied that the members were independent and did not have any operational or management involvement with the events under scrutiny. The exception was The Probation Service. [see paragraph 2.3].
	

	4
	Chair and author of the overview report
	

	4.1
	Sections 36 to 39 of the Home Office Multi-Agency Statutory Guidance for the Conduct of Domestic Homicide Reviews December 2016, set out the requirements for review Chairs and Authors. 

	

	4.2
	Ged McManus was chosen as the DHR Independent Chair and Author. He was judged to have the skills and experience for the role. He has experience as an Independent Chair of a Safeguarding Adult Board (not in Barnsley or an adjoining authority). Ged served for over thirty years in different police services in England. Between 1986 and 2005, he worked for South Yorkshire Police – a contributor to this review – before moving to another police service. The commissioners of the review were satisfied of his independence, given the length of time since he had any involvement with South Yorkshire Police. Ged has not worked for any other agency represented in the review and has not completed previous reviews for Safer Rotherham Partnership.

	

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


	

	4.4
	Between them, they have undertaken over seventy reviews including the following: child serious case reviews; Safeguarding Adult Reviews; multi-agency public protection arrangements (MAPPA) serious case reviews; Domestic Homicide Reviews; and, have completed the Home Office online training for undertaking DHRs. They have also completed accredited training for DHR Chairs, provided by AAFDA[footnoteRef:1]. [1:  Advocacy After Fatal Domestic Abuse.] 


	

	5
	Terms of Reference
	

	5.1
	The purpose of a DHR is to: 
Establish what lessons are to be learned from the domestic homicide regarding the way in which local professionals and organisations work individually and together to safeguard victims; 
Identify clearly what those lessons are both within and between agencies, how and within what timescales they will be acted on, and what is expected to change as a result; 
Apply these lessons to service responses including changes to inform national and local policies and procedures as appropriate; 
Prevent domestic violence and homicide and improve service responses for all domestic violence and abuse victims and their children by developing a co-ordinated multi-agency approach to ensure that domestic abuse is identified and responded to effectively at the earliest opportunity; 
Contribute to a better understanding of the nature of domestic violence and abuse; and 
Highlight good practice. 
(Multi-Agency Statutory guidance for the conduct of Domestic Homicide Reviews 2016 section 2 paragraph 7)
	

	5.2
	Timeframe under Review
The review covers the period from 1 November 2017 until David’s murder in October 2021.
	

	5.3
	Subjects of the DHR
Victim: David, aged 43 years
Perpetrator: Sarah, aged 44 years 
Alex: Teenage child at the start of review period.


Specific Terms
1. 	What indicators of domestic abuse, including coercive and controlling behaviour,[footnoteRef:2] did your agency identify for David and Sarah?  [2:  The Serious Crime Act 2015 (the 2015 Act) received royal assent on 3 March 2015. The Act created an offence of controlling or coercive behaviour in intimate or familial relationships (section 76).] 

2.	How did your agency assess the level of risk faced by David and Sarah, and which risk assessment model did you use?  
3.	Did your agency consider that David or Sarah could be an adult at risk within the terms of the Care Act 2014? Were there any opportunities to raise a safeguarding adult alert and request or hold a strategy meeting?
4.	What consideration did your agency give to any mental health issues or substance misuse when identifying, assessing, and managing risks around domestic abuse?
5.	What services did your agency provide for David and Sarah; were they timely, proportionate, and ‘fit for purpose’ in relation to the identified levels of risk, including the risk of suicide? 
6.	How did your agency ascertain the wishes and feelings of David and Sarah, and were their views considered when providing services or support? 
7.	How effective was inter-agency information sharing and co-operation in response to David and Sarah, and was information shared with those agencies who needed it? 
8.	Was there sufficient focus on reducing the impact of alleged abusive behaviour by applying an appropriate mix of sanctions (arrest/charge) and treatment interventions? 
9.	Were single and multi-agency policies and procedures, including the MARAC and MAPPA protocols, followed? Are the procedures embedded in practice, and were any gaps identified? 
10.	What knowledge did family, friends, and employers have of domestic abuse in David and Sarah’s relationship, and did they know what to do with that knowledge?
11.	Were there any examples of outstanding or innovative practice?
12.	What learning did your agency identify in this case?
13.	Does the learning in this review appear in other Domestic Homicide Reviews commissioned by Rotherham Community Safety Partnership?
14.         Were there any resource issues, including during the Covid-19 pandemic, that affected the services your agency provided in this case?
	

	6
	Summary chronology
	

	6.1
	Relevant History Prior to the Timeframe of the Review

	

	6.1.1
	In 1995, David joined the army but dropped out after basic training. In 1997, David rejoined the army and successfully passed his basic training. He was discharged from the army in 2002 – recorded as medically unfit with post-traumatic stress disorder. David’s children told the Chair of the review that although David sometimes spoke of the good times he’d had in the army, he did not engage with anything to do with the army after he left. He was not involved with any post military support service or charity. David’s mum told the Chair that she was not sure what had happened to cause David to leave the army; however, it was known that he had self-harmed and caused damage to the family home.

	

	6.1.2
	On his discharge from the army, David, Sarah, and their family returned to Rotherham, where they lived in social housing. David’s mum told the Chair that David had a lump sum from the army and used part of it to pay for cosmetic surgery for Sarah. David obtained work in a distribution warehouse, where he worked until around 2008. The reason for the end of his employment is unknown. David’s mum told the Chair that Sarah would ring David very often at work and ask him to come home and that this gradually wore him down. David and Sarah’s children recall that during this time, they were treated generously, for example, receiving nice Christmas and birthday presents.

	

	6.1.3
	There is a history of domestic abuse between David and Sarah dating back to 2006. Between 2006 and 2011, there were five allegations of domestic abuse when the couple’s children were present. In 2008, the couple’s case was referred to MARAC.

	

	6.1.4
	David and Sarah’s children told the Chair of the review that their parents showed them love and care and provided the necessities when they were growing up. This included taking the children on happy holidays to the seaside.

	

	6.1.5
	David and Sarah’s children also told the Chair that they had witnessed David and Sarah abusing drugs on a daily basis. This would take the form of overuse of prescription medication and supplementing that with other drugs bought illegally. If they had a prescription on Monday, then they would take it all on that day. David often took Sarah’s drugs, which caused arguments. David took steroids for several years, which caused him to have anger issues.

	

	6.1.6
	The children said that the influence of drugs would often result in arguments. Sarah was very vocal whilst David was quieter, but he was unpredictable when intoxicated by drugs. David smashed the house up on numerous occasions and often broke the television. The children estimated that David had broken around a hundred televisions over the years.

	

	6.1.7
	David and Sarah’s children say that, as children, they witnessed David attack Sarah around once a month. They did call the police on several occasions but more often would hide in their bedrooms. They genuinely feared that David would kill Sarah.

	

	6.1.8
	The panel acknowledges that the children’s views can be seen as victim blaming. However, the panel thought that the views should be incorporated into the report in order to provide a full context. The panel also noted that the views of the children are corroborated by historical information about calls to the police.

	

	6.1.9
	David’s mum told the Chair that as the children were growing up, they were often provided with things that they needed by members of the extended family, as well as going on holiday with other family members. At the same time, Sarah was often witnessed to have new possessions and clothing. There were many times when David and Sarah were supported practically and financially by David’s extended family.

	

	6.1.10
	David was involved in providing practical care and support to his father, along with other family members, until his father’s death in 2017. David’s father also provided financial support to David. David and Sarah would regularly split up, with David staying at his father’s house. During times when the couple were not together, other family members witnessed regular phone calls from Sarah asking David to go back home. The death of David’s father had a considerable and emotional effect on David. Furthermore, on a practical level, this was the end of the caring responsibilities that had kept David busy.

	

	6.2
	Events within Timeframe of Review

	

	6.2.1
	Throughout the period of the review, David was engaged with Change Grow Live, which was contracted as the local drugs and alcohol service. He had many regular appointments that are not listed in the below chronology – so as to avoid repetition. David continued to be reliant on various drugs, including amphetamine, diazepam, buprenorphine, and admitted occasional cocaine use. He was prescribed opioid substitute treatment drugs.

Sarah had many GP appointments. Only those judged to be relevant are included in this combined chronology. Both David and Sarah also missed many appointments.

	

	6.2.2
	On 23 November 2017, David and Sarah’s youngest child, Alex, (secondary school age at the time) called the police following a violent incident when David assaulted Sarah. On police arrival, David emerged from the house wearing a mask and goggles whilst carrying a long pole and a fire extinguisher, which he discharged towards the officers. David was arrested by use of a Taser.

Sarah later said that she could not remember the incident but thought that David must have hit her with a bottle. Sarah did not wish to make a statement and did not consent to her injuries being photographed or the house being photographed. A DASH risk assessment was conducted but was incomplete: it was graded as high risk on professional judgement. Referrals were made to MARAC, domestic abuse services, and children’s services.

The Crown Prosecution Service (CSP) reviewed the evidence and concluded that there was insufficient evidence to charge David with assault on Sarah. David was charged with a public order offence, for which he later appeared at court.

	

	6.2.3
	On 24 November 2017, Alex was placed in the care of a family member and became a looked after child from 28 November 2017 (under Section 20 of the Children Act 1989), after Sarah and David consented to the arrangement.

	

	6.2.4
	On 1 December 2017, after many attempts, an IDVA contacted Sarah. Sarah declined any service or further contact from domestic abuse services, stating that she and David had sorted things out and were back on track.

	

	6.2.5
	On 7 December 2017, Sarah and David’s case was heard at MARAC. It was noted that Sarah was minimising the situation. An action was recorded for the police to consider a Domestic Violence Protection Notice/Domestic Violence Protection Order (DVPN/DVPO)[footnoteRef:3] if there were further instances of domestic abuse, and for children’s services to give an update on the progress of their investigation. [3:  https://www.gov.uk/government/publications/domestic-violence-protection-orders/domestic-violence-protection-notices-dvpns-and-domestic-violence-protection-orders-dvpos-guidance-sections-24-33-crime-and-security-act-2010] 


	

	6.2.6
	On 18 December 2017, David was sentenced to a twelve-month community order by the court in relation to an offence of threatening behaviour. This related to his conduct towards police officers on 23 November 2017. The order was for 25 Rehabilitation Activity Requirement Days.  As David was assessed as medium risk of serious harm, the case was allocated to South Yorkshire Community Rehabilitation Company (SYCRC). SYCRC was aware that the background to the case was domestic abuse; therefore, the focus was around addressing domestic abuse.

	

	6.2.7
	Over the following months, Sarah and David attended several meetings with children’s services regarding their youngest child. Children’s services commenced the Public Law Outline (PLO),[footnoteRef:4] and David and Sarah were invited to the initial meeting that took place on 20 March 2018. It was at this meeting that David and Sarah made the decision that it would be in Alex’s best interests to remain in the care of their aunt. Sarah and David had legal representation at the meeting.    [4:  The Public Law Outline (PLO) is a framework used in the family court in England and Wales to manage cases involving children. It was introduced in 2008 as part of the Children and Adoption Act 2006.] 


	

	6.2.8
	On 24 January 2018, children’s services made a referral for Sarah to Rotherham Rise. The referral requested that Rotherham Rise work with Sarah around understanding healthy relationships, the impact of domestic abuse, risk assessment and safety planning, and to provide emotional support. They also requested that support be provided to Alex to explore their wishes and feelings. A confidentiality and information sharing agreement was completed with Sarah on 26 January, and the first session was booked for 6 February. Sarah did not attend this appointment, and during a telephone call that same date, she declined any further support from the service. The case was subsequently closed to Rotherham Rise.
A separate process took place to engage with Alex. On 5 June 2020, after several contacts, Alex declined any involvement with the service. 
	

	6.2.9
	On 9 April 2018, David attended the first session of the Respectful Relationships Programme (mandated by SYCRC). He attended 11 sessions, and records state that he engaged well. The programme concluded on 2 July 2018.

	

	6.2.10
	On 6 August 2018, Alex’s case was closed to children’s services.
	

	6.2.11
	On 14 December 2018, David had his last appointment with the South Yorkshire Community Rehabilitation Company – prior to conclusion of the community order on 18 December 2018.

	

	6.2.12


	On 22 November 2019, David called the police following an argument with Sarah in which items had been thrown around the house. On police arrival, both David and Sarah agreed that that there had been a verbal argument and no assault. A DASH risk assessment was completed, which showed a standard risk. A vulnerable adult form was submitted, as it was stated that Sarah had mental health issues and had not taken her medication: the form did not reference domestic abuse. On receipt of the referral, Adult Social Care discussed the case with RDaSH; consequently, a decision was made that no further action was required by Adult Social Care.

	

	6.2.13


	On 23 July 2020, a relative rang the police on behalf of Sarah. On police attendance, Sarah said that David had been taking amphetamines for two weeks, and the previous night had been saying to her: “I’m having bad thoughts”. During the night, David had put his hand over her mouth and punched her to the head multiple times. When completing the DASH risk assessment, Sarah disclosed that around seven weeks prior to this incident, David had grabbed her by the head, put her into the bath, dragged her around, and punched her in the head before taking a mirror from the wall and smashing it over her head: this was previously unreported, as she was too scared. It was noted within the DASH that Sarah was dependent on David for money, and this was the main reason that she was reluctant to leave the relationship. David was arrested for assault and coercive and controlling behaviour. He was interviewed and made no reply to any question. Consideration was given to a DVPN; however, as Sarah provided a statement to the police, David was instead bailed with conditions to not contact Sarah or return to the family home. This was to allow officers time to obtain the relevant statements and to prevent David from interfering with witnesses or otherwise obstructing the course of justice. 

Sarah went on to retract her statement. Sarah stated that she was not prepared to go to court because she thought that David needed help rather than prosecution. A police decision was made to file this investigation because the police were unable to prove the offence without Sarah’s support. Furthermore, this did not meet the criteria for evidence-led prosecution. There were no witnesses to the assaults in question and no medical evidence. Controlling and coercive behaviour was considered; however, there was no evidence from Sarah, and no supporting evidence. The DASH was completed. DARA completed a secondary risk assessment and assessed the incident as high risk. Referrals were made to IDVA, MARAC, and Adult Social Care.

	

	6.2.14
	On 23 July 2020, Sarah was contacted by an IDVA. Sarah was offered a refuge placement but declined. She was staying at her mother’s house but was going back to her own house later that day. Safety planning was carried out. Furthermore, offers of support from, and referral to, other agencies were made but declined. Sarah said that she did not want to resume the relationship with David, as she had had enough.

	

	6.2.15
	On 27 July 2020, David and Sarah’s case was discussed at the multi-agency domestic abuse meeting. The meeting was assured that David was on bail with conditions not to contact Sarah. An action was agreed for Sarah’s mother’s address (where she was staying temporarily) to be flagged on the police computer system. An IDVA spoke to Sarah on the telephone and completed safety planning. A range of options, including the offer of a refuge placement, were discussed. Sarah declined this. Sarah was also offered referrals to Change Grow Live and Improving Access to Psychological Therapies. She declined any assistance.

	

	6.2.16
	On 6 August 2020, Sarah and David’s case was heard at MARAC. David was residing away from the family home, with bail conditions not to attend. Alternative telephone numbers for Sarah were shared because the IDVA had been unable to contact Sarah after the initial call. The case was closed to the IDVA service on 27 August, as Sarah did not reply to further letters or telephone calls.

	

	6.2.17


	On 2 October 2020, David and Sarah’s youngest child (who was by then an adult) made a 999 call to the police, stating that they were outside their parent’s house and were too scared to go back in. They reported that David was irate and was making threats to smash the house up. They were afraid for Sarah’s safety, stating that David had hit her before and that this was a regular occurrence. Officers arrived and spoke with both parties. Sarah disclosed that David had returned home from work annoyed that she hadn’t contacted him all day. He had come home with a kebab, which he threw on the floor. Sarah was taken to her mum’s address by the police to avoid any escalation. This was recorded as a non-crime domestic. As no offences were disclosed, and Sarah confirmed it had been a verbal argument only, it was filed ‘no further action’. The DASH questionnaire was completed, with Sarah recorded as the victim. She stated that David was taking Subutex[footnoteRef:5] for previous drug abuse. Risk indicators were identified, as Sarah was back living with David after a period of separation following an assault. The incident was assessed as medium risk from the DASH and by DARA. Sarah agreed to support from Helpline regarding domestic abuse, and a referral was made to Adult Social Care because both parties presented with potential mental health issues. The DASH included a comment that Sarah was the aggressor.   [5:  Buprenorphine, sold under the brand name Subutex among others, is an opioid used to treat opioid use disorder, acute pain, and chronic pain.] 


	

	6.2.18
	On 5 October 2020, Sarah was referred to Rotherham Rise by South Yorkshire Police (arising from the incident of 2 October). Several attempts were made to contact Sarah to offer support, but they were all unsuccessful. On 13 October, Sarah’s case was closed because the service had been unable to contact her.

	

	6.2.19
	On 7 October 2020, Sarah had an appointment for a mental health assessment. A plan was agreed for her to self-refer to Talking Therapies, attend a memory clinic assessment, attend an epilepsy assessment, and visit her GP for health checks. 

	

	6.2.20
	On 7 October 2020, the investigation resulting from the incident of 23 July 2020 was finalised. An Inspire to Change referral was made for David. Inspire to Change is a voluntary perpetrator programme commissioned by Rotherham Borough Council. The provider of the programme has changed since 2020, and records of the previous provider were unavailable to the review. It is therefore unknown whether David engaged with Inspire to Change.

	

	6.2.21


	On 6 November 2020, a third party made a call to the police to report an ongoing domestic incident involving Sarah and David. Officers were dispatched as an emergency, and upon attendance, they had to force entry into the address because Sarah was unresponsive on the settee due to alcohol intoxication. When officers spoke to Sarah, she confirmed that there had been a verbal argument over David taking steroids, and no offences had taken place. Both parties were spoken to, and the DASH was completed. In the DASH, Sarah mentioned that over the last couple of weeks, she and David had been consuming more alcohol, but she could not explain why. She stated that the argument was due to David taking steroids. Officers transported David to a friend’s address to prevent any further incidents. No offences were disclosed, and the incident was filed no further action and recorded as a non-crime domestic. The incident was secondary risk assessed by DARA and was assessed as medium risk. This was based on the previous high-risk incident between the parties. It was noted that the risk factors were that both parties had consumed alcohol and that Sarah had declined domestic abuse advice – as she did not consent within the DASH to being referred on to any partner agencies for support. It was agreed for the critical marker to remain in place, and a referral was made to IDVA due to the previous high-risk incident. 

	

	6.2.22


	On 11 December 2020, a third party called the police on Sarah’s behalf to report that following an argument, David had left the house and taken Sarah keys, locking her in the house. When officers attended, David had returned, and Sarah clarified that there had been a verbal argument. Safeguarding advice was given, and the DASH was completed. Sarah did not consent to working with partner agencies regarding domestic abuse. A secondary risk assessment was completed by DARA, and they assessed the incident as medium risk. A referral was made to IDVA due to Sarah being a recent high-risk victim. This was recorded as a non-crime domestic and was filed.

	

	6.2.23
	In the early hours of 12 December 2020, a third party called the police on behalf of Sarah. It was reported that David had driven off and was planning to take an overdose. Officers located David, who was safe. David confirmed that he was safe, and the indicated medication was found back at the home address.

	

	6.2.24
	On 14 January 2021, Sarah was visited at home by the Young Onset Dementia team. David was present. Sarah had no concerns regarding her mood, although she had sleep problems. Sarah said that she smoked 20 – 30 cigarettes a day, rarely drank alcohol, and did not abuse drugs. Sarah said that domestic abuse in her relationship with David was historic. The practitioner discussed Sarah’s case with a doctor and wrote to Sarah’s GP to ask for a sleep medication review. A further appointment was to be arranged after a CT scan. The panel was told that a CT scan did take place in October 2021 and showed no abnormalities.

	

	6.2.25
	On 9 February 2021, David told his drugs worker that he was caring for Sarah full-time. Over the next several months, David repeated that he was finding caring for Sarah stressful.

	

	6.2.26


	On 21 February 2021, Sarah made a 999 call to the police. She was crying and stated that someone was not being nice to her. Officers were dispatched to the address and found that there had been a verbal argument between Sarah and David. No offences were disclosed. The DASH risk assessment was completed and there was mention of David’s mental health issues. Sarah did not consent to working with partner agencies for domestic abuse support. Both parties were given safeguarding advice, and the officers left the scene. This was secondary risk assessed by DARA, and a referral was made to IDVA due to the high-risk incident in July 2020. At that time, the IDVA service only responded to medium- or high-risk incidents for those currently at high risk, so no response was made to this standard-risk referral. At that time, Rotherham Rise was commissioned to provide a service to standard-risk victims. This was a ‘with consent service’, and as Sarah did not give her consent, then it was not possible for Rotherham Rise to respond. Since 1 October 2022, all referrals are made to Rotherham Rise as a single ‘front door’ for domestic abuse referrals.

	

	6.2.27
	On 22 June 2021, David was referred by his GP to the RDaSH community mental health team regarding worsening of his mood and perceived carer stress. A telephone appointment was arranged for 20 September, but David did not answer his phone. A further appointment was to be arranged, but this did not take place before his death.

	

	6.2.28
	On 3 September 2021, David contacted his drugs worker (by text) and asked for help: this resulted in a telephone call. David said that he had left the family home after Sarah accused him of having an affair with one of her friends, and he was feeling suicidal. He was given contact details for the homelessness service and mental health crisis line. David did not answer numerous further calls to him, and the police were asked to check on his welfare. He was seen later the same day – safe and well at the home address.

	

	6.2.30
	On 16 September 2021, David attended a face-to-face meeting with his drugs worker at his GP surgery. David declared cocaine and amphetamine use and that he had drunk a few cans of alcohol at Sarah’s birthday party. 

	

	6.2.31
	On 28 September 2021, Sarah’s GP referred her to RDaSH community mental health team regarding worsening of her mood, hallucinations, and being tearful all the time. The referral noted that she was prescribed olanzapine[footnoteRef:6], duloxetine[footnoteRef:7], and zopiclone[footnoteRef:8].  [6:  Olanzapine helps to manage symptoms of mental health conditions such as: seeing, hearing, feeling or believing things that others do not, feeling unusually suspicious or having muddled thoughts (schizophrenia); feeling agitated or hyperactive, very excited, elated, or impulsive (mania symptoms of bipolar disorder)]  [7:  Duloxetine is a type of antidepressant medicine known as a serotonin-noradrenaline reuptake inhibitor (SNRI). SNRIs are thought to work by increasing the amount of mood-enhancing chemicals, serotonin and noradrenaline, in the brain. It's used to treat depression and anxiety. It's also used to treat nerve pain, such as fibromyalgia, and can be used to treat stress urinary incontinence in women.]  [8:  Zopiclone is a type of sleeping pill that can be taken for short-term treatment of severe insomnia.] 

	

	6.2.32
	On a day in October 2021, David was murdered.

	

	7
	Key Issues Arising From The Review

· Domestic abuse was a feature of David and Sarah’s relationship for many years.
· Many people knew of the unreported domestic abuse featured in this report.
· The report shows that there is cultural acceptance of domestic abuse in some areas of Rotherham.
· David told agencies that he was struggling with caring responsibilities – the response was ineffective.

	

	8
	Conclusions
	

	8.1
	The panel wished to restate that David was the victim of domestic abuse when he was murdered by Sarah. David and Sarah had been married for over 22 years and had brought up their three children together in Rotherham. It seems that for much of that time, domestic abuse was a constant presence complicated by their poor mental health and substance misuse.

	

	8.2
	Although David is the victim of murder in this case, almost all of the information seen by the review suggests that David was the primary perpetrator of domestic abuse in the relationship prior to his murder.

	

	8.3
	David engaged with a domestic abuse perpetrator programme when supervised by SYCRC, and he engaged with drugs and alcohol services voluntarily. Sarah was not engaged with drugs and alcohol services during the timeframe of the review; however, there is evidence that she regularly abused prescription and illicit drugs. Domestic abuse services were unable to engage with Sarah, who declined their services on each occasion they were able to contact her.

	

	8.4
	On the day of David’s murder, he had taken an overdose of medication that was prescribed to Sarah. The panel thought it likely that David’s vulnerability, whilst impacted by the overdose, caused a change in the power balance of the relationship. If that was the case, then Sarah took advantage of the changed dynamic and stamped David to death.

	

	9
	LEARNING
This multi-agency learning arises following debate within the DHR panel.

	

	9.1
	Narrative     
The homicide investigation identified that many people knew of the domestic abuse featured in this report. This finding is consistent with many other DHRs. The panel felt that additional publicity is required so that people who know or suspect someone is a victim of domestic abuse, know what they can do and should not do.
Learning
The absence of clear guidance on what members of the public can do when they know or suspect that someone is a victim of domestic abuse, could contribute to the abuse enduring and/or placing the victim in greater danger. The panel felt that the level of knowledge within the community – of the domestic abuse featured in the report – illustrated a cultural acceptance of domestic abuse within some neighbourhoods of Rotherham, and that action was required in order to address the cultural issue.
Panel recommendations 1 and 2
	

	9.2
	Narrative
David told agencies that he was struggling because of his caring responsibilities for Sarah. 
Learning
The opportunity for a carer’s assessment may assist a family by providing the potential for additional support. In doing so, stressful situations in the home may be reduced.
Panel recommendation 3
	

	10
	RECOMMENDATIONS
DHR Panel

	

	10.1
	Rotherham CSP should review and strengthen, if necessary, the effectiveness of information provided to family, friends, neighbours, and diverse communities about recognising the signs of domestic abuse. Furthermore, where they can go, anonymously if necessary, with such information.
	

	10.2
	The Rotherham domestic abuse strategy should set out how agencies in Rotherham can challenge cultural acceptance of domestic abuse in some neighbourhoods. An action plan should be developed to support the strategic aim.
	

	10.3
	Rotherham CSP, in conjunction with Rotherham Safeguarding Adults Board, should ensure that the availability of a carer’s assessment, and the pathway to achieve it, is widely understood amongst statutory and voluntary sector agencies in Rotherham. This could be achieved, for example, by a ‘7-minute briefing’ to provide information on a carer’s assessment and referral. 
	

	10.2
	Single Agency Recommendations
	

	
	South Yorkshire Police
	

	
	To engage with third parties who are witnessing or around domestic abuse, to ensure they are correctly informed on what to do in situations of domestic abuse.
	

	
	GP Practice
	

	
	Review DNA policy at next in-house staff meeting to ascertain if and where improvements can be made.

	

	
	Feedback any process improvement to the whole team.
	

	
	Discuss with drug and alcohol worker, the importance of sharing information between teams.
	

	
	Implement a way for any critical information to be passed to the on-call GP, by the above worker.
	

	
	Implement a safeguard to ensure the follow-up of any shared information – i.e., task to admin at same time.
	

	
	Discuss with TPP SystemOne whether a flag exists to highlight patients that have a history of domestic abuse.
	

	
	Review and audit any implemented new process, from the above, to ensure effectiveness.
	



End of Executive summary
                                                  Official Sensitive
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