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1. Preface.  

1.1  This review has been undertaken in order that lessons can be learned to 
better protect others in the future. The review was commissioned by West 
Cumbria Community Safety Partnership on receiving notification of the death 
of Mary in circumstances which appeared to meet the criteria of Section 9(3) 
of the Domestic Violence, Crime and Victims Act 2004. 

1.2 The West Cumbria Community Safety Partnership, and the Domestic 
Homicide Review Panel members offer their deepest sympathy to all who 
have been affected by the death of “Mary”, in particular Mary’s immediate 
family. 

1.3 The family were represented during the domestic homicide review process 
by Mary’s sister, Sharron who was able to attend the review meetings and 
provide an invaluable insight of Mary’s life and experiences, both as a child 
and adult. 

1.4 The following letter was provided to the panel by Mary’s family: 

Mary. 

“I wanted to describe my sister in an honest way and give a little picture of 
her personality. She was funny, loving, her presence lit up a room with her 
smile, kind, had the most infectious laugh that made you laugh, clever and 
beautiful. Mary always had a solution if you had a problem. She always was 
the big sister we looked up to throughout our childhood and adult life. 
Life was not always kind to her and she had her fair share of problems 
including abuse from her husband and regrettably no children of her own due 
to losing 2 babies that she never got over. 
Mary was a strong person who was truthful and honest in her opinions. She 
was always supportive of anything I did in life including jobs and family life. 
Unfortunately, her alcohol problems and abusive relationships changed her. 
She didn't really have her sparkle anymore. I tried so hard to help her... we 
all did, but she always ended up back with these partners. 
She was much loved, and she is very missed by us all. Life will never be the 
same without her being here. It wasn't her time but unfortunately it was taken 
from her.” 

1.5  The Independent Chair would like to thank the Review Panel for their 
participation and contributions to this domestic homicide review. 

2. The Review Process. 

2.1 Pseudonyms have been used during this review for the victim and 
perpetrator to protect their identities and those of their family members: The 
deceased will be known as Mary and the perpetrator will be known as 
James. 

2.2 Mary’s sister asked for her given name to be used in this review and will be 
known as Sharron.  
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2.3 This summary examines agency responses and support given to Mary, a 
resident of Cumbria, prior to being killed by her partner, James, during 
September 2019. At the time of her death Mary was a white, British female 
aged 64. James was a white British male aged 62. 

2.4 Prior to the unlawful killing, Mary lived with James in West Cumbria and, on 
occasions, in Scotland. James was arrested for the unlawful killing of Mary 
and subsequently sentenced to three years imprisonment. He was released 
from prison custody during 2021. 

2.5 The review concentrates on the period November 2013 to September 2019, 
the latter being the month of Mary’s death. Contact with agencies by both 
Mary and James was often sporadic during this period. Some more general 
information prior to November 2013 is included in the report to provide a full 
and balanced background to Mary’s life. 

2.6 To assist with analysis the panel considered the impact of recommendations 
following a previous domestic homicide review (DHR) relating to the murder 
of “Karen” in Carlisle, Cumbria during 2016 and other organisational 
influences. Key recommendations from these previous processes highlighted 
the need to develop professional practice, implement training regarding risk 
identification and risk management strategies, to gain a better understanding 
of coercive controlling behaviour and active use of routine enquiry. 

2.7 The review began on 27 August 2020 and concluded April 2021. The 
decision for West Cumbria Community Safety Partnership (CSP) to 
undertake a domestic homicide review, was taken by the Chair of the 
Community Safety Partnership on 29 October 2019, and the Home Office 
were informed on 31 October 2019. There was an initial delay appointing a 
DHR Chair and author. This delay was subsequently compounded by the 
impact of Corona virus across agencies. 

2.8 The CSP appointed David Banks as an independent chair and report author. 
David is not directly linked to any of the agencies in contact with the victim or 
perpetrator. 

2.9 The Chair contacted Mary’s family to inform them of the purpose of the 
review. During the review process the family were represented by Mary’s 
sister, Sharron, who was able to attend the DHR meetings. The panel would 
like to thank Sharron for acting as spokesperson for her family, an incredibly 
difficult role to undertake and one which was carried out with absolute dignity 
and a simple desire: that lessons learnt from this tragic death can be used to 
prevent similar deaths in the future. By providing a verbal picture of Mary 
during an early panel meeting Sharron enabled the panel to understand 
Mary’s life and experiences, both as a child and adult. 

2.10 A letter provided to the panel by Sharron is included within the preface to this 
Executive Summary.  
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2.11 This review followed the statutory guidance for Domestic Homicide Reviews 
(2013) and the Revised Statutory Guidance for Domestic Homicide reviews 
(2016). This guidance was implemented in both the conduct of the Review 
panel and the preparation of the Overview and Executive Reports. 

3. Contributors to the Review. 

3.1 On notification of the domestic homicide, all relevant agencies were contacted 
and asked to secure their files if contact with Mary or James was confirmed. 

3.2 The following agencies contributed to the DHR: 

Safeguarding adults, Cumbria County Council. 
North Cumbria Clinical Commissioning Group (represented the G.P. practice 
of Mary and James). 
North Cumbria Integrated Care NHS Foundation Trust. 
Northumberland Tyne and Wear NHS Foundation Trust (Mental Health) 
Unity Drug and Alcohol recovery service. 
North West ambulance service. 
Cumbria Constabulary. 
Police Service of Scotland. 
Castles & Coasts Housing Association. 
Your Housing Group. 
National Probation Service, Cumbria. 
Cumbria and Lancashire Community Rehabilitation Company. 
Allerdale Borough Council. 
The Crown Prosecution Service for England and Wales. 

3.3 All agencies who had contact with the individuals subject of this DHR have 
submitted a chronology. Those agencies with relevant, direct contact have 
also supplied an Individual Management Review (IMR). 

3.4 The panel is grateful to Your Housing Group and the Crown Prosecution 
Service who provided IMR’s at short notice. 

3.5 To provide an independent, victim centred perspective during the DHR, the 
panel requested specialist representation from an Independent Domestic 
Violence Advisor (IDVA). This representation was provided by Sarah Place of 
Victim Support and was invaluable. 

4. The Review Panel Members. 

4.1 List of panel members: 

David Banks, Independent Chair and author. 
Clare Stratford, Community safety coordinator CSP. 
Sarah Place, Senior independent domestic violence advisor (IDVA), Victim 
Support. 
Agency representatives: 
Andrew Horrobin, Senior Manager, Safeguarding Adults, Cumbria County 
Council. 
Sarah Joyce, Service Manager, Safeguarding Adults, Cumbria County 
Council. 



CONFIDENTIAL – not to be published or circulated until permission is granted by the Home Office 

 

6 

DHR draft v1 

Martin Hodgson Detective Inspector, Cumbria Constabulary. 
Angella Rush, Detective Constable, Cumbria Constabulary, (since retired) 
Caine McIntyre, Detective Inspector, Police Service of Scotland. 
Doctor Amanda Boardman, GP, Safeguarding Lead North Cumbria Clinical 
Commissioning Group. 
Kelly Marsden, Named Nurse, Safeguarding Adults lead, North Cumbria 
Integrated Care NHS FT. 
Kate Allen, Specialist Safeguarding advisor, North Cumbria Integrated Care 
NHS FT, (later for North Cumbria Clinical Commissioning Group). 
Sheona Duffy, Case Review Officer Safeguarding and Public Protection 
Team Cumbria, Northumberland Tyne and Wear NHS Foundation Trust. 
Matthew Brierley, Lead Nurse UNITY Alcohol and Drug Recovery Service. 
Emily Kirkbride, Senior Probation Officer (Courts), National Probation 
Service, Cumbria. 
Louise Fisher, Deputy Director, Cumbria and Lancashire Community 
Rehabilitation Company (Sodexo). 
Anna Bates, Head of Housing, Castles and Coasts Housing Association. 
Dawn Clark, Housing Services Director, Castles and Coasts Housing 
Association. 
Elizabeth Kelly, Customer Operations Manager, Allerdale Borough Council. 
Andrew Seeking, Chief Executive, Allerdale Borough Council. 
Licia Inniss, Designated Safeguarding Manager, Your Housing Group. 
Alison Turner, Head of Older Peoples Services, Your Housing Group. 
Matthew Harvey, District Crown Prosecutor, Crown Prosecution Service 

4.2 Overview managers who did not attend all panel meetings but received 
minutes: 

Andrew Horrobin, Senior Manager, Safeguarding Adults, Cumbria County 
Council. 
Detective Chief Inspector Craig Smith, Cumbria Constabulary. 
Lisa Thornton, Interim Head of Cluster, National Probation Service, Cumbria. 
Phil O ’Donnell, Director, CLCRC (oversight of submissions not minutes). 
Jan Grey, Safeguarding Consultant, Cumbria, Northumberland Tyne and 
Wear NHS Foundation Trust. 
Paula Marshall, Director of Housing & Customer Service, Your Housing 
Group. 

4.3 The panel met a total of five times. Except for the NPS, the panel, including 
IMR authors, have not directly line managed any members of staff that had 
contact with the victim or the perpetrator prior to the homicide. 

5. Author of the Overview Report. 

5.1 The chair and author of this overview report has almost forty years’ 
experience working in the criminal justice (CJ) and violence against women 
and girls’ sectors and has completed the accredited DHR Home Office 
training for Chairs and independent report writers. The Chair/ author is 
independent and is not involved with the agencies that contributed to this 
DHR.  
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5.2 The author has extensive experience working in the field of domestic abuse, 
coercive control, and stalking, both operationally and strategically. He served 
as a Police Officer in Cumbria for thirty years during which time he was able 
to specialise in the field of public protection, wider criminal investigation and 
multi-agency working. He has experience in undertaking the role of Chair at 
Multi Agency Risk Assessment Conferences (MARAC)1 and led many 
investigations into the abuse of those most vulnerable in society, including 
victims of domestic abuse.  

5.3 The author retired from the police service during 2012. Since 2014 to date 
the Chair has worked as an associate to a national domestic abuse charity, 
SafeLives. Roles have included working with public bodies and the third 
sector to further develop responses to domestic abuse, including MARAC 
processes and delivering the Domestic Abuse Matters change programme, 
which is focussed on identifying coercive controlling behaviour (CCB) within 
abusive relationships. 

6. Terms of Reference for the Review. 

6.1 The terms of reference for this review were set by the review panel and are 
listed below. 

6.2 Were practitioner’s sensitive to the needs of the victim and the perpetrator, 
knowledgeable about potential indicators of domestic violence and aware of 
what to do if they had concerns about a victim or perpetrator? 

6.3 Was it reasonable to expect them, given their level of training and 
knowledge, to fulfil these expectations? 

6.4 Did agencies have policies and procedures for risk assessment and risk 
management for domestic violence victims or perpetrators and were those 
assessments correctly used in the case of this victim/perpetrator? 

6.5 Did the agencies have policies and procedures in place for dealing with 
concerns about domestic violence? 

6.6 Were these assessment tools, procedures and policies professionally 
accepted as being effective? 

6.7 Was the victim subject to a MARAC? What risk level was the victim 
assessed at? 

6.8 Did the agencies comply with domestic violence protocols agreed with other 
agencies, including any information-sharing protocols? 

 

1 Multi- agency risk assessment conference (MARAC). Marac is a regular local meeting to 
discuss how to help victims at high risk of murder or serious harm. Together, the meeting 
writes an action plan for each victim. 

Online. Accessed March 2021. Information available from: 

https://safelives.org.uk/practice-support/resources-marac-meetings 

 

https://safelives.org.uk/practice-support/resources-marac-meetings
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6.9 What were the key points or opportunities for assessment and decision 
making in this case? 

6.10 Do assessments and decisions appear to have been reached in an informed 
and professional way? 

6.11 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? 

6.12 When, and in what way, were the victim’s wishes and feelings ascertained 
and considered. Is it reasonable to assume that the wishes of the victim 
should have been known? Was the victim informed of options/choices to 
make informed decisions? Were they sign-posted to other agencies? 

6.13 Was anything known about the perpetrator, for example, were they being 
managed under multi agency public protection arrangements (MAPPA)? 

6.14 Had the victim disclosed to anyone and if so, was the response appropriate? 
Was this information recorded and shared, where appropriate? 

6.15 Were procedures sensitive to the ethnic, cultural, linguistic, and religious 
identity of the victim, the perpetrator and their families? Was consideration 
for vulnerability and disability necessary? 

6.16 Are their 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? 

6.17 Are their ways of working effectively that could be passed on to other 
organisations or individuals? 

6.18 Were senior managers or other agencies and professionals involved at the 
appropriate points? 

6.19 Are their lessons to be learned from this case relating to the way in which 
agencies work to safeguard victims and promote their welfare, or the way 
they identify, assess, and manage the risks posed by perpetrators? 

6.20 Where can practice be improved? Are there implications for ways of working, 
training, management and supervision, working in partnership with other 
agencies and resources? 

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

7. Summary Chronology. 

7.1 Background Information. 

7.2 Mary. 

7.3 Mary moved to Cumbria as a young adult having been raised within a loving 
and stable family environment in the Northeast of England. 

7.4 For much of Mary’s adult life she worked successfully within the hotel and 
hospitality industry. Prior to her death Mary had become isolated from family, 
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friends and former colleagues. Mary was a white British female aged 64 
years when she was unlawfully killed. 

7.5 Prior to Mary’s abusive relationship with James she was a victim of domestic 
abuse in two previous relationships. Mary suffered long term mental and 
physical health problems and misused alcohol. Mary accessed local medical 
services to manage her health needs. She was registered with a local G.P. 
and, for a number of years and received community based mental health 
support, the last being provided between 2011 and 2015. 

7.6 James and Mary’s relationship started during 2014. On occasions, during 
times of crisis, when the abuse from James escalated, Mary sought support 
from services however she was not always receptive to attempted 
interventions. Despite the consistent abuse Mary suffered at the hands of 
James she was sometimes protective of him, on occasions citing his health 
and wellbeing as her main concern. Mary was a long term resident of social 
housing. 

7.7 James. 

7.8 James was a white British male, aged 62 years when he unlawfully killed 
Mary. Medical records indicate that James suffered an acquired brain injury 
as a child. This matter did not require ongoing medical support. It is unclear 
when James moved to Cumbria. Whilst living in Cumbria James retained a 
flat in Scotland. James misused alcohol. James has previous convictions in 
England for criminal damage committed during 1986 and 1989. He has a 
previous conviction in Scotland during 2008 for breach of the peace. DA is 
recorded as being an aggravating factor in all these cases. The convictions 
clearly indicate he used abusive behaviour during previous relationship(s).  

7.9 Mary and James, the known history of their relationship and 
involvement services. 

7.10 The key services Mary and James had involvement with during the 
timescales of this review were Housing Associations, Cumbria Constabulary, 
the Police Service of Scotland, the National Probation Service, Cumbria and 
Lancashire Community Rehabilitation Company, a local GP practice, 
Integrated Care (Accident and Emergency), and the Community Mental 
Health and Recovery Team. 

7.11 On 25 September 2000 Mary became sole tenant of a rented flat, situated 
within a block of four, in a West Cumbrian town. The flats were owned by an 
established social housing provider. Whilst Mary was registered as the sole 
tenant in the accommodation James invariably lived with her during.  

7.12 The first occasion concerns were reported that Mary may be a victim of do-
mestic abuse was on 15 April 2014. Whilst investigating reports of anti-social 
behaviour (ASB) within her block of flats police and a housing officer were 
told, by a tenant, that Mary was in a “new relationship” with a male named as 
James. The tenant described that Mary and James had previously been 
heard arguing, scuffling and, it was suspected, Mary may have been 
knocked out during an incident with James. It was suggested both regularly 
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consumed alcohol to excess. The individual that supplied the information 
was asked to report any future, similar behaviour. The police and housing of-
ficers immediately called at Mary’s flat but got no response. The police did 
not record or follow up this information. The housing officer did progress the 
matter. When Mary was spoken to, two months after the initial report, it was 
noted that her flat was in disarray which was not the norm. When asked, 
Mary told the housing officer she was not a victim of domestic abuse. 

7.13 The housing officer explained to Mary that if she was having difficulty in 
getting James to leave, the housing association would help her. Mary was 
encouraged to report any future issues of abuse and a line of communication 
using texts was set up. No Domestic Abuse Stalking and Harassment Risk 
Identification Checklist (DASH)2 was completed to assess the level of risk 
Mary faced. 

7.14 During December 2015, following the impact of Storm Desmond, Mary was 
rehoused to temporary accommodation within a local social housing 
complex. James lived with her. Staff were on site 24/7. A handover book was 
used by staff to record significant events or issues. Eight incidents were 
recorded as having been witnessed by staff or other residents involving 
James and/ or Mary. The incidents included Mary trying to access the wrong 
flat whilst drunk, complaints about arguments and swearing being heard in 
Mary’s flat, Mary being seen unkempt at the entrance to her flat, James 
asking for an ambulance as Mary had allegedly fallen and injured her head 
and, lastly, James being aggressive when confronted about incidents that 
had been reported to staff.  

7.15 The level of risk Mary was facing within the abusive relationship at this time 
was not formally assessed. The reported behaviours were not dealt with, ei-
ther as being indicative that Mary was in an abusive relationship or via other 
adult safeguarding processes. 

7.16 Mary and James subsequently moved back to her original address and 
ownership/ management of the complex changed to a new housing provider. 
During October 2017 a neighbour reported to the housing association that, 
over a three day period, behaviour described as anti-social and arguing had 
been emanating from Mary’s flat. The housing association dealt with this 
issue solely as anti-social behaviour. Neither Mary nor James was spoken to 
in person by the housing provider to establish a clearer picture of the alleged 
incidents. No safeguarding was undertaken, nothing was done to assess the 

 

2 Domestic Abuse stalking, harassment, risk identification check list (DASH/ DASH RIC) is a 

structured, professional judgement risk assessment tool designed to inform levels of risk, aid 
risk-management plans, and do so by using a common language because other practition-
ers from other disciplines use the same tool. The Domestic Abuse Questionnaire (DAQ) 
used by the Police Service of Scotland is a version of the DASH. Published 24th February 
2015. Online. Accessed March 2021. Available from; https://safelives.org.uk/practice-support/re-
sources-identifying-risk-victims-face 

 

https://safelives.org.uk/practice-support/resources-identifying-risk-victims-face
https://safelives.org.uk/practice-support/resources-identifying-risk-victims-face
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level of risk Mary may have been facing during the reported arguments within 
the flat. 

7.17 During the period 15 April 2014 to 11 September 2019, Cumbria 
Constabulary responded to eight incidents involving Mary. Typically, the 
incidents involved a request for police assistance because Mary was being 
subjected to domestic abuse by James. The requests for police assistance 
were made by Mary herself or residents of the flats she lived in. Upon 
investigation by police Mary and James would often be under the influence of 
alcohol. The presence of domestic abuse within the relationship was 
sometimes minimised or denied by both parties. There were occasions when 
Mary clearly complained of assaults on her which had resulted in physical 
injury. On one occasion it was recorded by police that Mary told them her 
situation was worsening, that the physical and verbal abuse she faced daily 
was getting worse, she was being economically abused by being forced to 
pay off James’ debts, and that the behaviour would not stop unless James 
was made to leave. 

7.18 James was arrested and charged with offences following one incident of 
domestic abuse. He later pleaded guilty to offences of assault on Mary. An 
opportunity to seek a restraining order3 against James during the Court 
hearing was not progressed as police failed to respond to a request for 
information from the Crown Prosecution Service. During the hearing a 
Suspended Sentence Order of 84 days custody, suspended for 12 months, 
with 50 Rehabilitation Activity Requirement days and £85 costs, plus £115 
victim surcharge was imposed on James. 

7.19 James subsequently complied with the conditions of his Court Order under 
the supervision of the relevant authorities. Whilst assessing James’ conduct 
a probation officer recorded that James not only physically abused Mary, he 
also coercively controlled her within the relationship. This was correctly 
identified as an additional risk faced by Mary within the abusive relationship4, 

a situation further exacerbated by James’ abuse of alcohol and poor 
emotional management skills. 

7.20 Following the conviction for assault on his partner, James and Mary spent 
time living at his retained flat in Scotland. 

7.21 Between 21 May 2017 and 13 October 2018, the Police Service of Scotland 
(PSoS) were contacted on five separate occasions by an anonymous neigh-
bour of the address retained by James in Scotland. All the calls to police 
were made using the same mobile phone number and described verbal dis-
putes within the flat. Officers always attended. Domestic abuse risk assess-

 

3 Protection from Harassment Act 1997. (Amended 2004 by Section 12 of the Domestic 
Violence, Crime and Victims Act 2004 (DVCVA 2004) (Online). London.Legislation.co.UK. 
Accessed March and November 2012. Available from: 
https://www.legislation.gov.uk/ukpga/2004/28/section/12 
4 Johnson M.P. (2008) A typology of Domestic Violence, intimate terrorism, violent 

resistance, and situational couple violence, Northeastern University Press, Boston. P37-43. 

https://www.legislation.gov.uk/ukpga/2004/28/section/12
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ment and vulnerability documentation were, on occasions, completed. Fol-
lowing one of the calls to police the flat occupants did not respond to officers 
at the flat and the matter was pursued no further. The source of the calls was 
not recognised as being from a single source and the caller was not spoken 
to, in an effort to identify the “bigger picture”. 

7.22 Whilst living in Cumbria Mary regularly accessed GP services. Appointment 
records show at least three occasions during the timescales relevant to this 
this DHR when Mary was asked about her health conditions. Two of these 
occasions were appointments specifically put in place for that reason, the 
other was an opportunity taken during a routine appointment. Similarly, it is 
recorded that during one appointment the GP took an opportunity to enquire 
if Mary’s personal relationship was a healthy one. Mary said it was. Following 
a consultation with her G.P. during 2011 Mary was referred to a community 
based mental health support service.  

7.23 Between 2011 and 2015 Mary received community based mental health 
support. Mary cited the loss of a partner during 2010 as the matter most 
affecting her. During her last appointments (2014/15) Mary shared that her 
current partner, James, had been verbally abusive, that he drank alcohol to 
excess, and he encouraged her to drink wine. 

7.24 September 2019, Northwest Ambulance Service attended Mary’s home 
where she was found to have received significant head injuries. Mary was 
admitted to Cumberland Infirmary, Carlisle where intensive treatment was 
provided. The ambulance service made appropriate safeguarding referrals 
and Adult Social Care put in place actions to safeguard Mary had she 
subsequently been released from hospital. 

7.25 The injuries Mary received when violently assaulted by James proved 
incompatible with life. Mary passed away whilst being treated at Cumberland 
Infirmary, Carlisle. 

7.26 James was subsequently sentenced to a period of three years imprisonment 
for the manslaughter of Mary. 

8. Key Issues and Conclusions arising from the Review. 

8.1 The only known disclosures regarding the domestic abuse suffered by Mary, 
at the hands of James, were to the professionals outlined within this DHR. 
No disclosures regarding James’ behaviour are known to have been made to 
friends or family of Mary. 

8.2 The tool used by professionals to assess the level of risk faced by victims of 
domestic abuse is the domestic abuse stalking and harassment risk 
identification check list (DASH, or in Scotland, the DAQ). The purpose of 
DASH/ DAQ risk assessment tool is to give practitioners from all agencies a 
consistent tool for use when they encounter adult victims of domestic abuse. 
By using this process risk levels faced by victims can be assessed as 
standard, medium or high. Those who are identified at high risk of harm 
should be referred to an Independent Domestic Violence Advisor to provide 
specialist support and to a multi-agency risk assessment conference 
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(MARAC) so a multi-agency response can be initiated to manage the risk 
faced. Referrals for high-risk DA can be completed with or without the 
victim’s consent. Those identified at standard and medium risk of harm can 
be referred for DA outreach support, but only with the consent of the victim. 

8.3 Identifying domestic abuse. 

8.4 The review has shown the level of abuse and risk faced by Mary during her 
relationship with James was not consistently identified or assessed by some 
agencies. 

8.5 Housing officers had opportunities to identify and record domestic abuse 
when they received reports regarding Mary and James. Cumbria police 
officers failed to record an alleged incident of abuse when it was alleged by a 
third party that Mary had been the victim of strangulation by James. Police 
Service of Scotland attended several incidents involving Mary and James. 
They were not investigated effectively. Whilst Mary was undergoing a series 
of appointments with a community based mental health team, she provided 
snippets of information which, if joined up, were indicators of DA. Enhanced 
professional curiosity should have been used and may have identified the 
domestic abuse Mary was suffering. 

8.6 Assessing risk accurately. 

8.7 On the occasions domestic abuse was recognised and recorded by officers 
of Cumbria Constabulary a recognised risk assessment tool (DASH) was 
used to record and assess the risk level present. The officers completing the 
risk assessment sometimes failed to understand and/ or accurately assess 
the actual level of risk accurately. One DASH report outlines Mary was being 
physically and verbally abused, the abuse was becoming much more 
frequent, she was frightened, and is quoted as saying “he will keep hitting me 
if he doesn’t leave”. Other aggravating risk factors present were substance 
misuse, vulnerability due to isolation, economic abuse and Mary’s age. The 
risk level was assessed as standard when in fact, based on the information 
available at that time, Mary was at a high level of risk of harm from James. 

8.8 The presence of coercive controlling behaviour within abusive relationships 
and an established trio of vulnerabilities; substance misuse, mental health 
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and domestic abuse are accepted as significant additional risk factors 

(5)(6)(7)(8). These additional risk factors were rarely recognised. 

8.9 Multi agency information sharing. 

8.10 The risk Mary faced within her relationship was sometimes under assessed 
as being “standard” when, on occasions, it was “high”. Had the risk level 
been accurately assessed as high then multi agency information sharing 
thresholds would have been met and information shared, with or without 
Mary’s consent. Consequently, Mary would have been offered the specialist 
support and interventions she was entitled to, an independent domestic 
violence advisor, referral into MARAC and other adult safeguarding 
processes. 

8.11 Partnership working between Cumbria Constabulary and the Crown 
Prosecution Service (C.P.S.) was inconsistent. Prior to James’ Court 
appearance for assaulting Mary, the C.P.S. requested police ask Mary if she 
would like a restraining order applied for in respect of James. This request 
was not progressed. Police supervisory processes did not identify that the 
request from C.P.S. had not been progressed. As a result, no application for 
a restraining order was made to the Court and an opportunity to safeguard 
Mary and manage James’ behaviour was missed. 

8.12 Supervisory oversight and quality assurance. 

8.13 Where this review identified shortfalls relating to initial responses then little 
evidence has been found that supervisory interventions addressed them. 
Housing association and police supervisory oversight and quality assurance 
processes did not identify inadequate outcomes. 

8.14 It does not seem that housing association and police supervisors considered 
cumulatively the information available to them or incidents their staff dealt 
with. Mary was a long-term victim of domestic abuse and, as a consequence, 
of this and other traumatic life experiences suffered poor mental health and 

 

5 Johnson M.P. (2008) A typology of Domestic Violence, intimate terrorism, violent 
resistance, and situational couple violence, Northeastern University Press, Boston.                 

6 Sidebotham, P., Brandon, M. et al (2016). Pathways to harm, pathways to protection: A 
triennial analysis of serious case reviews, 2011 to 2014. London: Department for Education. 
Assets publishing service. Online. Accessed December 2021. 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_da
ta/file/533826/Triennial_Analysis_of_SCRs_2011-2014_-
Pathways_to_harm_and_protection.pdf 
7 SafeLives. Spotlight 7. Domestic abuse and mental health. Published May 2019. Online. 

Accessed November 2021.  
www.safelives.org.uk.https://safelives.org.uk/spotlights/spotlight-7-mental-health-and-
domestic-abuse 
8 Domestic violence and mental health in older adults. L. Knight and M. Hester 2016. 

Journal. Published August 2016. Online. Accessed November 2021. Available from: 
Domestic violence and mental health in older adults: International Review of Psychiatry: Vol 
28, No 5 (tandfonline.com) 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/533826/Triennial_Analysis_of_SCRs_2011-2014_-Pathways_to_harm_and_protection.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/533826/Triennial_Analysis_of_SCRs_2011-2014_-Pathways_to_harm_and_protection.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/533826/Triennial_Analysis_of_SCRs_2011-2014_-Pathways_to_harm_and_protection.pdf
http://www.safelives.org.uk/
https://safelives.org.uk/spotlights/spotlight-7-mental-health-and-domestic-abuse
https://safelives.org.uk/spotlights/spotlight-7-mental-health-and-domestic-abuse
https://www.tandfonline.com/doi/full/10.1080/09540261.2016.1215294
https://www.tandfonline.com/doi/full/10.1080/09540261.2016.1215294
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consumed excesses of alcohol. The overall level of risk James posed to 
Mary was not understood or considered. 

8.15 Good Practice. 

8.16 The DHR identified clear examples of good professional practice. 

8.17 General Practitioners that spoke with Mary used professional curiosity to ask 
if she was a victim of DA even though this was a subject she had never 
previously discussed with them and was not recorded on medical records. 

8.18 When the Crown Prosecutor reviewed the case of assaults against Mary, for 
which James was later convicted, a rational was documented which included 
all the information provided. All the available evidence and wider public 
interest issues were considered. The approach taken was balanced and took 
account of Mary’s statement indicating she wished the matter to be 
discontinued. The Crown Prosecutor recommended the matter be proceeded 
with as a matter of public interest given the level of threat faced by Mary and 
previous character of James. Consequently, James pleaded guilty to 
assaults on Mary and became subject of a Court order designed to address 
his behaviour. 

8.19  The National Probation Service (NPS) interviewed James prior to his sen-
tencing by the Court for assaults on Mary. They identified Mary was a victim 
of coercive controlling behaviour (CCB), a clear indicator of increased risk. 
Other agencies that had regular contact with Mary did not identify the pres-
ence of CCB despite indicators that it was present. 

8.20 Following the assault on Mary which proved to be fatal, the Northwest 
Ambulance Service made appropriate safeguarding referrals. Adult Social 
Care put in place actions to initiate the safeguarding of Mary; had she been 
released from hospital. 

8.21 On every occasion James was arrested, alcohol misuse was identified whilst 
he was in custody. James was repeatedly offered referral to a local 
substance misuse service. Similarly, when James was completing the 
sentence imposed on him by the Court, he was encouraged to self-refer onto 
a substance misuse service. Following his self-referral to a substance 
misuse service, UNITY, they were flexible in trying to accommodate James’ 
initial appointments although ultimately, he failed to attend. 

9. Lessons to be Learned. 

9.1 During the DHR process the panel not only considered agency involvement 
with Mary and James but they also reflected on developments of practice 
across agencies in Cumbria, some of which are ongoing. The service 
developments have been implemented to achieve effective safeguarding 
practices which are fit for purpose. The change has been driven by the 
impact of a separate DHR relating to the murder of “Karen” in Cumbria9, 

 

9  DHR relating to the death of Karen in Carlisle, Cumbria during 2016. Online. Published 
September 2018. Accessed March 2021. Available from: https://www.eden.gov.uk/ 

https://www.eden.gov.uk/
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formal recommendations born out of inspection processes(10)(11), and 
legislative changes. The actions already taken by agencies have developed 
practice in some of the areas of concern identified. Because of the similarity 
in issues identified then actions already taken or currently in progress are 
considered of relevance to this DHR and outlined at Appendix A. 

9.2 Lessons learnt specific to the unlawful killing of Mary. 

9.3 On occasions practitioners failed to identify the presence of domestic abuse 
within Mary and James’ relationship. When domestic abuse was identified 
practitioners sometimes inaccurately assessed the level of risk faced by 
Mary. 

9.4 Multi agency information sharing processes, which are driven by effective, 
accurate risk assessment, did not take place because the level of risk faced 
by Mary was sometimes under assessed. 

9.5 Supervisory oversight and quality assurance processes did not identify 
mistakes in front line service delivery. 

9.6 The following actions have been identified and implemented by single 
agencies during this review process: 

9.7 Police Service of Scotland. 

9.8 The domestic abuse coordination unit will detail the learning from this DHR to 
all staff and will stipulate guidance to first responders regarding professional 
curiosity following reports of DA requiring supervisory review/sign off to 
confirm the perpetrator and victim are spoken to before closure of any 
incident. This initial messaging will be revisited during subsequent, 
classroom based, DA training. 
Initial messaging completed May 2021. Training is ongoing. 

9.9 North Cumbria Clinical Commissioning Group – Primary Care service. 

9.10 NCCCG safeguarding team to develop a Domestic Abuse Policy for GP 
practices. This should be developed and disseminated to practices by end 
January 2021. Note. This action has been completed. 

 

10 HMIC report – Cumbria Constabulary approach to tackling domestic abuse, 2014. 

Published 27 March 2014. Online. Accessed March 2021. Available from: 
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/2014/03/cumbria-
approach-to-tackling-domestic-abuse.pdf 

11 HMIC (Now HMIC FRS) 2015 PEEL report re Vulnerabillity. Published December 2015. 

Online. Accessed March 2021. Available from:  

https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/police-effectiveness-
vulnerability-2015-
cumbria.pdf#:~:text=HMIC%20found%20that%20Cumbria%20Constabulary%20identifies%2
0vulnerable%20people,domestic%20abuse%20and%20sexual%20violence.%20This%20is
%20listed 

 

 

https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/2014/03/cumbria-approach-to-tackling-domestic-abuse.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/2014/03/cumbria-approach-to-tackling-domestic-abuse.pdf
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/police-effectiveness-vulnerability-2015-cumbria.pdf#:~:text=HMIC%20found%20that%20Cumbria%20Constabulary%20identifies%20vulnerable%20people,domestic%20abuse%20and%20sexual%20violence.%20This%20is%20listed
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/police-effectiveness-vulnerability-2015-cumbria.pdf#:~:text=HMIC%20found%20that%20Cumbria%20Constabulary%20identifies%20vulnerable%20people,domestic%20abuse%20and%20sexual%20violence.%20This%20is%20listed
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/police-effectiveness-vulnerability-2015-cumbria.pdf#:~:text=HMIC%20found%20that%20Cumbria%20Constabulary%20identifies%20vulnerable%20people,domestic%20abuse%20and%20sexual%20violence.%20This%20is%20listed
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/police-effectiveness-vulnerability-2015-cumbria.pdf#:~:text=HMIC%20found%20that%20Cumbria%20Constabulary%20identifies%20vulnerable%20people,domestic%20abuse%20and%20sexual%20violence.%20This%20is%20listed
https://www.justiceinspectorates.gov.uk/hmicfrs/wp-content/uploads/police-effectiveness-vulnerability-2015-cumbria.pdf#:~:text=HMIC%20found%20that%20Cumbria%20Constabulary%20identifies%20vulnerable%20people,domestic%20abuse%20and%20sexual%20violence.%20This%20is%20listed
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9.11 NCCCG safeguarding team to include domestic abuse in its Safeguarding 
Training programme.  

Note. Training delivery commenced 14 October 2020. This was recorded and 
is available for those unable to attend. It included information about “Routine 
Enquiry”. Action completed. 

9.12 NCCCG safeguarding team to work with the Health Pathways team to 
develop guidance on Domestic Abuse and what practitioners should do if 
there is a disclosure of DA by one of their patients. 

Note. Completed January 2021, Domestic Abuse Health Pathway provided 
for use within GP practices. 

9.13 North Cumbria Integrated Care NHS Foundation Trust. 

9.14 NCIC is developing a safeguarding champions programme whereby 
departments will have a dedicated “Safeguarding champion” to provide an 
enhanced level of Safeguarding Support, advice and guidance within their 
setting. The programme will start 27 April 2021. 

9.15 A rolling programme of training and awareness raising to ensure 
safeguarding is embedded firmly in the organisation has been implemented 
and is ongoing. 

9.16 Cumbria and Northumberland Tyne and Wear NHS Foundation Trust 
(Mental Health) (service formerly provided by ACMAHRT). 

9.17 Safeguarding team to provide briefing sessions to CMHART to support staff 
in developing knowledge in identifying domestic abuse and how to respond. 
This will include how to access and complete DASH risk assessments 
MARAC referrals. Completed May 2021.  

9.18 Update July 2022. Session was delivered in July 2021, reporting of incidents 
leading to a number of outcomes have increased by over 60%. The out-
comes in response to the incidents have included referrals to MARAC, safety 
planning, police involvement and LA safeguarding referrals. Action com-
pleted.  

9.19 Cumbria and Lancashire CRC. 

9.20 Note. CLCRC’s individual action plan was delivered by 26 June 2021, when 
national restructure of CRC’s and the NPS took place. Multi-agency actions 
will be taken forward within the unified Probation Service. 

9.21 Three key areas were identified for CLCRC to take forward; one related to an 
individual development plan, one to improved line management oversight and 
the last a thematic domestic abuse audit across the organisation to assure 
adherence to the required standards of practice. The individual staff member 
issues are being progressed and not commented on further in this review. 

9.22 During December 2020, CLCRC undertook a further audit of 52 cases where 
there was an active domestic abuse perpetrator risk register. The primary 
focus of the audit question set was to provide assurance that the risk posed 
by DA perpetrators was being appropriately managed during the delivery of 
the organisation’s Exceptional Delivery Model (EDM) due to covid19. The 
findings indicated that 56% of cases were rated as good or outstanding. This 
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was a slight decline to the findings in August 2020 although the two are not 
directly comparable as the audit question set differed. Areas of practice 
development are noted. Further audits are scheduled to take place.  

9.23 National Probation Service. 

9.24 For the Probation Responsible Officer to undertake domestic abuse checks 
in the relevant police force area whereby they know or become aware of a 
perpetrator residing or temporarily staying at an address other than his/her 
main residence. Time to complete - 1 June 2021. Update. Staff are aware, 
and do complete, DV and intel checks on cases in their supervision. 
Management oversight is in place across the probation caseload to ensure 
appropriate consultation and oversight of cases and this has been further 
enhanced by the role out of the national Touch Points Model across the 
probation service. This model is partially implemented in Cumbria, with 
further roll-out currently ongoing following the probation unification in June 
2021. Target date, to be fully implemented and operational by March 2022. 
Action complete.   

10. Multi Agency Recommendations from the Review. 

10.1 The following multi agency recommendations were identified by the D.H.R. 
panel. Many have been implemented or are in progress. 

10.2 UNITY, NPS, CLCRC. 

10.3 Identify a process which supports service users that are self-referring 
between agencies. 

10.4      Update. As a consequence of this action Unity and Probation services co-
created and launched Criminal Justice Pathways procedure in March 2021, 
this process actively supports all individuals involved with both services 
including those that self-refer. There is a scrutiny panel that meets once a 
quarter to review quality and effectiveness, the panel has the authority to 
amend processes where appropriate. Action complete. 

10.5 UNITY, CLCRC, NPS, IDVA. 

10.6 Identify and, where practicable, implement best practice, including practice 
developed during the COVID 19 pandemic, the use of technology and social 
media, that will safely enhance service provision and client contact within a 
geographically large County containing many remote or isolated 
communities, many with an ageing population.                                        

10.7  Update. In response to the COVID-19 pandemic and restrictions imposed by 
Government guidelines, Probation providers were required to work under a 
range of exceptional delivery models (EDMs). This resulted in rapid changes 
in practice, with offices closing and staff working from home conducting 
supervision using a mix of office based and remote contacts. Type and 
frequency of contact was commensurate with assessed levels of risk and 
need. This use of alternative supervision methods provided valuable learning 
to inform the future delivery of sentence management in the community and 
development of a blended model for supervision. The unified Probation 
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Service Target Operating Model includes the ambition to utilise new 
digital/telecommunication technologies as part of innovating and refreshing 
the approaches taken to engagement with people on probation moving 
forward. In support of this, revised National Standards were published 26th 
June 2021. People serving a Community Order, Suspended Sentence order 
or released subject to Licence, will receive a minimum of one face-to-face 
appointment every calendar month with a Probation Practitioner. This 
standard ensures that direct face to face contact (where a Probation 
Practitioner and the individual they are supervising are in the same physical 
space) remains central to the supervision process. Whilst this can be 
complemented by other types of contact, direct contact enables the gathering 
of information which may not be obvious via video call or telephone. In 
Cumbria, this is particularly welcomed given the geography of our 
County.  Going forward, the probation service nationally is awaiting the 
publication of revised Smarter Working guidance which is expected to be 
published at the end of Summer 2022.  The reliance on digital technology 
and remote working has increased. Due to this both services now have 
enhanced digital platforms that reflect national standards. Individuals 
accessing the service have more choice and control in respect of their 
engagement with services, and the services have a wider reach of service 
provision due to increased use of technology and online programmes. All 
good practice identified is available for other agencies to consider. Action 
complete. 

10.8 Police, NPS, CLCRC, V.S./ IDVA. 

10.9 Review current information sharing practices to ensure information shared 
between agencies, particularly when CC are the holder of the information, is 
sufficient to allow for effective risk assessment and management processes, 
including MARAC, MAPPA and CJ processes. This will enhance public 
safety. 

10.10    Time to complete – this matter is already being progressed, action to be 
completed by 1st October 2021 (ongoing). N.P.S. and (former) CLCRC 
update. Well established arrangements are in place for the probation service 
to receive relevant domestic abuse information from the Cumbria Police 
Disclosure Unit in all relevant cases. Following the probation unification in 
June 2021, a Northwest wide review of arrangements is currently ongoing, 
with a view to ensure consistent practice across the region. Positively, in 
Cumbria, this will see an increase of 0.5 FTE in staffing to complete 
disclosure requests on behalf of the probation service. This work remains 
ongoing at the time of writing. Probation are a statutory representative at 
MAPPA and MARAC and have staff in attendance accordingly. In January 
2022 a joint Thematic Inspection of MAPPA is taking place in Cumbria and 
any actions resulting from this can be considered within the wider context of 
the DHR action plan if applicable. 

10.11 Cumbria Constabulary, PSoS and NPS. 

10.12 Agree a cross border process with key stakeholders to facilitate domestic 
abuse checks by the Probation Service Responsible Officer for perpetrators 
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residing in Scotland. This will enable the probation service to gain a full his-
tory of perpetrator offending history and manage any risks they pose more 
effectively. 

10.13  Time to complete, 1 August 2021. Action ongoing. Revised target date De-
cember 2022. Update. Cross Border work was ongoing pre COVID linked to 
the proximity of Cumbria to Scotland and individuals travelling between ar-
eas. Although staff are aware to make requests for information, no formal 
process has been established due to delays in this work caused by COVID 
and the focus on probation unification. This will be progressed 2022.  

10.14  Update. July 2022. Work in this area was commenced 2019. Initial efforts by 
agencies to progress this action as a part of that work have shown it is not 
achievable at a local force or probation delivery level – it is one that requires 
national consideration. Agencies will forward the action for progression at na-
tional level. To be completed by September 2022.    

10.15 The Cumbria MARAC Steering Group. 

10.16 As part of the ongoing review of the multi-agency MARAC process, ensure 
that the referral criteria into MARAC, including “repeat cases” is not altered in 
a way which does not reflect national best practice and risks reducing the 
availability of support to DA victims identified as at high risk of harm. Conse-
quently, all victims at high risk of DA receiving the support and services to 
which they are entitled thereby reducing the risks they face.  

Time to complete – this matter is already being considered, action to be com-
pleted by 1st September 2021. 

10.17 All agencies. 

10.18 Design and embed recurring DA and safeguarding training, including 
MARAC related training, at all levels. This should include training which will 
maintain and sustain the uplift gained from current extensive ongoing training 
initiatives and include training designed to mainstream a culture of 
professional curiosity, to combat compassion fatigue, understanding trauma 
informed practice, DA within older people’s relationships, the impact on a 
person’s mental health, economic abuse and substance abuse, including the 
misuse of alcohol and the impact of previous negative life experiences. The 
training should be designed to complement current ongoing initiatives, 
develop a culture of professional curiosity and combat compassion fatigue. 
The outcome will result in more consistent identification of DA with more 
effective interventions which will make victims safer. Time to complete – 
December 2023 - this matter is already being progressed by agencies, 
training is being delivered and is ongoing.  

Update. Action ongoing. So far Victim Support (VS), Cumbria implemented 
an older person DASH after some IDVAs completed Safe Lives older people 
suffering DA professional development accreditation. This adapted risk as-
sessment tool has been shared with the MARAC steering group and embed-
ded into the MARAC referral portal for Cumbria. Additionally, Professor Jane 
Monckton Smith’s intimate partner homicide timeline has been merged into 
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the DASH risk assessment tool and these newly merged risk assessment 
tools are being piloted locally and nationally. VS Cumbria is taking part in the 
evaluation of the new tools. These tools have also been shared with partners 
agencies and free training offered. Cumbria’s DA strategy group have ap-
proved the use of VS’s newly merged DASH/ homicide timeline risk assess-
ments for use by all partners in Cumbria. VS have also been commissioned 
to provide training to all partners via Cumbria County Council – training will 
also be included on how they can be used to assist case workers and profes-
sionals to form their own professional judgement when assessing and identi-
fying risk with a view to implementing support & safety planning and prevent 
risk escalation. This training is due to start in the Autumn 2023.  

10.19 All agencies. 

10.20 Introduce single and multi-agency scrutiny panels which will allow for review 
and reflexion of the County wide response to DA, including the MARAC 
process and outcomes, thereby allowing opportunities to identify good 
practice and development opportunities where poor or inconsistent practice 
is identified. 

Note. The CPS and police have in place a three monthly scrutiny process 
which may be suitable for wider consideration between agencies. 
Time to set up a structure for this process and implement first scrutiny panel 
by 1 October 2021. Action complete.  

10.21 All agencies (led by Cumbria Safeguarding Adults board and Cumbria Safe-
guarding Children Partnership). A programme of work across the CSCP and 
CSAB which sets the standards and expectations for practitioners and senior 
leaders in relation to professional curiosity. This will draw on a variety of 
learning methods/tools to improve understanding and support practice in re-
lation to professional curiosity. There will be an expectation that all agencies 
reflect these standards within their organisational policies. In turn this will de-
velop professional practice.                                      
Stages: A series of 5-minute briefings, quick guides and guidance with re-
minders for practitioners how to be more professionally curious. This will in-
clude.                                                                                                               
1. Delivery of ‘What is Professional Curiosity?’ lunch and learn sessions, this 
will be facilitated by the partnership for all practitioners across the system.   
2. A standard slide deck for use in team meetings and further lunch and learn 
sessions is currently being developed across the CSCP and CSAB.             
3. A suite of videos using case studies based on a supervision session which 
are tailored for service areas using learning from reviews will be developed.  
The case studies can support supervision and reflective practice.                                                              
4. Develop professional curiosity area on “learning zone” (local IT based 
learning system). Develop a dedicated area on websites with information, in-
cluding quick guides, guidance, videos.   
   

Commencing September 2022 and of six months duration.     

10.21 All providers of social housing. 
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10.22 Adopt a formal policy of working towards/ gaining domestic abuse housing as 
sociation (DAHA) accreditation within timescales which are achievable, 
progress being reviewed on a quarterly basis. This will enable housing 
providers to deliver safe and effective responses to DA including how best to 
engage with victims and perpetrators.    

Time to complete, March 2023, progress reviewable quarterly.  

11. Appendix One: 

11.1 Lessons learned from previous organisational development, reviews 
and inspections. 

11.2 Cumbria Constabulary. 

11.3 Specific to CC, the panel additionally considered the impact of inspections of 
CC by Her Majesty’s Inspector of Constabularies (HMIC) during 2014 and 
2015. Key recommendations from these previous opportunities to develop 
professional practice were the implementation of training that reinforces 
“front-line” risk identification, and risk management strategies for domestic 
violence and abuse, including coercive control and the links between 
domestic abuse and sexual violence, across all agencies. This training 
should encourage routine enquiry in practitioners and managers undertaking 
assessments, and those managing responses.” 

11.4 The 2015 inspection of Cumbria Constabulary by HMIC regarding 
Vulnerability found that the force required improvement in its understanding 
of vulnerable victim’s needs and risks and outlined domestic and sexual 
abuse as an area for further training. 

11.5 Since 2017 a force-wide “face to face” training packages have been 
completed regarding DA, including specifically coercive control within 
abusive relationships, risk assessment and identification, evidence led 
prosecutions and use of “hearsay” evidence. This has been supported by 
Safeguarding hub supervisors delivering county wide safeguarding training 
which included a focus on risk identification and referral in cases of DA. 
Training is ongoing. 

11.6 The safeguarding hub has received additional staff and established more 
effective ways of working, as a result DA reports are reviewed in a more 
efficient and timely fashion. 

11.7 A comprehensive process of reviewing incident logs has been instigated to 
ensure that every crime disclosed by a victim is recorded and investigated. 
This change to working practices resulted in a grading of outstanding in 
relation to crime data and integrity when the Force was inspected by 
HMICFRS during 2018. 

11.8 An “escalation process” is now in place which CPS can use if requests for 
action on Court files have not been progressed in a timely fashion. 
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11.9 Historically, DA incidents were recorded using a paper DASH report. Since 
2015 CC moved to ‘smart phone’ based pocketbooks. During 2020 these de-
vices have been updated and now feature an app that prompts officers to 
ask each DASH question and record the result. 

11.10 College of Policing guidance and approved professional practice for the use 
of Cautions in cases of DA has been adopted by the Force. 

11.11 Introduction of a supervisor based quality assurance process to manage the 
investigation and “handover” of files between departments. 

11.12 A process based on the pneumonic “HANDOVER” has been introduced 
which tasks supervisors to review DA reports and documenting what they 
have done on Force systems. 

11.13 Best practice in taking DA withdrawal statements has been communicated to 
first responders and a process of “dip sampling” to ensure the process if 
being adhered to is now in place. 

11.14 Best practice in relation to considering/ requesting restraining orders at 
Court, including reference to the service provided the National Centre for 
Domestic Violence (https://www.ncdv.org.uk/) has been reinforced. A dip 
sampling process is in place to identify if best practice is being adhered to. 

11.15  All newly promoted and acting Sergeants are tasked to read a local domestic 
homicide review report as part of their preparation for performing their new 
role. 

11.16 Police Service of Scotland. 

11.17 Following the introduction of CCB legislation in the Domestic Abuse Scotland 
Act 2018, classroom based “DA Matters” training, which focuses on 
perpetrator tactics and the experience of DA from a victim’s perspective was 
delivered to all first responders, civilian staff with public facing roles and 
managers up to the rank of Chief Inspector. This training has been adopted 
by PSoS as entry level training for all roles it is relevant to. 

11.18 A revised Police Service of Scotland operating protocol which governs the 
response to DA has been recently implemented to support the training 
provided and staff are fully aware of the expectations of them when dealing 
with DA. 

11.19 Your Housing Group (Y.H.G.). 

11.20 (Derwent and Solway Housing Association (DSHA) was a former subsidiary 
of Your Housing Group (YHG) and merged with Two Castles Housing 
Association to form Castles & Coasts Housing Association (CCGA) in July 
2017). 

11.21 YHG have undertaken a Safeguarding Peer Review. A DA Safeguarding 
training strategy was implemented, and a training programme was 
commissioned and commenced in March 2016. Domestic abuse training is 
available to all staff within the organisation and is mandatory for certain roles. 
This training includes controlling or coercive behaviour in an intimate or 
family relationship. All YHG staff complete a safeguarding awareness course 

https://www.ncdv.org.uk/
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as part of their induction. Safeguarding and DA training is refreshed every 
three years regardless of role or responsibility. 

11.22 To ensure that the training policies and procedures are embedded, YHG 
complete regular audits. In January 2021, an audit was completed on the 
management of domestic abuse incidents. 

11.23 YHG have a dedicated Designated Safeguarding Manager and Designated 
Safeguarding Officer who support with the delivery of Your Housing Group’s 
strategic approach to safeguarding. 

11.24 The YHG Safeguarding Policy and Domestic Abuse Policy are reviewed 
biannually and shared with Local Authorities to ensure they meet statutory 
requirements. 

11.25 YHG have contacted local MARAC Coordinators to ensure that Your 
Housing Group are part of these forums, and that housing is considered as 
part of the multi-agency approach. YHG actively encourage staff to attend 
MARACs within the local areas. 

11.26 YHG staff have been in receipt of guidance regarding the importance of 
effective recording and documentation, including data protection principles. 

11.27 Castles and Coasts Housing Association. 

11.28 (CCHA was formed in 2017 following the merger of Your Derwent and 
Solway and Two Castles Housing Associations). 

11.29 Following the merger of CCHA and DSHA a full end to end review of 
Safeguarding was undertaken and the following measures were 
implemented: 

All new staff members receive safeguarding training, which includes 
Domestic Abuse, as part of their induction. Subsequent, mandatory, 
safeguarding training is provided annually to all staff. 
Safeguarding has clear ownership within the organisation from Board 
through to departmental staff members. Safeguarding including DA is 
reported to CCHA’s Audit and Risk committee quarterly. 
The DA policy is currently being reviewed, as part of CCHA DAHA Make a 
Stand Pledge (a national initiative designed to support those experiencing 
DA) and further DA specific training will be rolled out, as part of this. 
CCHA now have a named Safeguarding Champion for each department 
across the organisation, this is in addition to the Safeguarding Team which 
also has two dedicated and trained DA Champions. 
The safeguarding team meet every two months and a session including 
anonymised case studies is included to ensure learning points are cascaded. 
Moving forward all named SG Champions will attend the meeting to ensure 
they are aware of these case studies and learning points. 
“Good job” postcards have been adopted to encourage referrals across the 
organisation. 
The Internal Audit Association (TIAA) are carrying out an audit of our Safe-
guarding during 2021. 
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A long term (2/3 year) plan is being put in place to apply for domestic abuse 
housing alliance accreditation with a quarterly review to ensure progress is 
being made. 

11.30 NCIC (Accident and Emergency). 

11.31 Specific training has been delivered regarding domestic abuse. Bespoke and 
high intensity training has been delivered to emergency departments with a 
further session to capture additional staff planned. The training is broad and 
includes victim experience and how victims may present at different stages in 
a relationship. The suite of guidance which staff are directed to has been 
reviewed. Briefings are included in every monthly safeguarding newsletter 
which is shared with staff teams through the governance structure. Seven 
minute briefings, information on a page which is easy to read and captures 
key messages information and key contacts, have been developed to cover; 
coercive control, unexplained injuries in adults and routine enquiry. 
The training has been supported by the introduction of a “Think Family 
screening tool” – where A&E staff will routinely ask for family/friend and 
network details for anyone presenting with alcohol/drug concerns and/or 
injuries sustained by another or by self. 

11.32 Adult Social Care. 

11.33    ASC have developed and introduced a process which enables Cumbria Con-
stabulary Safeguarding Hub immediate access to their electronic IT system, 
this enables CC to establish if an adult is an “open case” to ASC and where 
there are safeguarding concerns– either open or closed. This approach is in-
tended to allow timely access to ASC information by the Safeguarding Hub 
and enhance service provision. 

 


