
1 

 

Cheshire West and Chester Community Safety 
Partnership 

 
 
 
 
 
 
 
 
 
 

Domestic Homicide Review 
Overview Report 

 
 
 
 
 

Report into the death of Adult A in September 2012 
 



2 

 

 

Glossary 
 

 

 

 

BCU Basic Command Unit.  A geographically defined Policing 
Area managed by its own Command Team 

CAADA Coordinated Action Against Domestic Abuse.  CAADA is a 
national charity supporting a strong multi-agency response 
to domestic abuse 

CAADA – DASH Risk assessment checklist focussed upon risks associated 
with Domestic Abuse, Stalking and ‘Honour’-Based 
Violence. 

CAADA Leading Lights A status awarded by CAADA.  Leading Lights status is the 
mark of quality for domestic abuse services. 

CWACDAP Cheshire West and Chester Domestic Abuse Partnership 
 

DHR Domestic Homicide Review. Became law from 13th April 
2011. They do not replace but will be in addition to the 
inquest or any other form of inquiry.   They consider what 
happened and what could have been done differently 
 

G.P. General Practitioner 

IDVA Independent Domestic Violence Advocate support victims 
of domestic violence who are at the highest risk of serious 
injury or homicide. 

IMR Independent Management Review.  Allow agencies to look 
openly and critically at individual and organisational 
practice and the context within which people were working 
to see whether the homicide indicates that changes could 
and should be made.  To identify how those changes will 
be brought about.  To identify examples of good practice 
within agencies.  

MARAC Multi Agency Risk Assessment Conferences.  Regular 
local meetings where information about high risk domestic 
abuse victims (those at risk of murder or serious harm) is 
shared between local agencies. 

SIO Senior Investigating Officer 

Supporting People A funding source which is used to support local housing 
authorities’ responsibilities towards tackling homelessness 
and helping homeless people. 
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DOMESTIC HOMICIDE REVIEW 
 
 
OVERVIEW REPORT 
 
 
Independent Author: Steve Mc.Gilvray 
February 2014 
 
 

1. Introduction 
 

1.1 This report has been undertaken following the death between the 5th and 7th September 
2012 of Adult A (F) during an incident involving her husband Adult B (M) at their home 
address in Winsford, Cheshire.  
 

1.2 On 7th September 2012, Cheshire Police were called by neighbours to the couple’s home 
address where it was discovered that Adult A (F) had received fatal injuries as a result of a 
domestic abuse incident.  Adult B (M) was arrested and later charged with the murder of 
Adult A (F).  On 26th September 2013 Adult B (M) pleaded guilty to the manslaughter on 
the grounds of diminished responsibility of Adult A (F) and has been sentenced to a period 
of five years imprisonment. 
 

1.3 On 6 November 2012 a Domestic Homicide Review (DHR) was commissioned by 
 Cheshire West and Chester Community Safety Partnership in line with expectations 
 contained within Multi-Agency Statutory Guidance for the Conduct of Domestic 
 Homicide Reviews 2011, as amended in 2013. 

 
1.4 Following the first meeting of the DHR Panel held on 6th November 2012 all evidence was 

secured, and a chronology of agency engagement with the two people involved in this 
Review, and their families, was commenced. 
 

1.5 At this first meeting the Panel also considered if there were any lessons consistent 
 with the purpose of a DHR which needed to be acted upon immediately.  None were 
 found at this stage. 

 
1.6 Independent Management Reviews (IMR) were commenced by members of the DHR 

Panel.  However, this Review was running in parallel with an ongoing criminal investigation 
and, at the request of the Senior Investigating Officer (SIO) in this case, no members of 
Adult A (F) or Adult B’s (M) family or friends were interviewed at this time due to their 
involvement as witnesses with the criminal justice proceedings. 
 

1.7 The request to delay interviewing family and friends, in order to avoid issues of 
 disclosure associated with the criminal trial, contributed to the delay in completion of 
 this Review within the timescales contained in paragraph 6.1 of the Statutory 
 Guidance.  
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1.8 The criminal trail encountered multiple adjournments, for reasons largely concerned with 
obtaining of expert medical opinion in respect of Adult B (M), which prevented this case 
coming to trial.  In total six adjournments, detailed below, were made in this case. 
 

1.9 Adjournments were made on the following dates; 
 

 14th December 2012 

 4th February 2013 

 26th March 2013 

 16th April 2013 

 12th July 2013 

 26th September 2013 – Guilty Plea entered to manslaughter on the  grounds of 
diminished responsibility 

 29th October 2013 – Sentence hearing. 
 

1.10 With the agreement of the Cheshire West and Chester Community Safety Partnership, the 
work of the DHR Panel was temporarily halted during this period of adjournments to 
criminal proceedings to await the Panels access to, and interview of family, friends and 
neighbours. 
 

1.11 Within a week of the criminal proceedings ending and Adult B (M) being sentenced on 29th 
October 2013, interviews with family and friends were commenced by the Chair of the 
Panel and the DHR was concluded without further delay. 

 
1.12 Dates of the Panel meetings and interviews completed by the Chair are contained in the 

table below. 
 

6th November 2012 First meeting of DHR panel; secure evidence and commence 
chronology and IMR’s 

3rd January 2013 Letter to Adult C from the Chair advising him of the 
commencement of a DHR and enclosing a Home Office Leaflet  

18th February 2013 Second meeting of DHR Panel.  Review IMR’s 

6th November 2013 Chair interview with Adult D and E 

27th November 2013 Chair interview with Adult C 

5th December 2013 Chair interview with Adult F 

13th January 2014 DHR Panel meeting.  Review interviews with family and friends. 

5th February 2014 DHR Panel meeting 

 
 

1.13 In accordance with the statutory guidance for the conduct of Domestic Homicide Reviews 
(DHR), the Panel agreed that the purpose of this DHR was to: 
 

 Establish the events that led to the death of Adult A (F) in 2012 and whether there 
are any lessons to be learned from the case about the way in which local 
professionals and agencies worked both individually, and together, to safeguard the 
family. 

 
 Identify what those lessons are.  How, and within what timescales they will be acted 

upon, and what is expected to change as a result. 
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 Establish whether agencies have appropriate policies and procedures in place to 
respond to domestic abuse and to recommend any changes to these policies as a 
result of the review process. 

 
1.14 A DHR Panel was established by Chester West and Chester Community Safety 
 Partnership and comprised the following agency representatives:  

 

 Gavin Butler, Cheshire West and Chester Council Adult Social Care 
 and Health 

 Susan Wallace, Cheshire Police 

 Sian Findlay, Cheshire West and Chester MARAC  

 Jo-Ann Carnwell, Mid Cheshire Hospitals NHS Foundation Trust 

 Marie Orrell, Cheshire Probation Trust 

 Lindsay Ratapana, South and Eastern Cheshire Clinical Commissioning Group 

 Satwinder Lotay, Cheshire and Wirral Partnership NHS Foundation Trust 

 Carmel Duff, Vale Royal Women’s Aid 
 

1.15 Voluntary Sector organisations were represented on the Panel by Carmel Duff, Vale Royal 
Women’s Aid; a voluntary sector organisation that co-ordinates the delivery of multi 
agency training on domestic abuse and is a front line referral agency to which victims of 
domestic abuse self refer. 

 
1.16 All of the above representatives attended Panel meetings and everyone completed an 

Independent Management Review (IMR) on behalf of their agencies.  Each IMR detailed; 
 

 Agencies involvement with Adult A (F) and Adult B (M).   

 In some cases authors of the IMR conducted interviews with staff who had contact 
with Adult A (F) and Adult B (M).   

 Subsequent to the death of Adult A (F) any lessons which may be learnt by that 
agency to prevent such an event from taking place in the future. 

 
1.17 An independent person, Stephen McGilvray from neighbouring Wirral Council, was 
 appointed to Chair the review and he has also written this overview report.   

 
1.18 Stephen is the Head of Community Safety in Wirral and included within his area of 

responsibility is the Family Safety Unit, a multi agency co-located team of professionals 
focussed on providing support to victims of domestic abuse and their families. This role 
includes responsibility for the co-ordination and commissioning of Domestic Abuse 
services to meet the needs of domestic abuse victims and their children.   Wirral Family 
Safety Unit has achieved CAADA Leading Lights accreditation and incorporate a multi 
agency governance structure to monitor their progress and development.   
 

1.19 Stephen also has responsibility for the Integrated Offender Management Unit a multi 
agency co-located team of Police, Probation, and Substance Misuse workers who reduce 
the level of threat and risk posed by offenders, including perpetrators of domestic abuse. 
 

1.20 Prior to this Stephen served for 30 years in the Police, six of which was in a Local 
 Authority multi agency setting.  Stephen has successfully completed the Home Office 
 training course for Chairs of Domestic Homicide Reviews. 
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1.21 The Chair has not had any involvement with the individual people subject to this review, 
nor is he attached to, or employed by, any of the participating agencies.   
 

1.22 The Domestic Homicide Review Panel had an initial meeting of all agencies that 
 potentially had contact with Adult A (F) on 6th November 2012 and further meetings were 
 held during 2013 and early 2014.  

 
1.23 The specific methodology and scope of the review agreed by the Panel at its first  meeting 

on 6th November 2012 included the following:-   
 

 Seek to establish whether the events which lead to the death of Adult A (F) in 
September 2012 could have been predicted or prevented. 

 
 Consider the period between 7th September 2010 and the date of Adult A’s (F) 

death in 2012, subject to any information emerging that prompts a review of any 
earlier incidents or events that are relevant.  Any information outside this timescale 
relating to domestic abuse within the relevant family history was considered. 

 
 Individual Management Reviews were requested from each of the Panels agencies, 

and the Panel invited responses from any other relevant agencies or individuals 
identified through the process of the review. 

 
 The Panel sought the involvement of the family, neighbours and friends of Adult A 

(F) and Adult B (M) to provide further insight and analysis of the events.  (Interviews 
did take place with the friends and neighbours of Adult A (F) and Adult B (M) some 
of whom had known and supported the couple for over 40 years.  

 The Panel took account of the Coroner’s inquest in terms of timing and contact with 
the family. 

 
1.24 At the conclusion of its work the Panel produced a Report which summarises the 

chronology of the events, including the actions of involved agencies.  A full chronology of 
agency and voluntary sector involvement is attached to this report at Appendix B.  The 
Report analyses and comments upon the actions taken by agencies and concludes by 
making recommendations regarding safeguarding of families where domestic abuse is a 
feature, included at Appendix A. 
 

1.25 Cheshire Police undertook to advise the Panel if there was any conflict between the 
 work of the DHR review and the criminal justice process.  It was agreed that in the 
 case of conflict between the parallel processes the Review would be suspended to 
 await the conclusion of the criminal justice process. 

 
1.26 The DHR was focused upon the following key lines of enquiry:-  

 
1. Communication and co-operation between different agencies involved with Adult A 

(F) and Adult B (M). 
 

2. Were opportunities for agencies to identify and assess domestic abuse risk missed? 
 

3. What were the Agency responses to any identification of domestic abuse issues? 
 

4. Do organisations have access to specialist domestic abuse agencies in Cheshire 
West and Chester. 
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5. The training available to the agencies involved on domestic abuse issues. 

 
6. If relevant, review the care and treatment, (including risk assessment and risk 

management of the couple), in relation to their primary and secondary mental health 
care. 

 
7. The review panel will bear in mind equality and diversity issues at all times, as 

language, culture, family ties and kinship, sexual orientation and disability will all 
have a bearing on how the review is explained and conducted, and the outcomes 
disseminated to local communities. 

 
1.27 Support was provided to the Panel on issues of domestic abuse by Sian Findlay, Chair of 

the Cheshire West and Chester MARAC and Carmel Duff of Vale Royal Women’s Aid.   
 

1.28 Support was provided on mental health issues by the Adult Safeguarding Clinical Manager 
for South and Eastern Cheshire Clinical Commissioning Group, and use was made of the 
detailed assessments contained within the Joint Health and Social Care Report completed 
at the request of the trial Judge.  The Health and Social Care Report authors, a qualified 
Social Worker working in Cheshire West and Chester’s Older Peoples Team, and an 
Approved Mental Health Practitioner working within Cheshire West and Chesters 
Community Mental Health Team, had access to, and considered, psychiatric reports 
produced by prosecution and defence Counsel  when writing their report.  
 

1.29 It was agreed that the management of any media matters would take place through a joint 
response drawn from participating Panel agencies. However, there were no enquires from, 
or use of, the media by the DHR Panel during the course of this review. 
 

1.30 The author of this report is grateful for the valuable contribution to this report made by the 
nephew, family friends and neighbours of Adult A (F) and Adult B (M).  In very difficult and 
painful circumstances they willingly gave their time and views to the independent Chair of 
the Domestic Homicide Review Panel, and the information they provided and their views 
have been included in this report. 
 

2.0 Equality and Diversity 
 

2.1 Equality and diversity issues were considered throughout the work of this Review.  It was 
the desire and practice of the Panel that all family members and friends interviewed as 
part of the Review were treated with respect and dignity.   
 

2.2 At the first meeting of the Panel all members agreed to point seven within the Scope 
 and Terms of Reference for the DHR.  Point seven within the scope of this review 
 states that:-  

 
 The review panel will bear in mind equality and diversity issues at all times, as 

language, culture, family ties and kinship, sexual orientation and disability will all 
have a bearing on how the review is explained and conducted, and the outcomes 
disseminated to local communities.” 

 
2.3 During the work of the Panel no challenges had to be made by the Chair to agencies 
 for a breach of equality.   
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2.4 No issues associated with disability, gender reassignment, marriage and civil 
 partnership, pregnancy and maternity, race, religion and belief, sex and sexual 
 orientation were identified in any of the IMR’s. 

 
2.5 Adult A (F) and Adult B (M) subject of this DHR are a married couple, both are white 

British adults with English as their first language.  
 

2.6. The ongoing monitoring by CAADA illustrates that Cheshire West and Chester MARAC 
addresses the needs of members of diverse communities, details of which are included 
within the table below.   

 
The following table illustrates the breakdown of Cheshire West and Chester MARAC 
clients during the period 1st October 2012 – 30th September 2013. 
 
 
Indicator (all 
figures relate to 
the 12 month 
period) 1st Oct 
2012 to 30th 
Sept 2013 

Cheshire 
West and 
Chester 

CAADA’s 
recommendation 

Cheshire 

Most 
Similar 
Forces 
Group 

National 
Data 

1. Number of 
cases discussed 419 560 1,295 6,962 62,319 

2. Cases per 
10,000 of the 
adult female 
population 

29.8 40 29.9 23.6 26.4 

3. Number of 
children 

596 - 1,637 8,733 80,265 

4.  B & ME 
referrals (%) 

2.6% MARAC area B & ME population = 5.3%  

5. LGBT referrals 
(%) 

0.0% 5% <1% <1% <1% 

6. Referrals where 
the victim has a 
disability (%) 

1.4% 5% 2.5% 2.0% 3% 

7. Referrals with a 
male victim (%) 

2.4% 4-10% 3.3% 4.1% 4% 

 
 
Adult A (F) Family and Friends input. 
 

2.7  Family and friends of Adult A (F) were witnesses in the criminal trial and, at the request of 
the Senior Investigating Officer (SIO) in the case, after advising Adult A’s (F) next of kin in 
January 2013 of the commencement and purpose of the Domestic Homicide Review 
(DHR) and enclosing the Home Office advice leaflet for Family members, no further 
contact was made with family or friends until the conclusion of the criminal case in October 
2013. 
 

2.8  The Chair of this Review undertook interviews with family and friends commencing in 
November 2013. 



10 

 

 
Adult A(F) Family and Friends Composition. 
 

Reference  Relationship 

Adult C  Friends and family of Adult A and B 
 
 
 

Adult D  

Adult E  

Adult F  

 
 

 
3.0 The Facts   

 
3.1 The circumstances surrounding the sudden unexpected death of Adult A (F) sometime 

between the 5th and 7th September 2012, as provided by the Police investigation team, are 
as follows.   Adult A (F) and Adult B (M) were a married couple having been married for 45 
years.  They slept in separate bedrooms at their home and following a disagreement 
between Adult A (F) and Adult B (M) over operation of the central heating and financial 
matters, which took place in the bedroom of Adult A (F), Adult B (M) punched his wife 
several times as she lay in bed, and further whilst she lay on the floor of her bedroom.  
Adult A (F) tried to fend off Adult B (M) using her walking stick, but was then subjected to a 
sustained assault, which included Adult B (M) striking Adult A (F) with her own walking 
stick.   
 

3.2 The Home Office pathologist documented in excess of 60 injuries to the head and body of 
Adult A (F), and the fracture of her spine in two places.  The cause of death of Adult A (F) 
was recorded by the Pathologist as blunt trauma to the head caused by multiple blows. 
 

3.3 On the afternoon of the 7th September 2012 friends and family members were  alerted  to 
changes to the normal routine at the home of Adult A (F) and Adult B (M). .  Adult F and 
another adult  went to the home of Adult A (F) and having been granted entry into the 
house by Adult B (M), who was wearing blood stained clothing, they discovered the body 
of Adult A (F) in her bedroom and immediately alerted the Police. 
 

3.4 Adult B (M) was arrested by Police at the scene.  This is the first time either Adult A 
 (F) or Adult B (M) had ever come to the adverse attention of the Police. 

 
3.5 At the time of her death Adult A (F) was an eighty two year old female who had been 

married to Adult B (M) for 45 years and they had lived as a married couple in the same 
house which they owned in Winsford, Cheshire from the date of their marriage in 1967.   
 

3.6 Adult A (F) had worked as a seamstress but had been retired for approximately 20 years.  
The couple had no surviving children from the marriage, following the death of their only 
child shortly after birth.   
 

3.7 Adult A (F) generally enjoyed good health, though in the last year of her life had suffered 
from degenerative changes causing back pain.  On one occasion in June 2012, because 
the pain was so severe, this problem required hospital treatment.  Notes made following a 
home visit made by Adult A’s (F) General Practitioner in July 2012, eight days after she 
had received hospital treatment, indicated that Adult A (F) had poor mobility and had 
difficulty looking after Adult B (M), but was reluctant to accept help indicating that 
neighbours would help. 
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3.8 Adult B (M) is a seventy nine year old male who is a former Joiner and Processor in a local 

chemical factory, who worked until his retirement 21 years ago at the age of 58 years. 
 

3.9 Adult B (M) had suffered from anxiety and had received treatment for this condition in 1999 
- 2000.   
 

3.10 Adult B (M) suffered from longstanding lower urinary tract symptoms which resulted in 
abdominal discomfort, urinary retention and associated low mood.  In 1999 the Elderly 
Mental Health Team of the Mid Cheshire Hospital NHS Foundation Trust documented 
evidence of issues surrounding Adult B’s (M) emotional well-being. However, notes also 
state these issues “were clearly associated with his existing urinary tract difficulties and 
were resolved by the year 2000”. 
 

3.11 Adult B (M) was also a diabetic.  Whilst on remand Adult B (M) has been diagnosed 
 with Pulmonary Fibrosis following a history of exposure to asbestos, and he suffers 
 from low blood pressure which required two nights’ hospitalisation within the last 12 
 months.   

 
3.12 In the later years of their marriage Adult A (F) filled the role as the main carer for her 

husband and Adult A (F) would always accompany Adult B (M) on his regular Doctors 
appointments and would go with him into the G.P. consultation.   
 

3.13 It is reported within the Joint Health and Social Care Report that Adult A (F) had 
 managed the couples finances for the last two years and that Adult B (M) had not 
 prepared a meal in the last 2 – 3 years.   

 
3.14 Whilst on remand Adult B (M) was diagnosed as suffering from Frontal Temporal 
 Dementia with accompanying symptoms of emotional detachment. 

 
3.15 As a married couple Adult A (F) and Adult B (M) were described by all who had contact 

with them as being very private, independent and very loyal to each other.  Adult C 
described the relationship between Adult A (F) and Adult B (M) as a “close marriage until 
2000 then Adult B’s (M) behaviour changed and he became anxious”.  Adults D and E 
describe the relationship as “both could be short with each other.”  However, even in 
recent years, it was said that “both had their wits about them”. 
 

3.16 Adult A (F) and Adult B (M) lived the whole of their married life within a settled community 
and restricted contact with anyone outside of their marriage to a small group of people.  
This included immediate neighbours, family friends and the cousin of Adult A (F).  This 
small group of contacts had each known the couple, Adult A (F) and Adult B (M), for at 
least 40 years. 
 

3.17 In recent years this small group of family, friends and neighbours also provided a  means of 
support for the couple and visited the home of Adult A (F) and Adult B (M) on a weekly 
and, sometimes, daily basis.   
 

 
 

3.18 This support network also communicated between themselves.  Adult F describes how “If I 
thought something was wrong with Adult B I would talk to Adult A (F) and Adult D and 
Adult E” 
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3.19 In February 2012 North West Ambulance Services attended to Adult A (F) following her 

collapse at a bus stop.  Adult A (F) complained to Ambulance Officers that she had 
suffered an acute episode of dizziness, but declined any further support and made her way 
home on foot.  Despite the rejection of support the Ambulance staff followed up the 
incident by visiting Adult A (F) at her home.   
 

3.20 No safeguarding or domestic abuse issues were identified during the home visit, but it was 
noted on records kept of the incident that Adult A (F) highlighted to the Ambulance service 
officers the fact that she cared for Adult B (M) and became concerned if he was left alone. 
 

3.21 In June 2012 Adult A (F) called for an ambulance because of the pain she was suffering in 
her lower back.  Having been examined within the Accident and Emergency Department of 
a local hospital Adult A (F) was not admitted to hospital but later discharged with pain relief 
medication. 
 

3.22 During her time in hospital Adult A (F) underwent a comprehensive clinical 
 assessment and investigation.  Notes show that the diagnosis was Adult A (F) was 
 experiencing back pain as the result of degenerative changes (age related). 

 
3.23 There was no evidence of trauma, no additional injuries, and no concerns identified 
 regarding the well-being or welfare of Adult A (F), including from issues of domestic  

abuse.  The records indicate no “red flags” (warning signals) were entered on the records 
of Adult A (F) by hospital staff within the Accident and Emergency Department. 
 

3.24 During the time that Adult A (F) was detained at the hospital Adult F took care of Adult 
B(M) remaining in his house with him providing meals and company. 
 

3.25 The General Practitioner (G.P.) for Adult A (F) visited Adult A (F) at her home on 2nd July 
2013, eight days after she received treatment in hospital for the lower back pain.   
 

3.26 Adult A (F) was noted by her G.P. as having poor mobility, and experiencing difficulty in 
getting on/off the couch.  It was also noted that this pain, and resultant lack of mobility, 
was causing difficulties for Adult A (F) in caring for Adult B (M) but, in spite of this, Adult A 
(F) rejected offers of support made by her G.P. stating that neighbours would provide this 
help. 
 

3.27 Immediately after his visit Adult A’s (F) G.P. made a referral of Adult A’s (F) needs to 
Cheshire West and Chester Advice and Contact Team.  Later that same day, 2nd  July 
2012, Adult A (F) was contacted by telephone by a Senior Practitioner in Cheshire West 
and Chester’s Advice and Contact Team.   
 

3.28 The Advice and Contact Team never visited the home of Adult A (F), but notes made of 
the telephone conversation indicate that the only issue which was causing Adult A (F) 
difficulty during this period of reduced mobility was cooking meals.  The Senior Practitioner 
also spoke to Adult B (M).   
 

3.29 The Senior Practitioners conclusion, following speaking to Adult A (F) and Adult B (M), 
was that there were no safeguarding concerns exhibited by either of them and therefore no 
reason to suggest that a CAADA - DASH or any other form of risk assessment checklist 
need be completed in respect of either party. 
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3.30 During the days following her treatment at hospital for back pain, and subsequent poor 
mobility, Adult F would visit Adult A (F) daily to administer prescribed pain relief treatment 
to her lower back.   

 
3.31 Adult F notes at this time the challenges she herself made to Adult B (M) because of his 

insistence that the central heating be switched off in the home, regardless of weather 
conditions.  Adult F made the challenges believing that Adult B’s (M) insistence showed 
little consideration for Adult A (F) since, because of her back condition, she needed 
warmth to ease the pain. 
 

3.32 Adult B (M) has acknowledged causing physical harm on one occasion, prior to the 
 fatal assault to Adult A (F), without a trigger whilst Adult A (F) sat knitting.   

 
3.33 In July 2012 Adult F, Adult D and Adult E all recall visiting the house and seeing bruising 

on the face of Adult A (F).  Independently all sought an explanation from Adult A (F) as to 
how she had come by those injuries. 
 

3.34 Adult A (F) responded to these questions by stating that she had slipped and fallen.  Whilst 
Adult E also noted that Adult B (M) had bruising to his face and to his wrists, Adult A’s (F) 
explanation of the injuries was, (due to her recent poor mobility), accepted without further 
question by all three enquirers. 
 

3.35 There are no records of further contact by either Adult A (F) or Adult B (M) with any 
agency, or of any further incidents of note raised by friends, neighbours or family members 
between this time and the fatal assault which took place sometime between 5th and 7th  

September 2012. 
 

4.0 Analysis 
 
The domestic homicide review Panel agreed the following key lines of enquiry be 
undertaken as part of the review of this case:- 
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1. Communication and co-operation between different agencies involved 
 with Adult A (F) and Adult B (M) 
 

4.1.1 Prior to the fatal attack of Adult A (F) in September 2012, with the exception of a small 
number of occasions when Adult A (F) and Adult B (M) had contact with Health  
Professionals, this couple maintained a closed relationship rejecting support and contact 
from all but a small number of family, friends and neighbours, each of whom they had 
known for over 40 years. 
 

4.1.2 Lack of evidence of engagement with organisations, both public and voluntary, underlines 
family, friends and neighbours description of the relationship as being very private and 
independent.  
 

4.1.3 Medical records show clear evidence that there was effective information sharing between 
the Ambulance Service, Accident and Emergency Department and the G.P. of Adult A (F), 
as information from both emergency services following the incidents of acute dizziness 
and lower back pain, was passed to the G.P. of Adult A (F) who followed up this 
information with his own home visit.  
 

4.1.4 Immediately following his home visit and examination of Adult A (F) in July 2012 the G.P., 
having identified the need for support due to the lack of mobility Adult A (F) was enduring, 
made a referral to Cheshire West and Chester’s Advice and Contact Team, and that same 
day contact was made by that service with both Adult A (F) and Adult B (M). 
 
2. Were there opportunities for agencies to identify and assess domestic 
 abuse risk? 
 

4.2.1 Because of incidents of ill health suffered by Adult A (F) within the last 12 months of her 
life there were opportunities for evidence of domestic abuse to have been identified.  This 
Review has been unable to identify any evidence of domestic abuse that was missed or 
ignored by agencies or individuals who came into contact with her. 
 

4.2.2 On 24th June 2012, as a result of calling an ambulance to her home, Adult A (F) underwent 
a comprehensive clinical assessment and investigation within the Accident and 
Emergency Department of the local hospital.  Hospital records show there was no 
evidence of trauma, no additional injuries and no concerns identified regarding the well-
being or welfare of Adult A (F), including any from issues of domestic abuse.   
 

4.2.3 The procedure followed on admission to the Accident and Emergency Department of Mid 
 Cheshire Hospitals NHS Foundation Trust, the local hospital treating Adult A(F), is as 
 follows:- 

   
 The Trust currently utilises ICS –an Electronic Patient Administration System.  As 

well as providing information on admissions, attendances and appointments for 
individual patients, it also indicates any known risks relating to that patient.  

  

4.2.4 These risk indicators are markers that can be placed on the patient electronic records for a 
 determined period of time.  It allows staff to be aware of safety issues, allergies, protection 
 requirements or additional vulnerability and then use that alert to guide their clinical 
 assessment, care pathways and discharge planning.  
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4.2.5 If a patient is known to the domestic abuse MARAC, there will be an automatic risk marker 
 placed upon the patient's ICS data.  This alert remains there for a period of twelve months. 
 This risk marker alerts staff to potential ongoing domestic abuse and liaison can then be 
 conducted with relevant professionals / agencies, such as an allocated IDVA.  

  

4.2.6 When a patient is admitted to the Accident & Emergency Department their details are 
 logged and any risk marker would become immediately apparent on the ICS screen. This 
 risk marker is then replicated / printed on to the patient's Casualty Card thereby alerting 
 the treating member of staff, allowing for further in-depth clinical assessment of physical 
 symptoms and ascertaining if they could be linked to an episode of domestic abuse.  

  

4.2.7 However, in this case, no alerts / risk markers were present upon the patient's ICS or 
 Casualty Card. 

 
4.2.8 In addition to risks shown on the ICS Electronic Patient Administration System risk 
 assessments are completed by trained medical staff throughout the admissions process. 

 
4.2.9 At triage phase the patient will be assessed by an experienced practitioner, who will 
 enquire about their clinical condition and why they have needed to attend the Emergency 
 Department.  This is also an opportunity to identify any potential cause for concern, for 
 example domestic abuse.  

 
4.2.10The patient will then receive an assessment from both a medical and nursing perspective. 
 This process will then enquire not only about the patient's clinical history but also about an 
 individual's social history / circumstances / family dynamics - do they have additional 
 support and, if so, from whom - for example a social worker.   

 
4.2.11The clinical assessment will look at the medical issue and be putting the explanation for 
 that issue into context. Is there a clear history of events, is it a consistent explanation, 
 does it fit the patient's presentation, does it fit the patient's age and development, does it fit 
 the level of activity and clinical history, if the explanation is also provided by a carer or 
 relative - does it provide a similar picture from the patient's information.  The practitioners 
 are not just looking at the clinical issue, they are looking at the patient holistically. 

 
4.2.12The alerts on ICS are a useful tool for Accident and Emergency Department staff but they 
 are regarded as an additional safety net and they don't detract from the practitioner’s 
 expertise, clinical skills and "gut feeling".  If any cause for concern is identified at any point 
 through the clinical admission and treatment process then this would be escalated 
 accordingly and a flow chart is provided to all staff illustrating the Adult Protection process 
 in a flowchart format. 
 
4.2.13The records of the admission to the Accident and Emergency Department on 24th June 
 2012 indicate no “red flags” (warning signals) were available on admission, or entered onto 
 the records following the treatment and discharge of Adult A (F) by hospital staff within the 
 Accident and Emergency Department. 

 
4.2.14Within 8 days of Adult A (F) being discharged from the Accident and Emergency 

Department on 2nd July, 2013 her G.P. conducted a follow up visit at the home of Adult A 
(F).  Medical records following that visit contain evidence of a welfare need which was 
acted upon immediately by the G.P. but no indication of a safeguarding threat to Adult A 
(F). 



16 

 

 
3. The training available to the agencies involved on domestic abuse issues. 
 

4.3.1 All agencies who form part of the MARAC process in Cheshire West and Chester use the 
 same risk assessment checklist, CAADA – DASH.  All agencies staff in Cheshire West and 
 Chester receive training in use of the risk assessment checklist and the signs, symptoms 
 and responses necessary to identify and respond to domestic abuse.   
 
4.3.2 Domestic abuse training is undertaken on a single and multi agency basis, much of it 
 co-ordinated through the Cheshire West and Chester Domestic Abuse Partnership.   
 
4.3.3  Additionally, individual organisations across Cheshire West and Chester include domestic 
 abuse training as part of the induction programme and refresher training programs.  In a 
 number of organisations this training is mandatory for the role being performed. 
 

 4.3.4 These training courses include; 

Children Services. - Responding to Domestic Abuse – (Basic Awareness - Multi 

Agency) 

 

AIM  

To enable staff to respond appropriately to domestic abuse in order to increase the safety 
of survivors, and the accountability of perpetrators, through a co-ordinated community 
response.  
 

OBJECTIVES:  

 To increase knowledge of the scale, dynamic and impact of domestic abuse  

 To examine the links between Domestic Abuse and Safeguarding (both children 
and vulnerable adults)  

 To embed good practice responses which empower survivors and promote 
accountability by perpetrators 

 Improve information sharing processes, risk assessment and safety planning 

 To enhance joint working with local provision and processes  
 

4.3.5 Children Services. - Domestic Abuse and Safeguarding Children  

 

AIM  

To improve best practice responses in safeguarding children and young people exposed to 
domestic abuse  
 

OBJECTIVES  

 To recognise and identify the scale and impact of domestic abuse across all age 
ranges.  

 To confirm safeguarding duties to protect children and young people.  

 To identify measures which support children and young people, promote resilience 
and encourage recovery.  

 To embed support for parents as part of the safety and recovery response  

 To promote and facilitate the implementation of risk assessment and safety 
planning.  
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 To address the ongoing risk posed by contact issues and plan how best to help a 
parent and their child / children when contact is contested  

 To promote joint working to protect children through knowledge of local provision  

 

4.3.6 Cheshire and Wirral Partnership NHS Trust 

 
Since October 2012 domestic abuse awareness and referral processes into Multi Agency 
Risk Assessment Conferences have been included in the Cheshire and Wirral Partnership 
NHS Trust mandatory Level 2 Safeguarding Family training.  
 

The aim of this training is to provide all practitioners with; 

 An understanding about the impact of domestic abuse 

 How to report any concerns  

 The referral process including concerns that are escalated into the MARAC 
process.   

 
The training is provided on a 3 yearly training program within Cheshire and Wirral 
Partnership NHS Trust.  
 
In addition practitioners also access multi-agency domestic abuse training as part of their 
professional development or by referral from their supervisor / line manager as necessary.  
 

4.3.7 Cheshire Constabulary 

 
Training of Police Officers takes place within the Basic Command Units.  In 2010 training 
was provided to officers relating to domestic abuse investigations, stalking, harassment 
and honour based violence, including completion and submission of CADDA DASH risk 
assessment forms. 
 

Within the policing area in which this domestic homicide took place further domestic abuse 
training has been provided; 

 In 2012 regarding domestic abuse. 
 

Subsequent to the death within the policing area in which this domestic homicide took 
place the following training sessions have been provided to Police Officers. 

 In 2013 training on the new legislation surrounding domestic abuse  

 In 2013 training was provided on the new definition of domestic abuse. 

 During the period September – November 2013 training was provided to officers 
regarding CAADA DASH and vulnerable person risk assessments. 

 

4.3.8 Cheshire West and Chester Housing 

 
Domestic abuse training is offered on a regular basis to staff within Housing Solutions and 
Cheshire West and Chester generally. Colleagues from other service areas also attend 
training sessions.  
 
New staff are considered for relevant training as part of the induction process and any new 
relevant employee would have domestic abuse training on their training plan.  
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Officers generally go on refresher training at approximately three yearly intervals, although 
domestic abuse training is available every year for staff to attend and training requirements 
are discussed with managers during 121 sessions. Some members of Housing Solutions 
are MARAC reps and attend meetings. 
 
4. Do organisations have access to specialist domestic abuse agencies in 
 Cheshire West and Chester? 
 

4.4.1  Organisations and individuals do have access to specialist domestic abuse agencies in   
  Cheshire West and Chester.   
 
4.4.2 These services include voluntary sector services provided by Vale Royal Women’s Aid, a      

charitable organisation which gains 70% of their clients via self referral. 
 
4.4.3  Vale Royal Women’s Aid are a gateway into domestic abuse support services for the   
  Cheshire West and Chester area.   

 
4.4.4  The Chief Executive of Vale Royal Women’s Aid is a member of this Domestic     
   Homicide Review Panel, and also sits on the Cheshire West and Chester MARAC. 

 
4.4.5 Cheshire West and Chester MARAC has been assessed and awarded Leading Lights 

status by CAADA.  All agencies in Cheshire West and Chester use the same domestic 
abuse risk assessment, CAADA – DASH.   

 
4.4.6 The MARAC meet monthly and have a total of 22 agencies, who take an active part in the 

safeguarding of victims and their families through the MARAC process. Full MARAC 
membership is included at Appendix C of this report, 

4.4.7  The Cheshire West and Chester Domestic Abuse Partnership (CWACDAP) provides a   
   forum for effective multi-agency strategy, action and networking on domestic abuse. 

4.4.8  CWACDAP addresses domestic abuse priorities through the provision of specialist   
  services and initiatives.  There are 23 listed Members of the partnership, details included 
  at Appendix D of this report. Their work includes; 

 awareness raising  

 training  

 early intervention for survivors and their children  

 better policing  

 education  

 effective risk assessment and safety planning  

 more effective criminal justice interventions  

 professional support through the criminal justice system  

 programmes to address the behaviour of perpetrators of domestic abuse  

 refuge provision for survivors and their children  

4.4.9  Specialist services such as the West Cheshire Domestic Abuse Family Safety Unit   
  (DAFSU) are part of the Partnership and they work closely with the specialist domestic   
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   violence courts in Chester and Ellesmere Port and co-ordinate Multi-Agency Risk   
  Assessment Conferencing for high-risk victims of domestic abuse. 

4.4.10 Domestic abuse support services and how to access them are displayed on Cheshire   
   West and Chester websites. 

 Domestic Abuse Family Safety Unit - 01606 351 375   

 Stonham Domestic Abuse Services - Chester- 01244 314 950  

 Stonham Domestic Abuse Services - Ellesmere Port - 0151 355 4759   

 Vale Royal Women's Aid - 01606 871 523  

 Social Services Children's Service - 01606 275 099 (if you are ringing out of hours 

call 01244 977277)  

 Safeguarding Adult Advice and Contact Team - 0300 123 8123 (if you are ringing 

out of hours call 01244 977277)   

 Housing Solutions - 0300 123 2442  

 Police (24 hour) -101  

 Chester Sexual Violence Support Service - 01244 317 922  

 Rape and Sexual Abuse Support Centre - 0808 802 9999   

 Victim Support - 0300 303 1979 

4.4.11 National numbers, including support for minority communities 

 M.A.L.E. (Men's Advice Line) - 0808 801 0327  

 Lesbian Gay Foundation Helpline - 0845 330 3030  

 Broken Rainbow (gay and lesbian support) - 0300 999 5428  

 Action on Elder Abuse - 080 8808 8141  

 Al-Anon/AL-A-Teen - 020 7403 0888  

 Alcoholics Anonymous - 0845 769 7555   

 Child Line - 0800 1111  

 Forced Marriage Unit - 020 7008 0151  

 Karma Nirvana - Female and Male Forced Marriage Advice - 0800 5999 247  

 NSPCC - 0808 800 5000  

 Samaritans - 08457 909090  

 Shelterline - 0808 800 4444  

 Train Enquiries - 08457 484 950   

4.4.12  Useful Websites 

 Women's Aid - for female survivors  

 Men's Advice - for male survivors  

 There For Me - for children  

 Respect For Me – for abusers  
o These services and how to engage with them are promoted through posters 

and leaflets available in a wide range of public access points including, G.P. 

http://www.womensaid.org.uk/?gclid=CMHU4oq3vKcCFYFB4QodrAzp-A
http://www.mensadviceline.org.uk/
http://www.childline.org.uk/
http://www.respectphoneline.org.uk/


20 

 

Surgeries, Libraries, Schools, Supermarkets and Children’s Centres.  
Services contact details and advice is also available via the internet. 
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4.4.13  Refuge provision 

 
 Refuges provide key elements of a comprehensive safety and support system for women 
and children experiencing domestic abuse in the Cheshire West and Chester area and 
beyond.  Cheshire West and Chester has 3 refuges, they are funded mainly through 
Supporting People funds and each offer:  

 Accommodation with support & children’s services 

 Floating/Tenancy support (community based support for ex-residents and other 
local survivors who do not require accommodation) for women and children. 

 An advice line which now responds to both women and men experiencing domestic 
abuse 

 
4.4.14 One refuge is provided by an independent local voluntary organisation (Vale Royal 
 Women’s Aid), and two refuges are part of the national network of supported 
 accommodation provided by Stonham Housing. 

 
 5. Review the care and treatment, including risk assessment and risk 

 management of the couple in relation to their primary and secondary mental 
 health care.   

 
4.5.1.There is clear evidence of treatment for Adult B (M) at a primary and secondary mental 
 health treatment level prior to his fatal attack on Adult A (F).  However no records can be 
 found of mental health treatment required by Adult A (F) during the period reviewed. 

 
4.5.2 Family and friends of Adult B (M) note a change in his behaviour from the year 2000 
 onwards during which time he became more anxious and “highly strung”.  However Adult 
 B’s (M) last prescription for anti-depressant medication from his G.P. was in January 2007 
 and, at the time of his last appointment with his G.P. (April, 2012) Adult B (M) was 
 prescribed treatment for only the following; Cholesterol, constipation, blood pressure 
 bladder flow obstruction and for treatment to his prostate. 

 
4.5.3 The G.P for Adult B (M) first began treatment to reduce Adult B’s (M) anxiety in 1998.  
 G.P. records indicate that a urinary flow obstruction was making him very agitated.  Adult 
 B (M) did not respond to usual treatment to reduce anxiety and his G.P. then referred Adult 
 B (M) to Elderly Mental Health Unit in Secondary Mental Health Services and Mid 
 Cheshire Hospital Trust.” 

 
4.5.4 In July 1999 Adult B (M) was first seen by Psychiatrist as a result of the G.P. referral.  
 Diagnosis following the first visit was that Adult B (M) was suffering from an anxiety state, 
 with underlying depression, associated with problems with his prostate   

 
4.5.5 During the second half of 1999 Adult B (M) commenced treatment with anti-depressant 
 medication; initially his psychiatrist noted responded “remarkably well” to the medication. 
 As a result he was taken off the treatment, but Adult B (M) regressed and medication was 
 reinstated. 

 
4.5.6 Having been taken off his medication, neighbours of Adult A (F), at her request, contacted 
 Adult B’s (M) Doctor requesting a home visit to treat Adult B (M) who had become very 
 agitated. 

 



22 

 

4.5.7 The G.P. who treated Adult B (M) that evening noted that he was “very agitated and wide 
 eyed and his wife was frightened.”  Adult B (M) was immediately placed back on his 
 medication but no records or further description can be found relating to Adult B (M) 
 “frightening his wife.”  There is no record of a referral to another agency or domestic abuse 
 risk assessment being completed following the home visit by a colleague from the same 
 surgery as Adult B’s (M) G.P.   

 
4.5.8 Subsequently Adult B’s (M) G.P. states in relation to the this incident, “I can find no other 
 references to this subsequently and, indeed, whenever I saw Adult B (M) this was always 
 in the surgery and he came across as always mild mannered and quiet, and I would have 
 thought that they enjoyed a good relationship.” 

 
4.5.9 Reviews of Adult B’s (M) anxiety with his G.P. were undertaken in presence of wife and his 
 G.P. notes that Adult A (F) and Adult B (M) “seemed to have a good relationship”. 

 
4.5.10 Throughout 2000 Adult B (M) continued to receive treatment from a Consultant 
 Psychiatrist at the Mental Health For The Elderly unit within Mid Cheshire Hospital.  
 Treatment records show that with medication Adult B’s (M) anxiety was reducing and his 
 health improving.  Additionally, notes include observations made by Adult A (F) who 
 reported “she was managing very well and she has no problem in his behaviour and his 
 mood” and later that “she has no problems with him at home and he is enjoying life”. 

 
4.5.11 G.P. records show no evidence that Adult B (M) was receiving treatment for dementia.  
 The Panel found no evidence that in relation to both primary and secondary mental health 
 care was there was poor communication, lack of action or a failure to identify risk. 

 
 5.0 Further analysis 

  
 5.1 So far within the analysis of the key lines of enquiry which this Review sought to 

 investigate, the analysis has been confined to organisations and has not included 
 evidence of opportunities provided to family, friends and neighbours.  Results however will 
 change little. 

 
  5.2 Throughout the last 40 years only a very small group of people, (close neighbours, family,         
 and friends) were allowed access into the lives of a very private relationship,  

and this group maintained between them almost daily contact with Adult A (F) and Adult B 
(M). 
 

  5.3 Those maintaining close contact with Adult A (F) and Adult B (M) describe the close 
marriage the couple enjoyed, but Adult C describes how this changed 10 years ago as 
Adult B’s (M) nerves started to get the better of him and he became withdrawn. The 
anxiety was described by Adult C as “nuisance behaviour…not violent and not 
threatening.”  Other descriptions of Adult B (M) during this time were that he became 
highly strung. 
 

 5.4 No family or friends recognised any signs of dementia present within Adult B (M), though a 
number had experience of their own family members who had suffered from this illness.   
 

 5.5 Adult A (F) did not disclose she was the victim of domestic abuse to anyone within 
 this close group of friends.  Every one of the family, friends and neighbours I spoke  
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to made it very clear that they would have overridden the couples desire for privacy and 
independence, and would have taken action by reporting the matter if they suspected 
domestic abuse was happening within Adult A’s (F) and Adult B’s (M) relationship. 
 

 5.6 Signs of controlling behaviour which may have been exhibited by Adult B (M) towards his 
wife were discussed by the Chair of this Review with family, friends and neighbours, but 
none were identified.  All observed Adult B’s (M) issue with the homes central heating, but 
reflected that this was a sign or symptom of his anxiety linked to finances only. 
 

 5.7 Each member of this close circle was clear about the agency they would/could report 
domestic abuse to, and this covered a range of organisations not confined to the Police.  
One (Adult D) had also taken part in a MARAC meeting as professional. 
 

 5.8 In spite of the knowledge each member of this close group possessed regarding domestic  
abuse in July 2012, when Adult B (M) caused physical harm without a trigger to Adult A (F) 
whilst she sat knitting, Adult A (F) was able to provide convincing and plausible 
explanations, convincing them of how she had slipped and caused the injuries, on two 
separate occasions and to two different people. 
 

 5.9 Neither of those who questioned Adult A (F) about her injuries believed domestic abuse to 
be the cause. 

 
        5.10  Adult A’s (F) medical episode, immediately prior to this abuse in the home, and reduced 

  mobility made the explanation more plausible and less likely to raise suspicion of  
 domestic abuse, reducing the impact of the bruises noted on Adult B’s (M) face and wrists. 

 
 5.11  Analysis illustrates that there are few studies of domestic abuse amongst older people.         

In 2008 a Nursing Times article “Abuse of Power: A look into domestic violence among 
older people” reported one of the barriers to understanding how best to tackle domestic 
violence in older people is the lack of up to date and specific national research. 
 

 5.12  Research however does highlight that professionals may fail to recognise injuries    
 resulting from domestic abuse, for instance attributing bruises and fractures to falls 
 and confusion to age-related conditions (Women’s Aid, 2007). 

 
 5.13  However, following interviews with five older women who had experienced domestic  

abuse, found a number of barriers to the reporting of domestic abuse amongst older 
victims (Scott et al. (2004). 

 
 5.14 A significant factor included traditional attitudes towards marriage and gender roles. This 
 placed older women in a dilemma as to whether to stay in an abusive relationship and, 
 subsequently, to take care of a dependent or to leave.   

 
 5.15 The issue of barriers to reporting was further explored by Zink et al. (2004, 2005) who 
 highlighted that in addition to the reasons for non-disclosure identified with younger 
 women, they are further compounded with older women through generational factors, such 
 as notions of privacy surrounding the home and intimate relationships. 

*Health & Social Care in the Community Volume 19, Issue 1, pages 3–14, January 2011 The 

impact of domestic abuse for older women: a review of the literature 

 

http://onlinelibrary.wiley.com/doi/10.1111/j.1365-2524.2010.00964.x/full#b40
http://onlinelibrary.wiley.com/doi/10.1111/j.1365-2524.2010.00964.x/full#b35
http://onlinelibrary.wiley.com/doi/10.1111/j.1365-2524.2010.00964.x/full#b42
http://onlinelibrary.wiley.com/doi/10.1111/hsc.2010.19.issue-1/issuetoc
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 5.16 Although it is hard for any woman to disclose that she is being abused by her partner, 
older women may find it particularly difficult.  In the past, people were often expected to 
keep quiet about problems, particularly if they involved family members. Russo, Angela 
 

 5.17 Such findings echoing the insights into Adult A’s (F) and Adult B’s (M) relationship 
provided by family, friends and neighbours may contribute to resolving the question of why 
agencies have reported little contact with this couple, and no indications of domestic abuse 
have been identified within the relationship.  
 

 5.18 Enquiries with CAADA for assistance in research and data indicating the levels of   
 domestic abuse in older people, identifies that they do not routinely analyse data     
 regarding domestic abuse in older people.   

 
 5.19 All agencies in Cheshire West and Chester, and a number across England and Wales,   

use the CAADA DASH risk assessment checklist when assessing the level of risk faced by 
a victim of domestic abuse.  Whilst mental health is included within the checklist, this is in 
the same sentence as questions regarding substance misuse.  

 
Question 21 in the CAADA DASH checklist asks:  
Has (……..) had problems in the past year with drugs (prescription or other), alcohol 
or mental health leading to problems in leading a normal life? (If yes, please specify 
which and give relevant details if known.) 
Drugs _ Alcohol _ Mental Health _ 

 
 5.20 The identification of dementia is increasing amongst the population.  In 2013 globally 

Alzheimer's Disease International (ADI) showed a 17% increase in the number of people 
with the incurable mind-robbing condition compared with 2010.  Research by Alzheimer’s 
UK shows that 5% of all U.K. men and 6.67% of all U.K. women have been diagnosed as 
suffering from dementia.   
 

 5.21 This statistic and reference to the CAADA – DASH risk assessment checklist is relevant to 
this Review because a symptom of Frontal Temporal Dementia, which Adult B (M) has 
been diagnosed as suffering from whilst on remand, can include symptoms of emotional 
detachment.   
 

5.22 During the Joint Health and Social Care assessment it was noted that Adult B (M) 
 exhibited those symptoms of emotional detachment when discussing the fatal attack on 
 Adult A (F). 

 
5.23 This raises the question of whether in the light of the increases in dementia diagnoses 

CAADA - DASH risk assessment checklist should be reviewed and extended to be more 
explicit in its questioning over the presence of mental illnesses such as dementia.   
 

6.0 Conclusion and Recommendations 
 

6.1 It is possible to conclude from reviewing all the information available to the Panel  that no 
agency could have anticipated this homicide, and that when information relevant to the 
well-being of individuals is available it is shared and acted upon by professionals working 
within Cheshire West and Chester.   

 
One may consider there is an omission within Adult B’s (M) medical notes concerning the 
absence of more complete explanation of the phrase used when responding to a call from 
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Adult A (F) neighbours stating that Adult B (M) had “become agitated again and Adult A (F) 
was frightened”.  However later entries within the medical records of Adult B (M) comment 
positively about the relationship between Adult A and Adult B. 

 
6.2 A review of training which is undertaken in Cheshire West and Chester indicates that both 

single agency and multi agency training on how to identify, risk assess and act upon 
disclosures of domestic abuse is completed.  However there is little evidence that the 
training which is available deals sufficiently with the issue of domestic abuse amongst 
older people.  This omission carries the risk that professionals may fail to recognise 
injuries resulting from domestic abuse, for instance attributing bruises and fractures to falls 
and confusion to age-related conditions.   

 
6.3 Linked to this are two further issues.  Firstly due to the work of the Cheshire West and 

Chester Domestic Abuse Partnership a wide range of information is made available for 
victims of domestic abuse seeking support made public through posters, leaflets and 
websites.  There are a range of the usual general locations public buildings etc. where 
such posters and leaflets are readily available and also a number of locations, schools and 
children’s centers which are not exclusionary but which do not target the most appropriate 
age group within this Review.   

 
6.4 Secondly there is a single risk assessment model CAADA - DASH, used by all agencies, 

to assess levels of risk in victims of domestic abuse.  However, reassurance that the risk 
assessment checklist in its current form is reflective of the rise in cases of dementia, and 
the issue of mental health in general, is worth pursuing. 
 

6.5 It is also possible to conclude that whilst Adult A (F) and Adult B (M) led a very private and 
independent lifestyle, including in the months immediately prior to this incident to rejecting 
professional offers of support and intervention in favour of friend and neighbour support, 
they did allow a very small and close knit group of family, friends and neighbours access 
into their lives.   
 

6.6 This small support group were all clear and unequivocal about their willingness to act 
 and report domestic abuse, had they witnessed it taking place within Adult A’s (F) 
 and Adult B’s (M) relationship.  Additionally, the level of knowledge which existed 
 amongst them on aspects of domestic abuse and the variety of agencies to whom 
 domestic abuse could be reported was good. 

 
6.7 Because of the number of adjournments in the criminal justice process linked to this case it 

has been over one year since the homicide took place, during which time each of this 
small group have reflected upon whether they had ignored signs that domestic abuse was 
taking place. 
 

6.8 I believe it is safe to conclude that none of them did. 
 

6.9 Based upon these conclusions the following recommendations are contained within 
 the action plan to be found at Appendix A of this report.   

 
7.0 Recommendations 

 
7.1 Training of staff within Cheshire West and Chester should be amended to include learning 

on and recognition of mental health issues and domestic abuse amongst older people. 
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7.2 The program of education and information sharing which already takes place within 
Cheshire West and Chester should be extended so as to target this provision specifically 
at older age groups.   

 
7.3 The “marketing” of the domestic abuse services available is undertaken at locations where 

the age profile of the largest cohort of people accessing these areas is closer to the profile 
of the victim and perpetrator in this case. 
 

7.4 Evaluation of CAADA DASH risk assessment checklist to assess if its recognition risk 
presented by mental health is at the appropriate level in light of the increasing diagnosis of 
dementia within the U.K. population. 
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Action Plan 

 Recommendation Scope of 

recommendation 

ie local or regional 

Action to take Lead Agency Key milestones 

achieved in 

enacting 

recommendation 

Target 

Date 

Date of 

completion 

and 

outcome 

1 Review multi 

agency training  

Local CSP task and finish group to 

review all domestic abuse 

training ensuring that 

domestic abuse amongst 

older people and the 

potential risk of dementia 

upon levels of domestic 

abuse is incorporated. 

Community Safety 

Partnership (CSP) 

    

2 Undertake a 

review of CADDA 

DASH risk 

assessment 

checklist  

National 

 

 

  

 

 

Review the CAADA DASH 

risk assessment checklist 

and amend where necessary 

to ensure that sufficient 

account is taken of rising 

levels of dementia and the 

risk that dementia can pose 

to the threat of domestic 

abuse. 

 

CSP in liaison with 

CAADA 

   

3 Target information 

and education into 

areas commonly 

frequented by 

older people. 

Local Develop a range of 

information and advice 

suitable for victims of 

domestic abuse within an 

older age group. 

Make information and 

advice on domestic abuse 

issues available in locations 

commonly frequented by 

older age groups.  

CSP    
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Chronology 
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Victim’s full name   REDACTED 

Date of Birth    REDACTED 

Dates covered by Chronology  07.09.10 to 07.09.12  

 

Background 
This chronology relates to agencies involvement with the two principles:- 

Details of other family members are contained in the genogram, which is a separate document. 

Review Panel Members are asked to search their information systems for contact  with both principles and family members included in the genogram. 

Returning the completed document 
The completed document should be returned by 24 December 2012 AT THE LATEST. 

It can be returned by email to Colette.Whinnett@cheshirewestandchester.gov.uk. If you do not have access to email, or your email system is insecure, 

send it on CD or memory stick to: 

Colette Whinnett 

Cheshire West and Chester Council 

Civic Hall 

Civic Way 

Ellesmere Port 

CH65 OBE 

What to put in the table 
Please keep to the following rules when entering events into the table below.  
Heading Details Required 

07.09.10 Start Date. 

This column must always be completed. 

ChronoLator recognises a variety of formats, such as 

'31/12/03', '31.12.03' or '31 dec 03'. 

If you are unsure of the exact date, enter your best 

estimate and note that you have done so in the 

'Comments' column.  

07.09.12 End Date. 
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Heading Details Required 

ChronoLator recognises a variety of formats, such as 

'31/12/03', '31.12.03' or '31 dec 03'. 

If you are unsure of the exact date, enter your best 

estimate and note that you have done so in the 

'Comments' column.  

Source of Information Where did you obtain the information (eg Health Visitor 

records, duty team log etc)? You do not need to enter 

details of your own organisation or department here. 

ChronoLator will add them when the Administrator 

merges your chronology. 

This column must always be completed. 

Family Contact - Adult This column must always be completed. 

Communication - within agency This column must always be completed. 

Communication - external to 

agency 

This column must always be completed. 

Response or Outcome This column must always be completed. 

Comments This column must always be completed. 

   

The ChronoLator Case Review Chronology tool 
The table below has been produced with the ChronoLator Chronology tool so as to facilitate the collation of data from the different agencies involved 

in the review. It is essential that you do not change, add or remove any headings in the Chronology Table, as ChronoLator relies on them to check 

the data you enter. You can change the font, the column widths, the shading and so on, but you must not change the heading text or add or remove 

columns. 

ChronoLator uses Word ‘macros’, and if you are prompted about them when you open this document you should ensure you allow them to run. If you 

do, ChronoLator will create a small toolbar underneath your usual Word toolbars (or on the Add-Ins tab of the Ribbon if you are using word 2007). If 

the toolbar does not appear, please check the Troubleshooting section of Using ChronoLator Documents for possible causes. You should have been 

sent a copy of Using ChronoLator Documents along with this document; if not, please contact the person who sent this to you.. 

If you accidentally change the column headings and forget what they should be, you can generate a new set at the end of the document by pressing the 

Admin > New Table button on the ChronoLator toolbar. After doing this, copy any data you have already entered into the new table. 

You can enter events as the records come to hand, and use the Sort Tables button on the ChronoLator toolbar to put them in date order. 
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Every time you  close this document, ChronoLator will check that the table conforms to the specifications made by the Case Review Administrator (see 

above), and that it is in chronological order. 

Invalid parts of the table are highlighted in turquoise. Out-of-sequence rows are highlighted in yellow. If you rest your mouse on a highlighted problem 

for a second or two, a description of the error is displayed. A full list of errors is also created at the end of the document.  

CAUTION: Do not write anything  or after the error list as it  will be deleted next time ChronoLator checks the document. 

Please ensure that all errors are corrected before returning this document. 

You can get ChronoLator to check the table at any time by pressing the Check Tables button, and it also has some other features which you might find 

useful. In particular, if you want to devolve responsibility for data collection to a number of other people, you can forward this document to them and 

then use ChronoLator to merge their individual chronologies. Using ChronoLator Documents contains information about these features, together with 

some useful general tips about using Microsoft Word tables. There are also some animated tutorials on the ChronoLator Web site - click the Help > 

Tutorials button on the ChronoLator toolbar to view them, or go straight to www.chronolator.co.uk/tutorials. 

http://www.chronolator.co.uk/tutorials


RESTRICTED 
 

 

 

07.09.10 07.09.12 Source of 

Information 

Family Contact - 

Child 

Family Contact - 

Adult 

Communication - 

within agency 

Communication - 

external to agency 

Response or 

Outcome 

Comments 

1999  Elderley 

Mental Health 

Team 

    Adult B 

attends re 

emotional 

well being 

linked to 

urinary 

difficulties.  

Support 

received for 

12 months 

when 

difficulties 

resolved. 

 

20.03.08  Mid Cheshire 

Hospitals 

NHS 

Foundation 

Trust hospital 

    Adult B 

attends routine 

appointment 

for ultrasound 

on kidneys. 

 

01.02.12  North West 

Ambulance 

Service 

    Attend to 

Adult A 

following 

collapse in 

street – not 

detained.  

Adult A 

walked home 

under own 

steam. 

 

23.06.12  Dr notes     Adult A calls 

ambulance 
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07.09.10 07.09.12 Source of 

Information 

Family Contact - 

Child 

Family Contact - 

Adult 

Communication - 

within agency 

Communication - 

external to agency 

Response or 

Outcome 

Comments 

because of 

lower back 

pain, taken to 

Mid Cheshire 

Hospitals 

NHS 

Foundation 

Trust hospital.  

Not detained – 

allowed home 

after 

treatment. 

02.07.12  CW & C 

Advice and 

Contact Team 

    Telephone 

conversation 

with Adult A 

and Adult B 

following 

referral that 

day from Dr 

Larmour. 

 

02.07.12  Dr Larmour 

G.P. 

    Makes referral 

to CW & C 

Advice and 

Contact Team 

re Adult A 

support due to 

problems with 

mobility and 

cooking. 

 

02.07.12  Dr Larmour     Home visit to  
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07.09.10 07.09.12 Source of 

Information 

Family Contact - 

Child 

Family Contact - 

Adult 

Communication - 

within agency 

Communication - 

external to agency 

Response or 

Outcome 

Comments 

G.P. Adult A – 

follow up after 

treatment in 

hospital for 

lower back 

problem. 
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Appendix C 
 
 
 
 
 
 
 
Membership of MARAC 
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Membership Cheshire West and Chester MARAC 
 
 

 

 

CHESHIRE & WIRRAL PARTNERSHIP NHS TRUST  

CHESHIRE CONSTABULARY  

CHESHIRE WEST & CHESTER COUNCIL  

CHESHIRE FIRE & RESCUE SERVICE  

CHESTER & DISTRICT HOUSING TRUST  

CHILDREN AND FAMILIES COURT ADVISORY AND SUPPORT SERVICE  

CHESTER WOMEN’S SERVICES  

CONNEXIONS  

COUNTESS OF CHESTER NHS FOUNDATION TRUST  

CENTRAL & EASTERN PCT  

CREWE WOMEN’S AID  

ELLESMERE PORT WOMEN’S SERVICES  

MID CHESHIRE HEALTH NHS FOUNDATION TRUST  

MUIR HOUSING ASSOCIATION  

NSPCC  

PROBATION SERVICE  

RAPE & SEXUAL ABUSE SUPPORT CENTRE  

VALE ROYAL WOMEN’S AID  

VICTIM SUPPORT  

WEAVER VALE HOUSING TRUST  

WESTERN CHESHIRE PRIMARY CARE TRUST  

YOUTH OFFENDING SERVICE  
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Appendix D 
 
 
 
 
 
 
 
Membership of Cheshire West and Chester 
Domestic Abuse Partnership  
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Membership of Cheshire West and Chester 
Domestic Abuse Partnership. 
 
 
CAFCASS 

CENTRAL & EASTERN CHESHIRE PCT 

CHESHIRE WEST & CHESTER COUNCIL 

CHESHIRE & WIRRAL PARTNERSHIP NHS TRUST 

CHESHIRE CONSTABULARY 

CHESHIRE FIRE & RESCUE SERVICE 

CHESHIRE PROBATION SERVICE 

CHESHIRE WEST AND CHESTER COUNCIL 

CONNEXIONS 

COUNTESS OF CHESTER NHS FOUNDATION TRUST 

CROWN PROSECUTION SERVICE 

DIOCESE OF CHESTER 

HOUSING SOLUTIONS & RSLs 

MID CHESHIRE HEALTH NHS FOUNDATION TRUST 

NHS DIRECT 

NSPCC 

PROTAGARAS PERPETRATOR PROGRAMME CONSULTANTS 

RAPE & SEXUAL ABUSE SUPPORT CENTRE 

REFUGES 

RELATE 

SOLICITORS 

VICTIM SUPPORT 

WEST CHESHIRE PC 

 


