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1 The Review Progress 

1.1  This summary outlines the process undertaken by Reading’s Community Safety Partnership’s Domestic Homicide Review panel in reviewing the homicide of Lisa who was a resident in their area. 

1.2  The following pseudonyms have been in used in this review for the victim and perpetrator to protect their identities and those of their family members. These were chosen by the panel with the agreement of the family.

1.3  The victim’s pseudonym is Lisa, deceased, aged 34 at the time of death. Lisa’s ethnicity was a white British female. David, perpetrator was aged 44 at the time of Lisa’s death. David is a white British male. The pseudonyms were agreed with the family and they are used in the report to protect the identity of the individual(s) involved.

1.4  Her Majesty’s Coroner for Reading opened and adjourned an inquest into Lisa’s death pending inquiries. A full and detailed coronial enquiry was not required given the death was adjudicated through the criminal court. David was arrested at the scene and was charged with murder which he denied. David was convicted of Lisa’s murder on the 20th of December 2021 and is serving a custodial sentence of 22 years. 

1.5  On the 4th of May 2021, having had the death referred to them, Reading’s Community Safety Partnership determined that Lisa’s death met the criteria for a DHR. This decision was made by the CSP Chair with partner agencies including the police, NHS and probation. Eight agencies were contacted and asked to preserve any information they had in relation to Lisa and David. The Home Office was informed of the intention to conduct a DHR on the 11th of May 2021. The commissioning process for an Independent Chair was commenced and a panel convened. The first panel meeting took place on the 21st of June 2022. The review has taken longer than the prescribed time of 6 months advised in the DHR guidance. The main reason for this has been because of allowing a significant time for Lisa’s family to engage. They felt unable to do so for a considerable period and for understandable reasons as the review came soon after the criminal trial process concluded. The family found the trial extremely distressing compounded by the fact that David denied the murder. The fact David was not prepared to take accountability for his actions has had a strong impact upon the family along with the death of a very much-loved daughter. The Chair did keep in touch with the family and Lisa’s mother came forward in September 2023 to participate in the review. This took several discussions and some months to capture this input. The Chair and panel are immensely grateful for her input. It should be noted that while the Chair has informed the family of the learning and recommendations of the review, they have declined reading the report in full through any means offered and do not wish to read the report when published. They have however expressed thanks for the report being produced and the learning that emanates. 



1.6 The review was presented to Reading’s Community Safety Partnership on the 18th of April 2024 and further action plans required sign off, so the DHR concluded on 28th June 2024. The reports were sent to the Home Office on 8th August 2024. Information is available only to participating officers/professionals and their line managers. 

1.6  The DHR covers the period of two years prior to Lisa’s death in April 2021 so from April 2019 to April 2021. The panel agreed this was a sufficient period to give depth to the review. There has also been consideration of some contextual history around David’s previous convictions and a historical but relevant relationship which started in 2002


2 Contributors to the Review 

2.1  As well as family, partner and friends’ contributions, the agencies below provided IMR into the review: -

2.2  Thames Valley Police
 Berkshire Healthcare NHS Foundation Trust 
 Change, Grow Live
 GP for Lisa
 GP for David
 Royal Berkshire NHS Foundation Trust  
 One Housing 
 Adult Social Care -Reading Borough Council

2.3  The independence of the IMR authors was confirmed and none were involved with Lisa or David. The IMR’s were quality checked.

2.4  Lisa’s family were made aware of the DHR at the outset. This was sent by email and letter. The Home Office Domestic Abuse Leaflet was included and they were also notified of the Advocacy After Fatal Domestic Abuse (AAFDA) leaflet. The independent Chair also contacted the family through the Family and Liaison officer to explain why the DHR was being conducted; the process and how they may contribute. 


2.5  Lisa’s mother was prepared to look at the Terms of Reference and did not offer amends or additions. This lack of family perspective; input and information did mean that for a large part of the DHR process information around Lisa was limited. Information from family members (as well as significant others) is key to understand the victim; her story and hear her voice. Lisa’s mother in coming forward albeit when the review was in a late stage has helped the panel understand the sort of person Lisa was and some of the dynamics around her daughter who had complex health needs including partial sight and diabetes. Lisa’s close friends were also contacted at an early stage and invited to contribute to the review. Following this, one friend came forward, however, the panel does have statements from other friends of Lisa’s shared from the criminal trial. These are helpful statements, and the relevant content is included in the report. Subsequently, it has not been possible with certainty to establish exactly when Lisa and David became a couple but he did move into her flat at some point and that appears to be when matters escalated.  Prior to this, Lisa had been living alone and independently for some years in a housing association flat. 

2.6  In August 2023, when Lisa’s mother contacted the Chair and said she would like to fully contribute to the review, this was achieved with the Chair over several meetings starting in September 2023. This has been a very painful process for Lisa’s mother, but she wanted to tell the panel about Lisa, what sort of person she was and also shared information about what she knew of them as a couple.  The Chair was able to build a good rapport with Lisa’s mother and manage this dynamic as sensitively as possible. This does indicate however that while a six-month timescale may be considered ideal for DHR process, this could work against grieving families who are simply unable to contribute quickly.  The family were invited to a panel meeting but declined. 

2.7  David was also offered the opportunity to contribute to the review. This was at a later stage during the review due to communications going awry through his solicitor but he was contacted again and there was no response. David’s mother contributed to the review and her input has been very helpful to fill in some of the gaps around the couple and is included in the report. 

2.8  Lisa’s close friend contributed to the review, alongside the families input from both Lisa and David, which is reflected in this report. The panel also had access to some of the police statements from the criminal case and this was very useful to fill gaps in timelines and who knew what of the relationship.


3 Review Panel Members

3.1  Reading’s Community Safety Partnership is satisfied that the panel Chair is independent. The panel Chair is satisfied there was sufficient independence and expertise on the panel to safely and impartially examine the events and prepare and unbiased report. The panel had a mix of statutory and voluntary sector agencies and some members of the panel were domestic abuse specialists. The panel met five times and matters were freely and robustly considered.  The review panel members are set out below:-

	Deborah Jardine
	Independent Chair/Author 
	

	Umi Abdulmutwalib

	Domestic abuse Partnership Officer
	Reading Borough Council

	Abigail Mangarayi
	Designated Lead for safeguarding adults
	Buckinghamshire, Oxfordshire and Berkshire West Integrated Care Board

	Jim Kennedy
	Berkshire West Named GP Safeguarding lead
	Buckinghamshire, Oxfordshire and Berkshire West Integrated Care Board

	Jo Wilkins 

	Team Manager for Safeguarding Adults and DoLs team
	Reading Borough Council 

	Sue Carrington
	Specialist Practitioner for Domestic Abuse
	Berkshire Healthcare NHS Foundation Trust 


	Joanne Middlemass

	Community Service Partnership Manager
	Reading Borough Council

	Zelda Wolfle 

	Assistant Director of Housing and Communities
	Reading Borough Council

	Hannah Powell

	Senior Probation Officer
	Reading Probation Service 

	Rachel Murray

	Director of   Operations
	Berkshire Women’s Aid 

	Amelia Tanner

	Detective Inspector for the Domestic Abuse Investigation Unit
	Thames Valley Police 

	Elizabeth Porter
	Lead nurse for adult safeguarding 
	 Royal Berkshire NHS Foundation Trust

	June Watson and Vicky Pitchforth
	Deputy Services Manager
	Change, Grow, Live 

	Abi Mills
	Outreach Operations Manager
	Berkshire Women’s Aid



 



4 Chair and Author of DHR report

4.1 Sections 36 to 39 of the Home Office Multi-Agency Statutory Guidance for the Conduct of Domestic Homicides Reviews December 2016 sets out the requirements for review chairs and authors. In this case the Independent Chair and author are one person. Deborah Jardine was appointed. Deborah has completed the Home Office training for DHR Chairs and is a Home Office accredited DHR Chair and Author. Deborah was judged to have the experience and skills for the review. Deborah has also more recently passed and been accredited following the recently revised Home Office DHR training for DHR Chairs. Deborah passed this to a high standard and is able to fulfil all the skills required to conduct the review. This updated training was delivered by AFFDA. Deborah has not previously undertaken any DHR for Reading’s Community Safety Partnership nor is she connected or associated with any local agencies. 


5 Terms of Reference for the Review

5.1  The Panel agreed on the Terms of Reference set out below. Lisa’s family were made aware of the Terms of Reference and did not have any amendments or suggested additions to add.

5.2  The general terms of the review were: -

5.3  Decide whether in all the circumstances at the time, any agency or individual intervention could have potentially prevented Lisa’s death.

5.4  Review current responsibilities, policies and practices in relation to victims of domestic abuse – to build up a picture of what should have happened and review national best practice in respect of protecting adults from domestic abuse.

5.5  Examine the roles of the organisations involved in her case, the extent to which she had involvement with those agencies, and the appropriateness of single agency and partnership responses to her case to draw out the strengths and weaknesses.

5.6  Establish whether there are lessons to be learnt from this case about the way in which organisations and partnerships carried out their responsibilities to safeguard her wellbeing.

5.7  Identify clearly what those lessons are.

5.8  Identify whether, as a result, there is a need for changes in organisational and/or partnership policy, procedures or practices to improve our work to better safeguard victims of domestic abuse.

5.9 [bookmark: _Hlk481942487] Specific Terms of Reference 

5.10 The review will address both the 'generic issues' set out in the Multi-Agency Statutory Guidance for the Conduct of Domestic Homicide Reviews (2016) but also the following specific issues identified in this particular case: -

5.11 The review will look at the context of the Covid 19 pandemic as this was ongoing at the time of the relationship between Lisa and David and in the run up to her death. The review will identify any barriers this may have caused in agencies supporting Lisa and David and the impact of any such barriers. 

5.12 Lisa had multiple health challenges including diabetes, partial sight loss, depression, anxiety as well as alcohol and drug addiction of varying degrees. The review will consider how these factors may have increased her vulnerability to harm from others. 

5.13 David had a conviction history including a possibly abusive relationship outside Reading, not involving Thames Valley Police. The review will look at how the police and other agencies share information cross-county and regional boundaries to protect where information is readily available.

5.14 The DHR covers the period of two years prior to Lisa’s death in April 2021 so from April 2019 to April 2021. The panel agreed this was a sufficient period to give depth to the review. There has also been consideration of some contextual history around David’s previous convictions and a historical but relevant relationship which started in 2002.

5.15 As the review progressed, the panel followed lines of enquiry as necessary and relevant. This included some considerations of the complex health needs for both Lisa and David. The appraisal of professional practice under the Terms of Reference demonstrated the challenges of the pandemic period but also the complexities around Lisa and David. 


6 Summary Chronology 


6.1  Domestic-related incidents linked to David involve the same ex-partner (not Lisa). Between 2003 & 2008, there are five domestic-related incidents with David listed as ‘suspect’, to which none made a formal complaint against him or there were evidential difficulties - therefore no further action was taken by TVP against David in a domestic setting. There had also been an incident in Wales in 2002 which was also not pursued as the partner declined to make a complaint.

6.2  It is of note that David did not come to the attention of police for violent offences from 2008 until the index event (although the drugs convictions continued until 2013). In November 2008, he had been imprisoned for wounding/inflicting Grievous Bodily Harm, which would explain a short-term cessation in his offending. He was released on a home detention curfew in November 2009 and was placed on the ViSOR (Violent/Sex Offenders’ Register) as a violent offender managed by Probation until September 2011, at which point his sentence ended and he was no longer subject to statutory supervision or oversight by Probation services. However, it is worth noting that just because no offences were reported, this does not mean that they were not taking place as domestic abuse is notoriously under-reported.
 

6.3  The panel also looked at health agencies involvement with Lisa and David. David’s GP records were considered from 01.01.2018 to 18.05.2021. David also received services from Berkshire NHS Trust for Talking Therapies and was also assessed while in custody on arrest for Lisa’s murder by the Criminal Justice Liaison and Diversion service (CJLD).

6.4 Throughout the time David remained registered at the GP practice he was a chemical dependent patient. His regimen was atypical and complicated by the analgesia he stated he required secondary for trauma and surgery. Evidence around physical injury or surgery was sparse and the panel could not find anything around surgery. 

6.5  On April 2019, it was stated that David was under a Shared Care Agreement for addiction services and the GP. This shared care pathway with addiction services and the GP and how it was working around David was unclear. The GP appeared to have been prescribing on a rolling repeat basis for some considerable time. However, there was no evidence identified in the GP documentation of such a formal shared care working agreement or a shared care pathway. 

6.6  David saw his GP on 23.04.2019 with insomnia, anxiety and low mood. He reported he was attending Talking Therapies again and finding it helpful. Talking therapy sits under primary care and seeks to help those who have a need for less serious psychological problems. Individuals can self-refer and then engage with Talking Therapies support. Talking Therapies can refer on to secondary mental health services if needed. 


6.7  On 07.02.2020 David was referred to a Common Point of Entry (CPE). He was assessed by a psychologist in CPE for the suitability for psychological therapy but was deemed too unstable and the GP was requested to carry out a medical/medicines review. It is unclear if David was compliant with his anti-depressant medication at this time. On testing, urine toxicology later that year showed that David was positive for the prescribed drugs but also cannabis and non-prescribed Benzodiazepines. Therefore, at this point there was objective evidence that David was supplementing his prescribed medication with other substances. There is no evidence of a risk assessment arising from this and how this might impact upon prescribing practice. 

6.8  Background information was taken from David’s previous electronic patient medical record which showed he had a long history of alcohol and heroin use. He had previous feelings of depression, mood swings, agoraphobia and easily angered. David reported a diagnosis of Bipolar Affective Disorder which he said was given to him whilst in prison previously. The panel have not seen the prison health records so it is not known how this diagnosis was reached and by whom. However, he did not fit the criteria for Bipolar Affective Disorder when seen by Common Point of Entry (CPE). 


6.9  In relation to Lisa’s healthcare, Lisa registered with her current GP in February 2018 and was being managed for her drug dependency (heroin addiction in the main) by Change, Grow, Live (formerly IRIS). The GP noted her diabetes, anxiety and depression. 


6.10 In July 2020, at 12:28hrs, Lisa rang and spoke to her GP. She stated she had burns above her right eyebrow and on her left upper thigh. The GP reports Lisa was insistent on iodine and dressings and was insistent on being prescribed antibiotics. The GP offered to see her face to face but declined. Lisa was offered a video consult but declined saying she was “partially sighted and not tech savvy” and agreed to send a photo instead. The GP tried repeatedly to explain the importance of seeing and examining the wounds before deciding treatment. Lisa put the phone down and terminated the consultation. The GP advised re access to A&E and the GP issued a prescription but appears to have done so feeling uncomfortable and under some duress but issued prescription as part of safety netting. The GP was unable to ascertain exactly how Lisa sustained these injuries. He prescribed: - 

· Povodine-Inodine dressings
· Sulfadiazine (specialised burn treatment cream)
· Crepe bandage
· Dressing pack

6.11 This note “not tech savvy” quotes Lisa directly.  The health members of the panel explain that some patients struggle to operate video calls; some choose not to undertake video calls and sometimes there are genuine technical challenges. Lisa was offered the option of a face-to-face consultation or going to the Accident and Emergency Department. This should however be seen in the context of Lisa’s partial sight which may have been a factor.

6.12 At the next routine GP appointment, Lisa reported living with a partner for the previous month but then later stated she was living alone. Lisa hadn’t named her partner and did not refer to there being any abuse within the relationship but there is no record of this ever being explored with her by the GP.

6.13 Lisa also had ongoing health care at the Royal Berkshire NHS Foundation Trust for her diabetes and complications of this for many years. She was a Type 1 insulin dependent diabetic which was not well controlled, and she was on the waiting list for the Freestyle Libre blood glucose monitoring from November 2020. She had proliferative diabetic retinopathy which meant she was partially sighted and was registered as such.





6.14 Lisa was known to Talking Therapies. Talking Therapies is a telephone consultation service and a primary care mental health service. Questionnaires are sent out ahead of the telephone therapy sessions for completion by the client. These questionnaires help the Psychological Wellbeing Practitioner (PWP) assess the client’ s needs. Questions about anxiety, mood, work and social adjustment; and physical health provide the practitioner with scoring that can be used as a benchmark at the start of interventions and to assess progress and risk. Lisa identified her goals for therapy as “getting out of the house; work on my anxiety; my drinking (alcohol) and eating”.  She reported symptoms of low mood, low self-worth and anxiety. Lisa’s patient health questionnaire and general anxiety disorder both scored her severe for anxiety and low mood. Lisa was informed of the confidentiality agreement and that her GP would be kept informed. Lisa agreed to this and to the terms of engagement. 

6.15 Further questions can be offered about physical health issues if they are identified as being relevant. The diabetes distress scale was not completed for Lisa. This was explored for this review, and it was deemed as not necessary to this assessment as Lisa had not expressed concern about her diabetes and that it contributed to her anxiety and low mood. She did however, express concern about her failing eyesight and this clearly impacted on her mood. Lisa answered “no” to feeling at risk of exploitation from others, and no to ever being or currently being in a domestic abusive relationship. She was also assessed as not being a risk to others. There were some risks to self-identified complexities, namely, alcohol use, sexual behaviours and disordered eating and purging. These risk assessments are reviewed on at least two contacts including the question about domestic abuse. Lisa said no on both occasions. 

6.16 During the first session with Talking Therapies on 09.09.2020, Lisa described feeling anxious about leaving the house, not having any routine, not being able to commit to anything. She reported being worried about her appearance and having botox even though she was not seeing ‘anyone’ (in a relationship). She reported difficulty sleeping, nightmares and not couldn’t relax in her own home. She said her friends were getting fed up with her as she kept cancelling plans and reported “what’s the point in being alive, I am going blind, I’ll probably get run over by a bus anyways so you know….”. However, she denied having any plans to take her own life. She described she was second guessing everything she did, worrying if every decision she made was a bad one, she was disappointed in herself and said she had no self-control in relation to cigarettes and forming a good sleep pattern. She described some disordered eating which had improved more recently. She said she felt she had to punish herself and sometimes did this by making herself vomit. She expressed she may have got this behaviour from a relative who had an eating disorder. She also described engaging in sexual risk taking behaviour, again to punish herself, but more recently had ‘reduced’ this. 

6.17 Lisa described her past as being an angry teenager with some episodes of self-harm. She described a difficult relationship with her family during this time which eventually improved. In her early adult life, she used alcohol and illicit drugs and took an overdose and ended up in hospital. She described ‘disappearing’ for 6 months with her partner when they were using drugs, as they did not want to stop, (it isn’t recorded in records how and when she stopped using drugs). She reported she was now engaging with IRIS (later to be CGL) and had a key worker for relapse prevention. It was agreed between Lisa and the PWP that the recommended treatment would be Behavioural Activation Therapy (a form of cognitive behaviour therapy). This is the National Institute of Clinical Excellence (NICE) recommendation for the treatment of depression.  

6.18 A workbook was sent to Lisa adapted to be in large print due to visual impairment and a further appointment booked for 24.09.20.  Her GP was informed by Talking Therapies about her recent purging. Lisa also described how following some previous telephone therapy she had carried out from her home, it then made her home not feel like a safe place due to discussing some previous traumatic events so she agreed to speak to the practitioner if she felt like this again, and alternatives would be explored. 

6.19 The session scheduled for 24.09.20 was cancelled due to the professional being sick and a further one was given for 6.10.22. This one was cancelled by Lisa.  Lisa told the worker “I am on a bender because my friend died on Sunday, but I have done all the work sent though”.  She did not elaborate on what exactly she was doing and, the practitioner urged her to keep herself safe and try to reduce any harmful behaviours. 

6.20 Lisa engaged in the next session on 16.10.20. She explained her friend had died 2 years ago and it was the anniversary time of their death. It was an “alcohol bender” which she used as an emotional block. She reported a bad couple of weeks, however; also said she had been to the gym and had been socialising. Lisa said her alcohol intake had increased a little as a friend had been around, yet she recognised that she did not feel well with the alcohol. The plan was for Lisa to focus on being consistent and keeping to her plan and write down any barriers to that plan. Lisa was also encouraged to continue writing down any negative thoughts. The next session was arranged for 30.10.22. This was cancelled due to worker being sick, so a further appointment was given for 13.11.20. On this date, the worker called three times, but Lisa’s phone went straight to voicemail. A text was sent to Lisa asking her to get in touch. Due to no response from Lisa and in line with Talking Therapies engagement policy, she was closed to their service and her GP was informed. All clients receive text reminders of appointments to minimise non-attendance and Lisa had these sent to her.


6.21 Lisa spoke in her appointments about her family and living alone in her single accommodation on five occasions, with no mention of a relationship or new partner recorded in her notes. Checks were made with their Multi agency Risk Assessment Conference (MARAC) lead and no updates had been received during her treatment episode.


6.22  On a consultant review, Lisa detailed one attempt of suicide when she was 25 years old, and instances of self-harming on other occasions.  Lisa reported her current mood was low and had made decisions to stop illicit substances to manage this. It was reported by Lisa that she was single and lived in accommodation with no children. Lisa received benefits and did not drive. The Consultant noted that she presented well with good rapport and was able to smile, she was mildly depressed with no suicidal ideas, plans or intent.  Risks were identified as minimal, of accidental opiate overdose (due to no illicit use); however, the risk of overdose was discussed with her in the event of a relapse and a naloxone kit was offered. The protocol is to take home naloxone kits comprising of an intramuscular injection that can temporarily reverse an opiate overdose, giving individuals opportunity to seek medical attention. The plan was to increase methadone to 35mg daily with titration appointments in three days.


6.23 During a telephone contact with Lisa on the 24th of March 2020 (during the pandemic lockdown) Lisa stated she was self-isolating and planning to stay with her mother for a while. Lisa was stable on her medication, on a weekly dispensing regime and had a locked box. No children were in the family home and she was offered a Naloxone kit but declined. Lisa was advised of the Covid rules and that a telephone only service was able at that time with CGL.  Lisa’ s mother reports that Lisa did return home but only for a short period of time. 

6.24 There was a Service User Plan Review with Lisa on 06.07.2020 with CGL. Lisa stated she was feeling better now some of the Covid restrictions were lifting and she could see friends and family again. She reported no current illicit drug use and that she had been in contact with some people from her old rehabilitation unit who were still drug free, which was supportive along with her family and friends. She stated her physical health had been unpredictable, especially regarding her blood sugars. However, she had a solid recovery and continued to recognise Covid was a barrier to exercise. She had not received her regular eye-appointments due to Covid. Lisa spoke about her having good friends around her socially and that her plan was to continue with her exercise, healthy eating plan and doing her hobbies. Lisa did not report any new relationships when discussed safe sex was discussed with her.

6.25 The next full review was on 25.01.21 by telephone. No safeguarding issues were identified at that time. Lisa was drinking three to four days a week and stated no illicit drug use at that time. She reported her protective factors for drug and alcohol goals were her family and friends at that time. Lisa reported that she felt she had gained some weight due to Covid restrictions and worker discussed aspects of her health including safe sex. Lisa spoke about her nan having died in January 2021 and this had affected her mental health, however, she remained keen on her exercise, healthy eating health and some hobbies. Lisa stated she had good people around her and did not report any risk towards her at that time.

6.26 On 24.03.21, Lisa attended CGL in person. She planned to remain abstinent from illicit drugs but she had no intention of stopping her alcohol consumption of half a bottle of vodka with friends twice a week. She stated she was being supported with her mental ill health with medication and lived alone with no contact with children and was unemployed. Lisa presented well, with good rapport and stated her mental health was fine and she had friends. No changes were made to her opiate medication plan. Lisa did not attend her next appointment on 08.04.21 despite being sent a reminder. The service was then unable to get a response to from Lisa through phone and messaging services. They were then notified of her death in late April 2021.


6.27 Lisa was known to Adult Social Care from December 2020 to May 2021 when she was given a sensory needs worker and she requested a reading lamp and cane. She also requested a direct payment for travel but was not eligible. She was not assessed under the provisions of the Care Act 2014 at any point as Adult Social Care stated that she was offered this assessment but declined. She was also contacted by Adult Social Care during the pandemic as a vulnerable adult but was considered to be coping. She did not speak of a partner or any matters of domestic abuse. 

6.28 The panel have had the benefit of seeing evidence gathered by the police from some of Lisa’s close friends for the criminal investigation and this gives us insight into Lisa’s life but also the nature of the relationship she had with David. Her close friend believes she had been in a developing relationship with David for over a year before her death. 

 
6.29 In January 2021 Lisa messaged her friend (Friend 1) to say she had been on “a bender” with a guy she’s known for a while and he had taken some photos of her. Lisa’s message stated the man was constantly messaging her and he had told her he was bi-polar and she didn’t know what to do. Friend 1 is sure that Lisa was referring to David. Lisa referred to David and her taking ‘pregab’ (Pregabalin). Friend 1 states that Lisa never took this drug until she started seeing David. Friend 1 states that Lisa had actually known David for around a year. The police were able to demonstrate that David had been commenting a great deal on Lisa’s Facebook posts and photos for over a year. Lisa told Friend 1 that she thought David had a crush on her. David would comment on every picture she posted and any posts or comments she made.

6.30 Friend 1 had known Lisa for more than 10 years. In that time, she would often go and ‘chill’ with her at Lisa’s flat. Lisa would sometimes use drugs in her presence. If Lisa needed to go and get drugs, she would always leave her flat to meet a dealer somewhere further down the road away from the flat. 

6.31 Friend 1 last saw Lisa in person in October 2020. Lisa had insomnia, she was agoraphobic so she didn’t like going out. After Lisa met David Friend 1, she thought she was less sociable in terms of going out of the flat to meet friends but this was the year there was a pandemic and the country was subject to various lockdown rules.

6.32 Friend 1 told the police that Lisa would have bouts of feeling good, going to the gym; socialising; eating well and looking after herself. Then she would have bouts of when she would hide away and not look after herself and she felt like she couldn’t go out in public. She said Lisa had been fighting with her drug use for a very long time. Lisa would have stages of sobriety but she would also re-lapse. Lisa drank almost every day but never finished a 35cl bottle of vodka.  She would also have bouts of not drinking at all and be sober for a while.

6.33 Lisa told her friend that from a young age she moved around a lot and when she left her family home she moved in with her grandma for a short while. She then moved in with a female friend for a couple of years and then to Luton for a while. Lisa described previous physical and sexual abuse but did not share the details and told Friend 1 she wanted to put it behind her.

6.34 Friend 1 describes Lisa as vulnerable in that she suffered with mental ill. In this friend’s opinion Lisa was very giving and too soft to people especially the wrong kind. Friend 1 said Lisa had men coming in and out of her life who would use her, especially as she had her own flat. These men would drink and take drugs and overstay their welcome to the point where she would feel uncomfortable with the length of time they would be there. Initially she would be ok with them and then there would be a point where she would want them to leave so she could get her own healthy routine back. Lisa described the men as arrogant and would take advantage of her kind nature. David was the first man Friend 1 had ever heard Lisa refer to as a boyfriend. 

6.35 In the last couple of months before her death Friend 1 made attempts to meet up with Lisa however this did not happen. Lisa messaged her that David had been staying with her for the entire month and “he’s one of them” which meant to her friend another male “over stayer”. Lisa sent this message on the 1st of February 2021.

On 22nd March 2021 Friend 1 received a text message from Lisa:- 
"RED FLAG BRO.
Not sure what to do. A couple of months ago David beat me up a bit but I just allowed it cuz u know how we b.
But last night he clapped me right in the face. Iv said I am going to stay with my parents for a few days cuz hes been using baaaaaaad like spent a grand on gear last week n is still charging me worse deals then my actual dealers do but goes nuts if I want a drink or by off someone else. I do like him but his Bi-polar is a shambles. I need an escape route. I am a bit worried tbf  Sorry to moan at you iv just not been in this ditch b4 
I hope you are okay bro I'm sorry iv been shit but his Bi-polar is not okay n Im not sure what to do
with him xx"

6.36 Friend 1 says she thinks what Lisa means by the word “clapped” is a hard slap or punch to the face. In April 2021, Lisa updated her Facebook profile stating she was in a relationship with David. The last text message Friend 1 received from Lisa was on the 10th of April and they were discussing unrelated matters. Friend 1 had a missed call from Lisa around 10 days before she died but upon ringing back, the phone just rang out. There was a Facebook message that said Lisa’s mobile was screwed. Friend 1 states this was not unusual for Lisa as she would get through several phones. Friend 1 messaged Lisa on Facebook Messenger on the 29th of April at 10:25hrs which was delivered but not read. On the 2nd of May 2021, Friend 1 found out that Lisa had died. 

6.37 Another friend who was also the next-door neighbour of Lisa’s also provided information to the police. This neighbour lived in the flat attached to Lisa’s and they became friends over the years. She had known Lisa since 2013 and describes Lisa as having a lovely bubbly character. Lisa was someone who had an active social life and was frequently out with friends partying and would have friends round to her flat where she enjoyed playing music and generally having a good time. However, she was always respectful of her neighbours. Lisa also kept herself fit and would go out running and visit the gym. Over the years, the neighbour had never known Lisa to be in a serious relationship. Lisa had several male friends but never mentioned about having a boyfriend nor had she ever had anyone live with her on a long-term basis.  Lisa confided to her neighbour that she had been having therapy during 2020 for her various mental and physical health problems but was in good spirits both mentally and physically, and felt her life was going in a good direction. 

6.38 However, from January early February 2021 the neighbour noticed a male was visiting on a daily basis, and staying. On passing in the hallway, Lisa introduced this man as David “This is my fella, David”. As the weeks went on the neighbour saw less of Lisa. She thinks Lisa became withdrawn and was frequently inside. When the neighbour saw David he always seemed high on drugs.  David’s eyes would be glazed over and he would seem completely spaced out. 

6.39 There was an image that Lisa uploaded to her Facebook page on the 24th of April 2021, of herself and David who had his hand on top of her head. The neighbour thought that David looked high in this picture and David and Lisa had written in the comments on the post that he was on drugs. 

6.40 About a month before Lisa’s death, the neighbour heard a lot of shouting and banging coming from inside Lisa’s flat, the shouting was from Lisa and David. Two weeks before her death, the neighbour was worried for Lisa’s safety. At 4am, she could hear an argument and raised voices from Lisa’s flat and a lot of banging as if things were thudding against walls. She was unsure what to do. She did not call the police and felt panicked. She was reticent about calling the police on Lisa. The voices calmed down after a short while and she slept. 

6.41 The neighbour also overheard an argument between them in the hallway.  She heard Lisa saying to David that things had become too much for her and that she needed some space and some time for herself – to which David replied he had nowhere to go because of Covid. The next time the neighbour saw Lisa was around a week before her death. Lisa seemed very down and depressed and did not seem herself at all. Her complexion seemed grey and withdrawn she was also thinner in the face. The neighbour described Lisa as very petite but was shocked to see Lisa had lost weight in such a short space of time. 

6.42 The neighbour noticed Lisa was not out as usual visiting friends. She attempted to make arrangements to meet Lisa but this did not materialise. Lisa was usually always online on Facebook. However, the last message the neighbour had sent to Lisa on the 10th of April wasn’t read or responded to which was out of character for Lisa. 

6.43 On the 29th of April 2021 at about 9pm music started playing from Lisa’s flat. It became so loud by 9.30pm that base tone of the music was thudding through the walls and floors. This was unusual was Lisa was usually respectful around making noise.  The neighbour had never heard music coming so loudly from Lisa’s flat before. Muffled voices were heard and this went on until about 11.30pm when the music stopped and it was quiet.  The next day was completely silent from Lisa’s flat. The neighbour was then visited by the Police later on in the day on the 30th of April 2021, informing her of the unfortunate event that had taken place. 

6.44 Another friend (Friend 2) saw Lisa for dinner on the 24th of April 2021. They had been friends for 20 years. They were a couple when Lisa was 21 but split up and then got back together in 2010 after Lisa had attended rehab for her drug addiction and was doing well. They split again in 2012 as Friend 2 left to live and work outside the UK. They kept in touch a couple of times a year after Friend 2 returned to the UK in 2014. Friend 2 had been to Lisa’s flat and he described it as being very neat and tidy.  As her eyesight wasn't very good, she used to keep things in certain places so that she would know where they were. 

6.45 On the 24th of April, they had agreed to meet and they decided to go to a restaurant. About an hour before they met, Lisa messaged Friend 2 and said:- 

"I JUST BEEN INFORMED TO TELL YOU HAVE A BOYFRIEND BEFORE LEAVE THE HOUSE".

6.46 Friend 2 thought this message was a little strange. He says Lisa was always a very strong character so it seemed odd to him that she would allow anyone to tell her what to do. Lisa arrived late to meet her friend but had messaged to say she was running late as she had forgotten her insulin. During the meal, they chatted as usual about their families. Lisa did not mention David. Everything appeared normal with Lisa.  Friend 2 recalls that she seemed her normal happy self. They left the restaurant and Lisa took a taxi home. Lisa was murdered by David a few days later in April 2021. 


7 Conclusions


7.1  The panel considered fully the possible dynamics of the Lisa and David’s relationship but the information around the couple, as a couple is relatively minimal. We know that both had physical, mental and addiction needs and that David had a prolific offending history and a previous problematic relationship. David is seen as possibly coercive and there is indicative evidence that he was physically violent toward Lisa before he murdered her. It appears this may have intensified from February 2021. Lisa was seeing professionals intermittently. Lisa stated all was well and numerous times denied being in any relationship. Those who did have concerns (a neighbour and friend) felt unable to rise the alarm for Lisa to statutory agencies and understandably would be concerned as to the personal implications for them. It is in hindsight that there is regret they did not take action. 
7.2  TVP were unaware of the relationship between Lisa and David at the time of the index event and so could not have put in any measures to help safeguard Lisa. However, friends and family of Lisa had their own concerns about domestic abuse and control within her relationships. Better information from the police to encourage third parties to report, could potentially improve the outcomes for otherwise hidden abuse. Whilst it is acknowledged that victims should remain the focus for reporting within domestic abuse campaigns, this IMR has found that there is scope to further include, promote and encourage third parties in the reporting process. 
7.3  Lisa’s death was before the Domestic Abuse Act 2021 was enacted and also before the updated governmental policy and report on Standards for Domestic Abuse Perpetrator Interventions (Updated 10th February 2023). That is not to say that organisations were not working with perpetrators before this time. Charities such as Safe Lives and Respect have long done so but the above report does demonstrate that there is much to do to effectively work with individuals like David to change outcomes. 
7.4  No risk assessment was undertaken by any professional with Lisa as she did not convey any issues around a relationship and appears to have not mentioned she was in a relationship with David at all. Had there been some knowledge of this a helpful risk tool would have been DASH risk assessment or similar risk documentation. This would have assisted professionals understanding of the degree and nature of any domestic abuse dynamic in the relationship which later emerged at the criminal trial from Lisa’s friend. It is unclear if Lisa was aware of David’s extensive offending history or that he had had another relationship with a woman in which he was accused of abuse. 
7.5  It became apparent during the homicide investigation that a friend and neighbour of Lisa’s harboured concerns about the relationship but did not report this until after the index event. As with victim reporting, there may be many reasons why third parties are hesitant in reporting concerns of the domestic abuse, or suspected domestic abuse. Third party reports of domestic abuse are always recorded, attended (subject to a risk assessment) and investigated. It is important that police give a clear message to third parties of how they can report and that their reporting will be valued.  Lisa’s mother reflects she did see Lisa become more withdrawn but this was in the context of her daughter having periods of mental health needs and in particular depression. The family had also been through a bereavement of a close relative. 
7.6  Lisa herself was very open that she would experience anxiety and depression at times. The final report of the Woman’s Mental Health Taskforce[footnoteRef:1]  page 25, states that despite being recommended in NICE guidance (NICE, 2014), ‘routine enquiry’ into domestic abuse, is often not being carried out and experiences of abuse are often not detected by mental health services (Natcen, 2015). Research found that the majority of Mental Health Trusts that responded to a Freedom of Information request (18 of 35) had no policy on ‘routine enquiry’ about abuse. Women experiencing domestic abuse tend to seek help via health services rather than via the police and criminal justice system (Coid et al., 2002). This emphasises the need for mental health services to be responding appropriately to disclosures; ensuring these are being addressed in their care planning. Referral pathways are required to be in place to meet the needs of women who have experienced abuse and violence. It is essential that these opportunities are not missed and that women get the appropriate support for both their mental health and their experiences of abuse and trauma. Evidence shows that most survivors of violence and abuse do not mind, and actually welcome, being asked about their history of violence and abuse (Natcen, 2015). In this case Lisa did not make disclosures but she was not asked.  [1:  https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/765821/The_Womens_Mental_Health_Taskforce_-_final_report1.pdf] 


7.6  The GP refers to Lisa attending with injuries that appear to have been seen as relating or her partial sight and diabetes. The safeguarding lead states that the GP surgery does have processes and procedures to identify and signpost around domestic abuse which sits under safeguarding but there does appear to have been a lack of professional curiosity. The advice into the panel for this GP practice is that individual GP’s carry professional responsibilities for inquiring around domestic abuse and any exploitation and this is part of the wider safeguarding system. This includes monthly meetings. There are dedicated prevent domestic abuse programmes such as IRIS [footnoteRef:2] but this is not mandatory for GP practices. Therefore the policies and procedures are present but Lisa did not feature as a person of concern. [2:  https://irisi.org] 


7.7  David was dependent upon prescribed medication and in particular Diazepam which is known to influence risk, stability and volatility. There was in addition to this mental health needs and substance abuse. David had a history of offences including violence. GP’s as qualified doctors are able to prescribe opiates to patients in accordance with their professional judgement. The panel were keen to understand the management and clinical governance of those who are prescribed opiates in the context of this dependent perpetrator. It transpires that the General Practice arrangements for opiate dependence management in General Practice is quite complex. General Practitioners are independent contractors to the NHS and work under a contract called the General Medical Service (GMS) contract.  They are commissioned by NHS England (NHSE) through the regional based structures of the NHS, formerly Clinical Commissioning Groups (CCGs), and now Integrated Care Boards (ICB’s)

7.8  Care of opiate dependence was considered  and  is noted to be a specialised service and is not a part of the GMS contract.  It is commissioned by ICBs from individual practices or other providers via Enhanced Services Contracts that set out the nature and scope of the service to be delivered including elements of the clinical pathway and the quality assurance and reporting arrangements for the service. David was registered as a general practice patient long term with a practice that was commissioned to deliver an opioid / opiate management service.  He was one of the identified patients receiving the extended service. The practice delivered this service to an average of 3 patients at any time over the many years it was commissioned to provide this service.

8 The concept of intersectionality was also considered. This is where is an individual can experience multiple elements of  identity which interconnect creating disadvantage, inequality and  discrimination. These factors  may influence how they are perceived by others or by society and lead to oppression and risk including domestic abuse and other lived experience. The concept was originally applied to race and gender  and oppression related to those identifying factors but this is now applied much wider. This includes  age, disability, gender assignment, sexual orientation, race, religion, pregnancy, sex,  sexual orientation and these are now seen as protected characteristics under the Equality Act 2010.There can be an overall negative impact  where persons are part of  several minority  or marginalised groups. This can weaken their agency and entitlement be stifled. Mary Wickenden ( Disability and other Identities ? How do they Intersect? 2023 states, “if someone is a member of several disadvantaged or marginalised groups, then their experience of exclusion may be exacerbated.” Lisa was a woman with a disability and while she had established an independent life was inherently vulnerable. 



9 Learning Identified

8.1  TVP advise there is limited learning for TVP, due to there being no relevant contact with Lisa or David. However, their IMR has identified that TVP could do more to promote third party reporting. TVP have been running a campaign to support third party reporting of abuse as stated earlier in this report. They will continue to do so. David’s index offence being against a male associate meant that he was not assessed as suitable for domestic abuse perpetrator accredited interventions by the Probation Service at the time. These interventions are legislated only to be used for individuals who have index offences of violence within intimate relationships. David’s sentence plan identified work to be undertaken around conflict resolution and emotional management, with the aim of reducing further violent incidents. In addition, David’s violent behaviour was assessed as linked to his drug and alcohol use and therefore work was undertaken to address his substance misuse. Since that time, less formal interventions are available to Probation Practitioners to use on a one-to-one basis to promote healthy relationships and work to reduce domestic abuse, if they identify a need, regardless of the index offence. It is noted that when David was supervised on Licence, he was not known to be in an intimate relationship. 

8.2  For BHFT and Talking Therapies the following learning was identified including good practice :-
· To understand that people who are in abusive relationships can often not recognise this, particularly the controlling behaviours and therefore not link this to their mental health difficulties. To explore this further with clients maybe help them identify this. 
· Relationship status should be more explicit and not just a tick on the demographic information gathering and to revisit relationship status before each episode of care. 
· When assessing risk to others look at risk in general to others AND to specifically look at risk to intimate partners/ family members even when there is assessed as no risk to others. 
· Lisa received a good level of service from Talking Therapies and there was evidence of text appointment reminders and appointments were rearranged at the request of Lisa. Lisa was informed of the need to cancel appointments due to staff sickness. Her risk to self was assessed and reviewed using Patient Health Questionnaires and the General Anxiety Disorder scoring. Joiners model of suicidality was also used. (Thwarted belonging; Perceived Burdensomeness; Acquired Capability (fearlessness).
· The worker took the case to supervision 3 times where risk to self was discussed and assessed as low. This provides an opportunity to reflect on the case and share concerns, taking advice if necessary. 
· Risk of domestic abuse is routinely asked at a very minimum on 2 occasions. This is good practice, however, the way it is asked may increase the likelihood of a disclosure. Given the strong link between mental health, substance misuse and domestic abuse and how they interplay with each other, the assessment could benefit from more exploration into intimate partner and family relationships.

· David’s engagement with Talking Therapies within 2 years of the homicide was only one session. This resulted in an appropriate referral to secondary mental health services by CPE. There is evidence of a thorough and robust paper assessment for this referral and good liaison with GP and the drug and alcohol service. 
· Risk to others was explored but not explicitly the risk to intimate partners. Because the risk to intimate partners can be very different to the risk of others in general it should always be considered separately.
· The response by Talking Therapies to decline the self-referral in June 2020 was appropriate and David was telephoned with this decision and spoken to rather than a letter sent.  This was good practice and gave the opportunity to reinforce he should engage with drug and alcohol services. 

8.3  The GP for David identifies learning around being more insistent on increased urine testing for toxicology; improved medicines management on reducing methadone dosage and diazepam though some progress was achieved around diazepam. The GP’s aim was to facilitate him in not using illicit drugs. David had a score of 9 on the depression severity score which denotes “Watchful waiting” rather than any intervention with medication or talking therapies. While some patients will pass into a dual diagnosis care pathway where significant mental health and addiction will be worked into a care plan together this requires psychiatric input to oversee and David was not deemed to require that referral. Talking Therapies did identify that he would benefit from some intense talking therapy but as he was unstable it was not considered the right time for him to engage in this. This may have presented a dilemma – how was David going to be supported to reach some stability with his drug use and be able to deal with his depressive state and vice versa. 

8.4  The GP advises that clinicians can exercise professional curiosity to try and explore difficult areas such as domestic abuse or misuse of drugs but if the patient chooses to stay closed and not engage then it makes it very difficult, likely impossible, for the clinician to explore and get to the core of the issues.  

8.5  While the GP and specialist service (CGL) were working toward the same aim this was not coordinated under any formal shared agreement or plan so the GP may have missed out on helpful support and expertise from CGL and there appears to be a lack of oversight. There is increased pressure upon the addiction services and also of course patient engagement is key. The CPE service was concerned about David’s diazepam use and wrote to the GP in a letter dates 22.1.20. It is not clear who if anyone at the practice saw this letter. 

8.6  As stated throughout the report, David was being prescribed medication to which he had become dependent including diazepam, codeine, pregabalin and he was at times also using off prescription benzodiazepines. The management of this was challenged by a lack of close and formal working with specialised services and also a lack of training and complex governance arrangements as outlined in the analysis section of this report. The panel looked in some detail as to the care afforded to both Lisa and David by their GP's and this included medicines management and professional curiosity around domestic abuse and risk. David had a pattern of behaviour where he would regularly press his GP for additional medication and increased doses of medicines already prescribed. This included medications addictive in nature.

8.7  The GP panel member explained that patients requesting / demanding / pleading or otherwise trying to negotiate for more or different medication is very common in General Practice and not just confined to medications of addiction / dependence.  There is an ongoing complex negotiation between the prescriber and the patient and often (almost always) includes the holistic management of, and care for, the patient and their wider family / friends and their use of wider healthcare services.  GPs have a professional, moral and indeed contractual duty to provide care to all registered patients in their practices population (and indeed Temporary Resident in their area). A prescription has many purposes other than simply the lawful access to prescription only medications and GP prescribers are very aware of the risks of medications of potential abuse.  GPs can, and certainly do, utilise their professional curiosity to explore issues such as possible domestic abuse but they have very limited resources (time and information sources) to investigate deeply and ultimately are heavily dependent on what the patients, and their family and friends, choose to reveal to us, and what we can find out via our links with the local community (without breaching confidentiality and Dara protection)

8.8  There was also a recognition by the panel that a psychotherapy service had directly raised concerns with David's GP around the prescription of diazepam to him. The view was expressed by this service to the GP that David required diazepam reduction to support David in reducing addiction and becoming more stable so he could engage more effectively in psychotherapy.  The GP panel member states that many external agencies may raise their concerns with the GP Practice about aspects of a patients care and all practices take this seriously. However the external agency may not be fully sighted on what the practice is doing about the patients overall care, The best care is delivered when information from various sources are pieced together to give a more complete overall picture.  It has been difficult to recommend a specific protocol around diazepam medicines management as some GP's contracts do not include such management though GP's are able to prescribe freely without any recourse to specialist drug services. It was also raised by the GP panel representative that this report is a DHR and not medicines management report or audit. There is limited access in the GP practice area to addiction / dependence specialist services and there remains a considerable population of patients with addiction / dependence / drug misuse problems that therefore has to continue to be managed in what the GP panel member describes as an overstretched General Practice.  

8.9  For Berkshire and NHS Foundation Trust there is ongoing work within the Trust to undertake routine questioning relating to domestic abuse with appropriate questions being implemented in to the electronic patients record system.

8.10 CGL learning includes completing appointments with correct recording of risk management having been discussed at full risk reviews. This will then inform service user plan updates. Lisa was allocated to a male Recovery Worker and was reviewed by male medical staff however she did have interactions with female staff within the service on several occasions.  Her key worker had a longstanding relationship with Lisa and there is no evidence to suggest she may have felt uncomfortable in disclosing her relationship to CGL staff.

8.11 During Covid-19 CGL recognise that some of their interventions were not face to face due to restrictions at that time and may have hindered detection of any adult safeguarding concerns with Lisa. However, during that time CGL managed risks via regular calls to update full risk reviews and service user planning. This would have led to engaging Lisa in discussions around her mental health, relationships, drug and alcohol use and other factors that could be indicators of domestic abuse.  Lisa attended her pharmacy during this time on a fortnightly basis and the pharmacist made no report of concerns to CGL. CGL were attending the MARAC meetings regularly and no reports for Lisa had been highlighted to the service. During Covid lockdown period there was a general feeling that services were not fully operational across health. There was also a risk that services worked in isolation though this is reported by CGL to be a challenging dynamic working with GP practices pre pandemic. 

8.12 National Consideration - perhaps the biggest learning in this review is the importance of reports and information from third parties to statutory agencies of domestic abuse.  Friend 1 and Lisa’s neighbour had concerns. The panel discussed the fear that members of the public may feel in reporting concerning things they have seen or heard. There are possible repercussions that inhibit reporting persons and in many cases people do not feel comfortable alerting the police. The panel discussed how anonymity could be assured but then the challenge for the police needing evidence on which they can relay to prosecute a perpetrator. The neighbour’s evidence is very striking as to the real dilemma felt by that witness. The panel are aware that the public can ring community police numbers and Crimestoppers but the panel consider a significant national campaign is required to reach out to the public. This is to emphasise that if they see or hear anything concerning around domestic abuse that they can safely report this. Methods of reporting should be clear and steps taken for any necessary safety planning for the victim and witness. 

8.13 While the crime data from the Office of National Statistics give us reliable data on how many domestic abuse crimes are reported these do not break down into reporting mechanisms or if third parties have reported such incidents. However given there is an increase in incidents nationally there must be a considerable cohort of third parties who see, hear or suspect domestic abuse who could report to a statutory agency. This excludes children for which the Domestic Abuse Act 2021 affords protection as witnesses of domestic abuse as they are now deemed to be victims also. 

8.14 Where a third party is involved but is fearful of repercussions this would require a sensitive and nuanced approach by the police investigating matters further. The panel considers local and national campaigns around active bystander training and intervention programmes would be helpful.  Some universities deliver this to their body of students to educate how to safely manage abusive behaviours they may witness in that environment. This is not something that is widely delivered in workplaces but could be considered. The panel consider any initiatives that give the general public confidence and know how to report domestic abuse would bring into the community some guardianship of safety. 

9 Recommendations from the Review
9.1 TVP Recommendation 

9.2 It is recommended that the current TVP public campaign continue, which contains information and advice on the reporting of domestic abuse, to further include, promote and encourage third parties to report domestic abuse, or suspected domestic abuse, on behalf of others.

9.3 GP recommendations

9.4  It is recommended that GP's are reminded of the NICE guidance in relation to the relevant medicines management raised in this report. . Prescribing benzodiazepines in general practice | British Journal of General Practice (bjgp.org) Diazepam | Drugs | BNF | NICE (The NICE British National Formulary (BNF) site is only available to users in the UK (England, Scotland, Wales and Northern Ireland)

9.5 It is recommended that GP's work toward more formalised shared care pathways and care plans for those presenting with needs such as Lisa and David.  This is a Public Health matter as confirmed by the Local Authority. This recommendation will be passed to Public Health. 

9.6  It is recommended that where such formal shared care plans do not exist then that GP’s  still work collaboratively with other relevant agencies to manage addiction needs of patients and assess risk. 

9.7 The panel recommends that GP's  in question review their standard routine enquiry around domestic abuse toward all patients to build on previous training and development around this area. 

9.8  It is recommended that GP’s systemically review and seek specialist drug and addiction advice around patients with known drug addiction needs when considering prescribing medications known to be addictive in nature. 


9.9 CGL recommendations

It is recommended that CGL complete refresher DASH training locally with the whole staff team to update their knowledge and skills and consider the impact of non-face to face interventions and detection of safeguarding and harm when undertaking psychosocial interventions remotely.

9.10 Berkshire Health Foundation Trust Recommendations 

9.11 It is recommended that Talking Therapies review  the patient’s relationship status before every new episode of care.

9.12 It is recommended that  Talking Therapies add a prompt in the assessment specifically about intimate partner/former partner or family member relationships. It has been proposed to include do you feel safe and comfortable in your relationship and with family members?  If there is concern  around an abusive relationship further enquiry must be made. How does your relationship impact on your mental health?


9.13 It is recommended that an appropriate trainer in domestic abuse provide specific training for Talking Therapies on the links between domestic abuse, mental health and alcohol / substance misuse.

9.14 Probation 


There are no recommendations offered by this agency.

9.15 Housing 

9.16 There are no recommendations offered from housing, 

9.17 Adult Safeguarding 


There are no recommendations offered by adult safeguarding. 

9.18 National Recommendation

This review would like to highlight to the Home Office the importance of, and action required of a refreshed and sophisticated national campaign to educate the public as how imperative it is to report domestic abuse as third parties/members of the public and how this contributes to the wider safety of all. This should include clear and safe pathways by which reporting can be achieved without raising any risk to the reporter. 
In consideration of the above the agencies have all considered action plans to take forward the single and multi-agency learning that emanates from this review.  These can be found at Appendix   1. 
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