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Please note that this document contains descriptions of violence and 

offensive language which people may find distressing. 
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Foreword by the Chair of the Review 

This report outlines the findings and future learning recommendations following the 

Domestic Homicide Review into the death of Eve who died in February 2017.  

The panel wishes to send condolences to the family of Eve and to thank them for 

their generosity of spirit and hugely valuable input into this report.  

“Eve was a loving mother, sister, step-mother and grandmother. She loved to look 

after her family and even when all six grandchildren came around she was not 

phased, she just got out the toys and made everybody welcome. All she ever wanted 

was to make a happy home for her family.”  

JAN PICKLES OBE 
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1 The circumstances that led to this Review 

In February 2017, Eve was killed by her long-term partner Nick, he stabbed her to 

the chest and stomach in his van using a ceremonial sword, and then took her dying 

to her doctor’s surgery. Eve was a mother of two grown-up sons and acted as a 

step-mother to Nick’s two sons from a previous partner. Eve had met Nick in 1999, 

after her divorce from the father of her sons. Nick then moved into Eve’s matrimonial 

home with his sons where he lived until her death.  

Nick in August 2017 received a life sentence with a 24-year tariff at Wolverhampton 

Crown Court for her murder.  
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2. Purpose of the Domestic Homicide Review  

The purpose of the Domestic Homicide Review (DHR) is to: 

• Ensure the voice of Eve is at the centre of the review process; 

• Establish the facts that led to her death in February 2017, and to identify 

whether there are any lessons to be learned about the way in which 

professionals and agencies, both locally and across borders, worked together 

to safeguard the individuals involved; 

• Listen to family, friends and relevant others in the community where possible 

who have views on this tragedy and to ensure these views are reflected in the 

report; 

• Establish whether the agencies or inter agency responses were appropriate 

leading up to the time of the incident in February 2017; 

• Establish whether the agencies have appropriate policies and procedures to 

respond to domestic abuse and to recommend any changes because of the 

review process; 

• Identify what those lessons are, set out how they will be acted upon and 

explain what is expected to change as a result; 

• Publish the findings in accordance with the Home Office guidance to enable 

the lessons learned to be shared in the wider arena. 
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3.The process followed 

This section summarises how the DHR Panel sought to manage the review process, 

including the membership and operation of the panel, keeping the family central to 

the process, the scope and methodology, reporting and communications. 

3.1 Membership and operation of the Review Panel 

A Domestic Homicide Review Panel (the ‘Panel’) was established from a core group 

of agencies who are required to participate in Domestic Homicide Reviews. This 

included:  

1. Black Country Partnership NHS Foundation Trust (Mental Health Trust) 

2. Black Country Women’s Aid 

3. West Midlands Police 

4. Sandwell Metropolitan Borough Council Housing and Communities 

Directorate 

5. National Probation Service now the National Prisons and Probation Service 

6. Sandwell Metropolitan Borough Council Domestic Abuse Team 

7. Sandwell and West Birmingham Clinical Commissioning Group 

 

The Panel’s membership is noted in Appendix 1 

I was appointed as Chair of the DHR and Author of this report in April 2017. I am a 

qualified and registered social worker with over thirty-five years’ experience of 

working with offenders and victims of domestic abuse and sexual violence, both 

operationally and in a strategic capacity. In 2004, I received an OBE for services to 

victims of domestic abuse for the development of both the Multi Agency Risk 

Assessment Conference (MARAC) model and for development of the role of 

Independent Domestic Violence Advisers (IDVAs). In 2010, I received the First 

Minister of Wales’ Recognition Award for the establishment of services for victims of 

sexual violence. In my career, I have held roles as a Probation Officer, Social 

Worker, Social Work Manager, Assistant Police and Crime Commissioner and as a 

Ministerial Adviser. I currently am an Independent Board member on a Welsh NHS 

Trust and a member of the National Independent Safeguarding Board for Wales.  I 

have completed the Home Office training for chairs and authors of Domestic 

Homicide Reviews.  

I am not currently employed by any of the statutory agencies involved in the Review 

(as identified in section 9 of the Act) and have had no previous involvement or 

contact with the family or any of the other parties involved in the events under 

review. 
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The Panel met on eight occasions from June 2017 to March 2018, the initial meeting 

in June 2017 was followed by the Crown Court trial in August 2017. This delayed the 

contact between the Chair and Panel and the family, as the Panel did not want to 

impede justice. 

As a guiding principle, the Panel sought to involve the family of the victim as early in 

the process as possible, taking account of who the family wished to have involved as 

lead members and to identify other people they thought relevant to the review 

process. The next of kin for the family was identified as one of Eve’s sister who had 

been her close confidant and she gave permission for the Panel to view Eve’s 

medical records as part of the Review. 

Following the perpetrator’s sentence, as Chair and Author of the Review I spoke with 

Eve’s sister the identified next of kin, and she was kind enough to share her 

memories of Eve. During this interview, she described Eve as a loving and much-

loved sister, mother, niece and friend who was missed by them every day. All she 

ever wanted was to make others happy and create a warm and caring home for her 

family. Eve had worked previously running a creche and as a cleaner in a Probation 

hostel, but her sister believes this confident and able woman was controlled by the 

perpetrator and was not allowed to work outside of the home after she met him. 

They, as a family, struggle with their grief but were determined to contribute to this 

Review in the hope of preventing this from happening to another family. 

Following the sentencing of Nick, I wrote to him in prison and requested his 

involvement in the Review. I had requested that my letter to him was hand delivered 

by the Probation staff in the prison so that any questions he had about the review 

process could be fully addressed. Nick chose not to be involved in the Review and 

will receive a copy of the Executive Summary of the Review. 

The health records of the perpetrator are under the Department of Health ‘Striking a 

Balance’ (2012) available to the Review as confidentiality can be waived on the 

grounds that a person/s caused the death of another. 

www.gov.uk/government/news/striking-the-balance-guidance-on-information-sharing  

The DHR Panel agreed a communications strategy that sought to keep the family 

informed throughout the Review and used both the Family Liaison Officer prior to 

sentence and I, in my role as Chair of the Domestic Homicide Review, kept in touch 

with Eve’s sister. As Chair, I have tried to be sensitive to their wishes, their need for 

privacy and support and to maintain any existing arrangements that were in place to 

achieve this.  

In reporting the views of individuals who witnessed the actions of the services 

involved, the Review Panel is not endorsing those views as an accurate or as a fair 

assessment of the services provided. They are the views and opinions of the family 

and friends and should be considered with respect, in that they may offer lessons for 

the services involved. 

http://www.gov.uk/government/news/striking-the-balance-guidance-on-information-sharing


                                                                
 

9 
 

3.2 Scope and methodology  

Whilst respecting Eve and her family, the Review sought to do the following: 

• Consider the period of ten years prior to the death of Eve subject to any 

information emerging that prompts extending the Review to earlier incidents 

or events. 

• Consider the way in which information was exchanged between agencies.  

• Request Independent Management Reviews from each of the agencies 

defined in Section 9 of the Act and to invite responses from any other relevant 

agencies or individuals identified through the review process. 

• Seek the involvement of the family and relevant friends and the perpetrator to 

provide a robust analysis of the events. 

• Take account of the coroner’s inquest, criminal proceedings and other 

relevant enquiries. 

• Produce a report that summarises the chronology of the events, details the 

actions of the agencies involved with analysis and comment, and makes 

recommendations for safeguarding individuals where domestic abuse is a 

feature. 

• To aim to produce a draft report by the end of September 2017. The final draft 

was discussed with a family representative in January 2018 (this delay was 

due to bad weather preventing an earlier planned meeting) prior to being 

presented to the commissioning authority, the Safer Sandwell Partnership 

Board. Once agreed, the final draft will be sent to the Home Office for quality 

assurance and then published in such a way that will respect the family’s 

privacy. 

NB: It should be noted that it is NOT the purpose of a Domestic Homicide Review to 

either establish how the victims died, or to identify who is culpable for their deaths. 

These are matters for both the coroner’s and criminal courts. Equally, it is not the 

purpose of the Review to apportion blame to agencies or individual practitioners.  

Instead, the purpose of the Review is to identify lessons that can be learned to 

improve awareness and agency responses that may ultimately prevent others from 

becoming victims of domestic abuse and homicide in the future. 

The methodology used to develop this Overview Report is outlined in Appendix 2 of 

this report. The Terms of Reference for the Review are attached in Appendix 3. 

3.3 Reporting of this Review 

The full DHR was shared with Eve’s sister in final draft and her comments were 

welcomed and incorporated into the final document. 

Once agreement has been given to the final draft of the report by the Home Office 

quality assurance panel, the Overview Report and Executive Summary will be 

available on the council website. The public Overview Report and Executive 
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Summary will be suitably anonymised to protect the dignity and privacy of the family 

and to comply with the Data Protection Act 1998.  

A copy of the Overview Report and Executive Summary will be made available to the 

perpetrator in prison. 

3.4 Media and communication 

It was agreed at a meeting of the Panel that the management of all media and 

communication matters be undertaken by Sandwell Metropolitan Borough Council 

Communications Team. At my interview with one of Eve’s sister, advice from this 

team was offered should the family wish to engage with the media in the future. 

The Overview Report and Executive Summary will be published on the Sandwell 

Metropolitan Borough Council website to which all agencies will be able to create a 

link to their intranets, with an appropriate press statement available to respond to 

any enquires. All written communication from the Panel will be using the Safer 

Sandwell Partnership logo. Panel members also commit to distributing the 

recommendations of the Review via their own websites and the Domestic Abuse 

Strategic Partnership, and to raise in learning forums with other partner agencies 

involved with responding to domestic abuse.  

3.5 Equality statement 

Eve identified as White British, with no known disabilities. Nick the perpetrator, 

identifies as White British, with no known disabilities. 
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4. Background to the Review 

4.1 Eve met Nick in 1999 and during the course of the next seventeen years Nick 

created a relationship that was abusive and controlling, treating Eve according to her 

family as his “domestic slave”. Eve was a homemaker who always put her family 

first; she did for a time during this relationship work as a part-time cleaner but had to 

give this up due to her fears that Nick would be a threat to her employer. Nick 

required her to keep the house immaculately clean and serve his meals when and 

where he wanted them. Eve’s two sons and two step-sons witnessed this abusive 

behaviour growing up. Eve did all in her power to keep Nick “happy” to limit the 

damage to her and, more importantly according to her family, to protect the children 

as they grew into young men.  

4.2 In his statement to the Police, Eve’s youngest son described Nick as “a bully” 

who was abusive and controlling, he made her justify her spending, damaged her 

property and ripped her clothes”. He called her “a slag” or “a cunt” in front of her 

sons and others. He wrote “bitch” in permanent marker on the living room wall 

following a row; this could not be hidden even when painted over and was covered 

by a mirror. They were all aware that it was still on the wall, a constant reminder to 

them all of Nick’s abusive attitudes and behaviour.  

4.3 Nick tried to isolate Eve from her sons. Eve would not call the Police as she was 

so fearful of him and what he could do to her and her family. During an argument, he 

had once thrown a dumbbell through the landing window. He often picked trivial 

arguments with Eve. After her sons had left home Nick strictly controlled Eve’s 

contact with them. One of her sons could only contact her by texting her secretly, 

which was difficult as Nick scrutinised all communication devices. However, her sons 

discovered they could text Eve using the landline which Nick did not know accepted 

texts. Nick monitored her use of the car, checking the mileage to establish likely 

destinations to ensure she was not seeing her family illicitly. This meant contact with 

the outside world, her sons in particular, had to be snatched, furtive and loaded with 

fear of discovery.  

4.4 Eve’s oldest son described Nick as a “time bomb” who deliberately destroyed 

Eve’s possessions which were very dear to her. He states Nick to have been jealous 

and controlling and describes being told by one of her friends that he had once 

stripped her naked in the street. Neither of her sons had seen any violence in the 

home, but they had witnessed her injuries and significant verbal abuse, they knew 

their mother to be scared of him. 

4.5 As a child her youngest son describes Nick humiliating him as he was “chubby”.  

On one occasion, he had cut up his comic book with a Stanley knife as a 

punishment. He described Nick as enjoying putting smaller and weaker people 

down. When Eve’s son was 15 or 16 years old, he remembers Nick telling him how 

he had repeatedly punched a cat, injecting it with amphetamines to keep it alive as 
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he continued to beat it. Her son interpreted this as a warning to him to do as he was 

told by Nick. On one occasion, in order to get one of Eve’s sons out of bed, he shot 

him with a BB gun and laughed about it; on another he brought the garden hose into 

the bedroom and doused him in water, again finding it entertaining. 

4.6 Nick had a fascination with knives; he owned several samurai swords and 

ceremonial knives which he kept in the house in various places including under his 

bed. He also had owned a crossbow and crossbow bolts. He kept a pickaxe handle 

with Eve’s name scratched on it which he laughed about and used to intimidate her 

with. There was talk of a gun dismantled in three parts being kept at the house. 

4.7 The Review had access to Eve’s health records for the preceding ten years and 

this confirmed that Eve had struggled for a long time with both her physical and 

mental health. In August 2008 Eve attended her GP surgery on three occasions, 

presenting initially with a severe depressive episode requesting anti-depressants. 

She described feelings of isolation with little to live for, apart from her children, and 

an inability to cope. This is a re-occurring theme throughout the next years of Eve’s 

life. In 2008, she describes being fearful at the prospect of her partner being 

released from prison and returning to her home. Eve was seen regularly at her GP’s 

surgery and was referred for counselling on two occasions which she did not take up 

and was discharged by the Sandwell Mental Health Trust in January and March of 

2009. In October 2008, she presented at the Emergency Department of her local 

hospital with a damaged rib from a fall. A year later when attending a different 

Emergency Department after being poked in the eye, she gave her son’s name as 

her next of kin, although she was still in a relationship with Nick. At this visit, she 

denied when questioned that the injury was the result of an assault. However, Nick 

cites his poking Eve in the eye as an ‘accident’ whilst in a group session on the 

Integrated Domestic Abuse Programme (IDAP) as part of a court-mandated activity 

following an assault on a woman with whom he was having an affair. 

4.8 In September 2010 after a gap of six months, Eve presented at her GP’s surgery 

with a further major depressive episode and requested anti-depressants, again she 

states that her partner was about to be released from prison (we believe this to be a 

period when Nick was remanded in custody, he was released in July 2010 upon 

being sentenced to a Community Order with a condition to attend the IDAP). Eve 

disclosed she was experiencing significant difficulty coping due to a recent 

bereavement and the pressures of being a carer for her uncle. Within a fortnight Eve 

again returned to the GP stating her situation was the same and that she was still 

struggling to cope and could not sleep.  

4.9 During November 2010 to October 2011, Nick attended the IDAP as part of his 

Community Order. In the same period, Eve attended her GP’s surgery complaining 

of chest pains. She then missed without explanation three subsequent appointments 

at the surgery and attended the Emergency Department at her local hospital for 

treatment to an injury to her cheekbone. Nick’s Community Order was revoked in 
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February 2012 on the grounds of ‘good progress’. Within a month, in March 2012, 

Eve again presented at her GP’s surgery with depression, disclosing that her partner 

had been abusive to another woman but had not been violent to her yet. Eve then 

presented at her GP surgery on average once a month between March and 

December 2012 with depression. 

4.10 In 2010 Eve had informed the housing department that she was the sole 

occupant of her property and that she lived alone. However, Probation records 

indicate that Nick was living at the property at that time. An application to register 

Nick as a joint tenant of the property with Eve was refused by the housing 

department in April 2012 due to Eve’s earlier declaration the she was the sole 

occupant. At an unrelated visit by a housing official to investigate an anti-social 

behaviour complaint in January 2013, Nick was recorded as being uninterested in a 

joint tenancy. This changed two months later when Nick wrote to the housing 

department requesting he be made a joint tenant, stating he had in fact been living at 

the property since 2004 unofficially. The reason for this change of mind is not known 

but may be relevant in terms of this Review. Six days later Eve attended the housing 

office, the reason for this visit was not recorded. Six weeks later in May 2013, Nick 

attended in person at the housing office to put the case for his being included as joint 

tenant. In response, the housing department contacted the Probation Service and 

was told that Nick’s Supervision Order had been revoked due to good progress. A 

week later Nick was awarded joint tenancy of the property with Eve.   

4.11 In March 2013 Eve made a significant disclosure to a nurse at her GP surgery, 

graphically describing the length and severity of the abuse she had experienced at 

the hands of Nick. Records state she described him as paranoid and abusing her 

physically and mentally and that he misused steroids. Eve expressed her fear to the 

nurse of his capacity to kill her but that she would not report him to the Police. 

Following this disclosure, she attended the surgery twice in two weeks complaining 

of insomnia. Her earlier disclosure was not raised with her at either of her visits. The 

GP was aware of her history, noting on a hospital referral made for her that she was 

a ‘victim of domestic abuse’. 

4.12 During the remainder of 2013 and 2014 Eve presented at the surgery with 

physical health issues which do not appear relevant to the Review. She continued to 

receive treatment for insomnia.  

4.13 In March 2015 records indicate that Eve presented at a local housing office 

asking for a list of hostels. She was advised by housing staff to make a call to 

‘Housing Options’ from a public lobby. Housing Options identified Eve as at ‘High 

Risk’ using their vulnerability indicators and was assessed as a High Priority case as 

she disclosed mental health problems and domestic abuse. She rang the housing 

department out-of-hours duty team the next day - a Saturday - in a distressed state 

describing her partner as ‘controlling’ and was placed by them in a hostel. On the 

following Monday, she was advised by the housing office that if she did give up her 
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joint tenancy, Nick could lose his rights to the tenancy also. Eve felt she had no 

choice but to talk to Nick about this despite her fear of him and what he may do. She 

informed housing staff of her intention to do so. We do not know of any action the 

housing staff took in view of the risks this course of action held for Eve. Eve then 

returned home. 

4.14 In June and July 2015, Eve again presented on a number of occasions to her 

GP surgery complaining that her symptoms of depression and sleeplessness were 

worsening. Her GP increased her dose of anti-depressants and referred her again to 

a counselling service. On this occasion, the referral went via the Hub1 and an 

appointment was sent to Eve from Kaleidoscope (a local counselling service). As 

Eve did not respond within the time limit, the referral was closed by Kaleidoscope. 

4.15 Eve was seen at her GP’s surgery for depression in October 2015 and her dose 

of anti-depressants again increased. Following a visit in November 2015 she was 

again referred to counselling. At this time Eve referred to her partner as ‘supportive’. 

At her annual review by her GP in December 2015, her failure to engage in 

counselling is not referred to and her anti-depressants are again increased. 

4.16 In January 2016 Eve was telephone triaged by a counsellor employed by the 

‘Black Country Partnership Foundation Trust’ following her GP referral. In this 

contact, she disclosed the domestic abuse she was experiencing and was placed on 

a waiting list. A few days later at a GP appointment, Eve stated her depression has 

become worse over the last two months, describing days spent in bed and being 

tearful for much of the time. In response, the GP reduced her sleeping tablets and 

increased her anti-depressants. In March 2016, she did not attend the follow-up 

appointment with the counsellor. Her case was closed immediately, and her GP 

informed. Over the remainder of 2016 until her death in February 2017, Eve had 

three planned telephone consultations with her GP surgery and four face-to-face 

appointments. Telephone appointments could have proved risky for Eve because of 

the presence of Nick. There is no evidence in any of these contacts of the reason for 

her recurring visits or symptoms being discussed with her, nor any exploration of her 

reluctance to engage with the counselling services offered.  

 

 

                                            

 

 

1 The Hub is where all Sandwell referrals are sent for screening and a decision is made as to the most 

appropriate service. 
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5. The perpetrator 

5.1 Nick had an established history of violent and unpredictable behaviour to women 

he had been in relationships with prior to meeting Eve. He had used cars as weapons 

and had been violent and threatening to partners in public and private spaces. One 

example in 1999 was when he had rammed his then partner’s car whilst it was parked 

outside of a school. On another occasion in the same year, Nick had punched a partner 

to the head and kicked her when she has fallen to the floor. He had also breached 

court orders, breaching an injunction by throwing a large brick through his then 

partner’s window. Later in the same year, Nick daubed graffiti over the kitchen 

cupboards and walls of her kitchen. Although Police records of 1999 are limited, it can 

be seen that over several months he terrorised, harassed and assaulted an ex-partner 

repeatedly, even attempting to run her down with his van mounting the pavement. 

5.2 Whilst living with Eve, Nick had affairs with other women. In 2009, he threw 

boiling water over a woman he was having an affair with causing severe burns to her 

legs that required hospital treatment. He was convicted in July 2010 of Actual Bodily 

Harm and given a 2-year Community Order with an Integrated Domestic Abuse 

Programme (IDAP) and a Prohibited Activity Requirement not to contact the victim. 

He was assessed as being a High Risk of Harm to ‘a known adult’ (the victim) by the 

Probation Service. Nick was within ten days reviewed as a potential Multi-Agency 

Public Protection Arrangements (MAPPA) case but was deemed not to be eligible for 

that level of scrutiny. 

5.3 The Probation Service, as part of the safety measures on IDAP, allocated a 

Women’s Safety Worker to the partner. The Women’s Safety Worker worked with 

Eve as the partner although she was not in fact the victim of Nick’s attack. This 

suggests Eve and Nick were still together at that time despite Eve knowing of the 

affair and the offence, this is confirmed by her sister. All records of this contact were 

destroyed in line with the Ministry of Justice guidelines at the five-year point.  

5.4 The Review gained significant insight into Nick’s mentality, attitudes and 

behaviours, regarding his view of women and Eve, due to the recording by IDAP 

facilitators of all significant contributions made by group members to aid ongoing 

assessments of potential to change and risk to others. Nick was recorded in one 

session as bringing in a newspaper cutting to the group to prove he was a ‘victim’ of 

abuse. Later, whilst attending the IDAP group, when asked to describe his offence 

he was recorded as saying that ‘it was an accident’ and that he had been ‘provoked’. 

Nick described his being on the group as ‘raking things up’ for Eve and describing 

Eve as having poor mental health and her regularly visiting her GP. His tone was felt 

by staff in the group to be demeaning to Eve and caused concern to them.  

5.5 We know from health records that he was prescribed steroids for an injury and is 

described as a ‘body builder’ in their records, training regularly three times a week. 
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He was described by family members as physically threatening due to his strength, 

size and explosive violent nature. 

5.6 Nick was also violent and threatening to members of the public. In June 2005, he 

had threatened a group of council workers and attacked their van with a truncheon 

and he threatened and chased those workers with a ceremonial sword.  

5.7 Some sixteen weeks into Nick’s Community Order in December 2010, Nick was 

still assessed as High Risk of Harm to a partner and Low Risk to staff. Nick through 

much of the IDAP is noted as displaying misogynistic and derogatory attitudes and 

beliefs towards women. He is noted as blaming his partner for his behaviours and 

minimised the level and effects of his abuse on her, describing the incident when he 

poked Eve in the eye as an ‘accident’. In January and February 2011 at an IDAP 

session on non-threatening behaviour, Nick minimised his abusive and controlling 

behaviour, providing justifications and rationalising this as Eve’s fault. He is recorded 

as blaming women in general for violence against them and being derogatory about 

Eve. In one incident of his abusive behaviour which was examined in the group, he 

stated ‘she should have agreed with him’, suggesting her not doing so was the 

reason for his abusive behaviour. Nick is recorded as stating that he believed women 

were weaker than men. In a later exercise, as an example of his problem-solving 

skills, he described himself removing the door handles from a door after he believed 

he had been lied to by Eve. At another session of the IDAP, Nick describes his 

reluctance for one of Eve’s sons to move into their home. Facilitators felt he still 

demonstrated a lack of insight into his own behaviour and the impact of it on others. 

5.7 Unfortunately, the Panel had no information relating to the Women Safety 

Worker’s (WSW) contact with Eve during Nick’s time on the IDAP. This is due to the 

Ministry of Justice’s record retention policy for the WSW service. This was a key 

contact as it was the only intervention Eve experienced by a specialist domestic 

abuse service.  

5.8 In summary, Nick was an explosive and reckless individual and an intimidating 

presence. He was a body builder and a long-term user of steroids. He inhabited a 

world on the edge of legality, buying, fixing and selling cars and allegedly dealing in 

drugs. Nick’s bedroom in the house was padlocked and he used it as a base for his 

various business deals. Eve’s sister offered repeatedly to take her to a refuge and 

had identified another family member’s home as a safe place for Eve to escape to. 

However, she believes that Eve feared that if she left Nick he would target her sons 

and her family in revenge and that she was trapped in the relationship because of 

this threat.  
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6.Good practice and missed opportunities to intervene  

The Home Office guidance for Domestic Homicide Reviews warns authors to be 

aware of hindsight bias and therefore it is critical that this report reflects the policy 

and procedural framework in place at the time. 

6.1 Early discharge of Nick’s Community Order 
 

Nick was sentenced to a Community Order in July 2010 for the scalding in 2009 of 

his then girlfriend (with whom he was having an affair whilst living with Eve). This 

order was revoked some five months early in February 2012 for good progress. This 

revocation occurred without any evidence that the Women’s Safety Worker had been 

consulted to establish if his behaviour had been modified by attendance on the 

IDAP. Although records for the WSW have been destroyed in line with the Ministry of 

Justice guidance, the consultation with that service should have been recorded on 

Delius (the Probation Case Management system) and it was not.  Neither is there 

any evidence that the skills introduced in IDAP with Nick were practiced or their use 

in situations discussed with him by the Offender Manager.   Most models of learning 

identify that, once introduced, such skills need to be practiced in a safe setting for 

them to be able to be used successfully. An earlier Offender Assessment (OASys) 

was completed in October 2011, again seemingly in isolation from other predictors of 

risk i.e. DASH. Nick’s risk to a known adult was re-assessed and reduced to medium 

despite him disclosing in an IDAP session disturbing behaviour such as his removing 

door handles from a door in response to a belief she had lied to him, anti-social 

attitudes and beliefs expressed by him in group and his disclosure that Eve was 

‘scared’ of him. 

The Probation Service in their Independent Management Review of this case 

recognise that a home visit by his Supervising Officer, a consultation with the WSW 

and a request to West Midlands Police for a history of any relevant background 

information should have been undertaken as part of that risk assessment but were 

not. Records indicate that such a check would not in this case have raised any 

relevant information.  

The decision to reduce the risk of harm level to medium and the completion of the 

IDAP element of the order then led to the decision to apply for early revocation of the 

order without robust checks. This decision appeared to have no regard to Nick’s lack 

of progress on the IDAP in terms of change to his negative attitudes to women in 

general and Eve specifically or any checks on his behaviour regarding her. It is 

possible that this decision would potentially have sent a message to both victim and 

perpetrator confirming his ability to control and manipulate both victims and 

representatives of the State. 
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6.2 Limited checks by the Housing and Communities Directorate 

allowed the perpetrator to be a joint tenant 

 

Eve’s family believe that had Nick been prevented from becoming a joint tenant, Eve 

may have felt it safe enough to separate from him. Although this Review from 

independent evidence cannot corroborate this view, it can identify that there is no 

evidence that the decision to make Nick a joint tenant was discussed with Eve in a 

safe setting nor that Nick’s known and recorded anti-social behaviour was 

considered in terms of his suitability for a tenancy. These are, in the view of the 

Panel, serious omissions. It is also noted that apart from the call to the Probation 

Service no other agency checks were undertaken in relation to Nick’s suitability to be 

made joint tenant. The early revocation of the Community Order for good progress 

appears to have been perceived as sufficient confirmation of this in itself.   

 

6.3 Lack of professional curiosity about the underlying causation of 

Eve’s depression and appropriate referral 

 

Throughout the period of this Review, Eve repeatedly attended her GP surgery 

reporting depressive episodes and low mood. She asked for and was prescribed 

anti-depressants and sleeping tablets and was referred on four occasions for 

counselling which she did not follow up. In March 2012, she disclosed that her 

partner was abusive to another woman and that he had “not been violent to her yet”. 

When she presented a month later, this issue was not followed up with her. 

During the remainder of this year she attended the surgery with depression on 

average once a month. There is no evidence of her being asked further about the 

domestic abuse she had earlier disclosed. In March 2013 Eve then made a 

significant domestic abuse disclosure to a nurse at the surgery about her fears that 

Nick may kill her. This disclosure did not prompt actions such as flagging on her 

case notes or sharing this information with other agencies, such as Safeguarding, 

domestic abuse services or an in-surgery case discussion. There is no evidence of 

advice being sought from the Caldicott Guardian about the sharing of this risk 

information. Instead the focus appears to have been on making referrals for 

counselling which she never attended. Eve’s disclosure was not raised with her in 

her following appointments though it is noted on a hospital referral that was made at 

this time. It seems that Eve’s decision to disclose her fear of her partner and that he 

may kill her to the surgery produced no action that she felt would make her safer. 
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As a response to Eve’s depression and in the light of the disclosure of domestic 

abuse, repeated referrals for counselling services were made. Despite Eve’s non-

attendance at counselling this approach was not reviewed. Referrals were made in 

August 2012 and July 2015 for counselling. The Review notes that these actions 

were taken after the publication of ‘Responding to Domestic Abuse: Guidance for 

General Practices’ by the Royal College of General Practitioners in May 2012. This 

guidance advises that a referral to domestic abuse services is the most appropriate. 

The key recommendations from the document were: 

• The practice manager should build strong partnerships with local domestic 

abuse services and ensure domestic abuse training for the practice team 

• The practice should establish a domestic abuse care pathway, so that the 

team understands the correct process for identifying abuse, responding to 

disclosure, risk assessment, referral and information sharing 

• Direct referral to a domestic abuse service for further assessment of any 

patient disclosing abuse to a clinician should take place. Some practices may 

develop an internal referral route to a practice nurse or other health 

professional with additional domestic abuse training who will conduct the 

specialist assessment 

• Domestic abuse should also be addressed by the local strategic lead for the 

Clinical Commissioning Group 

6.4  Missed opportunities at the Emergency Department 

 

Whilst it is difficult to determine the cause of an injury in an Emergency Department, 

establishing the cause of it is good practice, particularly if the injury could be non- 

accidental. Eve presented on three occasions to different emergency units with 

injuries to her ribs from a fall in 2008, to her eye in 2009 and to her cheekbone in 

2011, all these injuries are known to be injuries commonly associated with domestic 

abuse. There is evidence that she was asked if she had been assaulted when she 

presented with the injury where she describes being poked in the eye. According to 

the recording available to the review she was not asked any questions about the 

cause of the injuries at her other presentations. It does not appear that the nature of 

her attending the Emergency Departments led staff to consider that the cause could 

be related to abuse, despite such injuries being common indicators of abuse. 
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6.5 Lack of awareness of domestic abuse (caused in part by the 

lack of information on the offender’s relevant history) by the 

Housing and Communities Directorate 

 

When Eve in March 2015 presented as a long-standing tenant asking for hostel 

accommodation she was advised to make a call to the Contact Centre from a phone 

in a public lobby. Her request did not trigger an appropriate risk assessment which 

meant that she was not dealt with sensitively. When she spoke with the Contact 

Centre she told them she was homeless and a victim of domestic abuse. Although 

she was assessed as High Risk because of her mental health and experience of 

domestic abuse, she did not receive the level of service specified in the housing 

departments own procedures. The next day, she rang the out-of-hours service in 

distress. Eve had disclosed a controlling partner, a severe relationship breakdown 

and that the locks had been changed on her home to keep her out and was placed in 

a hostel. Two days later (the first working day after her call) she was advised by the 

housing department that by her giving up her tenancy Nick could lose his right to live 

there as it was a joint tenancy, and that she should inform him of this. There is no 

evidence that the housing department understood that doing this could put Eve at 

risk. There is no evidence the housing department took any steps to help protect her 

as she attempted to leave Nick. Eve was already classified as a vulnerable tenant by 

the housing department at this time due to domestic abuse. 

6.6 Repeated referrals to counselling 
 

During her frequent visits to the GP surgery, Eve was referred for counselling on 

three occasions, two of them after her disclosure to the nurse at the surgery of 

domestic abuse. These repeated referrals prompted the Review to ask what the 

evidence base behind such referrals is and how are failure to attends dealt with by 

the GP. The Panel were interested in what screening at the triage point these 

services offer as Eve did on one of these occasions receive a telephone triage and if 

domestic abuse is identified how is the case referred onward to a specialist domestic 

abuse service. The repeated referrals by GPs will be dealt with by the 

recommendation 7.5 and the Panel received reassurance that the counselling 

services were reviewing their procedures in light of this review to ensure domestic 

abuse is screened for and referred to specialist services not leaving individuals with 

unknown risk who have disclosed domestic abuse on a waiting list. 

6.7 Health  

The Sandwell Safeguarding Children Board (SSCB) Health Forum will seek 

assurance that all staff across the health economy are familiar with the document – 

‘Responding to Domestic Abuse, a Resource for Health Professionals’, March 2017; 

and are aware of the revised guidance in respect of perpetrator disclosures. 
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7. Recommendations - National 

7.1 The Ministry of Justice reminds the CRCs and the National Prisons 

and Probation Service to undertake appropriate multi-agency checks 

prior to decisions on early discharge of orders. 

 

The Offender Manager supervising Nick discharged the Community Order five 

months early on the grounds of good progress. From the detailed recording of the 

IDAP groups it is clear that although Nick attended the sessions his attitudes 

regarding women had not changed sufficiently to bring about a change in his 

behaviour to Eve. His attendance could be seen as ‘disguised compliance’ and that 

through this time Nick had continued to be controlling of Eve. To avoid this occurring 

in the future we would ask the Ministry of Justice to make clear that good practice 

before moving to the decision to revoke an order is for the Offender Manager to 

evaluate all the evidence about the offender’s risk and protective factors available; 

and that the decision to revoke should be on the basis of that rather than the 

completion of the requirement on its own. Secondly, and necessary in order to 

achieve this, that the Offender Manager uses all sources of information available to 

them in making this decision and not rely only on a single source. 
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7.2 The NPPS explore a technological solution which ensures that the 

risk assessments in OASys and Sara are linked to ensure when one 

is updated the other is flagged to the officer for an update  

7.3 The Ministry of Justice reviews the storage policy for WSW records 

Probation Women’s Safety Workers records were absent in this case having been 

destroyed after five years in storage in accordance with current guidelines. I am 

aware this is an issue for other DHRs and the Review requests that the Ministry of 

Justice review this guideline to better enable review of practice in such cases so that 

learning can be embedded. 

7.4 The Ministry of Justice review the effectiveness of the Bad Character 

Guidelines in domestic abuse cases 

The case presentation by the Investigative Team to the Panel highlighted the limits 

to the use of Bad Character evidence in a case such as this. The Panel were 

surprised that previous convictions relating to domestic abuse and using a bladed 

weapon were regarded as not meeting the criteria in a case such as this to enable 

Bad Character disclosure to be made in Court. The Panel were concerned that the 

similarity of circumstances between Eve’s death and Nick’s previous offending was 

not felt to be sufficient by the court to enable disclosure. The Panel were of the 

opinion that the rules of Bad Character evidence as they stand do not reflect the 

common purpose of a variety of abusive behaviours whether physical, emotional 

sexual or other which are experienced by the victims in such cases. We would 

therefore ask that a review of the current guidance in terms of eligibility for Bad 

Character to be undertaken in order to make it fit for purpose in terms of domestic 

violence, abuse and homicide.  The issue of coercive and controlling behaviour and 

the impact of this on a victim should be able to be acknowledged and this should be 

the linking element that makes the impact collectively so serious rather than looking 

at the behaviour in isolation of its impact. 
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Recommendations - Local 

7.5 All GP surgeries adopt an evidence-based approach to the 

identification and management of domestic abuse 

In the Department of Health’s latest domestic abuse guidance for health 

professionals – ‘Responding to Domestic Abuse’ published in March 2017, the 

responsibilities for commissioners and local strategic partnerships are clearly 

outlined. This resource draws on the National Institute for Health and Care 

Excellence (NICE) multi-agency guidelines on domestic violence and abuse. It 

replaces two earlier Department of Health documents: ‘Domestic Violence: A 

Resource Manual for Health Care Professionals’ (2006) and ‘Improving Safety, 

Reducing Harm: Children, Young People and Domestic Violence – a Practical Toolkit 

for Front-line Practitioners’ (2010). All of these documents acknowledge that the role 

of health professionals is to identify domestic abuse as early as possible, to make 

appropriate referrals to specialist services and to work closely with other agencies to 

ensure that the safety of the patient is paramount. The guidance also advises health 

professionals about the identification and management of perpetrators. 

www.gov.uk/government/publications/domestic-abuse-a-resource-for-health-

professionals 

 

The Royal College of General Practice – ‘Responding to Domestic Abuse: Guidance 

for General Practices’ was published in March 2013. The purpose of this guidance 

was to enable General Practices to respond effectively to domestic violence and 

abuse (DVA) in primary care and develop their DVA policy. This guidance is in line 

with the NICE multi-agency guidelines on domestic violence and abuse. All of these 

documents direct General Practice towards an evidence-based model for the 

identification and onward referral of patients that are victims of domestic abuse. This 

would address the issue of the frequent referrals to counselling. 

This Review recommends that an evidence-based approach for GPs such as 

‘Identification and Referral to Improve Safety’ (IRIS) should be mainstreamed. IRIS is 

a General Practice-based domestic violence and abuse (DVA) training support and 

referral programme that has been evaluated in a randomised controlled trial.  Core 

areas of the programme are training and education, clinical enquiry, care pathways 

and an enhanced referral pathway to specialist domestic violence services. It is 

aimed at women who are experiencing DVA from a current partner, ex-partner or 

adult family member. IRIS also provides information and signposting for male victims 

and for perpetrators. IRIS is a collaboration between primary care and third sector 

organisations specialising in DVA. An advocate educator is linked to a GP surgery 

and based in a local specialist DVA service. The advocate educator works in 

partnership with a local clinical lead to co-deliver the training to practices. 

           www.irisdomesticviolence.org.uk/iris/ 

file:///C:/Users/debbie_smallman/AppData/Local/Microsoft/windows/Temporary%20Internet%20Files/Content.Outlook/8NQSI2NT/www.irisdomesticviolence.org.uk/iris/
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7.6 The Safer Sandwell Partnership is reassured by the Sandwell 

Safeguarding Children’s Board that the management of domestic 

abuse perpetrators by health professionals complies with current 

guidance 

The Sandwell Safeguarding Children’s Board (SSCB) / SSCB Health Forum will 

provide assurance to Safer Sandwell Partnership that all staff across the health 

economy are: a) familiar with the document – Responding to Domestic Abuse, a 

Resource for Health Professionals, March 2017; and are aware of the revised 

guidance in respect of perpetrator disclosures; b) provide evidence of the use of this 

guidance by health professionals and outcomes achieved. 

7.7 Improved identification and a systemic response to domestic abuse 

by the Housing and Communities Directorate 

 

Sandwell Metropolitan Borough Council Housing and Communities Directorate to 

seek accreditation with the Domestic Abuse Housing Alliance to demonstrate 

improvements in their service responses to victims of domestic abuse and their 

families. The Domestic Abuse Housing Alliance (DAHA) has been highlighted as 

promoting good practice by the Department for Communities and Local Government 

(DCLG). The DAHA’s mission is to provide housing professionals with the necessary 

knowledge and skills to support residents to live safely and free of abuse. A 

programme of regular audits of domestic abuse cases should be undertaken to 

ensure appropriate responses are provided to victims and their families and ensure 

compliance with their in-house domestic abuse procedures. 

  www.dahalliance.org.uk/ 

7.8 A review of current multi-agency domestic violence and abuse 

training to be carried out to identify impact on early identification 

and referral pathway for victims of domestic abuse 

 

Eve was on one occasion offered a referral to Women’s Aid by a nurse at her GP’s 

surgery. She was not referred by any other professional to a specialist domestic 

abuse service. The repeated referrals for counselling were not taken up, suggesting 

they were not felt to be useful or safe for Eve to take up. At no point did Eve receive 

advice on the risk factors related to living with domestic abuse from a professional, 

though she disclosed domestic abuse to a nurse, a housing adviser and a 

counsellor.  

This Review suggests that the current multi-agency training should be reviewed to 

ascertain who is attending the training and if it results in increased referrals of victims 

to MARAC and to the specialist support service from those organisations.  

file:///C:/Users/debbie_smallman/AppData/Local/Microsoft/windows/Temporary%20Internet%20Files/Content.Outlook/8NQSI2NT/www.dahalliance.org.uk/
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7.9 The Sandwell Safeguarding Children’s Board audit the current 

uptake of healthy relationships awareness raising work delivered in 

schools 

 

The Panel were concerned that the exposure to Nick’s violence, cruelty and abuse 

by his sons and step-sons was unknown. As children and adolescents, they had 

been exposed at a key time in their own development to a distorted and damaged 

view of how adults behave in intimate relationships. Therefore, the Panel felt 

Education could play a protective role in the future by ensuring that healthy 

relationship education is offered across local schools in the PHSE element of the 

curriculum that is to be mandated from January 2018. The Panel suggest that this 

assurance can be provided to the Sandwell Safeguarding Children Board through its 

Education Advisory subcommittee. 
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Appendix 2: Methodology for the Overview Report 

On being appointed to Chair this Review, I informed the Coroner and the relevant 

agencies involved of my role. 

Context 

Data gathering 

Reports and documentation accessed  

This report is based on the Independent Management Reports commissioned from 

professionals who are independent from any involvement with the victim, her family 

or the alleged perpetrators. The Independent Management Reports author has 

indicated whether there is confidence in the findings of an Independent 

Management Report. The Independent Management Reports have been signed off 

by a responsible officer in each organisation. The agencies’ Independent 

Management Reports were integrated into an overarching chronology of events that 

led to death of Eve.  

Data analysis 

The panel reviewed all the IMRs in the panel meetings and discussed the chronology 

of events and draft recommendations in an inclusive and collaborative way, that 

involved all members in reflective learning. It was a generative process which 

encouraged us to ask the aspirational question – ‘what would a safe system look 

like?’. The outcomes from this process have formed the basis of the Review 

recommendations. The recommendations were shared with Eve’s sister prior to the 

Review being completed to ensure Eve’s family were as involved in the outcomes as 

possible. 

It must be acknowledged that any review opens anxieties, but it was the Panel’s 

intention to create a culture of accountability and learning not of culpability or blame. 

The Review Panel were unanimous in wanting to value the actions and approaches 

that worked well, whilst facing the tough issues of what else could or should have 

been offered. This was to produce effective recommendations which seek to make 

others confronted by these complex situations safer.  

The Chair wished to adopt a ‘no surprises’ approach, to encourage meaningful 

discussion and to air differences of opinion. The draft Overview Report was 

circulated to the Panel and marked OFFICIAL. Until final comments were received 

the Panel Members had the right to share the draft report with those participating 

professionals and their line managers who have a pre-declared interest in the 

Review.  
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The Home Office guidelines require the report in full to remain OFFICIAL and must 

only be disseminated with the agreement of the Chair of the Domestic Homicide 

Review Panel until the Home Office grants permission to publish it. 
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Appendix 3. Terms of Reference 

SAFER SANDWELL PARTNERSHIP 

Domestic Homicide Review in respect of Eve  

(Terms of Reference) 

Relevant Family Members 

 (Victim) Age 54 

 (Perpetrator) Age 54 

 

1. Introduction 

 

1.1. Eve died in February 2017.  Eve attended her GP surgery with a stab wound 

to her chest. Emergency medical intervention commenced, however, Eve 

was pronounced deceased later at hospital. 

  

1.2. Following this incident Nick was arrested and charged with murder. Nick 

attended Wolverhampton Crown Court in August 2017. The couple weren’t 

married but they appear to have been in a long-term relationship. Both 

parties have children all of whom are in their twenties and thirties, not living at 

the address. 

 

1.3. In February 2017, notification was sent by the West Midlands Police Public 

Protection Unit to the Domestic Abuse Incident Coordinator within Sandwell’s 

Domestic Abuse Team, advising that the circumstances of this case may fit 

the definition of a Domestic Homicide Review as defined in the Domestic 

Violence, Crimes and Victims Act 2004.  

 

1.4. Following notification of this incident, the Domestic Abuse Team collated a 

range of information from partners to establish the contact they had had with 

the victim and her family. From this, it was identified that the victim was 

known to local agencies. 
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1.5. The information from partner agencies was shared with the DHR Standing 

Panel and Chair of the Safer Sandwell Partnership who, on 7th March 2017, 

decided that the criteria for holding a Domestic Homicide Review under 

Section 9 (3) of the Domestic Violence, Crime and Victims Act (2004) was 

clearly met and directed that such a review be carried out into the 

circumstances surrounding this case. The Chair of the Safer Sandwell 

Partnership Board confirmed this on 7th March 2017. 

 

1.6. The legislation requires that ‘a Review of the circumstances in which the 

death of a person aged 16 or over has, or appears to have, resulted 

from violence, abuse or neglect by a person to whom he/she was 

related or with whom he/she was or had been in an intimate personal 

relationship’ should be held, with a view to identifying the lessons to be 

learnt from the death’. 

 

1.7. The purpose of a Domestic Homicide Review is set out in section 2.7 of the 

statutory guidance issued by the Home Office to support the legislation (i.e., 

the Multi-Agency Statutory Guidance for the Conduct of Domestic Homicide 

Reviews – December 2016). Primarily the purpose of a DHR is to ‘establish 

what lessons are to be learnt from the domestic homicide regarding the way 

in which local professionals and organisations work individually and together 

to safeguard victims’.   

 

2. Specified Time Period 

 

2.1. All chronologies should cover your agency’s involvement with the relevant 

family members in the period from 2007 until Eve’s death in February 2017.   

 

2.2. However, if during the course of your work you find relevant information 

outside of that timescale, you should highlight this and include it in your 

chronology/IMR.     

 

3. Agencies Involved 

 

3.1. IMRs including chronologies are requested from the following agencies: 
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• West Midlands Police 

• Sandwell & West Birmingham Clinical Commissioning Group - GPs 

• National Probation Service (NPS) 

• Sandwell MBC Housing Choice 

• Black Country Partnership NHS Mental Health Foundation Trust 

 

3.2 Helpful reports are requested from the following agencies: 

 

• Sandwell and West Birmingham Hospitals Trust – Helpful report 

• Dudley Group of Hospitals – Helpful report 

 

4. Terms of Reference 

 

4.1. The Terms of Reference for this DHR has a number of generic questions that 

must be clearly addressed in all report. 

4.2. The generic questions are as follows:  

 

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

knowledgeable about potential indicators of domestic violence and aware of 

what to do if they had concerns about a victim or perpetrator?    

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

to fulfil these expectations?   

• Did the agency have policies and procedures for Domestic Abuse, Stalking 

and Harassment (DASH) risk assessment and risk management for domestic 

violence and abuse victims or perpetrators and were those assessments 

correctly used in the case of this victim/perpetrator?    

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

concerns about domestic violence and abuse?   



                                                                
 

32 
 

• Were these assessments tools, procedures and policies professionally 

accepted as being effective? Was the victim subject to a MARAC or other 

multi-agency fora?   

• Did the agency comply with domestic violence protocols agreed with other 

agencies, including any information sharing protocols? 

• What were the key points or opportunities for assessment and decision 

making in this case? 

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

and professional way?   

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

decisions made?   

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

the light of the assessments, given what was known or what should have 

been known at the time? 

• When, and in what way, were the victim’s wishes and feelings ascertained 

and considered? 

• Is it reasonable to assume that the wishes of the victim should have been 

known? 

• Was the victim informed of options/choices to make informed decisions?   

• Were they signposted to other agencies?   

• Was anything known about the perpetrator? For example, were they being 

managed under MAPPA? Were there any injunctions or protection orders that 

were, or previously had been in place? 

• Had the victim disclosed to any practitioners or professionals and, if so, was 

the response appropriate?  

• Was this information recorded and shared, where appropriate? 

• Were procedures sensitive to the ethnic, cultural, linguistic and religious 

identities of the victim, the perpetrator and their families? 

• Was consideration for vulnerability and disability necessary? Were any of the 

other protected characteristics relevant in this case? 

• Were senior managers or agencies and professionals involved at the 

appropriate points? 
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• Are there other questions that may be appropriate and could add to the 

content of the case?   

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

organisations or individuals?   

• Are there lessons to be learnt from this case relating to the way in which this 

agency works to safeguard victims and promote their welfare, or the way it 

identifies, assesses and manages the risks posed by perpetrators?  Where 

could practice be improved? Are there implications for ways of working, 

training, management and supervision, working in partnership with other 

agencies and resources? 

• Did any staff make use of available training? 

• Did any restructuring during the period under review likely to have had an 

impact on the quality of the service delivered? 

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

• How has your agency implemented the West Midlands Domestic Violence 

Standards (link) and the Rape & Sexual Violence Standards (link)? 

 

 

5. DHR Panel 

 

5.1. In accordance with the statutory guidance, a DHR Panel has been 

established to oversee the process of the Review. An independent person 

has been appointed to Chair the Panel and to write an Overview Report that 

will be submitted to the Home Office at the conclusion of this Review.   

 

5.2. It is the responsibility of the DHR Panel to ‘quality assure’ all reports 

submitted, and authors should understand that their reports may be returned 

for further work if the Terms of Reference are not adequately addressed or if 

they fall below the required standard in other areas.   

 

5.3. Subsequent versions of the reports should be clearly marked Version 2, 

Version 3, etc., with the date of the latest submission.   

 

https://www.sandwell.gov.uk/downloads/file/23747/west_midlands_domestic_violence_and_abuse_standards
http://www.westmidlands-pcc.gov.uk/media/430261/RSVSGG-standards-June.pdf
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6. Disclosure and Criminal Proceedings 

6.1. Agencies and IMR authors need to understand however that all documents 

submitted to the Domestic Abuse Team will be considered to be ‘third party 

material’ as defined in the Code of Practice accompanying the relevant 

legislation i.e. The Criminal Procedures and Investigations Act (1996). 

 

6.2. As such, all chronologies and helpful reports submitted in this DHR will be 

shared with the Disclosure Officer appointed to this investigation by West 

Midlands Police and may be shared with the legal team advising Nick.   

 

7. Involving of Family Members/Friends 

 

7.1. The Safer Sandwell Partnership is fully committed to enabling relevant family 

members and friends to participate in this DHR, believing that their intimate 

knowledge of the victim and alleged perpetrator can only enhance the 

Panel’s knowledge about the circumstances surrounding Eve’s death and 

thus improve their chances of identifying any lessons that will improve 

safeguarding services as a consequence. 

 

7.2. The Chair of the DHR Panel will identify relevant family members and friends 

and write to them, advising that this Review has been established and that 

they will be invited to participate at the appropriate time.   

 

8. Timescales  

8.1. Timescales for submission of the IMRs and the helpful reports will be set out 

in these Terms of Reference and these dates must be adhered to as far as 

possible. The target for completion of the DHR is 7th August 2017 as set out 

in the statutory guidance i.e. six months after the date of written notification 

from West Midlands Police to the Chair of the Safer Sandwell Partnership. It 

is imperative that submission dates are adhered to as any delay in receiving 

reports and chronologies from agencies runs the risk of compromising our 

ability to meet the timescale. 

 

8.2. Any changes to the timescale will be notified to partner agencies.   


