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EXECUTIVE SUMMARY 
 

 

This domestic homicide review was commissioned by Milton Keynes Community Safety 

Partnership (SaferMK) following the death of a Milton Keynes resident. She died from 

compression to her neck. The perpetrator subsequently disclosed that he had murdered her 

but he killed himself before he could be arrested.  

The review followed the statutory guidance for conducting domestic homicide reviews. 

Individual management reviews or information reports were sought from all organisations 

and agencies that had contact with the victim and perpetrator – namely Warwickshire 

Police, HM Prison Service, Warwickshire and West Mercia Community Rehabilitation 

Company, Thames Valley Police and NHS England (GPs). Family and friends were also 

approached to contribute to the review and were able to provide some useful information 

about Emma's relationship with the perpetrator.1  

The panel consisted of senior managers from Warwickshire and West Mercia Police, Thames 

Valley Police, National Probation Service, Warwickshire and West Mercia Community 

Rehabilitation Company, Clinical Commissioning Group, Warwickshire Community Safety 

Partnership, Milton Keynes Community Safety Partnership and the local domestic abuse 

intervention service.  

Although the perpetrator did not meet Emma until the beginning of 2014, the review 

focused on events between January 2005 and Emma's death in September 2014. This 

timeframe ensured that information was captured about Emma's previous experience of 

domestic abuse and the perpetrator's history of violence against women and children.   

Between 2002 and June 2014, the perpetrator was involved in 18 reports of domestic 

incidents. The majority of the incidents reported to Warwickshire Police involved allegations 

of violent behaviour (including assaults) towards his then wife. Two of these assaults 

involved his wife's four-year-old daughter. Despite being arrested on a number of occasions 

for domestic assaults, he was never convicted of any of those assaults. The perpetrator was 

a member of an "organised crime group". In April 2011, he was sentenced to six years' 

imprisonment for conspiring to supply controlled drugs.  

The perpetrator spent several years in prison but his history of violence against women and 

children was never shared between Warwickshire Police, National Probation Service, 

Warwickshire and West Mercia Community Rehabilitation Company and HM Prison. 

Therefore, he received no targeted offender work around this behaviour. It was apparent 

                                                           
1 Pseudonyms have been used throughout the report to protect the family's identity  
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from the review that during his time in prison, he had access to mobile phones and the 

internet. Thus, he was able to access dating websites and "meet" Emma.  

The emerging themes from the review included the importance of prosecuting perpetrators 

of domestic abuse so their history "travels" with them; the need to share information 

between agencies; and the importance of effective management oversight of staff and 

cases. The panel also felt that raising awareness of Clare's Law is important. Knowledge of 

the perpetrator's history of domestic abuse would have provided Emma with the 

opportunity to make an informed choice about whether she wanted to continue her 

relationship with him.  

The panel concluded that although Warwickshire Police recognised the threat the 

perpetrator posed to his ex-wife, they gave a more focussed response to his drug offences 

and role within the organised crime group. Thus, his violent behaviour was not adequately 

tackled by Warwickshire Police or the Crown Prosecution Service (in fact, the panel thought 

it was noteworthy that he did not kill his ex-wife). The result was that because the National 

Probation Service and Community Rehabilitation Company failed to undertake the 

necessary domestic abuse checks, the perpetrator was viewed as a drug dealer who posed 

little risk of harm to others, which enabled him to continue to abuse women. The lack of 

information shared between Warwickshire Police, National Probation Service, HM Prison 

and the Community Rehabilitation Company had a direct impact on the work that was 

undertaken around his offending behaviour.  

The panel concluded that it was predictable that the perpetrator would go on to kill 

someone with whom he was in a relationship, however as no agency was aware that he was 

in a "relationship" with Emma, her murder could not have been prevented.  

 

The recommendations from this review are:  

 Warwickshire and West Mercia Police should consider reviewing the perpetrator and 
his ex-wife's case for learning purposes 
 

 The College of Policing and the National Crime Agency should consider using the 
perpetrator and his ex-wife's case as a study to demonstrate the particular 
vulnerabilities of women involved in organised crime 
 

 Warwickshire and West Mercia Police and the Warwickshire and West Mercia 
Community Rehabilitation Company should review their information sharing 
procedures and evaluate their effectiveness to tackle domestic abuse 
 

 The Home Office should review the level of detail about individuals' previous 
offending history held on the PNC (Police National Computer) that is provided to the 
National Probation Service and the Community Rehabilitation Company  
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 The Home Office should consider introducing a system that enables the UK Border 

Force to identify prisoners on licence who are leaving the country and thus 
breaching their licence conditions 

 
 Warwickshire and West Mercia Police and Thames Valley Police should develop a 

system to identify serial perpetrators of domestic abuse 
 

 The National Probation Service and the Warwickshire and West Mercia Community 
Rehabilitation Company should review their policies and procedures around 
countersigning pre-sentence reports and risk assessments 
 

 Warwickshire and West Mercia Community Rehabilitation Company must review 

and develop minimum standards and guidance to ensure that all senior probation 

officers and operational middle managers are capable of providing effective 

management oversight 

 The community safety partnerships in Warwickshire and Milton Keynes should 
consider launching an awareness raising campaign aimed at the public and 
professionals around the Domestic Violence Disclosure Scheme, commonly referred 
to as Clare's Law 
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1. INTRODUCTION 
The key purpose for undertaking domestic homicide reviews (DHR) is to enable lessons to be 

learned from homicides where a person is killed as a result of domestic violence, abuse or 

neglect. In order for these lessons to be learned as widely and thoroughly as possible, 

professionals need to be able to understand fully what happened in each homicide, and 

most importantly, what needs to change in order to reduce the risk of such tragedies 

happening in the future. 

This domestic homicide review was commissioned by Milton Keynes Community Safety 

Partnership (SaferMK) following the death of a Milton Keynes resident. She died from 

compression to her neck. The perpetrator subsequently disclosed that he had murdered her 

but he committed suicide by running in front of a train before he could be arrested. This 

report examines the contact and involvement that agencies had with Emma and the 

perpetrator between January 2005 and the time of Emma's death in September 2014.  

The chair and author of this review is a freelance consultant. She is independent of, and has 

no connection with, any agency in Milton Keynes or Warwickshire. She specialises in 

safeguarding children and vulnerable adults with a particular focus on domestic abuse.  

The review panel wishes to express their condolences to the family following Emma's death. 

The panel also would like to thank all those who have contributed and assisted with this 

review.  

1.1. Timescales 
The Milton Keynes Community Safety Partnership was notified of Emma's death in 

September 2014. The domestic homicide advisory group reviewed the circumstances of the 

case against the criteria set out in the multi-agency statutory guidance for conducting 

domestic homicide reviews and recommended that a domestic homicide a review should be 

undertaken. The chair of Milton Keynes Community Safety Partnership ratified the decision 

to commission a domestic homicide review and the Home Office was notified on 31 October 

2014.  

The police investigation, a probation serious further offence review and the subsequent 

inquests delayed the commencement of the review, which was therefore not completed 

within six months recommended in statutory guidance. The review was concluded on 20 

October 2015. 



 

10 | P a g e  

 

1.2. Confidentiality 
The findings of this review remained confidential and were only available to participating 

professionals, their line managers and members of the domestic homicide review panel 

until the report was approved for publication by the Home Office Quality Assurance Group.  

To protect the identity of the family members the following pseudonyms and anonymised 

terms have been used throughout this review:  

 Emma – the victim aged 42   

 Perpetrator aged 38 

 Emma's eldest son      

 Emma's youngest son        

 Emma's ex-husband  

 Perpetrator's ex-girlfriend – Sasha 

 Perpetrator's ex-wife – Dawn  

 Perpetrator's ex-wife's daughter  

Emma was mixed ethnicity African and the perpetrator was of white British origin.  
 
 

1.3. Dissemination 
In addition to the organisations contributing to this review (listed in 2.3), the following will 

receive copies of this report for learning within their organisations. 

 

 College of Policing 

 Health and Well-Being Boards (Milton Keynes and Warwickshire) 

 National Crime Agency  

 Safer Warwickshire Partnership Board 

 Thames Valley Police and Crime Commissioner 

 Warwickshire Police and Crime Commissioner 

 Warwickshire Safeguarding Children Board 

 West Mercia Police and Crime Commissioner 

Age at the time of Emma's death  
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2. THE REVIEW PROCESS 
The review has been conducted in accordance with statutory guidance under s. 9 Domestic 
Violence, Crime and Victims Act (2004). Equality and diversity are reflected, where relevant, 
throughout the review with particular focus on age, race, gender and religion. Individual 
management reviews (IMRs) or information reports were sought from all agencies, 
organisations or departments that had any recent involvement with Emma and the 
perpetrator. The agencies involved were asked also to consider any relevant information 
before the period under review that might have had an impact on the case. 
 
 

2.1. Purpose and terms of reference of the review   
The aim of the review is to:  

i. Establish what lessons can be learned from Emma's death about the way in which 

local professionals and organisations work individually and collectively to safeguard 

victims 

ii. Identify how and within what timescales those lessons are to be acted on, and what 

is expected to change as a result 

iii. Apply these lessons to service responses including changing policies and procedures 

as appropriate 

iv. Prevent domestic homicide and improve the way services respond to all victims of 

domestic abuse, and their children, through improved intra and inter-agency 

working. 2 

 

2.2. Key lines of enquiry   
The review considered both the "generic issues" set out in the Multi-Agency Statutory 
Guidance for the Conduct of Domestic Homicide Reviews (2013) and the following specific 
issues identified in this particular case: 
 
 What knowledge or information did your agency have that indicated Emma might be a 

victim of domestic violence and how did your agency respond to this information? 
 

 What knowledge or information did your agency have that indicated the perpetrator 
was a perpetrator of domestic violence and how did your agency respond to this 
information? 

 

                                                           
2
 Domestic homicide reviews are not inquiries into how the victim died or who is culpable. That is a matter for 

coroners and criminal courts 
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 What opportunities and services did your agency offer and provide to meet the needs 
of Emma? Were they accessible, appropriate, empowering and empathetic to her needs 
and the risks she faced? What action was taken to identify whether any children were 
at risk of significant harm or children in need of a service?  

 

 Were there issues of capacity or resources within your agency that had an impact on 
your agency's ability to provide services to Emma or the perpetrator? Did capacity or 
resources have an impact on your agency's ability to work effectively with other 
agencies? 

 

 Identify any lessons learnt and implemented during the review process. 
 
 

Specific issues for HM Prison 
 Was there any information to suggest that the perpetrator was in contact with 

Emma whilst he was in prison? If so, give details of prison visits and phone calls  
 

 Did the perpetrator have access to computers? If so, did this include access to the 
internet? 

 

2.3. Contributors to the review 
Seven organisations submitted an initial summary of their contact with either Emma or the 

perpetrator (Appendix A). A further ten organisations were contacted but they had not had 

any contact with either Emma or the perpetrator (Appendix B). In all, individual 

management reviews and chronologies were requested from:  

 NHS England (General Practitioners) 

 HM Prison Service 

 Thames Valley Police 

 Warwickshire and West Mercia Community Rehabilitation Company 3 

 Warwickshire and West Mercia Police 4 

 

Information reports and chronologies were requested from: 

 Bedfordshire Police 5 

 Milton Keynes Hospital 

                                                           
3
 Formerly Warwickshire Probation Trust (prior to 2 June 2014)  

4
 Warwickshire Police and West Mercia Police have been in a strategic alliance since November 2012. The 

review has been conducted by the Warwickshire and West Mercia Police 
5
 Bedfordshire Police was only involved in the investigation of the murder and any relevant information is 

included in the report 
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The panel decided that the individual management reviews, information reports and 

chronologies should cover the period between January 2005 and September 2014. This 

timeframe ensured that information was captured about Emma's previous experience of 

domestic abuse and the perpetrator's offending behaviour. Agencies were also asked to 

include any relevant information that fell outside of the recommended period under review.  

2.4. Involvement of family and friends 
The chair wrote to Emma's family members via the police family liaison officer to explain 

that a domestic homicide review was taking place. The family was provided with 

information leaflets from the Home Office and AAFDA (Advocacy After Fatal Domestic 

Abuse). The Chair spoke with Emma's mother but she did not wish to be involved in the 

process until after Emma's inquest had taken place. At this point, the chair contacted 

Emma's mother and friends again to ensure their views could be incorporated into the 

review. Two of her closest friends agreed to be involved. However, her mother felt it was 

too painful to talk about Emma and her death. Emma's friends are very close to Emma's 

mother so they ensured that her thoughts were included in the report. Emma's eldest son 

was present when the chair and a panel member met with Emma's friends but Emma's son 

clearly found the conversation difficult and left after a short time.  

The main issue Emma's friends wanted addressing was how the perpetrator was able to 

contact Emma on a dating website whilst he was still in prison. The information they 

provided has been included throughout this review. The content of the final report was 

discussed and agreed with Emma's mother and her friends before publication.  

2.5. The review panel  
The review panel consisted of:  

 Eleanor Stobart, Independent Chair and Overview Report Writer 

 Business Support, SaferMK 

 Crisis Service Coordinator, MKAct (Domestic abuse intervention service) 

 Detective Inspector, Thames Valley Police 

 Detective Inspector, Warwickshire and West Mercia Police 

 Head of Community Safety, Milton Keynes Council 

 Head of Service, Warwickshire and West Mercia Community Rehabilitation Company  

 Safeguarding Adults; Mental Health and Learning Disability Lead, CCG  

 Senior Probation Officer, National Probation Service 

 Violence Against Women and Girls Strategy Development Manager, Warwickshire 
County Council 
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2.6. Parallel reviews  
In addition to the inquests held into both deaths, Warwickshire and West Mercia 

Community Rehabilitation Company undertook a Serious Further Offence Review in relation 

to the perpetrator. The domestic homicide review panel was not privy to the final report.  

 

3. THE FACTS  
On a morning in September 2014, the perpetrator phoned his sister and told her that he had 

killed Emma at a hotel. The perpetrator's sister informed the police and Emma's body was 

subsequently found in the bathroom of a hotel room. She had been strangled.  

 

4. BACKGROUND 

4.1. Emma  
Emma was born in 1972 and she grew up in Africa. Her friends who were interviewed as 

part of the review also grew up in Africa and they had remained close having moved to the 

UK. They described her as happy, kind and sociable – "a nice bubbly girl, always upbeat and 

happy to be around". She was a petite woman who enjoyed keeping fit and dancing. She 

was very glamorous and she lived life at twice the pace of everyone else – she had so much 

energy. She would always be available to help her friends and was always cheerful despite 

any difficulties that she was facing.  

Emma lived with her children. She had divorced from her husband (the father of the 

children) in 2005. Their relationship had been abusive for a number of years and during the 

period under review, Emma made at least six calls to Thames Valley Police asking for help 

because of domestic abuse from her husband.  

Since separating from her husband, Emma had clearly had some difficult times but she had 

worked hard to bring up her children as a single parent. She had recently changed her job 

and she loved her new job. In the last couple of months of her life, she had reached a place 

where she was very "content".  
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4.2. The perpetrator 
The perpetrator was born in 1975. He lived in Warwickshire and he was well known to 

Warwickshire Police. Between 2002 and June 2014, he was involved in 18 reports of 

domestic incidents. The majority of the incidents reported to Warwickshire Police involved 

allegations of violent behaviour (including assaults) towards his then wife, Dawn. Two of 

these assaults involved Dawn's four-year-old daughter. Warwickshire Police assessed Dawn 

as being at very high risk of serious harm. It is clear that some of his violent behaviour took 

place whilst he was drunk or under the influence of drugs (or both).  

During the period under review, the perpetrator was arrested on eight occasions for 

domestic assaults. Despite being bailed on a number of occasions with conditions not to 

contact his wife, he persistently breached these conditions. He was never convicted of any 

of the domestic assaults; however, on one occasion (following a domestic assault) he was 

convicted of criminal damage.  

The perpetrator also had nine previous convictions for 15 other offences. In 1994, aged 19, 

he was found guilty of possessing and tendering counterfeit currency. He received a fine and 

costs. In 1996, he was convicted of damaging property and failing to surrender to custody. 

He was issued with a fine. He was imprisoned in 2000 for 14 days having been found guilty 

of common assault. In 2003, he was given a community punishment order having been 

convicted of theft from a vehicle; and also fined for breaching his order later that year. In 

October 2008, he was ordered to pay £700 compensation for an act of malicious mischief. 

He received a community order for breach of the peace and drunken driving at the same 

hearing for which he was fined a further £200 and disqualified from driving. He was also at 

this time found guilty of possession of a controlled drug; and admonished for this. In 2009, 

the perpetrator breached his community order, and he was sentenced to unpaid work. 

The perpetrator was a member of an "organised crime group". The group was involved in 

the sale of controlled drugs. In 2011 (following a Warwickshire Police operation), he was 

sentenced to six years' imprisonment for conspiring to supply controlled drugs.  

The perpetrator was released from prison in April 2014 and worked as a vehicle paint 

sprayer.      

 

4.3. The events leading to Emma's death  
It is unclear exactly when and how Emma met the perpetrator, but her friends were certain 

that they met online around January 2014. Emma told her friends that they met through a 

dating website called "Plenty of Fish"6 whilst the perpetrator was still in prison, and he 

                                                           
6
 Anecdotal information from police and the women's sector suggests that women are more at risk from 

individuals they meet through free dating websites  than those that require a fee to be paid   
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would visit her when he was on day release from prison. He was described as always saying 

the "right things" to Emma and she told her friends that he "wined and dined her", 

frequently bought her flowers and treated her like a "princess". It appeared that he always 

paid for everything.    

The first Emma's mother knew of the relationship was in June 2014. Her mother described 

Emma as keeping the perpetrator away from her home life. It appeared that they saw each 

other about every other week, mostly at weekends and booked into a hotel.  

During the investigation into her murder, Emma's friends and family spoke of an incident 

that had occurred whilst Emma and the perpetrator were on holiday in Spain. Emma told 

friends that one evening the perpetrator had become upset and accused her of flirting with 

other men. Apparently, Emma said that she had woken up to find the perpetrator checking 

her mobile, she confronted him and he threw it down the toilet. An argument ensued which 

resulted in him attempting to strangle her. This, according to her friends, left visible bruising 

to her neck. The Spanish Police were called but no criminal action was pursued. 

Nevertheless, it did lead to them being separated, and Emma spent the final two days of the 

trip at a different apartment complex. They remained separated on the flight back to the 

UK, and as Emma refused to have him in her car, his father had to collect him from the 

airport. The Spanish Police did not share any information with the police in the United 

Kingdom 

On return to the UK, Emma had nothing to do with the perpetrator. However (according to 

family and friends) the perpetrator's sister emailed her and explained that his attack on 

Emma was completely out of character and he really missed her. Indeed, it appeared that 

his father also phoned Emma to say that this behaviour was out of character for his son. At 

some point after this conversation, the relationship resumed.  

Her friends described Emma and the perpetrator as completely different characters and her 

friends did not understand why they were together. Their relationship was described by 

friends and family as "heated at times". They frequently were heard arguing on the phone. 

The perpetrator was described as "possessive". He often checked where Emma was and 

what she was doing by constantly phoning her. Her friends described how if she did not 

answer her mobile, he would phone her landline repeatedly until she answered it. Emma 

told her friends that the perpetrator was "besotted" by her and would not leave her alone. 

In fact, she told a work colleague who commented on how often he phoned and texted her, 

that he was a "borderline stalker". It appeared that at some point shortly before her death, 

she became concerned that the perpetrator had placed some sort of "tracking app" on her 

phone as she asked one of her friends to remove the application for her.  

Despite the incident in Spain, Emma never disclosed that she was afraid of the perpetrator. 

In fact, she described him as a "pussycat" because she would always decide when they met 

and where. Sometimes he would wait for her in a hotel until she phoned him to come to 
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pick her up. Her friends described her as being "very much in control" and the relationship 

being on her terms.  

In September 2014, Emma and the perpetrator booked into a hotel to attend a party. They 

spent the evening with another couple and on returning to the hotel all four of them 

gathered in Emma and the perpetrator's hotel room to socialise and drink alcohol (cocaine 

was also used). In the early hours of the morning, the perpetrator asked them to leave, as 

he wanted to spend time with Emma – the other couple returned to their room (directly 

opposite). 

At 07:30 the following morning, the perpetrator was seen leaving the hotel alone. He told 

the receptionist that he was going to work and that his partner would be checking out at 

midday. He later rang his sister using Emma's mobile phone and told her that he had 

strangled Emma. His sister phoned the police. The perpetrator switched off Emma's mobile 

phone, changed vehicles, acquired another mobile phone and drove to Warwickshire. 

During the course of the day, he admitted to at least three people that he had killed Emma. 

When he arrived in Warwickshire, he "ran towards" a high-speed train. He died instantly.  

 

5. SUMMARY OF INFORMATION KNOWN TO 

AGENCIES ABOUT THE PERPETRATOR 

5.1. Warwickshire Police 
The perpetrator was a resident in Warwickshire and he was well known to Warwickshire 

Police. Between 2002 and June 2014, he was involved in 18 reports of domestic incidents. 

The panel felt it was important to include some detailed information of these incidents as it 

paints a clear picture of his history of violence against women and children.  

During the period under review (January 2005 and September 2014), the perpetrator had 

relationships with at least two other women, Sasha and Dawn. Records showed that on 8 

February 2008, the police received a report that the perpetrator and Sasha were arguing in 

the street over maintenance payments in front of two very young children. It appeared that 

they had separated. A letter was sent to both the perpetrator and Sasha that stated that 

domestic abuse was not acceptable and provided information about the support available 

to both victims and perpetrators in the local area. No further action was taken and there 

was no record of a referral to children's social care.   

Police were called to an incident in February 2008. The perpetrator was moving out of 

Sasha's home (to live with his new partner, Dawn) and wanted to collect his possessions. No 

further action was taken although again, letters were sent to both Sasha and the 
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perpetrator; a verbal harassment warning was given to the perpetrator, and a referral was 

sent to children's social care and a "flag"7 was placed on Sasha's address.  

In August 2008, Dawn called 999 to report that the perpetrator had threatened to slash the 

throat of her four-year-old daughter. She told police that the perpetrator was drunk, 

argumentative and that he had "flipped". She said that the perpetrator had been round to 

collect his belongings following an earlier argument. He had then threatened to cut his 

wrists, which she believed he would carry out. She told the police that he had pushed her 

into a fence and although this had not caused a visible injury, it had hurt her. The 

perpetrator was arrested for assault. Dawn declined to make a statement or confirm what 

had happened. The risk assessment stated that she was concerned about the perpetrator's 

erratic behaviour and wanted him removed from the house. However, the risk assessment 

did not document the threats to kill so any safeguarding concerns about Dawn's daughter 

(and potential criminal offences against her) appear to have been lost in the complaint. 

Indeed, the police "considered the possibility Dawn may have made a false allegation to 

secure their attendance". When interviewed, the perpetrator denied threatening or 

assaulting Dawn or her daughter; he was released to his parent's house and a decision for 

no further action was taken by the custody sergeant. A referral was made to children's 

social care but they closed the case in September 2008. 

In late-September 2008, police received a 999 call saying that a woman could be heard 

screaming in a nearby property and there was a young child at the property. Police arrived 

nine minutes later. The records described it as a domestic incident but there was no detail 

about what happened, other than Dawn and her daughter were both present. The 

perpetrator ran away from the property but was later apprehended and arrested for 

"assault".  

In custody, the officer handling the case felt that the incident had not been recorded 

correctly, as the assault on Dawn included "threats to kill". Furthermore, Dawn described 

how the perpetrator had forced his fingers into her mouth and pushed a pillow into her 

face. He also repeatedly put his face within inches of Dawn's daughter's face and "shouted 

and screamed" abuse at her. Dawn told police that he struck her daughter across the face, 

causing the child to fall backwards into a wall. Children's social care was informed of the 

incident.   

A risk assessment was undertaken. It described the perpetrator as having drug and alcohol 

problems and acting in a jealous and controlling manner. It also stated that the abuse had 

become more frequent since the couple had separated. Dawn told police that she was very 

frightened of the perpetrator as she thought his violence would continue to escalate. The 

perpetrator denied the allegations. He was released on bail on condition not to contact 

                                                           
7
 A domestic incident "flag" was attached to the address which meant that police would respond urgently to 

any call to the address  
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Dawn or her daughter and to reside at his sister’s address. The details of this incident were 

recorded on a police intelligence report. This enabled officers to access information about 

the perpetrator when attending future incidents. It identified the perpetrator as a "red 

nominal"8, which required all information about him to be kept until his 100th birthday. 

The perpetrator was bailed until October 2008 "as further enquiries had apparently been 

identified by the Crown Prosecution Service (CPS) lawyers". Then, following CPS advice, the 

perpetrator was charged with criminal damage, this appears to be in relation to some minor 

damage to a door that he caused during the domestic incident. No action was taken in 

respect of any of the other allegations despite this being a re-victimisation. The individual 

management review author attempted to locate the CPS file but was informed that it was 

"lost and no copy or electronic version was available for scrutiny". Therefore, the rationale 

for taking no further action was not available.  

The police made a referral to social services in September 2008. The referral set out the 

details of the incident. Dawn was referred to MARAC9 and Warwickshire Domestic Violence 

Support Services and Sanctuary10. She told police that her relationship with the perpetrator 

was over, she was moving to a different town and she did not intend to have any more 

contact with him. 

Even though Dawn stated that her relationship with the perpetrator was over and she was 

moving away, police records showed that they were married shortly afterwards (around 

October 2008). In late-January 2009, Dawn complained to the police that the perpetrator 

had threatened her with violence and threatened to "trash" her house. Records stated that 

at the time, they had been married for 12 weeks and they were living with the perpetrator's 

parents, as Dawn's house was being decorated. Dawn also told police that she had bumped 

her head when the perpetrator had pushed her against a bedroom wall. The couple were 

apparently arguing because the perpetrator had found a telephone number of another man 

on Dawn’s phone. There were two children in the house at the time of the incident, Dawn's 

daughter and the perpetrator's 11-year-old daughter from a previous relationship. Both 

were "safe and well". 

Dawn had no injuries but the perpetrator was arrested. She told police that while on holiday 

the previous month, the perpetrator had put his hands around her throat. He was drunk at 

the time and she said that he was in financial difficulties. Dawn was assessed as "very high" 

risk of harm. The police records stated that there had been a large number of previous 

domestic abuse incidents and this was a case of re-victimisation. Subsequent records stated 

that Dawn was pregnant and "the offender had the potential to cause harm but was unlikely 
                                                           
8
 This is a term that was used by Warwickshire Police at the time to denote an offender who was likely to cause 

serious harm  
9
 This is a multi-agency risk assessment conference at which local agencies meet to discuss confidentially high-

risk victims of domestic abuse. The aim is to identify what safety measures and support mechanisms could be 
put in place for Dawn and her daughter. MARAC was introduced in Warwickshire in April 2008   
10

 Sanctuary is a specialist domestic abuse service that helps victims remain in their own homes  
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to cause serious harm unless there was a change of circumstances". Thus, the risk was 

reduced to "medium" and she was not referred to MARAC. She was referred to 

Warwickshire Domestic Violence Support Services and children's social care. Welfare visits11 

by patrolling officers were organised. The perpetrator was interviewed and denied the 

offence. The custody sergeant decided that no further action was required because of a lack 

of evidence. 

The same day, Dawn reported that a large garden pot had been thrown through the kitchen 

window of her house. Her house had been vacant for two weeks as it was being re-

decorated. Police records stated that the damage might have been connected to the 

perpetrator's suspected criminal activities (which he declined to discuss with police). The 

police risk assessment recorded that Dawn disclosed that the perpetrator had punched her 

in the stomach whilst she was pregnant (there is no record of this pregnancy continuing to 

term). Dawn also informed police that the perpetrator had recently received threats of 

serious harm from individuals in connection with his criminal activity. While checking the 

property a large quantity of cannabis resin was found. It was thought to have been left by 

those responsible for the damage to the house as a warning. Dawn was referred to the 

police domestic abuse team. However, at the beginning of February 2009 she asked for the 

welfare visits to stop. 

Police contacted a team leader at children's social care because of their concern that the 

perpetrator had moved back in with Dawn. A meeting was arranged in June 2009 but the 

police were not required to attend because children's social care "had all up to date 

information".   

A police intelligence report submitted after the incident described how sometimes their 

domestic disputes "spilled out onto the garden and street" and that the perpetrator was 

"seen to chase [Dawn] down the road and drag her back to the house". 

In mid-June 2009, the perpetrator was arrested for possession and supply of controlled 

drugs. He was bailed until November 2009.  

In August 2009, Dawn reported that she had received threatening texts in which the 

perpetrator said he was going to kill her. She told the police that she wanted him out. She 

said she was scared of him when he was drunk. She told police that she did not think that he 

would actually kill her, and she was therefore assessed as medium risk. The perpetrator was 

arrested for breach of the peace and later released without charge. The records stated that 

previous assaults were not actioned as Dawn often withdrew her complaints against the 

perpetrator. No repeat referral was made to MARAC.  

The following day, Dawn reported that the perpetrator had broken into her property. She 

was not living there but he had contacted her to say he had forced his way in through the 

                                                           
11

 The aim of a welfare visit is to see the victim and ensure they are okay    
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back door. When the police arrived, there was no one there. Later the perpetrator and 

Dawn met with the police at her property. The perpetrator was handed some of his 

belongings. No further action was taken. Police records stated that the perpetrator had 

been removed following a domestic dispute as Dawn had accused him of spending all his 

money on class "A" drugs. Again, she was assessed as medium risk and despite previous risk 

assessments, no repeat referral was made to MARAC.   

On 12 September 2009, at 02:00 in the morning, Dawn (who was 14 weeks pregnant12) 

called 999. When they arrived, she told them that during the day the perpetrator had been 

argumentative, possessive, jealous and would not allow her any freedom. She was so afraid 

of his behaviour that she took her five-year-old daughter out. They did not return until 

01:55 in the morning. On her return, she sent her daughter upstairs to change into her 

pyjamas. Then the perpetrator attacked her, he put his hands around her throat and tried to 

strangle her. She could hear her daughter screaming so she bit the perpetrator's finger so he 

released her. Dawn said that she thought the perpetrator was going to kill her and then he 

head butted her with such force that she felt dizzy but managed to run out of the house to a 

neighbour's. She sustained a lump to her head.   

When the police arrived, the perpetrator ran away and while they searched for him, the 

tyres of the police vehicle were slashed. The police records stated that Dawn was clearly 

"terrified" of the perpetrator. She refused medical treatment but asked to make a complaint 

and asked for help from victim support. A referral was made to children's social care on 14 

September. Dawn was assessed as being at very high risk of harm but there is no record of a 

referral being made to MARAC. The records also stated that Dawn's daughter was 

distressed. Both were moved to another address until the perpetrator was arrested.   

When Dawn returned home, she discovered that the perpetrator had caused a considerable 

amount of damage. He subsequently contacted the police and said he was in London but 

would return the following day and "give himself in".  

On 14 September 2009, Dawn was due to go to the local hospital for an appointment in 

connection with her pregnancy. She was informed by staff that the perpetrator was at the 

hospital waiting for her. At this time, he was still wanted by the police for the assault on her. 

Later he did go the police station. Following his interview, he was bailed until October 

2009.13  

When the perpetrator was released on 14 September 2009, the condition of his bail was not 

to contact Dawn. However, the following morning she reported that he had been ringing 

her, texting her and he had also followed her when she took her daughter to school. He was 

arrested at midday for harassment and breach of his bail conditions. He was interviewed but 

                                                           
12

 There is no record of this second pregnancy continuing to term 
13

 Note: When he answered bail (16 October), he was informed that no further action would be taken as there 
was insufficient evidence to proceed 
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again denied the offences. Again, he was released on bail with conditions not to contact 

Dawn or go to the road where she lived. Dawn was assessed as being at very high risk of 

harm but there was no evidence that she was referred to MARAC. Dawn moved to a friend's 

house, the address of which was unknown to the perpetrator and she changed her car. She 

asked for victim support and a referral was made to children's social care. 

On 16 September 2009, Dawn reported that the perpetrator had rung her, all she could hear 

was breathing. A statement was obtained from her. A couple of days later when Dawn was 

at her friend's house, she thought she saw the perpetrator driving past the house. Police 

searched the area but nothing was found. The police records stated that Dawn had an alarm 

and access to a phone and had obtained a non-molestation order with assistance from the 

police domestic abuse unit on 18 September 2009. Details about this non-molestation order 

and the bail conditions of the perpetrator were recorded on police intelligence logs. 

On the evening 20 September 2009, Dawn reported that the perpetrator was driving past 

her house (contrary to his bail conditions). He was driving his brother's car. Police took a 

statement from Dawn. The following morning, the perpetrator handed himself into the 

police. He was interviewed and denied committing any breaches of his bail. He was not 

charged in connection with the incident. While he was in custody, he was served with the 

non-molestation order and therefore Dawn's risk assessment was reduced to medium risk.  

On the morning 22 September 2009, Dawn reported that she had received silent phone calls 

and suspected it was the perpetrator. The police went to Dawn's address but there was no 

answer. They tried to phone her and made a number of visits to her address. A neighbour 

then informed them that Dawn had "gone away". Police searched the house but found no 

evidence that anything "untoward" had happened to Dawn. They continued their attempts 

to contact her, liaising with children's social care who was also trying to locate her.   

At around 18:00, the Duty Inspector recorded that, as Dawn was a victim of domestic abuse, 

police must step up their attempts to locate her and her child. Further enquiries revealed 

that she had told neighbours that she had to go away but did not tell them where she was 

going. It was eventually established that Dawn had been moved by the police for her own 

safety.  

In February 2010, the perpetrator was convicted for possession and supplying of controlled 

drugs.14 He was sentenced to six years' imprisonment. No recorded incidents were made to 

the police during his time in custody. The perpetrator was released from prison under 

supervision in April 2014.  

Following his release, he went to his ex-partner's (Sasha) house. She called the police as he 

had sworn at her and kicked her front door. The perpetrator had left by the time police 

arrived but he later went to the police station and denied that he had sworn or kicked the 

                                                           
14

 Dawn also pleaded guilty to supplying controlled drugs and she was given a suspended prison sentence 
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door. He said he went to the house to get details for his solicitor so he could arrange to see 

his children. He was advised about his behaviour.  

5.1.1. Warwickshire Police analysis of involvement  

It was clear from the Warwickshire and West Mercia Police individual management review 

that the perpetrator had a long history of violence against women. He was a perpetrator of 

domestic abuse and abused at least three of his former known partners. He was described 

as violent, possessive, jealous and controlling. Furthermore, he was violent and aggressive in 

front of their children, and at least twice, he (allegedly) assaulted Dawn's young daughter. 

He assaulted Dawn during two pregnancies – on one occasion he punched her in the 

stomach. There is no evidence in the records that either of Dawn's pregnancies went to full 

term.   

The risk and danger to Dawn and her young daughter does not appear to have been taken 

seriously. Had Warwickshire Police made appropriate referrals to MARAC (in line with the 

policy at the time), not only would support have been offered to Dawn and her daughter 

but also the perpetrator's history of violence may have been recorded by other agencies. 

Equally, although the perpetrator was arrested for domestic incidents on eight occasions, he 

was never charged following any of these assaults. On each occasion, the police or the 

Crown Prosecution Service decided that there was insufficient evidence. This is concerning 

considering the level of his violence and the descriptions in the police records of the 

assaults.  

During the period under review, a police drug operation was in progress. The perpetrator 

was a member of an "organised crime group" which was involved in the sale of controlled 

drugs. It appeared that the police focus was on the perpetrator and Dawn as part of the 

organised crime group and as suppliers of controlled drugs. The response to Dawn as a 

victim of domestic abuse and violence was inadequate.  

Dawn was only referred to MARAC once, whereas she should have been re-referred each 

time a domestic incident (that could have constituted criminal behaviour15) was reported to 

                                                           
15

 Safelives (formerly Caada) defines a repeat MARAC as a case that has been previously referred to a MARAC, 
and at some point in the 12 months from the date of the last referral a further incident is identified. Any 
agency may identify this further incident (regardless of whether it has been reported to the police).  
A further incident includes any one of the following types of behaviour, which, if reported to the police, would 
constitute criminal behaviour: 

 Violence or threats of violence to the victim (including threats against property); or, 
 A pattern of stalking or harassment; or, 
 Rape or sexual abuse 

Where a repeat victim is identified by any MARAC agency, that agency should refer the case to the MARAC, 
regardless of whether the behaviour experienced by the victim meets the local referral threshold of visible 
high risk, escalation or professional judgement. To identify repeat victims of domestic abuse regardless of to 
whom it is reported, all Marac agencies should have the capacity to ‘flag and tag’ their files following the latest 
referral so that they are aware if a service user/client experiences a repeat incident   
@ www.safelives.org.uk/definition-repeat-marac – accessed online 10 August 2015  

http://www.safelives.org.uk/definition-repeat-marac
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the police. The result of Dawn not being referred to MARAC appropriately and of the 

perpetrator not being convicted of any domestic assaults was that his history of violence did 

not come to the attention of either the Warwickshire Probation Trust or HM Prison Service.  

Warwickshire Police did not provide a coordinated response to the repeat call outs to Dawn. 

Equally, follow up enquiries were inadequate which may have had a direct impact on why 

the perpetrator was not prosecuted for his acts of violence during this period. At the time, 

Warwickshire Police operated a system whereby individuals in custody were dealt with by a 

prisoner processing team. This resulted in a fragmented approach, which was not (in this 

case) properly focussed. Since these events, the prisoner processing team has been 

disbanded (unrelated to this review) and now those in custody for offences related to 

domestic abuse are dealt with by officers from the domestic abuse unit. 

Furthermore, as part of "public protection" training, all frontline staff receive training 

around not dealing with incidents in isolation and taking into account all history and 

previous risk assessments. To ensure closer liaison between police and children's social care, 

a multi-agency safeguarding hub is being introduced within Warwickshire and West Mercia 

where police work alongside colleagues from children's social care. 

 

5.2. HM Prison  
The perpetrator was remanded in custody at HMP Birmingham and was convicted in 

February 2010. He was sentenced to six years' imprisonment in April 2011. He was given 

Category C status in May 2011 16 and transferred to HMP Onley near Rugby in July 2011. 

In July 2012, the perpetrator gained Category D status and transferred to HMP Leyhill in 

Gloucestershire. During his time at HMP Leyhill, he was released twice on day release and 

had a 5-day home leave to a verified address. When he first applied for release on 

temporary licence, it was turned down as he provided an address that did not exist. The 

subsequent address he provided was cleared by HMP Leyhill. 

                                                           
16

 HMP has the following guidelines for allocating prisoners to appropriate establishments [PSO 40 2011] 
 Category A Prisoners whose escape would be highly dangerous to the public, the police or the security of 

the State and for whom the aim must be to make escape impossible  
 Category B Prisoners for whom the very highest conditions of security are not necessary but for whom 

escape must be made very difficult 
 Category C Prisoners who cannot be trusted in open conditions but who do not have the resources and 

will to make a determined escape attempt 
 Category D Prisoners who present a low risk; can reasonably be trusted in open conditions and for whom 

open conditions are appropriate 
Prisoners in the open estate, and Category D prisoners held in the closed estate, will be reviewed only if there 
is a change in their circumstances; their behaviour gives cause for concern or when new information or 
intelligence suggests an increase in risk levels 
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He was transferred to HMP Hewell Grange in Worcestershire (at his request) in March 2013. 

It was nearer to his home, which would make it easier for family to visit. However, although 

he regularly had home leave to an address near his family, no visitors at all were recorded 

during his stay at HMP Hewell Grange. All 21 home leave visits were recorded as being 

uneventful.  

From June 2013, he worked outside the prison at a charity shop. He then went to work for a 

company but he terminated his employment with them as he alleged there were problems 

with his pay. From November 2013 until his release in April 2014, he worked for a used car 

dealership. However, there was a period when the perpetrator (along with several other 

prisoners) was suspended from working outside because an investigation took place 

following an allegation that they used computers whilst on day release. The perpetrator was 

cleared and returned to work at the used car dealership.  

There was very little background information held on the perpetrator when he arrived in 

custody. There was nothing to suggest that he had been the perpetrator of domestic abuse. 

His records noted that he had defaulted on his previous fines, and from the police records 

that he had a history of non-compliance with community orders and non-custodial awards. 

There were no records pertaining to his previous brief imprisonment; and the pre-

sentencing report did not contain detailed background material or any information about 

his history of domestic abuse. 

Members of staff at the various prisons described him as a generally polite and well-

behaved prisoner – although, he could have a "surly attitude". He was assessed as 

presenting a low risk to others in prison. He was supported by regular visits from his family 

and friends whilst at HMP Onley.  

The perpetrator did not engage with any offending behaviour work whilst at HMP Hewell. 

He was not identified as a perpetrator of domestic abuse and therefore he received no 

support around this behaviour. Moreover, he told staff that he did not have any drug issues 

and that his admission in court that he had a drug problem was prompted by a desire to get 

a lighter sentence. Thus, his offending behaviour was addressed by arranging work 

experience – in the expectation that this would motivate him "to live a life that was not 

funded by crime".   

On 9 October 2013, the perpetrator was reported (via an anonymous letter to the prison) to 

have two mobile phones in his possession – one in his work van and another in the prison. 

This information was passed to the security manager at The Grange. 

On 16 October 2013, a security report was raised by a police liaison officer at HMP Hewell. 

The report concerned several prisoners (two of whom were in The Grange) and named the 

perpetrator along with eight others in different prisons. They were all known associates of a 

drug dealer held in the closed prison at HMP Hewell. The implication was that they were 
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running a drug supply in the prison and the perpetrator might be involved, as he was able to 

leave the open prison and go out on day release.  

In December 2013, the prison received an anonymous call from a woman who said that the 

perpetrator was currently on the phone "pestering her on the website Plenty of Fish". The 

caller stated that the perpetrator wanted her to sell cocaine on his behalf. The caller 

provided the mobile numbers that the perpetrator used. This information was linked to the 

previous report concerning the drug dealer. A targeted search was requested to locate the 

phones and a meeting was requested to review the security information concerning the 

perpetrator – however, this was not actioned. The prison officer who took the call 

confirmed that although the caller has not been willing to give her name, he got the 

impression she may have had a previous contact with the perpetrator. He thought she might 

be an aggrieved ex-partner. He stated that to his recollection the caller had not seemed 

frightened or concerned about the contact. 

In January 2014, a further security report was raised. An officer received a phone call from a 

woman who stated that the perpetrator had called her earlier that day and said that he was 

"sat in the dorm with all the other lads all on their phones". She said she had previously 

chatted to the perpetrator on a dating website and he had been to visit her whilst he was on 

day release. She had then discovered he was a prisoner and contacted the police on 10 

December 2013. The prison officer informed a senior officer and the dorm was searched at 

01.40, but nothing was found.    

The perpetrator was released on licence to probation in April 2014. 

5.2.1. HM Prison analysis of involvement 

The review showed that the perpetrator was capable of manipulating the system. He 

provided an erroneous address when he first applied for temporary release. He also applied 

to move to HMP Hewell from HMP Leyhill to be nearer family but was not in contact with 

them when he was at HMP Hewell. The security alerts and staff entries at HMP Hewell 

provided further evidence that the perpetrator was not a wholly compliant prisoner. 

Members of staff reported that he was often "hard to track down" when he was working as 

a cleaner. 

There were concerns that he, along with others, had been able to access the internet whilst 

working outside the prison. However, there was no record available of the full investigation 

into the allegations of internet access by several prisoners. 

Although there is no direct evidence to suggest that the perpetrator contacted Emma whilst 

he was in prison, it is clear that he was using dating websites. It is also clear that on two 

occasions, women contacted the prison over concerns about his behaviour. The women did 

not give their names.  
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Unsurprisingly, when the women contacted the prison to voice their concerns, the prison 

focused on the illicit use of mobile phones and computers. As the perpetrator's history of 

violence against women had not been recognised, no one considered the threat he might 

pose to the women that he was contacting. If this information had been known, the risk to 

the women may have played a more central role within the investigations into the 

allegations at HMP Hewell. 

Furthermore, had the perpetrator's history of domestic abuse been identified, his 

relationships would have been scrutinised. His relationships would have come under even 

more scrutiny if he had declined to attend an offender behaviour programme or undertake 

offending work related to domestic abuse. In turn, this could have had an impact on his day 

release. The circumstances of his release plans would have been more closely scrutinised to 

ensure there was no sign that he was developing a relationship or that he was having 

contact with his ex-partners or their children. 

Since the events outlined in this review, HMP Hewell maintains an electronic record of 

"release on temporary licence" processes. This record sets out the full details of decisions 

and the actions that need to be taken. It also specifies the name of the member of staff 

whose responsibility it is to carry out any actions. Thus, in line with a national review, the 

"release on temporary licence" board decisions are more carefully scrutinised by a multi-

disciplinary team, security information is collated at each review to ensure there has been 

no missed information and a review of risk status is carried out if there is new information 

received. 

In addition, at HMP Hewell Grange there is greater scrutiny around the release on 

temporary licence paperwork. It is amended and updated at each board and notes placed 

electronically on the prisoner’s records. This information is taken to the relevant risk board 

and any action points are followed up between meetings. Nationally, there has been a set of 

detailed instructions issued regarding the management of risk and the monitoring of 

relevant risk related behaviours in open prisons. Prisoners are encouraged to be specific 

about the purpose of visits and home leaves and to tie these in to previously agreed 

personal targets to show they are working actively towards rehabilitation. 

To ensure continuity, the storage of records has been reviewed between the two sites, and 

the paper records are now filed in HMP Hewell Grange for prisoners who have been 

discharged.  
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5.3. Warwickshire and West Mercia Community Rehabilitation 

Company   
The perpetrator first came to the attention of probation in May 2003 (aged 27) when he was 

sentenced to 80 hours of unpaid community service for theft. In October 2008, he received 

a further 90 hours of unpaid community service for malicious mischief, breach of the peace, 

drunk driving and possession a controlled drug. These offences were committed in Scotland.  

In February 2010, the perpetrator was convicted of drug offences and Warwickshire 

Probation Trust was asked to provide a pre-sentence report. The pre-sentence report was 

carried out by a qualified probation officer (1). Local requirements at the time dictated that 

checks should be made with Warwickshire Police to ascertain whether the perpetrator had 

a history of domestic abuse. These checks should have been repeated if there was a 

significant change of circumstances such as being released. However, they were not made 

during the pre-sentence report. Nevertheless, checks made with children's social care 

revealed that his children were known but this information was not followed up, and no 

further information was sought. Thus, there was nothing in the pre-sentence report or the 

OASys (Offender Assessment System) risk assessment to indicate any risk to partners, 

children or any history of domestic abuse. In fact, the perpetrator was assessed as low risk 

to others based on his previous convictions and his current offence of drug dealing. The 

assessment was countersigned by a senior probation officer (team manager 1) – who 

despite countersigning it did not establish that domestic abuse and children's social care 

checks had not been undertaken.  

Whilst the perpetrator was in custody a further two assessments were carried out by prison 

offender supervisors. As they were reliant on the information provided by the pre-sentence 

report, they too assessed the perpetrator as a low risk to others. 

In October 2012, negotiations took place for the perpetrator to be released on temporary 

licence. This would allow the perpetrator to leave the prison for short periods and help 

towards his resettlement. The first address the perpetrator supplied was rejected because 

one of the occupiers had previous convictions. In January 2013, another address was 

approved and for the duration of his prison sentence, when he was released on temporary 

licence, he stayed at that address. The individual management review stated that being 

released on temporary licence constituted a change of circumstances and probation officer 

(1) should therefore have undertaken further domestic abuse checks. These were not 

carried out. Between December 2012 and January 2013, probation officer (1) was off sick 

and "performance management proceedings" were commenced. The perpetrator's case was 

re-allocated to another probation officer for this period.  

In February 2013, following further performance management proceedings, probation 

officer (1) went off sick again and this time did not return to work. Therefore, in March 2013 

the perpetrator's case was transferred to probation officer (2). As probation officer (1) was 
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off sick, no handover took place. Consequently, probation officer (2) was unaware that no 

domestic abuse checks or child checks had been made (and he did not make those checks) 

so he too remained ignorant of the perpetrator's history. During the remainder of the 

perpetrator's prison term, there were no changes in his circumstances and therefore no 

further assessments or enquiries were made concerning domestic abuse or his risk to 

children. Between March 2013 and April 2014, probation officer (2) was responsible for 

arranging a series of releases on temporary licence. These releases do not appear to have 

been set up with consistent, regular appointments with probation and so the perpetrator's 

case was not effectively supervised or monitored. Probation officer (2) remained 

responsible for the perpetrator's case until April 2014 (when the officer transferred to the 

National Probation Service). Records showed that probation officer (2) was also subject to 

performance management proceedings. The first episode was between December 2012 and 

March 2013 and then again in February 2014. The episodes mainly related to failing to 

complete assessments in a timely manner – nevertheless, there was also information in the 

individual management review to indicate that probation officer (2) had arranged a series of 

releases on temporary licence that did not "appear to have been consistently set up with 

reporting/appointments to probation." This resulted in "substantial gaps in contact which 

were not conducive to effective supervision and monitoring".  

During April 2014, in preparation for the formation of the National Probation Service and 

private Community Rehabilitation Companies,17 a major restructure occurred in which all 

members of staff were re-assigned to their new organisation. Additionally, all cases were 

reviewed and assigned to either the National Probation Service or the Community 

Rehabilitation Company. As the perpetrator had been assessed as a low risk, his case was 

allocated to a probation service officer in the Warwickshire and West Mercia Community 

Rehabilitation Company (the risk assessment was based on the existing information).  

On 22 April 2014, just before the perpetrator was released from prison, his case was 

transferred for a third time, this time to a probation service officer (1).18 As part of the 

perpetrator's "start licence assessment", checks should have been requested from children's 

social care but this was not undertaken. Nevertheless, the probation service officer did 

make enquiries to the police about the perpetrator's domestic abuse history. Warwickshire 

Police provided information to the probation service officer about the incidents involving 

Dawn during 2008 and 2009.  

The contents of the domestic abuse checks were recorded in the case management system 

and in the risk assessment system. In spite of this, the assessment failed to recognise the 

                                                           
17

 On the 2 June 2014, the probation service was split into a public sector National Probation Service and 21 
private Community Rehabilitation Companies (CRC’s). What had been Warwickshire Probation Trust was 
divided between the National Probation Service and the Warwickshire and West Mercia Community 
Rehabilitation Company. The National Probation Service has responsibility for high-risk cases and the 
Community Rehabilitation Company responsibility for medium and low-risk cases. 
18

 Probation service officers are a grade below probation officers 
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risk he posed to women and children, and thus, although a risk management plan was 

completed, it did not refer to any issues around domestic abuse or child protection 

concerns. There was no evidence to suggest that other domestic abuse assessments were 

made, which would have been normal practice.  

These omissions were compounded because during the transition period, a decision was 

taken by management that senior probation officers (team managers) were no longer 

required to countersign assessments. The rationale for this was firstly that it was creating 

too much work because so many cases were being transferred; secondly, an audit of the risk 

assessments showed that they were generally "completed to a satisfactory standard".  

Thus, the Community Rehabilitation Company only countersigned if: 

a. The assessor was known to have learning/development issues  
 

b. The case was flagged for risk escalation  
 

c. There was an indication of risk of serious harm, but the assessor ticked not to 

undertake a full risk assessment 

It could be argued that not only both the previous probation officers (1 & 2) were known to 

have learning/development issues as performance management proceedings had been 

implemented, but also the probation service officer had development needs because he 

was relatively new in post. Therefore, management should have ensured that their 

caseloads were overseen and scrutinised more effectively. It is unclear whether the 

management oversight capacity at the time was sufficiently robust to notice these issues.  

The probation service officer did not question the perpetrator about the police report and 

his history of domestic abuse and violence. No detail was provided in the records about 

children with whom he might have contact, in spite of the perpetrator indicating that he 

was in contact with his children and that he had parental responsibility for them. The 

probation service officer did ask the perpetrator about current relationships. However, the 

perpetrator denied that he was in any "relationships", although he described having 

"girlfriends". This was not explored further.  

The assessment concluded the perpetrator was low risk of harm across all categories.  

The probation service officer saw the perpetrator on a weekly basis from the time of his 

release in April 2014 until the end of May 2014. He described him as a "closed individual" 

who was difficult to talk to, defensive and showed resentment towards the criminal justice 

system. At this stage, no offence-focussed work was carried out as the probation service 

officer wanted to concentrate on "rapport-building". At the end of May 2014, the 

perpetrator's visits became fortnightly even though the probation service officer was 

concerned that he might be involved in criminal behaviour. By June, the probation service 

officer's concerns grew because the perpetrator had two phones and he saw him with £400 
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in cash. When the probation service officer asked him about the cash, the perpetrator 

simply said, "Cash is king". The records noted that he was angry but eventually calmed 

down. During June 2014, the probation service officer liaised with Warwickshire Police 

regarding his suspicions. However, despite the concerns, there was no record of any 

offence-focussed work and the perpetrator's appointments were reduced to monthly in July 

2014.  

The perpetrator was "quiet and subdued" during his appointment on 15 August 2014. The 

probation service officer remained suspicious that he was engaging in criminal activity so he 

arranged to undertake a home visit towards the end of September 2014 and recorded that 

he would again make enquires with Warwickshire Police.   

The perpetrator murdered Emma and then killed himself in mid-September 2014, five days 

before the home visit was to take place.  

 

5.3.1. Warwickshire and West Mercia Community Rehabilitation Company 

analysis of involvement  

The perpetrator's probation officer (1) should have ensured that at the pre-sentence report 

stage, the necessary checks were completed. Furthermore, the senior probation officer 

(team manager 1) failed to identify that the necessary domestic abuse checks had not been 

undertaken.   

Whilst in charge of the perpetrator's case, his probation officer (1) was supervised by four 

different senior probation officers (team managers). Issues were raised about the poor 

quality of the probation officer's risk assessments including the officer's failure to make the 

appropriate domestic abuse checks. This resulted in senior probation officer (3) instigating 

performance management proceedings – probation officer (1) went off sick in February 

2013 and subsequently left the service in August 2013. 

The case was transferred to probation officer (2) who managed it for 12 months. Probation 

officer (2) had no handover of the case and did not carry out any further checks because the 

perpetrator's circumstances had not changed. The probation officer (2) stated he would 

only have carried out further checks when assessing the perpetrator for release. However, 

by the time of his release, the case had been transferred to a probation service officer. No 

record could be identified of a handover between probation officer (2) and the probation 

service officer.    

The perpetrator's probation service officer joined the service in September 2013. Therefore, 

he only had seven months service. During this period hundreds of cases changed from one 

offender manager to another within a short period. This led to an extremely busy period in 

which "normal practice in relation to handover of cases" did not take place. In fact, when 
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the probation service officer took over the management of the perpetrator's case, he also 

inherited 13 other new cases, taking his caseload to approximately 40 cases, equivalent to 

that of an experienced probation service officer.  

Although he was inexperienced, the probation service officer identified that there were no 

previous domestic abuse checks on record and therefore sent a request to Warwickshire 

Police. However, on receipt of the information from the police, the probation service officer 

did not include the perpetrator's history of domestic abuse in the overall risk assessment 

score because (as stated when interviewed for this review), he did not understand its 

significance and a further detailed domestic abuse assessment was not completed. 

Therefore, the assessment was based on the perpetrator's previous convictions and his 

drugs offence. The probation service officer did not seek advice from his senior probation 

officer, nor did he discuss domestic abuse with the perpetrator. This was because he was 

not sure if he "was able to" or the "status" of the information. He stated that at the time he 

was unsure of the procedures.  

He did not consider whether the perpetrator might have children from previous 

relationships. In fact, he made the assumption that because the perpetrator was prohibited 

by licence condition from having contact with his wife, then he would not be in touch with 

his children. Clearly, he did not consider that the perpetrator might have children from 

previous relationships.   

Ultimately, it appeared surprising that an officer with seven months service could be 

transferred a case with no handover. Furthermore, there appeared to be no management 

oversight or countersigning of assessments, despite both previous probation officers (1&2) 

being party to performance management proceedings. However, in the light of this case, 

practice has changed and now assessments are countersigned if: 

a. The assessor is known to have learning/development issues  
 

b. The case is flagged for risk escalation  
 

c. There is an indication of risk of serious harm, but the assessor ticked not to 

undertake a full risk assessment 
 

d. A new recruit has not achieved a VQ3 qualification19 and/or has less than 2 years' 

experience, or there are concerns about the quality of their assessments 

Clearly, records showed that the perpetrator was manipulative, "closed", "defensive" and 

"difficult to talk to". Nonetheless, he gave the impression that he was complying with his 

supervision – even though he breached the terms of his licence by going to Spain without 

the knowledge of his probation service officer.  

                                                           
19

 Vocational Qualification Level 3 Diploma in Probation Practice 
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The individual management review concluded that, had the risk been fully assessed 

(whatever the outcome) it was likely to have resulted in additional steps to manage the risk. 

For example, it may have led to the perpetrator being allocated a probation officer at a 

higher grade, being subject to increased supervision by a senior probation officer, increased 

monitoring of his family, connections, relationships including his risk to children, additional 

licence condition to report new relationships and offender-focused work around domestic 

abuse and his controlling behaviour. 

 

5.4. General Practitioner    

 
The perpetrator did not go to his GP often. There is a record of him seeing his GP in 

February 2009. The records stated that the relationship with his wife had ended and he was 

in a low mood. He said he was smoking cannabis and feeling tearful. There was no record of 

him being offered support services and no evidence of follow-up.  

The only other time he saw his GP was in June 2009 because he had a painful foot. He was 

advised by his GP to go to the accident & emergency department for X-rays and further 

medical examination.  

 

6. SUMMARY OF INFORMATION KNOWN TO 

AGENCIES ABOUT EMMA  

6.1. Thames Valley Police   
The review panel asked Thames Valley Police to review its records back to 2005 to capture 

incidents of domestic abuse in Emma's previous relationship with her husband. The panel 

wished to establish whether Emma's previous experience of domestic abuse might have 

affected her response during her "relationship" with the perpetrator.   

Thames Valley Police records showed that there had been a number of incidents of 

domestic abuse between Emma and her ex-husband over a number of years.  

In August 2005, in the early hours of the morning, Emma called the police because she and 

her husband had been drinking at home and then argued. He had subsequently got into his 

car and driven off with her handbag. It is unclear from the records whether their children 

(then aged six and ten) were present at the time. Emma was sent a letter that provided 
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contact details for the Thames Valley Police domestic violence unit and a telephone number 

for a local support agency for victims of domestic abuse.  

In September 2005, there was a further incident. Emma and her husband had a verbal 

argument that was described in the police records as "part of an on-going separation". 

Three risk indicators were identified – "separation, child-related and finance". Again, it was 

unclear whether the children were present during the incident. A letter was sent to Emma's 

husband, which provided the same information that was sent to Emma in August.  

In June 2006, Emma reported that her husband assaulted her during a verbal argument. He 

grabbed her around the throat and hit her over the back of her head a number of times. The 

police records stated that Emma had no visible injuries and that there were no witnesses or 

CCTV available. The officer completed a risk assessment with Emma, which was submitted 

to the Thames Valley Police domestic violence unit. Her husband was arrested the following 

day but he was refused charge because there was "insufficient evidence to proceed".  

In January 2007, Emma's ex-husband reported to the police that the joint mortgage he had 

with Emma had been increased by £13,000 without his knowledge. During the course of the 

police enquiries, it was found that his signature had been forged to obtain the money. 

Ultimately, Emma admitted the offence and she was cautioned with "Making a False 

Instrument" – forgery. 

In February 2007, Emma reported that her ex-husband had sent her abusive text messages. 

He made counter-allegations. The officer in charge recorded in the records that it was an 

on-going issue concerning an impending divorce and both parties were using the police to 

get "one over the other party".  

In November 2009, police records showed that Emma telephoned Thames Valley Police as 

she had an issue over money that she had lent to her ex-husband. She was advised that this 

was a civil matter and to seek civil action.  

The final incident recorded between Emma and her ex-husband was in January 2012. Emma 

telephoned the police non-emergency number and explained that her son (12 years) and ex-

husband were at Watford Junction train station but her son had missed the train. She was 

not sure if her ex-husband was still at the train station to put their son on the next train (in 

about half an hour). Emma said that she had tried to speak to him but he was abusive. She 

suspected that he might be drunk and that he had driven to the station. Her son returned 

home on the train shortly afterwards and an officer met with Emma the following day to 

undertake a risk assessment.  

6.1.1. Thames Valley Police analysis of involvement 

Emma seemed confident to contact the police when she had concerns and although the 

police response to those calls appeared satisfactory, there was evidence to suggest that 
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Emma's experience may have been minimised. For example, in June 2006, Emma made a 

complaint that her estranged husband had visited her house and assaulted her by grabbing 

her around the throat and hitting her over the back of her head. Following her estranged 

husband's arrest, the custody sergeant discussed the case with the officer in charge. The 

Thames Valley Police records documented "There does not appear to have been an assault. 

The [husband] has put his hand out to prevent his partner from pushing him. [Emma] has 

stated that she was throttled and hit repeatedly about the head yet there were no visible 

injuries which question [sic] the truthfulness of [Emma]".  

Another incident, which potentially minimised her experience, occurred in February 2007. 

On this occasion, police records showed that Emma made a complaint about her estranged 

husband sending her abusive texts. Her husband countered these by also making similar 

allegations (thus deflecting the attention away from himself). The officer in charge noted in 

the records that he had had previous "dealings with both parties in the past". He recorded 

that "both parties were using the police to get one over the other party" and that Emma and 

her estranged husband had considered mediation "in an effort to resolve their childish 

actions without using the police". Although this appeared to be the inappropriate use of 

words by one officer (albeit, the officer in charge of the case), clearly his language could 

have influenced other officers to underestimate the abuse Emma was suffering and the 

veracity of her allegations.  

Indeed, with hindsight police records showed that Emma could have been the victim of 

financial abuse. In January 2007, Emma was accused of, and admitted, fraudulently forging 

her estranged husband's signature to increase the mortgage on the house. The police 

records stated that her estranged husband had "not paid anything towards the mortgage or 

any maintenance for their children since he left in July 2005" even though his name 

remained on the house and mortgage. Despite this, Emma used the money to pay off a debt 

that was jointly owned by her and her estranged husband. This was verified by Thames 

Valley Police. Police records stated that she never missed a repayment. Thus, she did not 

appear to benefit personally from the fraud, only her estranged husband benefitted. 

However, Thames Valley Police did not explore any of these aspects further.  

In November 2009, Emma contacted the police because she had lent her ex-husband money 

and he had not repaid it. She was informed that this was a civil matter. As part of this 

review, Emma's friends explained that her ex-husband had refused to have his name 

removed from the house and therefore he took ownership of the property following her 

death (some ten years after their separation and divorce).   

It is not possible to say whether Emma's past experience with Thames Valley Police had an 

influence on the way she reacted during her relationship with the perpetrator – had she 

perceived that the police had minimised the domestic and financial abuse she was suffering, 

it may well have made her more hesitant to seek help.  
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Thames Valley Police had no record of any incidents involving Emma and the perpetrator.  

6.2. General Practitioner    
Emma was registered with her GP from October 2002 until her death in September 2014. 

She was a regular attender. Records showed that she saw her GP or another member of the 

surgery's medical staff on average nine to ten times per year.  

Emma suffered with depression and two on-going medical conditions. Many of her 

appointments were in connection with these conditions. Her records showed that she was 

referred to other departments or services appropriately (e.g. for counselling). 

In 2005, Emma informed her GP that her marriage had broken down and she had "split" 

from her husband. She said that her mother was helping her but there was nothing further 

documented in the records about the marriage breakdown and no record of her being 

offered (or requesting) any support services or any further discussions about her welfare or 

that of her children.      

6.2.1. General Practitioners analysis of involvement  

Despite going to her GP on a regular basis, there was nothing in her records to indicate that 

she was suffering domestic abuse. However, there was a lack of knowledge about her 

family.  

Although protocols for recognising domestic abuse exist, copies of these are not currently 

available on the Milton Keynes Council website. It is unclear whether members of staff at 

the practice had received training on domestic abuse.  

6.3. Milton Keynes Hospital  
Between 2005 and September 2014, Emma attended Milton Keynes Hospital on three 

occasions. Emma did not disclose any information concerning domestic abuse during the 

appointments. These attendances and presenting conditions did not appear to be related to 

issues of domestic abuse. 

7. EMERGING THEMES AND RECOMMENDATIONS 

7.1. Labelling women involved in organised crime  
The perpetrator had a long history of violence against women and children. He had been 

abusive towards his wife, Dawn, for many years. There were times when Dawn asked for 

help and support but it was often not forthcoming. It appeared that she was viewed by the 
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Warwickshire Police as the perpetrator's accomplice and co-defendant in his drug crime, 

rather than a victim of his violence. Warwickshire Police consistently failed to refer her to 

MARAC or to consider the effect of the violence on her and her child. During the time under 

review, the perpetrator assaulted Dawn during two pregnancies. There was no evidence in 

the records that either pregnancy went to full term or that this was acted on by 

Warwickshire Police. There was no record of thought being given to Dawn's role within the 

organised crime group. For example, was she coerced, forced or threatened to act as the 

perpetrator's accomplice, or might she have had to assist him in order to protect her child 

from him? Whatever the case, Warwickshire Police appeared to focus their efforts on the 

organised crime, and research demonstrates that this is not unusual.20 Therefore, Dawn's 

involvement in drugs and organised crime masked her vulnerability and the vulnerability of 

her child. Furthermore, by pleading guilty, she criminalised herself and thus she was seen by 

Warwickshire Police as an offender and not a victim.  

The domestic homicide review panel felt that the perpetrator's behaviour indicated that he 

was a serious risk to women. In fact, the panel thought it was noteworthy that he did not kill 

Dawn.   

RECOMMENDATION ONE 
Warwickshire and West Mercia Police should consider reviewing the perpetrator and his ex-

wife's case for learning purposes 

[Such a case study could equip police officers in specialist areas such as the drugs team, to 

understand the wider issues around women involved in organised crime groups] 

 

RECOMMENDATION TWO 
The College of Policing and the National Crime Agency should consider using the perpetrator 

and his ex-wife's case as a study to demonstrate the particular vulnerabilities of women 

involved in organised crime 

 

7.2. The importance of prosecuting perpetrators of domestic abuse 
This review demonstrates the importance of ensuring that victims are supported through 

prosecutions and that perpetrators are ultimately convicted of crimes related to domestic 

abuse. If the perpetrator had been convicted of any of the assaults on Dawn, this 

information would have been shared more widely with other agencies.    
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 Understanding the pathways into serious and organised crime for women in Bedfordshire (July 2015) 
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However, between 2008 and 2014, every year the lowest number of prosecutions for 

domestic abuse in England and Wales occurred in the Warwickshire area. Statistics21 

showed that of those prosecutions a large proportion was later convicted. This 

demonstrates that the Crown Prosecution Service only sends to trial those cases where 

there was likely to be a prosecution. Inevitably, cases such as that of the perpetrator are less 

likely to lead to a conviction because Dawn may have withdrawn her evidence. Although 

Dawn's withdrawal of evidence should not prevent a "victimless" prosecution, 

unsurprisingly it makes it harder to meet the necessary evidential standards.  

7.3. Communication and information sharing 
Communication and information sharing are common themes in domestic homicide 

reviews, and this one is no exception. The lack of communication had a direct impact on the 

amount of information about the perpetrator known to individual agencies.  

Although the perpetrator had a long history of domestic abuse and he had been arrested a 

number of times for violent behaviour, it was his history of drug offences that was shared 

between agencies and thus "travelled" with him. Had the prison recognised the danger he 

posed to women, their focus may not have been on his access to computers and mobile 

phones, but rather on why he was "pestering" women on dating websites.  

Equally, had the Community Rehabilitation Company been aware of his predilection for 

violence against women and children, they may have undertaken further assessment and 

risk management, which may have led to more targeted work around this behaviour. This 

might have included increased monitoring of his family, his connections and relationships 

(including children). Additional licence conditions may have been instigated, such as 

reporting new relationships and he may have been required to undertake offender-focussed 

work around domestic abuse and his controlling behaviour.  

Although the perpetrator was released from prison on licence to the Community 

Rehabilitation Company, he still travelled (contrary to his licence conditions) abroad for a 

holiday. During this vacation, he attempted to strangle Emma and the Spanish Police were 

involved. However, although embarkation checks were commenced in April 2015 in the UK 

for all scheduled commercial international air, sea and rail routes, it appears that the Border 

Force is not routinely informed of licence conditions. Therefore, prisoners who breach their 

licence conditions by travelling overseas are not identified.  

Exit checks are intended to help identify individuals who have overstayed their visas and are 

in the UK illegally but the checks should "also improve security by helping police and 
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 See for example, Crown Prosecution Service: Violence against Women and Girls Crime Report 2014 – 2015 at  
www.cps.gov.uk/publications/docs/cps_vawg_report_2015.pdf - accessed online 10 August 2015 

http://www.cps.gov.uk/publications/docs/cps_vawg_report_2015.pdf
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security services track the movements of known or suspected criminals and terrorists".22 

Had the Community Rehabilitation Company been aware of the breach, it is likely that the 

perpetrator would have been recalled to prison. Although his recall may only have lasted 28 

days, it would have drawn attention to his non-compliance and ensured that his behaviour 

came under closer examination.    

The Spanish Police did not contact the police in the UK about the incident that occurred 

when the perpetrator attempted to strangle Emma whilst they were on holiday. Currently, 

there does not appear to be a system in place to share such information between countries. 

RECOMMENDATION THREE 

Warwickshire and West Mercia Police and the Warwickshire and West Mercia Community 

Rehabilitation Company should review their information sharing procedures and evaluate 

their effectiveness to tackle domestic abuse  

RECOMMENDATION FOUR   

The Home Office should review the level of detail about individuals' previous offending 

history held on the PNC (Police National Computer) that is provided to the National 

Probation Service and the Community Rehabilitation Company  

[Currently the National Probation Service and the Community Rehabilitation Company only 

receive information about the offence type. Therefore, it is unclear whether offences are 

related to domestic abuse.] 

RECOMMENDATION FIVE  

The Home Office should consider introducing a system that enables the UK Border Force to 

identify prisoners on licence who are leaving the country and thus breaching their licence 

conditions 

RECOMMENDATION SIX  

Warwickshire and West Mercia Police and Thames Valley Police (Milton Keynes area) should 

develop a system to identify serial perpetrators of domestic abuse 

[This should include systems to assess risk, flag, monitor and share information about serial 

perpetrators of domestic abuse] 

7.4. Management oversight 
Ultimately, the information about the perpetrator's history was not passed on to probation 

or the prison because probation officer (1) failed to request the necessary domestic abuse 
                                                           
22

 www.gov.uk/government/publications/exit-checks-on-passengers-leaving-the-uk/exit-checks-fact-sheet - 
accessed online on 10 August 2015 

http://www.gov.uk/government/publications/exit-checks-on-passengers-leaving-the-uk/exit-checks-fact-sheet
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checks. The pre-sentence risk assessment was countersigned by a senior probation officer 

(team manager 1) but this failed to identify that the necessary checks had not been made. 

Therefore, the senior probation officer (1) remained ignorant of the fact that domestic 

abuse and children's social care checks had not been undertaken. Furthermore, there 

appeared to be another probation officer whose work also came under scrutiny and again 

there did not appear to be effective management oversight of his practice. Similar issues 

arose in another domestic homicide review undertaken by Nuneaton and Bedworth Safer 

Communities Partnership.23 In this review staff at (the then) Warwickshire Probation Trust 

failed to undertake appropriate checks and thus "compromised the risk management" of 

the case.  

 

RECOMMENDATION SEVEN   

The National Probation Service and the Warwickshire and West Mercia Community 
Rehabilitation Company should review their policies and procedures around countersigning 
pre-sentence reports and risk assessments 
 

[A parallel audit system should be in place that is immediately capable of identifying when 

these checks have not been undertaken.] 

 

 RECOMMENDATION EIGHT 

Warwickshire and West Mercia Community Rehabilitation Company must review and 

develop minimum standards and guidance to ensure that all senior probation officers and 

operational middle managers are capable of providing effective management oversight.  

[These minimum standards should include (amongst other things) competencies around 

issues such as reflective practice, assessing risk, accountability, effective supervision, 

handling cases of performance management and identifying appropriate development 

opportunities and training for different levels of staff.] 

 

7.5. Raising awareness of Clare's Law 
The domestic abuse disclosure scheme was introduced in England and Wales in March 2014. 

The aim of the scheme is to provide members of the public with a formal mechanism to 

make enquiries about an individual with whom they are in a relationship (or is in a 

                                                           
23

 See s.3.1.7 DHR NB01 @ http://apps.warwickshire.gov.uk/api/documents/WCCC-671-65 - accessed online 
on 10 August 2015 
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relationship with someone they know), and there is a concern that the individual may be a 

domestic abuse perpetrator.  

Emma "met" the perpetrator on a dating website during the early months of 2014; we know 

that she was assaulted at least once by him whilst on holiday in Spain. Had Emma had a 

better understanding or awareness of Clare's Law, she (or her family or friends) could have 

made an enquiry to the police about the perpetrator's history of domestic abuse. This may 

have led to her being given further disclosure about his past violent relationships and given 

her an opportunity to make an informed choice about whether she wanted to continue her 

relationship with the perpetrator. 

RECOMMENDATION NINE 

The Community Safety Partnerships in Warwickshire and Milton Keynes should consider 

launching an awareness raising campaign aimed at the public and professionals around the 

Domestic Violence Disclosure Scheme, commonly referred to as Clare's Law 

 

8. CONCLUSION 
Undoubtedly, the perpetrator was abusive towards women and children. During the period 

under review, he had at least two other violent relationships. Warwickshire Police 

recognised the threat he posed to his ex-wife but focussed their attention on his drug 

offences as part of an organised crime group. Thus, his violent behaviour was not 

adequately tackled by Warwickshire Police or the Crown Prosecution Service. The review is a 

stark reminder of the danger of failing to convict perpetrators for offences relating to 

domestic abuse. The result was that because the Warwickshire Probation Trust and the 

Warwickshire and West Mercia Community Rehabilitation Company failed to undertake the 

necessary checks, the perpetrator was viewed as a drug dealer who posed little risk of harm 

to others. This enabled him to continue to abuse women. The lack of information shared 

between Warwickshire Police, Warwickshire Probation Trust, HM Prison and Community 

Rehabilitation Company had a direct impact on the work that was undertaken around his 

offending behaviour.  

The panel concluded that it was predictable that the perpetrator would go on to kill 

someone with whom he was in a relationship, however as no agency was aware that he was 

in a relationship with Emma, her murder could not have been prevented.  
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9. SINGLE AGENCY RECOMMENDATIONS  

 

9.1. Warwickshire and West Mercia Police 
  

i. Warwickshire and West Mercia Police should ensure that the identification of repeat 

MARAC cases is robust. The flagging and tagging of MARAC cases within the 

organisation should adhere to SafeLives24 guidelines 

 

[The Warwickshire MARAC Steering Group is currently undertaking a feasibility study 

to set up a multi-agency MARAC database]. 

 

9.2. HM Prison 
 

i. HMP Hewell must develop a protocol for sealing prisoner's records  

ii. HMP Hewell should improve the liaison between staff in security and the open 

prison. This would ensure that any security recommendations are actioned and 

followed up before an initial report is closed. 

iii. All members of staff who regularly work with prisoners in the Category D prison 

should receive domestic abuse awareness training. Any such training should include 

(amongst other things):  

 Information on coercive and controlling behaviour 

 Links between domestic abuse, harassment and stalking 

 Risk assessment 

 Raising awareness about potential risks when information is received about 
breaches of rules (e.g. that a prisoner is alleged to be harassing women). Thus 
staff would not simply focus on the immediate security breach i.e. a prisoner 
being in possession of a mobile phone 

                                                           
24

 Formerly CAADA 
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9.3. Warwickshire and West Mercia Community Rehabilitation 

Company 
 

i. Probation service officer (1) should receive training on completing OASys 

assessments with specific attention to translation of risk information into risk 

management plans and sentence planning. This training should include the relevance 

of child protection checks and the system for obtaining checks. Any on-going needs 

should be identified via supervision and mentoring 

 

ii. Probation Officer (2) should review custody cases to ensure released on temporary 

licence reporting instructions and contacts are being made on high risk cases in the 

National Probation Service 

 

iii. A review should be undertaken of the Community Rehabilitation Company 

procedures concerning children’s checks and domestic abuse checks when there is a 

change in an offender's circumstances. These procedures should be consistent 

across the Community Rehabilitation Company. Also that robust procedures are in 

place to chase outstanding checks and are assessed on return. 

 

iv. Review, clarify and publish the Community Rehabilitation Company's policy on 

expectations of managing release on temporary licence. The policy should set out 

the criteria for: 

 

 Carrying out visits to prospective addresses 

 Undertaking domestic abuse and children checks 

 Reporting requirements 

 Levels of contact 

 

[This will need to be done in conjunction with new release on temporary licence 

procedures being implemented by HM Prison Service] 
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9.4. General Practitioners  
 

i. NHS England /Clinical Commissioning Groups should ensure that general practices 

comply with existing guidance produced by the Royal College of General 

Practitioners on responding to domestic abuse 

Tool 15: Responding to Domestic Abuse, Guidance for General Practices sets out 

information on: 25 

 The role of management 

 Identifying a designated person and their role 

 Establishing a domestic abuse care pathway 

 Training requirements for the practice team 

 The process for responding to domestic abuse 

 

ii. NHS England /Clinical Commissioning Groups should remind GPs to "think family" 

when undertaking consultations. 

This would ensure that GPs consider the effect of the patient's presenting condition 

(e.g. domestic abuse, mental ill health and drug/alcohol use) on other family 

members whether adults or children. The Social Care Institute for Excellence sets out 

some key messages for practitioners working with patients with mental health 

problems in "Think child, think parent, think family: Putting it into practice" – see 

www.scie.org.uk/publications/ataglance/ataglance55.asp 

 

 

9.5. Thames Valley Police  
 

The Thames Valley Police individual management review identified no single agency 

recommendations for this review 

                                                           
25

 This toolkit was produced by the Royal College of General Practitioners, IRIS and CAADA (now SafeLives) for 
general practices to help them respond effectively to patients experiencing domestic abuse @ 
www.rcgp.org.uk/clinical-and-research/clinical-resources/domestic-violence.aspx – accessed online 10 August 
2015 

http://www.scie.org.uk/publications/ataglance/ataglance55.asp
http://www.rcgp.org.uk/clinical-and-research/clinical-resources/domestic-violence.aspx
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APPENDIX A  
Organisations that submitted an initial summary of their contact with the victim and/or 

perpetrator 

1. Bedford Police 

2. HM Prison Service 

3. Milton Keynes Hospital  

4. Thames Valley Police 

5. Warwickshire and West Mercia Community Rehabilitation Company 

6. Warwickshire and West Mercia Police 

7. Westcroft Medical Practice  

 

APPENDIX B  
Organisations that were contacted but had not had contact with the victim or perpetrator    

1. Bucks and Milton Keynes Fire and Rescue 

2. University Hospitals Coventry and Warwickshire  

3. Stonham (Part of Homegroup Ltd) 

4. North Warwickshire Borough Council 

5. Nuneaton and Bedworth Borough Council 

6. George Eliot Hospital NHS Trust (Nuneaton) 

7. Recovery Partnership 

8. Refuge 

9. Rugby Borough Council 

10. Warwick District Council 
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Available in audio, large print, 

Braille and other languages 

Tel 01908 252080 

SaferMK 
Civic Offices 
1Saxon Gate East 
Central Milton Keynes 

MK9 3EJ 

T 01908 252080 

E safermk@milton-keynes.gov.uk 

W www.safermk.com 

www.safermk.com 

http://www.miltonkeynesccg.nhs.uk/home/

