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1. INTRODUCTION 

 

1.1 This report of a domestic homicide review (DHR) examines how agencies 

responded to, and supported, Elaine, and Peter, who were residents of 

Stockport, prior to their deaths in August 2020.   

1.2 This report is unique in its format and approach to the death of Elaine, due 

to the overarching evidence that neither the criminal, coronial or DHR 

processes have identified any knowledge or indication of domestic abuse 

within the relationship.  The report reflects agencies involvement with 

Elaine and Peter, including contact during the Covid-19 pandemic, and the 

wider response to the community within Stockport.   

1.3 Whilst the format of the report follows the principles contained within the 

Home Office Statutory Guidance1, the structure has been adapted to reflect 

the circumstances of this case. 

1.4 Elaine and Peter met in 1972 and were married the following year.  On 25 

August 2020, Elaine and Peter were found deceased at home.  A Home 

Office post-mortem examination was undertaken which identified that 

amongst her injuries, Elaine had fractures to her ribs and eye sockets.  The 

cause of death was recorded as asphyxia.  Peter had been found deceased 

inside the property.  Peter was hanging from a ligature, which was deemed 

typical of a self-restraint.   

1.5 Greater Manchester Police undertook a criminal investigation into the 

circumstances surrounding the deaths and prepared a file for the coronial 

processes.  The Police identified no third-party involvement and concluded 

that Elaine had been killed by Peter before he took his own life. HM 

Coroner opened and adjourned an inquest into the deaths.   

1.6 The Chair contacted Elaine and Peter’s family who were clear in their views 

that they deemed the review process not to be relevant to deaths of their 

parents.  Whilst they acknowledged that the review was required to take 

place, they felt the deaths would not have occurred had it not been for the 

rules and regulations associated with the Covid-19 pandemic.   

1.7 Safer Stockport Partnership and the domestic homicide review panel offer 

their sincere condolences to Elaine and Peter’s family and friends. 

 

 

 
1 https://www.gov.uk/government/publications/revised-statutory-guidance-for-the-conduct-
of-domestic-homicide-reviews 
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2. CONFIDENTIALITY  

2.1 Until the report is published it is marked: Official Sensitive Government 

Security Classifications May 2018. 

2.2 The names of any key professionals involved in the review are disguised 

using an agreed pseudonym.  

2.3 This table shows the age and ethnicity of Elaine and Peter at the time of 

their deaths.  The pseudonyms were agreed with their family.    

Name Relationship Age Ethnicity 

Elaine Victim  72 White British female 

Peter Perpetrator  69 White British male 
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3. METHOD AND TIMESCALES  

3.1  Greater Manchester Police notified Safer Stockport Partnership on 26 

August 2020 of the death of Elaine and Peter.  The Partnership contacted 

agencies in their area requesting they secure their files and provide 

chronologies of their contact with Elaine and Peter.  

 

3.2 On 9 September 2020 Safer Stockport Partnership determined that the 

circumstances surrounding the death of Elaine reached the criteria for a 

DHR and notification was sent to the Home Office.   

 

3.3 Extensive research was undertaken with all agencies within the Stockport 

area, including neighbouring authorities where the subjects of the review 

had previously lived.  This resulted in no knowledge of domestic abuse 

within the relationship.  The DHR Chair contacted the Senior Investigating 

Officer, who confirmed that this was also the findings of the criminal and 

coronial investigation.   

 

3.4 Authority was granted by HM Coroner, for the Senior Investigating Officer 

to share relevant documentation, which included statements from family 

members, and diary entries from Elaine that had been gathered during the 

criminal and coronial investigation with the Author to inform the DHR.   

 

3.5 On 25 November 2020 Stockport Interim Safeguarding Partnerships Lead 

contacted the Home Office and provided an update on the DHR.  This 

stated that following extensive research, contact with the Senior 

Investigating Officer and access to material gathered for the coronial 

investigation, domestic abuse had not been identified as a factor in the 

case and that limited learning had been identified in relation to the support 

offered around mental wellbeing during a pandemic.  It was proposed that 

a concise overview report for the case to capture the limited learning would 

be produced and that the report would be available for the coronial 

processes due to take place in March 2021. The Home Office agreed with 

this course of action.   

 

3.6 Terms of reference were not established for the review due to the lack of 

information and contacts held by agencies. Additional information was 

requested from Stockport Clinical Commissioning Group (CCG) due to 

Peter’s presentation to his GP with symptoms of depression in 1988 and 

1997. This is covered later in the report. A summary of agency information 

is included within Section 5. 
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3.7 The Chair contacted Elaine and Peter’s family via telephone and email to 

inform them about the review. The family provided valuable information 

which is contained within the report where relevant. The family were 

supported by a worker from the National Homicide Service.  A draft copy of 

the report was shared with the family.  

 

3.8 Due to the Covid-19 pandemic panel meetings were held via Microsoft 

Teams.  The panel met two times, responses and additional queries outside 

of these meetings were addressed via telephone and email.  The DHR 

panel carefully considered the material provided by agencies and the 

contributions made by the family.  Following the DHR panels deliberations 

a draft overview report was produced which was discussed and refined at 

further panel meetings.   

 

3.9 The domestic homicide review was presented to Safer Stockport 

Partnership June 2021 and concluded on March 2022 when it was sent to 

the Home Office. 
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4. INVOLVEMENT OF FAMILY  

4.1 The Chair contacted the family of Elaine and Peter following introduction by 

their National Homicide Service Worker.   The Chair explained that the 

review was a statutory process and discussed with them the methodology 

that the review would undertake in conjunction with the criminal and 

coronial processes. 

 

4.2 The Chair discussed that the Senior Investigating Officer and H.M. Coroner 

had agreed for family statements and entries from Elaine’s diary be shared 

with the DHR panel.  The family stated that these documents would 

provide the review with the information that was required from the family 

and for these to be used and reflected within the report as appropriate.   

 

4.3 The family were very clear in their views on the DHR (see 1.6), and 

expressed a strong desire that, as a family, their privacy was respected and 

that they were allowed to grieve in their own way.  The DHR panel 

respected these wishes, with contact being made by the Chair at key 

points, and with the family’s consent.   

 

4.4 The Chair maintained contact with the National Homicide Worker during 

the review process to support the family with relevant information and 

progress of the review.   

 

4.5 The report was shared with the family who were invited to make comment 

on the contents, prior to submission to the Home Office.   
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5. CONTRIBUTORS TO THE REVIEW. 

5.1 This table show the agencies who provided information to the review. 

 

Agency Information 

NHS Stockport 

Clinical 

Commissioning 

Group (CCG) 

Contact with Elaine and Peter for routine medical 
matters with the GP. Contact with Peter in August 
2020 in relation to anxiety due to Coronavirus.  
Peter had a history of depression (1988) and stress 
(1997).   

Stockport NHS 

Foundation Trust 

Contact with Elaine in 2018 as an inpatient.  No 
contact with Peter.   

The Prevention 

Alliance 

Contact with Peter on 5 August 2020 regarding 
anxiety due to Coronavirus.   

 

5.2 The following agencies were written to as part of the scoping process for 

the review, but held no information –  

1. Stockport Adult Social Care 

2. Greater Manchester Police 

3. National Probation Service 

4. North West Ambulance Service 

5. Pennine Care NHS Foundation Trust 

6. Stockport Homes2 

7. Stockport Without Abuse3 

8. Healthy Minds4 

 

 

 
2 https://www.stockporthomes.org/ 
Stockport Homes was formed in 2005, to manage housing stock across Stockport on behalf 
of Stockport Council. As a limited company, it operates as an ALMO which is an ‘Arm’s 
length management organisation’, so whilst the company is owned by the Council, it 
operates independently on day-to-day matters and delivering services to customers. 
3 http://www.stockportwithoutabuse.org.uk/ 
A local charity who offer a range of services to help and support women, men and children 
who are affected by domestic abuse. 
4 https://www.penninecare.nhs.uk/services/stockport-healthy-minds 
Healthy Minds is for people over the age of 16 years, who are registered with a GP in the 
Stockport area.  It offers support and treatment for people experiencing problems such as 
low mood, stress, anxiety, panic attacks or difficulty sleeping. 

https://www.stockporthomes.org/
http://www.stockportwithoutabuse.org.uk/
https://www.penninecare.nhs.uk/services/stockport-healthy-minds
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6. THE REVIEW PANEL MEMBERS   

6.1 This table shows the review panel members.  

     

Review Panel Members 

 Name Job Title Organisation 

Lisa Bulmer Manager National Probation Service 

Jack Decie Business Support Stockport Metropolitan 

Borough Council 

Stephen Edgeley Safeguarding Lead Stockport NHS FT 

Carol Ellwood Independent Chair and 

Author 

 

Zylla Graham Detective Inspector Greater Manchester Police 

Naz Ghodrati Domestic Abuse Training 

& Co-ordination Manager  

Stockport Metropolitan 

Borough Council 

Claire Manock Business Support Stockport Metropolitan 

Borough Council 

Ged McManus Support to Independent 

Chair and Author 

 

Caitlin Murphy Older Person’s Domestic 
Abuse Practitioner 

Stockport Without Abuse 

Julia Newton Head of Service for 
Safeguarding  

Stockport Adults Social Care 

Nuala O’Rourke Head of Service, 
Safeguarding and 
Learning  

Stockport Metropolitan 
Borough Council 

Adele Owen Greater Manchester 
Suicide Prevention & 
Bereavement Support 
Programme Manager 

Greater Manchester Health 
and Social Care Partnership5 

Wanda Palmer Designated Nurse for 
Adult Safeguarding  

NHS Stockport CCG 

Rosie Rodwell Stockport Interim 
Safeguarding 
Partnerships Lead 

Stockport Metropolitan 
Borough Council 

Wendy Stewart Named Nurse for Adult 
Safeguarding 

Stockport NHS Foundation 
Trust 

Lisa Wilkie Service Manager The Prevention Alliance6 

Lee Woolfe Business Manager Stockport Safeguarding 

Adults Board 

 
5 https://www.gmmh.nhs.uk/suicide-prevention/ 
6 https://stockporttpa.co.uk/ 
The TPA is made up of six not for profit organisations who work together to improve Health 
and Wellbeing in Stockport. 

https://www.gmmh.nhs.uk/suicide-prevention/
https://stockporttpa.co.uk/
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6.2 The chair of Safer Stockport Partnership was satisfied that the panel chair 

was independent. In turn, the panel chair believed there was sufficient 

independence and expertise on the panel to safely and impartially examine 

the events and prepare an unbiased report. 
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7. CHAIR AND AUTHOR OF THE OVERVIEW REPORT  

 

7.1 Sections 36 to 39 of the Home Office Multi-Agency Statutory Guidance for 

the Conduct of Domestic Homicide Reviews December 2016 sets out the 

requirements for review Chairs and authors. In this case the Chair and 

author were the same person.  

 

7.2 Carol Ellwood was appointed as the Independent Chair and Author.  She 

retired from thirty years public service [British policing – not Greater 

Manchester] during which she gained experience of writing independent 

management reviews, as well as being a panel member for Domestic 

Homicide Reviews, Child Serious Case Reviews and Safeguarding Adults 

Reviews.  In January 2017 she was awarded the Queens Police Medal 

(QPM) for her policing services to Safeguarding and Family Liaison.  In 

addition, she is an Associate Trainer for SafeLives7.  

 

7.3 Carol was supported in her role by Ged McManus, another independent     

practitioner. He has experience as an independent Chair of a Safeguarding 

Adult Board in the north of England [not Greater Manchester] and was 

judged to have the skills and experience for the role. He served for over 

thirty years in different police services in England. [not Great Manchester 

Police]. Prior to leaving the police service in 2016 he was a Superintendent 

with particular responsibility for partnerships including Community Safety 

Partnership and Safeguarding Boards. 

 

7.4 Between them they have undertaken over sixty of the following types of 

reviews: child serious case reviews, safeguarding adult reviews, multi-

agency public protection arrangements [MAPPA] serious case reviews, 

domestic homicide reviews and have completed the Home Office online 

training for undertaking Domestic Homicide Reviews.  Neither have worked 

for any agency providing information to the review.  

  

 

 

  

 
7 https://safelives.org.uk/ 
 

https://safelives.org.uk/
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8. PARALLEL REVIEWS   

 

8.1 Her Majesty’s Coroner for Stockport opened and adjourned the case into 

the deaths of Elaine and Peter.  Stockport Metropolitan Borough Council 

informed HM Coroner that a DHR had been commissioned.  During a pre-

inquest review hearing held on 2 December 2020, it was agreed that a 

copy of the draft overview report for the DHR would be shared with HM 

Coroner prior to the inquest scheduled for 26 March 2021.    

 

8.2 The inquest, held on the 26 March 2021, concluded that Elaine had been 

unlawfully killed.  

 

8.3 The Police undertook a criminal investigation into the circumstances 

surrounding the death of Elaine and Peter.  The findings of this 

investigation have formed the basis for the coronial processes.  Information 

from the criminal investigation has been shared with the DHR with the 

consent of HM Coroner and the Senior Investigating Officer.   

 

8.4 The chair is not aware that any other agency has conducted a review or 

investigation into deaths of Elaine and Peter.    
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9. EQUALITY AND DIVERSITY 

 

9.1 Section 4 of the Equality Act 2010 defines protective characteristics as: 

➢ age [for example an age group would include “over fifties” or twenty-one 

year olds. A person aged twenty-one does not share the same 

characteristic of age with “people in their forties”. However, a person aged 

twenty-one and people in their forties can share the characteristic of being 

in the “under fifty” age range]. 

➢ disability [for example a man works in a warehouse, loading and 

unloading heavy stock. He develops a long-term heart condition and no 

longer has the ability to lift or move heavy items of stock at work. Lifting 

and moving such heavy items is not a normal day-to-day activity. 

However, he is also unable to lift, carry or move moderately heavy 

everyday objects such as chairs, at work or around the home. This is an 

adverse effect on a normal day-to-day activity. He is likely to be 

considered a disabled person for the purposes of the Act]. 

➢ gender reassignment [for example a person who was born physically 

female decides to spend the rest of her life as a man. He starts and 

continues to live as a man. He decides not to seek medical advice as he 

successfully ‘passes’ as a man without the need for any medical 

intervention. He would have the protected characteristic of gender 

reassignment for the purposes of the Act]. 

➢ marriage and civil partnership [for example a person who is engaged to 

be married is not married and therefore does not have this protected 

characteristic. A divorcee or a person whose civil partnership has been 

dissolved is not married or in a civil partnership and therefore does not 

have this protected characteristic].  

➢ pregnancy and maternity  

➢ race [for example colour includes being black or white. Nationality includes 

being a British, Australian or Swiss citizen. Ethnic or national origins 

include being from a Roma background or of Chinese heritage. A racial 

group could be “black Britons” which would encompass those people who 

are both black and who are British citizens]. 

➢ religion or belief [for example the Baha’i faith, Buddhism, Christianity, 

Hinduism, Islam, Jainism, Judaism, Rastafarianism, Sikhism and 

Zoroastrianism are all religions for the purposes of this provision. Beliefs 

such as humanism and atheism would be beliefs for the purposes of this 

provision but adherence to a particular football team would not be]. 

➢ sex  

➢ sexual orientation [for example a man who experiences sexual attraction 

towards both men and women is “bisexual” in terms of sexual orientation 

even if he has only had relationships with women. A man and a woman who 

are both attracted only to people of the opposite sex from them share a 
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sexual orientation. A man who is attracted only to other men is a gay man. 

A woman who is attracted only to other women is a lesbian. So, a gay man 

and a lesbian share a sexual orientation].  

 

9.2 Section 6 of the Act defines ‘disability’ as: 

  [1]  A person [P] has a disability if—  

  [a]   P has a physical or mental impairment, and  

  [b]  The impairment has a substantial and long-term adverse effect on P's 

  ability to carry out normal day-to-day activities8 

 

9.3 Elaine had contact with health professionals following diagnosis of bowel 

cancer (2012) and chronic kidney disease (2016) but was not receiving any 

ongoing treatment.  Elaine received treatment for other medical conditions 

attributed to a woman of her age and was last seen by a GP in 2019. 

9.4 Peter had a history of depression (1988) and stress (1997).  There was no 

information held in relation to the 1988 presentation.  In 1997, Peter was 

prescribed a short course of Lofepramine 70mg9 and referred to an in-

house counsellor.  In August 2020, Peter had contact with a GP in relation 

to anxiety.  Peter was prescribed Propranolol10 10 mg.  The details of these 

contacts are covered later in the report. 

9.5 There was no records held by agencies that indicated Elaine and Peter 

were disabled within the meaning to the act. 

9.6 Neither Elaine or Peter had any known protective characteristics that would 

have fallen within Section 4 of the Equality Act 2010. Professionals applied 

the principle of Section 1 Care Act 2005: 

             ‘A person must be assumed to have capacity unless it is established that he 

lacks capacity’. 

9.7 There is nothing in agency records that indicated that Elaine or Peter 

lacked capacity11 in accordance with Mental Capacity Act 2005.   

 
8 Addiction/Dependency to alcohol or illegal drugs are excluded from the definition of 

disability.  
9 Lofepramine 70 mg Tablets is indicated in adults and the elderly for the treatment of 
symptoms of depressive illness. 
10 https://www.nhs.uk/medicines/propranolol/ 
Propranolol belongs to a group of medicines called beta blockers. It's used to treat heart 
problems, help with anxiety and prevent migraines. 
11 The Mental Capacity Act 2005 established the following principles; 
Principle 1 [A presumption of capacity] states “you should always start from the assumption 
that the person has the capacity to make the decision in question”.  
 

https://www.nhs.uk/medicines/propranolol/
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9.8 Whilst there is no evidence of domestic abuse in this case, the panel 

acknowledged that research on domestic abuse and older people suggests 

that “older women’s experiences of domestic abuse are markedly different 

from those in younger age groups and that these differences have not 

been adequately acknowledged or accounted for”12. 

9.9 In addition, for the 12-month period to year ending March 2020: the Crime 

Survey for England and Wales13 showed that an estimated 2.3 million 

adults aged 16 to 74 years experienced domestic abuse in the last year 

(1.6 million women and 757,000 men), a slight but non-significant 

decrease from the previous year. 

 

 

 

 

 

 

Principle 2 [Individuals being supported to make their own decisions] “you should also be 
able to show that you have made every effort to encourage and support the person to make 
the decision themselves”.  
 
Principle 3, [Unwise decisions] “you must also remember that if a person makes a decision 
which you consider eccentric or unwise this does not necessarily mean that the person lacks 
capacity to make the decision”.  
 
Principles 1 – 3 will support the process before or at the point of determined whether 
someone lacks capacity. 
 
Principles 4 [Best Interest] “Anything done for or on behalf of a person who lacks mental 
capacity must be done in their best interest”. 
 
Principle 5 [Less Restrictive Option], “Someone making a decision or acting on behalf of a 
person who lacks capacity must consider whether it is possible to decide or act in a way that 
would interfere less with the persons rights and freedoms of action, or whether there is a 
need to decide or act at all. Any interventions should be weighed up in particular 
circumstances of the case”. 
[Mental Capacity Act Guidance, Social Care Institute for Excellence]  
12 
www.reducingtherisk.org.uk/cms/sites/reducingtherisk/files/folders/resources/victims/Domes
tic_abuse_and_older_women_McGarry_and_Simpson.pdf ‘Domestic Abuse and older 
women: exploring the opportunities…’ page 2 
13 
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/bulletins/domestic
abuseinenglandandwalesoverview/november2020 
 

https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/bulletins/domesticabuseinenglandandwalesoverview/november2020
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/bulletins/domesticabuseinenglandandwalesoverview/november2020
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10. DISSEMINATION  

10.1 The following organisations/people will receive a copy of the report after any 

amendment following the Home Office’s quality assurance process.   

• The Family 

• Safer Stockport Partnership 

• HM Coroner for Stockport 

• All agencies that contributed to the review 

• Greater Manchester Police and Crime Commissioner 
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11. BACKGROUND, OVERVIEW AND CHRONOLOGY 

 This part of the report combines the Background, Overview and Chronology 

sections of the Home Office DHR Guidance overview report template. This 

was done to avoid duplication of information and to recognise that the review 

was looking at events over an extended period of time. The narrative is told 

chronologically. It is built on the lives of the family and punctuated by 

subheadings to aid understanding. The information is drawn from documents 

provided by agencies, input from Elaine and Peter’s family and material 

gathered by the police during the criminal and coronial investigation. 

11.1 Elaine 

11.1.1 Elaine was the eldest of five children and was described as a natural 

'mother's helper' and enjoyed helping her mother with chores and looking 

after her young siblings.  Elaine grew up in a loving and happy 

environment, with family meaning everything to her.  As a young child, 

Elaine was a bright child who excelled in her studies.  She later attended 

Burnham Grammar School, where she again excelled in her studies. 

 

11.1.2 After leaving school, Elaine worked in offices at the local Mars factory, 

alongside her Mother, who worked on the production line.  Elaine joined 

the local 18 plus group and involved herself in all kinds of activities, 

including BBQ's, camping and weekends away.  Elaine travelled with 

friends from the group, visiting France, Germany, Austria and Italy.  Elaine 

was described by her travelling companions, who were still friends until her 

sad death, as having a great sense of fun with a bubbly personality and 

lovely giggle.  

 

11.1.3 In her early 20’s, Elaine gained employment at Manchester Airport on the 

British Airways desk.  In addition, she obtained a part time job in her local 

pub, and it was there that she met Peter in 1972.  

 

11.2 Peter 

 

11.2.1 Peter was the eldest of two children born to his parents.  Peter was 

described as a bright child who passed his 11+ gaining a place at his local 

Grammar School.  Peter was a fit and healthy child, who liked to dress in 

the latest fashion, have fun and enjoy a good laugh with his mates.   

 

11.2.2 As a child, Peter was very close to his paternal grandfather and he loved 

helping to care for his uncle’s ferrets.  Peter was an active member of the 

cubs and later, the scouts.  In his youth, he embraced the 'mod' culture, 
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saving up to buy a second-hand Italian scooter and spent many hours after 

school and at weekends at the record shop listening to new releases. 

 

11.2.3 After leaving school, Peter started training to be a radio officer for the 

Merchant Navy and attended the local polytechnic.  Peter quickly realised 

that this wasn't the right path for him and joined the Police, serving for 31 

years.   

 

11.3 Elaine and Peter’s relationship 

 

11.3.1 Elaine and Peter married in December 1973.  They had two daughters who 

were born in 1979 and 1980.  Elaine threw everything into looking after the 

children.  ‘Family’ defined Elaine, and she was never happier than when 

she was doing something for her family. 

 

11.3.2 As the children were growing up Peter was working as a Detective, which 

meant that as he worked different shifts and long hours, this naturally 

transpired that primarily Elaine was the parent that the family went to. The 

children had a happy childhood, and that they grew up, knowing, without a 

doubt, how much they were loved.    

 

11.3.3 Elaine was a fantastic role model, who was very much a people person, 

and liked to be busy and found happiness and fulfilment in helping and 

caring for those around her.  Elaine was one of life's worriers, always 

putting everyone else before herself.  As the children became older, Elaine 

started to work part time and later went to work full time for the local 

council, a job she did for 20 years until her retirement in 2009. 

 

11.3.4 Elaine and Peter were described as being ‘solid’ as a couple.  They were 

opposite in personalities, with Elaine being outgoing and quick to express 

her opinion, whereas Peter, was described as reserved and liking routine 

and had traditional values.  During Elaine’s illness and medical treatment 

Peter cared for and was extremely supportive of Elaine. 

 

11.3.5 Both Elaine and Peter enjoyed spending time with their grandchildren.    

Peter retired in 2011, and in retirement they ensured that they kept 

themselves busy, gardening, cooking, going to theatre as well as going on 

holidays several times a year. The couple had a routine with Peter enjoying 

a couple of pints and a game of cards at the pub, usually late afternoon a 

couple of times a week.   

 

 



Official Sensitive Government Security Classifications May 2018 
 

Page 19 of 34 
 

11.4 March 2020 onwards 

 

11.4.1 As a result of the national lockdown, during the Covid-19 pandemic, Elaine 

and Peter’s routine had to change.  Elaine was described as being quite 

blasé about it; whereas Peter was very stringent about following the Covid-

19 guidelines, due to Elaine’s health; although neither Elaine nor Peter had 

been issued a shielding letter14.  During this time, Elaine and Peter went on 

daily walks and maintained contact with family via Skype calls, regular 

phone calls, weekly shopping being delivered through lockdown, and once 

restrictions were eased, they regularly met up with both daughters and 

grandchildren for walks or visits in gardens. 

 

11.4.2 Towards the summer of 2020, the family became slightly concerned for 

Peter's mental health, no major alarm bells were ringing but the family 

noticed that Peter had begun suffering with a low mood.  Peter was 

worried about the pandemic and the rules in place had put restrictions on 

his routine, which he found difficult.  The family described to the Police ‘the 

restrictions had thrown him out of kilter’.   Peter told his family that he felt 

low, and it was noticed that became emotional when speaking about the 

situation, which was described as out of character.  

 

11.4.3 When the restrictions lifted in June, Elaine and Peter began to see family 

again, in accordance with the rules.  Peter was still anxious and nervous 

and although the level of risk had not changed, he enjoyed seeing people 

face to face, especially his grandchildren.  Elaine discussed her concerns 

for Peter with her family.  Peter sought advice from a pharmacist and tried 

a herbal remedy called Kalms15. 

 

11.4.4 On 5 August 2020 Peter had a telephone consultation with a GP, during 

which he described two weeks of anxiety and that he was struggling to 

sleep, which he attributed to Covid-19 restrictions. Peter did not express 

low mood, tearfulness, or thoughts of self-harm. Peter was prescribed 

medication and signposted to Healthy Minds and FLAG16, and given advice 

on what to do if the symptoms deteriorated.   

 
14 https://www.gov.uk/government/publications/covid-19-letters-to-clinically-extremely-
vulnerable-people 
15 https://www.kalmsrange.com/ 
With over 40 years’ experience, Kalms is dedicated to providing traditional herbal remedies 
used to relieve stress, anxiety and sleeplessness.   
16 Stockport FLAG (For Local Advice and Guidance) was an information and advice service 
managed and delivered through a consortium of voluntary sector organisations working in 
Stockport. 

https://www.gov.uk/government/publications/covid-19-letters-to-clinically-extremely-vulnerable-people
https://www.gov.uk/government/publications/covid-19-letters-to-clinically-extremely-vulnerable-people
https://www.kalmsrange.com/
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11.4.5 On the same day, Peter contacted TPA [the successor organisation to 

FLAG] and sought advice in relation to the Coronavirus; this was given over 

the phone with an agreement for the advice to be also sent in an email.  

The email was never sent and remained in draft messages.  During this 

contact it was recorded that Peter had stated that contact with 

grandchildren via Skype was important.  

 

11.4.6 A few days later during contact with his family, Peter stated that he felt low 

and weak and that he had lost almost two stone in weight.  This was 

attributed to the fact that Peter was doing a lot more walking and he was 

not consuming as much alcohol.   

 

11.4.7 On 17 August 2020, Peter had a follow up telephone consultation with a GP 

during which he described the medication as helping but that he was still 

suffering racing mind and early morning waking.  Peter presented as calm, 

no agitation and no thoughts of self-harm.  The notes recorded a possibility 

of a mood disorder developing but that Peter was happy to continue with 

current medication.  Peter was advised to re-contact the surgery if he was 

concerned or needed a further prescription.   

 

11.4.8 Over the following days Elaine and Peter’s family returned from holiday and 

during a telephone call with Elaine she was described as not being as 

talkative as usual, but there was no reason for this.  This was the last 

contact that the family had with Elaine prior to the discovery of their 

deaths a few days later.   
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12. ANALYSIS OF CASE 

 Due to the unique circumstances surrounding this case the DHR panel did 

not set terms of reference.  The panel agreed that the most appropriate 

approach to review this case was to identify key incidents that had been 

established during agency research, including information provided through 

the criminal and coronial processes and produce a reflective overview.   

12.1 Domestic Abuse (including coercive control) 

12.1.1 The panel acknowledged that, although there was no indication of 

domestic abuse prior to Elaine’s death, this was a domestic homicide and 

therefore evidence of domestic abuse.    

12.1.2 The Crime Survey for England and Wales17, in the 12-month period to year 

ending March 2020 showed that an estimated 2.3 million adults aged 16 to 

74 years experienced domestic abuse in the last year (1.6 million women 

and 757,000 men), a slight but non-significant decrease from the previous 

year.   

12.1.3 The Police18 between April – May 2020, (during the Covid-19 pandemic) 

found the number of offences flagged as domestic abuse-related increased 

each month, with the largest month-on-month increase (9%) between April 

and May 2020.  In addition, in April, May and June 2020, roughly one-fifth 

(21%, 20% and 19%) of all offences recorded by the police were flagged 

as domestic abuse-related, but as lockdown measures eased, the 

proportion of all offences that were domestic abuse-related decreased 

slightly. 

12.1.4  Data from the Home Office Homicide Index19 for the year ending March 

2017 to the year ending March 2019 show that over three-quarters of 

victims of domestic homicide were female (77% or 274 victims). This 

contrasts with non-domestic homicides where the majority of victims over 

the same time period were male (87% or 786 victims).  In the cases where 

the victim of the homicide was a female 96% of the perpetrators were 

 
17 
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/bulletins/domestic
abuseinenglandandwalesoverview/november2020 
18 
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/articles/domestica
buseduringthecoronaviruscovid19pandemicenglandandwales/november2020 
19 
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/articles/domestica
busevictimcharacteristicsenglandandwales/yearendingmarch2020#domestic-homicide 
 

https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/bulletins/domesticabuseinenglandandwalesoverview/november2020
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/bulletins/domesticabuseinenglandandwalesoverview/november2020
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/articles/domesticabuseduringthecoronaviruscovid19pandemicenglandandwales/november2020
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/articles/domesticabuseduringthecoronaviruscovid19pandemicenglandandwales/november2020
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/articles/domesticabusevictimcharacteristicsenglandandwales/yearendingmarch2020#domestic-homicide
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/articles/domesticabusevictimcharacteristicsenglandandwales/yearendingmarch2020#domestic-homicide
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male.  A larger proportion of domestic homicide victims were aged 65 years 

and over (18%) compared with non-domestic homicide victims (7%).   

12.1.5 The panel recognised that domestic abuse in the older generation can be 

under reported.  In a report, Safe Later Lives20, published by Safelives, it 

highlights that victims aged 61 years or over are more likely (44%) to 

experience abuse from an adult family member or current intimate partner 

than those victims under 61 years old, and on average, older victims 

experience abuse for twice as long before seeking help as those aged 

under 61 and nearly half have a disability. 

12.1.6 The panel considered if Peter’s previous occupation could have been a 

barrier to Elaine reporting domestic abuse.  The panel acknowledged that 

victims of domestic abuse may experience barriers which prevent them 

reporting domestic abuse, one of which, could be the employment of 

themselves or their partner.  In March 2020 the Centre for Women’s Justice 

(CWJ), working with the Bureau of Investigative Journalism, submitted a 

super-complaint alleging that Police Forces were not responding 

appropriately to cases of domestic abuse involving police officer or police 

staff suspects.  The report - ‘Police perpetrated domestic abuse’21 included 

victim testimonies that described victims feeling failed and sometimes 

further harmed by the police response.  The panel acknowledged the 

findings in this report and the associated recommendations.    

 

12.2 Agency Contact August 2020 

12.2.1 Peter’s contact with his GP on 5 August 2020, was the first contact that 

Peter had had with a health professional since he registered with his GP 

practice three years earlier.  The appointment was conducted via 

telephone, due to the arrangements in place to reduce to face to face 

contact in the Covid-19 pandemic. 

12.2.2 Peter described feeling anxious and was struggling with sleep for the 

previous two weeks, which he attributed to Covid-19 restrictions. This 

presentation was later confirmed by the family to the Police, and evident in 

diary entries from Elaine, which described the routines they had as a 

couple, and later indicated that Peter took his medication erratically when 

he thought he needed it and not regularly as had been prescribed by the 

 
20 https://safelives.org.uk/spotlight-1-older-people-and-domestic-abuse 
21 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_d
ata/file/1086988/police-perpetrated-domestic-abuse-report-cwj-super-complaint.pdf 
 

https://safelives.org.uk/spotlight-1-older-people-and-domestic-abuse
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1086988/police-perpetrated-domestic-abuse-report-cwj-super-complaint.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1086988/police-perpetrated-domestic-abuse-report-cwj-super-complaint.pdf
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GP.  The family told the DHR Chair that the label on the prescription stated, 

‘one or two to be taken three times a day when required for anxiety’ and 

that their Father believed that by taking the medication as and when 

needed he was taking his medication correctly as per the instructions on 

the pharmacy label on the pack.  The family stated that the wording of the 

labelling was unclear and a cause of confusion and could have meant take 

3 times a day or take as and when needed. 

12.2.3 The DHR Chair sought clarification from the CCG regarding the views of the 

family.  It was confirmed that the dosing instructions were appropriate – 

i.e., that the tablets can be taken as the patient sees necessary dependent 

upon symptoms.  Some days (when feeling very anxious) they may take 2 

tablets three times in a day (i.e., 6 in total in a day) whereas on other days 

(where anxiety is minimal) they may need to take none.  The medication 

was reviewed on 17 August 2020. 

12.2.4 Peter had taken an over-the-counter product to try to aid his sleep and told 

family that he had been ‘feeling low’.  There was no indication within the 

contact with his GP, or from his family, that Peter was suffering with a 

mental health matter which required assessment or intervention from a 

mental health specialist at that time.   

12.2.5 Peter was provided with information for Healthy Minds and FLAG.  It has 

been confirmed that Peter did not contact Healthy Minds.  The DHR panel 

were informed that FLAG, had ceased operation in 2106, when TPA took 

over the service, maintaining the same contact telephone number.  The 

CCG have ensured that the Primary Care website has been updated with 

this information.     

12.2.6 On the same day as Peter had seen a GP, he telephoned TPA for advice 

around his anxieties.  It was explored with Peter whether there were any 

other stressful factors in his life.  Peter stated that he wanted some support 

around managing the Covid-19 pandemic.  Advice was given around 

wellbeing and coronavirus, with the keyworker providing details of the 

following –  

 

  - Stockport Self Help Services 

  - Silverline – Mental health service for older people and  

  emphasised their offer on support around Coronavirus 

  - Stockport emotional wellbeing and mental wellbeing support  

  services 

  - To continue regular contact with family virtually/telephone 

  - To continue with daily exercise 
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12.2.7 It was reported that no further action was taken as Peter just wanted a 

piece of one-off advice. It was agreed that information would be sent to 

Peter via e-mail; however, the DHR panel were informed during research 

for this case it was established that the email had not been sent.  It is not 

known why the email was not sent and appears to have been a genuine 

error. The DHR panel have had sight of the draft email which contains the 

same information as was provided over the telephone to Peter. 

  

12.2.8 During the conversation with the Keyworker it was noted that Peter had 

made a joke about his weight loss due to not going to the pub and 

increasing his daily exercise and that he was in regular contact with his 

daughters and their families via Skype.   This was also confirmed by the 

family during contact with the Police.   

12.2.9 A follow up telephone call was made to Peter by a GP on 17 August 2020.  

During this contact Peter described the medication as helping but that he 

was still suffering racing mind and early morning waking.  The notes record 

that Peter was calm, no agitation and no thoughts of self-harm; with a 

possibility of a mood disorder developing, but that Peter was happy to 

continue with the current medication.  Peter was advised to re-contact the 

surgery if he was concerned or needed a further prescription.  There was 

no further contact from Peter.   

 

12.2.10 During this latter appointment Peter had described basic symptoms which 

could be attributed to a mood disorder such as depression or anxiety.  It 

was highlighted to the panel that people will exhibit these symptoms in 

reaction to social and environmental stressors, and as such they may not 

indicate an enduring mood disorder, with symptoms being appropriately 

managed by medication until the situation resolves.   

 

12.2.11 The family informed the Chair that they have reflected on events since the 

deaths and have questioned if their Father may have been given a different 

diagnosis had his appointments been ‘face to face’, with the opportunity for 

the GP to have ‘seen’ their Father’s physical presentation rather than rely 

on a verbal account over a telephone.   

 

12.2.12 The panel referred to guidance that had been issued by NHS England and 

Improvement to GP’s and Clinical Commissioning Groups, and detailed 

within a letter dated 27 March 2020, in response to the Covid-19 pandemic.  

Within this document it stated – ‘Adopting remote triage as the default and 

delivering care and treatment remotely wherever possible and appropriate, 
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based on your clinical judgement, as well as home visits whenever clinically 

necessary’. 

 

12.2.13 The CCG panel member informed the DHR panel that GP’s would not 

generally consider anxiety/depression as a situation that would require face 

to face consultation routinely.  It would be case dependent, such as 

communication barriers, difficulties establishing rapport remotely, or where 

there were suspicions that someone was unable to speak freely in their 

home environment.  None of these factors were evident in this case. 

 

12.2.14 The CCG informed the panel that in addition to this document there was a 

range of guidance and information disseminated, which included areas 

such as - how to conduct remote consultations, how to conduct virtual 

examinations etc.  NHS England and Improvement also provided guidance 

within a weekly GP webinar.  

 

12.2.15 Both episodes appeared to be short term, which were addressed through 

medication, counselling and Peter being provided with information, these 

interactions did not require further contact with mental health 

professionals.  Peter’s appointments in August were undertaken in 

accordance with NICE guidance in place at that time.   

 

12.2.16 The DHR panel sought information held on Peter’s police HR records but 

were informed that these were no longer available.  The DHR panel 

reflected on the available information from 1988 and 1997 in relation to 

depression and stress; and whilst there was limited information available to 

the panel it was recorded in the latter contact that this was related to his 

work and a change in working hours.  Peter had been provided with a two-

week ‘sick note’22, prescribed medication and referred to an in-house 

counsellor whom he saw on two occasions.  At a medical review in October 

1997, it was recorded that he reported to be ‘feeling better’.  No further 

medication was prescribed.  There was no indication that these 

presentations were linked to domestic abuse. 

 

12.3 Covid-19 

12.3.1 As Peter had sought advice prior to the death of Elaine, the DHR panel, 

were informed that the safeguarding partnerships started advertising 

services in April 2020 via their ebulletin and social media platforms. 

 
22 https://www.gov.uk/taking-sick-leave 
This is now known as a ‘fit note’. 

https://www.gov.uk/taking-sick-leave
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Partners were encouraged to circulate these newsletters through their 

networks and in addition, there were physical promotions throughout 

Stockport (bus-stops etc).  Whilst the DHR cannot reproduce all information 

that was published during this time an example of some of the information 

is produced at Appendix C.   

12.3.2 In addition, the panel recognised the work that had also been undertaken 

on a national level to inform the public about support services and 

accessibility to information through a range of social media platforms, 

newspapers, and television.      

12.3.3 Peter did seek advice, from his family and initially by use of ‘over the 

counter’ herbal medications, before contacting his GP and the TPA. There 

was no evidence that these services or availability of information were not 

accessible to Elaine and Peter. 
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13. CONCLUSIONS 

13.1 Elaine died as a result of an act of violence committed by Peter.  The 

reasons behind this act are a matter for the criminal and coronial 

processes. 

 

13.2 This review was unique in its circumstances, in that agencies had little, or 

no contact with Elaine and Peter.  Peter had sought help in the weeks prior 

to Elaine’s death, which he attributed to the Covid-19 pandemic.  Agencies 

responded appropriately to Peter’s presentation and provided him with 

information and medication.  

 

13.3       The panel recognised that many domestic abuse incidents are never 

reported. One report for example states ‘On average victims experience 50 

incidents of abuse before getting effective help’.23  Nevertheless prior to 

Elaine’s death there had been no indication of domestic abuse in the 

couple’s long relationship.  The panel were assured that there were no 

disclosures of domestic abuse in Elaine’s interaction with medical 

professionals and there had never been any reports to the police of 

domestic abuse. 

 

13.4 The panel also recognised that some media reports have previously 

highlighted certain drugs, for example sertraline as having a potentially 

causative effect in some homicides.  The patient information leaflet for 

Sertraline warns of an increased risk of thoughts of self-harm and suicide, 

particularly in the first two-weeks of taking the medication.  The available 

research presents a mixed picture, but the most recent systematic review/ 

meta-analysis concluded that for adults there was no increased risk. 

 

13.5 In this case the prescribed medication was propranolol.  This is a beta    

blocker which has been prescribed internationally since its introduction in 

the 1960’s.  The panel could find no research evidence which pointed to an 

increased risk of aggressive behaviour or suicide in users of this 

medication.  

 

13.6 From the evidence available to the panel Elaine and Peter were in a long 

and mutually supportive marriage.  They were proud of their children and 

enjoyed their interactions with their grandchildren.  There were no 

indicators prior to Peter killing Elaine of serious difficulties in their 

 
23 SafeLives (2015), Insights IDVA National Dataset 2013-14. Bristol: SafeLives 
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relationship.  It is likely that a sudden deterioration in his mental health led 

to him killing his loving wife and then taking his own life.  
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14. LEARNING IDENTIFIED 

14.1 Whist there was no evidence of domestic abuse or coercive control, prior to 

Elaine’s death, the DHR panel considered, if there had been, what help and 

support would have been available, and would this support have been 

accessible to Elaine and her family.    

14.2 The panel acknowledged that there was a lack of understanding and 

awareness within the wider community around coercive control especially 

how this was perceived in older couples, along with the belief that 

domestic abuse only occurs in the less affluent areas across Stockport.   

14.3 The DHR panel found that there was a gap around access to early help and 

intervention for victims of domestic abuse; however, they were assured 

that this area of learning had already been identified and was being 

addressed within Stockport.   

14.4 The DHR panel had access to Stockport’s domestic abuse strategic action 

plan, and the work that Stockport multi-agency domestic abuse steering 

group and domestic abuse operations group were proactively undertaking 

to improve domestic outcomes for all Stockport communities.  Stockport 

have identified five areas of focus to improve outcomes for domestic abuse 

victims and perpetrators.   

1.  Ensure co-ordinated services are available for victims and perpetrators 

 across, both the life course and the spectrum of need and risk.  

2.  Further educate children, young people, families, and communities that 

 domestic violence abuse is unacceptable and to enable them to make 

 informed choices for healthy relationships  

3.  Ensure the workforce in Stockport recognises that domestic violence 

 abuse is everyone’s  business and is confident to identify and respond 

 to domestic violence abuse confidently and competently. 

4.  Provide behaviour change approaches that support victims and hold 

 perpetrators/abusers accountable for their behaviour. 

5.  To ensure an effective response to domestic abuse for all individuals 

 alike by raising awareness and understanding of the different 

 experiences and barriers an individual may face if they are an older 

 person, LGBTIQ, BAME, male, a teenager or an individual with a 

 disability.  

Each of these areas has an action plan that is supported by a multi-agency 

professional workforce with regular learning sessions for practitioners 

delivered through various platforms.  Learning circles are led by specialists, 

including an older person domestic abuse practitioner and multiple learning 
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sessions for Practice Improvement Partnership.  Stockport has introduced a 

community volunteer project to raise the community confidence in asking 

for help and reducing the stigma of disclosing domestic abuse. 

14.5 The DHR panel were assured by the ongoing work that is taking place 

across Stockport and have therefore made no recommendations from this 

review.  
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Appendix A 

Definition of Domestic Abuse 

Domestic violence and abuse: new definition 

The cross-government definition of domestic violence and abuse is: 
any incident or pattern of incidents of controlling, coercive, threatening behaviour, 
violence or abuse between those aged 16 or over who are, or have been, intimate 
partners or family members regardless of gender or sexuality. The abuse can 
encompass, but is not limited to: 
 

• psychological 
• physical 
• sexual 
• financial 
• emotional 
•  

Controlling behaviour 
 
Controlling behaviour is a range of acts designed to make a person subordinate 
and/or dependent by isolating them from sources of support, exploiting their 
resources and capacities for personal gain, depriving them of the means needed for 
independence, resistance and escape and regulating their everyday behaviour. 
 
Coercive behaviour 
 
Coercive behaviour is an act or a pattern of acts of assault, threats, humiliation and 
intimidation or other abuse that is used to harm, punish, or frighten their victim. 
This is not a legal definition. 
 
 

 

 

 

 

 

 

 

 

 

 



Official Sensitive Government Security Classifications May 2018 
 

Page 32 of 34 
 

Appendix B 

Controlling or Coercive Behaviour in an Intimate or Family Relationship 

A Selected Extract from Statutory Guidance Framework24 

• The Serious Crime Act 2015 [the 2015 Act] received royal assent on 3 March 

2015. The Act creates a new offence of controlling or coercive behaviour in 

intimate or familial relationships [section 76]. The new offence closes a gap in the 

law around patterns of controlling or coercive behaviour in an ongoing 

relationship between intimate partners or family members. The offence carries a 

maximum sentence of 5 years’ imprisonment, a fine or both. 

• Controlling or coercive behaviour does not relate to a single incident, it is a 
purposeful pattern of behaviour which takes place over time for one individual to 
exert power, control or coercion over another. 

• This offence is constituted by behaviour on the part of the perpetrator which 
takes place “repeatedly or continuously”. The victim and alleged perpetrator must 
be “personally connected” at the time the behaviour takes place. The behaviour 
must have had a “serious effect” on the victim, meaning that it has caused the 
victim to fear violence will be used against them on “at least two occasions”, or it 
has had a “substantial adverse effect on the victims’ day to day activities”. The 
alleged perpetrator must have known that their behaviour would have a serious 
effect on the victim, or the behaviour must have been such that he or she “ought 
to have known” it would have that effect. 

 

Types of behaviour 
 

The types of behaviour associated with coercion or control may or may not  
constitute a criminal offence. It is important to remember that the presence of 
controlling or coercive behaviour does not mean that no other offence has been 
committed or cannot be charged. However, the perpetrator may limit space for 
action and exhibit a story of ownership and entitlement over the victim. Such 
behaviours might include:  
 

• isolating a person from their friends and family. 
• depriving them of their basic needs. 
• monitoring their time. 
• monitoring a person via online communication tools or using spyware. 
• taking control over aspects of their everyday life, such as where they can go, who 

they can see, what to wear and when they can sleep. 
• depriving them of access to support services, such as specialist support or medical 

services. 
• repeatedly putting them down such as telling them they are worthless. 

 
24 Controlling or Coercive Behaviour in an Intimate or Family Relationship Statutory Guidance 

Framework. Home Office 2015  
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• enforcing rules and activity which humiliate, degrade, or dehumanise the victim.  
• forcing the victim to take part in criminal activity such as shoplifting, neglect or 

abuse of children to encourage self-blame and prevent disclosure to authorities. 
• financial abuse including control of finances, such as only allowing a person a 

punitive allowance. 
• threats to hurt or kill. 
• threats to a child. 
• threats to reveal or publish private information [e.g. threatening to ‘out’ 

someone]. 
• assault. 
• criminal damage [such as destruction of household goods]; 

• rape. 
• preventing a person from having access to transport or from working.  

 
This is not an exhaustive list. 
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 Appendix C 

Examples of information published during Covid-19 
 

Big White Wall April 2020 - www.bigwhitewall.com/ which offers 24/7 
anonymous support via a digital emotional wellbeing and mental health service, 
offers peer support for anyone over the age of 16 as well as support from trained 
clinicians alongside a range of helpful tools and resources. To access this, if you are 
a Stockport resident register by using your own postcode. If you are a member of 
staff living outside Stockport, you can still access the Big White Wall but will need to 
use the civic complex postcode of SK1 3XE. 
  
CCG & making Space Helpline - The establishment of the new 24/7 mental 
health helpline and (currently virtual) safe haven for anyone over the age of 18 in 
Stockport (0800 138 7276), commissioned by Stockport NHS CCG and provided by 
the charity Making Space. 
  
MASSH emotional welling hub - An Emotional Wellbeing Hub which provides 
information, advice, and guidance for anyone up to the age of 25 for emotional 
wellbeing and mental health concerns. Access to this is through the Multiagency 
Safeguarding and Support Hub (MASSH) - 0161 217 6028 - 8.30am-5pm Mon - 
Thurs 8.30am-4.30pm on Friday. 
  
KOOTH - the online counselling and emotional well-being platform for children and 
young people aged 11 to 18 years has been available in Bolton, Manchester, 
Oldham, Trafford Rochdale and Wigan for some time. It’s now available in Bury, 
Salford, Tameside and Stockport. This expansion was brought forward in response 
to the COVID-19 outbreak. 
  
Shout - GMCA’s new SHOUT service is a confidential, 24/7 text service for people 
aged 16+, for who may be struggling with issues such as anxiety, depression, 
suicidal thoughts, abuse or assault, self-harm, bullying or relationship. 

 

 

 

 

 

 

 

V0.5 Stockport DHR June 2021 

 

 

http://www.bigwhitewall.com/

