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The Review Process

This summary outlines the process undertaken by the Stockport Community
Safety Partnership domestic homicide review panel in reviewing the homicide
of Julie, who was a resident in their area.

The following pseudonyms have been in used in this review for the victim and
perpetrator to protect their identities and those of their family members:

Name Who Age Ethnicity

Julie Victim 46 White British
David Perpetrator 48 White British
Alex Child of Julie Primary school White British

student, age not
stated to assist
confidentiality

Morgan Adult child of Not disclosed White British
Julie and David

Julie was killed in May 2020 and David was arrested for her murder. Greater
Manchester Police made Stockport Community Safety Partnership aware that
this was a domestic murder. The Community Safety Partnership made the
decision that the circumstances fitted the criteria for a DHR to be commenced
on 16 June 2020. The Home Office were informed of the decision to conduct
a Domestic Homicide Review on 16 June 2020.

Contributors to the review

CONTRIBUTORS TO THE REVIEW / AGENCIES SUBMITTING
INDEPENDENT MANAGEMENT REVIEWS (IMRs)

Agency Contribution
Greater Manchester Police (GMP) IMR
Stockport Borough Clinical IMR
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Commissioning Group

Stockport Borough Council Education
Stockport Homes Group

Stockport NHS Foundation Trust

Pennine Care Foundation Trust
(PCFT)

Stockport Adult Social Care
Stockport Children’s Social Care
The review Panel Members
Ged McManus

Mark Wilkie

Zylla Graham

Wanda Palmer

Julia Storey

Nazanin Ghodrati

Nuala O'Rourke

Mak Inayat

Wendy Stewart

Victoria Sattler

IMR
IMR
IMR

IMR

IMR

IMR

Independent Chair
Support to chair and author

Detective Inspector
Greater Manchester Police

Designated Nurse, Safeguarding
Adults Stockport CCG

Senior Adviser, Safeguarding Children
in Education

Expert Domestic Abuse Advisor to the
panel and Domestic Abuse Training

and Coordination Manager, Stockport
Metropolitan Borough Council (SMBC)

Head of Service, Safeguarding Unit

Named Nurse for Children PCFT

Named Nurse for Safeguarding Adults
NHS Foundation Trust

Interim Service Leader for Complex
Safeguarding in Children's Social Care
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Rebeca Jones Named Nurse, Safeguarding Children
Stockport NHS Foundation Trust

The Panel met virtually on six occasions. The DHR was concluded on 25
August 2021. The review chair was satisfied that the members were
independent and did not have any operational or management involvement
with the events under scrutiny.

Chair and Author of the overview report

Ged McManus was chosen as the DHR Independent Chair. He is an
independent practitioner who has chaired and written over sixty previous
DHRs and Safeguarding Adult Reviews. He has experience as an Independent
Chair of a Safeguarding Adult Board [not in 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 Greater Manchester]. Prior
to leaving the police service in 2016, he was a Superintendent with particular
responsibility for partnerships including Community Safety Partnership and
Safeguarding Boards. He has completed all Home Office online DHR chair
training and has attended accredited training provided by AAFDA.

Mark Wilkie supported the Independent Chair and wrote the report. He has
authored previous DHRs. Mark served for over thirty years in different police
services in England [not in Greater Manchester]. He has attended the CPD
accredited course for DHR Chair Training provided by AAFDA. Neither of them
has previously worked for any agency involved in this review.

Terms of Reference
The purpose of a DHR is to:

Establish what lessons are to be learned from the domestic homicide regarding
the way in which local professionals and organisations work individually and
together to safeguard victims;

Identify clearly what those lessons are both within and between agencies, how
and within what timescales they will be acted on, and what is expected to
change as a result;

Apply these lessons to service responses including changes to inform national
and local policies and procedures as appropriate;

Prevent domestic violence and homicide and improve service responses for all
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domestic violence and abuse victims and their children by developing a co-
ordinated multi-agency approach to ensure that domestic abuse is identified
and responded to effectively at the earliest opportunity;

Contribute to a better understanding of the nature of domestic violence and
abuse; and

Highlight good practice.

[Multi-Agency Statutory guidance for the conduct of Domestic Homicide
Reviews 2016 section 2 paragraph 7]

Timeframe under Review

The DHR covers the period 1 August 2016 to the homicide in May 2020.

Case Specific Terms
Subjects of the DHR
Victim: Julie 46 years
Perpetrator: David 48 years

Child of Julie: Alex (primary school student, age not stated to assist
confidentiality)

Specific Terms

1. What indicators of domestic abuse did your agency have that could
have identified Julie as a victim of domestic abuse and what was the
response?

2. What knowledge did your agency have that indicated David might be a
perpetrator of domestic abuse and what was the response?

3. What knowledge did your agency have of Julie and David’s physical
and mental health needs and what services did you provide?

4. What knowledge did your agency have of Alex’s needs taking into
account the context of her family situation? What assessments and
services did your agency provide for her?

5. In your agency’s interactions with Julie or David, how did you take into
account Alex? Did professionals “think family”?
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6. What services if any, or signposting, did your agency offer Julie and
were they accessible, appropriate and sympathetic to her needs and
were there any barriers in your agency that might have stopped Julie
from seeking help for the domestic abuse?

7. What knowledge or concerns did the victim’s family, friends, employers
and community have about Julie’s victimisation and did they know what
to do with it?

8. How did your agency take account of any racial, cultural, linguistic,
faith or other diversity issues, when completing assessments and
providing services to Julie, David and Alex?

9. Were there issues in relation to capacity or resources in your agency
that affected its ability to provide services to Julie and/or David, or on
your agency’s ability to work effectively with other agencies?

10.What learning has emerged in your agency?

11. Are there any examples of outstanding or innovative practice arising
from this case?

12.Does the learning in this review appear in other domestic homicide
reviews commissioned by Stockport? This term is for the DHR panel to
respond to.

Summary chronology
Julie

Julie was born and lived in the Stockport area all her life. In her younger
years, she lived at home with her mum, dad, brother and sister. Julie had a
very close relationship with her mum and dad and never got over their
deaths; especially her mother’s. Julie’s father died in 2014, followed by her
mother in 2017. Morgan told the chair of the review that after both deaths
Julie had been very sad and found grieving difficult.

Julie met David in June 1988 when she was 14: he had just been released
from a custodial sentence for burglary. This relationship would endure in an
on/off fashion until she was murdered by him.

They had their first child together when Julie was 18 years old. A year later,
they were married at the local registry office and went on to have two more
children together: all 3 are now adults. Julie never worked but dedicated her
life to looking after her children.
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One of Julie’s friends said, ‘I would describe Julie as outgoing, always
laughing, a happy person who loved her kids, she had a heart of gold
and would do anything for anyone. She was a good mum.”

David

David is one of seventeen children and suffered an abusive childhood. He
spent time in a care home and then lived with one of his sisters until meeting
Julie.

David was well known to the police in his younger years and was charged
with numerous offences of burglary and theft between the ages of 13-25
years.

Julie and David

Despite being together for over 30 years and having three children together,
David had numerous affairs with other women which started before they were
married. These included Julie’s friends, his work colleagues and others. Julie
always forgave him and they continued living together.

The other side of David was the fact that he was a hard-working man who
had more than one job. He would work from 7am-4pm doing specialist
cleaning and then worked from 5-9pm delivering food for local takeaways. He
was also a very competent handyman who could turn his hand to anything
and always maintained his properties and latterly those of his grown-up
children. He was described by a family member as, “a loving family man.
He goes to work and comes home, provides for his family and has a
laugh.”

In 2012, Julie started a relationship with another man. They met on the
internet and eventually started seeing each other. Julie fell pregnant to him,
and their child Alex was born in 2013. David was aware of the relationship
but agreed that he would look after Alex as if they were his own child. Alex
lived with Julie and David but would go to her father’s house at the weekend.

David always treated Alex as if they were his own child and one of their adult
children commented, “"Dad loves Alex like one of his own, he loves
[gender redacted] to bits.”
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In 2016, David was accused of raping a neighbour and was arrested and
charged. He was remanded in custody but at his trial, the Crown Prosecution
Service offered no evidence, so he was found not guilty and moved back in
with Julie.

In September 2017, Julie’s mother died. Julie had had a very close
relationship with her and struggled with her death, seeking help from her GP.
Morgan remembers this as a difficult time for her mum, Julie.

Around this time, David was having an affair with a woman who he met whilst
he was working. She was a client of the company he worked for, so this
meant that he had regular contact with her. She was not aware that he was
married at this time but found out a few months later when she became
suspicious that David was never available in an evening or at weekends. She
ended the relationship but kept in contact by phone.

Alex’s father moved to a new house so that he could be nearer to Julie and
Alex. At this time, he believed that Julie was annoyed because David had
been seeing another woman again. Julie helped choose the furnishings for
the house and was given a key so that she could come and go.

In February 2019, the family (Julie, David, their children Alex and Morgan)
moved to a new house in a different area of Stockport.

In August 2019, David had an affair with a woman who he worked with. This
lasted until the end of October when Julie met her and explained that David
was still in a relationship with her. This was an amicable meeting, and David
did not see her again, although telephone contact was resumed later in the
year.

After this affair, David moved out, in a fashion, and slept at one of his older
children’s houses. However, he still spent some time back at Julie’s and tried
to instigate an affair with one of the neighbours.

Julie now spent more time with Alex’s father. She would go with Alex at the
weekend to his house and then return home on Sunday.

In December 2019, David went to his doctor’s and said that he had taken an
intentional overdose of pain killers and that he had written suicide letters to
his family. It is reported that the letters stated that Julie had 48 hours to
make her mind up about whether she wanted him or not. David went back to
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Julie’s and they both went to the local Emergency Department. He was
physically okay and referred for a mental health assessment.

David was supported by Julie during his mental health assessment. He was
referred to Healthy Minds for talking therapies regarding his impulsive nature
and emotional dysregulation?.

In February 2020, Julie and family completed a house move back to the area
that they had lived in previously. David was included in this move. Julie,
David, Alex and their adult child, Morgan were, at this time, living at the
address.

Morgan told the chair of the review that when the family first moved into the
new house David slept on the sofa in the lounge and spent his time
decorating and completing other DIY tasks. After a few weeks he moved into
Julie’s bedroom and Morgan thought that they had resumed an intimate
relationship.

Morgan told the chair of the review that when they were growing up
arguments between Julie and David were routine occurrences. Often Julie
would be the most vocal and would sometimes throw things. David would
normally try to close things down and would not usually shout. Morgan had
never witnessed David being physically abusive to Julie. Morgan could not
remember the substance of arguments over the years but was aware that
David had engaged in affairs with other women and thought that some
arguments could be about that.

On a Saturday morning in May 2020, Julie and David were heard arguing by
their neighbour. Julie was never seen alive again.

David

After arguing with Julie, David stated that he had strangled her, then
dismembered her body in the bath and then disposed of the body parts at two
local locations.

After murdering Julie, he then made attempts to cover up what he had done
by using Julie’s phone to send messages to family members to show that she
was still alive. He also went to a family BBQ where he got extremely drunk

1 Dysregulation, also known as emotional dysregulation, refers to a poor ability to manage emotional
responses or to keep them within an acceptable range of typical emotional reactions. This can refer to a wide
range of emotions including sadness, anger, irritability, and frustration.
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and had to be carried home by family members. Once in the house, it was
discovered that he had Julie’s phone and rings on him. After the discovery of
Julie’s body, he was arrested and eventually charged with her murder.

At the conclusion of the trial at Manchester Crown Court, the Judge said:

"Following an argument with your wife at your home you murdered her by
strangling her and thereafter you dismembered her body and sought to
conceal your crime by disposing of the body parts in a local country park and
recycling centre.

XXXXX was a woman with a great deal to live for and a great deal to look
forward to when her life was so cruelly cut short by you."

Julie and David's youngest child, Morgan, added,

"She was a full-time mum, a good mum, she was always buying us
things and wanted the best for us. It hasn’t really sunk in, I loved
my mum very much and I also love my dad."”

Key issues arising from the review

1. The local community had difficulty recognising the signs of
coercion and control in relationships.

2. The local community had perceived barriers in reporting
domestic abuse to agencies.

3. Professionals need an awareness that a breakdown in a
relationship can make a victim more vulnerable to escalating
domestic abuse.

4. Professionals had difficulties in identifying the signs of coercion
and control in the relationship between Julie and David.

5. Staff needed to be more inquisitive, adopting a ‘believe but
verify’ approach to information received and make further
enquiries as and when necessary.

Conclusions

From the evidence provided to the panel, no one could have foreseen that
Julie would be murdered by David.

Julie had known David for over 30 years and lived with him for the majority of
this time. The relationship and marriage cannot have been easy as there is

11
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evidence that David was constantly having affairs with other women. Julie
had a child, Alex, to another partner but David accepted the situation and
they both looked after her. As time went on, Julie found herself torn between
the two men but always gravitated towards David. There was no known
history of domestic abuse between the two of them although the panel heard
of an incident with a suicide note written by David that was perceived as
being manipulative and controlling, however there were no obvious signs of
abuse.

Alex lived with Julie and David during the week and with her biological father
at the weekends. This arrangement was amicable to all concerned.

There was little agency involvement with Julie or David and as such no one
agency understood the complex family dynamic. However, had the
information held by individual agencies been collated and analysed, a more
detailed understanding would have been possible. This blurred picture led to
agencies being unsighted on Alex’s presence in the home and potential risks
to her were not considered. The significant opportunity for a detailed
overview of the family circumstances was the MARAC meeting of September
2016. This meeting did not consider Julie and Alex as the referral was in
relation to David’s potential relationship with a rape victim and did not
consider or provide information on his home circumstances. As Alex was
unseen, there was no opportunity to assess her circumstances so it cannot be
said with confidence whether or not she was adversely affected.

The panel acknowledged that this meeting was three and a half years prior to
Julie’s death and that many events had taken place since then including two
house moves, David’s repeated affairs, and Julie’s ongoing relationship with
Alex’s father. There were no reports of domestic abuse in that time. Whilst it
is possible that bruising witnessed on Julie’s arms by medical practitioners in
November 2019 was indicative of domestic abuse, there were no other
indicators of physical abuse known to agencies. None of the witnesses, seen
by the police during the murder enquiry, indicated that they thought there
was a background of domestic abuse in the relationship.

There appeared to have been a worsening of the relationship between Julie
and David from October 2019. Julie had asked David to move out of their
house, and she had presented as tearful and in low mood at her GP’s. David
then went on to threaten suicide if she did not have him back, leaving letters
to the same effect: classic signs of controlling behaviour. Alex’s father was of
the opinion that Julie was going to leave David and live with him. However,
Julie moved to a new house in March 2020 to be nearer her family. David

12
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spent time at the new house completing DIY tasks and initially slept on the
sofa. It is probable that Julie and David later resumed an intimate relationship
although it is known that Julie was conflicted about her relationships with
David and Alex’s father. Julie and David'’s relationship was in a state of flux.
There was little contact with agencies and the heightened risks to Julie,
caused by the potential separation, were not fully recognised.

David and Julie were not regularly known to agencies and the risks in their
relationship were unquantified as no domestic abuse risk assessment had ever
been completed. Although the couple’s relationship was unconventional and
well known within the community, Julie’s murder was a shock to all who knew
the couple.

The local communities where Julie and David lived were aware of their
behaviour but were not aware that some of David’s behaviour, in particular
his controlling and coercive nature, was in fact a form of domestic abuse.
They also reported perceived barriers in reporting domestic abuse to the
agencies.

Learning

Narrative

The separation of Julie and David in October 2019, started an escalation of
problems which included coercive and controlling behaviour by David. This
was not picked up by the professionals who had contact with them around
this time.

Learning
There needs to be an awareness by professionals that a breakdown in a
relationship can make a victim more vulnerable to escalating domestic abuse.

Leads to recommendation 1

Narrative

The panel heard that agencies found it challenging when identifying elements
of coercion and control. This was evident when David left the suicide notes
but was not picked up as controlling and coercive behaviour at the time.

Learning

13
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Staff need to be appropriately trained to help them identify the signs of
coercive and controlling behaviour in a domestic abuse setting.

Leads to recommendation 2

Narrative

The separation of Julie and David in October 2019, started an escalation of
problems which included coercive and controlling behaviour by David. This
was not picked up by the professionals who had contact with them around
this time.

Learning
There needs to be an awareness by professionals that a breakdown in a
relationship can make a victim more vulnerable to escalating domestic abuse.

Leads to recommendation 2

Narrative

Throughout the brief contact that Julie and David had with agencies, there
was little professional curiosity to tease out the dynamics of the family unit or
understand the complex relationship between Julie and David.

Learning

Staff need to be more inquisitive, adopting a ‘believe but verify” approach to
information received and make further enquiries as and when necessary. This
will help build a more accurate picture of individuals, family dynamics and aid
risk assessment.

Leads to recommendation 3

Narrative

There were occasions when professionals had interactions with David and,
through due process, the presence of Alex in his household should have been
divulged. For a variety of reasons, their presence and relationship to him was
never disclosed.

Learning
All agencies need to be able to identify if any children are living in the same

household as persons who may present a safeguarding risk.

Leads to recommendation 4
Narrative
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The panel heard that the community could identify the physical signs of
domestic abuse but found it more challenging when identifying elements of
coercion and control.

Learning
Members of the community are not always aware that coercion and control is
a form of domestic abuse.

Leads to recommendation 5

Narrative

The panel heard that members of the community had perceived barriers in
reporting domestic abuse to agencies. They highlighted red tape and
professional language used by domestic abuse services and the community
felt exposed if asking for help from professionals as they were perceived to be
weak and vulnerable and this could make them a target for further
exploitation.

Learning

The reporting of domestic abuse is a complex matter, and agencies need to
be aware of the perceived barriers in order to support the community in
coming forward to disclose abuse.

Leads to recommendation 5
Recommendations from the review

Recommendation one

Stockport DAPB to be assured by all agencies that they have reviewed their
training needs to ensure that all staff are aware of the escalating dangers of
domestic abuse within a relationship during separation.

Recommendation two

Stockport DAPB to be provided with assurance from all agencies that they
have analysed their training needs to ensure that their staff receive sufficient
training to identify and understand the nature of coercive and controlling
behaviour within an abusive context.

Recommendation three

Stockport DAPB to be provided with assurance by all agencies that the
learning from this review has been shared with staff and that staff are
encouraged to adopt a ‘believe but verify’ approach to information received.

15
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Recommendation four

Stockport DAPB to be provided with assurance by all agencies that they have
robust processes in place in order to identify whether there are children living
in the household where there is known domestic abuse.

Recommendation five

Stockport Domestic Abuse Partnership Board (DAPB) should review its
strategy to ensure that its response to the areas highlighted by the
community in this report are strengthened.

Single Agency Recommendations

CSC

Children’s Social Care to be responsible for clarifying, via case management
system address checks and discussions with children/parents/professionals,
who the members of a household are in relation to all referred children.

CCG
All GP practice staff should have the appropriate training and skills in order to
recognise and respond to signs of domestic violence and abuse.

CCG

The implementation of the IDVA project should be rolled out across all GP
practices in Stockport.

PCFT

Domestic Abuse training programme to include, clinical staff making routine
enquiry about whether domestic abuse is occurring in a relationship/family.
Also, to include how suicide/self-harm can be a manifestation of
coercive/controlling behaviour.

PCFT

Review of assessment paperwork, to include prompts to routinely enquire
about domestic abuse.

Stockport NHS Foundation Trust

To review the emergency department triage enquiry regarding caring
responsibilities.

16



Official

ensure that all staff are aware of
the escalating dangers of
domestic abuse within a
relationship during separation.

been updated.

Our updated
Domestic Abuse
Strategy includes a
priority around
strengthening
support post-
separation

Appendix A
No | Recommendation Scope ie Action to take | Lead Key Milestones Target Date of
Local/national Agency Achieved in Date Completion &
enacting Outcome
Recommendation
1 Stockport Domestic Abuse Local Domestic Abuse | DAPB Strategy published | Jan 2022 The previous
Partnership Board (DAPB) strategy has Jan 2022 strategy was
should review its strategy to been endorsed published in
ensure that its response to the by the DA. January 2022 and
highliahted bv thi Partnership has recently been
areas highlighted by this report Board (DAPB) reviewed and
are strengthened. updated again,
presented to the
Domestic Abuse
Board on 11t
December 2023.
2 Stockport DAPB to be assured Local All age DAPB All age DA training | Nov 2021 Nov 2021
by all agencies that they have Domestic abuse updated to include
reviewed their training needs to training has Post Separation.
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review has been shared with
staff and that staff are
encouraged to adopt a ‘believe
but verify’ approach to
information received.

and Operational
Group.

No | Recommendation Scope ie Action to take | Lead Key Milestones Target Date of
Local/national Agency Achieved in Date Completion &
enacting Outcome
Recommendation
3 Stockport DAPB to be provided | Local All Agencies DAPB Ongoing Ongoing This is an ongoing
with assurance by all agencies reassurance to be piece of work that
that they have robust processes provided via is regularly
in place in order to identify Domestic Abuse reviewed in our
whether there are children living Operational Group. monthly Domestic
in the household where there is Abuse Operational
known domestic abuse. Group to ensure
that this action and
learning is not
forgotten.
4 Stockport DAPB to be provided | Local Domestic Abuse | DAPB 7-minute briefing September | September 2022 —
with assurance by all agencies Programme completed and 22. 7-minute briefing
that the learning from this Manager share within DAPB shared across all

agencies.

18




Official

responsible for clarifying, via
case management system
address checks and
discussions with children/
parents/professionals, who the
members of a household are in
relation to all referred children.

guidance to staff
to be cascaded
to the whole
service.

development as
part of GM Tri-X
policy & procedure
workstream.

No | Recommendation Scope ie Action to take | Lead Key Milestones Target Date of
Local/national Agency Achieved in Date Completion &
enacting Outcome
Recommendation
5 Stockport DAPB to be provided | Local Safeguarding DAPB Coercive control Ongoing Ongoing — this is
with assurance from all Adults Training bitesize learning part of the local
agencies that they have Manager and delivered and is on multi-agency
analysed their training needs to '?g:glrr?g S going. This was training offer and is
ensure that their staff receive Manager. also mc]uded in 2 routlnely revisited
sufficient training to identify and domgstlc abuse. and delivered
learning events in across our
understand the nature of ,
. . July and Partnership.
coermye anq cgntrolllng | November 2022 to
behaviour within an abusive raise awareness
context. across agencies.
6 Children’s Social Care to be Local Refresh of CSC Ongoing Ongoing Stockport adopts

the Greater
Manchester Tri-X
procedures
manual for
Children’s Social
Care. The policies
and procedures
are regularly
reviewed and
updated and
include reference
to identify and all
household
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CCG

support, advice
and training to GP
practice nurses
through their
forum.

Staff will be given
guidance around
targeted enquiry
for domestic
violence and
abuse.

No | Recommendation Scope ie Action to take | Lead Key Milestones Target Date of
Local/national Agency Achieved in Date Completion &
enacting Outcome
Recommendation
members. The
procedures are
continually
updated.

7 All GP practice staff should Local Domestic CCG/GP DVA included in Sep 2020 | Expertise has
have the appropriate training violence and practices GP safeguarding been engaged to
and skills in order to recognise abuse training lead briefings. support this from
and respond to signs of to be offered to the Domestic
domestic violence and abuse. GPs, practice Abuse Training

nurses and and Coordination
other Manager, this was
professionals in | CCG/ CCG Designated March presented at
primary care. Practice Nurses to work 2021 briefing sessions
Nurse Forum | with CCG Quality between July and
Matron when in September 2020.
post, to deliver Sep 2020
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enquiry about whether domestic
abuse is occurring in a
relationship/family.

Also, to include how
suicide/self-harm can be a

and current
awareness/
knowledge
about domestic
abuse.

manifestation of Training
coercive/controlling behaviour. Package to be
developed.

No | Recommendation Scope ie Action to take | Lead Key Milestones Target Date of
Local/national Agency Achieved in Date Completion &
enacting Outcome
Recommendation
8 The implementation of the Local Evaluation of CCG Successful pilot June 2020 | Completed as part
IDVA project should be rolled pilot IDVAs in 2 has taken place in of ongoing project.
out across all GP practices in local practices. Brinnington and
Stockport Bramhall practices.

9 Pennine Care NHS Foundation | Within the Staff Survey to PCFT DA awareness January Completed as part
Trust (PCFT) Domestic Abuse regional PCFT | establish Staff survey being | 2021 of ongoing training
training programme to include, footprint. baseline rolled out
clinical staff making routine understanding 28/09/2020.
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No | Recommendation Scope ie Action to take | Lead Key Milestones Target Date of
Local/national Agency Achieved in Date Completion &
enacting Outcome
Recommendation

10 | Review of assessment Within the Revise PCFT PCFT have been January DA basic
paperwork — to include prompts | regional PCFT | assessment engaged in multi- | 2021 awareness training
to routinely enquire about footprint. documentation agency work has been
domestic abuse. to include around DA developed and

routine enquiry developments and rolled out for all
about domestic improvement work staff.
abuse, in Stockport. Domestic abuse
Development of routine enquiry
Trust Domestic questions have
Abuse been added to the
Guidance for initial assessment
practitioners. documentation on
PARIS.

11 Stockport NHS Foundation SNHSFT To revise the SNHSFT New amendments/ | September | An ED Advantis
Trust to review the emergency ED triage changes to the 2021 Development form
department triage enquiry enquiry to system will be has been
regarding caring ensure the embedded into the submitted with the

responsibilities.

prompt will allow
practitioners to
discuss
dependents in
further detalil
and explore
their child-caring
responsibilities.

training
programme within
ED aligned to the
findings from the
DHR and the
dissemination of
the 7MB.

requirements
identified.
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