Cambridge Community Safety Partnership

3 May 2011

10:00 – 12:45

Committee Rooms 1 & 2

The Guildhall, Cambridge
AGENDA

	No.
	Item
	Lead Officer(s)
	PDF
	Time

(Mins)

	1
	Welcome, domestics/introductions and apologies
	Chair
	
	5

	2
	Integrated Offender Management: Presentation
	Mark Alexander
	
	25

	3
	Pre-advised questions from the general public
	Chair
	
	20

	4
	Minutes of 11 March 2011 meeting: Agreement
	Board/members
	
[image: image1.wmf]"Minutes from 11 

March 2011 - draft.pdf"


	5

	5
	Action points: Review
	Board/members
	
[image: image2.wmf]"Action Points for 11 

March 2011.pdf"


	20

	6
	Performance report: Q4 2010/11
	Research Group
	
[image: image3.wmf]"2010-11 fourth 

quarter performance report.pdf"


	10

	7
	Priority area monitoring reports: Q4 2010/11

.1 – Alcohol-related violent crime & ASB

.2 – Burglary of homes

.3 – Cycle theft

.4 – Domestic violence (incl. DV Homicide Review process)

.5 – Personal robbery

.6 – Reducing offending & re-offending
	Lead officers / Assigned deputies / Simon Kerss
	
[image: image4.wmf]"ARVC & ASB Q4 

2010-11.pdf"



[image: image5.wmf]"Burglary of Homes 

Q4 2010-11.pdf"



[image: image6.wmf]"Theft of Cycles Q4 

2010-11.pdf"



[image: image7.wmf]"Domestic Violence 

Q4 2010-11.pdf"



[image: image8.wmf]"DAPM Q4 

2010-11.pdf"



[image: image9.wmf]"DAPM Q4 2010-11 

Appendix.pdf"



[image: image10.wmf]"DHR Guidance.pdf"



[image: image11.wmf]"DHR Flowchart.pdf"



[image: image12.wmf]"Personal Robbery 

Q4 2010-11.pdf"



[image: image13.wmf]"Reducing 

Re-offending Q4 2010-11.pdf"


	30

	8
	Drug and Alcohol Action Team report: Q4 2010/11
	Vickie Crompton
	
[image: image14.wmf]"DAAT Q4 

2010-11.pdf"


	5

	9
	Performance Champion: Comments
	Julian Fountain
	
	5

	10
	Community Safety Plan 2011-14: Target scrutiny
	Lynda Kilkelly
	
[image: image15.wmf]"Report to Board on 

targets.pdf"


	20

	11
	New Board member
	Lynda Kilkelly
	
	5

	12
	Public and media information: Revisions
	Tom Kingsley
	
[image: image16.wmf]"Report to 

Cambridge CSP Board - Revised information.pdf"


	5

	13
	Citizen Focus Champion: Comments
	Kevin Wilkins
	
	5

	14
	Any other business
	Board/members
	
	5

	
	Date of next Cambridge CSP Meeting
	2 August 2011
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Information for the general public

and media representatives

Public attendance

You are welcome to attend this meeting as an observer, although it may be necessary to request you to leave the room during the discussion of matters that are classed as confidential.

Public questions

1. Questions are invited towards the beginning of the meeting.

2. If you wish to raise a question, you MUST contact Tom Kingsley on 01223 457042 or via e-mail at tom.kingsley@cambridge.gov.uk before 16:00 the day before the meeting.

3. You are requested to restrict questions to matters set out in the meeting’s agenda.  If you ask general questions, the Chair reserves the right to either request that the response is made in writing or, if appropriate, that a request under the Freedom Of Information Act 2000 is made instead.

4. Pre-advised questions are to be directed to the Chair in all cases; the Chair will then either respond directly or request that the appropriate member of the Partnership respond.

5. Please be aware that you may not get a verbal response to your question, especially if the question is detailed or was received too late to give full consideration to.  The Chair will confirm the manner of the response.

6. If your question raises issues that should be correctly addressed in a request under the Freedom Of Information Act 2000, the Chair will advise you of this.

7. The use of audio and visual recording equipment is NOT permitted.  Laptops may be used, with the permission of the Chair.

Emergency evacuation

1. In the event of a fire of other emergency, you will hear a continuous ringing alarm.  You should leave the building by the nearest exit and proceed to the assembly point in St. Mary’s Passage on the left hand side of Great St. Mary’s churchyard.

2. DO NOT use the lifts.
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Cambridge Community Safety Partnership

11 March 2010
10:00 —11:40

Committee Room 1
The Guildhall, Cambridge

ACTION POINTS

Month/Number | Action Point Action

08/03 Julian Fountain to work with Dave Sargent | Ongoing — expect to close by
and Steve Kerridge to look at ways of 3" May meeting following
getting colleges to help reduce the cycle introduction of new City NPT at
theft crime type. the beginning of April.

12/05 Tom Kingsley to look at community events | Closed — with changes to Area
held within Cambridge to see if any could Committees, it is felt that Board
be used by the Partnership for better public | members could attend these to
engagement. gauge public confidence and

engagement with the
Cambridge CSP. Plan to be
drawn up by OSG.

02/01 Office Support Group to look at Closed — Community Cohesion
engagement between Cambridge CSP and | Steering Group provides good
groups (such as residents’ associations, platform for engagement with
ethnic groups) and report back later in the minority groups. Dick Moore
year. can feedback any views

expressed. Also engagement
at new-style Area Committees
and with Neighbourhood
Policing Teams.

02/02 Sarah Ferguson to look at the provision of | Ongoing — to discuss further
services to young people to prevent them with Steve Kerridge.
from becoming victims of crime (notably
robbery).

02/03 Office Support Group to arrange for a Closed — Item 2 on Agenda.
presentation of the work being done by
Peterborough on IOM.

03/01 Chair to send a letter for the Partnership to | Closed — Letter to be issued
the relevant Secretary of State expressing | shortly.
concern over the impact that limiting
housing benefit to an average of market
rents will have on supporting offenders.

03/02 Chair to send a formal response for the Closed — Letter to be issued
Partnership to the recommendations in the | shortly.

IOM Member-led Review.

03/03 Lead Officers to confirm their targets for Closed — Plan published and
the Community Safety Plan 2011-14 by approved by Council on 7™
publication date (31%' March). April.

03/04 Helen Turner to check whether revenue Closed — Confirmed (14"

from the SSCF 2011/12 can be converted
into capital.

March) that revenue can be
converted to capital, as
required.






03/05 Tom Kingsley to revise the Agenda Closed — Item 12 on Agenda.
Information in the light of comments made.
03/06 Tom Kingsley to place items on the Closed — Peer Review report

Forward Plan for the May meeting, as

follows:

e work being done by Peterborough on
IOM;
scrutiny of the Plan’s targets;

e consideration of making ClIr. Bick a
Partnership Board member;

e discussion of finalised peer review
report.

not finalised at present.
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Cambridge Community Safety Partnership

Priority Area Quarterly Progress Report: Q4 2010/11

Priority Area: Alcohol Related Violent Crime and Anti-Social Behaviour
Lead Officer: Chief Inspector Dave Sargent

Key Achievements during this Quarter’

¢ A business case supporting the creation of a bespoke city central neighbourhood policing unit
was approved by the Police Senior Management Team. Launch date set for 1 April 2011.

e An Information Sharing Agreement was formulated and signed by the East of England
Ambulance Trust, Cambridgeshire Constabulary and Cambridgeshire County Council to
formalise arrangements for the sharing of anonymised Ambulance assault pick up data.

e CAMBAC/Pubwatch organised and delivered an Evening Briefing with licensees on 14"
January and a Managing Conflict training session for staff working in licensed premises on 26™
January.

e Addenbrooke’s Emergency Department recorded the lowest number of assault victims in 2010
since 2007, with year on year reductions being reported. An awards ceremony was organised
and held for the Emergency Department Reception Team on 18" March to give recognition of
their continued contribution towards the reduction of violent crime in the city centre, namely the
gathering of valuable information from individuals presenting themselves with assault related
injuries.

e Mytime Active’s Personal Health Trainer Service offered frontline staff Intervention and Brief
Advice (IBA) Training around Alcohol Awareness.

Areas of Concern for Partnership to Note?

¢ Nothing of note

Recommendations to Partnership to Address Concerns®

e Nothing of note

Any ltems for Publicity®

¢ Articles have featured in CEN and Cambridge First in liaison with ARVC Task Group members
promoting the Award Ceremony for the ED Reception Team and CAMBAC’s Managing Conflict
training session.

! Please ensure that you only highlight those notable achievements recorded against your Task Group’s Action
Plan.

2 Please ensure that you only highlight those concerns that your Task Group considers should be drawn to the
attention of the Partnership.

® Please ensure that, in connection with the above Areas of Concern, your Task Group sets out its
Recommendations to the Partnership to address these Concerns, so that agreement can be made (where
appropriate).

* Please ensure that any items included here for Publicity are not protectively marked.

PLEASE RESTRICT THE REPORT TO ONE PAGE
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Cambridge Community Safety Partnership

Priority Area Quarterly Progress Report: Q4 2010/11

Priority Area: Domestic Violence
Lead Officer Chief Inspector Dave Sargent

Key Achievements during this Quarter’

e Multi Agency Referral Unit (MARU) went live as of 4™ April 2011

e All 38 planned Freedom Programmes have been completed. Cambridge Women’s Aid
completed additional Programmes beyond their planned 36; further details to follow.

Areas of Concern for Partnership to Note?

e The Task Group met on 12" April 2011 to discuss the way forward in light of some of the
Partnerships not adopting domestic violence as a priority in their Strategic Assessment. It was
discussed that a suggested meeting structure could be six monthly for all Partnerships in
Southern Cambridgeshire and bi-monthly meeting for a new Cambridge DV Task Group.

e There is rising concern as to the number of offences of domestic violence in Cambridge, the
financial year 2010-2011 showed a 37.9% increase; the highest in the County. The Task Group
intend to take this on as their priority with County partners.

e The implementation of Domestic Violence Homicide Review through the CSP will have a huge
impact both on resources and finance, this is discussed further by Simon Kerss.

Recommendations to Partnership to Address Concerns®

e To note and agree the new meeting structure for the Task Groups.

e To note the large increase in domestic violence within Cambridge and note that the Task
Group is aware of this and reviewing.

e To note and further discuss the impact of homicide review with a possibility of discussing the
sharing of resources with other partnerships

Any ltems for Publicity?

e None.

! Please ensure that you only highlight those notable achievements recorded against your Task Group’s Action
Plan.

2 Please ensure that you only highlight those concerns that your Task Group considers should be drawn to the
attention of the Partnership.

® Please ensure that, in connection with the above Areas of Concern, your Task Group sets out its
Recommendations to the Partnership to address these Concerns, so that agreement can be made (where
appropriate).

* Please ensure that any items included here for Publicity are not protectively marked.

PLEASE RESTRICT THE REPORT TO ONE PAGE
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Cambridge City Community Safety Partnership

Performance Summary

Priorities®
1. Alcohol Related Violent Crime

. To reduce 'Assault with Less Serious Injury' by March 2011 from the baseline of 2008-
09 (885 recorded crimes). 825 crimes in 2010/11. This target has been met

. To reduce the number of attendees coded as ‘Assault’ using Addenbrookes
Emergency Department by March 2011 from the baseline established in 2008-09.

. To reduce the number of Ambulance call outs for ‘Assault’ by March 2011 from the
baseline established in 2008-09.

2. Anti-Social Behaviour

. To reduce ‘Criminal Damage’ by March 2011 from the baseline of 2008-09 (2,103
recorded crimes). 1,355 crimes recorded in 2010/11. This target has been met

3. Serious Acquisitive Crime

. To reduce the number of ‘Serious Acquisitive Crimes’ reported to the police (by
concentrating on tackling dwelling burglary) by 3.5% by March 2011 from the baseline of 2007-
08 (2,245 recorded crimes). Ongoing 3-year target.2 8.2% reduction in crimes in 2010/11. This
target has been met

—Burglary of Homes

. To reduce ‘Dwelling Burglary’ by 10% by March 2011 from the baseline of 2007-08
(757 recorded crimes). Ongoing 3-year target. 20.9% increase in 2010/11. This target has not
been met

—Personal Robbery

. To reduce ‘Personal Robbery’ by March 2011 from the baseline of 2008-09 (260
recorded crimes). 168 crimes in 2010/11. This target has been met.

4. Domestic Violence

. To have a repeat Domestic Violence Incident rate of no more than 28% using the Multi
Agency Risk Assessment Conference (MARAC) service as the measure. ® This target has not
been met. See separate DV report.

. To increase the number of Domestic Violence Incidents reported to the police by March
2011 from the baseline of 2008-09. This target has been met

5. Reducing Re-Offending

6. Cycle Crime
. Reduce the number of Thefts or Unauthorised Taking of Cycles. 11% increase. This

target has not been met

Key

Number of offences has decreased
Number of offences has not changed
Number of offences has increased

! Based upon content of 2008-11 Rolling-plan
2 LAA countywide target

Produced by Cambridgeshire County Council Research Group

Progress

No Data

No quantitative
measures are
available
quarterly
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SECTION ONE: ALCOHOL RELATED VIOLENT CRIME

Assault with Less Serious Injury

This is not a perfect indicator of alcohol-related violent crime. However, because such a
large proportion of violent crimes involve alcohol, movements in this indicator are likely to
reflect successes in tackling alcohol related violence.

Over the final three months of 2010/11, assault incidents have decreased. Over the full
guarter, 158 crimes were recorded as compared to 153 in 2009/10. The aim was to reduce
the number of assault with less serious injury incidents from the baseline of 885 set in
2008/09. In 2010/11, 825 crimes were recorded, which, whilst being a 7.4% increase on
counts from 2009/10, is still lower than those in 2008/09. This target has therefore been
met.

Assaults with Less Serious Injury
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Figure 1.1: Assault with less serious injury

During Quarter 4 of 2010/11, Cambridge City performed well against its most similar family
groups, coming in at fourth and above average. However, do to a poorer performance
during earlier quarters, when comparing Cambridge against its most similar family groups
for the full financial year, we are ninth and at an average position.
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Figure 1.2:
Assaults with Less Serious Injury — Position compared to most similar CDRPs
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Addenbrooke’'s NHS Trust - A&E Data

The partnership needs to be aware that this data is not collected for performance
purposes.

- A receptionist collects the data by asking the patient the details of the incident and
then enters the data electronically.

- Limitations of the data are that the submission of information is voluntary, therefore
not all patients will choose to answer and it will not possible for those patients too
traumatised or inebriated to answer.

The data will include some cases that have been reported to the police and therefore will
appear in police figures as well. We currently do not know to what extent data overlaps.

The chart below shows the number of attendances recorded as Assault admitted to
Addenbrooke’s A&E department by month for the current year and the previous year. The
dotted black line shows the average monthly attendance for the previous three years
(Apr07-Mar10).

Addenbrookes A&E Attendances recorded as Assault
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Figure 1.3: A&E Attendances — Addenbrookes Hospital

The data for this year shows the following:-

e 088 attendances were recorded during 2010/11. This is a 17% reduction from 2009/10,
and 19% below the previous 3-year average for attendances.

o Quarter 4 of 2010/11 has seen 245 cases as compared to 240 in 2009/10.

e Since the total number of attendances in 2010/11 is lower than for all previous years
since 2007/08, the target for this priority has been achieved.

Produced by Cambridgeshire County Council Research Group 4





UNCLASSIFIED

SECTION TWO: ANTI-SOCIAL BEHAVIOUR

Perceptions of ASB
The table presents survey results; overall ASB recorded a lower level of concern. However
nearly a third of respondents perceived drunk or rowdy behaviour to be a problem.

2006 Quiality of Life Survey 2008 Place Survey®

Percentage of people that consider ASB to be a 2904 15.20%
concern (NI 17)

Percentage of people who perceive drunk or rowdy

0, 0,
behaviour to be a problem in local area 25% 31.4%

The Place Survey was disbanded in 2010, and in order to continue to seek resident views
a community survey was developed to support the 2010 Strategic Assessment. Results
found that 47.9% of respondents felt they were rarely or never affected by ASB.

Criminal Damage — monitored as the crime most closely related to ASB

298 offences were recorded in Quarter 4 of 2010/11,well below that of all previous years.
The number of offences for this quarter is 10% below the total recorded for the same
guarter in 2009/10. For the full financial year 2010/11, 1355 incidents were recorded as
criminal damage. Numbers are well below those for previous years, being 19.8% below
those from 2009/10. The aim to reduce offences below levels for 2008/09 has been
achieved.

Fig. 2.1: Criminal Damage (incl Threats)
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For both the fourth quarter of 2010/11 and for the full financial year, Cambridge City lies in
third position and better than average compared to most similar group members.

iQuanta Barchart MSG - Crimes per 1000 Residents
‘Cambridgeshire - Cambridge CDRP

Criminal Damage (inc 59)
01 Apr 2010 - 31 Mar 2011

35

o @ G

: .

b —
R EEEEss

Osford

Sussex- |
Bristal

Dorset - |
Boumemoth

Exeter

Hampshire - |

Kent -
Canterbury
‘Cheftenham

Ri

Hertfordshire
Wehyn & Hatfeld
Nrth Vorkshire -
Devan & Gomwal - |
Thames Valley - |
E
Thames Vallay -
Avan & Somerset -

2 2
2 2
B 3
= =

| —— MSG Average --- LowerBound —== UpperBound |

Figure 2.2:
Criminal Damage — Position compared to most similar CDRPs

% Note these figures are from the most recent release and there have been slight alterations.
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SECTION THREE: SERIOUS ACQUISITIVE CRIME

The volatility in numbers of crimes recorded under the banner of Serious Acquisitive Crime
is once again apparent as the target for the most recent quarter, as can be seen from the
chart, has not been met. Total recorded volumes are similar to the same three month
period during 2009-10 and comprise the following:

. Dwelling Burglary - 206 offences, up from 205 offences in Q4 2009/10
- 935 offences in 2010/11, up from 850 offences in 2009/10
. Personal Robbery - 23 offences, down from 30 offences in Q4 2009-10
- 168 offences in 2010/11, up from 157 offences in 2009/10
. Business Robbery - 0 offences, down from 7 offences in Q4 2009-10
- 7 offences in 2010/11, down from 14 offences in 2009/10
. Theft from Vehicles - 127 offences, down from 142 offences in Q4 2009-10
- 794 offences in 2010/11, down from 872 offences in 2009/10
. Theft of Vehicles - 31 offences, down from 39 offences in Q4 2009-10

- 148 offences in 2010/11, down from 167 offences in 2009/10

Dwelling Burglary accounted for 45% of all serious acquisitive crime in 2010/11, as
compared to 41% in 2009/10. The CDRP priority is to reduce offences by 3.5% by March
2011 from the 2007-08 baseline (2,245 crimes). With 2,062 crimes recorded in 2010/11,
lower than the baseline, we have met our target, having achieved a decrease of 8%.

Fig. 3.1:Serious Acquisitive Crime
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Cambridge City lies in 8™ position in the final quarter of 2010/11 when compared to its
most similar family groups. For the full financial year, the district is in 10th position and
remains within the “Average” position when compared most similar group members over
the past three months.
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Figure 3.2: Serious Acquisitive Crime — Position compared to most similar CDRPs
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Dwelling Burglary

The requirement is to reduce dwelling burglary by 10% by March 2011 from the 2007-08
baseline (757 recorded crimes). This is currently not being met. Numbers of offences
recorded steadily increased over Quarter 3, however Quarter 4 saw a decrease to well
below typical figures. The total number of dwelling burglaries recorded in 2010/11 is 935, a
23.5% increase from 2007/08. We have therefore not met our target.

Fig. 3.3: Dwelling Burglary
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For quarter 4, Cambridge City lies 10" when compared to its most similar districts. Looking
at the 2010/11 financial year as a whole, the district is at 11" position and worse than
average.
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Figure 3.4: Domestic Burglary — Position compared to most similar CDRPs
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Personal Robbery

The requirement is to reduce ‘Personal Robbery’ by March 2011 from the baseline of
2008-09 (260 recorded crimes). The decreases recorded in Quarters 2 and 3 have
continued in Quarter 4. For 2010/11, 168 incidents have been recorded, compared to 157
in 2009/10. Whilst this is an increase, when compared to our baseline we are 35% lower,
and have therefore met our target.

Robbery of Personal Property
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Figure 3.5: Personal Robbery

For quarter 4, Cambridge City lies 7" when compared to its most similar districts. Looking
at the 2010/11 financial year as a whole, the district is at 9" position and average
compared to its most similar group members.
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Figure 3.6: Personal robbery — Position compared to most similar CDRPs

Produced by Cambridgeshire County Council Research Group 8





UNCLASSIFIED

SECTION FOUR: DOMESTIC VIOLENCE

Multi-Agency Risk Assessment Conference (MARAC)

Cambridgeshire FY 2008-09 | FY 2009-10 | FY 2010-11
Number of MARAC cases (Cambridgeshire) 271 399 407
NI 32 — Rate of repeat victimisation of MARAC cases 26% 27.5% 34.5%

The target for NI 32 is that the repeat rate should not be higher than 28%, a target which
we have not met in 2010/11. The financial year 2008-09 was the baseline-setting year for
this target. Quarter 4 saw 29 repeat cases recorded in the Southern division, with a total of
234 cases for the full financial year. Looking at this BCU alone, the NI32 rate was 36%

Independent Domestic Violence Advocacy Service (IDVAS)
IDVAS works with high-risk cases across the county referred from Cambridgeshire
Constabulary. The table below breaks down caseload by district for each quarter.

CDRP Total 2010-11 | 2010-11 | 2010-11 | 2010-11 Total
2009/10 Q1 Q2 Q3 Q4 2009/10

Cambridge City 292 86 98 58 64 306
East Cambridgeshire 112 24 37 26 41 128
Fenland 212 34 36 38 50 158
Huntingdonshire 233 92 76 83 59 310
South Cambridgeshire 136 33 40 41 40 154
Cambridgeshire 985 269 287 246 254 1,056

During Q4 2010-11 Cambridge City CDRP accounted for 25% of the referrals to the
IDVAS. For the full financial year 2010/11, this district saw 306 cases referred to the
IDVAS, 29% of the full countywide number.

Police Incident data

The chart below shows the number of domestic abuse incidents per month within the
district up to June 2010. These are ‘all incidents which have been closed as Domestic
Incidents, either verbal or violent, where parties are over the age of 18. This measure is
compliant with the ACPO definition of Domestic Abuse’.

Domestic Violence Incidents in Cambridge City between May 08 and Mar 11
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444 incidents were reported to the police during the final quarter of 2010/11. For the
entirety of 2010/11, 1,888 domestic violence incidents were reported to the police from the
Cambridge City district, indicating an increase of 14.4% from 2009/10. The requirement is
to increase the number of Domestic Violence Incidents reported to the police by March
2010 from the baseline of 2008-09; this continues to be achieved with 321 more reported
incidents in 2010/11. The reporting of Domestic Abuse incidents is always encouraged.
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SECTION FIVE: REDUCING RE-OFFENDING

All criminal offences recorded so far during 2010-11 follow the same downwards trend as
for offences recorded during the previous three years. The total recorded offences during
2010/11 is 13,708, which is 2.1% lower than that recorded for 2009/10.

There is no quantitative measure available for all criminal offences combined.
1,600 A
1,500
1,400 ~
.\ I\

1,300 / -
1,200 @ o )

' /

\ "\ ,
1,100 \/\-/ \\\._ ——
1,000 \\ /
~. /-
900

800 T .
Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar

Month
[——3-year Average 07-10 —e—2009/10 —0—2010/11 |

All Crime

Number of crimes

For the final quarter of 2010/11, Cambridge City stood in 8" position in comparison to its
most similar group members. Looking at the 2010/11 financial year overall, the district
stands in 11" position and worse than average.
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Figure 5.2 Total Crime — Position compared to most similar CDRPs
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UNCLASSIFIED

SECTION SIX: CYCLE CRIME

The requirement is simply to reduce the number of Thefts or Unauthorised Taking of
Cycles. Until October we saw a significant rise in the number of thefts reported, however
since then there has been a notable fall, with only 445 cases recorded in Q4, as compared
to 743 in Q3.

For the full year 2010/11, 2,822 cycle thefts were recorded in the district, an 11%
increase on figures from the previous year. We have therefore not met our target.
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As with all quarters, Cambridge City remains clearly worse than average in comparison to
its most similar group members during the past year, firmly sat at 15" and last position in
the group.
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To: Cambridge Community Safety Partnership Board
From: Officer Support Group
Date: 3" May 2011

Subject: Community Safety Plan — Targets

1. Purpose of the report

To provide the Cambridge Community Safety Partnership Board (the Partnership) with
background information on the targets ¢ hosen for the priority areas of the Cambridge
Community Safety Plan 2011-14 (the Plan).

2. Background

The Partnership consented to a final version of the Plan being agreed by e-mail on the
basis that the targets would be publicly scrutinised at the May meeting of the Partnership,
to ensure transparency and that the targets were challenging.

To assist the Partnership in their discussion each priority Lead Officer submitted a report
giving background information on how and why the targets were chosen. The reports are
detailed below:

2.1 Alcohol Related Violent Crime Targets

Members of the City Alcohol Related Violent Crime (ARVC) Task Group* were notified
of the Community Safety Partnership’s (CSP) requirement for realistic, relevant and
challenging targets to be set for the forthcoming financial year. As part of this process
the members of this Group were invited to submit proposals for targets in advance of
the Task Group meeting scheduled for the 22" March 2011. Target setting featured
on the meeting agenda and detailed discussion took place with the following targets
being drafted and collectively endorsed. These were then formalised by the Police
Partnership Liaison Officer in further consultation with the ARVC Priority Lead and
other key partners, such as the Emergency Medicine Consultant at Addenbrookes
Hospital, the CAMBAC Manager and the Police Licensing Department.

2.2 To reduce 'Assault with Less Serious Injury' by 3% by March 2014 from the baseline
of 2010/11 (825 recorded offences). Ongoing 3-year target.

It was agreed that there should be a recorded crime reduction target, similar to that
presented in the previous CSP plan, as a performance measure of the work of the City
ARVC Task Group as a whole. The 3 per cent reduction figure, as an ongoing three
year target, was determined as stretching but realistic because in year one of this plan
it is anticipated the levels of recorded ‘Assault with Less Serious Injury’ offences will in
fact increase. This increase will be a direct outcome of the proactive enforcement
interventions being used by the new City Central Neighbourhood Policing Team to
address low level incidents of violence and disorder, and prevent escalation. In
addition, it aligns itself with the target to reduce violent crime with injury, as set under
the Cambridgeshire Constabulary Local Policing Plan 2010-132.

2.3 To record less than 1100 presentations to the Emergency Department at
Addenbrookes Hospital by March 2012, where the cause of injury is coded ‘assault’.

' Comprising of representation from CAMBAC; the private security industry; the voluntary sector; Police; City Council; Addenbrookes
Hospital; DAAT; Trading Standards; and alcohol treatment services.
2 A 3% reduction in the number of violent crimes with injury over the next three years.






It was also agreed that a health target should sit alongside the crime reduction target
above as a performance measure of the work of the City ARVC Task Group as a
whole. However, it was not felt possible to set this target utilising the 2010-11 figures
as a baseline because Addenbrookes Hospital is to become the designated Major
Trauma Centre® for the Eastern region this financial year, and therefore the number of
assault related referrals is expected to increase. The figure decided upon is still a
challenging one as the Emergency Department will have to record significantly lower
figures than those reported in 2007, 2008 and 2009 (1270, 1253 and 1192
respectively).

2.4 To establish a baseline in 2011/12 for the number of civil banning orders issued to
individuals in Cambridge City and utilise this to set an improvement target for 2012/13.

During the City ARVC Task Group meeting members were informed that Pubwatch
have recently revised their banning policy, which is in place to prevent persistent and
problematic individuals who have a propensity to commit disorder, violence and crime
in and around licensed premises from re-offending by excluding them from all member
premises. Under the previous policy the decision to issue a warning, final warning or
civil banning order was determined by the Pubwatch committee, however the new
scheme (due to launch early in 2011/12) enables licensees to issue offenders with an
immediate six month ban. This activity contributes to an action set under the priority
plan for Alcohol Related Violence in Cambridge to “establish processes to ensure that
violent offenders frequently causing harm to our communities are being identified and
effectively managed”. In light of the introduction of a revised scheme, the Group
agreed that this year should be used to set an improvement target regarding the
number of civil banning orders issued.

2.5 To increase the number of persons attending CAMBAC training sessions concerning
the responsible management of licensed premises by March 2012 from the baseline of
2010/11 (133 attendees).

There is an action under the priority plan for Alcohol Related Violence in Cambridge
“to increase the active involvement of licensed premises (on and off-licence) and
night-time economy workers in preventing violent crime and promoting responsible
drinking.” As a Group we recognise that businesses can equip themselves with the
appropriate skills to prevent the escalation of incidents within their premises, therefore
making a significant contribution to the wider management of alcohol related violent
crime within Cambridge. As such it was identified that efforts need to be continued in
2011/12 to increase the number of individuals receiving training on the responsible
management of licensed premises.

2.6 Repeat Incidents of Anti-social behaviour Targets
It was decided by the Partnership to tackle repeat incidents of anti-social behaviour
(ASB) as a priority and to link this focus with the new approach being implemented by
the police, who have recently formed a new task group concentrating on repeat
incidents. The police and the City Council Anti-social Behaviour team have always
worked very closely on complex cases of anti-social behaviour alongside other
relevant organisations, but it was felt that a review of those working practices and in

3 A hospital where persons suffering from multiple, serious injuries that could result in death or serious disability can be operated on
immediately, if necessary, and where there is a full range of trauma specialists, including orthopaedics, neurosurgery and radiology
teams.





particular a review of the problem solving group that underpinned that work, was
needed to accommodate the new approach and to fully address the emerging issues.
A new multi-agency ASB review group was formed and the nucleus of this group, that
is, police, City Council and County Council worked together on the development of the
targets for the Community Safety Plan.

2.7 Targets relating to risk assessment and case management

e To complete a formal risk assessment and produce an initial plan of action within
one working day of referral of a repeat/vulnerable case: 100 percent.

e To let the victim know how and when they will be contacted within one working day
of formally accepting the case (subject to availability of the victim): 100 percent.

e Case Manager to make contact with each victim at least every 7 days: 100 percent.

e To complete a plan of action within 28 days of accepting the case: 75 percent.

It was agreed that there was a need to have specific partnership targets in relation to
the identification and case management of those victims, particularly vulnerable
victims, subject to repeat incidents.

It was felt that speedy risk assessment and a quick decision on initial actions to be
taken in repeat cases of ASB would make a positive difference to resolving the issues
and would also help in protecting vulnerable victims. It was also felt that the victims of
repeat incidents gain confidence and feel supported when they know at an early stage
what action will be taken. Being kept informed and supported through the process has
been shown to help victims cope. The basket of targets was developed to measure if
we are delivering on these outcomes. The data information which will be collected to
measure if we are meeting the targets will also form an audit trail of case management.

2.8 To achieve 82 percent satisfaction levels based on case handling and outcome in post

2.9

case surveys.

The measurement of satisfaction levels will allow the monitoring of any emerging
patterns of dissatisfaction and this information will be used to make improvements and
to ensure a consistent high level of service. It is felt that 82% satisfaction level is a
sufficiently stretching target for 2011/12 while the new approach is bedding in.

To have no more than 130 first time entrants to the criminal justice system from
Cambridge for 2011-12.

It was considered essential to have a focus on preventative work included as part of
the approach to addressing repeat incidents of ASB. Prevention, however, has
historically proven difficult to measure. In discussions with the County Research
Team, Youth Offending Service and Children and Young Peoples Service it was felt
that having a target around young people committing offences for the first time would
form a rational approach to prevention work. Criminal damage, which was the
measure used to assess levels of ASB in the last Community Safety Plan, has been
the most common first offence for young people over the past 4 years accounting for
25% of all crimes. Therefore a focus on reducing/maintaining the number of first time
entrants to the criminal justice system would be a focus on preventing ASB. The
decision to have ‘no more than 130 first time entrants’ was arrived at because we
have seen a steady decline over the past 4 years: 2006/07 209 cases, 2007/08 196
cases, 2008/09 164 cases, 2009/10 130 cases. The decision to maintain rather than





reduce the 09/10 number was because the figures can be volatile depending on police
activity.

2.10 Repeat victims of domestic violence

2.11 To deliver 38 Freedom Programmes by March 2012

Last year (2010-11), Cambridge Women'’s Aid (CWA) received £5,500 to hold 36
Freedom Programmes with an average attendance rate of 6 women per programme,
with a final engagement rate of 20 women. All 36 sessions were delivered (additional
sessions were provided from the CWA general fund, but these are not included in the
target). The sessions provide information, help and guidance to women who have
experienced domestic violence, giving them knowledge and confidence to prevent
them from becoming future victims.

The other two Freedom Programmes were run by Romsey Mill in conjunction with the
Meadows Child and Family Wing (one ended in July and the other in December) for
£3,500. Each Programme lasted 12 weeks, with 8 young women patrticipating (6
completing) in the first Programme.

The proposal is to run another 38 Freedom Programmes in 2011-12.

2.12 To reduce the percentage of IDVAS clients where there is a repeat incident within
12 months from 35 to 29 by March 2012

2.13 To reduce the percentage of IDVAS clients where there is a repeat incident within
12 months from 35 to 29 by March 2012.

The Independent Domestic Violence Advocacy Service (IDVAS) provides information,
advice and support to high-risk victims of domestic violence through direct referrals
from the Multi Agency Risk Assessment Conferences (MARAC) (a tool to help people
working with victims of domestic violence to assess the degree of risk in any case)
and the police.

Percentage repeats and percentage engagement are linked to the aims of
Cambridgeshire's 'Equality Charter (access to services and reducing crime)." In
addition, they provide a much more comprehensive view of domestic abuse by district
(rather than the NI132* report, which could only be disaggregated to Basic Command
Unit level). Whereas NI32 focused on the needs of some 400 women and men
countywide (deemed to be at high-risk), the proposed Performance Indicators reflect
the work undertaken by the IDVAS (which Cambridge CSP part-funds) on a more local
level, and reflect the specific work of that service, rather than the multi-agency work
undertaken by the MARAC.

2.14 Reducing re-offending Targets

In 2010-11 the six Community Safety Partnerships operating in Cambridgeshire
(including Peterborough) contributed funding towards a Project Manager to oversee the
development and implementation of Integrated Offender Management (IOM) in the
area. In following the guidance issued by the Home Office in its publication ‘Integrated

* NI 32 Repeat incidents of domestic violence - Local Area Agreement





Offender Management: Government Policy Statement’ all efforts have been made to
ensure that key partners have been involved in taking this forward.

2.15 To increase the number of individuals engaged with through the IOM scheme,
ensuring selection and management of the most appropriate offenders, from a
baseline to be established in 2011-12.

In practice, IOM requires the merging of two separate offender management
programmes that work across a number geographical boundaries. Whilst much has
already been done to co-ordinate the development of the mechanisms and
documentation that will underpin IOM, work is still ongoing to collectively determine
complex issues such as cohort selection; the case management of those adopted onto
the scheme; and performance management frameworks, ensuring that existing
mandatory requirements are considered and met. As such the scheme will not be
fully embedded until 2011-12, and it was felt this would be the most appropriate year
to establish a baseline for an improvement target.

The I0OM Strategic Group and the practitioners involved in the daily operation are
committed to adopting a dynamic approach in selecting and de-selecting clients, as
advised by the Home Office, ensuring that the programme remains focused on those
offenders who commit the most crime in the community. However, this needs to be
balanced with an understanding of the intensive programme of work required to fully
rehabilitate an individual, and the capacity of the programme itself (the proposed
model for IOM will be serviced utilising existing staff and resources).

3. Recommendations
The Partnership consider the background information on the priority area targets and
decide if they are sufficiently SMART and challenging.

Further Information:
The Officer Support Group
01223-457042
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To:
From:
Date:

Cambridge Community Safety Partnership Board
Tom Kingsley, Support Officer
3" May 2011

Subject: Public and media information: Revisions

1.1
1.2

2.1

2.2

2.3

3.
3.1

Purpose of the report
To advise the Board of revisions made to the “Information for the general public and media
representatives” published on the rear of each Agenda.

To obtain the Board’s approval to the recommendation made in Section 3 of this report.

Background

At its meeting of 17" September 2009, the Board agreed to open meetings of the
Cambridge CSP to the general public. In consideration of the management of members of
the public and media, the Board adopted elements of the procedures for Council Scrutiny
Committees. The agenda was revised, in time for the first open meeting of the Cambridge
CSP (being 2™ February 2010), to include information on public attendance, questions and
emergency procedures on its reverse.

Following the meeting of 3 February 2011, the information was revised to clarify what
questions/statements can be made and when, the length of time for questions/statements,
and the Chair's powers with regards to questions/statements. The revised Agenda
information appears overleaf.

At its meeting of 11" March 2011, the Board felt that the tone of the information should be
adjusted to be less formal and more engaging.

Recommendations
That the Board approves the new revisions to the “Information for the general public and
media representatives” for introduction at its August meeting.

Further Information:

Tom Kingsley

Support Officer, Cambridge Community Safety Partnership
01223 457042






Information for the general public
and media representatives

Public attendance

You are welcome to attend this meeting as an observer, and to ask questions or make statements

during the relevant item on the agenda. It may be necessary, however, to request that you leave

the room during the discussion of matters that are classed as confidential.

Public questions
Questions are invited towards the beginning of the meeting.

You are requested to restrict questions or statements to matters set out in the meeting’s
agenda. If you wish to raise a question or make a statement concerning a matter that is on the
agenda, then please notify your intention to speak with Tom Kingsley before the start of the
meeting.

If you wish to raise a question or make a statement on a matter that is not on the agenda, then
please ensure that notice of the question or subject matter is given to Tom Kingsley on 01223
457042 or via e-mail (tom.kingsley@cambridge.gov.uk) by 10am on the working day preceding

the meeting.

Questions and statements should be directed to the Chair in all cases; the Chair will then either
respond directly or request that the appropriate member of the Partnership respond.

Please be brief and keep to the question or statement, as advised.

Please be aware that you may not get a verbal response to your question, especially if the
question is detailed; a written response will be offered in such cases.

If your question raises issues that should be correctly addressed in a request under the
Freedom Of Information Act 2000, the Chair will advise you of this.

The Chair may refuse to reply to a question and may refuse to refer the question to another
member at their discretion. The Chair may also refuse to permit questions or statements if the
matter has already been put or made to a meeting of a Council committee or other body.

The Chair’s decision is final.

. The use of audio and visual recording equipment is not permitted.

Emergency evacuation
In the event of a fire of other emergency, you will hear a continuous ringing alarm. You should

leave the building by the nearest exit and proceed to the assembly point in St. Mary’s Passage
on the left hand side of Great St. Mary’s churchyard.
DO NOT use the lifts.
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Cambridge Community Safety Partnership
Priority Area Quarterly Progress Report: Q4 (Jan- Mar) 2010/11

Priority Area: Reducing Re-offending
Lead Officer: Dick Moore (Jenny Jolley)

Key Achievements during this Quarter'

Scheme Updates — PPO (all 3 strands) and DIP

PPO DIP
Clients on Scheme Deter: 4 Jan 56
) Feb 50
C+C and R+R: 26 March 46
New engagements 1 29
Removals 1 35

e Exceptional reporting;
A recent adoption on to the scheme, of a person presently in custody, following convictions on several
occasions, for college burglary. They have over the period that they have been in the area, been unable
to establish a local connection. This has prevented them for accessing services, which could provide
support and treatment. Accommodation has been obtained for their release, along with drug treatment.
An exclusion condition will also be placed on their Probation licence prohibiting them from entering
College premises. Information will be passed to the appropriate sources, in order that this can be
monitored and enforced.

A PPO was recalled on licence for a fixed term of 28 days for breach of their Probation licence. The
circumstances for this were:

Failure to engage with a licence condition to comply with any requirements specified by their supervising
officer for the purpose of ensuring that they address your alcohol prolific offending behaviour problems
Committing 3 offences, in which there was a clear pattern of alcohol related offending.

¢ Resource/Treatment/Intervention updates and development of relationships with new partners/access to
new services/treatment.
A meeting was held with AddAction, around a process for the enforcement of the address alcohol prolific
offending behaviour problems condition, which can be applied to a Probation Licence.

The first monthly clinic for PPOs in custody in HMP Peterborough was held in March. PPOs will now be
assigned to two HMP Offender Managers, for continuity and information sharing. PPOs will be advised of
the surgery and be invited to attend in order to discuss any issues/queries. It is hoped that this will
provide a closer link to the community and allay any concerns regarding release. Also, with the closer
information sharing the Team will be advised of any work undertaken, appointments made in HMP (such
as benefit claims before release) etc and whether they were attended or not, in order that these can
discussed and enforced, during the clinic. Pre-release and Sentence Planning Boards will continue to be
a separate meeting.

IOM Updates
The development of IOM continues.
The IOM ISA (Information Sharing Agreement) has been finished and verified by the Police MOPI

(Management of Police Information) department. This has been sent to partners for their consideration and
signing.

! Please ensure that you only highlight those notable achievements recorded against your Task Group’s Action
Plan.

PLEASE RESTRICT THE REPORT TO ONE PAGE






Cambridge Community Safety Partnership

A workshop to discuss the IOM scoring matrix has been arranged for April. It has been agreed at the CCJB
Strategic Board that we should initiate a scoring matrix for determining the potential clients that should or
could be adopted on to the scheme. This matrix has to have a common style, approach and methodology but
in its detail it can change from area to area to reflect the different crime problems in that area. With both the
CCJB Strategic and CCJB Working groups steadily developing terms of reference, scheme vision,
objectives, performance and reporting systems and processes.

The PPO Coordinators for Southern and Central Divisions along with Dick Moore (Head of ONS) have
completed and submitted a revised job description for the IOM Coordinator. This is presently with the Police
HR department.

The inaugural meeting of The County-without-Peterborough merged Reducing Re-Offending Steering Group
will take place in April. This meeting will discuss the introduction of streamlined management structure,
common systems, processes and reporting arrangements. There will still be local delivery of services, local
operations and local schemes, will address crime problems and issues relevant to their local area. The
development of these systems will enable this to happen, whilst maintaining a high degree of corporate
arrangements for county wide monitoring, reporting and evaluation.

Areas of Concern for Partnership to Note?

None

Recommendations to Partnership to Address Concerns®

None

Any ltems for Publicity*

None

2 Please ensure that you only highlight those concerns that your Task Group considers should be drawn to the
attention of the Partnership.
® Please ensure that, in connection with the above Areas of Concern, your Task Group sets out its
Recommendations to the Partnership to address these Concerns, so that agreement can be made (where
appropriate).

Please ensure that any items included here for Publicity are not protectively marked.

PLEASE RESTRICT THE REPORT TO ONE PAGE
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Cambridge Community Safety Partnership

Priority Area Quarterly Progress Report: Q4 2010/11

Priority Area: Drug and Alcohol Action Team
Lead Officer: Vickie Crompton

Key Achievements during this Quarter

YOUI‘]Q people Services Young people in drug and alcohol treatment

CASUS and YOT continue to work 0

effectively in Cambridge city. The 50 Qi

chart on the right shows numbers 30 Q2
of young people engaged with both ?g - . | - ' l e
treatment services in the last three | | | | |
quarters.

- For Quarter 3 of 2010/11, there were 22 young people from Cambridge city who were in
treatment: CASUS (10 individuals) and Youth Offending Team (12 individuals). The number
of young people in treatment has reduced slightly compared with the last two quarters,
mostly because of the reduction in the YOT clients, which is in contrast to other districts.
The main drug type used by young people in was cannabis and followed by alcohol.

- The YOT data shows that in quarter 3, whilst the numbers of first time offenders have
increased significantly in rural areas like East Cambs, South Cambs and Fenland, there has
been a considerable drop of 32% for Cambridge city and a slight reduction in
Huntingdonshire (-6%). This has reflected in the fewer number of YOT clients in substance
misuse treatment.

- Specifically in Quarter 3, CASUS have provided information and advice to professional
and young people at YMCA, Youth Foyer, Connexions Cambridge and general public at
Grafton Centre.

Adult Drug and Alcohol treatment services
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- In quarter 3, 530 Cambridge clients engaged in drug treatment service (37% of the
county) and 203 in alcohol treatment service (40% of the county). Compared to other
districts, Cambridge has the highest numbers of clients in the treatment system,
particularly number of alcohol clients.

Page 1 of 2





- In February 2011, 41 DIP clients were Cambridge city residents. This number has
slightly reduced compared with an average of 45 clients per month since October 2010 to
January 2011.

- The DAAT is promoting the Alcohol Information and Brief Advice (IBA) training on
various media channels. We have been inundated with requests for the training. The next
training date for Cambridge city is on Monday 23™ May at the Meadows Community
Centre and has been fully booked.

Areas of Concern for Partnership to Note

- There are no specific concerns regarding substance misuse in Cambridge city recently.

Recommendations to Partnership to Address Concerns
- None

Any Items for Publicity:

Update information on the DAAT website: www.cambsdaat.org

Page 2 of 2
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Cambridge Community Safety Partnership

Priority Area Quarterly Progress Report: Q4 2010/11

Priority Area: Theft of and from Pedal Cycles
Lead Officer: Inspector Steve Kerridge

Key Achievements during this Quarter’

During the period 442 thefts were recorded. This is much lower than the recorded total in
quarter three (737) and the same period in 2009/10 (552).

For the full year 2837 cycles were stolen in the City, compared to 2590 in the previous
year. This increase has been discussed previously.

This volume crime type is traditionally difficult to detect but an increase in 2010/11 to 4.3%
detection compared to 1.8% in the previous year has been seen, which is positive

Under the supervision of the Acquisitive Crime Task Group, the Operation Cyclone cycle
crime prevention days have continued in the offence hotspots identified in analysis
completed earlier in the year. A further three events were held in the quarter, completing
the year’s events. During these events a further 255 cyclists were engaged.

As detailed in recent partnership fora and media releases, a new City Central
Neighbourhood Policing in 2011/12 has been set-up with work in relation to this crime type
one their priority areas of focus.

Areas of Concern for Partnership to Note?

None. This area of work has been removed as a Community Safety Priority in 2011/12.

Recommendations to Partnership to Address Concerns®

None. This area of work has been removed as a Community Safety Priority in 2011/12.

Any ltems for Publicity?

None. This area of work has been removed as a Community Safety Priority in 2011/12.

! Please ensure that you only highlight those notable achievements recorded against your Task Group’s Action
Plan.

2 Please ensure that you only highlight those concerns that your Task Group considers should be drawn to the
attention of the Partnership.

® Please ensure that, in connection with the above Areas of Concern, your Task Group sets out its
Recommendations to the Partnership to address these Concerns, so that agreement can be made (where
appropriate).

* Please ensure that any items included here for Publicity are not protectively marked.

PLEASE RESTRICT THE REPORT TO ONE PAGE
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Cambridge Community Safety Partnership

Priority Area Quarterly Progress Report: Q4 2010/11

Priority Area: Personal Robbery
Lead Officer: Inspector Steve Kerridge

Key Achievements during this Quarter’

During the period 24 street robberies were recorded in Cambridge City. This compared to
46 in quarter three and 34 in the same period in 2010

For the full year 167 personal robberies were recorded in the City, consistent with the 164
in the previous full performance year.

The detection rate for robbery across the full year was 22.9%, below the 25.7% recorded
in the previous year.

Detailed reports concerning the additional outputs and outcomes secured from focused
patrols funded from the safer and stronger communities fund have been submitted by
Jenny Massie as the project overseer, through the Acquisitive Crime Task Group.

There were no additional robbery patrols during the period, with the under spend being
returned to the partnership agreed.

As detailed in recent partnership fora and media releases, a new City Central
Neighbourhood Policing in 2011/12 has been set-up with work in relation to this crime
type, notably seasonal fluctuations, as one their priority areas of focus.

Areas of Concern for Partnership to Note?

None. This area of work has been removed as a Community Safety Priority in 2011/12.

Recommendations to Partnership to Address Concerns®

None. This area of work has been removed as a Community Safety Priority in 2011/12.

Any ltems for Publicity®

None. This area of work has been removed as a Community Safety Priority in 2011/12.

! Please ensure that you only highlight those notable achievements recorded against your Task Group’s Action
Plan.

2 Please ensure that you only highlight those concerns that your Task Group considers should be drawn to the
attention of the Partnership.

® Please ensure that, in connection with the above Areas of Concern, your Task Group sets out its
Recommendations to the Partnership to address these Concerns, so that agreement can be made (where
appropriate).

* Please ensure that any items included here for Publicity are not protectively marked.

PLEASE RESTRICT THE REPORT TO ONE PAGE
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Cambridge Community Safety Partnership

Priority Area Quarterly Progress Report: Q4 2010/11

Priority Area: Burglary of Homes
Lead Officer: Inspector Steve Kerridge

Key Achievements during this Quarter’

During the period, 210 offences were recorded. This is lower than the 295 recorded in quarter
three and reasonably consistent with the same period in 2010 at 204 offences.

Despite, good reductions in quarter four, and in keeping with predictions from earlier reports, the
total number of Dwelling Burglaries in Cambridge City in 2010/11 was 925; an increase compared
to 2009/10 where 848 offences were recorded.

However, in terms of enforcement a significant increase in detections from 14.5% offences
detected in 2009/10, to 33.7% in 2010/11 has been seen. This equates to 192 more people
brought to justice for domestic burglary.

All multi-agency community safety events delivered by the partnership were completed under the
stewardship of the Acquisitive Crime task Group. This resulted in the direct engagement of several
hundred residents in hotspot locations during the year and their participation in target-hardening
exercises as will be detailed in the end of year action plan.

Areas of Concern for Partnership to Note?

None. Offence recording in April to date remains consistent with the reductions seen in the
latter stages of quarter 4 last year.

This area of work has been removed as a Community Safety Priority in 2011/12.

Recommendations to Partnership to Address Concerns®

None. This area of work has been removed as a Community Safety Priority in 2011/12.

Any ltems for Publicity®

None. This area of work has been removed as a Community Safety Priority in 2011/12.

! Please ensure that you only highlight those notable achievements recorded against your Task Group’s Action
Plan.

2 Please ensure that you only highlight those concerns that your Task Group considers should be drawn to the
attention of the Partnership.

® Please ensure that, in connection with the above Areas of Concern, your Task Group sets out its
Recommendations to the Partnership to address these Concerns, so that agreement can be made (where
appropriate).

* Please ensure that any items included here for Publicity are not protectively marked.

PLEASE RESTRICT THE REPORT TO ONE PAGE
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To: Cambridgeshire Community Safety / Crime and Disorder Reduction
Partnerships / Cambridgeshire Domestic Abuse Partnership

From: Simon Kerss, Domestic Abuse Partnership Manager
Cambridgeshire County Council

Date: 6™ April 2011

State of the Partnership Briefing: 4™ Quarter 2010/11

1. Purpose

1.1. To update Cambridgeshire’s Community Safety / Crime and Disorder Reduction and
Domestic Violence Partnerships on developmental, operational and strategic issues
regarding the work of Cambridgeshire’s Domestic Violence Partnership.

2. Background

2.1. At the July 2009 Community Safety Partnership Officer Support Group, it was
agreed that the format of the following report would be aligned with those provided to
the Cambridgeshire Domestic Violence Partnership Strategic Group to ensure that
partners are provided with an overview of county issues.

2.2. The three main priorities of the Domestic Violence Partnership’s 2008 — 2011 action
plan/strategy are: Prevention & Early Intervention, Protection and Justice and
Support. Subsequently, this report will reflect these priorities

3. Prevention and Early Intervention

3.1. The NI32 repeat rate for Cambridgeshire at the end of the 4™ Quarter for 2010/11 is
currently at 34%.

3.2. Following the withdrawal of the National Indicator set, discussions are now ongoing
at county and CSP level on the future of NI32.

3.3. Cambridgeshire City and Fenland’s Participatory Budgeting pilot (hosted on behalf of
the Home Office) has now concluded. Grants totalling £23,000 have been awarded
to the following groups to further the ‘End Violence Against Women and Girls’
agenda:

Sin Cru (theatre group based The Junction, Cambridge);
Lifecraft (mental health support charity, Cambridge);
Rape Crisis (Cambridge);

New Directions Service (Cambridge);

Drinksense (Wisbech);

Refuge (Wisbech);

One Voice 4 Travellers (Fenland);

Positive Deviance (Fenland).

A full evaluation of the pilot will be produced in 2011/12.

4. Protection and Justice

4.1. HM Government will bring Section 9 (Domestic Homicide Reviews) of the Domestic
Violence, Crime and Victims Act (2004) into statute on 13" April 2011. This new
requirement has significant implications for all CSPs and partner agencies. A
briefing and the statutory guidance has been attached to this paper.





5. Support

5.1. The number of referrals to the Independent Domestic Violence Advocacy Service,
per District, for the 4™ Quarter of 2010/11 are:

Hunts: 59
Fen: 50
City: 64
East: 41
South: 40

Further information on reporting to the police and trends in reporting are available
from the relevant Strategic Assessment and the quarterly performance updates.

5.2. As aresult of the restructuring of IDVA funding, new performance indicators for
2011/12 are currently in development with Cambridgeshire County Council and the
CSPs. Proposed indicators are based on % of clients engaging with the IDVA
service and % clients that are repeat referrals. Following agreement by the CSPs,
these indicators will feature in each quarterly report for 2011/12.

5.3. The domestic abuse element of Cambridgeshire’s Multi-Agency Referral Unit
(MARU) will go live on 4" April 2011. A media release will accompany this action.
Telephone and contact details for the MARU are attached to this report.

6. Risks

6.1. That the MARU domestic abuse element and consequent restructuring of
management staff at Cambridgeshire County Council will not be complete by April 4™
2011.

6.2. That the implementation of Domestic Homicide Reviews through CSPs will further
stretch available resources.
7. Recommendations

7.1. That CDRPs / Community Safety Partnerships note the relocation of current
Independent Domestic Violence Advocacy and MARAC Services to the MARU.

7.2. That CDRPs / Community Safety Partnerships note the implications of the
enactment of Section 9 (Domestic Homicide Reviews) of the Domestic Violence,
Crime and Victims Act (2004) on April 13" 2011.
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1.1 The Government’s current approach to
tackling violence against women and
girls including domestic violence is set
out in the strategic narrative Call to
End Violence Against Women and Girls
(published on 25th November 2010) and
the supporting Action Plan (published on
8th March 2011%). Preventing violence
from happening in the first place is at the
heart of this approach.

1.2 As part of the supporting Action Plan, the
Government committed to the following
action:

* Implement section 9 of the Domestic
Violence, Crime and Victims Act (2004),
putting in place statutory domestic
violence homicide reviews.

1.3 Domestic Homicide Reviews (DHRs) were
established on a statutory basis under
section 9 of the Domestic Violence, Crime
and Victims Act (2004). This provision
came into force on 13th April 2011.

* Both documents are available download at www.homeoffice.gov.uk/vawg
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2.1 Domestic violence includes physical

violence, psychological, sexual, financial
and emotional abuse involving partners,
ex-partners, other relatives or household
members.In2009/102, domesticviolence
accounted for 14% of all violent incidents
and affects both men and women.

2.2 Domestic violence is frequently repeated

by the perpetrator and the violence can
escalate over time. A domestic violence
incident which results in the death of
the victim is often not a first attack
and is likely to have been preceded by
psychological and emotional abuse. Many
people and agencies may have known of
these attacks - neighbours, for example,
may have heard violence, a GP may have
examined injuries, housing organisations
may have been called repeatedly for
repairs to homes, the police may have
been called, there may have been
previous prosecutions, or injunctions, and
so on. This can sometimes make serious
injury and homicide in domestic violence
cases preventable with early intervention.
Therefore, it follows that local agencies
should have adequate policies and
procedures in place to instruct agency
staff on how to intervene in domestic
violence cases. There should also be
an emphasis on the need for specialist
support for victims and their children
as well as services for families, friends
and others who may be affected by the
homicide.

2.3 In June 2003, Safety and Justice: The

previous Government’s Proposals on
Domestic Violence was published for
consultation. The consultation ended
in September 2003 and informed the
development of the Domestic Violence,
Crime and Victims Act, which received
Royal Assent in November 2004.

2 Edited by: Flatley J, Kershaw C, Smith K, Chaplin R and Moon D (2010) Crime in England
and Wales 2009/10: Findings from the British Crime Survey and police recorded crime.
London: Home office
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3.1 This guidance is issued as statutory
guidance under section 9(3) of the
Domestic Violence, Crime and Victims Act
(2004). The act states:

(1) In this section “domestic homicide review”
means a review of the circumstances in which
the death of a person aged 16 or over has,
or appears to have, resulted from violence,
abuse or neglect by—

(a) a person to whom he was related
or with whom he was or had been in
an intimate personal relationship, or

(b) a member of the same household
as himself, held with a view to
identifying the lessons to be learnt
from the death.

(2) The Secretary of State may in a particular
case direct a specified person or body within
subsection (4) to establish, or to participate
in, a domestic homicide review.

(3) Itis the duty of any person or body within
subsection (4) establishing or participatingina
domestic homicide review (whether or not held
pursuant to a direction under subsection (2))
to have regard to any guidance issued by the
Secretary of State as to the establishment
and conduct of such reviews.

(4) The persons and bodies within this
subsection are—

(a) in relation to England and Wales—

* chief officers of police for police areas in
England and Wales;

* |ocal authorities;

* Strategic Health Authorities® established
under [section 13 of the National Health
Service Act 2006];

e Primary Care Trusts* established under
[section 18] of that Act.

3 & “ Subject to Parliamentary approval of the Health and Social Care Bill 2011, PCTs and
SHAs will be replaced by the NHS Commissioning Board and Commissioning Consortia
as bodies under section 9(3)(4) of the Domestic Violence, Crime and Victims act 2004;

* Providers of probation services®,

* Local Health Boards established under
[section 11 of the National Health
Service (Wales) Act 2006];

* NHS trusts established under [section
25 of the National Health Service Act
2006 or section 18 of the National
Health Service (Wales) Act 2006];

(b) in relation to Northern Ireland—

* the Chief Constable of the Police Service
of Northern Ireland;

e the Probation Board for Northern Ireland;

* Health and Social Services Boards
established underArticle 16 of the Health
and Personal Social Services (Northern
Ireland) Order 1972 (S| 1972/1265 (NI
14));

* Health and Social Services trusts
established underArticle 10 of the Health
and Personal Social Services (Northern
Ireland) Order 1991 (Sl 1991/194 (NI
1)).

(D) In subsection (4)(a) “local authority”
means—

(a) in relation to England, the council
of a district, county or London borough,
the Common Council of the City of
London and the Council of the Isles of
Scilly;

(b) in relation to Wales, the council of
a county or county borough.

(6) The Secretary of State may by order
amend subsection (4) or (5).

3.2 Asstatutoryguidanceissuedundersection
9(3) of the Act, a person establishing
or participating in a domestic homicide
review (whether or not held pursuant to
a direction under subsection (2)) must
have regard to such guidance. This
means that those persons involved in the
establishment or participation of a DHR

5 A provider of probation services in accordance with arrangements made under section 3
of the Offender Management Act 2007 (c.21)
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must take the guidance into account and,
if they decide to depart from it, have clear
reasons for doing so.

3.3 The purpose of a DHR s 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;

* |dentify 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 policies and
procedures as appropriate; and

with an aim to avoid future incidents of
domestic homicide and violence.

3.7 The review will also assess whether

agencies have sufficient and robust
procedures and protocols in place, which
were understood and adhered to by their
staff.

3.8 Domestic homicide review means a

review of the circumstances in which the
death of a person aged 16 or over has, or
appears to have, resulted from violence,
abuse or neglect by—

(a) a person to whom he was related
or with whom he was or had been in
an intimate personal relationship, or

(b) a member of the same household
as himself,

* Prevent domestic violence homicide
and improve service responses for all

held with a view to identifying the lessons to
be learnt from the death.

3.91t should be noted that an ‘intimate

domestic violence victims and their
children through improved intra and
inter-agency working.

3.4 DHRs are not inquiries into how the victim
died or into who is culpable; that is a
matter for Coroners and criminal courts,
respectively, to determine as appropriate.

3.5 DHRs are not specifically part of any
disciplinary enquiry or process. Where
information emerges in the course of a
DHR indicating that disciplinary action
should be initiated, the established
agency disciplinary procedures should
be undertaken separately to the DHR
process. Alternatively, some DHRs may
be conducted concurrently with (but
separate to) disciplinary action.

3.6 The rationale for the review process
is to ensure agencies are responding
appropriately to victims of domestic
violence by offering and putting in place
appropriate support mechanisms,
procedures, resources and interventions

personal relationship’ includes
relationships between adults who are or
have been intimate partners or family
members, regardless of gender or
sexuality.

3.10 So called ‘Honour’-Based Violence,

“honour crimes” and “honour Killings”
embrace a variety of crimes of
violence (mainly but not exclusively
against women), including assault,
imprisonment and murder where the
person is being punished by their family
or their community. They are being
punished for actually, or allegedly,
undermining what the family or
community believes to be the correct
code of behaviour. In transgressing
against this code of behaviour, the
person shows that they have not been
properly controlled to conform by their
family and this is to the “shame” or
“dishonour” of the family.
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3.11 A member of the same household is
defined in section 5 (4) of the Domestic
Violence, Crime and Victims Act [2004]
as:

(a) a person is to be regarded as a
“member” of a particular household,
even if he does not live in that
household, if he visits it so often
and for such periods of time that it is
reasonable to regard him as a member
of it;

(b) where a victim (V) lived in different
households at different times,

“the same household as V” refers to
the household in which V was

living at the time of the act that caused
V’s death.

MULTI-AGENCY STATUTORY GUIDANCE FOR THE CONDUCT OF DOMESTIC HOMICIDE REVIEWS 7





4.1 When a domestic homicide occurs, the

relevant police force should inform the
relevant Community Safety Partnership
(CSP) in writing of the incident. Overall
responsibility for establishing a review
should rest with the local CSP. CSPs
are ideally placed to initiate a DHR and
Review Panel due to their multi-agency
design and locations across England and
Wales.

4.2 Where partner agencies of more than one

Local Authority area have known about or
had contact with the victim, the CSP of the
Local Authority area in which the victim
was normally resident should take lead
responsibility for conducting any review.
If there was no established address prior
to the incident, lead responsibility will
relate to the area where the victim was
last known to have frequented as a first
option and then considered on a case by
case basis.

4.3 Any professional or agency may refer such

a homicide to the CSP in writing if it is
believed that there are important lessons
for inter-agency working to be learned.

4.4 The chair of the CSP holds responsibility

for establishing whether a homicide is
to be subject of a DHR by applying the
definition set out in paragraph 3.8. This
decision should be taken in consultation
with local partners with an understanding
of the dynamics of domestic violence.
This will assist in identifying those best
placed to sit on the Review Panel for
that particular homicide. This may also
establish the existence of any other
ongoing reviews, such as a child or adult
Serious Case Review (SCR) or Mental
Health Investigation (MHI), which will
need to be considered as part of the
decision to undertake a DHR.

4.5 It should be noted that when victims of

domestic homicide are aged between 16
and 18, a child SCR should take precedent
over a DHR. However, it is vital that any
elements of domestic violence relating
to the homicide are addressed fully and
the review includes representatives with
a thorough understanding of domestic
violence.

4.6 Confirmation of a decision to review,

as well as a decision not to review a
homicide, should be sent in writing to
the Home Office DHR enquiries inbox
(DHRENQUIRIES@homeoffice.gsi.gov.
uk).

4.7 As stated at section 9(2) of the Act, the

Secretary of State may in a particular
homicide direct a specified person or
body within subsection (4) to establish,
or to participate in, a domestic homicide
review. Such a direction is likely to
be made where a person or body has
declined involvement in a DHR. In such
circumstances, the Quality Assurance
Group® will liaise with the relevant person
or body and ensure action is taken as
directed.

4.8 The following factors are just some

examples of the types of situations
preceding homicide which will be of
interest to review teams when conducting
a DHR:

* There was evidence of a risk of serious
harmtothevictimthatwasnotrecognised
or identified by the agencies in contact
with the victim and/or the perpetrator, it
was not shared with others and/or it was
not acted upon in accordance with their
recognised best professional practice.

* Any of the agencies or professionals
involved consider that their concerns
were not taken sufficiently seriously or

SAn expert group made up of statutory and voluntary agencies and managed by the Home
Office. Further information can be found at section 11.

8 MULTI-AGENCY STATUTORY GUIDANCE FOR THE CONDUCT OF DOMESTIC HOMICIDE REVIEWS



mailto:DHRENQUIRIES@homeoffice.gsi.gov.uk

mailto:DHRENQUIRIES@homeoffice.gsi.gov.uk



not acted on appropriately by the other
parties involved.

The homicide indicates that there have
been failings in one or more aspects of
the local operation of formal domestic
violence procedures or other procedures
for safeguarding adults, including
homicides where it is believed that there
was no contact with any agency.

The victim was being managed by, or
should have been referred to a Multi-
Agency Risk Assessment Conference
(MARAC).

The homicide appears to have
implications/reputational issues for a
range of agencies and professionals.

The homicide suggests that national
or local procedures or protocols may
need to change or are not adequately
understood or followed.

The perpetrator holds a position of
trust or authority e.g. police officer,
social worker, health professional, and
therefore the homicide is likely to have a
significant impact on public confidence.

The victim had no known contact with
any agencies. For example, could
more be done in the local area to raise
awareness of services available to
victims of domestic violence?
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5.1 Where the CSP considers that the criteria

for a DHR at 3.8 are met and should be
undertaken, they will utilise local contacts
and request the establishment of a DHR
Review Panel, involving representatives
from the relevant agencies listed below
at 5.3 in addition to representatives from
the Voluntary and Community Sector
(VCS) with expertise in domestic violence.

5.2 The Review Panel can either have a fixed,

standing membership or be created
on a bespoke basis for the purposes
of undertaking a particular DHR. It
should involve individuals across a
broad spectrum of both statutory and
voluntary agencies, taking into account
that the voluntary sector may have
valuable information on the victim and/
or perpetrator and the importance of
having agencies to represent the victim.
Independent Domestic Violence Advisers
(IDVAs) and specialist domestic violence
services, such as specialist Black
and Minority Ethnic (BME) women’s
organisations, are key representatives to
include on the review team.

5.3 The persons and bodies that have a

duty to establish or participate in a DHR
if directed to do so by the Secretary of
State include (for England and Wales):

* chief officers of police for police areas in
England and Wales;

e |ocal authorities;

e Strategic Health Authorities’” established
under [section 13 of the National Health
Service Act 2006];

* Primary Care Trusts® established under
[section 18] of that Act.

* Providers of probation services®;

7 & ® subject to Parliamentary approval of the Health and Social Care Bill 2011, PCTs

and SHAs will be replaced by the NHS Commissioning Board and Commissioning
Consortia as bodies under section 9(3)(4) of the Domestic Violence, Crime and
Victims act 2004;

* Local Health Boards established under
[section 11 of the National Health
Service (Wales) Act 2006];

* NHS trusts established under [section
25 of the National Health Service Act
2006 or section 18 of the National
Health Service (Wales) Act 2006];

5.4 There are other agencies which may have

a key role to play in the review process
but are not named in legislation, for
example, representatives from the Crown
Prosecution Service (CPS), housing
associations and social landlords, the HM
Prison Service. Involvement with other
agenices will need to be decided on a
case by case basis and should be agreed
by the Review Panel.

551t is acknowledged that many CSP

areas will already have established
forums dealing with domestic violence
and domestic homicide which hold a
wealth of knowledge in understanding
the complexities of such incidents and
are often experienced in participating
with DHRs and other review processes.
Such forums should be fully included in
the Review Panel and process. Where
appropriate, the CSP may wish to refer
the DHR for action to such a forum to lead
on and manage the review.

5.6 Members of statutory agencies who have

responsibilities for completing Individual
Management Reviews (IMRs) may also
be members of the Review Panel, but the
Panel should not consist solely of such
people.

5.7 The Review Panel should bear in mind all

equality and diversity issues at all times;
age, disability, gender reassignment,
marriage and civil partnership, pregnancy
and maternity, race, religion and belief,
sex and sexual orientation may all have
a bearing on how the review is explained
and conducted and the outcomes
disseminated to local communities.

9 A provider of probation services in accordance with arrangements made under section 3
of the Offender Management Act 2007 (c.21)
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5.8 The Review Panel should appoint an

independent Chair of the Panel who
is responsible for managing and co-
ordinating the review process and for
producing the final Overview Report
based on IMRS and any other evidence
the Review Panel decides is relevant.

5.9 The Review Panel Chair should, where

possible, be an experienced individual
who is not directly associated with any of
the agencies involved in the review. Some
areas may consider the development of
a regional agreement where experienced
individuals from neighbouring areas are
exchanged or loaned to the Review Panel
to help share good practice and promote
dissemination of new information and
learning.

5.10 Consideration should be given to

the skills and expertise required to
effectively chair a review. The following
is a guide:

Relevant knowledge of domestic
violence issues including ‘honour’-
based violence, research, guidance and
legislation relating to adults and children,
including the Equality Act 2010.

An understanding of the role and context
of the main agencies likely to be involved
in the review.

Managerial expertise.

Good investigative, interviewing and
communication skills.

An understanding of the discipline
regimes within participating agencies.

The completion of the E-Learning Training
Package on Domestic Homicide Reviews,
including the additional modules on
chairing reviews and producing Overview
Reports.

5.11 The Chair and Review Panel should

consider in each homicide the scope of
the review process and draw up clear
terms of reference. Relevant issues to
consider include the following:

What appear to be the most important
issues to address in identifying the
learning from this specific homicide?
How can the relevant information best
be obtained and analysed?

Which agencies and professionals
should be asked to submit reports
or otherwise contribute to the review
including, where appropriate, agencies
that have not come into contact with
the victim or perpetrator but might have
been expected to do so? For example,
victims may come from within hard to
reach communities and consideration
should be given to how the community
can improve engagement and access to
such groups.

How will the DHR process dovetail
with other investigations that are
running parallel, for example a child or
adult serious case review, a criminal
investigation or an inquest? Would a
co-ordinated or jointly commissioned
review process be more effective in
addressing all the relevant questions
that need to be asked, ensuring staff
are not interviewed twice and that there
are individuals who sit on both panels
to ensure good cross communication?
It will be the responsibility of the Review
Panel Chair to ensure contact is made
with the chair of any parallel process to
consider combining the reviews.

Should an outside ‘expert’ be consulted
to help understand crucial aspects of the
homicide? For example, a representative
from a specialist BME women’s
organisation.
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* Over what time period should events
in the victim’s and perpetrator’'s life
be reviewed taking into account the
circumstances of the homicide i.e. how
far back should enquiries cover and
what is the cut-off point? What history/
background information will help better
to understand the events leading to the
death?

Are there any specific considerations
around equality and diversity issues
such as ethnicity, age and disability that
may require special consideration?

Did the victim’s immigration status have
an impact on how agencies responded
to their needs?

Was the victim subject to a MARAC? If
S0, is there a need for a Memorandum
of Understanding for the release of the
minutes from the relevant meetings?

Was the perpetrator subject to Multi
Agency Public Protection Arrangements
(MAPPA)? If so, is there a need for a
Memorandum of Understanding for the
release of the minutes from the relevant
meetings?

Wasthe perpetratorsubjecttoa Domestic
Violence Perpetrator Programme
(DVPP)? If so, the professionals working
with the perpetrator may know important
information relating to the homicide as
well as a key focus on the management
of risk posed by the perpetrator.

Did the victim have any contact with
a domestic violence organisation or
helpline? How will they be involved and
contribute to the process?

If appropriate, how will issues of ‘honour’-
based violence be covered and what
processes will be put in place to ensure
confidentiality?

How should friends, family members and
other support networks (for example, co-
workers and employers, neighbours etc)
and where appropriate, the perpetrator

contribute to the review, and who should
be responsible for facilitating their
involvement? How will they be involved
and contribute throughout the overall
process taking account of possible
conflicting views within the family?
(Further information is available at
section 7).

How should matters concerning family
and friends, the public and media be
managed before, during and after the
review and who should take responsibility
for this?

Consideration should also be given
to whether either the victim or the
perpetrator was a ‘vulnerable adult’ -
a person “who is or may be in need of
community care services by reason of
mental or other disability, age or illness;
and who is or may be unable to take care
of himself or herself, or unable to protect
him or herself against significant harm
or exploitation”*°. If this is the case, the
Review Panel may require the assistance
or advice of additional agencies, such as
adult social care, and/or specialists such
as a Learning Disability Psychiatrist, an
independent advocate or someone with
a good understanding of the Mental
Capacity Act [2005].

How will the Review take account of a
coroner’s inquiry, and (if relevant) any
criminal investigation related to the
homicide, including disclosure issues,
to ensure that relevant information can
be shared without incurring significant
delay in the review process? (See section
10 for further information)

Is there a need to involve agencies/
professionals working in other Local
Authority areas with an interest in the
homicide, including members of the
VCS and what should their roles and
responsibilities be?

1 http:

www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en

documents/digitalasset/dh_4074540.pdf
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* Who will make the link with relevant
interested parties outside the main
statutory agencies, for example
independent professionals and voluntary
organisations?

e How should the review process take
account of previous lessons learned i.e.
from research and previous DHRs?

* Does the Review Panel need to obtain
independent legal advice about any
aspect of the proposed review?

5.12 In some homicides that do not meet the
criteria fora DHR but give rise to concern,
it may be valuable to conduct a single
agency individual management review
or a smaller-scale audit. For example
where there are lessons to be learnt
about the way staff worked within one
agency rather than about how agencies
worked together.

5.13 The Review Panel Chair should make
the final decision on the suitability of
the terms of reference for each DHR.
Some of the above issues may need to
be revisited as the review progresses
and new information emerges. This
reconsideration of the issues may in
turn mean that the terms of reference
will need to be revised and agreed by
the Review Panel.
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6.1 Reviews vary widely in their breadth and
complexity but in all homicides, where
lessons are able to be drawn out they
should be acted upon as quickly as
possible without necessarily waiting for
the DHR to be completed. The timescales
for DHRs are based on those used in
Serious Case Reviews.!!

6.2 The decision on whether or not to hold
a review should be taken by the Chair of
the CSP within one month of a homicide
coming to their attention. The terms of
reference for the review will also need
to be drafted and agreed within this
timescale.

6.3 Individual agencies should secure
case records promptly and begin to
work quickly to draw up a chronology of
involvement with the victim, perpetrator
and their families as outlined in the terms
of reference.

6.4 The Overview Report should be completed
within a further six months of the date
of the decision to proceed unless an
alternative timescale is formally agreed
with the relevant CSP. Sometimes the
complexity of a case does not become
apparent until the review is in progress.
As soon as it emerges that a DHR cannot
be completed within the timescales above
(perhaps because of judicial proceedings),
the Review Panel should notify the CSP to
renegotiate the timescale for completion.
If the CSP believes that the delay to
completion of the review is unreasonable
they should refer the issue to the Quality
Assurance Group for further advice.

6.5In some cases, mental health
investigations, criminal investigations or
other legal proceedings may be carried
out after a death. The Chair of the Review
Panel should discuss with the relevant
criminal justice and/or other agencies
(e.&. HM Coroner, Senior Investigating
Officer, Independent Police Complaints

1 Chapter 8, Serious Case Reviews, Working Together to Safeguard Children, 2010

Commission), at an early stage, how the
review process should take account of
such proceedings. For example, how does
this affect timing, the way in which the
review is conducted (including interviews
of relevant personnel), its potential
impact on criminal investigations, and
who should contribute at what stage?

6.6 Itmaybenecessarytoagreethatthereview

will be pended until after the outcome of
any criminal proceedings. However, this
should not mean that learning arising
from the homicide should not be taken
forward. It is essential that necessary
learning is not delayed to prevent the
same mistakes being replicated in other
cases.

6.7 Agencies and interested parties should

be notified of the requirement to conduct
a review and be obliged to secure any
records pertaining to the case against loss
and interference. In these circumstances,
the Review Panel should ensure records
are reviewed and a chronology drawn
up to identify any immediate lessons to
be learned (an immediate IMR). These
should be brought to the attention of the
relevant agency or agencies for action,
secured for the subsequent Overview
Report and forwarded to the disclosure
officer for the criminal case. Any identified
recommendations should be taken
forward without delay.

6.8 Following the criminal proceedings the

DHR should be concluded without delay.
Further information on disclosure and
criminal proceedings is at section 10.
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7.1 In domestic violence homicides, members

of informal support networks, such as
friends, family members and colleagues
may have detailed knowledge about
the victim’s experiences. The Review
Panel should carefully consider the
potential benefits gained by including
such individuals from both the victim
and perpetrator’'s networks in the
review process. Members of these
support networks should be given every
opportunity to contribute unless there are
exceptional circumstances, for example,
where there are suspicions of ‘honour’-
based violence. The benefits include:

 Assisting the family with the healing
process which links in with the objectives
of the new ‘National Homicide Service’
supporting victims for as long as they
need after homicide. For example,
a review may allow them to disclose
information in private which may not be
published. A family would not be able to
achieve this in an inquest which is in the
public domain.

* Helping families satisfy the often
expressed need to contribute to the
prevention of other domestic homicides.

* Obtaining relevant information held by
family members, friends and colleagues
which is not recorded in official records.

* Revealing different perspectives of the
case, enabling agencies to improve
service design and processes.

* Allowing the Review Panel to get a more
complete view of the victim’s life and
see the homicide through the eyes of the
victim. This approach can help the panel
understand the decisions and choices
the victim made.

7.2 The Review Panel should be aware of

the potential sensitivities and need
for confidentiality when meeting with
members of informal support networks
during the review and all such meetings

should be recorded. Consideration should
also be given at an early stage to working
with family liaison officers and senior
investigating officers (SIOs) involved in
any related police investigation to identify
any existing advocates and the position of
the family in relation to coming to terms
with the homicide.

7.3 When meeting with friends, family

members and others, the Review Panel
should:

e Communicate through a designated

advocate who has, where possible, an
existing working relationship with the
family i.e. a VCS representative.

* Make a decision regarding the timing

of contact with the family based on
information from the advocate and taking
account of other ongoing processes i.e.
post mortems, criminal investigations.

* Ensure initial contact is made in person

and deliver the relevant information
leaflet (see 7.5 below).

* Ensure regular engagement and updates

on progress through the advocate,
including the timeline expected for
publication.

* Explain clearly how the information

disclosed will be used and whether this
information will be published.

* Explain how their information has

assisted the review and how it may help
other domestic violence victims.

* Prior to sending the final review to the

Home Office, a completed version of the
review should be provided to the family.
This will allow consideration of the
other findings and recommendations. It
is then possible to record any areas of
disagreement.

e Maintain reasonable contact with the

family, even if they decline involvement
in the review process; it will be important
to communicate through the designated
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advocate when the review is completed
and when the review has been assessed
and is ready for publication. They should
also be informed about the potential
consequences of publication i.e. media
attention and renewed interest in the
homicide.

7.4 The Review Panel should also access
other networks which victims and
perpetrators may have disclosed to, for
example, employers, health professionals,
local professionals involved in Domestic
Violence Perpetrator Programmes (DVPPs)
or their local VCS agencies. Information
leaflets explaining the DHR process for
the following support networks can be
found at www.homeoffice.gov.uk/vawg

* Friends
* Family members
* Employers and colleagues

7.5 The Review Panel should also be mindful
that the perpetrator or members of the
perpetrator’s family might in some cases
pose an ongoing risk of violence to the
victim’s family or friends. If the Review
Panel is concerned that there may be
a risk of imminent physical harm to any
known individual(s), they should contact
the police immediately so that steps can
be taken to secure protection.

7.6 Particular consideration should be given
to reviews where ‘honour’-based violence
is suspected. Extra caution will need to
be taken around confidentiality in relation
to agency members and interpreters
where there are possible links with the
family, who may be the perpetrators.
Extra caution will also be required when
considering the level of participation
from family members and should be
carefully considered in consultation with
a practitioner with expertise in this area,
for example, a specialist BME women’s
organisation.
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8.1 The Chair of the Review Panel should

write to the senior manager in each of
the participating agencies to commission
the IMRs. The IMRs will form part of the
Overview Report.

8.2 The aim of the IMR is to:

* Allow agencies to look openly and
critically at individual and organisational
practice and the context within which
people were working to see whether the
homicide indicates that changes could
and should be made.

* To identify how those changes will be
brought about.

* To identify examples of good practice
within agencies.

8.3 DHRs are not part of any disciplinary

inquiries, but information that emerges in
the course of a review may indicate that
disciplinary action should be taken under
established procedures. Alternatively,
reviews may be conducted concurrently
with disciplinary action. This is a matter
for agencies to decide in accordance with
their disciplinary procedures. The same
consideration should be taken in relation
to complaint procedures underway
against any single agency.

8.4 Once it is known that a homicide is

being considered for review, each
agency should secure its records relating
to the case to guard against loss or
interference and having secured their
records promptly, work quickly to draw
up a chronology of their involvement with
the victim, perpetrator or their families.
Each agency should then carry out an
IMR of its involvement with the victim or
perpetrator, unless it had no involvement
(see Appendix one).

8.5 Where staff or others are interviewed by

those preparing IMRs, a written record
of such interviews should be made and
this should be shared with the relevant

interviewee. Staff should be reminded
that the review does not form part of a
disciplinary investigation. If the review
findsthat policiesand procedures have not
been followed, relevant staff or managers
should be interviewed to understand the
reasons for this in accordance with the
relevant agency procedures. The views of
the SIO and subsequent CPS advice must
be sought prior to interviewing witnesses
involved any criminal proceedings.

8.6 TheIMRshould beginassoonasadecision

is taken to proceed with a review and
once the terms of reference have been
set, and sooner if a homicide gives cause
for concern within the individual agency
(see Appendix two). Professionals outside
of the IMR process (such as GPs) should
contribute reports of their involvement
with the victim(s) and/or perpetrator(s).

8.7 Those conducting IMRs should not have

been directly involved with the victim, the
perpetrator or either of their families and
should not have been the immediate line
manager of any staff involved in the IMR.

8.8 The IMR reports should be quality assured

by the senior manager in the organisation
who has commissioned the report. This
senior manager will be responsible for
ensuring that any recommendations from
both the IMR and, where appropriate,
the Overview Report are acted on
appropriately.

8.90n completion of each IMR report,

there should be a process of feedback
and debriefing for the staff involved in
the review, in advance of completion of
the Overview Report. There should also
be a follow-up feedback session with
these staff members once the Overview
Report has been completed and prior
to its publication. The management of
these sessions are the responsibility
of the senior manager in the relevant
organisation.
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8.10 The Overview Report should bring

together and draw overall conclusions
from the information and analysis
contained in the IMRs and reports or
information commissioned from any
other relevant interests.

8.11 Overview Reports should be produced

according to the outline format and
template (see appendices 3 and 4)
and as with IMRs, the precise format
depends on the features of the
homicide. The Review Panel will need to
bear in mind the importance of keeping
personal details anonymous within the
final report and Executive Summary.

8.12 It is crucial the Chair has access to all

relevant documentation and, where
necessary, individual professionals to
enable them to effectively undertake
their review functions.

8.13 The findings of the review should

be regarded as ‘Restricted’ as per
the Government Protective Marking
Scheme (GPMS) until the agreed date
of publication. Prior to this, information
should be made available only to
participating professionals and their
line managers who have a pre-declared
interest in the review. It may also be
appropriate to share these findings with
family members as directed by the Chair,
taking into account ongoing criminal
proceedings.

8.15 On being presented with the Overview

Report the Review Panel should:

* Ensure that contributing organisations

and individuals are satisfied that their
information is fully and fairly represented
in the Overview Report;

* Ensure that the Overview Report is

of a high standard and is written in
accordance with this guidance.

8.16 The Overview Report should also make

recommendations for future action
which the Review Panel should translate
into a specific, measurable, achievable,
realistic and timely (SMART) Action Plan
(see appendix b). The Action Plan should
be agreed at senior level by each of the
participating organisations.

8.17 The Action Plan should set out who will

do what, by when, with what intended
outcome. The Action Plan should set
out how improvements in practice and
systems will be monitored and reviewed.

8.18 Once agreed, the Review Panel should

provide a copy of the Overview Report,
Executive Summary and the Action Plan
(hereafter referred to as ‘supporting
documents’) to the Chair of the CSP.

8.14 As part of the terms of reference, the
Chair should appoint lead individuals
or agencies to take responsibility for
engaging with family members and
friends, and for responding to media
interest about the review, in liaison with
contributing agencies and professionals.

8.19 On receiving the Overview Report and
supporting documents, the CSP should:

* Agree the content of the Overview Report
and Executive Summary for publication,
ensuring that it is fully anonymised apart
from including the names of the Review
Panel Chair and members;

* Make arrangements to provide feedback
and debriefing to staff, family members
and the media as appropriate;
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* Sign off the Overview Report and
supporting documents;

* Provide a copy of the Overview Report
and supporting documents to the Home
Office Quality Assurance Group. This
should be via email to DHRENQUIRIES@
homeoffice.gsi.gov.uk;

* The document should not be published
until clearance has been received from
the Home Office Quality Assurance
Group (see section 9).

8.20 On receiving clearance from the Home
Office Quality Assurance Group, the CSP
should:

* Provide a copy of the Overview Report
and supporting documents to the senior
manager of each participating agency;

e Provide anelectronic copy of the Overview
Report and Executive Summary on the
local CSP web page;

* Monitor the implementation of the
specific, measurable, achievable,
realistic and timely (SMART) Action Plan;

* Formally conclude the review when the
Action Plan has been implemented and
include an audit process.
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9.1In all cases, the Overview Report

and Executive Summary, should be
suitably anonymised and made publicly
available. IMRs should not be made
publicly available. The key purpose for
undertaking DHRs is to enable lessons

9.5 Publication of Overview Reports and the

Executive Summary will take place
following agreement from the Quality
Assurance Group at the Home Office and
should be published on the local CSP web

page.

to be learned from homicides where a
person is killed as a result of domestic
violence. In order for these lessons to
be learned as widely and thoroughly as
possible, professionals need to be able to
understand fully what happened in each
homicide, and most importantly, what
needs to change in order to reduce the risk
of such tragedies happening in the future.
The aim in publishing these reviews is to
restore public confidence and improve
transparency of the processes in place,
across all agencies, to protect victims.

9.2 All Overview Reports and Executive
Summaries should be published unless
there are compelling reasons relating
to the welfare of any children or other
persons directly concerned in the review
for this not to happen. The publication
of the documents needs to be timed in
accordance with the conclusion of any
related court proceedings and other
review processes. The content of the
Overview Report and Executive Summary
must be suitably anonymised in order
to protect the identity of the victim,
perpetrator, relevant family members,
staff and others and to comply with the
Data Protection Act 1998. This means
preparing Overview Reports in a form
suitable for publication, or redacting them
appropriately before publication.

9.3 Where information is sought using the
Freedom of Information Act (FOIA), it is
important to refer to sections 30 and 31
which identify key exemptions.

9.4 Where appropriate, consideration should
also be given to translating the executive
summary into different languages and
other formats, such as Braille or British
Sign Language.
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10.1 Disclosure is one of the most important

issues in the criminal justice system
and the application of proper and fair
disclosure is a vital component of a fair
criminal justice system. All disclosure
issues must be discussed with the police
SI0, the CPS and the HM Coroner’s
representative as appropriate.

10.2 There may be homicides where the

investigator believes that a third party
(for example, a local authority or social
care) has material or information which
might be relevant to the prosecution
case. In such cases, if the material
or information might reasonably be
considered capable of undermining
the prosecution case or of assisting
the case for the accused, prosecutors
are asked to take steps they regard as
appropriate to obtain it. This may include
applying for a witness summons causing
a representative of the ‘third party’ to
produce the material to the Court.

10.3 Dependent on the case, material

gathered in the course of a DHR may be
capable of assisting the defence case
and would almost certainly be material
that the defence would seek to gain
access to. If a DHR is being conducted
parallel to a criminal investigation the
disclosure officer will be obliged to
inform the Prosecutor and any interviews
with other agency staff, documents,
case conferences etc may all become
discloseable. It is the responsibility of
disclosure officer to link in with panel
chair.

10.4 Below is a suggested process for

managing issues of disclosure within a
DHR:

* [n all cases of domestic homicide, even
when the suspect subsequently commits
suicide, a criminal investigation will be
commenced.

* Once an investigation has been

commenced, the relevant CSP should be
informed in order that they may consider
commissioning a DHR.

Where the evidence indicates that the
suspect has killed themselves the case
will be referred to the Coroner and a file
will be prepared. In these circumstances
itisappropriate foraDHRto be conducted
without delay and the Overview Report
and supporting documents should be
submitted to the Coroner to help inform
the Inquest.

In cases where the suspect is arrested
and charged, the commissioning of
the Overview Report should be held
temporarily until the conclusion of
the criminal case but agencies and
interested parties should be notified
of the requirement and be obliged to
secure any records pertaining to the
homicide against loss and interference.
Inthese circumstances, the Review Panel
should ensure records are reviewed
and a chronology drawn up to identify
any immediate lessons to be learned
(an immediate IMR). These should be
brought to the attention of the relevant
agency or agencies for action, secured
for the subsequent Overview Report
and forwarded to the disclosure officer
for the criminal case. Any identified
recommendations should be taken
forward without delay.

Following the criminal proceedings the
DHR should be concluded without delay.

10.5 Further information about disclosure can

be found at www.cps.gov.uk/legal/d_
to_g/disclosure_manual.
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focused disproportionately on tragedies.

11.1 Quality assurance for completed DHRs « Communicating and liaising with other

rests with an expert group made up
of statutory and voluntary agencies
and managed by the Home Office.
All completed Overview Reports and
supporting documents should be sent
to the Home Office (DHRENQUIRIES@
homeoffice.gsi.gov.uk) and will be
assessed against this guidance. The
group meet on a quarterly basis to
assess report standards as well as
identifying good and poor practice and
training needs. Further information
about this group can be found at www.
homeoffice.gov.uk.

11.2 Where reviews are assessed as

inadequate, a summary of findings is
sent to the CSP Chair who is responsible
for ensuring the areas of concern are
revisited and amended. The Home
Office Quality Assurance Group will
be responsible for assessing progress
identified at a national level.

11.3 Following the quality assurance process,

the Quality Assurance Group will inform
the CSP of any outstanding issues and
information on when the review can be
published. Completed reviews should be
published atalocal level onthe local CSP
website. The Home Office page will also
include examples of effective practice
and updates on national learning and
training.

11.4 The Home Office Quality Assurance

Group is also responsible for:

e Disseminating lessons learned at a
national level and effective practice.

* Identifying serious failings and common
themes.

e Communicating with the media to
raise awareness of the positive work of
the statutory and voluntary agencies
with domestic violence victims and
perpetrators so that attention is not

government departments to ensure
appropriate engagement from all
relevant agencies.

Providing central storage for DHRs
to allow for clear auditing of review
documentation and quick retrieval if
required.

Requesting updates from local areas on
actions taken following a review

Reviewing decisions by CSPs not to
undertake a DHR

Recommending national training needs
and working across government to
ensure existing training is highlighted

Recommending service needs to
commissioners

11.5 DHRs are a vital source of information

to inform national and local policy and
practice. All agencies involved have a
responsibility to identify and disseminate
common themes and trends across
review reports, and act on any lessons
identified to improve practice and
safeguard victims.

11.6 It is important to draw out key findings

of DHRs and their implications for policy
and practice. The following may assist
in achieving maximum benefit from the
DHR process:

* As far as possible, the review should be

conducted in such a way that the process
is seen as a learning exercise and not as
a way of apportioning blame.

Consider what type and level of
information needs to be disseminated,
how and to whom, in the light of the
review. Be prepared to communicate
both examples of good practice and
areas where change is required.
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* Subsequent learning should be
disseminated to the local MARAC, any
local Domestic Violence Forums or
similar, the Local Safeguarding Children
Board and commissioners of services.

* Incorporate the learning into local and
regional training programmes.

e The CSP should put in place a means
of monitoring and auditing the actions
against recommendations and intended
outcomes.

e Establish a culture of learning lessons by
having a standing agenda item for DHRs
on the meetings of CSP and Domestic
Violence Forums and similar groups.
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DHR Domestic Homicide Review

CSP Community Safety Partnership

MARAC Multi-Agency Risk Assessment Conference

MAPPA Multi-Agency Public Protection Arrangements

IDVA Independent Domestic Violence Adviser

SCR Serious Case Review

MHI Mental Health Investigation

VCS Voluntary and Community Sector

SI0 Senior Investigating Officer

FLO Family Liaison Officer

IMR Individual Management Reviews

DASH Domestic Abuse, Stalking and ‘Honour’-Based Violence Risk Identification Checklist
TOR Terms of Reference

PCT Primary care Trust

SHA Strategic Health Authorities

CPS Crown Prosecution Service

SMART Specific, Measurable, Achievable, Realistic and Timely
DVPP Domestic Violence Perpetrator Programme

GMPS Government Protective Marking Scheme

FOIA Freedom of Information Act

BME Black and Minority Ethnic
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The review should include a comprehensive chronology that charts the involvement of the agency
with the victim, the perpetrator and their families over the period of time set out in the review’s
terms of reference. It should summarise the events that occurred; intelligence and information
known to the agency; the decisions reached; the services offered and provided to the victim, the
perpetrator and their families; and any other action taken.

The review should consider the events that occurred, the decisions made and the actions
taken or not taken. Where judgements were made or actions taken that indicate that practice
or management could be improved, the review should consider not only what happened but
why. Each homicide may have specific issues that need to be explored and each review should
consider carefully the individual case and how best to structure the review in light of the particular
circumstances. The following are examples of the areas that will need to be considered:

* Were practitioners sensitive to the needs of the victim and the perpetrator, knowledgeable
about potential indicators of domestic violence and aware of what to do if they had concerns
about a victim or perpetrator? Was it reasonable to expect them, given their level of training
and knowledge, to fulfil these expectations?

* Didtheagencyhave policiesand proceduresfor(DASH)riskassessmentand risk management
for domestic violence victims or perpetrators and were those assessments correctly used in
the case of this victim/perpetrator? Did the agency have policies and procedures in place for
dealing with concerns about domestic violence? Were these assessment tools, procedures
and policies professionally accepted as being effective? Was the victim subject to a MARAC?

* Did the agency comply with domestic violence protocols agreed with other agencies,
including any information-sharing protocols?

* What were the key points or opportunities for assessment and decision making in this
case? Do assessments and decisions appear to have been reached in an informed and
professional way?

* Did actions or risk management plans fit with the assessment and decisions made? Were
appropriate services offered or provided, or relevant enquiries made in the light of the
assessments, given what was known or what should have been known at the time?

* When, and in what way, were the victim’s wishes and feelings ascertained and considered?
Is it reasonable to assume that the wishes of the victim should have been known? Was the
victim informed of options/choices to make informed decisions? Were they signposted to
other agencies?

* Was anything known about the perpetrator? For example, were they being managed under
MAPPA?

* Had the victim disclosed to anyone and if so, was the response appropriate?
* Was this information recorded and shared, where appropriate?

* Were procedures sensitive to the ethnic, cultural, linguistic and religious identity of the
victim, the perpetrator and their families? Was consideration for vulnerability and disability
necessary.
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* Were senior managers or other agencies and professionals involved at the appropriate
points?

* Are there other questions that may be appropriate and could add to the content of the case?
For example, was the domestic homicide the only one that had been committed in this area
for a number of years?

* Are there ways of working effectively that could be passed on to other organisations or
individuals?

* Are there lessons to be learned from this case relating to the way in which this agency
works to safeguard victims and promote their welfare, or the way it identifies, assesses
and manages the risks posed by perpetrators? Where can practice be improved? Are
there implications for ways of working, training, management and supervision, working in
partnership with other agencies and resources?

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

* To what degree could the homicide have been accurately predicted and prevented?
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Brief factual/contextual summary of the situation leading to the DHR including an outline of the
TOR and date for completion:

* |dentification of person subject to review
Date of Birth:

Date of death /date of serious injury/offence

Name, job title and contact details of person completing this IMR (include confirmation
regarding independence from the line management of the case).

Name Date of birth Relationship Ethnic origin Address

Include family tree or genogram if relevant.

Record the methodology used including extent of document review and interviews undertaken.

Construct a comprehensive chronology of involvement by your agency over the period of time set
out in the review’s terms of reference. State when the victim/child/family/perpetrator was seen
including antecedent history where relevant

Identify the details of the professionals from within your agency who were involved with the
victim, family, perpetrator and whether they were interviewed or not for the purposes of this IMR.

Consider the events that occurred, the decisions made, and the actions taken or not. Assess
practice against guidance and relevant legislation.

Consider further analysis in respect of key critical factors, which are not otherwise covered by the
sections above.

Recommendations should be focussed on the key findings of the IMR and be specific about the
outcome which they are seeking.
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* Summarise the circumstances that led to a review being undertaken in this case.

* State the terms of reference of the review and record the methodology used, what documents
were used, whether interviews undertaken.

e List the contributors to the review and the nature of their contribution.

* List the DHR panel members and the author of the overview report.

* Where the victim lived and where the victim was murdered. A synopsis of the murder (what
actually happened and how the victim was killed).

* Details of the Post Mortem and inquest and/or Coroner’s inquiry if already held.

* Members of the family and the household. Who else lived at the address and, if children
were living there, what their ages were at the time.

* How long the victim had been living with the perpetrator(s). If a partner/ex-partner, how long
they had been together as a couple.

* Who has been charged with the murder and the date of the trial (if known).

* Achronology charting contact/involvement with the victim, the perpetrator and their families
by agencies, professionals and others who have contributed to the review process. Note the
time and date of each occasion when the victim, perpetrator or child(ren) was seen and the
views and wishes that were sought or expressed.

* An overview that summarises what information was known to the agencies and professionals
involved about the victim, the perpetrator and their families.

* Any other relevant facts or information.

This part of the overview should examine how and why events occurred, information that was
shared, the decisions that were made, and the actions that were taken or not taken. It can
consider whether different decisions or actions may have led to a different course of events. The
analysis section is also where any examples of good practice should be highlighted.

This part of the report should summarise what lessons are to be drawn from the case and how
those lessons should be translated into recommendations for action. Recommendations should
include, but not be limited to those made in individual management reports and may include
recommendations of national impact. Recommendations should be relatively few in number,
focused and specific, and capable of being implemented.
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APPENDIX FOUR

DOMESTIC HOMICIDE OVERVIEW REPORT TEMPLATE
TO BE ANONYMISED FOR PUBLICATION AND DISSEMINATION

REPORT INTO THE DEATH OF

(add victim’s name/reference)
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This report of a domestic homicide review examines agency responses and support given to
(victim’s name), a resident of (area nhame) prior to the point of (his/her) death on (date of death).

The review will consider agencies contact/involvement with (victim’s and perpetrator’'s name)
from (indicate date/s/period that the scope of the review will be examining).

The key purpose for undertaking DHRs is to enable lessons to be learned from homicides where a
person is killed as a result of domestic violence. In order for these lessons to be learned as widely
and thoroughly as possible, professionals need to be able to understand fully what happened in
each homicide, and most importantly, what needs to change in order to reduce the risk of such
tragedies happening in the future.

This review began on (date) and was concluded on (date). Reviews, including the overview report,
should be completed, where possible, within six months of the commencement of the review.

The findings of each review are confidential. Information is available only to participating officers/
professionals and their line managers.

(List of recipients) have received copies of this report.
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This summary outlines the process undertaken by (local area) domestic homicide review panel
in reviewing the murder of (victim).

(Suspect) is currently awaiting trial for (victim)'s murder / Criminal proceedings have been
completed. (Details of outcome)

The process began with an initial meeting on (date) of all agencies that potentially had contact
with (victim) prior to the point of death.

Agencies participating in this case review are:

(This will vary for every homicide)

Area) Local Authority

Area) Housing

Area) Education (Access and Inclusion Services)

Area) Social Care (Adult and Children’s Social Care Services)

Area) Police Domestic Abuse Unit/Child Abuse Investigation Unit

Area) Local Probation Board

Area) Strategic Health Authority

Area) NHS Trusts

Area

Mental Health Team

Area) Victim Support Services

IDVA

Area) Local Refuge

Area

(
(
(
(
(
(
(
* (Area) Primary Care Trust
(
(
(
(
(
(
(

)
)
)
)
)
)
)
Area) Local Health Board
)
)
)
)
)
Area) Community Police Consultative Group
)

* (Area) Friends / Family / Employer

e other

Agencies were asked to give chronological accounts of their contact with the victim prior to
his/her death. Where there was no involvement or insignificant involvement, agencies advised
accordingly. Each agency’s report covers the following:

A chronology of interaction with the victim and/or their family;
what was done or agreed;

whether internal procedures were followed; and

conclusions and recommendations from the agency’s point of view.
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The accounts of involvement with this victim cover different periods of time prior to their death.
Some of the accounts have more significance than others. The extent to which the key areas
have been covered and the format in which they have been presented varies between agencies.

(Number) of the (total number) agencies responded. In total, (humber) agencies have responded
as having had no contact with either the victim or the suspect or with any children involved:
(name agencies).

(Number) have responded with information indicating some level of involvement with the victim:
(name agencies).

(Indicate here if an agency’s contact is of no relevance to the events that led to the death of the
victim, state their last record of contact and detail)

The police report shows that on (number) occasions between (date) and (date) the police had
contact with (victim) in relation to allegations of (name allegations and who the alleged offences
were committed by). (State what the victim’s wishes were at the time in terms of proceeding or
withdrawing)

(Agencies) responded as having no trace of the victim, the suspect or any children on their
database or general registry. (State here if information has come to light showing the contrary)

(State here any agencies showing contact or interaction with the victim or their family)

(Add issues as required)

(Add conclusions and recommendations as required)
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This review report is an anthology of information and facts from (number) agencies, all of which
were potential support agencies for (victim). Essentially, only (number) agencies had records of
contact with (victim) prior to their death. They are:

(agency)
(agency)
(State whether any of the accounts bear any direct relation to the victim’s murder)

(State any agency involvement)

(State whether the review panel is of the opinion that all agency intervention was appropriate and
that agencies acted in accordance with their set procedures and guidelines)

(State whether the review panel, after thorough consideration, believes that under the
circumstances agency intervention potentially could have or would not have prevented the
victim’s death, given the information that has come to light through the review)

(State whether the information available to the review panel suggests that there were/were no
recorded incidences of domestic violence between the victim and the suspect and whether this
is/is not conclusive)

(State anything else that is relevant to the conclusions resulting from the review)

To note: It will not always be possible to arrive at a definitive judgement about what intervention
could have or would not have prevented the death.

* (Add recommendation(s))
(Name of author of report)
(Position in agency)

(Date)
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Of (address)

(age and ethnicity)

(name and address of Housing Office)

(details of housing provider if victim was supported by UK Border Agency
Tenancy reference: (reference)

Tenancy commenced (date). Tenancy ended/was due to end (date).
Other occupants: (name, date of birth and relationship)

History of involvement:

* (Whenthevictimapplied forhousingand any otherhousing applications listed in chronological
order)

* (Whether the victim was on the at-risk house file)

¢ (Details of any medical problems)

* (Details of relationships and children)

*

(

Details of repairs undertaken in terms of locks being changed, for example)

* (Anything else that suggests that the victim may have been at risk)
(Name of officer completing report)

(Position in agency)
(Date)
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(Describe the events in a chronological order)

For example: Police were called to 25 Reinmouth Close, Birmingham by Mrs Bernays, who wished
to report an assault. The police attended and reported an allegation of common assault on Mrs
Bernays - CRIS (number) refers. The circumstances were ....

For example: The above crime report refers to a (non-crime-book domestic incident) whereby
Mrs Bernays called the police to report the fact that her husband, Mr Bernays, had been verbally
abusive towards her. ....

For example: Intelligence shows that Mr Bernays has a history of violence against an ex-partner
and has previously used a weapon.

The murder investigation

CRIME (number)Report dealing with the murder of (victim).

Police intelligence record regarding the murder investigation.

(State: what occurred prior to the murder (events and sequence); whether there was an argument
and what it was about; whether there was alcohol or drugs involved; brief details of the murder
in terms of:

e how the victim was found;
* where the victim was found;

* how the victim was killed (modus operandi and weapons); and injuries sustained by the
victim, etc;

* any other relevant details about the history of police involvement with the victim and/or the
family, i.e. if the suspect had assaulted anyone else.

* the court result, if there is one, and when and where the suspect is appearing for trial)
(Name of officer completing report)
(Area)
(Date)
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APPENDIX
Confirmation of no record of contact from:

* (Agency 1)
* (Agency 2
* (Agency 3

)
)
* (Agency 4)
* (Agency 5)

)

* (Agency 6
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LE

Recommendation

Scope of

recommendation i.e.

local or regional

Action to take

Lead Agency

Key milestones
achieved
in enacting
recommendation

Target Date

Date of completion
and Outcome

What is the over-arching
recommendation?

Should this
recommendation be

enacted at a local or

regional level?

(N.B national
learning will be
identified by the

Home Office Quality
Assurance Group,

however the review
panel can suggest

recommendations for

national level)

How exactly is the relevant
agency going to make this
recommendation happen?

What actions need to occur?

Which agency
is responsible
for monitoring
progress of
the actions
and ensuring
enactment of the
recommendation?

Have there been
key steps that
have allowed the
recommendation to
be enacted?

When should this
recommendation
be completed by?

When is the
recommendation
actually
completed?

What does
outcome look like?

Fictional examples;

All coroner’s should receive
training on domestic
violence

National

- Review current coroner’s
training and identify gaps

- Develop training module.

- Roll-out revised training
package as follows:

June-July - Coroners in
region X

Aug-Sept -Coroners in
region Y

Ministry of Justice

Coroner’s team

- Review completed
in January 09

- Training package
agreed April 09

- Roll-out begins
June 2009

All coroners to
be trained by
September 2009

All coroners
received training
by December
2009 and their
narrative verdicts
are beginning to
reflect that this
training has been
effective.






8¢
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Educate the community
on the risk factors around
domestic abuse

Local and national

- ldentify mediums to
advertise these risk factors
by July 2012 and how
and if it should be done
in a targeted way so they
are accessible to all, i.e.
Local authority web-site,
GP surgeries, Accident and
emergency clinics, Dentist
surgeries, Job Centres etc

- Circulate briefing and hold
meetings to discuss

- Get leaflet printed
nationally advising family,
friends and community
on how to help victims of
domestic violence and
distribute by December
2012

CSPs and

Home Office

Plan agreed July
2012

Mediums told of
information and
are advertising it by
Sept 2012

Leaflet distributed
nationally
December 2012

Dec 2012

The community is
much more aware
of the risk factors
and reports are
being heard of
the community
making safe and
early interventions
to avert domestic
violence.

More questions
are being
received from the
community on how
to help victims of
domestic violence.
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Briefing on New Statutory Domestic Homicide Reviews (DHR)
From: Simon Kerss (Domestic Abuse Partnership Manager)

To: Cambridgeshire Community Safety / Crime and Disorder Reduction
Partnerships / Cambridgeshire Domestic Abuse Partnership

6™ April 2011

As part of HM Government’s current approach to tackling Violence Against Women
and Girls (VAWG) through the National VAWG Action Plan, Domestic Homicide
Reviews (Sec. 9, Domestic Violence, Crime and Victims Act (2004)) will be
established on a statutory basis from April 13" 2011.

A Domestic Homicide Review, under the terms of the above Act, means ‘a review of
the circumstances in which the death of a person aged 16 or over has, or appears to
have, resulted from violence, abuse or neglect by —

a) a person to whom he was related or with whom he was or had been in an
intimate personal relationship, or

b) a member of the same household as himself, held with a view to
identifying the lessons to be learnt from the death.

It should be noted that the definition of domestic abuse includes:

‘Physical violence, psychological, sexual, financial and emotional abuse
involving partners, ex-partners, other relatives or household members.’

This definition includes so-called ‘Honour-Based Violence (HBV),” Female Genital
Mutilation (FGM),” and ‘Forced Marriage (FM).’

The purpose of a DHR is to:

e 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 that they will be acted on, and what is
expected to change as a result;

e Apply these lessons to service responses for all domestic violence victims
and their children through intra and inter-agency working.

As of April 13" 2011, the statutory requirements for initiating and undertaking a DHR
will be transferred to the Community Safety Partnership in which ‘the victim was
normally resident’ or where ‘the victim was last known to have frequented.’

Statutory guidance has been issued regarding the implementation of DHRs
(attached) and it is, therefore, the duty of any ‘person or body establishing or
participating in a domestic homicide review’ to have regard to this guidance.





Agencies/individuals required under statute to participate under the above guidance
in any future DHR are:

Chief officers of police for police areas in England and Wales;

Local Authorities (the council of a district, county or London borough);
Strategic Health Authorities;

Primary Care Trusts;

Providers of probation services;

Local Health Boards;

NHS Trusts.

Other relevant agencies may be required to participate in the DHR at the request of
the Review Panel.

For further information, please contact Simon Kerss (Domestic Abuse Partnership
Manager, simon.kerss@cambridgeshire.gov.uk or 07789920401), Katja Nielsen
(Business Support Officer, Community Safety, Cambridgeshire County Council,
katja.nielsen@cambridgeshire.gov.uk or 01223 699842) or your local Community
Safety Partnership.
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Cambridge Community Safety Partnership

Board
Dave Sargent (Chair)
Sarah Ferguson

Julian Fountain
Graeme Seddon
Kevin Wilkins

Members

Tim Bick

Vickie Crompton
Vicky Hornsby
Lynda Kilkelly
Jennifer Massie
Michael Soper
Helen Turner

11 March 2011
10:00 —11:40

Committee Room 1

The Guildhall, Cambridge

MINUTES

Cambridgeshire Constabulary

Cambridgeshire County Council (Children & Young People’s
Services)

Cambridgeshire Fire & Rescue Service

Cambridgeshire & Peterborough Probation Trust
Cambridgeshire Police Authority

Executive Councillor for Community Development & Health
Cambridgeshire Drug & Alcohol Action Team

Cambridge Business Against Crime (CAMBAC)
Cambridge City Council (Safer Communities Section)
Cambridgeshire Constabulary

Cambridgeshire County Council (Research Group)
Cambridgeshire County Council (Community Safety Team)

Tom Kingsley (Minutes)

Cambridge City Council (Safer Communities Section)

In Attendance

Reece Bowman

1.
1.1

1.2

Cambridgeshire County Council (Corporate Development)

Welcome, domestics, introductions and apologies.
The Chair welcomed everyone and introductions were made for the benefit of the single
member of the public present.

Apologies were received from Liz Bisset, Ruth McCallum, Inger O’'Meara, Michael Hendy,
Steve Kerridge, Simon Kerss, Peter Lester, Dick Moore and Fiona Whelan.

Pre-advised questions from the general public.
There were no pre-advised questions from the general public.

Integrated Offender Management scrutiny report: Presentation

Kevin Wilkins, in his role as a Cambridgeshire County Councillor, presented the member-

led review of Integrated Offender Management (IOM), which had already been through the

County Council’s Cabinet, concentrating on two issues highlighted:

e Mental health — more than 50% of offenders have some form of mental health needs
and this needs to be factored into IOM, possibly by co-locating health care personnel
into the relevant team.

e Housing benefits — as these are now based on average market rents, as the area
expands the disparity between city rents and town/village rents becomes more marked,
leading to great difficulties in finding suitable accommodation in Cambridge.

The recommendation made to the Board was that, with regards the housing benefits issue,

that the Chair writes to the relevant Secretary of State on behalf of the Cambridge
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3.2

6.2

6.3

6.4

6.5

6.6

Community Safety Partnership (CSP) to highlight concerns over this issue. Individual
members could also write, but it was felt that a focussed response from the partnership
would be preferable. The Chair agreed to do this.

| Action point 03/01

Reece Bowman requested that the Board formally respond to the recommendations
contained in the review and the Chair agreed to do this.

| Action point 03/02

Minutes of 3 February 2011 meeting: Agreement.
The Minutes were agreed and would go forward for publication.

Action points: Review
Four of the nine action points from the February meeting were discussed and closed. The
other action points remain ongoing. Full details noted on the action points schedule.

With regards the action point for the Peterborough IOM presentation, Graeme Seddon
stated that he and Dick Moore could do this at the next meeting, using the report from Mark
Alexander.

Cambridge Community Safety Plan 2011-14

Lynda Kilkelly presented the second draft of the Plan to the Board. The main problem
remains the setting of targets, due to the time constraints involved. Most task groups had
been able to submit targets, but those for the repeat incidents of anti-social behaviour
remain outstanding as the relevant task group has yet to be set up. Lead officers were
advised to ensure that their targets were notified prior to final publication.

Action point 03/03

The draft Plan has been published on the City Council website as part of the reporting
papers for the Community Services Scrutiny Committee meeting on 17" March, where the
priorities will be endorsed.

As the final Plan must be published by 31* March, and the next meeting of the Partnership
will not be until the 3“ May, agreement was sought to finalise the Plan by e-mail
consultation with Board members. The final Plan will then need to be endorsed by the full
Council on 7" April.

The recommendation that the Partnership considers the current draft of the Plan and
suggests further amendments was accepted. Tim Bick felt that the aims and objectives of
the alcohol-related violent crime priority in particular were still too general: in response, it
was held that the Plan was a strategic document and that the details were in the task group
action plans. Sarah Ferguson felt that prevention needed to be included in the anti-social
behaviour priority, and that children and young people should be recognised within both the
domestic violence and re-offending priorities.

The recommendation that the Partnership consents to a final version of the Plan being
agreed by e-mail (in the light of paragraph 6.3) was accepted, but only on the basis that the
targets were held to public scrutiny at the next meeting of the Partnership, to ensure
transparency and that the targets were challenging.

With regards the anti-social behaviour priority, Lynda Kilkelly stated that there were

unresolved issues with the constabulary with regards lead, in the light of enhanced role of
the police in this particular field.

Cambridge CSP Funding: Agreed budget
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7.1 Helen Turner reminded the Partnership of the letter issued by the Home Office on 9"
February, stating how the Safer & Stronger Communities Fund (SSCF) for Cambridgeshire
would be £503,597 for 2011-12, £254,771 for 2012-13 and zero beyond that date, as any
community safety funding allocated would then be allocated to the new Police & Crime
Commissioner from 2013-14. There would be a meeting held in September to look at the
way forward following the deletion of the SSCF in 2013-14.

7.2 With regards the next financial year (2011-12), the allocation for Cambridge CSP would be
£91,640. The amount allocated would be revenue only and be ‘in principle’ pending
agreement by all five district CSPs. Tom Kingsley asked whether there would be any
agreement to convert revenue to capital, given that the sanctuary project relating to the
domestic violence priority would require capital funding. Helen Turner took an action to
check.

| Action point 03/04 |

8. Safer & Stronger Communities Fund: Report on residual

8.1 Tom Kingsley presented an amended report of the SSCF residual for 2010-11. Since the
original report was written, the sanctuary project had expended their grant and, in fact, had
overspent by a small amount, which would be absorbed. There were two
recommendations for the Board to consider.

8.2  Cambridge Business Against Crime (CAMBAC) had bid for £2,548 to lease 7 two-way
radios for 12 months. These radios would be used in the night-time economy to help
combat crime and disorder. The Board accepted the recommendation for this expenditure.

8.3 It was recommended that the residual of £5,309.87 be used towards funding the
Partnership Support Officer for 2011-12. The Board accepted this recommendation.

9. Terms of Reference and Agenda: Revisions

9.1 Tom Kingsley presented the report on proposed changes to the Partnership’s Terms of
Reference (ToR) in the light of the forthcoming Community Safety Plan. The changes were
non-contentious and also clarified the voting procedure for Board members, with future
recommendations being approved by votes. The Board approved the revised ToR. Sarah
Ferguson suggested that the ToR should include the contact details of Partnership
members and also membership of the respective task groups.

9.2 Lynda Kilkelly proposed that ClIr. Tim Bick be made a Board member: it was clarified that
this was seeking approval for the post holder being made a Board member and not the
person. The Chair was concerned that this had not been made known to all Board
members prior to the meeting and that, with only 5 of the 8 Board members present, every
Board member would not have had an opportunity to comment and vote. It was agreed to
defer the matter to the 3 May meeting.

9.3 Tom Kingsley then presented the report on the revision to the information on public
speaking at Partnership meetings: this followed the previous meeting where there was
some confusion over the issue. The City Council’'s Constitution was examined and the
information revised accordingly. The Board were asked to approve the revisions. Sarah
Ferguson and Graeme Seddon both felt that the tone of the information was a little too
strong and that, in the light of community engagement, should be softened. Tom Kingsley
would revise further and resubmit at the next meeting.

| Action point 03/05 |

10. Citizen Focus Champion: Comments
10.1  Kevin Wilkins had no comments to make.

11. Election of new Chair and Vice Chair

Page 3 of 4





11.1  Tom Kingsley had circulated an e-mail to the Partnership, on 15" February, calling for
nominations for the roles of Chair and Vice Chair. Following this, Liz Bisset and Julian
Fountain put their names forward for the roles of Chair and Vice Chair, respectively. In
order to ensure all Board members were able to vote, a further e-mail was circulated on 9"
March, seeking endorsement of both nominations. Ruth McCallum and Inger O’'Meara, in
their absence, both approved by e-mail and the Board members present also endorsed the
nominations.

11.2  Accordingly, Liz Bisset was elected as Chair and Julian Fountain as Vice-Chair, with effect
from the 3 May 2011 meeting.

12.  Any other business

12.1  The Chair announced that Lynda Kilkelly would be raising a confidential item concerning
the Partnership Support Officer, so the general public would be asked to leave following the
conclusion of any other business from members present.

12.2 Helen Turner was asked to give a brief review of the peer review, which had concluded the
week before. The review team had highlighted a number of concerns over the relationship
between the district CSPs and the County Council, though partnership working was strong
and there was no move to merger. The full report would be issued within the next two
weeks and a meeting would take place to discuss the findings and the way forward. Tom
Kingsley was asked to ensure the Forward Plan reflected all the matters discussed during
the meeting that would require further discussion at the next meeting.

Action point 03/06 |

12.3 Tom Kingsley thanked Dave Sargent for the work he had done during the year as Chair.
12.4  Julian Fountain highlighted accidental dwelling fire information.

12.5 Dave Sargent highlighted the management and staff changes within Cambridgeshire
constabulary to reflect alignment to the five district areas.

12.6 There being no other business, the meeting closed at 11:40. There then followed the

confidential item raised by Lynda Kilkelly to which the general public and Tom Kingsley
were excluded. There are, consequently, no minutes recorded for this item.

Page 4 of 4






