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Preface 
 
To ensure confidentiality, only the authors' and review panel's names have been disclosed; 
all other names are pseudonyms, as accepted by the family. 
 
The independent author and the review panel send their deepest condolences to all those 
affected by Mitchell’s untimely passing and thank them for their involvement and support 
throughout this process.  
 
The primary objective of a Domestic Abuse Related Death (DARDR) is to permit the learning 
of lessons from the death of a person in a relationship where domestic abuse was known to 
have occurred. Professionals must understand what transpired in each instance for these 
lessons to be thoroughly and effectively assimilated and what must be altered to reduce the 
likelihood of such tragedies. 
 
The author thanks the panel and persons who submitted chronologies and materials for 
their time and cooperation. 
 

“Mitchell was the life of the party, bubbly, outgoing, energetic, loved travelling and was 
loving.” 

Katie (sister) 
 

“Mitchell always wanted to help people; he was kind-hearted and would do anything for 
anyone; he would go without to help others.” 

Brianna (mum) 
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1.1 Introduction 
 

1.1.1 The report was written after Mitchell, aged twenty-five, died in November 2022. 
Avon and Wiltshire Partnership NHS Trust (AWP) referred Mitchell to the Swindon 
Community Safety Partnership (CSP) on 12 May 2023.  
 

1.1.2 The case was discussed at a partnership meeting on 10 October 2023. The 
partnership panel unanimously found that the domestic homicide review  (DHR) 
criteria, in line with the Domestic Violence, Crime and Victims Act 2004, had been 
satisfied. 
 

1.1.3 Additionally, the Victims and Prisoners Act 2024 defines a “domestic abuse-related 
death review” as a review of the circumstances surrounding a person’s death, 
conducted— (a) where the death has, or appears to have, resulted from domestic 
abuse directed at the individual, within the meaning of the Domestic Abuse Act 2021; 
and (b) for the purpose of identifying lessons to be learned from the death. 
 

1.1.4 Although the new term for this review is used, the Home Office's Multi-Agency 
Statutory Guidance for Domestic Homicide Reviews (December 2016) still governs 
the review. 
 

1.1.5 Mitchell resided in Swindon before his death in November 2022. This review 
examines the agency's responses and support for Mitchell.  
 

1.1.6 In addition to considering agency involvement, the review will appraise the last years 
of Mitchell’s life (November 2018 – November 2022) to determine any relevant 
background or history of abuse before his death, whether community support was 
obtained and whether there were barriers to seeking community support.  
 

1.1.7 November 2018 was the beginning of Mitchell’s relationship with Abe. 
 

1.1.8 This review does not replace criminal or coroner's courts or resemble a disciplinary 
proceeding. 
 

1.1.9 Mitchell had overdosed on medication, and Abe reported him missing to the police. 
Mitchell was involved in a fatal traffic collision.  
 

1.1.10 The toxicology revealed high levels of both over-the-counter and prescription 
medication, as well as traces of illicit drugs. 
 

1.1.11 The medical cause of death was: 1a Multiple Head and Body Injuries due to 1b Road 
Traffic Collision.  
 
 
 

https://www.legislation.gov.uk/ukpga/2004/28/part/1/crossheading/domestic-homicide-reviews
https://www.legislation.gov.uk/ukpga/2024/21/section/19/enacted#p02111
https://www.gov.uk/government/publications/revised-statutory-guidance-for-the-conduct-of-domestic-homicide-reviews
https://www.gov.uk/government/publications/revised-statutory-guidance-for-the-conduct-of-domestic-homicide-reviews
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1.2  Case Summary  
 
1.2.1 Mitchell received mental health services; he was diagnosed with Attention-Deficit 

Hyperactivity Disorder (ADHD) and prescribed pharmacological treatment; however, 
the prescription was discontinued due to his history of overdosing on ADHD 
medication. 
 

1.2.2 Mitchell had been in a relationship with Abe for four to five years. Both had a history 
of self-harm and suicidal ideation. 
 

1.2.3 The police's first report of a domestic abuse incident was in November 2018. Further 
domestic abuse reports suggest they were both recorded as victims and 
perpetrators.  
 

1.2.4 Between December 2019 and March 2020, police received five reports of domestic 
abuse between Mitchell and Abe. These included verbal disputes and a report that 
Abe had once kicked and hit Mitchell. She was arrested and issued a caution. 
 

1.2.5 In March 2022, Mitchell and Abe moved into a house of multiple occupancies and 
lived in separate rooms. Mental health professionals provided him with a housing 
letter after he stated that housing was a problem. 
 

1.2.6 Mitchell struggled to maintain employment and experienced financial difficulties. He 
asked his mother, Brianna, for £5,000 for a county court judgment, which she later 
learned was for a holiday for Mitchell and Abe. Brianna added that Mitchell 
frequently asked her for money, which she discovered was for Abe.  
 

1.2.7 Mitchell disclosed binge drinking on occasion, and Abe reported he had a gambling 
addiction. 
 

1.2.8 Following Mitchell’s death, Brianna advised AWP that Mitchell was in a "controlling 
relationship." Abe would make Mitchell’s life miserable if he went anywhere without 
her. Brianna said Abe would wait around the corner whenever Mitchell visited her 
home. Due to Abe's influence and the family's concerns, Mitchell was requested not 
to bring Abe to his brother's wedding overseas. Abe, therefore, stopped Mitchell 
from attending. 
 

1.2.9 Brianna reported that Abe had attacked Mitchell and cut his head open. Brianna felt 
that because Mitchell was six feet tall, no one would assume his girlfriend was 
assaulting him or would believe him. 
 

1.2.10 Mitchell had argued with Abe the night he was reported missing. The police were 
called regarding a body on the road. Mitchell was identified and suspected of having 
jumped from a bridge.  
 

https://www.nhs.uk/conditions/attention-deficit-hyperactivity-disorder-adhd/
https://www.nhs.uk/conditions/attention-deficit-hyperactivity-disorder-adhd/
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1.3 Background Information about Mitchell  
 
1.3.1 Mitchell was 25 years old at the time of his death. He was born in Swindon and had 

two siblings. When he was five, his parents separated, and his father was stated to 
be living abroad. His family stated that he was not close to his father. Their 
relationship was described as 'rocky', and he lacked a male role model while growing 
up. 

 
1.3.2 Brianna supported Mitchell financially while he resided with Abe in a shared house.  
 
1.3.3 Mitchell disclosed to AWP that he had engaged in self-harm throughout emotional 

and familial turmoil spanning from 16 to 18 years of age. Two of his overdoses 
during this period necessitated overnight hospitalisation. 

 
1.3.4 A family history of ADHD was also identified during the assessment conducted by the 

specialised ADHD service in 2018, which resulted in his diagnosis of ADHD. 
 
1.3.5 Additional background information can be found in the family/friend’s section of the 

review. 
 

1.4 Timescales 
 

1.4.1 The Keeping Swindon Safe Partnership commissioned this Review following the 
decision on 9 August 2023 to proceed with a DHR; the panel subsequently 
determined that it should continue as a DARDR, as the death was not classified as a 
homicide.  

 
1.4.2 The DHR Statutory Guidance specifies the requirements for review Chairs and 

Authors in sections 36 through 39. In this review, the responsibilities of the Chair and 
Author were merged. 
 

1.4.3 The independent author for this review was commissioned on 8 September 2023.  
 

1.4.4 The first panel meeting was held on 10 October 2023, at which agencies’ detailed 
chronologies were reviewed, the terms of reference were agreed, and it was 
determined that six reports would be required. 
 

1.4.5 The family received the report in July 2024. The author subsequently met with the 
family to discuss the report. Advocacy support, initially offered in October 2023, was 
later accessed in January 2025. This enabled further scrutiny and provided additional 
time for review, ensuring the family had a full opportunity to engage with the 
process. 
 

1.4.6 This extended period of consideration contributed to the overall timeframe of the 
Review and supported a thorough and inclusive approach.  
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1.4.7 The CSP approved the finalised report on 26 June 2025. Brianna requested further 
amendments on 30 June 2025; these were duly considered, accepted, and 
incorporated into this report. 
 

1.5 Confidentiality  
 
1.5.1 The review is confidential until the Home Office Quality Assurance Board approves 

the release of the overview report. Only contributing officers/professionals and line 
managers have access to confidential information. 

 
1.5.2  The review has been appropriately anonymised following the DHR Statutory 

Guidance. The family has agreed to the pseudonyms; only the independent author 
and review panel are identified. Additionally, the date of death has been removed to 
protect anonymity. 

 
1.5.3  The following terms have been anonymised throughout this report to preserve the 

identities of the victim, family, friends, and partner.  
 

• The victim: Mitchell  

• Mother:  Brianna 

• Sister: Katie 

• Best Friend: Jack 

• Partner: Abe 
 

1.6 Terms of Reference 
 
1.6.1 This review intends to identify the lessons learned from Mitchell’s tragic death and 

respond to those lessons to prevent deaths connected to domestic abuse and ensure 
that individuals and families are supported effectively. 

 
1.6.2 The terms of reference are found in section 3.2. Brianna was emailed the terms of 

reference on 6 November 2023. While she agreed with these, she emphasised the 
importance of domestic abuse agencies maintaining an awareness of male victims. 
As a result, at the panel meeting on 5 December 2023, it was agreed to solicit 
Mankind's support in reviewing the final draft report. 

 
1.7 Methodology 

 
1.7.1 The DHR Statutory Guidance outlines the procedure for undertaking a review.  
 
1.7.2 Mitchell was a resident of Swindon at his death; hence, the review panel consisted of 

agencies from this area. 
 
1.7.3 At the first review panel meeting on 10 October 2023, panellists shared their agency 

engagements for Mitchell.  
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1.7.4  The review's approach was to request that agencies submit a chronology to 

determine which agency would be required to conduct an Independent 
Management Review (IMR) or summary report.  

 
1.7.5 The chronologies, reports, and contact with family and friends influenced this 

review's recommendations.  
 
1.7.6  The panel met a total of four times. 
 
1.8 Involvement of Family and Friends  

 
1.8.1 The review author and the review panel acknowledged the vital role that Mitchell’s 

family and friends could have in the review.  
 
1.8.2 On 22 September 2023, the author sent Brianna a letter describing the purpose of 

the review and providing information on an advocacy service: Advocacy After Fatal 
Domestic Abuse and the Home Office information concerning DHRs. 
 

On 27 October 2023, the author contacted Brianna. 
 

1.8.3 Brianna reported that Mitchell and Abe had been in a relationship for approximately 
four to five years. She further stated that Abe was not in employment, contrary to 
her own claims, and that she subjected Mitchell to financial and emotional abuse. 
This included telling him that nobody loved him. Brianna also reported that Abe was 
physically violent towards Mitchell.  
 

1.8.4 Brianna recalled an incident in which the paramedic had been called as Abe had hit 
Mitchell over the head and caused an injury. She also reported that Abe had caused 
Mitchell's eye to bruise and swell.  
 

1.8.5 Mitchell frequently climbed out of the bedroom window to escape Abe. However, 
Abe followed Mitchell, who often went to Brianna, and Abe waited for him outside.  
 

1.8.6 Mitchell’s friends had told him to leave Abe, with some friends distancing 
themselves from him as they did not like Abe. Abe threatened to self-harm or end 
her life if Mitchell left her. 
 

1.8.7 Brianna had taken Mitchell abroad, and Abe had threatened to kill herself as a result.  
 

1.8.8 Brianna felt Mitchell would not go to the police, as he would not be believed, as he 
was a male and over six feet tall.  
 

1.8.9 Brianna found a message (undated) on Mitchell’s phone after his death. He wrote: 
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 “It’s a situation rather not to be in. Things were good, but I can’t afford to be in an 
abusive relationship. It’s hard being a male because you’re always seen as the 
dominant type. However, things were never good, even in my safe space. Just felt 
vulnerable and don’t mind losing the money as long as I’m out. At least everything‘s 
paid anyway.”  
 

1.8.10 Brianna discovered after Mitchell’s death that her daughter, Katie, frequently met 
him at night, carrying a first aid bag to bandage him. Neither Mitchell nor Katie 
disclosed this information to Brianna since they knew she would report the incidents 
to the police. 
 

1.8.11 Brianna was abroad attending to her late father’s affairs on the day Mitchell died, 
and she believed Abe and Mitchell had a dispute when she was away. She felt Abe 
knew he would have nowhere to go after the argument.  
 

1.8.12 Brianna stated Mitchell had told the mental health service he was in an abusive 
relationship; however, he withdrew this. Brianna felt she was not allowed to speak 
with mental health services about Mitchell’s mental health or her concerns about 
Mitchell’s relationship with Abe.  
 

On 11 November 2023, Katie initiated communication.  
 

1.8.13 The author agreed on a date to talk with Katie. She responded by email that she 
could not participate, and the author encouraged her to contact her later when she 
felt more able. 
 

On 17 November 2023, Mitchell’s best friend, Jack, emailed the author: 
 

“I was Mitchell’s best friend. I saw Mitchell at his best and his worst. I will list the good 
and bad parts of Mitchell’s life.  

 
Good parts  
Mitchell was always a happy chap when he was around his friends. 
He loved long drives with me and exploring new places.  
He loved going abroad, especially to Spain.  
Mitchell always thought of others before himself.  
Knew how to throw a great party.  
He loved his walks, so he avoided everything when he needed space.  
Bad parts  
His relationship with Abe started in 2018/2019. 
At the start, it was good, but as time went on, things got worse and worse, such as mental 
abuse and picking arguments over anything.  
There was gambling; when he wanted his own space, blackmailing, she would say If you 
don’t come back, I’ll self-harm, which she had done multiple times.  
Abe smashed a glass chest of drawers because she didn’t get her way.  
She also refused to get on with Mitchell’s family.  
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It then turned into physical abuse.  
Every time I saw Mitchell, he had a new bruise.  
My thing is, I don’t know why she’s done this because Mitchell was amazing to her and 
paid for everything, a loving boyfriend to her, but I honestly think the pain and abuse from 
her got too much and that he thought he didn’t have another way out. However, we told 
him time and time again to finish things because it’s affecting your mental health and 
well-being, and he tried so many times, but it was always the same old story. I’ll get a job; 
I’ll sort my life and mental health out, but 4 years down the line, nothing has changed.  
The day he passed, I picked him up from the airport, and we even saw my parents. He 
wanted me to drop him off at his cousins' house with Abe, and then there was a big 
argument with them. Abe wouldn’t let him have his space as usual, putting him over the 
edge.  
Sometimes, I feel it wouldn't have happened if I had never left Mitchell that night. Mitchell 
will always be my best friend, and forever in my heart, you will stay till we meet again my 

brother     ” 

 
On 28 November 2023, the author contacted Katie. 

 
1.8.14 Katie confirmed that she would visit Mitchell after midnight, as Abe had harmed him, 

and he wanted to get away from her. Although he was concerned that no one would 
believe him, he disclosed his fear of Abe to mental health services, and Katie felt that 
mental health had done nothing in response to this. 
 

1.8.15 This review confirmed that mental health did not respond to the disclosure. 
 

1.8.16 Abe, according to Katie, would self-harm when Mitchell left, and Abe would put 
Mitchell down. Abe, being aware of Mitchell’s gambling addiction, encouraged him 
to engage in gambling activities and stopped him from socialising with his friends. 
Katie said that she believed Mitchell should not have been discharged from the 
hospital following his report of abuse by Abe and subsequent mental health 
assessment, as she believed he posed a risk to himself and was at risk of abuse from 
Abe. 
 

Brianna, Katie and a family friend met with the panel on 17 January 2024. 
 

1.8.17 At Brianna's request, the police were asked about the possibility of initiating criminal 
proceedings related to the abuse, not the death. The police panellist consented to 
arrange a meeting with Brianna to discuss this matter further and address any 
further enquiries she may have for the police. 
 

1.8.18 In response to Brianna’s questions, the family liaison officer spoke with Brianna and 
confirmed that there would be no criminal investigation. A criminal investigation was 
not undertaken due to the location of certain marks on the overbridge railings. 
These marks were assessed as two hand /palm marks set aside, and a larger cleaning 
mark appeared from someone’s bottom. These marks were on the roadside railing 
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and showed that someone (believed to be Mitchell) had climbed over it, sat on top, 
and then lowered themselves to the edge of the bridge. These marks were directly 
above the point where the investigation unit stated that the person fell to the 
carriageway, consistent with a witness’s account. 
 

1.8.19 During the investigation, consideration was given to establishing Mitchell’s route to 
the final location. According to the Police Lead Investigator who ran the 
investigation, Mitchell's route to the bridge could never be fully determined, as he 
could have taken multiple paths. The investigators also considered searching for 
CCTV, but this was not a reasonable line of enquiry without a defined path. 
 

1.8.20 Brianna believed the CCTV should have been further investigated, as it is in various 
locations, including the pub, post office, and residences. She asserted that there is 
only one route to the bridge.  
 

1.8.21 Brianna maintained that there were unresolved enquiries regarding the 
investigation. The police panellist responded, advising Brianna to consider filing a 
formal complaint if her concerns about the standard of the investigation persisted. 
Brianna stated that she did not intend to submit a complaint.  
 

1.8.22 Brianna, Katie, and the family friend raised the issue of AWP's absence of a 
safeguarding enquiry throughout their assessment with Mitchell. Brianna was 
provided with AWP's Patient Safety Report, and the DARDR panellist for AWP 
discussed the ensuing measures. The AWP panellist stated that the absence is 
addressed through continuous case reviews and audits.  
 

1.8.23 Brianna reported that the family felt Mitchell was not believed because of the 
‘inadequate’ response. AWP received Brianna's feedback.  
 

1.8.24 Brianna spoke of Mitchell, a six-foot-tall male who had concerns regarding the 
credibility of his disclosures of domestic abuse. Mitchell was emotionally drained 
because of the abuse. He was unable to leave the relationship due to Abe's threats 
to end her life, as stated by Brianna and Katie. Abe was physically and emotionally 
violent towards Mitchell. 
 

1.8.25 The panel emphasised that males must be informed of the available support options 
and that family members and friends helping the victim/survivor should also have 
access to the same information. 
 

The author and the panel considered paragraph 57 of the DHR Statutory Guidance on 
approaching the alleged perpetrator's family. 

 
1.8.26 The information regarding Abe and her grandparents was disclosed to the author. 

The panel confirmed they were not involved in working with Abe or the 
grandparents. The panel examined whether it was suitable to communicate with the 
grandparents. The panel lacked knowledge regarding the grandparents' awareness 
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of the review and their needs. To mitigate potential harm from contact with the 
grandparents, no communication was established.  
 

1.8.27 Though the author attempted to communicate with Abe, the provided contact 
information was inaccurate.  
 

1.8.28 Brianna believed Abe's mother should have been contacted. The panel did not have 
the mother's information and would require Brianna to provide it. Additionally, 
Mitchell's family had reported that Abe's relationship with her mother was fraught. 
As a result, the panel agreed that it would be unwise to communicate with Abe's 
mother.  

 
In July 2024, the author sent Brianna and Katie the draft report. 
 
1.8.29 Brianna and Katie were kept informed of the Review’s progress. They were provided 

with the report for their consideration as key stakeholders, to ensure it addressed 
the agreed terms of reference and appropriately reflected Mitchell’s voice 
throughout.  

 
In October 2024, the author discussed the report with Briana and Katie. 
 
1.8.30 Mitchell’s family and friends wished for the following to be emphasised:  

 
1. Avon and Wiltshire Mental Health Partnership NHS Trust’s (AWP) absence of a 

safeguarding enquiry during Mitchell's emergency department assessment.  
2. Mitchell was discharged from the hospital and subsequently left with Abe. This was 

following his disclosure of domestic abuse perpetrated by Abe.  
3. Mitchell agreed that the AWP should share his information with Abe. Mitchell had 

disclosed domestic abuse to AWP before this; consequently, it was not in Mitchell's 
best interest for Abe to possess this information, as it could potentially grant Abe 
additional control over Mitchell.  

4. Mitchell had presented to the hospital three times in May 2022 with a mental health 
crisis, including thoughts of suicide and overdoses. She enquired why AWP did not 
escalate the situation to develop a safety plan for Mitchell.  

5. AWP encountered difficulties contacting Mitchell and submitted a letter to Abe 
requesting that Mitchell establish communication. Brianna believed this was 
unsuitable, given the abuse Mitchell had reported by Abe, and that it should have 
prompted AWP to reevaluate their efforts to establish contact with Mitchell.  

6. Mitchell's family and friends believe that the response to Mitchell’s status as a victim 
of domestic abuse was predicated on his gender. They believe that if a female had 
reported domestic abuse, they would have received a more proactive response.  
 

1.8.31 Katie also believed that it was crucial to emphasise Mitchell's relationship with their 
stepfather and Mitchell’s biological father. 
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1.8.32 To ensure that the points above were addressed, the report was revised and 
resubmitted to Brianna and Katie in October 2024 for additional feedback. 
 

On 8 November 2024, the author met with Brianna and Katie to review the report. 
 
In January 2025, the family accessed Advocacy. 
 
1.8.33 Brianna and Katie requested the advocates' assistance, believing the report needed 

strengthening in two areas.  
 

1. Concerning Mitchell and Katie’s stepfather:  
 

1.8.34 Katie reported that their stepfather was physically violent, humiliating, and 
intimidating to Mitchell. Katie reported that Mitchell's departure from the family 
home was primarily due to his fear of "this monster." Nevertheless, Katie asserted 
that Mitchell jumped from "one monster to another." 
 

1.8.35 Katie recalled an incident in February 2016 in which Mitchell was required to contact 
the police after the stepfather had reportedly strangled Katie and hit Mitchell. Katie 
believed this had diminished Mitchell's confidence in the police.  
 

1.8.36 The police confirmed attendance at this call. They reported that although Mitchell 
was observed to have slight bleeding from his nose, he declined medical assistance 
and refused to allow police to photograph the injury. A Public Protection Notice 
(PPN) was shared with Swindon Children's Services and Child Health, as Katie was a 
minor.  
 

1.8.37 Neither Mitchell nor Katie wished to make a statement. Due to insufficient evidence 
and the absence of medical reports, no further action was taken.  

 
2. Safeguarding Enquiry  

 
1.8.38 The second area addressed the lack of a safeguarding query during Mitchell's 

emergency department (ED) visit and subsequent mental health assessment by the 
Avon and Wiltshire Partnership NHS Trust. Although the trust has implemented a 
recommendation, the family feels this was a missed opportunity to address 
Mitchell's concerns, particularly regarding Abe's representation during reviews, 
despite Mitchell disclosing Abe's abuse. The trust has made a recommendation to 
address this issue.  
 

1.8.39 The family believes it is crucial to be informed of these actions to ensure the lessons 
have been acquired. The family's advocate agreed to assist with this matter.  

 
On 25 April 2025, the author, Katie and the advocate scheduled a video call.   
 

https://hmicfrs.justiceinspectorates.gov.uk/glossary/public-protection-notice/
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1.8.40 The purpose was to finalise the report and ensure it highlighted Mitchell's absence 
of a male role model.  
 

1.8.41 Brianna, through the advocate, requested a further meeting with the author, which 
was arranged for 30 June 2025.  
 

1.8.42 During the meeting, Brianna expressed that a significant factor that might have 
helped Mitchell was better recognition by services, particularly the police, of the 
need for support for victims of domestic abuse during interviews. She emphasised 
that victims often require the presence of supportive individuals, such as family 
members or friends, and that police should ensure this support is provided by 
allowing them to attend interviews. 

  
1.9 Contributors to the Review  

 
1.9.1 The following agencies and their contributions to this review:  
 

Agency and Profile Contribution- 
Chronology/IMR/Summary/Other  

Avon and Wiltshire Mental Health Partnership NHS 
Trust (AWP) 
Provides inpatient and community-based mental 
health care to 1.6 million people across our region. 

Chronology and IMR 

Avon and Wiltshire Mental Health Partnership NHS 
Trust: Improving Access to Talking Therapies  
It provides help to manage a range of common 
mental health problems, including anxiety, stress, 
depression, and low mood. Matching the difficulties 
experienced with evidence-based treatments. 

Chronology and IMR included 
contact with talking therapies.  

GP - Mitchell Chronology and IMR 

GP – Abe  Chronology  

Great Western Hospital NHS Foundation Trust 
(GWH) 
General Hospital 

Chronology and IMR 

Nelson Trust - Abe 
The Nelson Trust’s Residential Rehabilitation 
Treatment and Women’s Community Services span 
Gloucestershire, Wiltshire, Somerset, Bristol, and 
Wales. Services are trauma-informed and gender-
responsive and provide holistic support for those 
affected by addiction and their families. 

Chronology and Summary Report   

South Western Ambulance Service NHS Foundation 
Trust (SWASFT) 

Chronology  

Wiltshire Police Chronology and IMR 
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1.10 The Review Panel Members  
 
1.10.1 The independent members of this review's panel were the following:  
 

Name  Role  Organisation 

Carrie Roberts  Deputy Centre Manager  Nelson Trust  

Dani Rowan  Domestic Abuse Lead  Avon and Wiltshire Mental 
Health Partnership  

Debbie 
Greenough 

Community Safety Development 
and Multi-Agency Risk Assessment 
Conference (MARAC) Manager  

Swindon Community Safety 
Partnership 

Hazel Paradise Named Representative  AWP 

Hayley Williams  Practice Review Manager  Wiltshire Police 

Joanna Eamey  Chief Executive Officer Swindon Women’s Aid 
(Swindon Domestic Abuse 
Support Services) 

Lee Aldridge  Head of Service Safety and 
Assurance  

Swindon Borough Council Adult 
Social Care  

Lin Williams Domestic Abuse and Violence 
Against Women’s and Girls 
Network Manager 

Community Safety Partnership  

Rob Mills  Designated Nurse Safeguarding  Bath and North East Somerset, 
Swindon and Wiltshire 
Integrated Care Board  

Sarah Banting  Head of Homelessness and Housing 
Inequalities  

Swindon Borough Council 
Housing 

Wendy Johnson  Associate Director for Safeguarding  Great Western Hospital  

  
1.10.2 ManKind Initiative and Swindon Public Health reviewed the final report; no changes 

were requested.  
 
1.10.3 Public Health confirmed that a priority area outlined in the suicide prevention action 

plan is addressing population-level risk factors associated with suicide through early 
intervention and individualised support. The following are: 

 

• Physical illness • Alcohol and drug misuse 

• Gambling • Social isolation and loneliness 

• Financial difficulty and economic 
adversity 

• Domestic abuse 

 
1.10.4 Public Health is in the process of developing a suicide prevention training 

programme for professionals; however, it will not include a distinct emphasis on 
domestic abuse.  
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1.10.5 The Domestic Abuse Local Partnership will be leading on any specific support to 
practitioners in understanding the connection between domestic abuse and suicide. 

 
1.10.6 Swindon CSP is conducting an audit of its domestic abuse training; they have 

identified the link between suicide and domestic abuse as a gap and will investigate 
how to implement training in the near future. 

 
1.11 Chair and Author of the Overview Report 

 
1.11.1  Parminder Sahota is an independent reviewer who has worked in Safeguarding and 

Domestic Abuse for over ten years and obtained DHR Chair training in 2021 and 2024 
from Advocacy After Fatal Domestic Abuse. She has worked in the NHS for over 20 
years as a Mental Health Nurse with a particular focus on crisis work and working 
with persons diagnosed with a personality disorder. She was previously employed as 
the Director of Safeguarding, Prevent, and the Domestic Abuse Lead for an NHS 
Trust. 

 
1.11.2  Before this review, Parminder had no contact with Mitchell’s family or friends. She 

conducted a Safeguarding Adult Review for the Swindon Safeguarding Adult 
Partnership. She is independent of the agencies involved in the DARDR. 

 
1.12 Parallel Reviews 

 
1.12.1 The coroner’s conclusion was: 

 
“Mitchell had a complex neuropsychiatric history with a diagnosis of ADHD, which led 
to impulsiveness and depression. Mitchell had attempted to take his own life on 
several occasions but sought help. 
 
In the period before his death, Mitchell was actively engaging with the mental health 
team and had made an appointment to see them the day after he died. On the night 
of the X of November 2022, Mitchell received some personal information, after which 
he consumed a quantity of medication and left his home. In the early hours of 
November 2022, a passing motorist saw a male clinging to the overbridge on the 
northern side of the southbound carriageway. Other motorists reported to the police 
that they had seen something lying in the southbound carriageway. Subsequently, 
the body was identified as Mitchell's.  
 
The toxicology revealed high levels of both over-the-counter and prescription 
medication, as well as traces of illicit drugs, the combined effect of which was 
difficult to assess.  
 
On the evidence, it has not been possible to ascertain how Mitchell came to be in the 
carriageway, whether that resulted from a deliberate act on his part, and if so, with 
what intent.”  
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1.12.2 Brianne suggested that the “personal information”, according to a mutual friend, 
said that Abe was having an affair, but she is unsure how true this was.  
 

1.13 Equality and Diversity  
 
1.13.1 During the review process, the review author and panel reviewed all protected 

characteristics under the  Equality Act 2010. 
 
1.13.2 Mitchell was of white British heritage and was 25 at his death.  

 
1.13.3 The characteristics relevant to this review are sex, age and disability. 

 
1.13.4 Mitchell reported self-harm between the ages of 16 and 18 owing to emotional and 

familial challenges. During this time frame, he had taken four overdoses, two of 
which necessitated overnight hospitalisation. Following six additional overdoses 
between 2015 and 2022, the Mental Health Liaison Team (MHLT) at Great Western 
Hospital NHS Foundation Trust (GWH) assessed him. 
 

1.13.5 Although self-harm is not a mental disorder, it is linked to mental distress (Rethink). 
In addition, domestic abuse significantly influences mental health and can result in 
depression, anxiety, self-harm, substance abuse, and suicide (Advance). Mitchell had 
disclosed that his prior instances of self-harm were precipitated by stress. 
Consequently, the panel concluded that this may have been a coping mechanism 
that Mitchell employed to alleviate stress.  
 

1.13.6 Mitchell was diagnosed with ADHD in February 2018. ADHD is characterised by 
hyperactivity, impulsivity, and concentration issues (ADHD UK). ADHD is a 
neurodevelopmental disorder and typically presents in childhood and lasts into 
adulthood. It causes problems with focus, behaviour, and movement (NHS England). 
 

1.13.7 People with ADHD may experience relationship challenges, including anger because 
of stress and anxiety, which may be unrelated to the relationship. Adults with ADHD 
likely experience anxiety, depression, bipolar disorder, or other pre-existing 
psychiatric disorders (Royal College of Psychiatrists).  
 

1.13.8 Mitchell had a history of self-harm and was reportedly addicted to gambling, 
resulting in financial issues. He also reported binge drinking alcohol on occasion. The 
Gateway Foundation explored ADHD with early-in-life consumption of alcohol and a 
higher risk of binge drinking. 
 

1.13.9 Alcohol abuse or illicit drug use increases the risk of psychological intimate partner 
abuse perpetration and victimisation, regardless of ADHD symptoms (ADHD and 
Intimate Partner Violence). 
 

1.13.10 Given Mitchell's history of suicidal ideation and overdoses, the panel believed 
that ADHD, alcohol, and drugs were critical issues that required further investigation. 

https://www.rethink.org/advice-and-information/about-mental-illness/learn-more-about-symptoms/self-harm/
https://www.advancecharity.org.uk/wp-content/uploads/2025/10/The-Intersection-of-Gender-Domestic-Abuse-and-Suicidality-Full-report.pdf
https://adhduk.co.uk/about-adhd/
https://digital.nhs.uk/data-and-information/publications/statistical/adult-psychiatric-morbidity-survey/survey-of-mental-health-and-wellbeing-england-2023-24/attention-deficit-hyperactivity-disorder
https://www.rcpsych.ac.uk/mental-health/mental-illnesses-and-mental-health-problems/adhd-in-adults
https://www.gatewayfoundation.org/blog/adhd-alcohol-relationship/
https://www.medrxiv.org/content/10.1101/2025.10.08.25337602v1.full
https://www.medrxiv.org/content/10.1101/2025.10.08.25337602v1.full
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1.13.11 Suicide statistics in England and Wales indicate that men are three times 

more likely to take their own lives than women. The rate in the UK is thirteen men 
per day who die by suicide, and this is 5,000 men per year (Tackling Male Suicide).   
 

1.13.12  An All-Party Parliamentary Group on Issues Affecting Men and Boys 
identified three intertwined issues that impact male suicidality:  
 

• Stressors, such as relationship breakdown (including domestic abuse), 
employment concerns, financial concerns, bereavement, and isolation 

• Universal issues, social integration, loss of meaning and purpose, gap in available 
and signposted male-friendly services, place, occupation, and lack of professional 
curiosity 

• Life transitions, family, relationship loss, sexuality, bereavement, Veterans, 
students 

 
1.13.13 According to the report, males do not perceive suicide as a matter of mental 

health or clinical concern. They consider it a "rational" reaction to issues they have 
attempted to resolve without success. Suicide is therefore perceived as the sole 
remaining option by them. Mitchell's family and friends stated that Mitchell believed 
that agencies would not accept his report of domestic abuse. In the past, when he 
and Abe had arguments, Mitchell would visit Brianna. Brianna was attending to her 
father's affairs abroad. The day Mitchell and Abe had argued. Consequently, 
Mitchell’s support was unavailable.  
 

1.13.14 The Office for National Statistics report 751,000 men (3.2%) and 1.38 million 
women (5.7%) experienced domestic abuse in the year ending March 2023. One in 
seven men (13.9%) and one in four women (27%) will be a victim of domestic abuse 
in their lifetime.  
 

1.13.15 The Royal College of Psychiatry highlight that persons with Autism may be 
more likely to succeed in their first suicide attempt, use more lethal means, and be 
less connected to support services than other at-risk groups. 
 

1.13.16 Mitchell died as a result of a road traffic collision. According to data from the 
Department of Transport, in 2023, there were 1,645 fatalities, and 29,643 individuals 
were killed or seriously injured. According to the RAC, 75% of fatalities were male, 
and 24% of the fatalities were between the ages of 17 and 29.  
 

1.13.17 The Office for National Statistics estimates that 1.6 million women and 
712,000 men reported abuse in the year ending March 2024. The ManKind Initiative 
emphasises the challenges for male victims of domestic abuse, which includes that 
provision is unevenly distributed and limited, with a median of five spaces per 
organisation, presenting a particular challenge for male victims seeking safe 
accommodation provisions for male refuges.  

https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/bulletins/suicidesintheunitedkingdom/2020registrations
https://equi-law.uk/inquiry-no-3-male-suicide/
https://committees.parliament.uk/writtenevidence/124406/pdf/
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/articles/domesticabusevictimcharacteristicsenglandandwales/yearendingmarch2023
https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/suicide-prevention/workshops-(wave-4)/wave-4-workshop-2/suicide-and-autism---slides.pdf?sfvrsn=bf3e0113_2
https://www.gov.uk/government/statistics/reported-road-casualties-great-britain-provisional-results-2023/reported-road-casualties-great-britain-provisional-results-2023#:~:text=these%20statistics%20section.-,Headline%20figures,of%203%25%20compared%20to%202022
https://www.racfoundation.org/motoring-faqs/safety#a1
file://///sbcvpcowfs04.sbcintra.com/Shared_Premier/LifeLearn/WG_CSP/Community%20Safety%20Ptnrshp/DOMESTIC%20ABUSE/DHR%207%20Approval/Office%20for%20National%20Statistics%20estimates%20that%201.6%20million%20women%20and%20757,000%20men%20reported%20abuse%20in%202020
https://mankind.org.uk/statistics/statistics-on-male-victims-of-domestic-abuse/
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1.13.18  As of 1 February 2024, there were 410 refuge or secure accommodation 

spaces across 57 organisations in the UK, including 108 for men. This is further 
compounded by underreporting, as 21% of male victims do not disclose partner 
abuse, meaning the true level of need is likely higher than recorded.  
 

1.13.19 Bristol University identified reasons why males in abusive relationships might 
not seek assistance. According to the findings, specialised training is necessary to 
address the unique needs of men and build more robust levels of trust. 
 

1.13.20 Brianna reported that Mitchell told her that, as a male and six feet tall, 
services would not believe he was a victim of domestic abuse. 
 

1.13.21 The absence of a positive male role model can significantly affect a young 
man’s development, particularly in emotional regulation, identity, and 
understanding of healthy relationships. Without such guidance, young men may 
struggle with setting boundaries, managing emotions, or recognising abusive 
behaviour, making them more vulnerable to manipulation and domestic abuse (The 
Importance of Positive Male Role Models). 
 

1.13.22 Role models help teach key safeguarding behaviours such as assertiveness, 
emotional literacy, and conflict resolution. In their absence, boys may internalise 
harmful stereotypes or seek belonging in unsafe environments. This can leave them 
ill-equipped to identify coercive control or to protect themselves from harm 
(NSPCC). 
 

1.13.23 The University of Warwick and Refuge study presented extensive and 
substantial evidence on the incidence of suicidal ideation among victims of domestic 
abuse. They emphasised risk factors such as depression, psychological distress, 
despair, hopelessness, difficulties with drugs or alcohol, childlessness, and 
cumulative experiences of abuse, particularly sexual abuse.  
 

1.13.24 The National Suicide Prevention Strategy 2023-2028 was published in 2023, 
and it highlights that domestic abuse is an additional risk factor for all victims. 
 

1.13.25 According to an analysis of domestic homicides, mental health issues were 
recorded in 94% of the reviews, and in almost half of the reviews, there was 
evidence of self-harm. In addition, 40% of the victims were aged 25–34. 
 

1.13.26 Mitchell's absence of a male role model combined with a history of self-harm 
and domestic abuse significantly influences mental health and can result in 
depression, anxiety, self-harm, substance abuse, and suicide (Rethink). 

 
1.14 Dissemination 

 

https://www.bristol.ac.uk/primaryhealthcare/news/2019/male-victims-of-domestic-abuse.html
https://www.worcester.ac.uk/about/news/academic-blog/health-and-wellbeing-blogs/the-importance-of-positive-male-role-models.aspx
https://www.worcester.ac.uk/about/news/academic-blog/health-and-wellbeing-blogs/the-importance-of-positive-male-role-models.aspx
https://learning.nspcc.org.uk/child-health-development/child-mental-health
https://nspa.org.uk/wp-content/uploads/2021/04/New-Suicide-Report2c-Refuge-and-University-of-Warwick.pdf
https://www.gov.uk/government/publications/suicide-prevention-strategy-for-england-2023-to-2028
http://wrap.warwick.ac.uk/174206/1/WRAP-learning-legacies-analysis-domestic-homicide-reviews-cases-domestic-abuse-suicide-2023.pdf
https://www.rethink.org/advice-and-information/about-mental-illness/mental-health-symptoms/self-harm/
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1.14.1 After the Home Office grants permission to publish, this report will be widely 
disseminated, including, but not limited to: 

 

• Members of the Swindon Community Safety Partnership 

• Swindon Community Safety Partnership 

• Agencies represented 

• Safeguarding Adult Board 

• Safeguarding Children Partnership 

• Domestic Abuse Commissioner 

• local Police and Crime Commissioner  

• A copy of the Summary report will also be published on the Keeping Swindon 
Safe Partnership Website.  

 
2.1 The Facts  

  
2.1.1 Mitchell had been to visit his aunt in another part of the UK one week before he 

died.  
 
2.1.2 Mitchell contacted the Swindon Intensive Service (SIS) before boarding his 

homebound flight. He had scheduled a meeting with the service for the following 
afternoon. He confirmed over the phone that he had not taken any medication and 
would discuss this at the next day's appointment. 

 
2.1.3 Abe called the police in the early hours of the day Mitchell was found deceased to 

report that Mitchell had not returned following a thirty-minute walk. Mitchell’s 
cousin's girlfriend had spoken to Abe. Abe stated that Mitchell had overdosed on 
Paracetamol x 10, Diazepam x 7, Zopiclone x 7, Ibuprofen x 9 and Co-codamol x 8, 
and no one knew where he was.  

 
2.1.4  Mitchell was categorised as a high-risk missing person. The police did not obtain a 

statement from the cousin’s girlfriend, as their details were not provided. A 
statement was also not obtained from Mitchell’s cousin, as he did not engage with 
the investigative process, and there was no evidence that he was involved in any way 
other than receiving some messages from Mitchell. However, numerous statements 
were obtained from other key witnesses for the coroner’s file. 

 
2.1.5  According to AWP records, the police contacted AWP to provide them with the 

information from Abe. Abe called the police in the early hours of the day Mitchell 
was found deceased to report that Mitchell had not returned following a thirty-
minute walk. Mitchell’s cousin's girlfriend spoke to Abe.  

 
2.1.6 A police log noted that an AWP staff member had reported seeing Mitchell standing 

among trees an hour after the call. 
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2.1.7 A few hours later, a fatal traffic collision was reported; the deceased was named 
Mitchell. 

 
2.2 Key Events from November 2018 to January 2023 

 

Date  Contact Agency 

Nov 
2018  

Mitchell and Abe established a relationship. 
  
The first domestic incident between the couple was reported to 
the police. Abe told the police that Mitchell had taken out a loan 
in her name. Subsequently, the police were informed that the 
money had been refunded, and she no longer wished to file a 
complaint.  
 
The police did not speak to Mitchell, as the incident was resolved 
after Abe's subsequent communication.  

Police  

July 2019  According to a third-party account, Mitchell and Abe were 
arguing. 
 
No offences were determined, and the case was closed. A PNN 
was submitted for Micthell and Abe, and both were listed as 
‘subjects’; neither was identified as a victim or perpetrator.  

Police 

Oct 2019  The police were contacted by an ambulance regarding an injured 
female domestic abuse victim. Abe informed the police that she 
and Mitchell were just as bad as each other.  
 
The case was closed upon the determination that no further 
action was required. The PPN was completed for Abe, the victim, 
and graded as standard. The inspector reviewed the full case 
before closure, which is in line with the domestic abuse policy, as 
the suspect was not interviewed. The case was closed because 
the victim did not support any further action, and due to 
evidential challenges. 

Police 

Dec 2019 
- March 
2020 

Five reports of domestic disputes between the couple surfaced, 
the majority of which involved verbal altercations. Abe, who once 
struck and kicked Mitchell, was arrested, questioned, and given a 
caution. Ongoing calls to the police regarding domestic incidents 
involving the couple contain allegations of assault (e.g., pushing 
and hitting). However, upon the arrival of the police, neither 
assault nor any mention of assault was present, and the couple 
claimed they had merely been engaged in an argument. Officers 
had not observed any injuries on each occasion. 
 
This was the initial instance in which Abe was issued a caution 
after her assault on Mitchell.  

Police 
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PPNS and Domestic Abuse, Stalking, and "Honour"-Based 
Violence (DASH) Assessment was completed on the following 
occasions:  
 

• Dec 2019 – PPN, which includes DASH, was completed with 
Abe listed as the victim. This was graded as standard risk. 

• January 2020 – PPN, which includes DASH, was completed 
with Mitchel listed as the victim. This was graded as standard 
risk. 

• February 2020 – PPN, which includes DASH, was completed 
with Mitchel listed as the victim. This was graded as standard 
risk. 

• 6th March 2020 – PPN, which includes DASH, was completed 
with Mitchel listed as the victim. This was graded as medium 
risk. This was the incident in which Abe was cautioned. 

• 26th March 2020 – PPN, which includes DASH, was completed 
with Abe listed as the victim. This was graded standard risk 

Feb 2020 Text Messages between Mitchell and Abe 
 
Abe sent the following string of messages to Mitchell:  

• “Please come home” 

• “I need you”  

• “You haven’t gone that far, I don’t want you b****ing to Jack 
or whoever’s house that you’re going too” 

• “You hung up on me, and I was talking” 

• You know I have no one” 

• “Just please come home” 

• “Who have I got? No one” 

• “I’m going now” 
Mitchell responded:  
“Just to confirm, I want you out by 12:00 on Friday, 14th February 
2020. I will no longer put up with the violence and controlling 
behaviour you cause. I’m sorry it’s come to this.” 
Abe’s response:  
“Sounding like your mum with my stuff now, you’re not sorry you 
never cared about me! You’re not perfect” You’re a gambler and 
will always be one! I’ve already gone.” 

Family 

April 
2020 

Brianna reported Mitchell missing; she had received text 
messages from him expressing suicidal ideation and a wish to no 
longer be a "Burden." Mitchell was considered a high-risk missing 
person, and officers searched for him. Mitchell had overdosed on 
his ADHD medication and had returned home; an ambulance 
transported him to GWH. 
 

Police 

https://safelives.org.uk/sites/default/files/resources/Dash%20for%20IDVAs%20FINAL_0.pdf
https://safelives.org.uk/sites/default/files/resources/Dash%20for%20IDVAs%20FINAL_0.pdf
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Mitchell was promptly located by the police, who ensured that he 
received the necessary care and treatment following the 
overdose.  

Text messages between Mitchell and the landlord 
 
Mitchell sent the following:  
“Unfortunately, we had the police out last night again, and it's not 
something I can keep going through, and it’s not fair on the other 
residents. I have had to put the spare keys in the safe, but is it 
possible we can get those codes changed on the locks she let 
herself in yesterday, which caused more issues? Hopefully, we can 
get things back on track.” 
Landlords’ response: 

• “Hi yes unfortunately we have had a lot of issues as discussed 
previously complaints from all 3 previous tenants who have 
lived in room 3 and tenants in room 1 only room 2 have not 
complained as they are further from the room. Multiple times 
we have had police and ambulances, and continued loud 
arguing and fighting caused neighbours to contact me also” 

• “Now the time has come where it would be best to leave” 

• “I can issue a formal notice or we can come to an agreement 
on dates but it is a final decision” 

• “Please call me to discuss” 

Family 

Text messages between Mitchell and the landlord 
 
Message from the Landlord: 
“Yeh have a look speak to friends/family etc and then get back to 
me, but you won’t be able to stay at X – I’ve had all sorts of 
complaints coming from local residents and neighbours, but I’m 
still willing to help work to a date that works for you. Thanks” 
Micthell’s response:  
“Just to make you aware I’m being rushed into hospital so Abe will 
be staying at the property tonight” 
Landlord's response:  
“stay safe” 
Mitchell’s response:  
“Just to let you know I had the police and ambulance out today as 
I was a vulnerable position they found me and took me and took 
me to resuss I’ll be getting the help I need but unfortunately the 
domestic abuse went too far. I will be out ASAP I’m currently on a 
cardiac ward as I am in a bit of a position” 
Landlord's response:  
“Ok il let you deal with your private matters hope you feel better; I 
would appreciate a quick resolution to you vacating the property. 
Thanks” 
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19.04.20 Mitchell was admitted with an overdose of oral medication. The 
risk was evaluated as ‘amber’ on the risk assessment matrix. The 
report suggested that Mitchell advised the practitioner that he 
was depressed and the overdose was intentional. He was also 
noted to have a diagnosis of ADHD.  
 
Mitchell was referred to and seen by the AWP MHL team, which 
provided him with specialist support and advice. The AWP mental 
health risk assessment did not highlight alcohol as an identified 
concern. AWP have access to ED notes. 
 
Due to palpitations, Mitchell was admitted to a cardiology ward 
for further monitoring. 
 
For all AWP MHLT referral records, the Trust bleeps AWP MHLT to 
make the referral. A simple referral form also passes through to 
them (but can be delayed, hence the bleep). Either of these 
causes AWP to review their notes for further information. 
 
Mitchell's risk assessment did not include alcohol, which resulted 
in a lack of consideration for the potential risk to himself. 
Consequently, the risk was not thoroughly investigated, as it is 
well-established that alcohol can exacerbate self-harm and 
increase the risk of suicide (UCL). 

GWH 
(ED) 

April 
2020 

The ADHD Service took appropriate action to stop further 
prescriptions, and a plan was put in place to review Mitchell again 
in three months should Mitchell request this. 
 
However, the author proposes that Mitchell's capacity to function 
without the medication was not documented, as well as the 
potential implementation of additional protective measures to 
mitigate the risk of overdose. Nevertheless, the author agreed 
that in the absence of the above, the medication needed to be 
stopped to prevent a further overdose.  

AWP 
(ADHD) 

29.05.21 Mitchell contacted the ambulance (999 call) to report that he had 
overdosed on his ADHD medication. 
 
He reported feeling a great deal of pressure /stress. Mitchell had 
lost his job and fallen out with his family and friends; he 
expressed regret for the overdose and said he had attempted to 
walk to the hospital; however, he felt too unwell. 
 
He was transported by ambulance to GWH.  

SWASFT 

Mitchell was admitted to GWH after he overdosed and disclosed 
that the overdose was a suicide attempt. 

GWH 
(ED)  

https://www.ucl.ac.uk/news/2022/nov/problem-drinking-linked-increased-risk-suicide-attempt-and-self-harm
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He informed staff that familial issues caused the overdose. No 
domestic abuse enquiries were made.  
 
He stated his partner was at home, unaware he had overdosed, 
and he later regretted taking the overdose. 
 
Mitchell was admitted to the assessment area; however, he self-
discharged two days later.  
 
Mental Health attempted to assess Mitchell but could not do so 
due to the medication's effects. They determined that Mitchel 
was at low risk and would review him in a few days.  
 
The author emphasised that this demonstrated that GWH had 
considered a mental health review and had engaged in a 
conversation with Mental Health. Nevertheless, the author 
recommended that a review should have been prioritised to 
ensure Mitchell's safety and to examine the circumstances that 
led to his regret of the overdose. 

October 
2021 

Abe contacted the police to report that Mitchell had assaulted 
her twice between September and October. After photographs of 
the injuries were taken, Mitchell was arrested. He asserted that 
he was acting in self-defence and denied the assault. No further 
action was taken.  
 
Attending officers completed and submitted a PPN to the Police 
Multi-Agency Safeguarding Hub in response to domestic abuse 
incidents. The on-site officers concluded the safeguarding 
process. 
 
The MASH agencies include:  

• Social Care 

• Health 

• Local Authority Designated Officer 

• Child and Adolescent Mental Health Service 

• Housing  

• Domestic Abuse 
 The list is not exhaustive.  

Police 

Mitchell's family and friends reported that Mitchell had informed 
them that Abe would inflict injuries on herself and subsequently 
blame Mitchell.  

Mitchell’
s family 
and 
friends 
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Nov 
2021 

Mitchell reported Abe's assault to Thames Valley Police while in 
Reading; Abe was arrested, and no further action was taken 
against her. 

Police 

01.02.22 Mitchell did not attend his ADHD review appointment.  
 
There was no documentation to indicate whether the service 
attempted to contact Mitchell.  

AWP 
(ADHD) 

18.02.22 Mitchell did not attend his ADHD review; instead, he emailed to 
say he could not locate the video link and requested a 
rescheduling for a phone conversation. 
 
A telephone appointment was arranged.  

AWP 
(ADHD) 

01.03.22 Mitchell sent an email over the weekend stating he could not 
attend his review as he had started a new job.  
 
An alternative appointment was arranged.  

AWP 
(ADHD) 

10.03.22 Telephone ADHD treatment review.  
 
Since overdosing on the ADHD medication in May 2021, Mitchell 
said he had not been taking the medication. He indicated that he 
had been in a bad place, as he was living with Brianna and his 
stepfather amid family disputes. He was unemployed and battling 
a gambling addiction and had taken an impulsive overdose.  
 
He had moved in with Abe, started an apprenticeship, and joined 
a gambling support group. His workplace was aware of his ADHD 
and mental health issues, and they sought to establish a mental 
health team to assist him. 
 
He wanted to resume his medication since he felt it was 
beneficial. However, since he had previously overdosed on the 
medication, it was agreed to address this with the Multi-
Disciplinary Team (MDT). 
 
Considering Mitchel's previous overdose on his prescribed 
medication, the author emphasised that the MDT discussion was 
positive in promoting a safety plan for him.  

AWP 
(ADHD) 

02.04.22 Abe contacted the police because she was concerned for 
Mitchell’s safety. After an altercation, Mitchell declared he 
wanted space and left the residence. He did not reply to attempts 
to contact him. 
 
Police located Mitchell at a friend's house. 
 

Police 
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A PPN and a DASH were conducted for Abe, the victim, and 
Mitchell, the suspect, and were shared with the Police MASH.  

Abe reported Mitchell missing to the police; therefore, mental 
health services were contacted, and the police enquired into 
Mitchell's whereabouts. 
 
The police called back to say that Mitchell’s safety had been 
established. 
 
The author would recommend that AWP contact Mitchel to 
discuss his mental health, as they are aware of his history of 
suicidal ideation and self-harm.  

AWP 
(Mental 
Health 
Control 
Room) 

05.05.22 Mitchell sought treatment at the ED for a head injury. He 
recounted being low and having a "psychotic episode" before 
self-injuring by hitting his head against a wall. The management 
of self-reported "psychotic episodes" was the primary concern. 
The reason for the absence of a referral to MHLT remained 
unclear.  
 
GWH reported that no domestic abuse enquiry was made. 
 
A referral to mental health would be expected, given the cause 
for Mitchell's presentation.  

GWH 
(ED) 

07.05.22 
 

Mitchell had overdosed on a combination of Paracetamol X16, 
Ibuprofen X16, and Omeprazole X12. Mitchell was reported to 
have taken the overdose and then fallen out with Abe. He walked 
to the park with his cousin and consumed an undetermined 
amount of alcohol. 
 
Mitchell was conveyed to GWH by ambulance.  

SWASFT 

Mitchell was brought to the ED by ambulance after taking an 
overdose and informing his cousin, who then contacted 
emergency services. 
 
No low mood, life pressures, suicide ideation, or physical 
symptoms were reported by Mitchell. 
 
The mental health service was content for Mitchell to be 
discharged, and they agreed to email the ADHD clinic to provide 
an update and enquire about the outcome of the MDT discussion 
on restarting the ADHD medication. AWP advised that the ADHD 
team contact Mitchell. 
 

GWH 
(ED) 
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Due to this being the second presentation of self-harm within two 
days, it would be reasonable for the mental health service to 
conduct a review. 

08.05.22 Mitchell was brought to the hospital by ambulance following an 
overdose of Paracetamol X 16, Ibuprofen X16, Omeprazole X12, 
and excessive alcohol. According to the AWP record, the medics 
did not consider Mitchel required a mental health assessment. 
 
GWH refuted this, stating they discussed it with the mental health 
team on 07.05.22. 

AWP 
(ADHD) 

24.05.22 ADHD MDT Discussion: Due to the three overdoses, the team 
deemed the risk of overdose to be considerable, and hence, no 
ADHD medication was prescribed. Mitchell was offered an 
appointment. 

AWP 
(ADHD) 

May 
2022 

The repeated episodes of ED were emphasised by Mitchell's 
family and friends, who believe it should have prompted an 
immediate response from AWP to address Mitchell’s mental 
health needs.  

Family 
and 
friends.  

16.06.22 Mitchell did not attend the ADHD appointment. Following two 
previous overdoses of his ADHD medication, he was discharged 
from the ADHD service. 
 
The team felt that prescribing this medicine would represent a 
significant risk, and Mitchell would need to contact his GP for 
mental health support.  
 
Mitchell received a discharge letter advising him to contact the 
crisis team for support, with the possibility of re-referral when 
the risk is reduced.  
 
Considering the previous episodes of self-harm, the author would 
recommend that AWP request a further mental health 
assessment to ensure that he has access to services and to specify 
the safety measures in place to mitigate the risk of self-harm and 
support him with his suicidal ideation.  

AWP 
(ADHD) 

29.06.22 The police were called to investigate the welfare of a two-year-
old child at an address where the mother was reportedly taking 
drugs with her friends. 
 
Mitchell and Abe were present when the police arrived. 
 
A PPN was submitted for the child and shared with Children's 
Social Care. The infant was not related to Mitchell or Abe. 

Police 
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25.07.22 Mitchell flagged down police officers and reported that he and 
Abe had a verbal altercation. Abe refused to leave the vehicle 
after a dispute over a shared mobile phone. 
 
Mitchell spent the night with friends, while Abe stayed with her 
family. 
 
The police MASH received a PPN containing a standard-rated 
DASH.  
 
Immediate safeguarding was completed at the scene, with parties 
separated to prevent further arguments. Officers gave 
safeguarding advice to both parties. 

Police  

03.08.22 According to an intelligence report (unable to identify the 
reporter), Mitchell uses psychedelic drugs. 

Police 

15.09.22 Mitchell acknowledged receipt of the discharge letter and, 
although understanding the risks of an overdose, he proposed a 
seven-day prescription because he suffered significantly more 
without it. He had lost his job. However, due to the risk, the 
discharge remained. 
 
The author postulates that Mitchell tried to reduce the risks 
associated with the overdose by requesting a limited prescription. 
Nevertheless, he was informed that he had been discharged. The 
team did not provide additional input, even though he had lost 
his job and was experiencing difficulty.  

AWP 
(ADHD) 

27.09.22 Mitchell witnessed another female assault Abe by spitting on her 
and throwing an aftershave bottle at her. 
 
The female was arrested and issued a caution. 

Police 

15.10.22 
 

Mitchell had been hitting his head against a wall and had 
acquired injuries as a result. The Police conveyed him to GWH 
while intoxicated. 
 
Mitchell reported to the police that Abe had assaulted him and 
scratched his neck. Due to his intoxication, a full account could 
not be taken. 
 
After hospitalisation, Mitchell informed the officer that he was 
not filing a complaint and that he had lied to the police. He said 
Abe's attempt to stop him from doing drugs resulted in a scratch 
on his neck. He indicated that he and Abe were receiving support 
and did not perceive himself in an abusive relationship. 
 

Police 
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Information regarding domestic abuse services was provided to 
Mitchell. A standard operating procedure was placed at his home 
to ensure that officers were aware of the history of domestic 
abuse, and a PPN was submitted to the Police MASH. 

Mitchell was brought to the ED by three police officers after he 
was seen in town expressing a wish to self-harm. He was 
observed repeatedly beating his head against the wall while 
intoxicated and stating, "It's hopeless." 
 
He was admitted to the observation ward of the ED along with a 
Registered Mental Health Nurse to sustain observation. 
 
He was referred to the SIS. The notes from the MHLT recorded 
that he experienced a recent bereavement and ended a four-year 
relationship last night. He was currently experiencing a crisis and 
could not return to his ex-girlfriend’s home. The hospital notes 
recorded domestic abuse, but did not state whether he was the 
victim or the alleged perpetrator. 
 
Mitchell left GWH with his girlfriend. It was uncertain whether 
the GWH staff had read the notes by AWP, which stated: 
"domestic abuse." Furthermore, it should be noted that AWP did 
not provide a verbal handover of the disclosure, and the record 
lacked explicit definitions of abuse and victim status for Mitchell. 
 
GWH were unable to establish whether a verbal handover had 
taken place. As a result, Mitchell left the ED with the individual 
whom he had reported abusing. Additionally, there was no safety 
plan or offer of domestic abuse services.  

GWH 
(ED) 

Mitchell was brought to GWH by police after reporting suicidal 
thoughts, head banging, intoxication, and assault suspicions. 
MHLT was recommended for him. 
 
He reported that he was drinking excessively to regulate his 
emotions. The team observed signs of self-neglect; his mood was 
low, and he could not afford meals.  
 
He expressed his wish to end his life by suicide. Regarding his 
prior unsuccessful efforts, he indicated he had a concrete plan to 
jump off a bridge after leaving the hospital. He expressed feeling 
like a burden on his family. He was experiencing difficulties with 
his social situation, including housing and a recent relationship 
breakdown with their ex-girlfriend, who allegedly assaulted him 
yesterday and was abusive in the relationship. The recent loss of 
an uncle followed the loss of his grandfather. 

AWP 
(MHLT) 
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Mitchell was referred to the intensive team for a gatekeeping 
assessment due to their inability to discharge safely. Due to the 
risk of absconding and the ongoing intention to end his life, 
Mitchell received 1:1 support in the ED. 

17.10.22 Mitchell was assessed by SIS, who agreed to provide Mitchell with 
home treatment (intensive support at home to provide an 
alternative to hospital admission) and contacted the ADHD team 
to reinstate Mitchell’s medication. 
 
Mitchell revealed periodic binge drinking and described the 
stresses of living in a shared residence due to his diagnosis of 
ADHD and prior trauma. Due to his financial issues, he was forced 
to sell his phone to buy food. He indicated that he would like to 
return to work, but his unstable mental health prevented him 
from doing so. As Mitchell continued to have suicidal thoughts, 
SIS highlighted the risk of suicide. 
 
SIS agreed to write a letter that he could provide housing to 
support a move to an appropriate accommodation and to discuss 
with the specialist ADHD team regarding medication and a re-
referral.  
 
No additional enquiries regarding domestic abuse or the offer to 
provide Mitchell with food, such as a food bank or financial 
assistance, were documented.  

AWP 
(SIS) 

18.10.22 Abe informed SIS that Mitchell had not slept well, was 
experiencing pain, and could not attend the appointment. 
 
SIS sent an email request to the ADHD team to discuss medication 
for Mitchell.  
 
The record did not indicate Abe's reported risk to Mitchell. The 
author stated that additional discussions should have been held 
to ensure the team could communicate directly with Mitchell and 
that his voice was not conveyed through Abe.  

AWP 
(SIS) 

19.10.22 Mitchell attended SIS, where they explored the effects of alcohol 
and drugs on his mental health. Mitchell disclosed that he was a 
social drinker and had experimented with cannabis, but did not 
presently use it. He had used cocaine, which had a calming effect 
on him, but he said he no longer used it due to negative 
experiences. 
 
The disclosure of domestic abuse and the subsequent follow-up 
of the self-neglect concerns were not addressed.  

AWP 
(SIS) 
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21.10.22 SIS and the ADHD team manager held a discussion; the ADHD 
service agreed to assess Mitchell in a month and consider 
restarting medication, as it was acknowledged he had responded 
well to it.  

AWP SIS 
& ADHD) 

22.10.22 SIS had booked a taxi to take Mitchell to his appointment, but he 
and Abe did not answer calls. 

AWP 
(SIS) 

25.10.22 Visit to Mitchell’s home: Mitchell was not at home. SIS gave Abe 
an opt-in letter requesting that Mitchell make contact. 
 
Mitchell's family and friends emphasised that this was 
inappropriate, as Mitchell had reported that Abe was abusing 
him.  

AWP 
(SIS) 

29.10.22 Abe called an ambulance (999 call) because she was frightened 
that Mitchell was experiencing a seizure, as he had repeatedly hit 
his head against the wall. 
 
Mitchell was transported by ambulance to GWH. 

SWASFT 

Mitchell was brought to the hospital by ambulance after he was 
discovered hitting his head against a wall. According to the police, 
Mitchell had been out drinking, became stressed, and then began 
banging his head against the wall.  
 
There was speculation that he had suffered a seizure. 
 
He was discharged home and left with his girlfriend.  
 
To review Mitchell’s mental state, the author recommends that 
he be referred to MHLT. Furthermore, there was no domestic 
abuse enquiry. On 15.10.22, domestic abuse was reported. 
Nevertheless, GWH reported that neither the victim nor the 
perpetrator was identified, making the situation ambiguous.  

GWH 
(ED) 

31.10.22 Mitchell called SIS to report that he had been attempting to get in 
touch after receiving the opt-in letter. He was informed that he 
was discharged. Mitchell said he was experiencing mental health 
issues and lacked a phone. The SIS told him he could use his 
partner's phone. He expressed his disappointment; however, the 
discharge remained.  
 
SIS sent Mitchell’s GP a discharge summary. 
 
The author stated SIS had not considered the domestic abuse 
Mitchel had reported to AWP, and as a result, it was 
inappropriate to provide Abe with a letter and suggest that he 
use Abe’s phone to contact them. It is recommended that a 
mental health assessment be conducted during this contact.  

AWP 
(SIS) 
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12 days 
before 
Mitchell’
s death  

A 999 Call: Mitchell was intoxicated and unresponsive and was 
immediately transported to the ED Resuscitation room. 

SWASFT 

Mitchell was admitted to the ED owing to excessive intoxication. 
Alcohol intoxication was diagnosed in the context of depression 
and suicidal ideation. 
 
There was no documentation to report the referral or 
consideration of alcohol services. 
 
Mitchell reported feeling depressed and had suicidal thoughts, 
and drank to "Feel numb." He stated he was scheduled to see his 
GP but had no phone. 
 
According to the records, he was assessed by a mental health 
professional. 
 
According to the IMR author, there was no indication that ED was 
cited in the domestic situation.  

GWH 

Referral by ED: Mitchell attempted suicide by overdosing on 
Mirtazapine X14 and Quetiapine X70. 
 
Mitchell indicated that Brianna was attending to her late father’s 
affairs abroad, that his brother lived abroad, that he had an 
estranged relationship with his sister, and that he did not have a 
good relationship with his stepfather. He indicated that his 
mental health prevented him from maintaining employment, that 
he was not entitled to a personal independence allowance as he 
did not meet the criteria and that he had been abusing alcohol. 
He was referred to the SIS. 
 
MHLT documented that Mitchel should continue to engage with 
Turning Point (Alcohol and Drug Service). The panel confirmed 
Mitchell was receiving support from Turning Point. MHLT further 
documented that Mitchell's GP was required to review him. They 
indicated that Mitchell was receiving psychological care (although 
the panel did not receive any confirmation that he was receiving 
psychological interventions).  
 
MHLT discussed Samaritans with Mitchell. However, he reported 
having had a negative experience with them. He was advised to 
contact SIS if his mental health deteriorated, and his GP was 
instructed to contact the local Primary Care Liaison service if 
necessary.  
 

AWP 
(MHLT) 
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The following factors that may increase the risk of self-harm or 
suicide were identified by the IMR author: An accidental suicide 
may be the consequence of Mitchell’s unpredictable behaviour, 
alcohol misuse, being a male and lack of a consistent job.  
 
Furthermore, the author observed that Mitchell's support 
network was absent at this time, and MHLT did not discuss 
domestic abuse.  
 
It is unclear why they were unaware that he was not receiving the 
psychology service, as it is under the AWP. Furthermore, it would 
be more appropriate for mental health services to evaluate his 
mental state and provide referrals to mental health services 
rather than the general practitioner.  

11 days 
before 
Mitchell’
s death  

SIS contacted Mitchell, but he did not respond.  
 
SIS contacted Abe, and Mitchell acknowledged that this was the 
best number to reach him. 

AWP 
(SIS) 

9 days 
before 
Mitchell’
s death   

Mitchell and Brianna met with SIS, and Mitchell explained that he 
had stopped engaging with SIS because he found it upsetting to 
examine his triggers. 
 
When he received the opt-in letter, he reported that he had had a 
rough day and would have benefited from SIS support. He 
asserted that he did not overdose and believed that his drink was 
spiked.  
 
He wished to resume taking his ADHD medication. Brianna stated 
she would gladly administer Mitchell’s prescription to lessen the 
possibility of an overdose.  
 
Mitchell highlighted housing as an issue that affected all facets of 
his life. He was given a letter to support his housing application. 
 
He was advised to seek support from Citizens' Advice on his 
benefits.  
 
Due to his ADHD, which rendered him unable to concentrate for 
extended periods, he sought a written summary of the session. 
 
Brianna disclosed to SIS that she had given Mitchell thousands of 
pounds over the past few years in response to his demands. She 
reported that he threatened suicide if she did not pay him money. 
She had to re-mortgage her home and was trying to care for him, 

AWP 
(SIS) 
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considering herself his carer. She was given a carer's leaflet and 
invited to join the SIS carers' support group. 
 
The author suggests that Brianna should have been offered a 
carer's assessment (Section 10: Care Act 2014) and should have 
been provided with support in caring for Mitchell, particularly 
when he threatened suicide if she did not give him money.  

7 days 
before 
Mitchell’
s death  

Brianna called to express concern for Mitchell’s safety and to 
report that he was experiencing a "meltdown" because she 
refused to give him additional money. According to Brianna, 
Mitchell had emotionally abused her and had taken out loans and 
remortgaged her home. 
 
The author proposed that safeguarding should have been 
considered for Brianna, who stated that Mitchell had emotionally 
abused her.  

AWP 

During an unannounced visit, Mitchell disclosed that he had 
purchased a plane ticket to visit his aunt in another part of the 
UK. Mitchell mentioned that his friend was waiting for him in a 
car park, and he needed a prescription. He believed it would be 
beneficial to leave Swindon. He agreed to contact the team when 
he returned. 
 
Mitchell was given medication for seven days, which he indicated 
he would give to his aunt upon his arrival. 

AWP 
(SIS) 

According to Mitchell's family and friends, he had informed AWP 
that he was travelling independently. AWP had advised Mitchell 
to take a break from Abe. Nevertheless, Abe had accompanied 
Mitchell to visit his aunt, unbeknownst to AWP.  

Mitchell’
s Family 
and 
Friends 

6 days 
before 
Mitchell’
s death 

SIS had arranged a taxi to collect Mitchell, but when the team 
called him, he informed them he was still out of the country. 
 
SIS called Mitchell to confirm that he had handed his prescription 
to his aunt, who confirmed that he had.  
 
According to the documentation, he sounded upbeat and 
engaged well. 
 
The author proposed that the team should have asked to speak to 
Mitchell's aunt to confirm the medication arrangement.  

AWP 
(SIS) 

1 day 
before 
Mitchell 
died 

Mitchell called SIS to let them know he was boarding the airline 
and to request an appointment. According to AWP records, he 
was optimistic; however, he had not taken his prescription and 
indicated he would explain this during tomorrow's visit. He was 
informed that the visit would occur at 5 p.m. 

AWP 
(SIS) 
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The day 
Mitchell 
died. 

The police were notified that Abe had received a call from 
Mitchell's cousin's girlfriend to report that he had overdosed, and 
she was unaware of his whereabouts. He was classified as a high-
risk missing person by the police.  

AWP 
Mental 
Health 
Control 
Room) 

Abe reported she sent him a message saying she loved him, which 
she noted he had read, but he never responded. 

AWP 
(SIS) 

  
 
3.1 Analysis of Agency Involvement  

 
3.1.1 This section explores the agencies' involvement with Mitchell.  
 

Mitchell had contact with the following Agencies:  
 

1. Avon and Wiltshire Mental Health Partnership NHS Trust  
2. GP – Mitchell 
3. GP – Abe  
4. Great Western Hospital NHS Trust 
5. Nelson Trust – Abe  
6. Wiltshire Police 

 
Avon and Wiltshire Mental Health Partnership NHS Trust  
 
3.1.2 Mitchell’s initial contact with AWP was in September 2015, after an assessment 

conducted by the MHLT based at GWH. 
 

3.1.3 In February 2018, Mitchell received a diagnosis of ADHD following an assessment 
conducted by the Specialised ADHD Service at AWP. 
 

3.1.4 Mitchell was provided medication by the ADHD service to treat his ADHD diagnosis; 
however, the prescription was discontinued in April 2020 and June 2021 due to his 
overdoses of the prescribed medications. 
 

3.1.5 Mitchell had taken an overdose of his ADHD medication in May 2021; he did not 
attend two appointments for an ADHD review in February 2022. He received a 
telephone review from the ADHD team in March 2022. At this review, he requested 
reinstatement of medication and was offered a follow-up consultation; the service 
discovered that he had overdosed before this appointment. As a result, Mitchell was 
discharged from the ADHD service in June 2022. 
 

3.1.6 Mitchell was written to by the ADHD service, which provided an overview of the 
potential risks associated with ADHD medication overdoses, suggested alternative 
support systems such as his GP and mental health services, and advised that a period 
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of stability without overdose would be required before a re-referral for the 
resumption of ADHD medication. 
 

3.1.7 The author would recommend that the ADHD service refer Mitchell to the mental 
health service, as it is within their Trust and would be more logical than the GP doing 
so.  
 

3.1.8 The MHLT at AWP assessed Mitchell following six overdoses between 2015 and 
2022; his most recent overdose occurred in November 2022.  
 

3.1.9 AWP considered the legislative framework specification of the Mental Health Act for 
the least restrictive treatment alternatives for individuals with mental illness. On 19 
October 2022, this was used, with Mitchell’s consent, to refer to the SIS team in 
place of hospitalisation. Crisis, contingency and relapse planning were incorporated 
into his SIS care. This planning process involved identifying triggers and engaging in 
actions that would decrease the probability of future episodes of suicidal ideation 
and self-harming behaviours. 
 

3.1.10 The implementation of safety planning is endorsed by the National Institute for 
Health and Care Excellence (NICE) as a recommended approach to managing suicide. 
Furthermore, recent findings published in the British Journal of Psychiatry indicate 
that safety planning may effectively mitigate the risk of suicidal ideation by 43% 
among patients who have undergone this intervention. 
 

3.1.11 Mitchell did not attend the follow-up appointment. NICE recommends: “People aged 
fourteen and over with severe mental illness and substance misuse are contacted if 
they miss any appointment, rather than being automatically discharged from the 
service. The service should work with them to arrange appointments at suitable 
times and places to help them avoid missing appointments in the future.” 
 

3.1.12 According to research, issues of utility may cause disengagement (people feel the 
treatment is ineffective), attitude (people feel mistrustful or coerced), or practical 
considerations (treatment may be challenging to access or complex to schedule). 
Engagement occurs in the context of an individual's unique personality, social and 
life circumstances, and symptom burden; there is no universal approach. 
Consequently, the care plan should be customised to the individual to incorporate 
engagement.  
 

3.1.13 NHS England placed significant importance on reducing the frequency of missed 
outpatient appointments. They highlighted the significance of identifying the 
underlying causes of absenteeism so that appropriate support systems, such as text 
reminders, can be implemented and attendance rates reduced. 
 

3.1.14 The following attempts to engage Mitchell were made:  
 

https://www.nice.org.uk/guidance/ng225
https://www.nice.org.uk/guidance/ng225
https://www.researchgate.net/publication/351866705_Safety_planning-type_interventions_for_suicide_prevention_Meta-analysis
https://www.nice.org.uk/guidance/qs188/chapter/quality-statement-4-follow-up-after-any-missed-appointment#:~:text=People%20aged%2014%20and%20over%20with%20severe%20mental%20illness%20and,missing%20appointments%20in%20the%20future.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4780300/
https://www.england.nhs.uk/long-read/reducing-did-not-attends-dnas-in-outpatient-services/
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• First appointment 01/02/22 – Did not attend – offer for further appointment 
given 

• Second appointment 18/02/2022 Did not attend- emailed later to advise, could 
not find the link 

• Third appointment    01/03/2022 – contacted to advise starting a new job – 
rearranged 

• Fourth appointment 10/03/2022 – Assessment attended 
 

3.1.15 During October 2022, following a presentation of suicidal ideation and head banging, 
Mitchell disclosed a recent breakdown with his girlfriend, whom he characterised as 
"abusive". Furthermore, the day before, he reported having been assaulted. The 
Trust did not explore this further with Mitchell, contrary to their procedure, whereby 
a DASH should have been completed, signposted, or referred to domestic abuse 
services for men.  
 

3.1.16 The ManKind Initiative asserts that a lack of professional curiosity can result from 
the public and professional community's failure to recognise and comprehend male 
victims, thus erecting further obstacles. The University of Cumbria conducted a study 
in 2021 in which it examined twenty-two domestic homicide reviews in which male 
victims were involved. According to the study, opportunities were missed due to 
outmoded assumptions that men could not be victims. 
 

3.1.17 According to the Centre for Social Justice, domestic abuse is commonly depicted as a 
crime that is gendered, with men committing the abuse against women. The hostile 
and suspicious reception that men face when they disclose domestic abuse to the 
police effectively silences them. In addition, they found that support services 
frequently neglect situations involving female abusers and fail to identify the abuse 
of men. 
 

3.1.18 Despite Mitchell’s disclosure, this was not considered throughout his engagement 
with AWP. An SIS worker advised Mitchell to use his partner's phone to contact 
services because his phone was not functioning, and an opt-in letter was provided to 
Mitchell’s girlfriend, further emphasising that they had not considered his disclosure 
of domestic abuse perpetrated by his girlfriend. 
 

3.1.19 In November 2022, Mitchell was readmitted to SIS; Mitchell’s prior engagement was 
considered, and this episode was regarded as a continuation of treatment rather 
than an isolated incident. However, this did not include either consideration of the 
disclosure of domestic abuse or an enquiry into domestic abuse. 
 

3.1.20 Professionals and service users recognise continuity of care as a critical component 
of high-quality health care. Nonetheless, the extent to which this is defined depends 
on the accessibility of information and the rapport between the healthcare 
practitioner and the service user (NHS England). In this case, the information was 
shared with all the healthcare practitioners who met with Mitchell. Nevertheless, the 

https://mankind.org.uk/
https://connect.springerpub.com/content/sgrpa/12/4/384
https://www.centreforsocialjustice.org.uk/newsroom/why-are-men-often-overlooked-as-victims-of-domestic-abuse
https://www.england.nhs.uk/long-read/inclusive-digital-healthcare-a-framework-for-nhs-action-on-digital-inclusion/
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review uncovered deficiencies. MHLT had indicated that Mitchell was working with 
Turning Point and Psychology, but this was not the case. Additionally, the disclosure 
of domestic abuse was not addressed.  
 

3.1.21 The Royal College of Psychiatrists reported that reduced continuity of care is related 
to poorer clinical outcomes, and greater therapeutic relationships are predictive of 
better outcomes for a variety of mental health problems. Therefore, it was positive 
that Mitchell’s re-referral was viewed as ongoing rather than a new referral in 
isolation.  
 

3.1.22 The SIS team does not assign individual practitioners to service users. It is an 
emergency assessment and intervention service designed to assist those undergoing 
a mental health crisis. Therefore, establishing a therapeutic relationship with a single 
practitioner would be difficult.  
 

3.1.23 Brianna had discussed her engagement with services with the Trust, and while AWP 
had encouraged engagement, Brianna was unaware that she could offer information 
beyond SIS appointments. 
 

3.1.24 Families are vital in the treatment of mental illness. Families may be required to 
provide care for service users with poor mental health. Family participation in 
individuals with poor mental health may improve service user outcomes, including 
reduced medication and treatment plan adherence, longer intervals between 
relapses, fewer hospital admissions, and shorter inpatient stays (Family 
Engagement). 
 

3.1.25 The Royal College of Psychiatrists highlighted the need to include families in risk 
assessment and soliciting their viewpoints. Additionally, the family must be 
permitted to discuss and appreciate the potential threats their loved one's condition 
may pose to themselves or others. 
 

3.1.26 Brianna was provided with information and invited to participate in a carer support 
group. However, under Section 10 of the Care Act 2014, anyone over eighteen who 
provides care for a disabled, old, or ill adult is entitled to a carer's assessment. The 
assessment should assess the carers' mental and physical health, capacity, 
willingness to provide care, and interpersonal relationships. Brianna was not 
referred to a carer’s assessment.  
 

3.1.27 Brianna revealed that Mitchell had asked for money from her, forcing her to re-
mortgage the property. When she refused to give him money in the past, Mitchell 
threatened to end his life. The team did not discuss this with Brianna or review her 
care, support needs, and potential safeguarding concerns.  
 

3.1.28 The Care Act 2014 specifies the duty to raise safeguarding concerns; the Trust 
safeguarding team was not approached for advice/support.  
 

https://www.rcpsych.ac.uk/docs/default-source/members/faculties/general-adult-psychiatry/general-adult-faculty-report---models-of-care.pdf?sfvrsn=66edf9_4#:~:text=Different%20aspects%20of%20continuity%20have,various%20common%20mental%20health%20conditions.
https://pmc.ncbi.nlm.nih.gov/articles/PMC8801858/
https://pmc.ncbi.nlm.nih.gov/articles/PMC8801858/
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-policy/college-reports/college-report-cr201.pdf?sfvrsn=2b83d227_2
https://www.legislation.gov.uk/ukpga/2014/23/section/10/notes#:~:text=Section%2010%20%E2%80%93%20Assessment%20of%20a%20carer's%20needs%20for%20support&text=This%20section%20creates%20a%20single,time%2C%20or%20in%20the%20future.
https://www.legislation.gov.uk/ukpga/2014/23/part/1/crossheading/safeguarding-adults-at-risk-of-abuse-or-neglect/enacted
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3.1.29 Brianna highlighted in Mitchell’s care notes that Abe was identified as his next of kin 
four days after she assaulted Mitchell. In addition, she attended an appointment 
with him.  
 

3.1.30 AWP responded to Brianna and stated that on 20 April 2020, following assessment 
by the MHLT at GWH, Mitchell reported the next of kin as Brianna, with the 
telephone number provided. When Mitchell next presented to the ED and was seen 
by the MHLT on 1 June 2021, it was noted that he had contacted his family but did 
not want them visiting, as they would worry; he signed a consent form to share 
information, but only with the ADHD service. 
 

3.1.31 When Mitchell presented to the ED in October 2022, following an assessment by the 
MHLT on 15 October 2022, Mitchell consented to share information with X, noted as 
a cousin on the records (Brianna clarified that it was not his cousin; it was his friend). 
But no phone number was given.  
 

3.1.32 Following this attendance in the ED, Mitchell was followed up by SIS. When he met 
with them on 17 October 2022, the records noted that Abe (partner) was present for 
the second half of the appointment. Mitchell was seen again by SIS on 19 October 
2022; Abe was present at this appointment. A consent-to-share form was completed 
at this appointment, and Mitchell consented to share information with Brianna, Abe, 
and his cousin. 
 

3.1.33 Brianna emphasised that the consent to share information with Abe was 
inappropriate as Mitchell had disclosed she had abused him. The author agreed that 
this allowed Abe to exert more control over Mitchell.  
 

3.1.34 When Mitchell was seen in GWH by the MHLT twelve days before Mitchell died, on 
the consent to share form, he only gave consent for information to be shared with 
Abe. 
 

3.1.35 On review of the notes, there is an entry nine days before Mitchell died stating that 
Brianna is his carer and that all appointments are to be made through Brianna. 
Brainna’s number was recorded. 
 

3.1.36 It is anticipated that the presence of alleged abusers at appointments will restrict the 
individual's ability to communicate freely and may also indicate controlling and 
coercive behaviour from the alleged abuser.  
 

3.1.37 The Trust made five recommendations.  
 
GP - Mitchell 

 
3.1.38 The GP practice supported Mitchell with the following: mental health, seizures, 

stomach issues, minor injuries, and medicine prescriptions. 
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3.1.39 Mitchell did not routinely attend his scheduled sessions; the practice called him, left 
messages, and sent him letters to assist with his engagement. This is consistent with 
NHS England's instruction (as above) to decrease non-attendances. 
 

3.1.40 Upon reviewing the discharge report, the author of the IMR observed that support in 
the form of a home visit might have been recommended. The author also noted that 
Mitchell had been hospitalised after an intentional overdose.  
 

3.1.41 The IMR author also remarked that professional curiosity was not used during 
Mitchell’s appointments to understand his well-being and relationship with his 
partner and refer him to appropriate resources. 
 

3.1.42 Mitchell frequently reported to the GP that he could not recollect the circumstances 
behind the minor injuries, and he did not disclose domestic abuse. Notwithstanding 
this, GWH notified the GP practice that Mitchell had disclosed domestic abuse. No 
further action was taken with this information. The GP uses ‘codes’ on their clinical 
recording system. However, this was not entered for Mitchell.  
 

3.1.43 Safe Lives has issued guidance to assist GPs in addressing domestic abuse. The 
guidance emphasises the importance of understanding local domestic abuse 
services, establishing access routes to these resources, and providing staff training. 
 

3.1.44 As stated by the General Medical Council (GMC), patients should be provided with 
information to aid in decision-making, such as establishing communication with 
support agencies that support individuals enduring domestic abuse. 
 

3.1.45 Additionally, the GMC states:  
 
“But in very exceptional circumstances, you may be able to justify disclosing 
information without consent, where: 
It is necessary to prevent a serious crime such as murder, manslaughter or serious 
assault 
There is clear evidence of an imminent risk of serious harm to the individual and no 
alternative (and less intrusive) methods of preventing that harm.” 
 

3.1.46 To combat domestic abuse, the House of Commons issued twenty-three 
recommendations, many of which were particular to NHS practices. Two such 
recommendations are as follows: 
 
1. All NHS staff should have and apply a clear understanding of the risk factors for 

violence and abuse and the consequences for the health and well-being of 
violence and abuse when interacting with patients… 

2. Every NHS organisation should have a single designated person to advise on 
appropriate services, care pathways and referrals for all victims of violence and 
abuse, providing urgent advice in cases of immediate and significant risk. 

 

https://safelives.org.uk/sites/default/files/resources/SafeLives%27%20GP%20guidance.pdf
https://www.gmc-uk.org/professional-standards/professional-standards-for-doctors/confidentiality/disclosures-for-the-protection-of-patients-and-others#:~:text=You%20should%20do%20your%20best,people%20who%20experience%20domestic%20violence.&text=Adults%20who%20initially%20refuse%20offers,change%20their%20decision%20over%20time.
https://www.gmc-uk.org/professional-standards/ethical-hub/adult-safeguarding#:~:text=Disclosing%20information%20about%20adults%20at%20risk%20of%20harm&text=In%20England%2C%20certain%20persons%20or,board%20to%20perform%20its%20functions.
https://www.gmc-uk.org/professional-standards/ethical-hub/adult-safeguarding#:~:text=Disclosing%20information%20about%20adults%20at%20risk%20of%20harm&text=In%20England%2C%20certain%20persons%20or,board%20to%20perform%20its%20functions.
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3.1.47 The Royal College of Nursing (RCN) also offered recommendations in this domain:  
 
“Make every contact count; health services can be the first, and only, point of contact 
for victims. GPs, in particular, are trusted professionals, trained to listen actively to 
patient stories and pick up on hidden cues.” 
 

3.1.48 Save Lives, GMC, RCN and House of Commons recommendations apply equally to 
male victims of domestic abuse or wider harms.  

GP Practice – Abe 
 
3.1.49 Only those aspects that are relevant to the review are addressed. 

 
3.1.50 According to a safeguarding alert issued by SWASFT, Mitchell had assaulted Abe. The 

practice wrote to Abe, offering her an appointment. However, Abe reported that she 
was staying with Mitchell. 
 

3.1.51 Abe moved to another practice, and the information above was not disclosed to the 
new practice.  
 

3.1.52 Safe Lives issued guidance and the UK Caldicott Guardian Council, highlighting the 
importance of information sharing to minimise the risk of further domestic abuse. 
 

3.1.53 A segment of DHR Statutory Guidance is devoted to safe and effective information 
sharing. It emphasises the need for agencies to know potential risks to facilitate their 
work with victims/survivors and perpetrators. 

 
Great Western Hospital NHS Foundation Trust  

 
3.1.54 During the period under review, Mitchell visited the hospital on eleven separate 

occasions. Ten of these were attendances in the ED, and one was a referral to 
neurology, where Mitchell was discharged from the clinic with no concerns identified 
with the fainting episodes. 
 

3.1.55 Aside from the above, the following nine attendances were for the following:  
 

• One explained a back injury. 

• Four involved head injuries in the context of self-harm and alcohol consumption. 

• Four involved self-harm with medication. 

• The police brought in Mitchell on two occasions; he had self-harmed by striking 
his head against a wall and verbally expressed suicidal thoughts. 

• One for excessive alcohol use on a background of suicidal ideation. 
 

3.1.56 Mitchell met the referral criteria for a High-Intensity User (HIU) after the last 
presentation, three attendances in three months or five in a year. This prompted a 

https://safelives.org.uk/sites/default/files/resources/A%20Practitioner%27s%20Guide%20to%20GDPR%20-%20England%20%26%20Wales%20version.pdf
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review for support and management to formalise an agreed-upon safety 
management plan.  
 

3.1.57 Mitchell was assessed by the HIU specialist nurse, who also extended an option for 
an alcohol liaison referral. However, he declined the referral due to the consent 
requirement, so no referral was made. He stated that alcohol consumption was not 
an issue and that he engaged in binge drinking rather than daily drinking.  
 

3.1.58 The author of the IMR observed that Mitchell did not receive a domestic abuse score 
during triage; had he been, he would have been assigned a red triage status, which 
would have elevated the priority for him to obtain an HIU plan. His GP was informed 
of his inclusion on the HIU plan, and a review was arranged; this was cancelled due 
to Mitchell’s death. 
 

3.1.59 On 15 October 2022, Mitchell was brought by police to the ED. A Registered Mental 
Health Nurse was assigned to observe him to ensure his safety, and the ED referred 
him to the MHLT. 
 

3.1.60 The MHLT recorded the following in the clinical notes: ‘Recent bereavement and 
ended the four-year relationship last night, currently in crisis. Cannot return to the 
shared house where ex lives (Domestic Violence*).’ 
 

3.1.61 Mitchell was discharged from the ED, accompanied by his girlfriend. The entry did 
not indicate whether Mitchell was the victim or the perpetrator, and it was unclear 
whether ED staff had seen the entry before discharge. 
 

3.1.62 Having disclosed domestic abuse at the hands of his abusive girlfriend and then 
being discharged and leaving with her raises a question of how this made Mitchell 
feel and whether it made him safe. There is no evidence of whether he was offered 
the opportunity to contact the police and/or domestic abuse services. It also raises 
the question of whether the ED would have given the same response if the genders 
had been reversed.  
 

3.1.63 According to the Mankind Initiative, most males do not recognise they are victims 
until they have lost control of their lives and become socially isolated. 
 

3.1.64 Eight of Mitchell’s presentations to the ED were for self-harm; self-harm may be a 
result of relieving stress or a coping strategy (Coping Style and Intentional Self-
Harm).  
 

3.1.65 An article examining intimate partner abuse, self-harm, and suicidality was published 
in The Lancet, which reported that the male rate is 50% of the female rate. It may 
well be that, given that far more men take their own lives than women, the actual 
volumes of female and male suicides due to intimate partner violence could be the 
same. There is more research needed on male victims. 
 

https://mankind.org.uk/help-for-victims/types-of-domestic-abuse/#:~:text=Most%20men%20do%20not%20believe,and%20your%20are%20not%20alone.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6198609/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6198609/
https://www.thelancet.com/journals/lanpsy/article/PIIS2215-0366(22)00151-1/fulltext
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3.1.66 Domestic abuse was not discussed throughout any of Mitchell’s presentations 
regarding suicidal ideation and self-harm at ED, and it may be considered that the 
vagueness of the recording was because he was male. 
 

3.1.67 The author of the IMR emphasised the MHLT notes' vagueness and speculated that 
this may have impacted their staff in not enquiring about domestic abuse. 
 

3.1.68 Literature on male victims reveals that men's reluctance to come forward is 
influenced in part by the fear of being disbelieved. Unfortunately, the literature is 
accurate since Mitchell reported this to the MHLT while at GWH and was discharged 
in the company of his girlfriend. On his subsequent presentations to the ED, no 
additional enquiries were made. 
 

3.1.69 GWH made two recommendations.  
 
Nelson Trust  

 
3.1.70 Only those aspects that are relevant are covered in the review. 

 
3.1.71 Abe participated in six Nelson Trust sessions. She expressed concern during these 

sessions about Mitchell, whom she claimed to have a gambling addiction; she was 
also concerned that he would be unfaithful to her because he was associating with a 
female friend. 
 

3.1.72 The Nelson Trust made three recommendations.  
 
Wiltshire Police 

 
3.1.73 Mitchell had prior contacts with the police before the review period, both as a victim 

and as a witness. None of these interactions was related to domestic abuse. 
 

3.1.74 In November 2018, the police knew that Mitchell was in a relationship with Abe. 
They lived in separate rooms within a multi-occupancy house in Swindon, albeit at 
the same address. 
 

3.1.75 The records indicate that Mitchell had a history of self-harm and suicidal ideation, 
financial issues, and was a gambler. 
 

3.1.76 Thirteen incidents of domestic abuse between Mitchell and Abe were documented 
by the police during the review period, with both individuals being identified as the 
victims and perpetrators. 
 

3.1.77 Abe initially reported a domestic dispute between the couple to the police in 
November 2018 when she complained about Mitchell obtaining a loan in her name. 
Police were subsequently informed that the money had been refunded and that she 
had decided against progressing a case.  
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3.1.78 A third party reported that a couple had been arguing in July of 2019. In October 

2019, an ambulance contacted the police in response to a report of a female victim 
who had sustained injuries in a domestic dispute. Abe reported to the police that an 
altercation had occurred, during which both parties were at their worst. She further 
disclosed that she had suffered a cut while cleaning the mess. 
 

3.1.79 From December 2019 to March 2020, the couple was the subject of five reports of 
domestic incidents, the majority of which involved verbal disputes. Abe, who had 
struck and kicked Mitchell, was arrested, questioned, and given an unconditional 
caution. According to the panel, five incidents during twelve months should have 
justified a referral to MARAC. 
 

3.1.80 MARAC is a meeting that facilitates the exchange of information regarding the most 
severe domestic abuse cases. Representatives from the statutory or voluntary 
sectors, including police, health, child protection, housing, probation, and 
independent domestic violence advisors, attend these meetings (Safe Lives).  
 

3.1.81 The MARAC would have allowed Mitchell to engage with a specialist domestic abuse 
service, and for all agencies to share the information they possessed to ensure an 
appropriate safety plan.  
 

3.1.82 Ongoing calls to the police regarding domestic incidents involving the couple 
contained allegations of assault (e.g., pushing and hitting). However, upon the arrival 
of the police, neither assault nor any mention of assault was present, and the couple 
claimed they had merely engaged in an argument. The officers did not observe any 
injuries on either occasion.  
 

3.1.83 Brianna filed a missing person’s report in April 2020, detailing the receipt of text 
messages from Mitchell, which included suicide ideation and expressions of wanting 
to be relieved of the burden he had become. After determining that Mitchell was a 
high-risk missing person, officers initiated a search for him. Following Mitchell’s 
return to his home after overdosing on his ADHD medication, an ambulance 
transported him to GWH.  
 

3.1.84 Abe contacted the police in October 2021 to say that Mitchell had assaulted her 
twice between September and October 2021. After obtaining images of the injuries, 
Mitchell was arrested. Mitchell refuted the assault, attributing it to self-defence. No 
further action was taken. 
 

3.1.85 The author believed that Mitchell's report of self-defence should have been further 
investigated to determine whether he was a victim of domestic abuse.  
 

3.1.86 Attending officers prepared and submitted PPNs to the police MASH in response to 
domestic abuse incidents. The officers on the scene had concluded the safeguarding 
process. The outcome did not support a referral to domestic abuse services without 

https://safelives.org.uk/about-domestic-abuse/domestic-abuse-response-in-the-uk/what-is-a-marac/


 Information Classification: CONFIDENTIAL  

 
 

 

 

Page 45 of 67 
Home Office Approved 

consent; such a referral would be possible only if the individual had received a high-
risk rating.  
 

3.1.87 Mitchell reported being assaulted by Abe to Thames Valley Police in Reading in 
November 2021; Abe was arrested, but no further action was taken. 
 

3.1.88 Thames Valley Police confirmed the outcome of this contact: ‘Police were called to a 
Hotel in Reading following a call for service from Mitchell concerning a domestic 
incident. On arrival, Mitchell and Abe greeted the officers. Mitchell reported being 
bitten by Abe on the arm, which left a mark; he pinned her down to prevent further 
assault, and he was punched in the face when he released her, causing a bloody 
nose.  
 

3.1.89 Abe advised officers that Mitchell started shouting at her following a text message 
she had received; Mitchell had pinned her down on the floor and put his hands 
around her neck, and Abe had punched Mitchell in the face to get him off. Officers 
noted reddening on Abe's cheeks and arms, but no marks on her neck. Abe was 
arrested and advised not to contact Mitchell; no further action was taken later. 
Mitchell did not make a statement of complaint or answer the DASH on the night of 
the incident, nor did he do so later, when officers approached him while Abe was on 
bail. 
 

3.1.90 Abe reported her concern for Mitchell to the police in April 2022 after an argument. 
Mitchell declared his need for personal space and left the area; Abe attempted to 
communicate with him but received no response. Officers discovered Mitchell at a 
friend’s home. He stated he only required some space and denied any dispute. A 
PPN, including a DASH-standard risk assessment, was submitted to the police MASH 
and not further disseminated; no offences were discovered.  
 

3.1.91 Mitchell contacted the police in July 2022 and reported that Abe had verbally abused 
him. Mitchell informed the police of the situation. A dispute arose around the use of 
a communal mobile phone. Upon completing initial safeguarding measures, no 
offences were detected; Abe returned to her family, while Mitchell spent the night 
with friends. PPN, including standard risk DASH, was submitted to the police MASH 
without further dissemination. 
 

3.1.92 In October 2022, officers on patrol were flagged down by Mitchell, who was 
reportedly experiencing a mental health crisis. Mitchell had suffered head injuries 
because of banging his head against a wall.  
 

3.1.93 He was transported to GWH after being intoxicated. Mitchell disclosed that his 
partner, Abe, had assaulted him, resulting in a minor scratch on his neck. Details 
were not obtainable from Mitchell at that moment owing to his level of intoxication 
and the necessity of medical attention. When Mitchell responded to the officer's 
repeated attempts to communicate, he clarified that he had no complaints and had 
initially misled the police.  
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3.1.94 According to Mitchell, Abe's attempt to dissuade him from using drugs caused him to 

sustain a scratch on the neck. Mitchell expressed his decision not to file a police 
report. There was no evidence to suggest he was in an abusive relationship, and he 
and Abe were concurrently seeking support for their mental health concerns. An 
investigation was conducted, and officers attempted to engage with Mitchell. 
However, Mitchell declined to file a complaint and did not endorse a prosecution. 
Consequently, the case was closed without further action.  
 

3.1.95 The officer advised Mitchell on safeguarding and furnished him with a directory of 
domestic abuse services he might contact. The directory contained male domestic 
abuse services. A standard operating procedure was placed on the home address to 
increase the awareness of responding officers regarding the history of domestic 
abuse. The police MASH was provided with a PPN.  
 

3.1.96 It is Force Policy that all PPNs have an automatic workflow into the MASH, where a 
Police decision-maker then reviews them to determine if they should be shared with 
wider partners. Any PPN that mentions children being present/involved is forwarded 
to children’s services once checks have been made to confirm if the child is open to 
children’s services. The information has been graded to determine the child's risk 
level. For PPNs involving adults, the MASH Police colleagues do not have access to 
the local authorities’ adult systems to check if a person is open to adult social 
services. Routine checks with adult social services colleagues would only be carried 
out where the adult has been highlighted as vulnerable within the PPN. Depending 
on the results of these checks, a decision will be made on whether the PPN needs to 
share information with other partner agencies to support the adult further. 
 

3.1.97 Officers conducted DASH risk assessments using a grading system to categorise risks 
as standard, medium, or high. As per force policy, the attending officer must finalise 
safeguarding measures with the victim in standard to medium-risk situations. A high-
risk situation will be automatically sent to the MARAC. 
 

3.1.98 Previously, the details of safeguarding measures used by officers were not always 
clearly recorded. However, a safeguarding checklist was developed in August 2022 
and integrated into police processes to document safeguarding activities and ensure 
no safeguarding measures were overlooked. This was completed in October 2022 
concerning the domestic abuse incident. 
 

3.1.99 Mitchell and Abe's alleged status as both victims and perpetrators of domestic abuse 
suggests that bidirectional abuse may have marked the relationships. 
 

3.1.100 Elizabeth Bates characterised bidirectional abuse as:  
 
‘Bidirectional or mutual abuse can be prevalent and unrelenting in big and small 
matters. It suggests that both partners can display aggressive behaviours during a 

http://elizabethbates.co.uk/uncategorized/why-we-need-to-investigate-experiences-of-bidirectional-intimate-partner-abuse/
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conflict. However, this may not be the case with each conflict episode and may not be 
symmetrical.’ 
 

3.1.101 According to research in bidirectional abuse, men were less frequently 
categorised as "victims" and women as "perpetrators." The study also found that 
men were less likely to be advised to “contact the police" in situations involving 
bidirectional abuse. 
 

3.1.102 Among all other types of crime, victims of domestic abuse are most likely to 
experience a recurrence of the abuse. Repeat victims must be identified by the 
police immediately. Therefore, the officer's ability to recognise patterns of abuse will 
be enhanced. This is especially crucial when a single incident does not appear 
significant, but earlier incidents demonstrate a pattern of behaviour (Police 
Response to Domestic Abuse). 
 

3.1.103 This implies that perceiving the incidents as a recurring pattern of abuse 
would prompt a more robust response towards Mitchell and Abe, requiring a multi-
agency consultation that may include consultations with domestic abuse services to 
gain a more comprehensive understanding of the relationship dynamic. 
 

3.1.104 Wiltshire Police made one recommendation. 
 

3.2 Analysis of Terms of Reference  
 
3.2.1 This section analyses the Terms of Reference (TOR) and draws together the key 

findings arising from agency involvement. It should be read alongside section 3.1, 
which sets out the detailed agency chronology and analysis. 

 
TOR 1: Identify good practice where responses may have surpassed required standards 

 
3.2.2 The review identified examples of positive practice across agencies. AWP involved 

Brianna in aspects of Mitchell’s care and invited her to attend a carers group. She 
was also provided with information about Swindon Carers. 
 

3.2.3 The SIS team demonstrated structured consideration of Mitchell’s mental health 
presentation, including the use of mental health legislation to support decision-
making and the development of crisis, contingency, and relapse planning in response 
to suicidal ideation. 
 

3.2.4 The decision to treat Mitchell’s later presentation as a continuation of care, rather 
than a separate and isolated episode, reflected good practice and supported 
continuity of care. 
 

3.2.5 GWH appropriately identified Mitchell as meeting the criteria for High Intensity User 
support, and the referral to the HIU service was appropriate. 
 

https://journals.sagepub.com/doi/10.1177/0886260520917508
https://assets-hmicfrs.justiceinspectorates.gov.uk/uploads/the-police-response-to-domestic-abuse-an-update-report.pdf
https://assets-hmicfrs.justiceinspectorates.gov.uk/uploads/the-police-response-to-domestic-abuse-an-update-report.pdf
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3.2.6 Police officers responded promptly to domestic abuse incidents and completed 
safeguarding procedures, including DASH risk assessments and PPNs. Mitchell was 
also provided with information about domestic abuse services, including services for 
male victims. 
 

TOR 2: Were Mitchell’s service responses affected by the COVID-19 pandemic?  
 

3.2.7 Agencies did not identify direct operational concerns arising from COVID-19. 
However, the wider context of the pandemic is relevant to Mitchell’s circumstances 
and engagement with services. 
 

3.2.8 During the pandemic, many services moved to remote delivery. The GP IMR author 
noted that this may have affected Mitchell’s ability to engage and may have reduced 
opportunities for professionals to create a safe environment in which he could 
disclose domestic abuse, trauma, or other vulnerabilities. 
 

3.2.9 Research into the impact of COVID-19 (COVID-19 and Domestic Abuse and COVID-19 
Lockdowns) has identified isolation, reduced face-to-face contact, and restricted 
movement as significant risk factors for victims of domestic abuse. These conditions 
could increase a victim’s dependence on, or proximity to, the alleged perpetrator. 
 

3.2.10 Brianna reported that Mitchell’s isolation affected his ability to interact with others 
and left him increasingly alone with Abe. This is relevant to the review’s 
consideration of coercive control, help-seeking, and missed opportunities for 
professional intervention. 
 

TOR 3: How readily was Mitchell able to use services? 
 

3.2.11 Mitchell had access to a range of services, including AWP, his GP, GWH, and the 
police. He also had repeated contact with emergency and mental health services in 
relation to self-harm, overdose, suicidal ideation, and domestic abuse incidents. 
 

3.2.12 Although Mitchell could access services, the effectiveness of that access was limited 
by the way in which his needs were understood and responded to. His mental health 
presentations were recognised, but the relationship between his mental health, self-
harm, domestic abuse disclosures, financial hardship, substance use, and isolation 
was not consistently explored. 
 

3.2.13 Mitchell was not referred to domestic abuse services by health agencies, nor is there 
evidence that he was clearly signposted to specialist male domestic abuse support 
by AWP, GWH, or his GP. Police did provide information about domestic abuse 
services, including services for men, but the panel has not seen evidence that 
Mitchell engaged with them. 
 

3.2.14 There was a lack of clarity regarding support following Mitchell’s discharge from the 
ADHD service and SIS. This included uncertainty about how he was being supported 

https://pmc.ncbi.nlm.nih.gov/articles/PMC9791068/
https://www.ukri.org/who-we-are/how-we-are-doing/research-outcomes-and-impact/esrc/how-the-covid-19-lockdowns-affected-the-domestic-abuse-crisis/
https://www.ukri.org/who-we-are/how-we-are-doing/research-outcomes-and-impact/esrc/how-the-covid-19-lockdowns-affected-the-domestic-abuse-crisis/
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in the absence of ADHD medication and how his use of self-harm as a coping 
strategy was being addressed. 
 

3.2.15 Financial hardship was known to agencies, and Brianna suspected financial abuse. 
There is no evidence that Mitchell was directed to available financial support or that 
financial abuse was explored as part of a wider domestic abuse assessment. 
 

3.2.16 Mitchell’s access to informal support was also limited. Brianna and Katie described 
his reduced contact with friends and family, including his non-attendance at his 
brother’s wedding. This isolation was relevant to both domestic abuse risk and 
suicide risk. 
 

3.2.17 Research (Dying from Inequality and Unveiling The Hidden Crisis) indicates that male 
victims of domestic abuse may be less likely to disclose, less likely to be recognised 
as victims, and less likely to access support. This was an important contextual factor 
in Mitchell’s case. 
 

TOR 4: How did agencies respond to information that Mitchell may have been a male 
victim of domestic abuse? 

 
3.2.18 A central finding of the review is that Mitchell’s disclosures of domestic abuse were 

not adequately explored, assessed, or acted upon by health agencies. 
 
3.2.19 AWP acknowledged that Mitchell’s disclosure should have led to completion of a 

DASH risk assessment. This did not happen. As a result, his level of risk and 
vulnerability was not formally assessed, and opportunities for safety planning, 
signposting, or referral were missed. 
 

3.2.20 There was also insufficient professional curiosity about the impact of domestic abuse 
on Mitchell’s mental health. His presentations involved self-harm, suicidal ideation, 
intoxication, relationship breakdown, and allegations of abuse, yet domestic abuse 
was not consistently considered as a potential driver of risk. 
 

3.2.21 GWH records referred to domestic violence but did not clearly identify whether 
Mitchell was the victim or perpetrator. This lack of clarity may have affected 
subsequent enquiry, risk assessment, and discharge planning. 
 

3.2.22 Mitchell was discharged from GWH in the company of Abe despite the recorded 
reference to domestic violence. The review considers this a significant missed 
opportunity to clarify risk and provide Mitchell with a private opportunity to speak. 
 

3.2.23 The GP practice was notified that Mitchell had disclosed domestic abuse, but no 
further action was taken, and the information was not coded in his clinical record. 
 

3.2.24 Police completed DASH assessments and PPNs and followed relevant policy. 
However, the number of domestic abuse incidents involving Mitchell and Abe should 

https://www.samaritans.org/about-samaritans/research-policy/inequality-suicide/
https://domesticabuseeducation.co.uk/male-domestic-abuse-unveiling-the-hidden-crisis/
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have prompted stronger consideration of cumulative risk and potential escalation, 
including MARAC referral. 
 

3.2.25 Mitchell’s family and friends believe that gendered assumptions contributed to 
services not recognising him as a domestic abuse victim. The review considers this a 
credible concern, particularly given the limited professional curiosity shown 
following his disclosures. 
 

3.2.26 Indicators of coercive and controlling behaviour were present. These included 
isolation from family and friends, concerns about the use of phones, Abe’s 
attendance at appointments, threats of self-harm if Mitchell left, and reports that 
Mitchell felt responsible for Abe’s safety. These indicators were not sufficiently 
identified or assessed by agencies. 
 

3.2.27 The case demonstrates the importance of recognising that domestic abuse can affect 
male victims, can involve female perpetrators, and can exist within complex or 
bidirectional relationship dynamics. This should not reduce the seriousness of risk to 
either party, but it should prompt careful, evidence-based assessment. 
 

3.2.28 Evidence (Improving Outcomes for Male Victims) suggests male victims are often 
overlooked due to gendered assumptions, potentially contributing to the lack of 
response in Mitchell’s case. 
 

3.2.29 Police completed DASH and PPNs appropriately; however, the panel considered that 
repeated incidents may have warranted MARAC referral. Indicators of coercive 
control were reported but not identified by services. 
 

3.2.30 The introduction of Domestic Abuse Risk Assessment (DARA) aims to improve the 
identification of coercive control, though DASH remains necessary for safeguarding 
processes.  
 

3.2.31 During the pilot phase of DARA, the proportion of police reaching the same risk 
assessment as a domestic abuse expert increased by 38%. Officers were better 
positioned to reduce or eliminate the risk and protect the victim from further harm 
(College of Policing). 
 

3.2.32 Safe Lives emphasises that the DARA should not replace the DASH and that 
safeguarding officers and specialised support services should continue to use it. 
 

3.2.33 The case aligns with the eight-stage Suicide Timeline suicide timeline: 
 
1. History of abuse: Multiple police reports involving both parties. 
2. Intense relationship: Rapid progression and increasing isolation. 
3. Control: Evidence of coercive and controlling behaviour. 
4. Disclosure: Mitchell disclosed abuse, but responses were limited. 

https://link.springer.com/content/pdf/10.1007/s43545-021-00263-x.pdf
https://www.college.police.uk/article/police-better-equipped-spot-controlling-behaviour
https://collegeofpolicing-newsroom.prgloo.com/news/police-better-equipped-to-spot-controlling-behaviour
https://safelives.org.uk/sites/default/files/resources/Dara_briefing_Multiagency%20partners.pdf
https://www.dvact.org/post/domesticabuseandsuiciderisk
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5. Help-seeking: Contact with police and health services without effective 
intervention. 

6. Suicidal ideation: Repeated presentations with self-harm and suicidal thoughts. 
7. Entrapment: Mitchell expressed feeling responsible and unable to leave. 
8. Outcome: Suicide. 
 
 

TOR 5: Alternatives for perpetrator disruption or victim safety planning 
 
3.2.34 The review found limited evidence of safety planning in response to Mitchell’s 

domestic abuse disclosures. 
 

3.2.35 AWP had a directory of domestic abuse support services at the time of Mitchell’s 
involvement, but this was not used with him. AWP has since developed a domestic 
abuse safety planning toolkit, although this was not in place when Mitchell was 
receiving support. 
 

3.2.36 The absence of a DASH assessment meant that opportunities for structured 
domestic abuse intervention were missed. Had the disclosure been assessed 
appropriately, Mitchell could have been signposted or referred to specialist support, 
including services for male victims. 
 

3.2.37 Police issued Abe with an unconditional caution following one incident. Police 
records identified both Mitchell and Abe as victims and perpetrators at different 
points. This complexity required careful consideration of pattern, context, control, 
and cumulative harm. 
 

3.2.38 The review considers that repeated domestic abuse contacts should have prompted 
a more coordinated response, including consideration of MARAC and specialist 
domestic abuse input. 

 
TOR 6: Policies, procedures, and assessment tools for domestic abuse 
 
3.2.39 Agencies had relevant domestic abuse policies and procedures. The issue was not 

primarily the absence of policy, but inconsistent application. 
 

3.2.40 AWP policy required completion of a DASH risk assessment where domestic abuse 
was newly disclosed or where new information about known domestic abuse 
emerged. This process was not followed in Mitchell’s case. 
 

3.2.41 GWH had domestic abuse policies and access to domestic abuse support, including 
IDVA provision and links with the Swindon Domestic Abuse Service. However, 
Mitchell was not identified as a victim and therefore did not benefit from this 
provision. 
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3.2.42 Police used PPNs and DASH risk assessments in accordance with policy. However, the 
review found that repeated standard-risk incidents may still reveal a pattern that 
warrants escalation or multi-agency discussion. 
 
 

TOR 7: Was information promptly communicated to all relevant parties? 
 

3.2.43 Communication within AWP teams was generally evident, particularly between 
MHLT, SIS, and ADHD services. However, domestic abuse information was not 
sufficiently discussed or acted upon. 
 

3.2.44 AWP and GWH communicated with Mitchell’s GP regarding presentations and 
assessments. However, the information that Mitchell had disclosed about domestic 
abuse did not lead to meaningful action by the GP practice. 
 

3.2.45 Communication between AWP and GWH regarding domestic abuse was insufficient. 
The record lacked clarity, and there was no evidence of any verbal discussion to 
determine whether Mitchell was a victim, a perpetrator, or both. 
 

3.2.46 Police PPNs were reviewed in MASH according to policy. The threshold for further 
sharing was not met. However, the review considers that the cumulative pattern of 
incidents should have been more clearly recognised. 
 

3.2.47 Overall, information was shared in some respects, but it was not always interpreted, 
clarified, or used effectively to inform risk management. 
 

TOR 8: Were collaborative discussions undertaken to review risk factors? 
 

3.2.48 There was evidence of collaboration around Mitchell’s mental health, particularly 
within AWP and through the development of the HIU plan. 
 

3.2.49 However, there was limited evidence of collaborative discussion about the combined 
risks of domestic abuse, self-harm, suicidal ideation, substance use, financial 
difficulty, and social isolation. 
 

3.2.50 Domestic abuse services were not involved in Mitchell’s care. This limited the 
opportunity for specialist assessment of coercive control, victim safety, perpetrator 
behaviour, and barriers to disclosure.  
 

3.2.51 Research from DHRs has identified a recurring issue of professionals lacking 
confidence or curiosity when asking about domestic abuse, suicide, and the 
relationship between the two. This theme is reflected in Mitchell’s case.  
 

3.2.52 The University of Manchester indicated that risk assessment tools alone are 
insufficient to predict self-harm or suicide. Professional curiosity, contextual analysis, 

http://wrap.warwick.ac.uk/174206/1/WRAP-learning-legacies-analysis-domestic-homicide-reviews-cases-domestic-abuse-suicide-2023.pdf
https://sites.manchester.ac.uk/mash-project/risk-assessment-tools/


 Information Classification: CONFIDENTIAL  

 
 

 

 

Page 53 of 67 
Home Office Approved 

and multi-agency information sharing are required, particularly where domestic 
abuse and suicidality coexist. 
 

TOR 9: Significant considerations and decision-making opportunities 
 

3.2.53 The most significant missed opportunity was the failure to fully explore Mitchell’s 
disclosure of domestic abuse and its relationship to his mental health and suicide 
risk. 
 

3.2.54 AWP should have completed a DASH assessment, considered safety planning, and 
clearly communicated the disclosure to GWH and the GP. This would have enabled a 
more coordinated response. 
 

3.2.55 GWH should have clarified the domestic abuse entry before discharge, particularly as 
Mitchell left the hospital with Abe. This was a key point at which private enquiry and 
safety planning could have occurred. 
 

3.2.56 The GP practice had an opportunity to follow up on the domestic abuse information 
received from GWH/AWP and consider coding, enquiry, signposting, or safeguarding 
advice. 
 

3.2.57 Police had repeated contact with Mitchell and Abe. Although individual incidents 
may not all have met high-risk thresholds, the pattern and frequency of incidents 
should have prompted consideration of escalation. 
 

3.2.58 The review also identified incomplete safeguarding documentation within the 
mental health assessment. Risk to self and others is a critical part of assessment and 
should be consistently recorded. 
 

TOR 10: Would anything else have been done, and would it have made a difference?  
 

3.2.59 It is not possible to determine whether different actions would have prevented 
Mitchell’s death. 
 

3.2.60 However, the review identified several actions that should reasonably have been 
taken upon completion of a DASH assessment, private enquiry about domestic 
abuse, clearer information sharing, referral or signposting to specialist domestic 
abuse services, and consideration of cumulative risk. 
 

3.2.61 These actions may have improved Mitchell’s access to support, increased 
professional understanding of his circumstances, and enabled more effective safety 
planning.  
 

3.2.62 The review considers that gendered assumptions, limited professional curiosity, and 
insufficient recognition of male victimisation may have contributed to the lack of 
response. 
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TOR 11: Capacity and resources 

 
3.2.63 The participating agencies did not identify capacity or resource concerns that 

prevented them from delivering services to Mitchell, Abe, or other relevant 
individuals.  
 

TOR 12: The participating agencies did not identify capacity or resource concerns that 
prevented them from delivering services to Mitchell, Abe, or other relevant individuals 

 
3.2.64 AWP has undertaken significant work since Mitchell’s death in relation to suicide risk 

profiling. This includes analysis of suicide-related deaths among service users and 
identification of domestic abuse as a significant risk factor. 
 

3.2.65 Where domestic abuse is identified as a possible factor preceding suicide, AWP now 
undertakes further analysis of associated risk factors. The Trust has also shared 
learning through training events and with partner agencies. 
 

3.2.66 AWP now recognises domestic abuse as a significant risk factor for suicide and has 
recommended that this be included as a prompt in safety assessments for people 
presenting with suicidal ideation. 
 

3.2.67 GWH has recognised the challenges of identifying domestic abuse within the ED 
environment, where the primary focus is often physical health assessment and 
treatment. However, the Trust has strengthened safeguarding arrangements, 
including domestic abuse support, training, and safeguarding oversight. 
 

3.2.68 GWH’s work to improve ED pathways and information exchange provides an 
opportunity to ensure domestic abuse is better embedded into emergency care 
processes. 
 

3.2.69 Wiltshire Police have introduced Domestic Abuse Matters training for frontline staff, 
with emphasis on coercive and controlling behaviour and safeguarding referral 
pathways. 
 

3.2.70 Police have also introduced a safeguarding checklist to improve documentation of 
safeguarding actions and referrals. 
 

3.2.71 The review identified a broader learning point about adult safeguarding information 
sharing. Unlike children’s safeguarding, adult systems are not routinely accessible to 
police MASH staff, which can limit understanding of whether an adult is already 
known to services.  
 

TOR 13: National or local enhancements to legal and policy frameworks 
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3.2.72 Further research is required into the relationship between domestic abuse and 
suicide, particularly for male victims. The review identified that male victimisation 
remains under-recognised and under-researched. 
 

3.2.73 Local systems should ensure that domestic abuse policies, training, and risk 
assessment tools explicitly address male victims, coercive control, bidirectional 
abuse, and the relationship between domestic abuse and suicide. 
 

TOR 15: Equality and diversity 
 

3.2.74 Equality and diversity considerations are relevant to Mitchell’s experience, 
particularly in relation to sex, mental health, unemployment, financial hardship, 
substance use, housing instability, and social isolation. 
 

3.2.75 Mitchell’s sex is a significant factor. Research, case analysis of domestic homicide 
reviews and family evidence suggest that male victims may be less likely to be 
recognised, believed, or supported. Mitchell himself expressed concern that services 
would not believe him. 
 

3.2.76 Mitchell’s financial difficulties and unemployment increased his vulnerability.  
Shelter identifies financial instability, poverty, debt, unemployment, and poor 
housing as factors associated with increased suicide risk. 
 

3.2.77 Mitchell also reported housing concerns. Where domestic abuse is present, victims 
need clear information about their housing rights, options for remaining safely in the 
home, and options for leaving if necessary. 
 

3.2.78 Substance use was also relevant. Agencies recorded alcohol misuse, and police were 
informed of drug use. Substance misuse can increase vulnerability and complicate 
assessment, but it should not prevent a domestic abuse enquiry (Safe Lives). 
 

3.2.79 An intersectional approach is required to understand how these factors interact. 
Mitchell’s experience cannot be understood through a single lens, such as gender or 
mental health (Intersectionality). His vulnerability arose from the combined effect of 
domestic abuse, suicidality, financial hardship, isolation, substance use, and limited 
support.  
 

The review identified the following overarching findings: 
 

• Mitchell’s mental health needs were recognised, but the relationship between 
domestic abuse and suicide risk was not sufficiently explored. 

• Domestic abuse disclosures were not consistently clarified, assessed, or acted upon. 

• AWP should have completed a DASH assessment, but it was not. 

• Health agencies did not refer or clearly signpost Mitchell to specialist domestic abuse 
services. 

https://blogs.lse.ac.uk/politicsandpolicy/men-are-more-likely-to-suffer-adverse-health-consequences-as-a-result-of-unemployment-than-women/#:~:text=Unemployed%20men%20have%20a%20rate,the%20rest%20of%20the%20population.
http://repository.londonmet.ac.uk/1477/1/STADV_DHR_Report_Final.pdf
http://repository.londonmet.ac.uk/1477/1/STADV_DHR_Report_Final.pdf
https://england.shelter.org.uk/professional_resources/legal/housing_options/housing_options_for_people_experiencing_domestic_abuse
https://safelives.org.uk/policy-evidence/about-domestic-abuse/who-are-victims-domestic-abuse
https://www.genesisshelter.org/intersectionality-and-domestic-violence/
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• GWH did not clarify whether Mitchell was a victim or perpetrator before discharge. 

• The GP practice did not act on information that Mitchell had disclosed domestic 
abuse. 

• Police followed procedures, but cumulative risk from repeated incidents required 
stronger consideration. 

• Gendered assumptions may have contributed to Mitchell not being recognised as a 
male victim. 

• Information sharing occurred but did not consistently lead to risk-informed action. 

• Agencies have since made improvements in training, safeguarding, documentation, 
and recognition of domestic abuse as a suicide risk factor. 
 

4.1 Conclusion  
 
4.1.1 The purpose of the review is to determine the circumstances behind the death of 

Mitchell in November 2022 and ‘articulate life through the eyes of the victims.’  
 
4.1.2 Mitchell was diagnosed with ADHD; however, the medication was discontinued in 

June 2021, as Mitchell had overdosed on the medication. He was discharged from 
the ADHD service in June 2022. 

 
4.1.3 Mitchell had several contacts at the GWH, and they implemented an HIU strategy to 

support and better understand attendance. However, this was not completed due to 
Mitchell’s death. 

  
4.1.4 Mitchell was referred to AWP following some of the attendances at GWH and 

received interventions from SIS. Mitchell disclosed to AWP that he was a victim of 
domestic abuse.  

 
4.1.5 The disclosure was sent to GWH through their clinical records, and both GWH and 

AWP informed Mitchell’s GP practice about the attendance and disclosure. 
 
4.1.6 Mitchell contacted the police to report Abe's domestic abuse towards him. 
 
4.1.7 The review revealed no health response to Mitchell’s disclosures. According to Safe 

Lives, only one in every five victims contacts the police, while many more seek 
medical attention. Health providers, whether at a GP's surgery, a maternity centre, 
or a mental health facility, are, therefore, well-positioned to detect signs of domestic 
abuse and provide timely help and information. 

 
4.1.8 The review emphasised the numerous publications and guidelines that support 

Health's response to domestic abuse. Furthermore, Brianna stated that Mitchell, as a 
male, would not be believed, and the review found that professional curiosity was 
not employed.  

 

https://safelives.org.uk/Whole_Health_London#:~:text=We%20know%20only%20one%20in,provide%20immediate%20support%20and%20information.
https://safelives.org.uk/Whole_Health_London#:~:text=We%20know%20only%20one%20in,provide%20immediate%20support%20and%20information.
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4.1.9 Additionally, the ManKind Initiative asserts that, in their experience, a lack of 
professional curiosity might result from the public and professional community's 
failure to recognise and understand male victims.  

 
4.1.10 In 2021, the University of Cumbria conducted a study in which it examined twenty-

two domestic homicide reviews in which male victims were involved. According to 
this study, opportunities were missed due to outmoded assumptions that men could 
not be victims. 

 
4.1.11 The police provided Mitchell with a directory of domestic abuse services he could 

access.  
 
4.1.12 According to the "Mapping of Domestic Abuse Services across England & Wales" 

report by the Domestic Abuse Commissioner, more than two-thirds of male survivors 
and more than half of non-binary survivors reported finding it "quite difficult" or 
"very difficult" to obtain assistance, compared to only one-third of female survivors. 

 
4.1.13 As of June 2023, 43 organisations in the UK offer 302 shelter or safe home spaces for 

males (99 dedicated for men and 203 for men or women). The data presented is 
significantly distorted by a single organisation that controls 37 spaces. If these were 
eliminated, forty-two organisations would use 265 spaces. Four spaces are the 
median quantity per organisation (ManKind). 

 
5.1 Lessons to be Learned  

 
5.1.1 This section outlines the key thematic learning identified from the review. These 

themes are intended to inform future practice, strengthen professional responses, 
and improve multi-agency working. They are not case-specific findings but reflect 
broader systemic learning.  

  
Male Victims of Domestic Abuse 
 
5.1.2 Domestic abuse can affect individuals of any gender. However, male victims may 

face additional barriers to recognition, disclosure, and support, including stigma, 
societal expectations, and concerns about not being believed. 

 
5.1.3  Research indicates that domestic abuse is often perceived as a gendered issue, 

which can influence both professional responses and help-seeking behaviour. This 
may result in male victims being under-identified and less likely to access 
appropriate support services (Supporting Male Victims, Gov.UK). 

 
5.1.4  Services should ensure that responses to domestic abuse are inclusive and 

responsive to the needs of all victims. This includes recognising male victimisation, 
avoiding assumptions, and ensuring that support pathways are clearly 
communicated and accessible. 

 

https://mankind.org.uk/
https://connect.springerpub.com/content/sgrpa/12/4/384
https://domesticabusecommissioner.uk/wp-content/uploads/2022/07/DAC-Mapping-briefing-paper-final.pdf
https://mankind.org.uk/statistics/statistics-on-male-victims-of-domestic-abuse/
https://www.port.ac.uk/news-events-and-blogs/news/new-research-challenges-gendered-perceptions-of-domestic-abuse
https://www.gov.uk/government/publications/supporting-male-victims/supporting-male-victims-accessible
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5.1.5  Wiltshire Police have implemented measures to strengthen awareness of male 
victims, including training programmes, internal communications, and improved 
visibility of specialist support services. 

 
 
Coercive and Controlling Behaviour 
 
5.1.6 Domestic abuse includes patterns of coercive and controlling behaviour, as defined 

in legislation. These behaviours may not be physical but can have significant 
psychological, emotional, and social impacts. 

 
5.1.7  Coercive control may involve isolation from support networks, restriction of 

independence, monitoring of communication, and the creation of dependency. 
These indicators can be less visible and may require proactive enquiry to identify. 

 
5.1.8  Risk assessment tools and training aim to support the identification of coercive 

control; however, their effectiveness depends on consistent application and 
practitioner confidence in recognising non-physical forms of abuse. 

 
Response to Disclosures of Domestic Abuse  
 
5.1.9 Professionals across health, social care, and criminal justice settings play a key role in 

identifying and responding to domestic abuse. Individuals may disclose abuse 
directly or present with indicators that require further exploration. 

 
5.1.10  An effective response to disclosure should include: 
 

• Appropriate risk assessment 

• Clear documentation 

• Consideration of safeguarding needs 

• Information sharing where appropriate 

• Referral or signposting to specialist support services 
 
5.1.11 Timely and proportionate responses are essential to ensure that individuals are 

supported and that risks are appropriately managed (Department of Health and 
Social Care published guidance) 

 
Self-Harm, Suicide and Domestic Abuse 
 
5.1.11 There is a recognised association between domestic abuse and self-harm, suicidal 

ideation, and suicide (Domestic Abuse and Self-Harm). Experiences of abuse can 
contribute to psychological distress, feelings of entrapment, and reduced coping 
capacity (Refuge and the University of Warwick). 

 

https://www.guidelines.co.uk/public-health/responding-to-domestic-abuse-guideline/456939.article
https://www.guidelines.co.uk/public-health/responding-to-domestic-abuse-guideline/456939.article
https://pubmed.ncbi.nlm.nih.gov/31239314/
https://wrap.warwick.ac.uk/103609/1/WRAP-Domestic-abuse-and-suicide-Munro-2018.pdf
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5.1.13  Professionals should consider domestic abuse as a potential underlying factor when 
assessing individuals presenting with self-harm or suicidal thoughts. 

 
5.1.14 Risk assessments should be holistic, considering mental health, interpersonal 

relationships, social circumstances, and safeguarding concerns. 
 
5.1.15 While structured assessment tools are important, they should be used alongside 

professional judgement and contextual understanding 
 
Professional Curiosity 
 
5.1.19 Professional curiosity is a critical component of safeguarding practice. It involves 

actively seeking to understand an individual’s circumstances, asking appropriate 
questions, and avoiding assumptions. 

 
5.1.17  It is particularly important where abuse may not be immediately visible, where 

disclosures are partial or inconsistent, or where individuals may feel unable to speak 
openly. 

 
Routine Enquiry and Identification 
 
5.1.20 Professionals, particularly in healthcare settings, are well placed to identify domestic 

abuse due to regular contact with individuals (Safe Lives). 
 
5.1.21 Routine enquiry can support identification where there are indicators such as mental 

health concerns, substance use, unexplained injuries, or repeated service contact.  
 
5.1.22 To aid professionals in facilitating enquiries, a report revealed that an effective 

enquiry is supported by: 
 

• Building trust and rapport 

• Ensuring privacy and confidentiality 

• Using empathetic, non-judgemental communication 

• Validating disclosures and experiences 

• Multi-Agency Working and Information Sharing 
 
5.1.23  Effective safeguarding relies on timely and appropriate information sharing between 

agencies. This supports a more complete understanding of risk and enables 
coordinated responses. 

 
5.1.24  Patterns of behaviour, including repeat incidents, may only become apparent when 

information is shared across agencies. Recognising cumulative risk is essential in 
domestic abuse cases. 

 

https://safelives.org.uk/sites/default/files/resources/Domestic%20abuse%20guidance%20for%20virtual%20health%20settings-%20C19.pdf
https://link.springer.com/content/pdf/10.1007/s10896-020-00236-3.pdf
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5.1.25  Multi-agency processes, including referral pathways and safeguarding frameworks, 
should be used to support coordinated risk management and intervention. 

 
Risk Assessment and Professional Judgement 
 
5.1.26 Risk assessment tools are an important part of safeguarding practice; however, they 

should not be used in isolation. 
 
5.1.27  Professional judgement, supported by training, supervision, and experience, is 

essential in interpreting risk, particularly in complex cases involving multiple 
vulnerabilities. 

 
5.1.28 Practitioners should be supported to apply both structured tools and critical thinking 

to ensure that risk is accurately identified and managed. 
 
The review highlights the following key areas for learning: 
 

• The need to recognise and respond to domestic abuse affecting all victims, including 
men 

• The importance of identifying coercive and controlling behaviour 

• The need for consistent and effective responses to disclosures 

• The link between domestic abuse, mental health, and suicide risk 

• The importance of professional curiosity in safeguarding practice 

• The role of routine enquiry in identifying hidden harm 

• The value of effective multi-agency working and information sharing 

• The need to balance structured risk assessment with professional judgement 
 
5.2 Recommendations  

 
Individual Agency Recommendations 
 
5.2.1 Avon and Wiltshire Partnership NHS Trust  
 
1.a A trust-wide update of the Crisis / Intensive leaflet will include welcoming carers, 

family, and friends to get in touch and work with the service to support the service 
user if needed (Triangle of Care). 

2.a MHLT will ensure that safeguarding issues are recorded as incidents and that 
referrals to safeguarding are made, where appropriate, following current guidelines. 

3.a SIS to ensure that referrals with Safeguarding themes are recorded, discussed, and 
escalated for further consideration where required.  

4.a Review the Trust-wide Safety Assessment for those who present with suicidal 
ideation/self-harm/ overdose. Ensure domestic abuse is listed as a prompt for 
exploration as one of the risk factors for suicide. 

5.a Offer a training update around domestic abuse risk assessment to Swindon MHLT 
and SIS. Include tools available within the Trust, such as the Domestic Abuse 
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Directory of Services, the DASH support tool and the safety planning toolkit. These 
are to be circulated to the involved teams. 

 
5.2.2 Great Western Hospital NHS Foundation Trust   
 
1.g AWP records the assessment outcome on Trust Electronic Patient Records on each 

relevant occasion.  
2.g For Trust ED Consultants to have access to the AWP Electronic Patient Record. 
 
5.2.3 The Nelson Trust  
 
1.n Nelson Trust keyworkers who receive contact from anyone disclosing harm to 

themselves or others must act on this information immediately. 
2.n Any concern for welfare, 999 is contacted immediately. 
3.n Nelson Trust keyworkers receiving a disclosure of domestic abuse need to complete 

a DASH with the victim where appropriate. This also needs to be documented and 
followed up on. 

 
5.2.4 Wilshire Police 
 
1.p Wiltshire Police to continue to work towards implementing a new process for 

front-line officers to highlight domestic violence victims who have taken their own 
lives to the Practice Review Manager for consideration of a referral. Messaging will 
be written and delivered to staff to highlight this new process. 

  
Multi-Agency Recommendations 
 
5.2.5 Recommendation One: Male Victims 
 
1.1a  Swindon Community Partnership to be assured of the availability of resources and 

staff training in this area from the participating agencies.  
 
1.1b Swindon Community Partnership should consider specific local communications 

campaigns to encourage the local community-based service/police to come forward 
around events such as International Men's Day. (This recommendation would also 
support recommendations two and three.) 

 
1.1c Ensure that the organisations participating in the Swindon Community Safety 

Partnership are explicit that domestic abuse services are accessible to all men and 
women on their websites and in materials readily available to staff, patients, and the 
public. (This recommendation would also support recommendations two and three.) 
 

5.2.6 Recommendation Two: Coercion and Control  
 
2.1a Coercion, control, and unconscious bias should be addressed during clinical 

supervision by all agencies, as appropriate. 
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5.2.7 Recommendation Three: Response to Disclosures of Domestic Abuse 
 
3.1a  GPs to be provided with guidance on recording identifiers on patient records to 

support the recognition of domestic abuse.  
 
3.1.b Swindon Domestic Abuse service to gather the "lived experiences" of male domestic 

abuse survivors to have a better understanding of how they perceive the response of 
agencies when they disclose such abuse. 

 
5.2.8 Recommendation four: Self-Harm, Suicide and Domestic Abuse 
 
4.1a All individuals who present to services with suicidal ideation should be asked about 

their social situation, support network and domestic abuse. 
 
4.1b For public health to include the risk of suicide for victims of domestic abuse within 

the suicide strategy. 
 
4.1c When self-harm/suicidal thoughts are identified in the context of domestic abuse, 

services must have clear pathways in place to support the response and provide 
appropriate support to the victim/survivor. This could involve assisting the 
victim/survivor in submitting a referral or making a referral on their behalf. In 
addition, consider reporting victims/survivors to MARAC and seeking help for those 
who do not consent. 

 
National 
 
4.1d The development of supplementary guidance to the DASH risk assessment for risks 

associated with suicide. 
 
5.2.9 Recommendation Five: Professional Curiosity & Routine Enquiry of Domestic 

Abuse 
 
5.1a The partnership will provide bespoke Professional Curiosity training to its partners 

and undertake evaluations three and six months later.  
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Acronyms 
 

Attention-Deficit Hyperactivity Disorder ADHD 

Avon and Wiltshire Partnership NHS Trust AWP 

Domestic Abuse Risk Assessment DARA 

Domestic Abuse-Related Death Review DARDR 

Domestic Abuse, Stalking, And ‘Honour’-Based Violence DASH 

Domestic Homicide Review DHR 

Emergency Department ED 

General Medical Council  GMC 

Great Western Hospital NHS Foundation Trust GWH 

High-Intensity User HIU 

Independent Domestic Abuse Advocate IDVA 

Individual Management Review IMR 

Keeping Swindon Safe Partnership CSP 

Multi-Agency Risk Assessment Conference MARAC 

Mental Health Liaison Team MHLT 

Multi-Agency Safeguarding Hub MASH 

Multi-Disciplinary Team  MDT 

National Institute for Clinical Excellence NICE 

Public Protection Notice PPN 

Royal College of Nursing RCN 

South Western Ambulance Service NHS Foundation Trust SWASFT 

Swindon Intensive Service  SIS 
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Appendix A 
Action Plan 

 

 

  

DHR%207Action%20Plan%20Final%20(1).pdf
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Appendix B 
Executive Summary 

  

DHR%207%20Exec%20Summary%20-%20Redacted.pdf
DHR%207%20Exec%20Summary%20-%20Redacted.pdf
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Appendix C 
Learning Brief 
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Appendix D 
Home Office QA Board letter and feedback form 

 

Final%20DHR%20Feedback%20Form%20-%20Swindon%20(Mitchell)%20-%20Feb%202026.pdf

