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Mum 
 
The loss of my youngest daughter was a devastating shock and in such violent, unloving and 
cruel circumstances is something that I will never recover from.  
 
I retired last year and was planning to move to East Sussex to be near to Pamela and spend 
some quality time with her. My lifestyle would have improved by moving nearer the coast 
and I was planning to help Pamela with her business a couple of days a week so that she 
had more time for herself. Pamela moved away from the family home when she was a 
teenager and then to Sussex in her late twenties. I was looking forward to having more time 
with Pamela during my retirement years.  
 
The realisation of losing her hits me in waves and I find it hard to control my tears. I will 
never again be able to cuddle my youngest daughter, see her smile and hear her laugh or 
sing. I was denied being able to see her to say goodbye. I now have Pamela’s dog which is 
my last link with her.  
 
I will never get over the loss of my daughter in such tragic circumstances or of not having the 
chance to say goodbye.  

Sister 

The impact of losing my younger sister will stay with me for the rest of my life.  
 
The day I visited her home to check on her will stay with me forever, with the events which 
followed still seeming unreal. I have the memory of opening her front door to the sight of 
heavily blood stained clothing and a dog, which is usually happy and bouncing, looking 
downcast and unsure. At this point, I shut the door.  
 
Following my 999 call, which I was hoping would be a waste of time, the fear and horror of 
what I had seen made me realise that this was not a good situation. The hardest thing I have 
ever had to do was to tell my Mum that her daughter had passed away and gradually, as 
more information was given, share this with my Mum in a way that enabled me to support 
her whilst dealing with my own upset later so as not to distress her further.  
 
I have never known a life without my sister; we were so close in age that there was less than 
a year between us.  
 
I have been overwhelmed by the way that my Mum’s and my own life has changed or will no 
longer be as planned. I had planned to move midway between East Sussex and London to 
be nearer to Pamela and Mum when she moved. Instead of myself and Pamela growing 
older together and sharing the highs and lows as we always have, I will now have to deal 
with things alone. I will no longer share the responsibility for our Mum as she grows older but 
will have to support her and help her to make decisions by myself.  
 
My sleep pattern is not great as I constantly have visions of my sister and how she was left. I 
now spend many nights restless followed by days when I feel exhausted and fall asleep 
when I return home from work.  
 
I am also burdened with sharing a birth date with the person responsible for the demise of 
my sister and feel that this will just act as a constant reminder of him each year.  
 
I do not believe the full reality of the situation has hit me yet and when I think of how my 
sister spent her last minutes I feel immense hurt and sadness that her last moments were 
not spent hearing kind loving words and actions but of fear, disbelief and pain.   
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Glossary 
 
CSP: Community Safety Partnership 
CPS: Crown Prosecution Service 
DAU: Domestic Abuse Units  
DASL: Designated Adult Safeguarding Lead 
ESCC: East Sussex County Council  
DHR: Domestic Homicide Review 
DI: Detective Inspector 
DVA – Domestic violence / abuse 
HMIC: Her Majesty’s Inspectorate of Constabulary 
IDVA: Independent Domestic Violence Adviser 
IMR: Individual Management Review 
ISA: Independent Stalking Advocate  
MARAC: Multi-Agency Risk Assessment Conference 
MASH: Multi-Agency Safeguarding Hub 
PCSO: Police Community Support Officer 
PIN: Police Information Notice 
PND: Police National Database 
RMS: Risk Management System  
SPFT: Sussex Partnership NHS Foundation Trust 
SPOC: Single Point of Contact 
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DHR OVERVIEW REPORT INTO THE MURDER 
OF PAMELA, MARCH 2016 

Preface 
 

The Independent Chair and the DHR Panel members offer their deepest sympathy to all who 
have been affected by the death of Pamela1, and thank them, together with the others who 
have contributed to the deliberations of the Review, for their participation, generosity of spirit 
and patience.  
 
The Review Chair thanks the Panel for the professional manner in which they have 
conducted the Review and the Individual Management Review authors for their 
thoroughness, honesty and transparency in reviewing the conduct of their individual 
agencies. She is joined by the Review Panel in thanking James Rowlands for the 
impeccably efficient administration of the DHR. 

1. Introduction 
 

1.1 Domestic Homicide Reviews (DHRs) came into force on the 13th April 2011. They were 
established on a statutory basis under Section 9 of the Domestic Violence, Crime and 
Victims Act (2004). The Act states that a DHR should be a review of the circumstances in 
which the death of a person aged 16 or over has, or appears to have, resulted from violence, 
abuse or neglect by- 
 

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

 
(b) A member of the same household as herself; 

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

 
Throughout the report the term ‘domestic abuse’ is used interchangeably with ‘domestic 
violence’, and the report uses the cross-Government definition as issued in March 2013. 
This can be found in full at Appendix B. 
 
1.2 The purpose of a DHR is to:  
 

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

 
• Identify clearly what those lessons are both within and between agencies, how and 

within what timescales they will be acted on, and what is expected to change as a 
result.  

 
• Apply these lessons to service responses including changes to policies and 

procedures as appropriate; and identify what needs to change in order to reduce the 

                                                           
1
 Not her real name 
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risk of such tragedies happening in the future to prevent domestic homicide and 
improve service responses for all domestic violence victims and their children through 
improved intra- and inter-agency working.  

 
1.3. This Domestic Homicide Review (DHR) examines the circumstances leading up to the 
death of Pamela who was murdered in March 2016 by her partner, Lance. The decision to 
undertake a DHR was made by East Sussex Safer Communities Partnership in consultation 
with local specialists. The Home Office was duly informed. An independent Chair was 
appointed at the end of May 2016 and the Panel met for the first time in July 2016 where 
IMRs were commissioned and agencies advised to implement any early learning without 
delay. In consultation with the Senior Investigating Officer, it was decided to delay some 
aspects of the DHR, such as meeting with family members, until the criminal investigation 
had concluded. Three further meetings of the Panel were subsequently held in September, 
November and January. The timing was arranged to reduce the burden on partners as there 
were other DHRs that overlapped with this one. This enabled attendance at Panel meetings. 
 
1.4 The Executive Summary and Overview Report, as well as recommendations in response 
to the findings, were presented to the Resources & Performances Group of the Safer 
Communities Board in February 2017, before sign off by the Chair of the Board in May 2017 
(as the Chair is the Lead Member for Communities and Safety for East Sussex County 
Council, this was delayed due to Local Government Elections on the 4th May 2017).  They 
were submitted to the Home Office in May 2017 and were considered at the November 22nd 
meeting of the Home Office Quality Assurance Panel. The Home Office provided notification 
and approval for publication on the 15th December 2017. The Home Office letter is included 
in this report as Appendix C.  
 
1.5 Domestic violence is a key priority for the East Sussex Safer Communities Partnership 
and is included in the Business Plan with an overarching aim that “local residents and 
communities are free from violence and abuse by delivering the following outcomes:  

 Increased social intolerance and reduced acceptance 

 People have safe, equal and abuse free relationships  

 Increased survivor safety and wellbeing  

 Perpetrators are held to account and are required to change their behaviour.”  

The Portal (which is a partnership of leading Sussex Domestic and Sexual Abuse Charities 
including RISE, Survivors’ Network and CGL: www.theportal.org.uk) provide a single point of 
access and helps victim/survivors of domestic and sexual violence and abuse to find advice 
and support in East Sussex and Brighton & Hove, and other commissioned services also 
provide support to victims of domestic violence and abuse across the county, including 
Refuge (which operates five refuges in East Sussex) and Home Works (which provides 
flexible and tailored support to prevent homelessness). 
 

1.6 Domestic violence is also a priority for the Safer Wealden Partnership, which has the 
following local priority: “raise awareness and promote the help and support services 
available for victims of domestic abuse”.  
 
 
 
 
 
 
 
 

http://www.theportal.org.uk/
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 2. Overview 
 

Persons involved in this DHR 

 

Name Gender Age at 
the time 
of the 

murder 

Relationship with victim Ethnicity 

Pamela F 47 Victim  White UK 

Lance2 M 50 Partner and perpetrator  White UK 

 
Pamela had no children. Lance had three children from a prior marriage who were all adults 
at the time of her death.  

Initially this case was known as Adult F in East Sussex but subsequently the name ‘Pamela’ 
was chosen by her family. It was their preference that no pseudonym be used so legal 
advice was sought as to whether this would be possible. It was felt that it would pose too 
great a risk of denying anonymity to other people included in this report so this request was 
denied. 

This report also includes examination of a number of instances where Lance was reported 
to the police by women. To preserve their privacy, pseudonyms – in alphabetical order –
have also been used for them and include (with their relationship with Lance at the time of 
the harassment): Anna (partner), Barbara (partner), Catherine (partner), Dawn (brief 
encounter), Elizabeth (unproven, partner), Frances (business relationship), Georgina 
(business relationship), Helen (partner) and Iris (partner). 

 

Summary of the case 
 
Pamela and Lance started a relationship round June 2014. By September 2014, Pamela and 
Lance were living together and had merged their businesses.  
 
For a time, all seemed well although they were working extremely long hours and the stress 
of this sometimes led to arguments. Both family members and friends observed Lance 
exhibiting controlling and sometimes disrespectful behaviour towards Pamela. In June 2015, 
Lance’s mother died and this placed an additional strain on the relationship. By October 
2015, Lance was sleeping with another woman and seeking emotional support from another. 
Pamela grew suspicious about this and other matters and after a temporary split in 
November 2015, finally terminated the relationship in March 2016. Lance moved out but 
continued to make frequent contact with Pamela via texts, calls and social media. At one 
point he was calling ten times an hour. 

Nine days after the relationship ended, Pamela spoke on the phone to her mother explaining 
the situation with Lance. She told her mother that Lance had moved out of her home and 
she was now feeling optimistic about her future. Pamela ended the call to her mother at 
around 11am, stating that she thought Lance was at the door and that she would phone her 
back. 

                                                           
2
 Not his real name 
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On opening the door, Lance launched into a frenzied knife attack in the hallway, stabbing 
Pamela at least 29 times. Lance left her to die from her injuries while he cleaned himself up 
and left the knife in the bathroom sink. He took her shop takings and keys before returning to 
his chalet (attached to his shop). 

Growing concerned that Pamela had not returned calls to her mother or sister, the following 
day they drove to her home. When they arrived, it was clear to them that something was 
amiss and they called the police. Officers attended and found Pamela’s body slumped 
against a door inside the house. A manhunt was launched for Lance. 

He was found with self-inflicted knife wounds to his neck and stomach and was taken to 
hospital. His wounds were only superficial and he was taken into police custody later that 
evening. 
 
Lance was charged with murder and originally pleaded not guilty. However, he later changed 
his plea to guilty and was sentenced to life with a minimum of 22 years.  

3. Parallel reviews  
 

There was a criminal trial which was halted after the perpetrator changed his plea to guilty 
on the first day. This resulted in a life sentence with a minimum of 22 years. An appeal 
against the sentence is being considered. 

An inquest was opened by Her Majesty’s Coroner, and was adjourned pending the outcome 
of the criminal trial. Communication channels were established with the Coroner who at the 
time of writing this report is deciding whether to re-open the inquest. To aid in this process, it 
was agreed that a confidential copy of this report will be provided prior to Home Office 
approval. 

4. Domestic Homicide Review Panel 
 

The DHR Panel was comprised of the following agencies: 
 

 East Sussex County Council (ESCC) Adult Social Care  -  Kellie Clark, Adult 
Safeguarding Manager  

 ESSC Safer East Sussex Team / Joint Domestic, Sexual Violence & Abuse and 
Violence against Women & Girls (VAWG) Unit – Brighton & Hove and East Sussex- 
James Rowlands, Strategic Commissioner and Josi Enright, Joint Partnership Officer 

 The local specialist domestic abuse service (provided in East Sussex by Change, 
grow, live (CGL), which is a delivery partner in ‘The Portal3) – Micky Richards, 
Director 

 Eastbourne Hailsham and Seaford (EHS) and Hastings and Rother (HR) and High 
Weald Lewes Havens (HWLH) Clinical Commissioning Groups – Gill Field, 
Designated Nurse Safeguarding Adults  

 Hampshire Constabulary – Ruth Attfield, Crime Standards Department   

 Hampshire County Council Adult Services - Jude Ruddock-Atcherley - Strategic 
Domestic Abuse Manager 

                                                           
3 The Portal is a partnership of leading Sussex Domestic and Sexual Abuse Charities – including RISE,  

Survivors’ Network and CGL – and provides a single point of access and helps victim/survivors of domestic  
and sexual violence and abuse to find advice and support in Brighton & Hove and East Sussex. For more  
information go to http://www.theportal.org.uk   

http://www.theportal.org.uk/
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 Office of the Sussex Police & Crime Commissioner  - Sara Jones, Business Manager 
Victim and Witness Services 

 Wealden District Council – Jeremy Leach, Principal Policy Advisor  

 Sussex Partnership NHS Foundation Trust – Marianne Trendall, Deputy Director 
Social Work - Principal Social Worker 

 Sussex Police – Jane Wooderson, Crime Review Team.  

5. Independence 
 

The author of this report, Davina James-Hanman, is independent of all agencies involved, as 
well as the East Sussex Safer Communities Partnership, and had no prior contact with any 
family members. Davina James-Hanman is an experienced DHR Chair and is also nationally 
recognised as an expert in domestic violence having been active in this area of work for over 
three decades. 
 
All Panel members and IMR authors were independent of any direct contact with the 
subjects of this DHR and nor were they the immediate line managers of anyone who had 
had direct contact. Mark Coulter, the independent expert, was similarly independent of all 
agencies involved in this case. 

6. Terms of Reference and Scope 
 

6.1. The full terms of reference can be found at appendix A. In summary, these were as 
follows: 
 

1. Each agency’s involvement with Pamela from January 2014 and with Lance from 
2006. 

 
2. Whether, in relation to the family members, an improvement in communication 
between services might have led to a different outcome  
 
3. Whether, in relation to the perpetrator, there are any lessons to be learnt in how 
previous incidents of domestic violence and abuse that occurred when he was 
resident Hampshire were managed.  
 
4. Whether the work undertaken by services in this case was consistent with each 
organisation’s professional standards and their domestic violence policy, procedures 
and protocols. 
 
5. The response of the relevant agencies to any referrals relating to the victim, 
concerning domestic violence or other significant harm from April 2014 onwards until 
the point of the death. It will seek to understand what decisions were taken and what 
actions were carried out, or not, and establish the reasons. In particular, the following 
areas will be explored:  
 
(a) Identification of the key opportunities for assessment, decision making and 
effective intervention in this case from the point of any first contact onwards.  
(b) Whether any actions taken were in accordance with assessments and decisions 
made and whether those interventions were timely and effective.  



OFFICIAL / RESTRICTED - not to be published or circulated without permission 

 

East Sussex DHR Pamela (Adult F) Overview Report (Published Jan 18) Page 10 of 44 

(c) Whether appropriate services were offered/provided and/or relevant enquiries 
made in the light of any assessments made. 

(d) The quality of the risk assessments undertaken by each agency in respect of both 
parties.  

6. The training provided to adult-focussed services to ensure that, when the focus is 
on meeting the needs of an adult, this is done so as to safeguard and promote the 
welfare of children or vice-versa. 

7. Whether thresholds for intervention were appropriately calibrated, and applied 
correctly, in this case.  

8. Whether practices by all agencies were sensitive to the ethnic, cultural, linguistic 
and religious identity of the respective family members and whether any special 
needs on the part of either of the adults were explored, shared appropriately and 
recorded.  

9. Whether issues were escalated to senior management or other organisations and 
professionals, if appropriate, and in a timely manner.  

10. Whether the impact of organisational change over the period covered by the 
review had been communicated well enough between partners and whether that 
impacted in any way on partnership agencies’ ability to respond effectively.  

11. Were there any concerns amongst family / friends / colleagues or within the 
community and if so how could such concerns have been harnessed to enable 
intervention and support? 

6.2. Agencies were asked to search their records from 2014 for Pamela when her 
relationship with Lance began and from 2006 for Lance which is the first time that Police 
were aware of him. An earlier record for Lance was identified from the 1990’s but it was not 
felt to be relevant to this review. 

7. Confidentiality and dissemination 
 

7.1. The findings of this Overview Report are restricted. Information is available only to 
participating officers/professionals and their line managers, until after the Review has been 
approved for publication by the Home Office Quality Assurance Panel.  
 
7.2 As recommended within the ‘Multi-Agency Statutory Guidance for the Conduct of 
Domestic Homicide Reviews’ to protect the identities of those involved, pseudonyms have 
been used and precise dates obscured.  
 
7.3 The Executive Summary of this report has also been anonymised. 
 
7.4 This has not prevented agencies taking action on the findings of this Review in advance 
of publication. 
 
7.5 Subsequent to permission being granted by the Home Office to publish, this report will 
be published on the East Sussex Safer Communities Partnership website and be widely 
disseminated including, but not limited to: 
 

 Members of the East Sussex Safer Communities Partnership Board, the Local 
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Safeguarding Children Board and the Safeguarding Adults Board, for consideration 
and dissemination within their own organisations 

 The Pan Sussex Domestic Abuse Management Group. 
 
7.6 A number of learning events have been planned to ensure that the lessons are 
disseminated as widely as possible; the first of these will be a confidential briefing to key 
local partners which will share critical learning from this and another local DHR which is  
taking place in April 2017. Once permission is granted by the Home Office to publish, this 
report will be more widely disseminated to the local professional network including: 
 

 The Domestic Violence and Abuse, Sexual Violence and Violence Against Women 
and Girls Champions Network and Multi-Agency Risk Assessment Conference 

 Targeted briefings including to specialist domestic and sexual abuse services  

8. Methodology 
 

8.1. The agencies listed below submitted an IMR: 
 

 Sussex Police 

 Hampshire Constabulary 

 Health in Mind (part of Sussex Partnership NHS Foundation Trust). 

A chronology was also provided by Pamela’s GP and a short report was provided by the 
Crown Prosecution Service. The National Probation Service was requested to provide 
information but could not do so as records had been destroyed. 
 
A further 12 agencies advised they had not had any contact with either Pamela or Lance. 
 
8.2. Agencies completing IMRs and reports were asked to provide chronological accounts of 
their contact with Pamela and/or Lance prior to the homicide. Where there was no 
involvement or insignificant involvement, agencies advised accordingly. The DHR has 
focused on the contacts of agencies from 1st January 2014 for Pamela and from 2006 for 
Lance. The recommendations to address lessons learnt are listed in section 14 of this report 
and action plans to implement those recommendations are included in Appendices C and D. 

Each IMR and report was scrutinised by the Panel and in some instances the report was 
redrafted to take account of questions raised. 

The Review Panel has checked that the key agencies taking part in this Review have 
domestic violence policies and is satisfied that where these exist, they are fit for purpose. 
Where they do not exist, recommendations have been made.  

The Panel and Individual Management Review (IMR) Authors have been committed, within 
the spirit of the Equalities Act 2010, to an ethos of fairness, equality, openness, and 
transparency, and have ensured that the Review has been conducted in line with the terms 
of reference.  

8.3. This report is an anthology of information and facts gathered from:  
 

 The Individual Management Reviews (IMRs) and short reports 

 The Police Senior Investigating Officer 

 The criminal trial (including witness statements) and associated press articles  



OFFICIAL / RESTRICTED - not to be published or circulated without permission 

 

East Sussex DHR Pamela (Adult F) Overview Report (Published Jan 18) Page 12 of 44 

 Pamela’s Facebook page 

 DHR Panel discussions 

 Information from friends, family members and the perpetrator. 

 
The East Sussex Community Safety Partnership is responsible for monitoring the 
implementation of the action plans.   
 
8.4. In preparation for the criminal trial, Sussex police took a number of statements from 
witnesses. Each witness was contacted by the Chair to ask for their participation including 
permission to utilise their statements in the writing of this report. Despite extensive efforts, 
no response was received. The Panel discussed this at length and concluded that in the 
interests of transparency and to make sense of the narrative, parts of some of the 
statements would be utilised but this would be as minimal as possible. In addition, 
notification of this decision was sent to all witnesses inviting them to object. This resulted in 
one response from one of Lance’s ex-partners. The Chair discussed this at length with her 
and whilst she was initially unwilling, she did see how it would be helpful. As such, she gave 
her reluctant agreement and the Panel is grateful for her generosity.  

 

Involvement of family and friends 

 
8.5 The family of the victim were informed about the commencement of the DHR and invited 
to participate. Prior to meeting (whilst the criminal investigation was still on-going) contact 
was made through the Family Liaison Officer (FLO) which allowed them an opportunity to 
comment on the Terms of Reference. Once the trial had concluded, the Chair met with her 
mother and sister. Regular updates continued after this meeting and later also included their 
advocate from Advocacy After Fatal Domestic Abuse (AAFDA). A copy of the draft report 
was sent to them prior to submission to the Home Office and their comments and views 
have been incorporated into subsequent versions. Pamela’s mother and sister also provided 
access to paperwork and photographs of Pamela’s home which were invaluable in aiding 
understanding. 
 
8.6 The family kindly provided the following pen portrait of Pamela: 
 
Pamela was a warm, loving person who would do anything for anyone. She saw the best in 
everybody and tried to keep all those around her happy. She was trusting and would not 
hear a bad word said about anyone.  
 
Pamela was raised in a close family which consisted of maternal grandparents, mother and 
sister. Her father abandoned the family to live abroad when she was five years old. The 
paternal side of the family did not maintain contact. Pamela was devastated when she finally 
made contact with her father in her early thirties to be told that he wanted nothing to do with 
her and that his life and association with all his family in England had ended when he 
emigrated.  
 
Her shop, selling antiques & collectibles and latterly fishing tackle, in [location redacted] was 
not just a business, it was also a place where people felt welcome. People used to visit for 
her friendly ways, sunny smile, a chat and a cup of tea and often not to purchase anything. 
Pamela helped anyone who needed it and took care of an elderly gentleman who was also a 
friend of her deceased husband. The gentleman’s family had very little contact and Pamela 
supported him through his cancer illnesses, taking him to hospital appointments and looking 
after him in his final months. Pamela also sorted out appropriate care and supported her last 
partner in looking after his mother when she became seriously ill. 
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Pamela loved children and was devastated that she was unable to have her own. Children 
loved her as the crazy ‘aunt’ that would indulge them and do crazy things just to amuse 
them.  
 
Pamela enjoyed life and lived it to the full. She tried many different hobbies over the years. 
As a teenager and into her twenties, she took up horse riding and loaned a horse. 
Unfortunately, a fall led to her being unable to continue riding. She had a full motorbike 
license and enjoyed this until her late thirties. She also tried gliding and enjoyed the thrill of 
this. Pamela had other hobbies which she enjoyed, photography, singing (she had singing 
lessons) and amateur dramatics (she was a member of an amateur dramatics group).  
Pamela suffered with periods of extreme pain and fatigue for a number of years before being 
diagnosed with Fibromyalgia. Once this was medicated she seemed to suffer less and 
managed to have a normal lifestyle for the majority of the time. A side effect of this for her 
was depression.  
 
Pamela had been married three times. The first marriage was to her childhood sweetheart 
(they met at 15), this broke down, in part, due to her being unable to have children and the 
stress caused by IVF treatment. Her second marriage was with someone she met through 
work; unfortunately this marriage also broke down after ten years together which in part was 
due to the loss of a child in the early stages of pregnancy. Her third marriage was to her soul 
mate who tragically passed away when he was just 47. Pamela was devastated. Pamela 
then met the man who promised her happiness and although it had happened very quickly, 
thought she was lucky to be given another chance to be in a loving relationship, with the 
man who she thought would be her fourth husband. Despite family and friends making her 
aware of their concerns, Pamela again saw the best in this person until about eighteen 
months into the relationship when she realised things were not as they seemed and she 
became aware of the way she was being controlled. She then sought counselling to help her 
become stronger to move on, on her own. Both ex-husbands attended Pamela’s funeral. 
 
Pamela did not enjoy working for other people but when employed her role was 
administrative. Pamela was self-employed for a number of years having jointly owned a fish 
and chip shop on the coast, a franchise magazine, party planner, photography services, 
freelance book-keeper, antiques & collectibles dealer and then owning a fishing tackle 
business.  
 
Pamela loved animals and had a number of dogs, all… [except one], were rescue dogs. She 
also had cats, always two or three at a time. You could see the love that Pamela had for her 
pets and how they trusted and adored her.  
 
Pamela had a sense of humour which she shared with her sister and her nephew. It could be 
described as ‘wicked’ but not in a nasty or unkind way. They would find the same, often silly 
things, funny and be in bits whilst no-one else ‘got it’. 
 

8.7 Post-conviction, the perpetrator was contacted through his Offender Manager and 
agreed to participate. Unfortunately, the initial planned meeting was cancelled due to a riot at 
the prison in which he was being held. He was subsequently transferred to another prison 
some distance away where, due to other commitments, it was not possible within the 
timeframe for the Chair to visit. In order not to lose the opportunity for his participation, an 
independent expert, Mark Coulter, was commissioned to visit him in prison on the Panel’s 
behalf which took place in January 2017. 

Mark Coulter has worked in the domestic violence sector since 2002. He has worked with 
both male victims and male perpetrators. Since 2014 he has been an independent trainer 
and consultant and is director of Mencentric Limited. He has recently completed an MSc in 
Advanced Practice in Forensic Mental Health, School of Community Medicine, University of 
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Manchester. The title of his dissertation was ‘The Characteristics of Male Ex-Intimate Partner 
Stalkers; An Adapted Systematic Review’. 

He has completed training in various risk assessment tools including Historical Clinical Risk 
20(HCR 20) v2 & v3, Spousal Assault Risk Assessment (SARA), B-SAFER, Risk of Sexual 
Violence Protocol (RSVP), International Personality Disorder Examination (IPDE), Short 
Term Risk Assessment & Treatment (START), Structured Assessment of Violence Risk in 
Youth (SAVRY); and training in the use and application of the Stalking Risk Profile. 

8.8 Information provided by Lance has been integrated into the narrative below. The 
conclusion of the interview was as follows:  

Lance was cooperative throughout. He was consistent in his narrative that in his opinion, he 
is essentially a good person who does all he can to help others, with the best intentions. He 
mentioned a number of examples where he had organised charity events because he 
wanted to do the right thing including a sea-fishing competition in June 2014. He also 
emphasised that he has never been in trouble with the law-except for a previous community 
order- and that he’s not like loads of them in here (prison), stating that ‘I’m old school’.  

Throughout the two hours I spent with him, I did not detect any sense of him taking 
responsibility for many of the events in his life; there was always someone else to blame-be 
it the relationship with his wife - having an affair; not seeing his children - they were 
poisoned; numerous allegations of harassment - all the women conspired; the allegations of 
debt - Pamela being reckless; in describing the development of their relationship, Lance 
described it as though he was powerless to resist Pamela’s advances.  

9. Key events  
 

9.1. Lance said that he had been born in Basingstoke. His father was an ex-serviceman and 
Lance an only child, who experienced ‘little love or affection’. He described his father as 
‘quite violent’ who would frequently hit Lance across the head with a closed fist but with the 
palm side hitting him. He added: ‘Mum would stick up for me.’ When Lance was ten years 
old, he ‘went to special school as I struggled with reading and writing and maths.’ 

9.2. ‘Dad fixed bikes for others but not for me’. Lance was particularly upset when his father 
built him a bike but then later sold it without Lance knowing when he was eleven years old. 
He stated that despite his difficulties with literacy etc. he was never poorly behaved at 
school, he never truanted and that he was always punctual, always respectful of the staff. 

9.3. Lance was married in the 1990’s but this came to an end round 2001. They had three 
children together who chose to stop seeing their father as visits with him were so 
unpleasant. They and his ex-wife describe Lance as being very controlling and gave a range 
of examples including monitoring their time, limiting contact with friends, financial abuse and 
a disregard for them as autonomous individuals. Lance also constantly accused his ex-wife 
of having affairs with other men and called her derogatory names. He still maintains that her 
infidelity was the cause of their break-up. 

9.4. In June 2006, Hampshire Constabulary receive a call from a friend of a woman called 
Anna reporting harassment and threats towards Anna from her ex-partner, Lance. Police 
attended and spoke to Anna who disclosed that she was receiving constant harassment 
from her ex-partner, Lance, in the form of text messages and phone calls. Their relationship 
had ended in May 2006 but Lance was desperate for the relationship to resume.  
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9.5. Lance had accused Anna of being in a relationship with other men and had stated that 
he would kill any male ‘found in her bed’. Anna was advised to change her mobile number 
and block her landline telephone for calls from Lance.  

9.6. Meanwhile, Lance was served with a Harassment First Warning Letter, advising him that 
if he continued with his conduct he would be liable for prosecution. Lance sent a further two 
text messages to Anna requesting return of various items of property that were stored at her 
home address. The messages were not deemed to be threatening or abusive.  

9.7. In August, Hampshire Constabulary received a call notifying them that Lance had sent 
text messages and a letter to Anna stating he was going to kill himself. Anna had also found 
the word ‘murder’ scratched into the bonnet of her car and believed Lance was responsible 

9.8. On the same date, Lance was reported missing by his landlord. Lance had sent letters 
to his partner, ex-partner, friends and relatives stating he was going to kill himself. Police 
launched a high risk missing person investigation. Lance stated in his letters that it was 
Anna’s fault that he wanted to kill himself as he was “still in love with her but she did not 
want him”. A friend of Anna’s had also received contact from Lance stating he was going to 
kill Anna. 

9.9. Lance was located by police at his parents’ house having been encouraged to return by 
another ex-partner, Barbara. Lance stated the reason he had gone to kill himself was due to 
his break up with Barbara. Lance was arrested for criminal damage and threats to kill 

9.10. Lance admitted causing damage to Anna’s car and to making contact with her and her 
friends but stated that in his mind, he had done nothing wrong. It was established that Lance 
had contacted Anna by phone or text message in excess of 400 times and had also started 
to exhibit stalking behaviour, waiting outside her home address and monitoring her 
movements. 

9.11. The following month, Lance contacted the police stating that Anna had been causing 
problems for him at work as she had been making complaints about him. Lance also stated 
that Anna had sent him text messages and harassing him. These complaints were 
investigated and no evidence was found to support Lance’s allegations. Indeed, Anna had 
recently been to court and obtained an injunction against Lance and did not wish to have 
any contact with him whatsoever. 

9.12. Lance was sentenced to a 12 month Community Order (200 hours unpaid work) 
ordered to pay compensation of £250, costs of £70 and a Restraining Order was issued 
preventing Lance from communicating with Anna either directly or indirectly or going to 
within 100 yards of her home address. The Restraining Order was to remain in existence 
until further notice of the court. 

9.13. In January 2007, Hampshire Constabulary received a report from Barbara regarding 
unwanted contact from Lance via text message since their relationship had ended in August 
2006. Barbara also stated that Lance had been watching and following her. A domestic 
abuse risk assessment was completed and ‘flags’ placed upon her home address. 

9.14. Whilst this investigation was ongoing, Anna reported further instances of harassment 
by Lance who had been seen walking and driving by her place of work and was also 
suspected of entering the garden of her home address whilst she was not present. A 
domestic abuse risk assessment was completed and ‘flags’ placed upon her home address. 

9.15. The investigation also identified Catherine as another ex-partner of Lance’s. She 
stated she had received a number of obscene text messages from Lance since their 
relationship had ended but that she had challenged him and heard nothing since. 
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9.16. Crown Prosecution Service (CPS) advice was sought and it was agreed that all three 
allegations would be investigated together. In February 2007, Lance was arrested and 
transported to Basingstoke police station. He denied any of the activities undertaken by him 
were meant to harass any of the females and gave reasons for him being seen in the areas 
at the times stated. Lance claimed the three women were conspiring against him and that 
the allegations were false. 

9.17. As the investigation progressed, Catherine withdrew her support. A file of evidence 
was submitted to the CPS in relation to the allegation of harassment made by Barbara and 
allegations of harassment and breach of the Restraining Order with regard to Anna. The 
advice of the CPS was for no formal action to be taken in relation to Lance.  

9.18. The matters were concluded with Lance being warned with regard to the 
consequences of any attempt to communicate with Anna and/or return to her work address. 
He was issued with a harassment warning letter in relation to Barbara.  

9.19. In June 2008, Hampshire Constabulary received a report from Dawn stating that she 
had met Lance through her employment. Lance had recently attended her home address, by 
invitation and they had shared a ‘kiss and a cuddle’. Dawn did not wish for the friendship to 
develop any further and had told Lance. Since then Lance had bombarded her with calls, 
texts and answer phone messages on both her mobile and home numbers. The messages 
had not been threatening but they were unwanted. However, Lance had stated he would 
jump off Beachy Head and kill himself which had caused distress to Dawn. Lance had also 
been seen around the area of her home address and had possibly been entering her 
garden. 

9.20. Dawn was advised with regard to the action that could be taken by police but she 
wished to have one further attempt at dissuading Lance from contacting her, informing him 
that if his actions did not cease she would report him to the police. She sent Lance a 
message to this effect and this resolved the issue. The incident was filed with no formal 
action being taken. 

9.21. In August 2008, Elizabeth reported a number of incidents whereby letters had been 
posted to her home address and posters put up in and around her local area making 
derogatory comments about her and her family. It was identified that she had ended a 
relationship with Lance around April 2008 and he was therefore identified as a suspect, 
along with a number of other people. The investigation identified that the most likely suspect 
was a neighbour with whom the victim was involved in a long term neighbour dispute. There 
was no forensic evidence to assist in identifying any suspect(s). No formal action was taken 
against any subject in relation to these incidents. 

9.22. In September 2008, Hampshire Constabulary were contacted by Frances reporting that 
Lance had been calling and texting repeatedly wishing to commence a relationship with her. 
Frances had advertised a room to rent online and Lance had answered the advertisement 
and viewed the room on two occasions. On the second viewing, Lance touched the knee of 
Frances, at which point she asked him to leave stating he could not rent the room. Since 
then Lance had repeatedly contacted Frances and had been seen outside her address. 

9.23. The Police contacted Lance and he was spoken to with regard to his behaviour. Lance 
stated he had sent the text messages as he thought Frances welcomed his company. He 
stated he had not contacted her again since she had asked him not to. Lance was issued 
with a Harassment warning letter and the incident was filed. 

9.24. In April 2009, Anna contacted the police to report that Lance had entered the shop 
where her daughter worked, approached her daughter at the checkout and made a sarcastic 
comment. Anna was seeking advice from the police with regard to the fact that there was a 
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Restraining Order in place. The Police response was that Lance was not in breach of his 
Restraining Order and had not committed any offences. Consequently Lance was not 
spoken to and police had no further involvement in this incident. 

9.25. Also in 2009, Lance was suspended from his job on full pay following several 
allegations that included abuse of the personal harassment policy. At interview, Lance 
claimed that his business had started sometime in 2006 which sits at odds with this evidence 
of him being employed.  

9.26. Georgina was the occupier of the premises where Lance and a colleague were 
carrying out work. Initially, Georgina asked Lance if he knew where she could buy fencing 
and fence posts. Lance offered to buy them and fit them for her, so mobile phone numbers 
were exchanged. 

9.27. After this, Lance persistently texted and called Georgina, leaving messages. Georgina 
states that she made it clear that she did not have romantic intentions towards Lance, 
however he thought differently. 

9.28. When Georgina refused Lance’s advances, he became rude and abusive towards her 
via text and telephone messages and turned up at her house with flowers prior to her 
returning to work. In this encounter, Lance tried to put his arm round her. The calls and texts 
continued so eventually Georgina threatened to involve the police and when further abusive 
texts were received, she contacted Lance’s employer. This matter was never reported to the 
Police and is only known due to paperwork belonging to Lance being found in Pamela’s 
house after the murder.  

9.29. In June 2009, Lance began a relationship with Iris. Initially the two only spoke by 
phone and even before they met, Lance declared his love for her. Once they met, a 
relationship quickly began and Lance was soon living with her and her two sons. Lance was 
also controlling in this relationship: if Iris visited her family on her own, Lance would bombard 
her with text messages until she returned; sometimes, he would follow her round the house 
and want to be in whichever room she was in and on the rare occasion that he would visit 
her family with her, he would make everyone feel very uncomfortable by either sitting in 
silence or by talking to everyone else and ignoring Iris. Despite money being tight and Lance 
receiving free accommodation and food, Lance contributed next to nothing financially to this 
relationship beyond a take away meal once a week. He also expected Iris to help him with 
the paperwork associated with his business, even though she had her own employment.  

9.30. In February 2011, Hampshire Constabulary were contacted by Helen who stated she 
was having ongoing problems with her ex-partner, Lance. Helen stated she had had a brief 
relationship with Lance which she had recently ended. Since this time Lance had been 
harassing her via text and phone calls. Police attended and obtained a statement from 
Helen. A domestic abuse risk assessment was completed and safety advice given. Lance 
was arrested and interviewed and admitted sending the messages. CPS advice was sought 
and the decision was for no formal action to be take but suggested a harassment warning 
letter be served on Lance. This was completed in March 2011. 
 
9.31. In 2013, towards the end of the year, Lance opened a fishing tackle shop having 
previously traded at car boot sales and as a market stall. 
 
9.32. In March 2014, Lance contacted Sussex Police to state that he was being subjected to 
continual phone calls from a previous short-term girlfriend. An appointment was made for 
police to meet with him but during the period between the call to police and this appointment 
he spoke to his ex-girlfriend and the calls had stopped. He believed that her motivation was 
to obtain a ‘green card’ for the UK. He required no further assistance from the police.  
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9.33. In April 2014, Iris ended her relationship with Lance. It is believed that he began living 
in his shop at this point. He continued to phone and text Iris on occasion, often leading her to 
believe that he wanted to resume their relationship. Occasionally she responded to these but 
most of the time she ignored them.  
 
9.34. Pamela and her third husband ran an antique shop together. Unfortunately he died 
very suddenly of a heart attack in April 2014. Until that point, Pamela was only aware of 
Lance as a nearby fellow shop owner, something she made clear to her sister when they 
bumped into him two days after the death. Lance attended the funeral and was seen 
comforting Pamela to the puzzlement of friends and family members who did not know who 
he was. 

9.35. After the funeral, Lance began contacting Pamela regularly, asking her if she had 
eaten and suggesting they go out for a meal together. Their relationship began very soon 
after; this was viewed as disrespectful by the parents of her third husband and Pamela’s 
relationship with them became strained. 

9.36. By September 2014, Pamela and Lance were living together having merged their 
businesses the previous month. They lived in Pamela’s home as Lance had previously been 
homeless. This involved Lance bringing all of his belongings into Pamela’s home which was 
a considerable amount; enough to make movement around the property somewhat difficult. 

9.37. They ran a joint antique and fishing tackle shop for a while. Over time, however, the 
antique part of the business reduced and eventually it became solely a fishing tackle shop. 

9.38. Pamela used her inheritance (in the region of £30k) to finance this business and she 
took out two car loans for a car for them each. The first record of Pamela purchasing 
supplies for Lance’s business is at the end of June 2014. Pamela took out a £10k business 
loan in September 2015 which coincided with the business branching out onto another site. 
The business did have debts but a Financial Investigator described these as being ‘modest’ 
and what you would expect for a business of that size. Lance did not have any known bank 
accounts and always dealt in cash. Lance would subsequently allege that Pamela was 
controlling, especially with regards to money, but it appears that Pamela used her own 
money to finance both the business and the relationship, with Lance contributing little, if 
anything at all. This interpretation of the available evidence is consistent with Lance’s 
previous behaviour with regard to money and relationships. 

9.39. During this period, Pamela was working extremely long hours and her regular visits to 
her family became less frequent although they still spoke very regularly by phone. On 
occasions when Pamela did visit, she was often alone but her visit would be consistently 
punctuated by calls and texts from Lance demanding her attention for some matter or 
another. When family members arranged to visit her for the day, their plans were interrupted 
by Lance having a ‘sudden illness’ and Pamela having to work in the shop to cover for him. 
According to her family, Pamela found these constant demands for her attention irritating but 
did not ‘name’ this as controlling behaviour or as abusive. 

9.40. Lance told Pamela (and others) that he had previously been in prison (for ‘putting a 
man in a wheelchair’ after he found him in bed with his wife – something which he now 
denies) and was divorced. He also told her that he had ‘spent thousands’ trying to establish 
contact with his children who he had been denied contact with as they had witnessed his 
assault of his wife’s lover. None of these things were true. 

9.41. Lance made multiple offers relating to DIY and maintenance around the house but 
none of the work ever materialised. In one instance, Lance had encouraged Pamela to 
purchase a new bathroom suite which he promised to install. After months of having the 
parts cluttering up the front room, Pamela paid to have it installed. Whenever Pamela wore 



OFFICIAL / RESTRICTED - not to be published or circulated without permission 

 

East Sussex DHR Pamela (Adult F) Overview Report (Published Jan 18) Page 19 of 44 

make-up or dressed smartly, Lance would accuse Pamela of having affairs. This too, was a 
repetitive pattern in his relationships. 

9.42. At Christmas 2014, Pamela and Lance went to her sisters for the day. According to 
Pamela’s mother and sister, during the visit, Lance spent most of the time disengaged 
answering only in monosyllables when attempts were made to start a conversation with him. 
Lance’s mother, who was very frail and in a wheelchair, also came for the Christmas visit. 
During this time, all personal care of Lance’s mother was provided by Pamela. Pamela’s 
family did raise concerns about Lance with her but she brushed these away saying she 
could look after herself and he would never hurt her. 

9.43. At the very end of the year, Pamela made contact with Lance’s eldest daughter via 
Facebook. Sometime later, around April 2015, the children visited their paternal grandmother 
who was ill and it happened to be the same day that Pamela and Lance were also visiting. 
There was a cautious reunion and Pamela was very happy, telling her sister that she now 
had the family she’d always wanted. There were several further visits to Grandmother and 
one visit by the children to visit Pamela and Lance in Sussex. The children really liked 
Pamela and will later recall Lance’s controlling and disrespectful treatment of her.  

9.45. In June 2015, Lance’s mother dies. 

9.46. After this time. Pamela’s family don’t see her for three months and there is no more 
mention from her of Lance’s children.  

9.47. Although Pamela paid for everything relating to the clearance of his mother’s home 
and the children did not ask for anything, Lance became paranoid with regard to them 
wanting to make a profit from his mother’s death. He sent abusive text messages to his 
children in July and August and they once again broke off contact. 

9.48. Pamela did text them in February 2016 with Lance’s new mobile number in case they 
wanted to get in touch. She also called to invite them to his 50th birthday but they declined to 
go. 

9.49. Shortly after his mother died, Lance made contact with Iris again. She offered her 
support and he told her: ‘Oh, I have support; I have my children back in my life, they have 
been looking for me for four and half years’. Lance called again six weeks later and Iris sent 
him one text expressing her condolences about his mother. One night in September he 
turned up on Iris’s doorstep unannounced. They talk for several hours during which Lance is 
very derogatory about Pamela including alleging that she controls all the finances. Lance 
makes a suggestion that they resume their relationship but Iris isn’t keen. Subsequent to 
this, several arrangements are made for them to meet up – in public at Lance’s request as 
he feels ‘something will happen if we meet in private’ but Lance cancels them all. Iris hears 
nothing more for six months. This account sits at odds with Lance’s later claim that the 
relationship with Pamela only started to deteriorate in October 2015. 

9.50. Towards the end of the 2015, Pamela became suspicious that Lance was seeing 
someone else when she discovered a series of text messages between him and a local 
woman called Janice. During this time, Pamela stayed with her mother for a week 
subsequent to her having had a knee operation. 

9.51. Lance said that he was merely helping Janice to organise a surprise birthday party for 
her husband. After the party had occurred and Pamela found still more email exchanges 
between the two, arranging to meet up on a regular basis, Lance claimed he was providing 
support to her as she was experiencing marital difficulties but that there was nothing 
between them. Pamela knew the woman concerned and had taken her (adult) special needs 
daughter to a UB40 concert. 
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9.52. At interview with the Chair, and earlier with the police, Janice stated that she and 
Lance began a relationship in October 2015; a relationship that is on-going. However, Janice 
told Lance’s children at the trial that the relationship had begun four years previously. During 
the meeting with Lance, he claimed this relationship had not begun until he had separated 
from Pamela (nine days before her death). There was no additional evidence to definitively 
establish which of these three possibilities is the true one; Janice is clearly lying about at 
least one of her two versions and other evidence in this case also shows that Lance lies to 
paint himself in a good light. On balance, the Panel was inclined to think that their 
relationship began around October 2015. Pamela did end the relationship around November 
for a few weeks but Lance managed to convince her that she was over-reacting and that 
nothing was going on with him and Janice. During this time, Lance made several suicide 
threats if Pamela did not resume the relationship – another recurring pattern. Pamela also 
visited her GP describing hair loss and a low mood due to her relationship difficulties. She 
was given anti-depressants and referred to Health in Mind for counselling. She was 
contacted by them and offered an assessment appointment in December 2015. During this 
assessment, Lance was identified by Pamela as a protective factor and she was referred to 
Step 2 psychological therapies assessment/ treatment. A date was arranged for early 
February. Meanwhile her GP had followed up on Pamela and recorded that she was feeling 
better.  

9.53. Pamela’s suspicions about Lance remained but she was unwilling to end the 
relationship again without proof. Lance and Pamela both went to her family for Christmas 
again; at this visit Pamela’s sister enquired about his children and was told that he had 
ceased contact as they were only after his money. His children dispute this; they say he left 
abusive messages for them and they ceased contact. It seems probable that Lance was 
uneasy about the close relationship between Pamela and his children. 

9.54. After Christmas, Pamela’s visits to her family increased again. The last time they saw 
her was mid-February when her sister had her birthday although they did speak on the 
phone after this time. Pamela’s birthday had been a few weeks earlier; Lance did not get her 
a card but did take her out for a meal in a local café. When Pamela mentioned her 
disappointment at the lack of a card, Lance became angry and accusatory. 

9.55. In early February, Pamela went for her second assessment at Health in Mind. By now, 
a new risk assessment format was in use which supports clinicians to explore risk from 
others more comprehensively. Pamela described emotional abuse and financial control but 
said there has been no physical violence or threats of violence. The overall assessment was 
that Pamela was medium risk. Lance was no longer cited as a protective factor. A follow up 
appointment was offered to agree the onward treatment plan for Pamela once the 
assessment had been reviewed at a Cluster (multi-disciplinary team meeting) Meeting. At 
the end of the month, Health in Mind called Pamela and offered a referral to the Options 
Counselling service to which Pamela agreed and an appointment was later arranged for 
early April. 

9.56. A few days later, Lance called Sussex police to report that both his and Pamela’s cars 
had been vandalised with spray paint, whilst parked outside Pamela’s house. No lines of 
enquiry were identified and the report was filed undetected. In this report to the police, Lance 
describes Pamela as his wife. Lance would later state that both he and Pamela believed that 
this was done by a friend of Janice who had previously been rude to Pamela. 

9.57. By March, Pamela had definitive proof that Lance had been lying to her about a 
number of different matters, including about his divorce, about her former husband, about his 
phone and about Janice. She terminated the relationship. Lance moved out and into a 
nearby fishing chalet (attached to his shop). 
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9.58. Text messages and phone calls ensued from Lance begging Pamela to take him back. 
He even enlisted the help of a mutual friend to intervene as Pamela ignored most 
communication from Lance. Pamela replied to this friend: ‘Lance has made the massive 
mistake of lying to me again and I cannot be in a relationship without trust…the only thing I 
can ask is that you give him some support until he is strong enough to deal with the 
consequences of what he has done’. Lance then started to post messages on social media 
and enlisted the sympathy of other friends stating ‘She’s the only one I’ve ever loved’ and 
‘she’s the lady I care about the most’, claiming he was losing the will to live whilst continuing 
to text and phone Pamela. He calls 30 times in 18 hours but all calls go to voicemail. 

9.59. Despite all of this, Lance spends the night with Janice. As soon as they part, the 
bombardment of texts and calls to Pamela begin again. By 9am, he is crying in the shop and 
claiming he had to sleep on a bench last night. By mid-morning, he was sending texts to 
friends suggesting he may commit suicide. In one he claimed: ‘I’ve not cheated, I’ve not lied 
she just don’t want me.’ 

9.60. Meanwhile, Pamela called her sister and told her that she had split up with Lance the 
previous weekend. She said she was very happy about the decision. Pamela told her sister 
that she had changed the door locks at home and had blocked Lance’s phone number on 
her mobile because he had a habit of calling her incessantly when they were apart. Blocked 
from being able to access her by phone, Lance continues posting messages via social 
media: ‘Please please talk to me… I love you so much’ and ‘we need to talk babe I’m sorry’. 
The following day, Lance posted again: ‘Just fuck off and wreck somebody elses [sic] life’ 

9.61. Pamela posted this message and picture on her Facebook page: 
 
Exciting times ahead! Getting my life back on track and looking forward to the future! It's 
better to be on your own, than be with someone that makes you unhappy! 

 

9.62. There is a pause in Lance’s harassment whilst he once met up with Janice but this 
quickly resumes again. Lance now started to inform several people that Pamela has been 
cheating on him and posts derogatory messages about Pamela on Facebook. He also 
turned up unannounced at Iris’s house and said he was confident that he and Iris will get 
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back together. Lance later reveals that he spoke to Iris as she knew him better and Lance 
felt more able to confide in her and to talk openly with her than Janice.  

9.63. They arranged to meet the following day but Lance didn’t turn up. At this point, Lance 
started to make accusations against Pamela with regards to money, involving her previous 
in-laws. Later enquires prove that these allegations have no substance whatsoever. Lance 
repeated these allegations at interview but Pamela’s accounts, tax returns and finances do 
not support his version of events. 

9.64. On the morning of the murder, Pamela spoke on the phone to her mother explaining 
that she had ended her relationship with Lance. He had moved out of her home and she was 
now feeling optimistic about her future. Pamela ended the call to her mother at around 
11am, stating that she thought Lance was at the door and that she would phone her back. 

9.65. On opening the door, Lance launched into a frenzied knife attack in the hallway, 
stabbing her at least 29 times. His later claim that he was defending himself seems unlikely; 
it is thought that he arrived armed with a knife4, he had no defensive wounds and it was 
clear from the blood spatter patterns that Pamela was on the ground after the first or second 
stabbing. Lance claimed that he was ‘boxed in’ due the physical constraints of the entrance 
to Pamela’s house but this again seems unlikely; Lance would have been standing in the 
doorway with the street behind him, it was Pamela standing inside with the staircase behind 
her that is more likely to have been trapped. Lance left her to die from her injuries while he 
cleaned himself up and left the knife in the bathroom sink. He took her shop takings and 
keys before returning to his chalet (attached to his shop). 

9.66. Around 4pm he texted a friend: ‘I’ve killed her mate thanks for everything goodbye’. It 
is not known when this message was read or what was (or not) done in response but we 
now know that Pamela was already dead by this time. 

9.67. Growing concerned that Pamela hadn’t returned calls to her mother or sister, the 
following day they drove to her home. When they arrived it was clear to them that something 
was amiss and they called the police. Officers attended and found Pamela’s body slumped 
against a door inside the house. A manhunt was launched for Lance. 

9.68. He was found at the chalet with self-inflicted knife wounds to his neck and stomach 
and was taken to hospital. His wounds were only superficial and he was taken into police 
custody later that evening. 
 
9.69. Lance was charged with murder and originally pleaded not guilty. However, he later 
changed his plea to guilty and was sentenced to life with a minimum tariff of 22 years.  

10. Analysis 
 

The Individual Management Reviews have been carefully considered through the view point 
of Pamela, to ascertain if each of the agencies’ contacts was appropriate and whether they 
acted in accordance with their set procedures and guidelines. Where they have not done so, 
the Panel has deliberated if all of the lessons have been identified and are being properly 
addressed.  
 
The Review Panel is satisfied that all agencies have engaged fully and openly with the 
Review and that lessons learned and recommendations to address them are appropriate. 
 

                                                           
4
 The police investigation did not find any knives missing from Pamela’s house but were unable to definitively 

prove that the murder weapon belonged to Lance 
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The authors of the IMRs and Reports have followed the Review’s Terms of Reference 
carefully, and addressed the points within it that were relevant to their organisations. They 
have each been honest, thorough and transparent in completing their reviews and reports.  
 
 
10.1. Each agency’s involvement with the subjects of the Review. 
 
This is detailed in the chronology above. 
 
10.2. Whether, in relation to the family members, an improvement in communication 
between services might have led to a different outcome  
 
There were four agencies known to have contact with either Lance or Pamela: 
 

 Hampshire Constabulary 

 Sussex Police 

 Pamela’s GP 

 Health in Mind (a counselling service to whom Pamela was referred). 
 
Of these, relevant contacts by Pamela with her GP were relatively few and Sussex Police 
had no relevant contact until after the murder. 

 
The perpetrator was registered at a local GP surgery as a temporary patient (which means 
that if he was registered elsewhere the records would not have transferred). He had one 
contact and the appointment was over an unrelated issue. 
 
During the time Lance was residing within Hampshire, eight women (with a ninth unproven) 
reported him for harassment which resulted in four first warning harassment letters being 
issued. Post 2011, Hampshire Constabulary have no records of Lance. 
 
It is fair to say that practice in Hampshire Constabulary with regard to stalking and 
harassment has improved considerably since 2011. This is discussed further under 
paragraph 10.3 
 
The Panel made contact with the Crown Prosecution Service to ask if they could review their 
decisions and advice given. The following was received: 
 

February 2007: Charging advice was given on this date relating to two incidents 
which occurred in the latter part of 2006.  

 
The first was breaching a restraining order involving a former partner. The allegations 
were that Lance walked past and drove past the shop where the complainant Anna 
worked. In interview, Lance stated that he was unaware of where she worked. There 
was no evidence that it could be proved that he did. There was therefore no realistic 
prospect of conviction, albeit the lawyer advised that Lance should be warned about 
future behaviour. 

 
The second allegation related to Barbara who was an ex-partner. The allegation was 
that unwanted texts had been received. These texts had not been saved and there 
was no independent evidence that they had been received or the content of them. 
There was no realistic prospect of conviction. The lawyer advised that a harassment 
warning letter should be served so he was aware that the sending of texts to Barbara 
was unwanted. It was also noted that there was no further contact with either 
complainant since the police were involved. 
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March 2011: Charging advice was given on this date relating to an ex-partner, Iris 
[…] A number of texts were exchanged. These texts did not amount to harassment. 
They were an exchange of texts which could not be proved to amount to harassment. 
The lawyer appreciated Lance’s background and suggested that a harassment 
warning notice should be served upon him so he was left in no doubt that future 
interaction was unwanted and would amount to harassment. 

 
Both decisions made were correct on the evidence investigated and presented to the 
reviewing lawyers. Neither met the evidential test that there was a realistic prospect 
of conviction. The lawyers were aware of the previous convictions and did what they 
could as far as requesting the police to warn and issue a Harassment warning letter 
to indicate that the behaviour demonstrated previously could be interpreted as 
harassment towards the same complainant if that behaviour persisted. 

 
If the same evidence was presented today the outcome would be identical in respect 
of these matters. 

 
Hampshire Constabulary state in their IMR that practice today with reference to harassment 
would be to more robustly challenge such decisions by the Crown Prosecution Service.  

The only other agency that Health in Mind had contact with was Pamela’s GP. This contact 
was via the initial referral (written) and outcome assessment letters (written). Pamela’s GP 
was also copied into routine communications concerning appointments. 

For Sussex Police, there is no evidence that there was an opportunity to identify any 
problem between Pamela and Lance and thus no opportunity to take a multi-agency 
approach. 

10.3 Whether, in relation to the alleged perpetrator, there are any lessons to be learnt 
in how previous incidents of domestic violence and abuse that occurred when he was 
resident in Hampshire were managed 

As no harassment issues were ever raised with Sussex Police, this section focuses on the 
responses of Hampshire Constabulary. 
 
When considering the police response to the incidents involving Lance that were reported to 
Hampshire Constabulary during the period 2006 - 2011, due to the passage of time and 
significant changes in practice, it was agreed that the main focus of the analysis would 
provide a view of the police response should this pattern of events be reported in 2016. 
 
In 2016, domestic abuse is identified as a force priority for Hampshire Constabulary. This 
area of business is supported by a clear action plan which aims to5: 
 

 Prepare the Police to respond to domestic abuse effectively and in partnership with 
other agencies 

 Prevent domestic abuse and reduce reoffending by perpetrators 

 Protect those at risk of domestic abuse and reduce the threat of harm 

 Ensure an effective investigation and appropriate outcome for every report of 
domestic abuse. 

 
The plan is supplemented by clear policies and procedures which identify the required 
response and investigation standards in relation to domestic abuse.6 In practice this means 

                                                           
5
 Hampshire Constabulary Public Protection Domestic Abuse Action Plan April 2016 

6
 Policy 02400 Responding to and Investigating Domestic Abuse 
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that every time the police respond to a report of domestic abuse a Domestic Abuse Stalking 
and Harassment (DASH AD232R) risk assessment is required. This includes cases where a 
victim is unable or unwilling to contribute to the risk assessment. In instances such as this, 
officers should use professional judgement along with information recorded on police 
systems in order to make an assessment with regard to the risks posed and grade in 
accordance with policy. 
 
Hampshire Constabulary has three grades that may be applied to victims of domestic abuse: 
Standard, Medium or High. Each grade has associated safeguarding activities that must be 
undertaken and the risk level is determined through the incident as it has been reported, the 
responses given to the DASH and consideration of any known previous history. 
 
Hampshire Constabulary has three Multi Agency Safeguarding Hubs (MASH) in operation 
across the geographical policing area and all DASH risk assessments are received by the 
relevant MASH, where the risk assessment is further reviewed alongside the risk grading. 
The MASH is responsible for taking the relevant safeguarding response. Within Hampshire 
Constabulary, the required response for each risk level is as follows: 
 

 Standard risk – tasked to victim support services, if required by victim 

 Medium risk – tasked to Prevention and Neighbourhood Team for officer to contact 
victim 

 High risk – tasked to Safeguarding for specialist advice and support. Referral to 
Independent Domestic Violence Advocate (IDVA) services and MARAC7. 

 
Within Southampton MASH, a MARAC/MASH pilot is being undertaken. The pilot changes 
the way in which police and partner agencies respond to victims of high risk domestic 
violence and abuse (DVA). 
 
The new multi-agency MARAC and MASH model (M4) builds upon the information sharing 
and risk assessment already taking place in MASH to incorporate a ‘live time’ multi agency 
risk assessment for high risk DVA adults whether or not there are children involved. 
 
The ‘one front door’ approach means that all agencies within MASH can assess the risks 
and needs of victims and children and ensure appropriate services and interventions are in 
place at the earliest opportunity. This also means that only the most complex cases will be 
heard within MARAC with all relevant professionals involved with the adult and/or their 
children in attendance to contribute to the identification of effective safeguarding and safety 
planning. 
 
A review of the incidents reported throughout 2006-2011 identifies that, in the main, the 
incidents reported were recognised as domestic abuse and risk assessments were 
undertaken accordingly with victims and referrals made to the specialist Domestic Abuse 
Units (DAU) that were in operation at the time.  
 
Due to the way in which information was captured and recorded, it has not proved possible 
to access specific details with regard to the level and type of support that was offered to the 
victims but in general terms, the role of the DAU was to provide support and crime 
prevention advice to victims of domestic abuse through either telephone or face to face 
contact. The level and nature of the contact would be dictated by the needs and wishes of 
the victim in consideration of the level of risk as identified through the assessment process. 
Where appropriate, victims would be signposted to specialist domestic abuse services. 
 

                                                           
7
 Usual practice is that all high risk cases are referred to MARAC although there can be exceptions in which case 

the decision not to refer is made by a Safeguarding Sergeant and rationale recorded  



OFFICIAL / RESTRICTED - not to be published or circulated without permission 

 

East Sussex DHR Pamela (Adult F) Overview Report (Published Jan 18) Page 26 of 44 

Following the report of further harassment made by Anna in August 2006, a domestic abuse 
risk assessment should have been undertaken. Although this was a gap in practice, robust 
action was taken in response to the offences that had been reported, with Lance being 
arrested and charged. This charge led to his conviction and a Restraining Order being 
granted by the court. The offences reported by Anna in August 2008 evidence escalating 
behaviour on the part of Lance who had contacted Anna in excess of 400 times. Lance had 
also committed criminal damage, scratching the word ‘murder’ into Anna’s vehicle and made 
threats to kill her to a third party. 
 
Due to the time period that has elapsed and the changes in practice in relation to domestic 
abuse, there is no recommendation being made in relation to this gap in safeguarding 
practice.  
 
If these circumstances were to occur now, this incident would be graded as high risk 
resulting in contact being made by the police Safeguarding Team to offer specialist advice 
and support and also a referral to the Independent Domestic Violence Advocate (IDVA) 
service. There would also be an expectation that the case would be referred to a Multi-
Agency Risk Assessment Conference (MARAC) where partner agencies would meet to 
discuss the case. This multi-agency forum would have provided an opportunity for 
information held by police, Children’s Social Care, Health and other relevant agencies 
regarding the victim, the family and the perpetrator to be shared with a view to identifying 
risks and devising an appropriate action plan. 
 
The incidents reported in January 2007 identify three victims (Anna, Barbara and Catherine) 
of stalking/harassment offences committed by Lance. Due to the number of victims, the 
evidence of escalating stalking behaviours (including following the victims and entering the 
rear garden of the property whilst out) and the fact that Lance is a repeat perpetrator, this 
incident would be regarded as a high risk domestic abuse case and a further referral to 
MARAC would be made. In addition, each of the victims would receive advice and support 
from the police Safeguarding Team and referred to the Independent Domestic Violence 
Advice Service.  
 
At the time these incidents were reported, Lance was a client of the Probation Service 
having been sentenced to a 12 month Community Order in September 2006. These further 
incidents may have prompted a review of Lance’s behaviour to determine whether his 
actions constituted a breach of any imposed conditions. 
 
A significant area of growth within Hampshire Constabulary in recent years is in relation to 
the identification and response to stalking behaviours and offences. In 2012, the Protection 
of Freedoms Act 2012 created two new offences under sections 2a and 4a of the Protection 
from Harassment Act (PHA) 1997.8 It is the opinion of the Panel that the introduction of 
these new offences is of particular significance in this case.  
 

 Section 2a relates to harassment involving a course of conduct that amounts to 
stalking 

 Section 4a relates to stalking involving a fear of violence or stalking that involves 
serious alarm of distress. 

 
The list of behaviours that are identified as being indicative of stalking include: 
 

 Following a person 

 Contacting, or attempting to contact, a person by any means 

                                                           
8
 http://www.cps.gov.uk/legal/s_to_u/stalking_and_harassment/#a02b  

http://www.cps.gov.uk/legal/s_to_u/stalking_and_harassment/#a02b
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 Publishing any statement or other material relating or purporting to relate to a person, 
or purporting to originate from a person 

 Monitoring the use by a person of the internet, email or any other form of electronic 
communication 

 Loitering in any place (whether public or private) 

 Interfering with any property in the possession of a person 

 Watching or spying on a person. 
 
Due to the nature of the reports made by the victims, the behaviours exhibited by Lance and 
the repeated nature of his offending, it is the view of the Hampshire Constabulary IMR 
author that, should a similar sequence of events be reported to Hampshire Constabulary in 
2016, the police response would be in accordance with an investigation into offences under 
either Section 2a or 4a of the PHA. 
 
To support officers in understanding stalking offences and responding accordingly, 
Hampshire Constabulary procedures 12900 and 12901 set out the required standard for the 
investigation of stalking and harassment incidents. The policy recognises the link between 
domestic abuse and stalking, dictating that any harassment or stalking that occurs between 
parties who have been/are in an intimate relationship must always be classed as high risk 
and referred to MARAC. 
 
Hampshire Constabulary has also implemented a Stalking Clinic. The clinic, implemented in 
2012, is a multi-agency process with a panel comprised of police, the National Probation 
Service (NPS), the Crown Prosecution Service (CPS), a psychologist, a psychiatrist and an 
Independent Stalking Advocate (ISA).  
 
Where stalking or serious harassment behaviours are identified, a stalking risk screening 
tool (AD344a) is completed in order to assist in assessing the risk to the victim and inform 
the development of safeguarding plans. The AD344a is then sent to the Stalking Clinic Risk 
Management System (RMS) inbox for assessment. 
 
All assessments received are subject of a triage process in order to identify cases that are 
appropriate for progression to the Stalking Clinic. Due to limited resources, the clinic is only 
able to take four referrals from across Hampshire and the Isle of Wight per month. 
 
The triage is a multi-agency process led by a Detective Inspector working with the Offender 
Management Team with a probation representative and the ISA in attendance. Cases are 
selected for discussion at the clinic giving consideration to a number of factors: 
 

 The risk of violence 

 The risk of persistence 

 The risk of re-occurrence 

 The risk to psycho social damage9. 
 
It is imperative that cases submitted to the clinic are those where there are significant and 
imminent risks that can be addressed through this multi-agency forum. All those involved in 
the process have undertaken the internationally accredited Stalking Risk Profile (SRP) 
Training to assist in identifying appropriate cases.  
 
Across the force, Hampshire Constabulary has approximately 15 staff trained in SRP. This 
includes two Detective Inspectors, ten Detective Sergeants and one member of staff within 

                                                           
9
 Factors considered are in accordance with those identified within Stalking Risk Profile, Guidelines for the 

Assessment and Management of Stalker, Dr Rachel D Mackenzie & Dr Troy McEwan 
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Safeguarding. There is a Single Point of Contact (SPOC) within each geographical area of 
the force. The SPOC’s are Detective Sergeants working within Offender Management and 
are therefore able to utilise their knowledge and expertise in this field to consider any 
alternative means of managing behaviours, giving consideration to guidance in accordance 
with Multi Agency Public Protection Arrangements (MAPPA). 

 
As part of the Hampshire police IMR, the author met with the Detective Inspector (DI) Lead 
for stalking to review this case and consider how practice may differ, should this series of 
events be reported in 2016. 
 
It was the view of the DI that the incident reported by Anna in August 2006 would have 
resulted in officers recognising the stalking behaviours being exhibited, leading to an 
AD344a being completed. From a triage perspective, the case evidences suicidal ideation, 
homicidal ideation, approach behaviour (property damage) and clear stalking behaviours. 
 
At this point, based upon the information known by the police, Lance was not a current client 
of any partner agencies such as Probation or mental health services therefore any focus or 
intervention from a clinic perspective would have been at the triage stage, providing support 
to the victim through the advocate in terms of safeguarding.  
 
The incidents reported in January 2007 evidence an increase in the stalking behaviours and 
activity of Lance, targeting multiple victims at the same time. Officers responding to this 
incident now would be expected to recognise the stalking behaviours and complete an 
AD344a for submission to the triage clinic. 
 
It was the view of the DI that this series of incidents would have progressed for discussion 
within the clinic and a full assessment of the information known by agencies represented 
with regard to Lance and his victims.  
 
By this time, Lance was subject to Probation intervention and discussion at clinic would have 
provided the opportunity to share information with his Probation Manager. The clinic could 
have suggested areas of focus for working with Lance such as understanding domestic 
abuse, stalking behaviours and the impact his behaviour might have on victims. The 
opportunity to explore his mental health could also be progressed. 
 
The police investigation was ongoing at this time and, appropriately, the reports from the 
three victims were investigated alongside each other to build a single case. The CPS 
decision was for no formal action to be taken. Utilising the expertise of the CPS worker 
within the Stalking Clinic could have assisted in evidence gathering against Lance and 
afforded the opportunity to access early advice and guidance. This may have resulted in a 
different outcome from a prosecution perspective. 
 
The Stalking Clinic also provides investigators with support and peer oversight to ensure that 
any investigations undertaken are robust and all evidential opportunities are explored. This is 
achieved through the trained staff and the SPOC’s. This may have been beneficial when 
reviewing the offence reported in September 2008 where Lance touched the knee of 
Frances and made unwanted advances towards her. This investigation was concluded with 
the issue of a first instance Harassment Warning Letter. This was inappropriate given 
Lance’s history. In addition, there does not appear to have been any consideration of an 
offence of Sexual Touching under the Sexual Offences Act 2003.  

 
When reviewing all the incidents involving Lance, there are a number of occasions when he 
has threatened suicide as a result of a relationship breakdown or his behaviours being 
challenged. In instances such as this, one of the options available to the Stalking Clinic is to 



OFFICIAL / RESTRICTED - not to be published or circulated without permission 

 

East Sussex DHR Pamela (Adult F) Overview Report (Published Jan 18) Page 29 of 44 

request a mental health assessment of the perpetrator. This can assist in identifying any 
mental ill health or mental disorders that may influence risk management plans and options 
to progress cases through the criminal justice system. 
 
Where a case had been discussed at the Stalking Clinic it is imperative that relevant 
information with regard to identified behaviours, intervention work and risk management is 
shared. An information sharing protocol is in place to enable the transfer of information both 
between agencies within Hampshire and across borders. 
 
Where it is known that a stalking perpetrator has moved outside of area covered by 
Hampshire Constabulary or is offending in more than one geographical area, contact is 
made with the relevant force in order to share information and highlight potential risks. A 
management occurrence is also created on RMS (Risk Management System) which will 
enable identification of a perpetrator who is subject of the Stalking Clinic. This means that 
where a police force undertakes a PND check this information would be highlighted.  
 
Education and training across the force in relation to stalking and harassment is a continuing 
and evolving programme. Training is delivered via frontline training, Safeguarding Master 
classes and Continued Professional Development Days. Officers are encouraged to utilise 
the SPOC’s within their areas to seek advice and guidance and an intranet site is available 
to access at any time. 
 
To date, there are no formal measures or evaluation methods in relation to the impact of the 
stalking clinic but the DI reports that it is very rare to get repeat referrals into the clinic. Victim 
feedback is also sought in order to enhance the work of the clinic and improve the victim 
services. 
 
The Panel are satisfied that should a similar series of events be reported to Hampshire 
Constabulary in 2016, the police response would have been different due to the changes in 
practice and procedure in particular when considering the implementation of MARAC, the 
availability of specialist domestic abuse services and changes to the Domestic Abuse Risk 
Assessment process to encompass recognition of the risks associated with stalking and 
harassment behaviours.  

 
The implementation of the Stalking Clinic within Hampshire Constabulary is viewed as a 
positive step in the identification of the most significant cases of risk and enables a multi-
agency approach to the management and planning in relation to the most vulnerable victims 
and the most dangerous perpetrators. 
 
Work is also in progress through the Stalking Clinic to develop and implement an accredited 
perpetrator programme, similar to those that are in place for perpetrators of domestic 
violence offences. The programme will aim to educate and change the behaviours of 
perpetrators with a view to increasing an offender’s understanding of motivational factors 
and reducing repeat and serial offending. 
 
The Hampshire Constabulary IMR notes that the use of Harassment Warning letters as an 
outcome to the offences reported is of concern. During the period 2006 – 2011, Lance was 
served four separate Harassment Warning letters. Three of these were served after he had 
been convicted of Harassment and a Restraining Order was in force. The use of a 
Harassment Warning letter following the incident Anna reported in June 2006 is appropriate. 
Two subsequent letters were issued: one in 2007 (Barbara) and another in 2011 (Helen). It 
is the view of the IMR author and the Panel that CPS advice on the second letter in 
particular should have been challenged given that it was issued at a time when Lance had 
recently been convicted of harassment and a Restraining Order was in place.  
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The remaining letter was issue by police relating to offences reported by Frances in 
September 2008. Frances had been subjected to harassment, including a number of 
unwanted text messages, from Lance following him viewing a room that she had available to 
rent. There was very little investigative response, and although research was undertaken 
and Lance’s history in relation to harassment offences was recognised, the immediate 
outcome was for consideration of a telecommunications offence if the victim supported a 
prosecution. In the absence of this, it was agreed a Harassment Warning letter should be 
issued. The IMR author notes that the responding officer should have recognised that this 
was not a single act and that Lance was a repeat perpetrator who already had a conviction 
for harassment. In these circumstances, the serving of a warning letter was inappropriate.  

 
Harassment warning letters have now been replaced with Police Information Notices (PIN) 
and there is very clear guidance with regard to when and how to issue a PIN. In particular, a 
PIN can only be issued in cases where a report details the first and only incident of 
harassment. If this is not the case, then a PIN cannot be issued. Hampshire Constabulary 
procedures further require that in cases where the CPS have decided not to pursue a 
prosecution and a PIN is instructed, an Inspectors authority must be obtained and if officers 
believe a course of conduct has been proven but the CPS instruct to issue a PIN instead, 
this decision should be challenged through the appropriate channels. Hampshire 
Constabulary has also changed the way they record and identify those who are subject of a 
Restraining Order.  
 
Had this structure been in place when Anna reported the later incident in 2009, a different 
outcome may have been reached. It is not clear that the officer considered whether this may 
be indirect contact towards Anna constituting a breach of the Order and nor is it clear that 
the officer knew that an Order was in place.  
 
The Panel is satisfied that even prior to this Review, Hampshire Constabulary have made 
significant changes to their practice with regards to stalking and harassment and that the 
missed opportunities identified above would not occur today. 
 
10.4. Whether the work undertaken by services in this case was consistent with each 
organisation’s:  
(a) Professional standards  
(b) Domestic violence policy, procedures and protocols  

 
All agencies worked within the professional standards and policies that existed at the time. 
Nevertheless, the Panel did feel that the absence of a specific domestic violence policy 
within the GP surgery was of concern and a recommendation has been made about this (this 
is discussed further in 10.6 below). 
 
10.5. The response of the relevant agencies to any referrals relating to the victim, 
concerning domestic violence or other significant harm from April 2014 onwards until 
the point of the death. It will seek to understand what decisions were taken and what 
actions were carried out, or not, and establish the reasons. In particular, the following 
areas will be explored:  
 
(a) Identification of the key opportunities for assessment, decision making and 
effective intervention in this case from the point of any first contact onwards.  
(b) Whether any actions taken were in accordance with assessments and decisions 
made and whether those interventions were timely and effective.  
(c) Whether appropriate services were offered/provided and/or relevant enquiries 
made in the light of any assessments made. 



OFFICIAL / RESTRICTED - not to be published or circulated without permission 

 

East Sussex DHR Pamela (Adult F) Overview Report (Published Jan 18) Page 31 of 44 

(d) The quality of the risk assessments undertaken by each agency in respect of both 
parties.  

Hampshire Constabulary and Sussex Police were unaware of any domestic violence 
between Pamela and Lance and as such, no risk assessments or domestic abuse 
interventions took place.  

From statements to the Police from his various victims, it is clear that Lance could be 
physically intimidating including punching holes in walls to frighten his victims. We also know 
that he was physically violent to his children, particularly his son and that on at least once 
occasion; this prompted an investigation by Social Services. This occurred in the 1990’s and 
it has not been possible to access these records. 

It is also clear that Lance exhibited a range of controlling behaviours in his various 
relationships but with the exception of his harassment of them after those relationships 
ended, such behaviours were not known to agencies until Pamela disclosed emotional and 
financial abuse to her counsellor at Health in Mind a month before the murder. At this 
meeting issues of safety were explored and Pamela indicated that there had been no 
physical violence or threats of violence. A risk assessment in relation to self-harm was also 
undertaken. 

Sussex Partnership NHS Foundation Trust (SPFT) reviewed and updated its Domestic 
Violence Policy in December 2015 (Identifying and Responding to Domestic and Sexual 
Abuse, 22/12/2015, Clinical 187), after the first assessment with Pamela had taken place. 
Health in Mind updated the service-specific risk screen to ensure that issues in relation to 
Risk from Others was more formally assessed and this is apparent in the more detailed risk 
screen which took place in February 2016. Overall clinical practice was consistent with 
professional standards and SPFT policies/ procedures in relation to risk assessment/ 
management and Domestic Abuse. Nevertheless, it is acknowledged that the revised SPFT 
Policy contains some additional risk screening tools (DASH: Domestic Abuse, Stalking and 
Honour based violence10) that would possibly have provided greater clarity in respect of 
thresholds for intervention which in turn may have supported clinicians to suggest an onward 
referral to the Portal for more specialist advice/ guidance.  
 
The panel felt that the disclosure of ‘relationship difficulties’ should have prompted a direct 
enquiry about domestic abuse by the GP. It is acknowledged that a subsequent risk 
assessment would have been dependent on a positive disclosure. 
 
10.6. The training provided to adult-focussed services to ensure that, when the focus 
is on meeting the needs of an adult, this is done so as to safeguard and promote the 
welfare of children or vice-versa. 

The Panel is satisfied that such training is in place for Hampshire Constabulary and Sussex 
Police but includes the recommendation from the Sussex Police IMR in the action plan. 

For Health in Mind, the SPFT were engaged in the BARTA training programme (Be Aware 
and Respond to Abuse) during the period of time that the service was in contact with 
Pamela. However, the two clinicians who had contact with Pamela had yet to complete this 
training. 

Additionally, as part of the BARTA programme named Domestic and Sexual Abuse Leads 
(usually the Designated Adult Safeguarding Leads) were being identified within clinical 
services across the organisation and were accessing more in-depth training. These workers 
were only in place in early 2016 and the service was still in the process of establishing their 

                                                           
10

 http://www.safelives.org.uk/sites/default/files/resources/Dash%20with%20guidance%20FINAL.pdf 

http://www.safelives.org.uk/sites/default/files/resources/Dash%20with%20guidance%20FINAL.pdf
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role and promoting their availability to provide guidance/ consultation in respect of any 
issues relating to domestic/ sexual abuse. 

Pamela’s surgery has a Safeguarding Adult and Child Policy, both of which include 
information on domestic abuse but does not have a specific policy. In terms of training, the 
surgery has accessed generic safeguarding training. The Panel noted that there are wider 
requirements around domestic violence and abuse for health providers as set out in the 
NICE guidance11.  

During 2016, Hastings and Rother Clinical Commissioning Group (CCG) Healthy Hastings & 
Rother Programme piloted a service targeted at reducing health inequalities arising from 
domestic violence which took place in Hasting and St. Leonard’s areas only. These pilots 
aim to improve identification, response and the use of appropriate referral to specialist 
services for people affected by domestic violence in health settings. While the activity 
delivered as part of this pilot is provided by CGL, it is aligned to the delivery of the wider 
specialist service provision in East Sussex delivered by The Portal. It should be noted that 
Pamela did not live in the pilot area and the pilot only began after her death. 

It does, however, demonstrate the need to consider IRIS pan-Sussex. The development of 
the IRIS (Identification & Referral to Improve Safety) project is recognised as good practice 
nationally. 

There is another DHR in Sussex which has reached a similar conclusion and the Panel 
endorses their recommendation and has expanded upon it in the action plan for this DHR. 

 10.6. Whether thresholds for intervention were appropriately calibrated and applied 
correctly, in this case.  

Only Health in Mind came close to a disclosure which is explored in detail above. As such, 
thresholds did not apply. 

10.7. Whether practices by all agencies were sensitive to the ethnic, cultural, linguistic 
and religious identity of those involved and whether any special needs were explored, 
shared appropriately and recorded.  

All nine protected characteristics in the 2010 Equality Act were considered by the DHR 
Panel. Several protected characteristics were found to have relevance to this DHR. These 
were: 

Marital status: Pamela and Lance were not married although he had proposed to her and 
discussed a wedding in Italy. Unbeknownst to Pamela, Lance was not at that point divorced 
although this is something she discovered later on in their relationship. Research shows that 
co-habiting couples are slightly more at risk of domestic violence than married couples 
although it could be argued that this is because co-habiting couples include those with a 
greater degree of varying commitment to their relationship than married couples. 
Nevertheless, Pamela occupied the group which experiences the highest rate of domestic 
homicide, namely the recently separated. 

Ethnicity: Pamela and Lance were both of white British origin and this was not felt to be a 
factor. 

Sex: Sex is also relevant as there is extensive research to support that in the context of 
domestic violence, females are at a greater risk of being victimised, injured or killed12. Latest 

                                                           
11

 See here for further details: https://www.nice.org.uk/guidance/ph50  
12

 Smith, K. et al. (2011) Homicides, Firearm Offences and Intimate Violence 2009/10. Home Office Statistical 
Bulletin 01/11. London: Home Office 

https://www.nice.org.uk/guidance/ph50
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published figures show that just over half of female victims of homicide in the UK aged 16 or 
over had been killed by their partner, ex-partner or lover (54%). In contrast, only 5% of male 
victims aged 16 or over were killed by their partner, ex-partner or lover. 

With respect to the agencies involved in this review, the Panel concluded that none of the 
protected characteristics impacted on the services delivered. 

10.8. Whether issues were escalated to senior management or other organisations 
and professionals, if appropriate, and in a timely manner.  

The responses of Hampshire Constabulary have been examined in detail above and the 
Panel is satisfied that practice has changed to the point where there is appropriate 
management oversight. 

Records show that Health in Mind did consider whether any safeguarding process should be 
initiated but following discussion at a multi-disciplinary team meeting, decided that Pamela 
had not identified any specific issues or concerns about being at risk of violence. There was 
no escalation to senior management as it was not felt that issues identified warranted this 
response. 

Sussex Police and the GP were unaware of any issues. 

10.9. Whether the impact of organisational change over the period covered by the 
review had been communicated well enough between partners and whether that 
impacted in any way on partnership agencies’ ability to respond effectively.  
 
Hampshire Constabulary has been considered in detail above. 
 
During the period of review, Sussex Police was going through a period of intense 
intervention in both the efforts to raise awareness of and the standards of investigation of 
domestic abuse. The training in particular was approached in a multi-agency way. 
As far as awareness of domestic abuse is concerned Sussex Police has employed publicity 
campaigns over the last four years, under the umbrella of Operation Ribbon. The most 
recent were those covering Christmas 2016 and Euro 16 football championships.  

The campaigns, organised and co-ordinated by the Corporate Communications Department, 
focus on key victim groups and the methods used include advertising on digital screens in 
public areas, posters on public transport, adverts on local radio and social media, including a 
multi-agency “Tweetathon” on Twitter. These campaigns are employed across the Sussex 
Police area. 
 
For Health in Mind, the Trust, and consequently the service, was in a phase of transition in 
respect of the BARTA programme and associated training and embedding the recently 
revised Domestic/ Sexual Abuse policy. Changes being made were positive in terms of 
improving awareness and responsiveness to issues of domestic abuse/ violence but it needs 
to be acknowledged that this programme of improvement was only partially completed at the 
time of this tragic incident. 
 
In essence then, organisational capacity had no impact; indeed changes that were being 
implemented were to improve and expand responses. 
 
10.10. Were there any concerns amongst family / friends / colleagues or within the 
community and if so how could such concerns have been harnessed to enable 
intervention and support? 



OFFICIAL / RESTRICTED - not to be published or circulated without permission 

 

East Sussex DHR Pamela (Adult F) Overview Report (Published Jan 18) Page 34 of 44 

Family members did not like Lance, feeling he did not treat her with respect, were suspicious 
of his motives in pushing the relationship at a time of Pamela grieving and concerned about 
her financial entanglements with him. They made clear their concerns to Pamela from the 
start of their relationship who reassured them that there was not a problem and that he 
would not harm her. They were aware that she had been accessing a counselling service via 
her GP. It has since come to light that other friends knew something of his past but did not 
tell Pamela about this. The family feel deep regret that they did not raise their concerns 
elsewhere but trusted Pamela’s judgement. Like many abusers, Lance made it difficult for 
Pamela to maintain her friendships so there was also the danger of further isolation if the 
family had pushed too hard. The family were not aware of the Domestic Violence Disclosure 
Scheme. 

The absence of any domestic abuse reports to  Sussex Police from Pamela, or any series of 
indicator reports, led to interviews with relevant staff from the Neighbourhood Policing Team, 
both of whom knew Pamela and Lance (to a degree), in both personal and professional 
contexts. The village PCSO knew Pamela as he lived in the same village as her and would 
see her in the local pub. He also covered the area where her shop was, so also got to know 
Pamela as a local shopkeeper. He also knew Lance from the time that he ran a fishing tackle 
store at a market. He said that both Pamela and Lance were friendly and outgoing and he 
had never witnessed any issues between them. 

Another PCSO also knew Lance as he used to drop into his shop in both a professional and 
personal capacity. This second PCSO stated that Lance and Pamela got together quite 
suddenly after the death of Pamela’s husband. He states that this gave rise to surprise, from 
those who knew them but certainly no concerns. Both Pamela and Lance were positive 
towards the police and readily reported any concerns they may have had. The PCSO once 
witnessed a disagreement between them, over an issue with the shop display. He observed 
that Pamela was able to stand up for herself and did not appear to be in any way fearful. He 
never saw any unexplained injuries to Pamela. When he heard that they had separated he 
assumed it was due to the pressure of the business, as both Pamela and Lance had 
described, occasionally, how difficult things could be financially.  

11. Was Pamela’s death predictable and / or preventable?  
 

There were no agencies that were aware of any domestic violence between Lance and 
Pamela prior to the murder. Despite being screened by her Counsellor, Pamela answered no 
when asked about domestic violence. Family members were unhappy about the way he 
treated Pamela but she always brushed off their concerns saying ‘he would never hurt me’. It 
is true that some of Lance’s behaviour can be seen as controlling but this was not ‘named’ 
as domestic abuse by either Pamela or her family members.  

It is also true that the responses to Lance’s harassment of previous women would be treated 
very differently today but they were in line with standards that existed at the time. 

As such, it is difficult to see how events could have been predicted and subsequently 
prevented. 

12. Good practice 
 

Although occurring subsequent to the events in question, the Panel were impressed by the 
creation of the Stalking Clinic by Hampshire Constabulary. Sussex Police have attended a 
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Hampshire Stalking conference, and observed a Stalking Clinic, in order to consider how this 
can positively influence practice in Sussex.  With regard to PINS, it has been circulated to all 
Sussex officers that it is not appropriate to issue PINs in relation to Domestic Abuse and 
Stalking Offences. 

Although also subsequent to the murder, the Chair would also like to note that the family of 
the victim were full of praise for the Family Liaison Officer. 

Within Health in Mind, the counsellor demonstrated a good understanding of domestic 
violence and her assessment contains a thorough exploration of emotional and financial 
control. She was also aware that telephone contact could be problematic in terms of 
Pamela’s ability/ willingness to disclose if Lance was present and so established that this 
was not the case. Appointments were made at times convenient to Pamela to support this. 

Sussex Police training and publicity initiatives relating to domestic abuse are well 
established and are examples of good practice. The training in particular has resulted in 
Sussex Police being one of only five UK forces rated ‘Good’ in 2015 by HMIC on their re-
evaluation of forces.  

13. Key findings and lessons learned 
 

a. Understanding of domestic violence amongst the general public 
 
Whilst it is clear that Lance was controlling towards Pamela, she did not ‘name’ this 
experience as domestic abuse and nor did the other people who also observed Lance’s 
controlling behaviours towards her. 
 
It is relatively recently that coercive control has become a criminal offence and it is still not 
widely understood by professionals let alone the general public. One way of understanding 
coercive control is to see it as actions by the perpetrator which either literally or 
metaphorically make the victim’s world smaller. In this case it is striking how much Lance 
literally made Pamela’s world smaller; when their businesses merged, it rapidly stopped 
being an antique shop and became solely a fishing tackle shop; when Lance moved in with 
Pamela, his belongings took up so much physical space in their home that it was necessary 
to walk sideways down the hall and in other rooms, including the bedroom, only a small path 
for access existed between the many boxes and belongings that Lance had stored; he 
posted several times from her Facebook page and took active steps to distance Pamela 
from her friends and family. 
 
Lance displayed patterns of behaviour that are not widely understood as indicators of 
someone being an abuser. He repeatedly threatened suicide in his relationships, he 
repeatedly displayed an unjustified sense of entitlement with respect to money within a 
relationship, he repeatedly had an expectation that he was entitled to all of his partners’ time 
and attention, he repeatedly accused women with whom he was partnered of having affairs 
(even as he was himself having multiple relationships) and his relationships always 
escalated very quickly; from meeting someone to living with them often occurring in a matter 
of weeks. It was not known by any woman with whom he was partnered to be a pattern of 
behaviour that he repeated with each of them but when each one was subjected to it, it did 
not immediately lead them to identify him as an abuser. It is also worth noting that, in 
common with many abusers, Lance was skilled at keeping the hope alive that he would 
change. He promised Pamela on multiple occasions that he would go to a GP about his 
depression, that he would access counselling to help them stop having so many arguments. 
Promises that he would change are also evident in his other relationships. These never 
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materialised. 
 
It is also true that victims of domestic abuse are widely considered to be a ‘type’ and that few 
women, even when experiencing abuse, identify with the popular stereotypes that exist. 
Women like Pamela who considered herself capable and competent can resist seeing 
themselves as a victim in need of external interventions.  

 

b. Understanding of domestic abuse by professionals 

The Panel felt that Pamela’s disclosure that she was experiencing relationship difficulties 
should have prompted a direct enquiry about domestic abuse by the GP. The referral to 
Health in Mind was appropriate but unfortunately occurred before the SPFT had completed 
its revision of its domestic abuse policy and procedures. 

c. The limitations of a risk-led approach 

The Panel were concerned about the apparent gap in services for someone like Pamela. 
Based on her answers, and even with hindsight knowledge, her level of risk was apparently 
low and she was not ‘naming’ her experience as domestic abuse. Positive mention was 
made of initiatives such as the recent storyline in ‘The Archers’ which has the potential to 
reach victims who may not otherwise identify their experience as domestic abuse and thus 
never approach a domestic violence service. However, even if Pamela had named her 
experience as domestic abuse, her conviction that she was not in any danger from Lance 
places significant limits on what services may have been available. 

d. The importance of family and friends 

Pamela’s family and others observed Lance’s controlling behaviours towards Pamela but 
they too did not ‘name’ this as domestic abuse. They were also not aware of where to get 
help and had no knowledge of the Domestic Violence Disclosure Scheme. 

e. Impunity for repeat offenders 
 
The repeated use of harassment warnings (now PINs) and failure to act on breaches of 
Restraining Orders may have given Lance reassurance that his behaviour was ‘not that 
serious’.  
 
Fortunately national practice on these matters has now changed and guidance is now that 
PINs should not be used. 
 
f. Awareness and identification of harassment / stalking by professionals 
 
As detailed above, many of the responses to Lance’s harassing behaviours from 2006-2011 
would now be treated very differently. The approach developed by Hampshire Constabulary 
since that time deserves to be replicated in other police areas. 

 
g. Probation records 
 
The Panel were not able to assess the interaction Probation had with Lance as records have 
been destroyed. This is a recurring theme in DHRs. 
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14. Recommendations 

 

Single agency recommendations: 

 
Hampshire Constabulary:  
 

 The areas for improvement have been addressed through changes in policy, 
procedure and practice over the last 10 years. There are no areas of concern that 
have been identified that require a specific recommendation to be made as a result of 
this Review. 

 
Sussex Police:  
 

 That the one day domestic abuse training is converted into a ‘requestable course’ 
within six months and that a review process is put in place to establish numbers 
requiring training. 

 
Health in Mind (Sussex Partnership NHS Foundation Trust): 

 All staff to have completed BARTA Training 

 All staff to be aware of and able to use MARAC DASH tool 

 DASLs to be in place in Health in Mind and promoted to all clinicians as points of 
guidance/ consultation. 

 Learning to be shared across the Trust/ organisation 
 

GP Practice: 

 Develop a specific domestic abuse policy 

 All staff to undergo domestic abuse training  
 

Multi-agency recommendations 

 

 The East Sussex Safer Communities Partnership    should ensure there is further 
publicity to raise awareness amongst the general public of the following issues: 
o Coercive control and the risks associated with it 
o Stalking behaviours and the help available 
o Domestic Violence Disclosure Scheme with particular emphasis on the range of 

people who have the ‘right to ask’. 

 The responsible commissioner (Hastings and Rother Clinical Commissioning Group) 
should work with the lead commissioners for specialist services (East Sussex County 
Council, Safer East Sussex Team) and providers (the East Sussex Healthcare NHS 
Trust, the Sussex Partnership NHS Foundation Trust and specialist services) to 
evaluate the impact of the IRIS pilot and, if it is successful, sustain and embed this 
provision locally.  

 The other Clinical Commissioning Groups in the county (Eastbourne, Hailsham and 
Seaford Clinical Commissioning Group and NHS High Weald Lewes Havens Clinical 
Commissioning Group) should, if the IRIS pilot is successful, review the findings in 
order to consider its wider rollout in other General Practice settings across East 
Sussex. 

 That East Sussex Safer Communities Partnership request a report from Sussex 
Police outlining changes made with regard to practice on stalking and harassment 
cases. 
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 The East Sussex Safer Communities Partnership should review pathways so that 
victims of domestic abuse incidents (not just crimes) are offered a referral to a 
domestic abuse specialist service.  

 Office of the Police and Crime Commissioner and the East Sussex Safer 
Communities Partnership should review the current commissioning arrangements for 
standard risk victims, identifying how to ensure that all victims are able to access 
help and support from a domestic abuse specialist service. 
 

National recommendations 
 

 The National Probation Service and Community Rehabilitation Companies to review 
their record retention policy with reference to crimes of violence against women and 
to report the findings to the Home Office DHR Quality Assurance Panel. 

 The Crown Prosecution Service to undertake a thematic review of charging decisions 
on stalking and harassment cases. This should particularly focus on offenders who 
move across geographical borders and include consideration of the criteria used to 
determine whether a charge of harassment or stalking is applied.    
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Appendix A:  Terms of Reference 
Overarching aim 
 
The over-arching intention of this review is to learn lessons from the homicide in order to 
change future practice that leads to increased safety for potential and actual victims. It will 
be conducted in an open and consultative fashion bearing in mind the need to retain 
confidentiality and not to apportion blame. Agencies will seek to discover what they could do 
differently in the future and how they can work more effectively with other partners. 
 
Principles of the Review 

1. Objective, independent & evidence-based  
2. Guided by humanity, compassion and empathy with the victim’s voice at the heart of 

the process. 
3. Asking questions, to prevent future harm, learn lessons and not blame individuals or 

organisations 
4. Respecting equality and diversity  
5. Openness and transparency whilst safeguarding confidential information where 

possible 
 
Specific areas of enquiry 
 
The Review Panel (and by extension, IMR authors) will consider the following: 
 
1. Each agency’s involvement with Pamela from January 2014 and with Lance from 
2006. 
 
2. Whether, in relation to the family members, an improvement in communication between 
services might have led to a different outcome  
 
3. Whether, in relation to the perpetrator, there are any lessons to be learnt in how previous 
incidents of domestic violence and abuse that occurred when he was resident Hampshire 
were managed.  
 
4. Whether the work undertaken by services in this case was consistent with each 
organisation’s professional standards and their domestic violence policy, procedures and 
protocols. 
 
5. The response of the relevant agencies to any referrals relating to the victim, concerning 
domestic violence or other significant harm from April 2014 onwards until the point of the 
death. It will seek to understand what decisions were taken and what actions were carried 
out, or not, and establish the reasons. In particular, the following areas will be explored:  
 
(a) Identification of the key opportunities for assessment, decision making and effective 
intervention in this case from the point of any first contact onwards.  
(b) Whether any actions taken were in accordance with assessments and decisions made 
and whether those interventions were timely and effective.  
(c) Whether appropriate services were offered/provided and/or relevant enquiries made in 
the light of any assessments made. 

(d) The quality of the risk assessments undertaken by each agency in respect of both 
parties.  
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6. The training provided to adult-focussed services to ensure that, when the focus is on 
meeting the needs of an adult, this is done so as to safeguard and promote the welfare of 
children or vice-versa. 

7. Whether thresholds for intervention were appropriately calibrated, and applied correctly, in 
this case.  

8. Whether practices by all agencies were sensitive to the ethnic, cultural, linguistic and 
religious identity of the respective family members and whether any special needs on the 
part of either of the adults were explored, shared appropriately and recorded.  

9. Whether issues were escalated to senior management or other organisations and 
professionals, if appropriate, and in a timely manner.  

10. Whether the impact of organisational change over the period covered by the review had 
been communicated well enough between partners and whether that impacted in any way 
on partnership agencies’ ability to respond effectively.  

11. Were there any concerns amongst family / friends / colleagues or within the community 
and if so how could such concerns have been harnessed to enable intervention and 
support? 

Family involvement and Confidentiality 

The review will seek to involve the family of both the victim and the perpetrator in the review 
process, taking account of who the family wish to have involved as lead members and to 
identify other people they think relevant to the review process.  

We will seek to agree a communication strategy that keeps the families informed, if they so 
wish, throughout the process. We will be sensitive to their wishes, their need for support and 
any existing arrangements that are in place to do this.  

We will identify the timescale and process and ensure that the family are able to respond to 
this review endeavouring to avoid duplication of effort and without undue pressure. 

Disclosure & Confidentiality 

 Confidentiality should be maintained by organisations whilst undertaking their IMR. 
However, the achievement of confidentiality and transparency must be balanced 
against the legal requirements surrounding disclosure.  

 The independent chair, on receipt of an IMR, may wish to review an organisation’s 
case records and internal reports personally, or meet with review participants.  

 A criminal investigation is running in parallel to this DHR, therefore all material 
received by the Panel must be disclosed to the SIO and the police disclosure officer  

 The criminal investigation is likely to result in a court hearing. Home Office guidance 
instructs the Overview Report will be held until the conclusion of this case. Records 
will continue to be reviewed and any lessons learned will be taken forward 
immediately. 

 Individuals will be granted anonymity within the Overview Report and Executive 
Summary and will be referred to by pseudonyms. 

 Where consent to share information is not forthcoming, agencies should consider 
whether the information can be disclosed in the public interest.  
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Timescales 

All Domestic Homicide Reviews are to be submitted to the Home Office within 6 months of 
notification. Any delays to this deadline will be communicated to the Home Office. 

The Review will aim to finish by November 2016, subject to the conclusion of the Criminal 
Trial in September 2016. The first meeting of the Panel will be in July 2016, with a further 
meeting to be scheduled in September 2016. At least one further meeting will be required in 
October 2016. 

All meetings will be held at either Lewes or Eastbourne. 

Media strategy 

Any media enquiries prior to the conclusion of the trial must be referred to the Sussex Police. 
Post-trial, enquiries should be directed to the Chair, who will agree a media strategy with 
East Sussex County Council. 

Chairing & Governance 

An independent chair has been appointed to lead on all aspects of the review and will report 
to the chair of the East Sussex Safer Communities Partnership. 

A Panel has been convened specifically to overlook the review process. This is a mix of 
statutory and voluntary sector agencies and includes specialist domestic violence services. 

The East Sussex Safer Communities Partnership will sign off the final report and submit it to 
the Home Office Quality Assurance process. 

Additionally, representatives from Hampshire will be invited to participate in the review 
process and, where appropriate, the findings from the Domestic Homicide Review will be 
shared with the relevant agencies and / or partnerships in that area,  

Agency roles and responsibilities 

 Delegate a senior officer to lead on the review on behalf of their organisation 

 Senior officers will attend all Panel meetings 

 Complete Individual Management Reviews within agreed timeframes 

 Contribute to the Review Report 
 

Information Sharing & Confidentiality 

The principles outlined in Sussex Criminal Justice Board Information Sharing Guidance13 will 
be applied at all times. In addition to this, further reference will be made to the Multi-agency 
Statutory Guidance for the Conduct of Domestic Homicide Reviews14.  

  

                                                           
13

 http://www.sussexcriminaljusticeboard.org.uk/media/803222/scjb_isg.pdf  
14

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

http://www.sussexcriminaljusticeboard.org.uk/media/803222/scjb_isg.pdf
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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Appendix B: Cross-Government definition of domestic violence 
 

The cross-government definition of domestic violence and abuse is: 

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

 psychological 
 physical 
 sexual 
 financial 
 emotional 

 

Controlling behaviour 

Controlling behaviour is a range of acts designed to make a person subordinate and/or 
dependent by isolating them from sources of support, exploiting their resources and 
capacities for personal gain, depriving them of the means needed for independence, 
resistance and escape and regulating their everyday behaviour. 

 

Coercive behaviour 

Coercive behaviour is an act or a pattern of acts of assault, threats, humiliation and 
intimidation or other abuse that is used to harm, punish, or frighten their victim. 
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Appendix C:  Home Office letter 
 

   

 Public Protection Unit 
2 Marsham Street 
London  
SW1P 4DF 

T: 020 7035 4848 
www.gov.uk/homeoffice 

 
James Rowlands  

Strategic Commissioner  
Partnership Community Safety Team  
Brighton & Hove City Council 
Hove Town Hall                    
Norton Road                  
Hove BN3 3BQ 
  

15 December 2017 

Dear Mr Rowlands,  

 

Thank you for submitting the Domestic Homicide Review (DHR) report for East 
Sussex (Pamela – Adult F) to the Home Office Quality Assurance (QA) Panel.  The 
report was considered at the QA Panel meeting on 22 November 2017.  

The QA Panel would like to thank you for conducting this review and for providing 
them with the final report.  The Panel concluded this was a well written, clearly 
structured report which provides the reader with a through and detailed account of 
the parties involved and their contact with agencies.  The statements from the 
victim’s mother and sister at the beginning of the report are particularly moving and 
the Panel felt the family’s contribution to the review overall provides real insight into 
the victim.  The Panel commended the fact that the family’s comments and views 
have been incorporated into the report and this is written into the review.  The Panel 
was also pleased to note that events are being planned to share the learning, which 
they considered to be good practice. 

There were some minor aspects of the report which the Panel felt could be revised, 
which you will wish to consider: 

 Section 10 is missing paragraph numbers; 
 

 You may wish to consider including the names and job titles of the review 
panel for transparency; 

http://www.gov.uk/homeoffice
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 The Panel felt that RAG ratings in the action plan may be a helpful addition. 
 

The Panel does not need to review another version of the report, but I would be 
grateful if you could include our letter as an appendix to the report.  I would be 
grateful if you could email us at DHREnquiries@homeoffice.gsi.gov.uk and provide 
us with the URL to the report when it is published. 

The QA Panel felt it would be helpful to routinely sight Police and Crime 
Commissioners on DHRs in their local area. I am, accordingly, copying this letter to 
the PCC for information. 

 

Yours sincerely 

 

 

 

Christian Papaleontiou  

Chair of the Home Office DHR Quality Assurance Panel 

 

 

 

 

mailto:DHREnquiries@homeoffice.gsi.gov.uk

