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 Section 9 Domestic Violence , Crime and Victims Act 
2004 refers to the Establishment of Domestic Homicide 
Reviews

 On the 13th April 2011 this section was enacted and 
Domestic Homicide Reviews became a statutory 
requirement



 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.



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

A) A person whom he/she was related or with whom he/she was or 
had been in an intimate personal relationship or;

B) A member of the same household as himself/herself.

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



The persons and bodies under the statutory duty to carry 
out these reviews are:-

 Chief Officers of Police for Police Areas in E&W

 Local Authorities

 CCG’s

 Probation Services

 NHS Trusts
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 To identify the lessons to be learnt, in particular how local 
professionals and agencies work both individually and 
together to safeguard victims

 Identify how those lessons will be acted upon and what is 
expected to change as a result eg policies and procedures

 Prevent domestic homicides and improve service responses 
for all victims of DA and their children through improved 
intra and inter-agency working



The official guidance can be obtained from the below 
website, which also contains a large amount of further 
reading material including an online training package.

www.homeoffice.gov.uk/crime/violence-against-
women-girls/domestic-homicide-reviews



 The reviews will be led by Community Safety Partnerships 
(CSP) they are ideally placed due to their multi agency design 
and locations across all of England and Wales.

 When domestic homicide occurs the relevant police force will 
inform the relevant CSP in writing of the incident.

 The Chair of the CSP holds responsibility for establishing 
whether a homicide is to be subject to a DHR.



 Confirmation of a decision to review, as well as a decision not 
to review a homicide, should be sent in writing to the Home 
Office DHR enquiries inbox

dhrenquiries@homeoffice.gsi.gov.uk

 The Home Secretary can overrule a decision not to hold a 
DHR and direct the statutory partners to carry one out



 A DHR panel consisting of all of the statutory agencies plus 
voluntary and community sector with expertise in DA will 
be established

 The review panel should appoint an independent chair who 
is responsible for co-ordinating the review & producing 
final overview report



 The chair & review panel will draw up clear terms of 

reference

 relevant agencies and professionals required to complete IMR

 Review should dovetail into other parallel investigations and 

reviews eg criminal investigation, coroners enquiry & SCR if 

children involved. 



 The timescales are six months. Decision taken within one 

month from coming to attention of CSP- Individual agencies 

secure files and commence chronologies & IMR -Overview 

report to be completed within another 6 months

 All lessons acted on as soon as drawn out

 In all cases the executive summary & overview report after 

being suitably anonymised will be published on the relevant 

CSP website



 This is a crucial element of any DHR and the Home 
Office Quality Assurance panel will reject any that 
don’t have this throughout the overview report.



In cases where the perpetrator is arrested and charged, 
one of the following two outcomes may occur: 

a) the DHR is pended until after the outcome of any 
criminal proceedings; 

b) the scope of the DHR is temporarily restricted until 
after the outcome of criminal proceedings.



 In December 2016 the Home Office published ‘Key 
findings from analysis of Domestic Homicide reviews’ 
within this it identifies a series of common learning 
themes from all of the reviews that they examined. 

 I think most of you will understand the term ‘toxic 
trio’ well  obviously DA is one of these! In Adult DA, 
substance misuse and mental health issues also 
feature throughout. 



 1) Record Keeping 

There was lots of examples of poor quality and 
incomplete records. Particularly case in GP records

 2) Risk Assessment 

Not always completed fully. Poor quality. Incidents 
looked at in isolation. 

 3) Communication/Information sharing between 
agencies 

Regularly information was slow or not shared and no 
communication took place.

 4) Identification and understanding of Domestic 
Abuse

Risk factors not understood, vulnerabilities overlooked.



 5) Organisational policy

Lack of policy in some places, and failure to understand 
or implement that policy.

 6) Competence, Knowledge and Skills

Lack of  upskilling the workforce

 7) Multi-Agency work 

Thinking someone else was doing something when they 
weren’t. Some MARAC issues

 8) Referrals 

Errors in referrals or not taking place when they should.



 9) Training 

Lack of training in all agencies

 10) Public Awareness. 

In all cases violence was known by family, neighbours or work 
colleagues. None of this reported to professionals.



 ‘However, this approach was not based on good quality 
risk assessment and the resulting effectiveness of 
support plans were therefore compromised.’

 In this case, various agencies each held significant 
information about the perpetrator and victim’s current 
and historical situation, yet only shared this in small 
snapshots at all.



 Six in the last five years



 Same learning comes out in these reviews as the 
National learning.



 Links with other agencies need to be improved.

 Adult social services should strengthen links with 
other agencies, health, mental health , DA services.

 Intimate partner violence not always recognised as an 
issue for older people.

 Some survivors face complex and additional barriers 
when accessing support, especially when the abuser is 
their carer.

 All services need to be alert to the increased risk for 
abuse in a caring relationship when the carer is a 
partner.


