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A)
 Policy 

Domestic Homicide Reviews (DHRs) were established on a statutory basis under Section 9 of the Domestic Violence, Crime and Victims Act (2004). This provision came into force on 13th April 2011. Responsibility for undertaking domestic homicide reviews lies with the Community Safety Partnership (CSP) within the victim’s area of residence. (Where the victim’s area of residence is not known, the CSP responsibility will relate to the area where the victim was last known to have frequented as a first option and then considered on a case by case basis). In Sandwell, the responsibilities of the CSP are met by the Safer Sandwell Partnership (SSP).  The policy and process has been developed in accordance with the Home Office Multi-Agency Statutory Guidance for the Conduct of Domestic Homicide Reviews.
The Home Office Definition of Domestic Homicide Review (DHR) is as follows:

‘A review of the circumstances in which the death of a person aged 16 years or over has, or appears to have resulted from violence, abuse or neglect by –
(a) a person to whom (s)he was related or with whom (s)he was or had been in an intimate personal relationship, or;
(b) a member of the same household as himself/herself.
A review to be held with a view to identifying the lessons to be learned from the death; this may include considering whether appropriate support, procedures resources and interventions were in place and responsive to the needs of the victim’.
Intimate personal relationships include relationships between adults who are or have been intimate partners or family members, regardless of gender or sexuality. A member of the same household is defined in section 9(1) of the Domestic Violence, Crime and Victims Act [2004] as: 
(a) a person is to be regarded as a ’member’ of a particular household, even if (s)he does not live in that household, if (s)he visits it so often and for such periods of time that it is reasonable to regard that person as a member of it; 

(b) where a victim (V) lived in different households at different times, ‘the same household as V refers to the household in which V was living at the time of the act that caused V’s death. 

When victims of domestic homicide are aged between 16 and 18, a child Serious Case Review should take precedence over a DHR. However, it is vital that any elements of domestic violence relating to the homicide are addressed fully and the review includes representatives with a thorough understanding of domestic violence.
Where a victim took their own life (suicide) and the circumstances give rise to concern, for example it emerges that there was coercive controlling behaviour in the relationship, a review should be undertaken, even if a suspect is not charges with an offence or they are tried and acquitted.  Reviews are not about who is culpable.
B)
Procedure 


See Appendix 1 for a Flowchart of the Procedure. 
(1)
Notification to the Safer Sandwell Partnership (SSP) Chair 

The police will inform the SSP Chair in writing when a homicide, which appears to be of a domestic nature, has occurred. Formal written notification will be issued by West Midlands Police Public Protection Unit (PPU), however, informal notification and police involvement in contributing to the review process will be led by the Police Force Review Team.
Any professional or agency may refer such a homicide to the SSP in writing if it is believed that there are important lessons for inter-agency working to be learned. 
(2)
Consultation with Partners 

The SSP Chair holds responsibility for establishing whether a homicide is to be subject of a DHR. This decision should be taken in consultation with local partners. 
Officers from the Sandwell MBC Domestic Abuse Team will convene a Domestic Homicide Review Standing Panel meeting. There is no requirement for the SSP Chair to be present. 
Members will need to establish whether, in their view, the homicide fulfils the criteria for DHR “with a view to establishing lessons to be learned” in order to make a recommendation to the SSP Chair. 
Members will be required to prepare research around their agency’s involvement with or knowledge of the victim, perpetrator and any other relevant parties. 
Members should arrive at the meeting prepared to deliver their findings verbally to the rest of the group.
Involvement of Adult/Children’s Safeguarding Boards and related processes are to be confirmed at this stage. Should it be decided to recommend that a DHR be commissioned, consideration should also be given to appropriate agency representation on the Review Panel, this will form one of the recommendations to the SSP Chair. 
Should it be decided to recommend that a Review be commissioned, consideration should also be given to draft Terms of Reference (ToR). This will form one of the recommendations to the SSP Chair. 
The DHR Standing Panel meeting will be minuted, to include details of attendance and apologies received, the discussion that took place and the agreed recommendations. 

Officer support for the DHR Standing Panel, and any subsequently established DHR Panel will be provided by the Sandwell MBC Domestic Abuse Team who will also be responsible for arranging central storage of a copy of the minutes and any other research material considered appropriate. 
In summary the following recommendations should be put forward to the SSP Chair by the DHR Standing Panel: -
(a) whether the homicide meets the criteria for a Domestic Homicide Review;

(b) whether the children’s/adults safeguarding boards should be involved;

(c) agency representation on the Domestic Homicide Review Panel;

(d) draft terms of reference for the Domestic Homicide Review Panel.
(3) 
Decision to Undertake a Domestic Homicide Review
The DHR Standing Panel’s recommendations will be considered by the SSP Chair with whom the final decision to hold a DHR will rest. The decision must be taken within one month of the homicide coming to the attention of the SSP. 

The Sandwell MBC Domestic Abuse Team will confirm in writing the decision of the SSP Chair whether or not to review the homicide to the Home Office DHR enquiries inbox: DHRENQUIRIES@homeoffice.gsi.gov.uk 
(4) 
Appointment of DHR Panel 
The Review Panel membership should include the agencies that are determined during the consultation meeting. Representation should be at a sufficient level of seniority within their organisations to enable commitment to the delivery of any resulting recommendations. Managers or practitioners who have been directly involved in dealing with the victim or the perpetrator should not sit on the Review Panel or be directly involved in the output of the review. 
There are other agencies that also may have a key role to play in the Review but are not named in legislation, for example, representatives from the Crown Prosecution Service (CPS), housing associations and social landlords, the HM Prison Service, and voluntary and community sector organisations. Involvement with other agencies will need to be decided on a case by case basis. 
Additional members of the Review Panel can be added by the agreement of the Independent Chair. 
(5) 
Independent Chair / Author
The SSP Chair should appoint an Independent Chair/Author of the Domestic Homicide Review Panel who is responsible for managing and co-ordinating the review process and for producing the final Overview Report based on the IMRs and any other evidence the Review Panel decides is relevant. 
The role of Independent Chair/Author may be conducted by a suitably qualified individual at the appropriate level of seniority, sufficiently versed in domestic violence matters who is and has not been directly associated with any of the agencies involved in the review. 

(6)
Involvement of Family, Friends and Other Support Networks
The review panel should recognise that the quality and accuracy of the review is likely to be enhanced by family, friends and community involvement.  The panel should therefore make every effort to include these parties and follow best practice in doing so.  The Home Office DHR Guidance which was updated in 2016 expressly mentions giving the family members opportunity to meet the review panel members and the opportunity to influence the scope, content and impact of the review and the contribution given by the family member should be considered to be at the same status of other contributors. The review panel will inform and keep the victim’s family updated on the DHR process.  This will include notifying the victim’s family in writing of the CSPs position regarding the decision to review/not review a homicide and making them aware of any subsequent correspondence from the Home Office Quality Assurance Panel, informing families of the Terms of Reference and responsible officers for facilitating their involvement and providing the family with a completed version of the review prior to sending the final review to the Home Office.

(7) 
Terms of Reference 
The draft Terms of Reference (ToR) will be reviewed by the Independent Chair and the Review Panel. The following points should be considered: -
(a) the most important issues in identifying the lessons to be learned from the specific homicide and how information may be obtained/analysed; 

(b) which agencies should be asked to submit IMRs or contribute to the review (i.e. where an agency has not been involved with the victim but might have been expected to do so);

(c) over what time period events of the victims and perpetrator’s life should be reviewed. (How far back should enquiries be made and what background information/history is needed);

(d) issues around equality and diversity;
(e) where there was little or no contact with agencies, a DHR should probe why there was little or no contact to identify if there were any barriers to the victim accessing services, e.g. language, cultural, etc.? 
(f) involvement in Multi Agency Risk Assessment Conference, Domestic Violence Perpetrator Programme and requirements for release of information;
(g) Honour Based Abuse-related homicide – what processes need to be in place to ensure confidentiality;

(h) liaison with family members – arrangements for managing involvement and communications;

(i) management of media interest;

(j) lessons learned from previous reviews;

(k) legal advice. 

The Independent Chair will consult with the leads involved in any other parallel investigative processes to ensure a holistic approach. It will be imperative for a liaison to be established between the DHR Panel, the Police Senior Investigating Officer, the Crown Prosecution Service and the Coroner. Consultation here may delay the Review. 
The ToR will be finalised by the Independent Chair and will remain under review whilst the DHR is progressed, in consultation with the Review Panel.
8)
Data Protection

Compliance with the data Protection Act 1998 should be followed in all that a DHR involves. The medical records of the victim and where appropriate the individual who caused the death may be disclosed unless there are ‘exceptional circumstances’, e.g. confidentiality. In this event the Review Team should be informed of the existence of the information and the reasons for concern about disclosure and attempts will be made to reach an agreement on the confidential handling of records or partial redaction of record content.

The Dept. of Health is clear that where there is evidence to suggest that a person is responsible for the death of the victim their confidentiality should be set aside in the greater public interest.

The Dept. of Health recognises the comparison of the DHR process with the Serious Case Review process under the Children Act and Working Together to safeguard Children and where there is risk of serious harm to a child or young person relevant information should be shared.

(9) 
Individual Management Reports (IMRs) 
(a) The Independent Chair will write to the senior manager in each of the participating agencies to commission the IMRs which will form part of the overview report. The letters will include the ToR and the timescales for completion of the IMR template which will be supplied electronically. 
(b) Officers from the SMBC Domestic Abuse Team, together with the Independent Chair/Author, should provide training to IMR authors to provide clarity on the process and provide guidance on quality requirements for completing IMRs.
(c) Individual agencies should secure case records promptly to guard against loss or interference and begin to work quickly to draw up a chronology of involvement with the victim, perpetrator and their families as outlined in the terms of reference. Such records should be retained for the purposes of disclosure to a criminal investigation should the need arise.
(d) IMRs should examine organisational practice critically, identify if changes are required and how these should be brought about. Good practice should also be highlighted. 

(e) Those completing IMRs should not have been directly involved with the victim, perpetrator or families of either; neither should they be the immediate line supervisor of any staff member who forms part of the IMR. 

(f) Where staff or others are interviewed by those preparing IMRs, a written record of such interviews should be made and this should be shared with the relevant interviewee. Staff should be reminded that the Review does not form part of a disciplinary investigation. The views of the Senior Investigating Officer and subsequent CPS advice must be sought prior to interviewing witnesses involved in any criminal proceedings. 

(g) Professionals outside of the IMR process (such as GPs) should provide written reports of their involvement with the victim(s) and/or perpetrator(s). 

(h) IMRs should be completed within the timescale set by the Independent Chair. 

(i) Briefings should be arranged by each individual or relevant organisation for all their staff involved in contributing to the Review.

(j) The Independent Chair should ensure that a feedback session for IMR authors is arranged once the Overview Report has been completed, but prior to its publication. 

(10) 
Overview Report 
The Overview Report should draw together conclusions from the analysis of the IMRs and any other relevant reports.  
The Overview Report, Executive Summary and Action Plan should be completed/written within six months of the SSP Chair’s decision to conduct the Review, unless the Review Panel formally agree an alternative timescale with the SSP (the necessity for delay may become apparent because of the complexity of the case or due to the completion of any court case delaying the completion of the DHR).
Any revised timescale going beyond six months should be communicated to the Home Office. 
The Review Panel should ensure the standard of the Overview Report and confirm contributors are satisfied they have been fairly represented. 
The Overview Report, Executive Summary and Action Plan should be submitted to the SSP Chair and be considered at an Extraordinary meeting of SSP.
The Overview Report and associated documents should be considered Official
 as per the Government Protective Marking Scheme (GPMS) until publication is agreed.
(11) 
SSP Responsibilities on Receiving the Overview Report

The SSP will:
(a) Agree the content of the Overview Report, Executive Summary and Action Plan, ensuring all are appropriately anonymised. 

(b) Arrange for appropriate feedback and debriefing of staff, family members and the media. 

(c) Sign off the Overview Report and supporting documents. 
(d) Complete the data collection form within the Home Office 2016 DHR guidance and forward it to the Home Office along with the reports detailed below; 
(e) Arrange for a copy of the Overview Report, Executive Summary and Action Plan to reach the Home Office Quality Assurance Group. These should be emailed to DHRENQUIRIES@homeoffice.gsi.gov.uk 

(12) 
Clearance from the Home Office 
Quality Assurance of the Review is the role of an expert group drawn together by the Home Office. This group will provide clearance for publication of the Overview Report and Executive Summary. 
(13) 
Publication 
Publication of the Overview Report and Executive Summary by SSP, will take place following agreement from the Home Office.
The SSP should ensure that the Chair, review panel and family members involved in the publication date consider key dates, e.g. the anniversary of the homicide or the birthday of the victim before deciding on the publication date.  
On receiving clearance, the SSP will arrange for: - 

(a) copies of both to reach senior managers of all participating agencies; 

(b) electronic copies of both to be published on the SSP web page; 

(c) the monitoring of the implementation of the Action Plan; 

(d) the formal conclusion of the Review when the Action Plan is implemented and an audit process is in place;
(e) a DHR Standing Panel be convened to monitor progress of implementation of recommendations, and make appropriate challenges where required.
(f) The Home Office should be notified when the reports have been published and provide links to the reports.  
(g) a copy of the overview report and supporting documents, including the letter from the Home Office Quality Assurance Panel, should be sent to the family
(14)
Disclosure 
Final completion and publication of the Overview Report should not be concluded until the outcome of any criminal case is determined. Following the criminal proceedings, the Review should be concluded without delay.
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Appendix 1

If the victim is 16 – 18 years follow Children SCR process and secure involvement of DA Coordinator in SCR. Where death involves child harm or vulnerable adult – clarify actions needed with Safeguarding Adult/Children’s Boards.





Is the death a domestic homicide?





Police to inform Chair of SSP.





Decision to hold DHR made by Chair of SSP, informed by consultation with partners (Domestic Homicide Review Standing Panel).





Home Office and family of victim informed of decision, within 1 month of homicide being notified to SSP Chair, in writing. Home Office may over-rule a decision and require a DHR.





If DHR required, SSP Chair to agree appointment of an Independent Chair/Author.





Independent Chair to agree Panel membership and convene Panel to agree Terms of Reference and arrangements for authoring report. 





IMRs returned and chronology created. Panel hearings convened and lessons identified.





Terms of Reference “MUST” consider parallel investigations. Consultation with the investigative lead, (e.g. police SIO and / or CPS), will need to take place and may delay the DHR. Agree arrangements in place for liaison with family and invite family to meet panel.





If required and relevant, family of victim and alleged perpetrator consulted.





If not possible to complete within 6 months, renegotiate with Home Office.





Overview Report, Executive Summary and Action Plan agreed with Review Panel, within 6 months of decision to conduct DHR.





Clearance obtained from Home Office to publish overview report and executive summary.





SSP to publish overview report and executive summary, if all criminal proceedings are complete, on SSP website and monitor action plan.





If required, and relevant, family of victim and alleged perpetrator informed of the report being published.





Data collection form, Overview Report & Exec Summary agreed by SSP, in consultation with family of victim, and forwarded to Home Office.





No further action required





If victim over 18 DHR Standing Panel convened to check against definition and lessons learned and consider Panel membership. Recommendations forwarded to SSP Chair.





If DHR is not required, consider single agency review





Independent Chair to request case records within agencies secured and completion of IMR’s within timescales set. IMT templates distributed.





Briefing Session for IMR Authors.





Briefing Session for IMR Authors and staff involved in review.





No





Yes








� Official


All routine public sector business, operations and services is treated as OFFICIAL. (As of April 2014 the OFFICIAL classification replaces Confidential, Restricted and Protect.) A limited subset of OFFICIAL information that would have more damaging consequences (for individuals, an organisation or government generally) if it were lost, stolen or published in the media is classified "OFFICIAL-SENSITIVE".� HYPERLINK "https://en.wikipedia.org/wiki/Classified_information_in_the_United_Kingdom" \l "cite_note-UK_Classifications-2" �[2]�
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