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1   Introduction 
 
1.1 Domestic Homicide Reviews were introduced by the Domestic Violence, Crime and 

Victims Act (2004), section 9.  
 
1.2 A duty on a relevant Community Safety Partnership to undertake Domestic 

Homicide Reviews, along with associated procedural requirements, was 
implemented by the ‘Multi-Agency Statutory Guidance for the Conduct of Domestic 
Homicide Reviews’ in April 20111. This defined a Domestic Homicide Review2 
(DHR) as: 

 

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

• a member of the same household as himself;  

• held with a view to identifying the lessons to be learnt from the death 
 
1.3 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 

• Prevent domestic violence homicide and improve service responses for all 
domestic violence victims and their children through improved intra and inter-
agency working. 

 
1.4 DHRs are not inquiries into how the victim died or into who is culpable; that is a 

matter for Coroners and criminal courts. They are also not specifically part of any 
disciplinary enquiry or process; or part of the process for managing operational 
responses to the safeguarding or other needs of individuals. These are the 
responsibility of agencies working within existing policies and procedural 
frameworks. 
 
 

2 Summary of circumstances leading to the Review 

 
2.1 A was killed with a single knife wound at her father’s home in February 2012 by her 

recently estranged partner, B.  She had sought police support earlier in the day to 
visit the flat they had shared to enable her to remove belongings safely.  The police 
had been unable to provide support because of other more urgent demands and 
she and her family had returned home where B was waiting. Present at the time 
were A’s father, friend, and her child by B. B has been convicted of A’s murder. 

                                                
1
 www.homeoffice.gov.uk. This is reflected in the local guidance for agencies in Staffordshire: ‘Staffordshire & 

Stoke-on-Trent Multi-agency Guidance for the Conduct of Domestic Homicide Reviews.’ 
2 Domestic Violence, Crime and Victims Act (2004) section 9 (1). 
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2.2 B was known to agencies in Yorkshire and Staffordshire as a result of criminal 

actions and difficulties in education between 2006 and 2009.  He came to live in 
Staffordshire with his father in July 2008.  In November 2008, there was an incident 
where he threatened his father and his father’s partner and caused damage to 
property at his father’s home.  He was arrested following this incident. B then went 
to live with A, with whom he was in a relationship, and her family under a private 
fostering arrangement. 
 

2.3 In January 2009 A and B went to live in Devon. Whilst there they had a child 
together and were well supported as young parents by local services. Information 
provided to the Review identifies that B was violent towards A at that time although 
this was not shared with any agencies, to which the couple appeared to be 
mutually supportive and determined to be good parents. 
 

2.4 In early 2011 the couple returned to Staffordshire and acquired the tenancy of a 
flat. The relationship ended at the beginning of 2012 and A went with their child to 
live with her father. 
 

2.5 A sought help from a number of agencies in the weeks before her death in respect 
of practical matters and the consequences of the separation.  These included 
contact with police in respect of threats from B to destroy her property and to harm 
her and their child, housing advice, social care advice about contact for B with their 
child and legal advice.  None of these contacts resulted in a risk of violence being 
recognised or advice being provided to A on how to access local domestic violence 
services to protect herself and her child. 
 
 

3 Review Process 
 

3.1 Terms of Reference 
 

3.1.1 A DHR Scoping Panel met on 27 March 2012 to consider the circumstances 
leading to the death of A.  The Panel were unanimous that the criteria for 
commissioning a Domestic Homicide Review had been met.  This recommendation 
was endorsed by the Chair of the Newcastle-under-Lyme Community Safety 
Partnership (CSP) who was present at the meeting and the decision was recorded.     
 

3.1.2 The scope of the DHR was agreed as commencing from 1 July 2008 (during which 
month A and B met) up to and including the date of A’s death.  The focus of the 
DHR was maintained on the following subjects: 
 

Name A B Child of A and B 

Relationship Victim 
Ex Partner / 
Perpetrator 

Child 

Date of Birth Age 19 Age 19 Age 18mths 

Ethnicity White British White British White British 

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

•••• Did the agency have policies and procedures for risk assessment and risk 
management for domestic violence victims, perpetrators and their children, and 
for dealing with threats to kill others? Were those assessments correctly used 
in the case of this victim, perpetrator and their child? Were these assessment 
tools, procedures and policies professionally accepted as being effective?  

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

•••• What was known about the perpetrator? Was or should he have been identified 
as posing a risk of physical harm to others. Were the responses to any 
identified risk appropriate? Was such information recorded and shared, where 
appropriate? 

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

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

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

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

•••• Were procedures sensitive to the ethnic, cultural, linguistic and religious identity 
of the victim, the perpetrator and their families? Was consideration of 
vulnerability and disability necessary? 

•••• Were senior managers or other agencies and professionals involved at the 
appropriate points? 

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

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

•••• How accessible were services for the victim, perpetrator and their families? Did 
the deafness of family members impact on this? 

•••• To what degree could the homicide have been accurately predicted and 
prevented?” 

 
3.2 Contributors 

 
3.2.1 Individual Management Reviews were required from the following agencies known 

to have had contact had with the victim, perpetrator or their child: 

• Staffordshire Police 

• Staffordshire County Council Families First. 
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• Staffordshire PCT Cluster (Primary Care Services) 

• Newcastle-under-Lyme Housing Advice Services 

• Aspire Housing Association 

• Staffordshire County Council Education Transformation. 
 
3.2.2 Enquiries were also made with the following services to establish what contact they 

had with the victim, perpetrator or their child:  

• Devon Children’s Social Care Services 

• South Yorkshire Police 

• Devon and Cornwall Constabulary 

• Devon District Councils 

• Devon Housing Associations 

• Devon Domestic Violence services 

• NHS Trusts providing services in Devon 

• University Hospitals Bristol NHS Foundation Trust 

• Yorkshire Youth Offending Service. 
 
3.2.3 All agencies submitted IMRs or reports as requested and the Panel are satisfied 

that these make appropriate recommendations for their agencies.  No other 
agencies have been identified as having had involvement as a result of the IMRs. 
 

3.3 DHR Panel members 

Agency Job Title 

• Arch (North Staffs) Ltd Chief Executive 

• Aspire Housing Association Deputy Neighbourhood Manager 

• Newcastle-under-Lyme 
Borough Council 

Partnerships Manager  

 

• Newcastle-under-Lyme 
Borough Council 

Community Safety Officer - Domestic 
Violence Lead 

• NHS Staffordshire Cluster Of 
Primary Care Trusts 

Lead Nurse Adult Safeguarding   
(North Staffordshire) 

• Staffordshire and Stoke-on- 
Trent Partnership NHS Trust 

Head of Safeguarding Children  

• Staffordshire County Council - 
Community Safety 

Principal Community Safety Officer 

• Staffordshire County Council - 
Education Transformation 

County Improvement Manager 

• Staffordshire County Council - 
Strategic Safeguarding 

Specialist Safeguarding Development 
Manager 

• Staffordshire Police Detective Chief Inspector 

• Staffordshire Police Family Liaison Officer  - Detective 
Constable (also assisted the Panel in 
engaging with family members) 
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3.3.1 The DHR Panel was chaired by Chris Few, an Independent Consultant and Chair 
of a Local Safeguarding Children Board. He has chaired Serious Case Review and 
Domestic Homicide Review Panels, undertaken agency management reviews and 
prepared overview reports for a number of Local Safeguarding Children Boards, 
Community Safety Partnerships and their partner agencies. In Staffordshire Mr 
Few has chaired three other Domestic Homicide Review processes and two 
Serious Case Reviews. He has no other personal or professional connection with 
any agency in the County. 
 

3.3.2 The Report Author, Susan Lane, has undertaken similar enquiries and training 
commissions previously for safeguarding boards and is not employed by any of the 
agencies or associated bodies.  She is an experienced and registered social 
worker and has previously held senior positions within children's social care and 
the Probation Service. She currently works part-time as an associate lecturer for 
the social work degree with the Open University. 
 

3.4 Review Process 
 

3.4.1 The Panel met on 3 occasions and had the full support of the Borough Council and 
the participating agencies.   
 

3.4.2 A timetable was agreed to complete the review within 6 months.  The requirements 
of criminal proceedings resulted in some delays in the completion of IMRs until 
after the trial. The final Panel meeting was on 4 October 2012.  At this point further 
delay was considered necessary pending completion of police professional 
standards and IPCC3 complaints processes. The Overview Report, Executive 
Summary and Action plan were approved by Newcastle Community Safety 
Partnership on 13 December 2013. The report was updated in October 2014 to 
reflect interviews during which the report was shared with family members of A and 
B.  
 

3.5 Parallel Processes 
 

3.5.1 B has been tried and convicted of murder.  He was acquitted of attempted murder 
in respect of the father of A who was present at the incident.  
 

3.5.2 Staffordshire Police initiated a professional standards investigation following the 
death of A, which after mandatory referral was supervised by the IPCC.  There 
were no immediate concerns about the actions of officers; however following 
preparation of the police IMR details emerged that required formal action within a 
professional standards investigation.  The Investigating Officers report was 
completed in March 2013.  The family of A pursued a formal appeal with the IPCC 
regarding the outcome of the investigation.  The appeal was concluded in 
September 2013 and was not upheld. 
 

3.6 Family involvement 
 

3.6.1 All members of the immediate families of A and B, plus B himself, were notified of 
the DHR and invited to contribute. Only the father and sister of A and the father of 
B decided to do so. Chris Few, Chair of the DHR Panel, and the Newcastle-under-
Lyme Borough Council Community Safety Officer met with family members.  These 
meetings were conducted using a sign language interpreter. The views of family 
members were sought and incorporated into the content of this report. 

                                                
3 Independent Police Complaints Commission 
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3.6.2 Family members of A were provided with detailed feedback from the police 

following the professional standards enquiry and their appeal against the outcome.    
 

3.6.3 Following endorsement of the Overview Report by the Newcastle-under-Lyme 
Community Safety Partnership all members of the immediate families were offered 
access to the report and a further opportunity to meet with the Chair of the DHR 
Panel, and the Newcastle-under-Lyme Borough Council Community Safety Officer. 
In addition to those who had originally contributed to the report, the mothers of A 
and B availed themselves of this opportunity.  These meetings were also 
conducted using a sign language interpreter. The report was thereafter updated in 
October 2014 to reflect the interviews. 
 

3.6.4 The father of A queried the accessibility of emergency services via the 999 system 
for those who are deaf and also have literacy issues preventing them using text 
message arrangements. This did not impact on the events under review but was 
considered to be an issue that should be followed up. Funding for a project to 
improve the arrangements was secured by Newcastle-under-Lyme Borough 
Council and progress is included in the action plan from the Review. 
 
 

4 Key Findings and Conclusions of the Review 
 

4.1 Agencies have made recommendations in their IMRs to improve practice which are 
supported by the Panel.  These recommendations are set out in the action plan.   
 

4.2 The Panel identified missed opportunities to undertake risk assessments or to act 
in a more robust manner which could have exposed risks presented by B to others 
and led to A being better supported. Each missed opportunity has been considered 
by the Panel to determine if there are matters that are not dealt with by individual 
agency recommendations. 
 

4.3 The first missed opportunity occurred in late 2008 when B was assessed as a 
privately fostered child with A’s family. In practice an approach which could have 
ensured that B returned to his mother in Yorkshire was undermined by his and A’s 
fathers’ agreement to the private fostering arrangement. Both fathers now regret 
agreeing to this arrangement and greater challenge from professionals at the time 
would have helped them to think the situation through.  The Panel have no specific 
recommendation to add beyond those in the social care IMR; only to note that 
assessments were barely begun and had little information on which to base any 
view of risk before the defacto position was accepted.  
 

4.4 The second missed opportunity concerned the failure to make routine enquiries 
about domestic violence by a health visitor when personal observation and 
judgement resulted in an optimistic view of this couple and a failure to follow 
procedures.  This is a problem that can occur in any agency at any time and 
requires sustained managerial oversight. The Panel recommend that:- 

1) The Torbay and Southern Devon Health and Care NHS Trust must ensure 
that all staff follow fully its procedures in respect of routine screening for 
domestic violence issues through management review at key points, 
supervision and audit.   
 

2) CSP agencies should consider whether there is a need to review 
compliance with routine domestic violence procedures. 
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4.5 The third missed opportunity occurred when A and B returned to Staffordshire 

with their child.  The social care IMR comments appropriately on the failure to 
adequately assess the situation. The Panel consider that social care and the health 
visitor should have been more active in ensuring that this young family had contact 
with their local children’s centre or services for teenage parents rather than 
focussing on a previous offence by A’s father. Both young families and those that 
move around are at greater risk of developing problems and the Panel 
recommend that:- 
3) Agencies in contact with families arriving in the area should ensure 
that they are informed of supportive services in their area relevant to their 
circumstances and assisted to access them. 
 

4.6 The fourth missed opportunity occurred when the police failed to recognise or 
respond appropriately to disclosures of violence and threats to kill.  This matter has 
been thoroughly addressed by the police IMR and the Panel have no 
recommendation to add. 
 

4.7 The final missed opportunity occurred between the separation of the couple and 
A’s murder.  The Panel consider that had there been more consultation between 
social care and the police more considered decisions could have been made 
jointly, but only if the circumstances had been fully explored and evaluated.  This 
was the point at which A could have been advised about contact with domestic 
violence services that might have helped her to understand the risks better and 
take steps to protect herself and inform others.  Agencies involved have proposed 
measures to deal with the issues and the Panel have no further recommendations.  
The Newcastle-under-Lyme Community Safety Partnership may however wish to 
consider how it can support staff in agencies to be sensitive to the domestic 
violence concerns of people seeking advice and services.   
 

4.8 The thread that runs through these missed opportunities is one of an absence of 
curiosity about the human story behind the formal responsibilities staff members 
were fulfilling.  The police IMR explores the need for active listening and identifying 
key facts but there is also a need for sensitive questioning to generate trust and to 
help distressed people work out what really matters themselves.  It is possible that 
A had much more that she could have disclosed that might have raised the levels 
of concern for her safety.  This is about professional skills, judgement and curiosity 
which when exercised effectively can ensure action is focussed where it will have 
most impact.  This does not sit easily with the day to day pressures on staff in 
agencies to complete tasks and move on to the next.   
 

4.9 The police professional standards enquiries highlight the significance of operational 
systems and managerial oversight in helping front line staff achieve the level of 
competence expected.  All agencies might also consider the relevance of this 
analysis in implementing their recommendations. 
 

4.10 This review has highlighted weaknesses in the services provided to A and B which 
the recommendations in the IMRs and from the Panel are intended to address.  
There is no guarantee that these measures to improve the service could have so 
changed the course of events as to have prevented the death of A but they can 
reduce risks presented by domestic violence.   

 
Susan Lane 
Independent Social Care Consultant 
Report author 


