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Crime and Disorder Scrutiny Panel 
8th February 2018

1. Safer Solihull overview of Domestic Homicide Reviews 

1.1 Purpose of Briefing note

1.1.1 To enable the Crime and Disorder Scrutiny Panel to review the partnerships obligations and 

their current approach in carrying out domestic homicide reviews

1.2 Actions Requested of the Panel

1.2.1 The Panel are asked to consider evidence that demonstrates that the partnerships domestic 

homicide reviews have informed future learning and how partnership organisations work to 

prevent future deaths. 

1.3 Obligations 

1.3.1 A Domestic Homicide Review (DHR) is a multi-agency 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 they were related or with whom they were, or had 

been, in an intimate personal relationship, or a member of the same household as 

themselves. 

1.3.2 Since 13 April 2011 there has been a statutory requirement for local areas to conduct a DHR 

following a domestic homicide that meets the criteria. To date, 2 males and 3 females have 

tragically died in circumstances which met the requirement for the Safer Solihull Board to 

initiate four reviews.

1.3.3 In the reviews undertaken or currently in progress, the gender profile of the victims and 

perpetrators and the relationship between them does not correlate to national profiling. Two 

of the reviews involved family members as opposed to intimate partners. They also linked a 

significant level of poor mental health of the perpetrators in two of the three completed 

reviews.
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1.4 Approach

1.4.1 The review progress begins with notification from the Police of a homicide/s and the belief 

that the homicide/s meets the criteria for a DHR to be conducted. Statutory agencies are 

immediately notified of the death/s and asked to search their systems for knowledge of the 

victims and alleged perpetrator/s. If the persons are known to their agency’s they must 

secure their files and respond to the Community Safety Partnership (Safer Solihull) 

accordingly. 

1.4.2 From the agency’s replies and this initial scanning the Chair of the Community Safety 

Partnership will consider the information received and determine whether or not a review 

must be conducted. The outcome of this decision is notified to the Home Office. 

1.4.3 Should it be decided that a review must be conducted it is required to be completed within 6 

months of the date of the decision to conduct the review, unless there is reason for a delay. 

The review process must not adversely impact any criminal justice process and quite often 

DHRs are delayed until the criminal justice case is concluded. Liaison takes place with the 

Home Office over any delays in the process. 

1.4.4 The review is conducted under the guide of an independent Chair and Author, supported by 

an expert panel of practitioners from a variety of relevant agencies such as the Police, 

Health, Probation and Community Safety World. It involves all agencies who knew either the 

perpetrator and/or victim producing Individual Management Reviews (IMRS). The IMRs from 

each agency will look to determine what was known about the perpetrator and victim/s and 

seek to determine what if anything could have been done or should be done to inform 

learning and future best practice. Each agency can formulate a set of recommendations for 

change and as part of their obligation they are required to ensure that the recommendations 

are SMART i.e. specific, measurable, achievable, realistic and timely. The agency must then 

monitor delivery of the targets and report back to the DHR panel accordingly.

1.4.5 At every stage of the process the family of those involved, the perpetrator and other relevant 

parties are afforded the opportunity to be part of the review process. The review concludes 

with a report, including recommendations and an action plan being presented to the Chair of 

the Safer Solihull Partnership. Once the report is agreed it is sent to the Home Office to be 

quality assured and once ratified is published. The actions from the report and action plan 

are monitored for completion and reports made to the Safer Solihull Partnership to ensure 

compliance. 
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1.5 Our response

1.5.1 Domestic abuse occurs across Britain and key sectors such as Criminal Justice and Health 

are repeatedly subject to recommendations and for this reason it is important that 

consideration is given to local, regional and national learning from DHRs. Interventions to 

strengthen our approach to tackling domestic abuse are captured in Solihull’s domestic 

abuse plan. In 2017, the domestic abuse co-ordinator worked with managers and trainers 

from the Local Safeguarding Childrens Board (LSCB) and Solihull Safeguarding Adults 

Board (SSAB) to develop a resource aimed at sharing key themes coming out of domestic 

abuse and children and adult serious case reviews. 

1.5.2 The domestic abuse regional standards were launched in September 2015. The standards 

are based on 11 principles of best practice with the aim of improving the regional response 

to domestic abuse. Solihull and key statutory partners are committed to the standards. The 

latest desktop assessment identified training as a continuing area that needs strengthening. 

1.5.3 In difficult financial times, Solihull has managed to retain a domestic abuse budget and this 

investment has helped attract additional regional and national funding. Solihull’s lead is well 

engaged at a regional level. Its commitment and partnership working in addressing domestic 

abuse remains a priority for the Safer Solihull Partnership and it is hoped that through the 

review process and its policies and procedures we can prevent deaths occurring and the 

harm that domestic abuse causes to our communities. 

1.6 Contact Person 

1.6.1 Caroline Murray – Domestic Abuse Coordinator and 

1.6.2 Gillian Crabbe – Community Safety and Partnerships Manager  


