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Learning from Domestic Homicide Reviews
What is the issue?
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. Since 13 April 2011 there has been a statutory requirement[footnoteRef:1] for local areas to conduct a DHR following a domestic homicide that meets the criteria. [1:  Section 9(3) of the Domestic Violence, Crime and Victims Act (2004).] 

A national analysis of DHR’s occurring 2011 and 2015[footnoteRef:2] showed twice as many women were killed than men and the majority of principal suspects (87%) were male.  Across West Yorkshire, 46 DHRs have taken place, of these 39 victims were women, 9 were men.  In Calderdale, all 4 victims were women. [2:  Home Office (Dec 2016) Key Findings from Analysis of Domestic Homicide Reviews ] 


What are the risks?
Of the 33 intimate partner homicides included in the national statistics, just under half (15 cases) included dependent children in the family structure; Mental health issues were present in 25 of these 33 homicides, over half known to Mental Health Services; Substance use was mentioned In just over half of all the DHRs; In 24 of the 33 intimate partner homicides, the perpetrator had a history of violence and in 6 cases the victim had a history of violence towards the perpetrator, agencies were aware of violence in over half of the cases.

Learning from DHRs
Key Themes (National)
The most common themes occurring in intimate partner homicide DHRs were:
· Poor quality, inadequate or absent record keeping which contributed to a lack of information sharing between agencies
· Risk assessments were absent or of poor quality, for example, lacked detail or failed to fully interrogate circumstances.  Information was misinterpreted, incidents were seen in isolation.  
· Lack of recognition and curiosity where victims or perpetrators presented to agencies with possible signs of domestic abuse. In some cases risk factors were not fully explored, vulnerability/trigger issues were overlooked - separation or during pregnancy; the vulnerability of the mother was missed when the focus was on the protection of children.  It is therefore important that risk assessments take into account the impact on everyone else in the family, not just the victim or the children and should include consideration of any historical abuse/violence.
· In some cases the significance of coercion and control, threat to kill, sexual exploitation, grooming, stalking and harassment was overlooked.  Consequently this knowledge was not shared between agencies and referrals to support agencies/MARAC were not made.  In a large number of cases the lack of information sharing had serious implications for the effectiveness of risk assessment and actions taken to safeguard victims.


Learning Points (West Yorkshire)
· All DHR cases involved some element of coercive control and stalking.  It is important to identify this behaviour, for example, ask victim ‘what aren’t you allowed to do? (without permission)’
· The emotional response to being asked intimate questions needs to be taken into account and may be influenced by cultural issues – norms, values, trust in agencies like Police, immigration status / spousal visas etc and fear of service involvement.  In addition, engagement with services may be influenced by age, cultural beliefs, fear of the perpetrator, previous experiences, not being offered the service they want or not understanding what services are available.
· Most victims underestimate the risk – need to take statements such as “I think he’s going to kill me”, seriously. 
· Men presenting in crisis indicates heightened risk.  Consider referral to Police or relevant agency.
· Contrary to some views, separation increases risk, especially within the first 6 weeks from notice to leave.  Need to agree a safe exit strategy for partner and any children.  
· Partners should be advised not to disclose previous Domestic Abuse when starting a new relationship but wait until more is known about the new partner.

What Should Practitioners Do?
Based on research, Jane Monkton-Smith has identified Eight Lethal Steps which will assist practitioners to consider patterns of behaviour that predict the critical steps a killer takes from stalking, violence and coercive control to domestic homicide indicating levels of risk and the urgency of a response.  These are:
1. Pre-relationship history (of stalking or abuse by the perpetrator)
2. The ‘romance’ develops quickly into a ‘serious’ relationship
3. The relationship becomes dominated by coercive control
4. There is a trigger which threatens the perpetrator’s control e.g. intention to separate/end the relationship
5. Period of escalation – increased intensity of perpetrator control tactics – this is now HIGH RISK
6. The perpetrator has a change in thinking (can either give up – could be suicidal or continue to pursue the victim) – this reflects how they will deal with the loss of control 
7. Planning the homicide
8. Homicide of victim by perpetrator

If concerned about Domestic Abuse, practitioners should seek advice from the Domestic Abuse Hub and if required, complete the Calderdale DASH Risk Assessment using open ended questions
When alerting the Police about concerns on behalf of a victim, use words such as ‘….this is a continuing course of conduct….’
	
If you are concerned….
[bookmark: _GoBack]You can also ask for advice from:
Calderdale Staying Safe – WomenCentre on 01422 323 339 (Mon to Fri 9:00 to 17:00)
Out of Hours (non-emergency) National Domestic Violence Helpline on 0808 2000 247
Multi Agency Screening Team on 01422 393336 or Gateway to Care on 01422 393000
Out of hours contact the Emergency Duty Team on 01422 288000
Contact the Police 101 or 999 in an emergency
In Calderdale, multi-agency Domestic Abuse Training is provided by Staying Safe via the CSAB/CSCP training programme
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