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(ii) Abstract 

In England and Wales, the rate of known domestic homicides has remained relatively 

stable over the last decade (Office for National Statistics, 2021a), despite sustained 

attempts to reduce and prevent it. Understanding how and why such homicides occur 

is paramount if future incidents are to be prevented. Domestic Homicide Reviews 

(DHRs) were introduced in the 2004 Domestic Violence, Crimes and Victims Act, and 

have been operational since 2011 (Home Office, 2016b). DHRs are instigated when a 

suspected domestic homicide or suicide occurs, and the offender is either an intimate 

partner or someone the victim lived with (Home Office, 2016b). Each DHR is set up 

to objectively assess cases on a local and multi-agency basis, and to identify good and 

poor areas of practice, with the overarching aim of reducing and preventing future 

domestic homicide (Home Office, 2016b). 

The aim of this PhD research is to examine and critically analyse both the principles 

and operation of Domestic Homicide Reviews (DHRs) in England and Wales. Thirty-

four semi-structured interviews were held; thirty-two with professionals involved in 

the DHR process, and two with co-victims of domestic homicide. Six observations 

were also undertaken of selected components of the DHR process, totalling to just 

under twenty hours of observations. Private documents (such as case details, Terms of 

Reference, agency chronologies or Individual Management Reviews, and draft 

overview reports) were acquired and analysed, which contextualised the data that 

emerged from both the interviews, and the observations.  

The findings reveal that the current DHR system is flawed in a number of ways. First, 

this research demonstrates that there are issues with how the DHR process itself is 

conducted. For example, reviews regularly exceed the prescribed 6-month timeframe; 

the DHR data collection method is outdated, and DHRs are not a priority for all 
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agencies involved. Second, the findings reveal an influence of organisational culture 

in the DHR context. For instance, agency panel members can exert different levels of 

influence over DHR proceedings, depending on how engaged they are in the process. 

Last, the no-blame approach that underpins the process has theoretical importance that 

does not always translate into practice. The research provides evidence that no-blame 

is a difficult concept to understand, and difficult to implement in the DHR context. 

The implications of these findings for policy and practice are considered and the thesis 

concludes by stating that the DHR process needs to undergo a series of changes as 

soon as possible, so that it can truly cement its importance within both criminal justice 

and society more generally.   
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(vi) Glossary of Terms 

C[S]PR – Child [Safeguarding] Practice Review. 

Formerly known as Serious Case Reviews (SCRs), CSPRs are undertaken in 

England when the following types of cases concerning children are presented: 

child abuse, neglect, serious injuries and/or harm, and/or death. CSPRs can be 

conducted on a local, or national basis (National Society for the Prevention of 

Cruelty to Children, 2021a).  

Wales however have Child Practice Reviews (CPRs), and they follow similar 

review criteria to the aforementioned. CPRs also have two forms of reviews, 

concise and extended reviews. The type of review undertaken is determined by 

whether child in question was previously known (extended), or not known 

(concise), to Social Services e.g. on the child protection register and/or 

involved in the care system within six-months of the incident in question 

(National Society for the Prevention of Cruelty to Children, 2021b). 

 

CSP – Community Safety Partnership. 

CSPs, formerly known as Crime and Disorder Partnerships, were set up under 

Section 6 of the Crime and Disorder 1998 which stipulated that each local 

authority area must have multiple strategies, including to reduce crime and 

disorder (Crime and Disorder Act, 1998). CSPs are multi-agency, comprising 

of “the police, local authorities, fire and rescue authorities, the probation 

service, health service” (Tyson and Hall, 2019: p. 146), and their 

responsibilities include setting and reassessing priorities and action plans with 
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one another and the communities they represent, for example (Tyson and Hall, 

2019). 

 

DASH – Domestic Abuse, Stalking and Harassment and Honour Based Violence 

Risk Assessment Model. 

DASH was designed to aid professionals when trying to assess a victim’s risk 

of harm and exposure to domestic abuse (SafeLives, 2019). It is an actuarial 

form of risk assessment based on SPECSS+ (detailed below), with categorical 

outcomes being standard, medium, and high risk (Hester, 2021: pp. 61-62). 

 

DVA – Domestic Abuse and Violence.  

The Domestic Abuse Act (2021) provides the first UK legislated definition of 

domestic abuse. This Act outlines domestic abuse as when an individual is 

abusive towards another with whom they are connected (e.g. related to, or an 

intimate partner of), and the abuse consists of either one, or multiple, of the 

following: “(a) physical or sexual abuse; (b) violent or threatening behaviour; 

(c) controlling or coercive behaviour; (d) economic abuse (see subsection (4)); 

(e) psychological, emotional or other abuse” (Domestic Abuse Act, 2021). 

 

DVFR – Domestic Violence Fatality Review. 

According to Websdale (2001, as cited in Wilson and Websdale, 2006: p. 539), 

a DVFR “is a ‘‘deliberative process’’ to prevent future domestic violence and 

homicide, provide strategies to ensure safety, and hold perpetrators and 
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systems accountable”. The term DVFR is often used as a catch-all phrase in 

academic literature to represent the diverse forms of review focused on 

retrospectively assessing cases of domestic homicide and/or suicide, like 

Domestic Homicide Reviews.  

 

DHR – Domestic Homicide Review. 

DHRs are multi-agency statutory reviews that are conducted across England 

and Wales to re-examine cases of domestic homicide and domestic abuse-

related suicide (see Home Office, 2016b). The overarching aim is that by re-

examining these types of cases, learning will be produced that an array of 

organisations can take forward and implement in relevant policy to positively 

affect practice, and eventually, reduce the rate of domestic abuse, homicide 

and related suicide.  

 

HMICFRS – Her Majesty’s Inspectorate of Constabulary and Fire and Rescue 

Service. 

HMICFRS are an independent regulatory organisation who are responsible for 

inspecting all areas of business relating to the police, and fire and rescue 

services in England and Wales (HMICFRS, 2018). 

 

IMR – Individual Management Review. 

IMRs are reports that each individual agency involved in the specific DHR 

must produce. The reports should contain chronological information regarding 
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the relationship between the victim/s and or perpetrator, and the agency in 

question. According to the Home Office (2016b, p. 20), IMRs should also, 

“allow agencies to look openly and critically at individual and organisational 

practice and the context within which professionals were working (culture, 

leadership, supervision, training, etc.) to see whether the homicide indicates 

that practice needs to be changed or improved to support professionals to carry 

out their work to the highest standards”.  

 

IOPC – Independent Office for Police Conduct. 

Formerly the Independent Police Complaints Commission (IPCC), the IOPC 

are an independent organisation who are responsible for investigating 

complaints related to the police service in England and Wales (IOPC, 2020). 

 

IPA/V – Intimate Partner Abuse or Violence. 

IPA/V is a form of domestic abuse perpetrated within the context of a current 

or former intimate partner relationship (World Health Organisation, 2012). 

  

IPH – Intimate Partner Homicide. 

IPH refers to a perpetrator killing an intimate partner, either a current or ex-

partner. 
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IPF – Intimate Partner Femicide. 

Ingala Smith (2018, p. 169) defines femicide as, “the killing of women, girls 

and female infants and foetuses, predominantly but not always committed by 

men, in order to maintain individual and/or collective male dominant status, or 

as a reflection of the lower status of females”. Hence IPF can be applied to 

cases of intimate partner homicides where the offender is male, and the victim. 

 

MAPPA – Multi-Agency Public Protection Arrangements.  

According to Loveday and Roberts (2019, p. 51), “MAPPAs were set up to 

assess and manage the risks to society of sexual or violent offenders”, and the 

organisation chiefly responsible for chairing MAPPA-related activity are Her 

Majesty’s Prison and Probation Service.  

 

MARAC – Multi-agency Risk Assessment Conference. 

MARACs are multi-agency meetings the involve organisations such as the 

police, health, social care, housing practitioners, and other statutory and 

voluntary sectors who special in domestic abuse. These meetings focus on 

sharing information related to the highest risk cases of domestic abuse, with 

the overarching aim to safeguard the (adult) victim (SafeLives, 2014).   

 

NPCC – National Police Chiefs Council. 

Formerly known as the Association of Chief Police Officers (ACPO), the 

NPCC is the formalised body the comprises of chief police officers across 
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England and Wales. The NPCC are primarily responsible for co-ordinating 

operational priorities and responses across police services in the UK (NPCC, 

no date).  

 

PCC – Police and Crime Commissioner.  

PCCs were introduced across England and Wales in 2011 via the Police 

Reform and Social Responsibility Act. PCCs are responsible for all areas of 

policing within their local jurisdiction, such as setting police budgets, hiring 

and holding the Chief Constable to account, as well as detailing their own 

vision for their constituents via the Police and Crime Plan (Association of 

Police and Crime Commissioners, 2021). The PCC is supported by Office for 

the PCC, who are responsible for ensuring that the promises and daily 

functions assigned to the PCC are fulfilled. 

 

PSB – Public Service Board. 

Wales have since phased out CSPs (defined above) in favour for PSBs. 

Mirroring CSPs, PSBs are multi-agency authorities that were set up to enhance 

public service, inter-agency working within Wales. Agencies that must be a 

part of these boards are the respective “local authority, local health boards, fire 

and rescue authority, and Natural Recourse Wales” (Welsh Government, no 

date). Other non-statutory agencies can also be a part of these Boards, such as 

Police and Crime Commissioner Office’s (Welsh Government, no date). 
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SIO – Senior Investigating Officer. 

A SIO is an individual role within the police service, and that specific 

individual will be specially trained to lead on crime-specific investigations. 

According to the College of Policing (2022), “they manage the investigative 

response, and all resources associated with the investigation. They develop and 

implement strategies, procedures and systems that underpin the investigation 

and ensure the management and assessment of threat, risk and harm”. 

 

SPECSS+ - Separation, Pregnancy, Escalation of violence, Community 

issues/isolation, Stalking, Sexual assault + Model. 

SPECSS+ is an acronym that encapsulates the high-risk factors associated with 

domestic abuse (Richards, 2003). When such factors (above) are evident 

within a particular relationship, this can increase the likelihood of domestic 

abuse occurring and/or escalating. Incidents categorised under the + are other 

forms of abuse against children, the elderly, animals, and misusing legal or 

illegal substances (Richards, 2003).  

 

VKPP - Vulnerability Knowledge and Practice Programme. 

The VKPP is a national policing programme that was set-up with the aim of 

enhancing the policing of public protection-related crime (College of Policing, 

no date). 
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Chapter One: 

Introduction 

Historically, some of the most significant and progressive changes in how serious and 

major violent crimes are investigated have been introduced as a result of landmark – 

and often notorious - cases that have occurred in England and Wales. For example, in 

1981, the Byford Inquiry fundamentally changed how major investigations were 

conducted and organised, in light of the police failure to identify and arrest Peter 

Sutcliffe at an earlier point (Byford, 1981). Sutcliffe (otherwise known as the 

Yorkshire Ripper) was convicted of murdering thirteen women across Yorkshire 

throughout the 1970s (Byford, 1981).  

Elsewhere, nearly three decades and numerous inquiries later, Lord Laming opened a 

public inquiry to critically examine the events preceding the death of eight-year-old 

Victoria Climbié (Laming, 2003). In his 2003 report, it was recommended that Serious 

Case Reviews (SCRs), which formed an ad hoc review system that examined cases of 

child neglect, abuse, and homicide, needed to be mandatory and protected in law 

(Laming, 2003). Therefore, aided with the benefit of hindsight, it might be seen as 

inevitable that issues surrounding the attitude, treatment, and investigations into cases 

of domestic homicide would eventually follow this historical trajectory.  

In November 2003, Alan Pemberton returned to his former family home in West 

Berkshire. Upon his arrival, he shot his seventeen-year-old son William five times, 

and then proceeded to shoot his ex-wife Julia four times (Walker, McGlade and 

Gamble, 2008: p. 21). Both Julia and William died from the injuries they sustained in 

the attack. Subsequently, Alan took his own life (Walker et al., 2008: p. 21). This was 

Alan’s final act after a relentless campaign of sustained domestic abuse against his 
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family, and Julia in particular, who was the primary target of the abuse (Walker et al., 

2008: pp. 18-21). What quickly became apparent was that Julia had disclosed the abuse 

to numerous relevant professional services, most noticeably in the year preceding the 

homicide when Julia officially separated from Alan (see Key Dates in Walker et al., 

2008: pp. 10-12). Julia had done exactly what victims of domestic abuse are 

encouraged to do. However, the sobering reality is that despite these repeated 

disclosures, the relevant services involved failed to protect Julia and William. 

Julia and William’s family also knew of the abuse that Alan inflicted; they were 

present on occasions when Julia disclosed information about the abuse to professionals 

and had tried to engage agencies themselves (see Key Dates in Walker et al., 2008: 

pp. 10-12). Spearheaded by Julia’s brother, Frank Mullane, who was supported by 

academic specialists, Members of Parliament, the then Chief Constable of Thames 

Valley Police and significant others including the Attorney General, the Home Office 

agreed to the circumstances and events surrounding the murders to be the focus of a 

pilot Domestic Violence Homicide Review, later renamed Domestic Homicide 

Reviews (DHRs) (Walker et al., 2008: p. 6).  

Published by West Berkshire Safer Communities Partnership in 2008, the pilot review 

(also called the Pemberton [Homicide] Review) highlighted repeat and significant 

failings exhibited by various professions including the respective police service, the 

primary care trust, and the council (Walker et al., 2008). For example, it was found 

that Thames Valley Police service neglected to have an active domestic violence 

policy in place (Walker et al., 2008: p. 41). Labelled as “a gold standard” (Snelgrove, 

2009) of review practice by Professor Neil Websdale, who was instrumental in setting 

up the National Domestic Violence Fatality Review Initiative in the United States, the 
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Pemberton Review signified a change in how incidents of domestic homicide were to 

be retrospectively treated and assessed across England and Wales.  

Underpinned in Section 9 of the Domestic Violence, Crimes and Victims Act (2004), 

DHRs are supposed to be conducted whenever there is a homicide in England and 

Wales prior to which the victim and offender were either in an intimate relationship 

(past or present), or if they lived together (e.g., family members). The first official 

DHR was published in 2011 (see Kingston Council, 2011), and it is estimated that 

there have been 800 DHRs conducted across England and Wales to date (Monckton 

Smith, 2021: p. 215).  

When ascertaining what is known about DHRs from an academic perspective, it is 

evident that published knowledge is minimal, especially when compared to other 

multi-agency safeguarding reviews. Since the beginning of this research in 2016, 

published academic research focusing explicitly on DHRs has gathered momentum, 

as shown in the publications of Bridger et al. (2017), Robinson et al. (2018), Stanley 

et al. (2019), and Chantler et al. (2020) which are outlined in Chapter Two. Existing 

DHR literature has largely focus on thematically analysing the content of DHRs via 

overview reports, and/or their recommendations (Bridger et al., 2017; Stanley et al., 

2019; Chantler et al., 2020).  

There are indications in the published DHR literature that the DHR process has 

developed a number of problems, which has resulted in inconsistencies such as the 

variable quality of DHR reports and review recommendations, poor completion rates, 

and difficulties in trying to access some DHR reports (Bridger et al., 2017: p. 95; 

Chantler et al., 2020: p. 491). Although such issues have surfaced, research has not 

explicitly focused on DHRs from a policy and practice perspective. Consequently, 
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very little is known about how these reviews are actually conducted, representing a 

gap in existing knowledge about DHRs which this research will address.  

1.1 Research Aim and Questions 

The overall aim of this research is to examine and critically analyse both the principles 

and operation of Domestic Homicide Reviews (DHRs) in England and Wales. The 

specific research questions are as follows: 

1. What are the policies/rules/guidance available for Domestic Homicide 

Reviews, and how do the Reviews work in practice? 

2. What role/s do co-victims play in Domestic Homicide Reviews? 

3. What is the significance of organisational culture/s in Domestic Homicide 

Review proceedings? 

4. How important is the no-blame approach in practice for Domestic Homicide 

Reviews? 

5. What can be learned to improve the value of future Domestic Homicide 

Reviews? 

1.2 Thesis Structure 

This thesis is set out in the following way. Chapter Two is the first of three chapters 

which summarises and critically explores existing DHR research and introduces the 

ideas behind them, and the key issues they raise. This chapter provides a detailed 

exploration into why DHRs came into existence by defining key concepts, including 

domestic abuse and domestic homicide. This is followed by available domestic 

homicide statistics, and relevant domestic abuse and homicide academic literature, risk 

assessments and multi-agency working. Relevant political movements, landmark 

cases, and other fatality reviews are then explored as they are presented as significant 
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precursors that contributed towards DHRs being introduced into England and Wales. 

Last, DHRs are introduced, and associated literature and their findings are critically 

explored, to demonstrate what is already known about DHRs.  

Chapter Three introduces the importance of different cultural impacts on the DHR 

process, starting with organisational culture. As DHRs operate on a multi-agency 

basis, it is crucial to acknowledge that different organisational cultures are present 

when the DHR process is ongoing. This chapter will then introduce and explore the 

no-blame approach, which is supposed to underpin every DHR conducted. Employing 

a no-blame approach means that DHRs do not attribute culpability; instead, they 

should be approached as an opportunity for organisations to learn and adapt their own 

policy and procedures where necessary (Home Office, 2016b). In this context, the 

following concepts are examined: human error, blame and risk, a variety of theoretical 

approaches investigating blame, and the emergence of the Just Culture.  

Chapter Four explores existing literature on the relationship between co-victims, 

homicide, and major crime reviews. According to the Home Office (2016b, p. 7), 

DHRs “should articulate the life through the eyes of the victim (and their children) 

and talking to those around the victim including family, friends, neighbours, 

community members and professionals”. Therefore, co-victims appear to be a central 

element to the DHR process from a policy perspective, which is why this chapter is 

dedicated to exploring the academic literature available on co-victims. To start, the 

immediate impacts that co-victims might experience post-homicide such as grief and 

the overwhelming need to make sense of what has happened are explored. Next is 

secondary victimisation, which explores the idea that the post-homicide infrastructure 

can worsen a co-victim’s experience. This chapter ends with a section that summarises 
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the existing academic literature that has focused on co-victims of domestic homicide 

and DHRs. 

Chapter Five is the methods chapter which details how I conducted this research. This 

chapter starts by explaining how and why this research adopted a qualitative approach. 

The next three sections of this chapter outline the data collection methods that were 

used: semi-structured interviews, observations, and the acquisition of private 

documentation (including multi-agency and single-agency chronologies for example). 

Each section provides information on how the sample was generated, who was 

included in the research and why. Next to be addressed are the ethical considerations, 

including references to the ethical guidelines that were adhered to, and understanding 

welfare for research participants and myself as the researcher. To end this chapter, 

data analysis is discussed which details how I analysed my data in accordance with 

Braun and Clarke’s (2006) approach to thematic analysis.  

Chapter Six is the first of three findings’ chapters presented in this thesis. This chapter 

provides a detailed overview of how DHRs should operate according to the Home 

Office (2016b) guidance, from the start of the investigation to the publication of the 

overview report. The chapter starts by outlining the governance structure that is in 

place, including national and local oversight. Next the review criteria are outlined 

along with an explanation of how DHRs are initiated, and by whom. This is followed 

by the review methodology, which is structured in alignment with the different panel 

meetings that are held (introductory, Individual Management Review or IMRs, and 

overview report drafting), and the steps associated with them. Last to be documented 

are the steps undertaken when DHRs are in the final stages and are close to being 

published.    
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Chapter Seven shares findings that describe and explain how DHRs operate in 

practice. In short, this chapter shows that DHRs operate differently in practice when 

compared against available guidance. Key factors identified as playing a role in this 

include the presence and impact of organisational culture within the DHR process, and 

the role in this of the Review Chair and the agency panel members. Impacts from 

other, external investigations are considered here, as these can also affect a review’s 

progress. A large proportion of this chapter details disparities within the review format 

itself, including inconsistencies with the 6-month timeframe, the scoping period, 

Senior Investigating Officer (SIO) briefings, the IMR method of working, and the 

inclusion of professional and non-professional narratives. Last, this chapter highlights 

issues evident in the closing stages of a DHR; this comprises of the lessons learned 

and recommendations, auditing and monitoring, and the governance structure.  

Chapter Eight is the final findings chapter that is focused on the no-blame approach in 

the DHR context. The purpose of no-blame is to enable pro-active learning for service 

providers, allowing systems to adapt and change as a result from past cases. What this 

research has found is that the no-blame approach is seen as a positive when discussed 

as an abstract, theoretical concept, as it should help to create an honest, professional 

environment that encourages multi-agency collaboration. However, as previously 

indicated in Chapter Three, there are issues with this approach in practice. For 

instance, this research has found that there is a poor understanding of what role no-

blame has, there is confusion between no-blame and the role of accountability, and 

defensiveness and blame are also evident in the review environment. Ultimately, what 

this chapter highlights is that no-blame appears to be important as a theoretical 

concept, but it is not entirely successful because of the problems and experiences 
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encountered by review personnel when attempting to translate this approach into 

practice. 

Chapter Nine is the final chapter presented in this thesis. This chapter provides a broad 

discussion of the findings, situating them in a wider context of existing academic 

literature and theoretical principles. To do this comprehensively, this chapter consists 

of four areas of discussion which address the research questions outlined in Chapter 

One.  

The first area of discussion is on DHR policy, which includes a critique of the Home 

Office (2016b) guidance and goes on to identify a number of other related problems 

such as issues with timing, DHR governance, co-victim involvement and DHR data 

collection (to name a few). The second area of discussion is focused on the presence 

and impact of organisational culture. Here, organisational culture is approached via 

the role of DHR panel members which is critically examined. Membership continuity 

is also discussed, presenting arguments about whether membership longevity is a 

positive or negative path for DHRs to follow.  

The third area of discussion relates to the no-blame approach. What is explored here 

is whether the no-blame approach is appropriate for DHRs, and the relationship 

between this approach and other key areas including accountability and risk. This 

chapter ends with the fourth area of discussion, that of whether DHRs are successful 

in their overarching aim of bringing about change. These considerations are followed 

with recommendations for change, and suggestions for future research. To end this 

thesis, a final thought is given which re-emphasises the main reason why DHRs exist, 

and why they should ultimately be an important component of social and criminal 

justice. 
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Chapter Two: 

Domestic Abuse, Homicide and Reviews 

This chapter provides a detailed exploration, based on previous literature, of why 

DHRs came into existence. Section 9 of the Domestic Violence, Crimes and Victims 

Act (2004) is where Domestic Homicide Reviews (DHRs) are enshrined in legal 

statute across England and Wales. Since the first official published review in 2011 

(Kingston Council, 2011), DHRs have aimed to occupy a valuable place within the 

criminal justice system. DHRs are officially a part of the criminal justice portfolio 

which is non-devolved. Hence, in theory, the way in which DHRs are approached and 

conducted should be similar across both England and Wales, as responsibility for 

criminal justice wholly resides at Westminster – in the case of DHRs, with the Home 

Office (The Commission on Justice in Wales, 2019).  

This chapter starts by outlining domestic abuse and domestic homicide, which is 

followed by the domestic homicide statistics from England and Wales, and the global 

statistics produced by the United Nations Office on Drugs and Crime (UNODC) and 

the World Health Organisation (WHO). Relevant academic literature focused on 

domestic homicide as a whole is then presented, followed by literature on domestic 

homicide and risk. Political movements, landmark cases and fatality reviews from 

other countries are also explored. The final section of this chapter introduces DHRs 

and focuses on what has emerged from literature specific to these reviews.  

2.1 Defining Key Concepts 

First to be outlined in this chapter are the different key concepts that will frame the 

rest of this thesis. On 29th of April 2021, the Domestic Abuse Bill received royal 

assent, meaning that it had been approved by the reigning monarch (Queen Elizabeth 
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II) and could now be written into legal statute (UK Parliament, 2021). With this, the 

Domestic Abuse Act 2021 was the first piece of legislation that legally defined 

domestic abuse in law in England and Wales.  

“(1) This section defines “domestic abuse” for the purposes of this Act. 

(2) Behaviour of a person (“A”) towards another person (“B”) is “domestic 

abuse” if— 

(a) A and B are each aged 16 or over and are personally connected to 

each other, and 

(b) the behaviour is abusive. 

(3) Behaviour is “abusive” if it consists of any of the following— 

(a) physical or sexual abuse; 

(b) violent or threatening behaviour; 

(c) controlling or coercive behaviour; 

(d) economic abuse (see subsection (4)); 

(e) psychological, emotional or other abuse; 

and it does not matter whether the behaviour consists of a single incident or a 

course of conduct. 

(4) “Economic abuse” means any behaviour that has a substantial adverse 

effect on B's ability to— 

(a) acquire, use or maintain money or other property, or 

(b) obtain goods or services. 
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(5) For the purposes of this Act A's behaviour may be behaviour “towards” B 

despite the fact that it consists of conduct directed at another person (for 

example, B's child). 

(6) References in this Act to being abusive towards another person are to be 

read in accordance with this section. 

(7) For the meaning of “personally connected”, see section 2” (Domestic 

Abuse Act, 2021). 

The relationships that are listed as “personally connected” in Section 2 are intimate 

partner and parent/guardian relationships (Domestic Abuse Act, 2021).  

Domestic abuse was only officially recognised by the UK Government in adult cases 

(people aged 18 years old and older) until the cross-government definition was 

amended in 2013, lowering the age to 16 years (Home Office, 2012d). Continuing on 

from this, the Domestic Abuse Act (2021) also legally recognises domestic abuse 

existing within relationships of those age 16 years and older. Mirroring consultations 

held for both the amended cross-government definition (Home Office, 2012a) and the 

introductions of Domestic Homicide Reviews (The Domestic Violence Crime and 

Victims Bill, 2004: pp. 33-34), the Home Office’s (2021, pp. 16-19) ‘Domestic Abuse 

Draft Statutory Guidance Framework’ states that “the (Domestic Abuse) Act (2021) 

does not create a specific offence of domestic abuse and whilst young people under 

the age of 16 can experience behaviours which encompass domestic abuse, these 

would be considered child abuse”. This is due to the age of sexual consent in the UK 

being 16 years old (National Society for the Prevention of Cruelty to Children, 2021c).  

Therefore, irrespective of individual agency, those under 16 years of age cannot 

legally consent to sexual activity. So intimate relations involving those under the age 
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of 16 should be regarded as cases of child sexual abuse and/or exploitation, 

particularly if one of the individuals concerned is over the age of 18 years old as that 

person would legally be recognised as an adult. Hence, such cases would qualify for a 

Child [Safeguarding] Practice Review (C[S]PR) (defined on page 13), and the abusive 

behaviours would be a part of the review’s Terms of Reference and explored within 

these parameters.  

It is now enshrined in law that domestic violence and abuse (DVA) can take a variety 

of forms either in addition to, or as well as, the physical signs of DVA. The term 

intimate partner abuse or violence (IPA/V) is often used interchangeably with 

domestic violence and abuse, however there is a subtle difference between the two 

concepts. IPA/V is a sub-category of domestic abuse; IPA/V is perpetrated within the 

context of a current or former intimate partner relationship (World Health 

Organisation, 2012). There are also other sub-categories of DVA, such as familial 

abuse. According to how DHRs are defined (see section 2.4 in this chapter), these 

reviews should look at homicide cases where domestic abuse is considered a 

significant, contributing factor; therefore, cases of intimate partner homicide and 

homicides perpetrated in the home environment are retrospectively examined.  

Brookman (2005, p. 6) defines homicide generally as, “the killing of a human being, 

whether lawful or unlawful”. Fairbairn, Jaffe and Dawson (2017, pp. 201-228) explain 

how difficult and important it is to pinpoint what constitutes domestic homicide for 

research and prevention purposes. Ultimately, as this study is exploring DHRs from 

England and Wales, this thesis aligns with how England and Wales classify domestic 

homicide in the Domestic Violence, Crimes and Victims Act (2004);  
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“the death of a person aged 16 or over has, or appears to have, resulted from 

violence, abuse or neglect by— (a) a person to whom he was related or with 

whom he was or had been in an intimate personal relationship, or (b) a member 

of the same household as himself”.  

Of these two categories, the former is more straightforward to outline. This is the 

killing of an intimate partner, either current or ex (also referred to as intimate partner 

homicide or IPH). Where appropriate, the term intimate partner femicide (IPF) is also 

used in available literature. Ingala Smith (2018, p. 169) defines femicide as,  

“the killing of women, girls and female infants and foetuses, predominantly 

but not always committed by men, in order to maintain individual and/or 

collective male dominant status, or as a reflection of the lower status of 

females”. 

Hence, this term is usually applied to cases of intimate partner homicides where the 

offender is male, and the victim is female (intimate partner femicide).  

Homicides committed within the home context however are more convoluted. This 

can be sub-categorised depending on the nature of the victim-offender relationship. 

For example, it could include a child killing a parent (parricide), parent killing a child 

(filicide), siblings killing siblings (fratricide), or the killing of multiple family 

members (familicide). Yet, because of how the Domestic Violence, Crimes and 

Victims Act (2004) has phrased the latter half of the above quotation, this could also 

include family members outside the immediate family unit, as evidenced in the murder 

of Banaz Mahmod (Payton, Robinson and Brookman, 2017).  

Banaz was murdered at the request of her family, because “she defied traditional 

morals when she ended an abusive arranged marriage through divorce and embarked 
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upon a new relationship” (Payton et al., 2017: p. 102). Her father, uncle, and five other 

men have since been found guilty of Banaz’s murder. Other types of non-familial, 

home-based relationships can also be included in this definition, such as house or flat-

mates, or lodgers. Some domestic homicide cases may also include the suicide or 

attempted suicide of the offender, as demonstrated in the Pemberton case (discussed 

in Chapter One). Next to be presented are some key characteristics of domestic 

homicide, including available statistics and academic research that has focused on this 

specific crime, to highlight its prevalence in society. 

2.2 Setting the Scene 

This section provides the reader with the official domestic homicide statistics in 

England and Wales, and those collated by the UNODC (2019) and the WHO (2017). 

Following this, academic literature focused on domestic homicide as a whole is 

presented. Last to be included here is academic literature that demonstrates the 

relationships between policing domestic abuse, and risk. This section explicitly 

supports this research because in order to understand the importance of retrospectively 

examining cases of domestic homicide, the prevalence of domestic homicide must first 

be understood, and this is achieved here by presenting the relevant academic literature 

and available statistics.  

Domestic Homicide Statistics 

Homicide data for England and Wales are collated by the Home Office, which is based 

on information provided by the forty-three police services across England and Wales 

and compiled into the Homicide Index. The publication, analysis, and dissemination 

of this dataset is orchestrated annually by the Office for National Statistics (ONS). The 

following table (1) details the homicide offences recorded in England and Wales since 

April 2009.  
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TABLE 1: HOMICIDE DATA PRODUCED BY THE ONS (2021A) 

Appendix Table 12a: Number of offences currently recorded as homicide for victims aged 16 
and over, by relationship of victim to principal suspect and sex of victim, year ending March 
2010 to year ending March 20201,2 

                        

England and Wales                       

  

Apr 
'09 
to 

Ma
r 

'10 

Apr 
'10 
to 

Ma
r 

'11 

Apr 
'11 
to 

Ma
r 

'12 

Apr 
'12 
to 

Ma
r 

'13 

Apr 
'13 
to 

Ma
r 

'14 

Apr 
'14 
to 

Ma
r 

'15 

Apr 
'15 
to 

Ma
r 

'163 

Apr 
'16 
to 

Ma
r 

'17 

Apr 
'17 
to 

Ma
r 

'18 

Apr 
'18 
to 

Ma
r 

'19 

Apr 
'19 
to 

Ma
r 

'204 

  Number 

Male victims                       

Victim acquainted with suspect                       

Son or daughter 2 1 1 2 3 1 2 1 1 1 0 

Parent 9 10 9 7 7 11 12 5 7 4 13 

Partner/ex-partner 11 15 9 13 16 11 16 13 9 15 9 

Other family   17 10 11 6 8 9 7 10 7 9 11 

Total domestic homicides5 39 36 30 28 34 32 37 29 24 29 33 

Friend/acquaintance 117 153 107 100 105 85 95 106 113 107 107 

Other6 26 44 39 34 43 39 40 39 42 48 42 

Total known 182 233 176 162 182 156 172 174 179 184 182 

Victim not acquainted with 
suspect                       

Stranger7 112 88 95 104 87 73 90 99 136 85 154 

No suspect8 83 78 60 71 47 59 91 187 135 119 137 

Total not known 195 166 155 175 134 132 181 286 271 204 291 

Total 377 399 331 337 316 288 353 460 450 388 473 

Female victims                       

Victim acquainted with suspect                       

Son or daughter 3 1 0 1 4 3 0 1 1 0 1 

Parent 11 16 9 17 18 13 11 3 14 12 18 

Partner/ex-partner 93 97 88 77 84 82 76 79 66 87 61 

Other family   6 6 10 5 9 4 9 5 9 6 1 

Total domestic homicides 113 120 107 100 115 102 96 88 90 105 81 

Friend/acquaintance 11 21 16 10 10 9 14 14 13 17 17 

Other6 4 8 6 1 7 8 10 1 10 4 4 

Total known 128 149 128 111 132 119 120 103 113 126 102 

Victim not acquainted with 
suspect                       

Stranger7 20 16 14 13 11 14 11 13 31 12 23 

No suspect8 21 13 5 15 15 29 22 37 37 56 51 

Total not known 41 29 19 28 26 43 33 50 68 68 74 

Total 169 178 147 139 158 162 153 153 181 194 176 

All victims                       

Victim acquainted with suspect                       

Son or daughter 5 2 1 3 7 4 2 2 2 1 1 

Parent 20 26 18 24 25 24 23 8 21 16 31 

Partner/ex-partner 104 112 97 90 100 93 92 92 75 102 70 
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Other family   23 16 21 11 17 13 16 15 16 15 12 

Total domestic homicides 152 156 137 128 149 134 133 117 114 134 114 

Friend/acquaintance 128 174 123 110 115 94 109 120 126 124 125 

Other6 30 52 45 35 50 47 50 40 52 52 46 

Total known 310 382 305 273 314 275 292 277 292 310 285 

Victim not acquainted with 
suspect                       

Stranger7 132 104 109 117 98 87 101 112 167 97 177 

No suspect8 104 91 64 86 62 88 114 224 172 175 188 

Total not known 236 195 173 203 160 175 215 336 339 272 365 

Total3,4 546 577 478 476 474 450 507 613 631 582 650 

Source: Home Office - Homicide Index 

 

When adding the numbers in the “total domestic homicide” columns above, table 1 

shows that from April 2009 to March 2020, there were 1468 recorded domestic 

homicides; this figure includes 1117 female victims, and 351 male victims (ONS, 

2021a). Overall, the number of known domestic homicide cases per year has remained 

relatively consistent, fluctuating between 114 to 156 per year. When looking at the 

most recent homicide statistics, there were 114 domestic homicides between April 

2019 and March 2020 (ONS, 2021b). It was stated that, “almost half (46%) of adult 

female homicide victims were killed in a domestic homicide (81)”, and that “males 

were much less likely to be the victim of a domestic homicide, with only 7% (33) of 

male homicides being domestic in the latest year” (ONS, 2021b: p. 11). 

More recently, the world has been affected by the Coronavirus pandemic. In an attempt 

to slow the spread of Coronavirus, on 23rd March 2020, the UK entered the first of 

many compulsory, nation-wide lockdowns. During the first lockdown, the frequency 

of reported domestic abuse and homicide incidents escalated quickly. The national 

domestic abuse support charity Refuge (as cited in Kelly and Graham, 2020) stated 

that “in June [2020], calls and contacts [to the national domestic abuse helpline] were 

nearly 80% higher than usual”.  
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Furthermore, supported by data from Ingala Smith’s Counting Dead Women website, 

Grierson (2020) commented that during the first three weeks of lockdown (23rd March 

to 12th April 2020), there were sixteen domestic homicides; just over double the 

‘normal’ rate of two domestic homicides per week. Fourteen of the sixteen killed were 

women, and two were children. Counting Dead Women continues to collect data, and 

between April 12th and August 8th, 2020, a further twenty-nine women and children 

(aged 13 years and over) were victims of domestic homicide (Ingala Smith, 2020). 

Based on their preliminary findings, Rogers and Welch (2020, p. 27) have also found 

that “during the lockdown phase, there were, on average, 5 domestic abuse-related 

homicides per week. This is the highest number for that time period for at least 11 

years”. 

Setting aside the homicide statistics produced during the Coronavirus pandemic, the 

national statistics provided above are mirrored globally. The World Health 

Organisation (2017) found that IPH accounted for approximately 38% of homicides 

internationally. The United Nations Office on Drugs and Crime (UNODC) have been 

collating homicide statistics from across the world since 1990. The most recent report, 

the Global Study on Homicide (2019) is covered in six booklets. The most recent 

findings are based on data from member states in 2017, which was collected by the 

United Nations Surveys on Crime Trends and the Operations of Criminal Justice 

Systems. Booklet 1 (2019a, p. 11) states that the “UNODC estimates that a total of 

464,000 deaths were caused by intentional homicide worldwide in 2017”. Booklet 5 

presents the global statistics on intimate partner and family-related homicide as a 

gendered crime. The report also details “the relationship between the victim and 

offender or the motive” (UNODC, 2019b: p. 7). Consequently, the UNODC 
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highlighted that male victims of domestic homicide equated to 36%, whereas female 

victims equated to 64% (UNODC, 2019b: p. 11), as demonstrated below. 

“A total of 87,000 women were intentionally killed in 2017. More than half of 

them (58 per cent) ̶ 50,000 ̶ were killed by intimate partners or family 

members, meaning that 137 women across the world are killed by a member 

of their own family every day. More than a third (30,000) of the women 

intentionally killed in 2017 were killed by their current or former intimate 

partner” (UNODC, 2019b: p. 10). 

It must be noted that although useful, official statistics must be approached with 

caution as they can only ever provide a partial picture of a particular phenomenon. 

Kleinfeld (2017, pp. 12-13) comprehensively explores how various obscurities can 

affect what is known about homicide like “underreporting, undercounting”, as well as 

legitimised killings during times of war and conflict, which are rarely included in 

official homicide statistics because of their ‘legitimacy’. Relating to the former 

concepts of “underreporting and undercounting” (Kleinfeld, 2017: pp. 12-13), 

Brookman (2005, p. 19) details how obtaining an accurate account of homicide is 

hampered by unknown data, or the dark figure (also explored in Brookman and Nolan, 

2006). Brookman (2005, pp. 19) uses the “‘tip of the iceberg’” analogy to represent 

this, highlighting issues such as “hidden bodies, missing persons, establishing mode 

of death, and open verdicts” (Brookman, 2005: pp. 20-23) as being a part of the mass 

hidden underneath the metaphorical water.  

Brookman (2005, p. 21) details how ascertaining the mode of death can become 

complex and potential complications can arise. In Tickle’s (2021) Hidden Homicides 

podcast, Monckton Smith hypothesised that some cases which are initially presented 
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to the police as suicide could actually be a domestic homicide (see Retter, 2022). 

Research by Monckton Smith et al. (2022) has since recognised the complexity and 

necessity of understanding domestic abuse related suicide, as well as so-called honour-

based killings and suicides. Hence, this is one example which demonstrates that there 

are possibilities when homicide data is either be missed entirely by the respective 

police service, or for it to be incorrectly recorded/misclassified. This adds to the 

argument that a ‘true’ representation of homicide via official statistics cannot be fully 

established.  

Taking the above into consideration, what is officially known about homicide is that 

the local and global statistics demonstrate that domestic homicide is a present and real 

threat, and that domestic homicide is a gendered crime, as females are more likely to 

be the victim. The statistical evidence underpins the “gender-based violence against 

women” movement, as termed by Walby et al. (2014, pp. 193-197), which has 

gathered momentum in recent decades. Hence, the following section will provide a 

brief overview of the academic research that has focused specifically on domestic 

homicide. 

Understanding Domestic Homicide 

Hester (2021, p. 57) explicitly states that “the criminalisation of DVA is a very recent 

phenomenon” and situates this as a result of patriarchal dominance over women and 

“sanctioned physical punishment of wives by husbands”. Historically, domestic abuse 

was considered a private, behind-closed-doors matter between couples (Monckton 

Smith, 2012; Rogers and Welch, 2020). For example, marital rape was only outlawed 

across England and Wales in 1990 (Law Commission, 1990). Seal and Neale (2020, 

p. 819) went as far to say that in the early 1900s, even the “execution of men for 

intimate murders of women did not necessarily mean concern for female victims or 
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basic recognition of their humanity”, citing that the offenders were handed these 

sentences because the cases satisfied criteria for the UKs death penalty regime at the 

time, irrespective of the victim’s gender or the motivation for the homicide.  

Evidenced in the works of Dobash and Dobash (2015) and Monckton Smith (2020), 

domestic homicide is often the final act that is preceded by sustained domestic abuse. 

This is substantiated by Sheehy (2017, p. 374), who stated that “although intimate 

femicide is the ultimate act of control by abusive men, feminists place this crime on 

the continuum of male violence”. Domestic abuse and homicide, and intimate partner 

femicide more specifically, has not been treated with the same gravitas as other violent 

crimes (Dobash and Dobash, 2015). Feminist advocates in this area hypothesise that 

by being situated in a largely patriarchal society, domestic homicide has become 

normalised, therefore, there has been minimal social urgency or condemnation of such 

crimes (Monckton Smith, 2012; Ingala Smith, 2018). Dawson (2021, p. 672) 

underscores the importance of feminist-led research, stating that, “the impetus for 

DVDRs2 has largely been driven by feminist and violence against women 

activists/advocates…”. Therefore, to ensure that this research understands the 

prevalence of domestic homicide sufficiently, the next part of this section will explore 

domestic homicide research via feminist perspectives.   

Although Muehlenhard and Kimes’ (1999) paper was written just over two decades 

ago, it aptly discussed how domestic (and sexual) violence are socially constructed 

concepts that are affected by what was known about these phenomena, and how they 

were both viewed and treated between the 1960s to 1999. The authors (1999, p. 234) 

detail how social constructs are a by-product of social constructionism, e.g. a 

                                                           
2 Domestic Violence Death Reviews. 
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theoretical approach that revolves around knowledge, and how this knowledge then 

influences how someone understands the world and phenomena within it (Crotty, 

1998). Kelly and Radford (1998, as cited in Muehlenhard and Kimes, 1990) also 

explain that how people view phenomena (domestic and sexual violence in this case) 

is driven by the social elite. Due to status, the social elite occupy powerful and 

influential positions in society and can generate considerable impact regarding how 

concepts are shaped, like the creation and passing of legislative Acts for example 

(Innes, 2033). The power and social differentials may encourage groups perceived as 

being beneath the powerful to confront and challenge social constructs, which can 

prompt change (as demonstrated via the second wave feminist movement). 

Innes (2003, pp. 6-8) opens his research into murder investigations by discussing 

social constructs within this particular context. The author provides a tangible example 

of how social constructs are devised within this setting, detailing that an incident is 

defined and treated as murder because, “detectives routinely identify, interpret, and 

construct information, sometimes contested, at other times complementary, derived 

from an array of sources, therefore attributing particular legal and social means to the 

incident concerned” (Innes, 2003: pp. 7-8). Therefore, social constructs are human-

generated meanings (largely dictated by the powerful members of society) that are 

attached to different social phenomena; such meanings are affected by knowledge and 

how people perceive, interact, and react, to said constructs. Therefore, the constant 

development and challenging of knowledge related to the phenomenon in question 

means that social constructs can change over time (Muehlenhard and Kimes, 1999).  

Take the above into consideration, feminist discourses are underpinned by the notion 

that mainstream social norms, values, and beliefs are socially constructed by men, and 

are reflective of patriarchal views, in which females are subservient and oppressed 
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(Franklin and Menaker, 2014). Each individual case of domestic homicide reflects 

mainstream, patriarchal attitudes, dominance, and ownership over women (and 

children), which impacts how some men think women should act, think, feel, behave, 

and exist (Monckton Smith, 2012). However, Cannon et al. (2015), as cited in Sutton 

and Dawson (2021), explore the concept that women do have a locus of power, but 

that how and if this power is used is determined on what is socially, and therefore 

patriarchally, acceptable. 

Dobash and Dobash (2015, p. 253) comment on how;  

“it is men’s orientation to and assumption about the appropriate behaviour of 

women, their sense of entitlement over women, and the need to uphold their 

own moral universe the led to the murder of the base majority of women 

partners”.  

Research underpinned by feminist discourses have found that offenders of domestic 

abuse are likely to feel that their masculinity is threatened when a female does not 

conform to the socially constructed patriarchal view of an intimate partner, for 

example the female may have better employability prospects, financial status, or 

refuse to conform to the gendered, domesticated role of wife and/or mother (Vieraitis, 

Britto and Kovandzic, 2007; Franklin and Menaker, 2014). Therefore, the existence 

of domestic abuse and intimate partner abuse specifically can be seen as a socially 

constructed male response to oppress females that has been cultivated over time, which 

is perpetuated by long-standing, unchallenged gender stereotypes and myths 

(Monckton Smith, 2012).  

Additionally, by focusing on gendered oppression, the existence of feminist theories 

when researching domestic homicide has helped to “address the role that other 
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oppressive systems, like racism and colonialism, play in men’s violence” (Sheehy, 

2017: p. 374), as identified in intersectional feminism, for example. Consequently, 

there is a growing area of research that is focused on and recognises domestic 

homicide and marginalised sections of society, such as Wilson (2017), Cullen et al. 

(2021) and Youngson et al. (2021) to name a few.    

Hester (2021, p. 58) states how domestic abuse is distinct when compared against other 

crimes, because “DVA perpetrators will use a range of abusive behaviours and over 

time in order to exert power and control over the victim-survivor”; it is no coincidence 

that this is mirrored in cases of domestic homicide. Homicide research delineates that 

there are different motives for why people commit homicide; Brookman (2005, pp. 

121-184) asserts that such motives are dictated by the victim-offender relationship.  

In the context of heterosexual relationships, female perpetrated IPH is likely to be in 

retaliation to prior domestic abuse (Monckton Smith, 2012: p. 28), which Websdale 

(1999), as cited by Brookman (2005, pp. 168-170), sub-categorises as incidents of 

either proximal or distal precipitation. Proximal precipitation is when a homicide 

follows in close proximity of a particular trigger, whereas distal-precipitated 

homicides occur as a result of repeated and sustained abuse over an undefined period 

of time (Websdale, 1999, as cited in Brookman, 2005: pp. 168-170). This has since 

been supported by Monckton Smith’s (2020) eight-staged domestic homicide timeline. 

Whereas attributes of male perpetrated IPF revolve around jealousy, and/or exerting 

control and possession over the woman (Brookman, 2005: pp. 143-147; Dobash and 

Dobash, 2015).  

Evidently, traits associated with male perpetrated IPF can be correlated against core 

feminist assumptions mentioned previously; namely, the male oppression of women 
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who do not conform to the patriarchal idea of female and femininity. Linked to the 

notion of patriarchal influences in cases of homicide (IPH in particular), Dawson and 

Carrigan’s (2020, pp. 6-9) study applied “Sex/gender-related motives or indicators for 

femicide/feminicide (SGMRIs)” to homicide cases in Canada (with a specific focus 

on Ontario), to assess whether such indicators are unique to cases of IPH. The author’s 

(2021, p. 6) define SGMRIs as “characteristics that signify whether and how the act 

was rooted in perpetrators’ misogynistic attitudes”.  

Such traits include high-risk factors that are associated with domestic abuse (as 

discussed in the following sub-section), like pregnancy and/or other children, 

separation and subsequent desire to re-instate the relationship (Dawson and Carrigan, 

2020: p. 6). By not differentiating between the homicides in the sample, one of the key 

findings is that SGMRIs are most likely to be present in cases of femicide in 

comparison to other categories of homicide (Dawson and Carrigan, 2020: p. 9). This 

is a substantial finding, as it provides evidence in support of the idea that there are 

unique sets of circumstances that are most likely to be present in cases of femicide. 

Albeit it was noted that the sample was affected by a lack of case information, and the 

authors explored reasons why this might be, such as administration issues (Dawson 

and Carrigan, 2020: p. 11). Hence, accurately determining the SGMRI picture for all 

cases would not have been possible. 

Monckton Smith (2020) has devised an eight-stage domestic homicide timeline, which 

has identified eight key moments within a relationships timeline that precede cases of 

intimate partner femicide. The research exemplifies how pivotal it is to understand the 

extent of the abuse being exerted by an offender. Monckton Smith (2020, p. 1273) 

used a Foucauldian analysis to examine 575 homicide cases that occurred between 

2012 and 2015, 372 of which were intimate partner homicides. All of these cases were 
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extracted from Ingala Smith’s Counting Dead Women website. Monckton Smith 

(2020, p. 1273) added to this dataset by analysing a further twenty-five case studies, 

as the researcher had more information available in comparison to what is provided 

on Counting Dead Women. Overall, the analysis showed an identifiable pattern in 

escalating abuse across case studies. The patterns of behaviour and actions were 

categorised into eight stages that offenders of intimate partner abuse transcend prior 

to homicide.  

The first stage is labelled ‘pre-relationship’, which is based on “information available 

about perpetrators’ histories before they entered the relationship” (Monckton Smith, 

2020: p. 1274). The second is ‘early relationship’; here, Monckton Smith (2020, p. 

1275) details how “relationships often started with the perpetrator being attentive and 

progressed to possessiveness and control in most cases”. After this stage, the formal 

label of a relationship is established (3), which is followed by a trigger/s for the 

offender (4); such triggers are also identified as high-risk factors in the SPECSS+ 

model explained below. Escalation in behaviour and control is the fifth stage, and stage 

six is where homicide is likely to arise as a possibility for the offender. Once stage six 

takes hold, the offender puts plans in place (7), which eventually leads to the homicide 

in question, or stage eight (Monckton Smith, 2020: pp. 1274-1280). What this paper 

provides is a case-based assessment which supports the idea that in most cases of IPH, 

offenders will often go through or experience similar precursory events.  

A limitation of this research, as identified by the researcher (2020, pp. 1280-1281), is 

that although experiences might be similar, the time in which it takes for offenders to 

progress through the eight-stages is unique to the relationship dynamic and can 

therefore occur over short and long periods of time. Hence, although the different 

stages pre-IPH are identifiable, predicting how long this might take is more difficult 
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to ascertain. The latter point alone prompts two individual, but inter-related, points for 

consideration. 1) It demonstrates how important it is to have accurate knowledge of 

the abuse being perpetrated and adequate risk assessments, and 2) there is an 

implication that there are issues when trying to risk assess the likelihood of domestic 

homicide occurring. 

Policing, Domestic Abuse, and Risk 

Walklate and Hopkins (2019, p. 130) state that,  

“…there are remarkably similar characteristics in global policy response to it 

[IPH]. Put simply, these responses fall into two categories: preventative 

strategies (including ‘positive’ policing, the deployment of risk assessment 

tools, and multi-agency/partnership working); and post-event analyses 

designed to inform and improve such preventive strategies (including police 

inquiries and domestic homicide reviews)”.  

To understand the difficulties and barriers when assessing risk in domestic abuse 

cases, the policing of domestic abuse must first be addressed. Since the 2014 thematic 

inspection, the policing inspectorate (Her Majesty’s Inspectorate of Constabulary and 

Fire and Rescue Service, or HMICFRS) was highly critical of how police services 

were responding to, and handling, domestic abuse related crime.  

Four HMICFRS progress inspections have since been conducted in 2015, 2017, 2019 

and 2021. The most recent report documents some improvements, including 

innovative and proactive methods of policing domestic abuse during the Coronavirus 

pandemic (HMICFRS, 2021). But there is still room for the service to learn and 

improve. One of the most concerning findings detailed in this inspection report (2021, 

p. 36) is that “…on average across England and Wales, there is only a 25 percent 
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chance that a perpetrator of domestic abuse will be charged or cautioned”.  This has 

been attributed to cases being discontinued because of “evidential difficulties” 

(HMICFRS, 2021: p. 35), and/or a reliance on evidence-led prosecutions (HMICFRS, 

2021: p. 35); cases where the victim is no longer supporting or involved with the case 

(HMICFRS, 2020). According to HMICFRS (2021, pp. 35-36), the police service 

record these as outcome 15 and outcome 16 respectively. Alone, this demonstrates that 

the police service are still struggling to police cases of domestic abuse.  

However, there are positive indicators that the police service are actively seeking 

organisational change in this respect via the National Policing Vulnerability 

Knowledge and Practice Programme (VKPP). Located under the Vulnerability and 

Violent Crime programme (College of Policing, 2021b), the VKPP was set-up to 

enhance the policing of public protection-related crime (College of Policing, no date). 

DHRs are prioritised under the “Safeguarding Case Review Briefings” area of 

business, which aims to be proactive and learn from safeguarding reviews (College of 

Policing, no date).  

In 2020, the VKPP released their first briefing paper focused explicitly on DHRs. Ten 

DHRs were included in the sample that were thematically analysed, and three main 

themes of concern with regards to policing domestic abuse and homicide were 

identified; “identifying and managing risk; victim engagement and care; evidence and 

investigation” (VKPP, 2020: p. 2). In relation to these themes, the VKPP (2020, p. 5) 

created learning actions for the police to integrate into practice, such as improving 

awareness of stalking via technology for relevant staff members. As the name 

suggests, this is a very brief document which does not provide overly in-depth 

analysis, however, references to existing academic literature are made throughout and 
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this is a promising start to DHRs hopefully having a tangible impact on how cases of 

domestic abuse and homicide are policed in the future.  

Related to the above, and next to be explored, is the DVA literature focused on 

domestic abuse risk factors. The risk factors in question are identified in the SPECSS+ 

framework (Richards, 2003). The acronym stands for the following domestic abuse 

risk factors: Separation, Pregnancy, Escalation, Cultural norms values and beliefs, 

Stalking and Sexual assault. Incidents categorised under the + are other forms of abuse 

against children, the elderly, animals, and misusing legal or illegal substances 

(Richards, 2003). When such factors are evident within a particular relationship, this 

can increase the likelihood of domestic abuse occurring and/or escalating. Using 

SPECSS+ as a platform, there are an array of evidence-based risk assessment tools 

and interventions used throughout professional spaces in England and Wales in an 

attempt to reduce and prevent domestic abuse, such as the Domestic Abuse, Stalking 

and Honour-Based Violence toolkit (DASH), and Multi-Agency Risk Assessment 

Conferences (MARACs).  

Known for being the police’s preferred domestic abuse risk identification checklist 

(RIC), DASH is a checklist based on SPECSS+ that was designed to aid professionals 

when trying to assess a victim’s risk of harm and exposure to domestic abuse 

(SafeLives, 2019). DASH classifies as an actuarial form of risk assessment, with 

categorical outcomes being standard, medium, and high risk (Hester, 2021: pp. 61-

62). This RIC does have issues, however. Both HMICFRS (2014) and Robinson et al. 

(2016) found that there are issues with DASH, including significant irregularities with 

how and when police officers are applying it. Therefore, this produces an inconsistent 

picture of domestic abuse related callouts across police service areas.  



   
 

48 | P a g e  

Existing DHR literature has also highlighted other flaws with DASH. Sharp-Jeffs and 

Kelly (2016, p. 70) for example found that DASH is ill-equipped to deal with events 

that precede cases of familial homicide, and that sometimes they are not even used by 

police officers when assessing said cases. This issue means that DASH is not the most 

appropriate tool to use when faced with scenarios of family-perpetrated abuse, as the 

motivations here are likely to differ from intimate partner abuse (Sharp-Kelly and 

Jeffs, 2016). Overall, this brief introduction to DASH demonstrates that it is an 

imperfect risk identification checklist, and that there is room for improvement.   

If a frontline practitioner completing the DASH identifies that an individual is at high 

risk, they should be referred to a MARAC (SafeLives, 2019). MARACs are multi-

agency meetings, “where information is shared on the highest risk domestic abuse 

cases” (SafeLives, 2014); the overall objective is to appropriately safeguard the adult 

victim in question3. Steel et al. (2011) conducted research into MARACs on behalf of 

the Home Office. The authors (2011) commented that the MARAC process appears to 

have merit, but that they cannot be confident in this assessment due to the lack of 

overall research into MARACs. Ten years after Steel et al.’s (2011) paper, there has 

been very little research that has explicitly looked into MARAC operations.  

Like with DASH, inadequate MARAC practices have surfaced in existing DHR 

literature. For instance, the Home Office (2016a, p. 21) found that, “Across all 33 

intimate partner homicides in the sample, only 3 victims were ever subject to a 

MARAC”. Unfortunately, the Home Office (2016a) does not provide any reasons why 

this is the case. However, it could indicate one of two things. The first is that there are 

issues with assessing risk prior to homicide, as evidenced in the DASH literature 

                                                           
3 Cases of suspected child abuse would go to the Multi-Agency Safeguarding Hub, or MASH. 
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above. The inherent problem with this is that cases may be misclassified or missed 

entirely, meaning that they do not meet the MARAC referral criteria. Consequently, 

these cases would not get the specialised analysis that MARACs provide, or the 

safeguarding provisions that they can implement.  

The second is that victims who would classify as ‘very high’ or ‘high’ risk on relevant 

domestic abuse risk identification checklists are not known to services. What the 

DASH and MARAC research indicates is that if cases of domestic abuse scenarios are 

unaddressed or mismanaged, this can render domestic abuse and/or IPA/V victims at 

significant risk of becoming a victim of domestic homicide (Home Office, 2016a).  

What this has demonstrated is that domestic homicide rarely occurs in a vacuum. As 

mentioned previously, to understand why DHRs are important, understanding the 

prevalence of domestic homicide through existing academic literature and available 

statistics is pivotal. Existing research shows that there are correlations between the 

existence of patriarchal views and beliefs and domestic abuse, escalating behaviours, 

and the probabilities of domestic homicide occurring (Monckton Smith, 2020).  

Furthermore, in order to appreciate the existence of DHRs, the risk associated with 

domestic homicide and the policing of this risk must be contextualised, as 

demonstrated here. Literature within this area of research is supported by the statistics 

of known domestic homicides in England and Wales, and internationally. The 

following section will explore the specific precursors that directly contributed towards 

England and Wales adopting DHRs, starting with political advancements.  
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2.3 DHR Precursors 

Politics and the Pemberton Review  

Seeking legislative support for evaluating domestic homicides was a slow-paced, 

evolving concept in England and Wales, which gathered momentum in the early 2000s 

aided by Laming’s (2003) review into the death of Victoria Climbié and the 

subsequent reformation of Serious Case Reviews (SCRs) (Payton et al., 2017: pp. 99-

100). SCRs examined cases of severe injuries and/or death being inflicted upon a child 

as a (probable) result of neglect and/or abuse (Department for Education, 2018). In 

2018, SCRs evolved into Child Safeguarding Practice Reviews (CSPRs) in England. 

Wales have Child Practice Reviews (CPRs) and Scotland have Serious Incident 

Reviews (SIRs). Before Laming’s report, in 2002, the Justice for All White Paper 

proposed to reform elements of the criminal justice system in England and Wales, in 

which reviews into domestic violence related homicides were first proposed by 

Government ministers (Irvine, Blunkett and Goldsmith, 2002: p. 129).  

The paper indicates that this was because of the under-reporting of domestic abuse 

offences to the police service, the likelihood of children being present and victims 

themselves to such abuse, and successful local initiatives post-domestic homicide 

(Irvine et al., 2002: pp. 131-132). When discussing how to tackle domestic abuse, 

Irvine et al. (2002, p. 133) mentioned developing a specialised unit, emphasising 

collaboration between various agencies, including the institutions within the criminal 

justice system, housing services, and educational services. Cross-collaborative 

working mentioned here is crucial because this recognised that reducing and 

preventing domestic abuse requires agencies to work together. 

The Safety and Justice Report (2003) began to create what later became the central 

tenets of DHRs. Here, the Government’s interest was rising significantly, as blame 
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had shifted onto their shoulders (Kemshall, 2003); therefore, there was a political 

incentive to be more proactive in relation to violent crimes, which included domestic 

abuse and homicide. Segmented into four sections, the Safety and Justice Report 

(2003) has three chapters dedicated to the importance of preventing, protecting, and 

supporting victims of domestic abuse. Blunkett’s (2003) report mentions two pivotal 

concepts; adopting a multi-agency approach and using the child SCRs as a template 

for how the reviews into domestic homicide should be formatted (Blunkett, 2003: p. 

38). This report was published five months after the Laming Inquiry (2003), 

strategically laying the foundations for DHRs; this was encouraged further by 

initiatives that evaluated local incidents of domestic homicide. 

“Findings from the Multi-agency Domestic Violence Murder Reviews” is an example 

of a successful localised initiative from London and is crucial to understanding the 

existence of DHRs. The Metropolitan Police Service (the Met.) stated that multi-

agency domestic violence murder panels “were set up to examine and explore the 

positives and negatives of the support previously offered to victims” (Richards, 2003: 

p. 5). The panels considered thirty murders; the findings of which have been echoed 

in the individual findings of current DHRs. For instance, they emphasised that 

domestic murder reviews needed to be replicated on a national scale (Richards, 2003: 

p. 35), and that voluntary multi-agency working was often sporadic and incoherent 

(Richards, 2003: pp. 19-26).  

Some agencies refused to be involved with the murder review panels because of 

concerns that the outcomes would be burdensome (Richards, 2003: p. 19), which 

relates to explanations within blame and decision-making theories (see Chapter 

Three). Positive intentions of the reviews are ‘justifiably’ side-lined with some 

institutions falsely claiming they had no relevant information to contribute (Richards, 
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2003: p. 19), as they did not want unnecessary strains and responsibilities put on 

frontline workers and the organisation as a whole (Weaver, 1986; Steffel, Williams 

and Perrmann-Graham, 2016). On the other hand, not every organisation was invited. 

The Met. recorded that in approximately 70% of the thirty re-examined cases, the 

probation services were ignored (Richards, 2003: p. 23). To overcome these issues, 

statutory and non-statutory panel membership was included in the Domestic Violence, 

Crimes and Victims Act (2004). In addition to this, other outcomes from this report 

are echoed in the analysis by the Home Office (2016a) and Sharp-Jeffs and Kelly 

(2016); poor information sharing, missed opportunities for victims in touch with 

services prior to the murder, and misunderstandings/lack of awareness and training 

amongst key organisations (Richards, 2003: pp. 7-9). This explicitly shows that 

problems with service provision for domestic abuse prior to homicide are recurring 

issues that are not being addressed successfully, as they continue to cause problems in 

domestic homicides eighteen years later. 

The final positive step forward came in the form of the Domestic Violence Crime and 

Victims Bill (2003). The three documents previously discussed show that acts of 

domestic abuse and domestic homicide needed more legislative support within 

England and Wales to further show that such acts are not permissible within today’s 

society. What this Bill signified was a collection of issues surrounding domestic abuse 

that needed addressing; this was exhibited by the lack of a legal definition of domestic 

violence and what it constitutes, and the statistical prevalence of domestic abuse and 

homicide (The Domestic Violence Crime and Victims Bill, 2004: pp. 11-16).  

Concerning the introduction of DHRs, charity campaigners such as Women’s Aid and 

Refuge were supportive of the initiative and there was no opposition recorded in the 

Bill from ministers. The only debates were about case requirements such as the 
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minimum age and timescales as Baroness Walmsley, Baroness Scotland and Baroness 

Anelay did not want to duplicate the works of child safeguarding reviews (The 

Domestic Violence Crime and Victims Bill, 2004: pp. 33-34). Royal assent was given, 

and the Domestic Violence, Crimes and Victims Act was introduced in 2004.  

A ‘break-through’ for campaigners was the perceived success of the Pemberton 

Review (Walker et al., 2008). As discussed in Chapter One, this review was a re-

examination into the investigation into the double homicide of Julia and William 

Pemberton. Both were killed by Julia’s ex-husband and William’s father, Alan 

Pemberton, who subsequently committed suicide (Walker et al., 2008). Published and 

available online by West Berkshire Safer Communities Partnership, this review 

analysed a variety of sequential events and associated organisations in contact with 

Julia and/or William prior to their deaths, most noticeably involving the Primary Care 

Trust, the Council, and Thames Valley police service (Payton et al., 2017: pp. 101-

102). The level of detail into which this review went was unprecedented in 

retrospectively examining cases of domestic homicide in England and Wales, and 

guidance was taken directly from the fatality reviews conducted in the United States 

of America.  

Other Domestic Homicide/Fatality Reviews 

In context of the rest of the world, England and Wales were slow to introduce 

reviewing procedures to address and prevent domestic related homicides. The first half 

of Dawson’s (2017) edited collection brings together separate chapters that detail the 

different variations of domestic homicide or fatality reviews. The domestic fatality 

reviews that are included are those conducted in Canada, England and Wales, 

Australia, New Zealand, and the US. Domestic Violence Fatality Reviews (DVFRs) 

were first introduced in the US in the early 1990s; the US were at the forefront of 
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implementing review procedures for child fatalities and domestic homicides 

(Websdale, Town and Johnson, 1999). DVFRs “were developed to conduct in-depth 

evaluations of intimate partner homicide to identify community-level changes that 

could benefit victims of violence” (Storer, Lindhorst and Starr, 2013: p. 419). State 

review teams also have access to the National Domestic Violence Fatality Review 

Initiative, which aims to improve reviews conducted by offering help and support 

(National Domestic Violence Fatality Review Initiative, 2016). DVFRs emerged after 

a series of high-profile domestic homicides including the Charan investigation 

(Wilson and Websdale, 2006: pp. 538-539). Veena Charan was killed by her estranged 

husband, who subsequently committed suicide at their sons’ school in 1990 (Websdale 

et al., 1999: p. 63). Hence, the US model of reviewing domestic homicide heavily 

influenced how policy makers interpreted and implemented the DHR process across 

England and Wales. 

2.4 Introducing Domestic Homicide Reviews (DHRs) 

The description of what constitutes a DHR is outlined in Section 9 of the Domestic 

Violence, Crimes and Victims Act (2004). Ultimately, a DHR is;  

“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) a 

person to whom he was related or with whom he was or had been in an intimate 

personal relationship, or (b) a member of the same household as himself, held 

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

Nationally, DHRs are a part of the Home Office’s portfolio and they have provided 

guidance on how to approach and conduct these reviews (Home Office, 2016b). The 

Home Office (2016b, p. 6) state that there are several reasons why DHRs exist:  
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“a) 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;  

b) 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;  

c) apply these lessons to service responses including changes to inform 

national and local policies and procedures as appropriate;  

d) prevent domestic violence and homicide and improve service responses for 

all domestic violence and abuse victims and their children by developing a co-

ordinated multi-agency approach to ensure that domestic abuse is identified 

and responded to effectively at the earliest opportunity;  

e) contribute to a better understanding of the nature of domestic violence and 

abuse; and  

f) highlight good practice”. 

Localised responsibility resides with local arrangements via the Community Safety 

Partnership (CSP), or the Public Service Board (PSB). The purpose of each DHR is to 

objectively assess cases of domestic homicide (or domestic abuse-related suicides) on 

a local and multi-agency basis, and this function is fulfilled by the DHR Review Chair 

and the Review Panel. The DHR Review Chair must have an appropriate awareness 

and knowledge level to oversee the review, and/or author the overview report which 

is a published and publicly available document (Home Office, 2016b: pp. 12-13). A 

DHR Review Panel is the primary multi-agency component within the DHR process. 

Here, there will be a mix of domestic abuse specialists, and statutory and non-statutory 
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agencies, the latter of whom are invited to take part at the discretion of the Review 

Chair (Home Office, 2016b: p. 11). Dawson (2021, p. 672) summarises how; 

“Most review teams compile descriptive data to identify: (1) victim, 

perpetrator, relationship, and incident characteristics; (2) history of system 

contacts and possible points of intervention; (3) gaps or failures in service 

delivery; (4) policy or program inadequacies; and (5) opportunities and 

strategies for system and legislative reform”. 

To facilitate the above, the Review Chair and DHR Panel will have various meetings 

where all agencies bring together a comprehensive timeline of how the organisation 

knows of the persons in question (through Individual Management Reviews, or IMRs). 

Other non-professional narratives from significant others should be included if 

possible, such as commentary from family, friends, or colleagues (referred to 

collectively as co-victims). When compiled and distributed, all timelines will be 

amalgamated and discussed, and the events that happened prior to the homicide will 

be examined via a series of different meetings (see Chapter Six).  

According to guidance, DHRs are not to consider culpability; instead, the DHR 

environment should foster a pro-learning, no-blame approach that does not proportion 

blame on to any individual or organisation (Home Office, 2016b: p. 29). Subsequently, 

the DHR Panel and the Review Chair should then be able to identify both good and 

poor areas of practice, which formulate the basis of the recommendations from that 

specific DHR. These recommendations will be detailed in an action plan, and they 

should be integrated into the policies of the agencies present, with the overarching aim 

of changing practice for the better. The overview report is one of the main products of 

a DHR. This is where a detailed chronology will be outlined, as well as the multi-
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agency analysis and highlighted recommendations. This document should be 

published on the CSP or PSBs website, along with an executive summary and, 

sometimes, the action plan will also be made available. Chapter Six provides a more 

comprehensive overview of the steps undertaken when a DHR is conducted. Next to 

be considered is the existing research into DHRs. 

Domestic Homicide Review Research 

DHR specific research is growing, but published studies are still limited. First to be 

addressed is the Home Office’s (2016a) paper that examined forty DHRs between 

2013 and 2016: thirty-three IPHs and seven family-related homicides. This project 

identified recurring issues such as inadequate record keeping and risk assessments, 

poor (inter and intra) communication, poor understanding/awareness of domestic 

abuse, inadequate policy, competency, multi-agency work, referrals, and training 

(Home Office, 2016a: pp. 11-28). These issues appear to transcend geography, culture, 

and time. For instance, Websdale et al. (1999, pp. 63-64) detailed the outcomes from 

the re-examination of the 1990 Charan investigation in the US, which resembles 

recurring issues identified by the Home Office (2016a), such as poor inter-agency 

communication, coordination and access to relevant service providers, poor quality 

data collection, and substandard training programmes.  

The Home Office (2016a) paper is a good starting resource, especially for Review 

Chairs, as it showcases the types of problems that they might encounter during the 

review process. Yet, there are points throughout this paper that require further 

clarification. First, an exact figure of how many DHRs had been completed by this 

point in time is not provided. It is stated “since April 2011, in excess of 400 DHRs 

have been completed” (Home Office, 2016a: p. 2). As per the Home Office (2016b) 

guidelines, each review (whether published or unpublished) must be sent to the Home 
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Office Quality Assurance Panel to be validated before publication. Therefore, the 

Home Office should have been able to provide the exact figure of DHRs that had been 

conducted up to this point in time. Because this information is not available, the reader 

cannot confidently assess the appropriateness of the cases chosen, for instance were 

forty cases chosen because that equated to ten percent of the whole sample. This is 

important because the paper is drawing inferences from the cases analysed, therefore 

the audience should be made aware about whether the cases chosen are representative 

of all DHRs completed by this point in time.  

Secondly, throughout the paper, ‘Analysis of DHR recommendation’ diagrams are 

provided; these visually break-down the frequency of the recommendation attached to 

each agency for every issue outlined (see figure 1). This could generate problems in 

respect of the no-blame approach that these reviews endorse (discussed in more detail 

in Chapter Three). Figure 1 shows the breakdown of how many times intra-agency 

communication problems were evidenced, and in respect to what organisation. 

Although unintentional, by drawing the reader’s attention to this, the Home Office 

(2016a) have inadvertently invited readers to interpret this information in a pro-blame 

manner. In this example provided, it could be interpreted as showing that the police 

service is failing to adequately talk about domestic abuse related jobs within their own 

agency.  
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FIGURE 1: A DIAGRAM OF THE “FREQUENCY OF AGENCIES MENTIONED IN RELATION TO 

ISSUES WITH INTRA-AGENCY COMMUNICATION OF INFORMATION SHARING” (HOME 

OFFICE, 2016A: P. 19). 

 

 

 

 

 

 

 

 

 

Sharp-Jeffs and Kelly’s (2016) paper also thematically analysed DHRs from England, 

consisting of twenty-four IPHs and eight adult family-related homicides, with the aim 

“to identify common themes and learning across the sample” (Sharp-Jeffs and Kelly, 

2016: p. 19). Here, recurring themes that were evident in both IPH and family-related 

homicides were General Practitioner (GP) contact with regards to victims and 

offenders, mental health, adult and child safeguarding, the role and knowledge of 

informal networks, and risk assessment (Sharp-Jeffs and Kelly, 2016: pp. 19-20). 

These findings formulated the basis of discussions across six workshops with 

professionals in this area of work.  

Unlike the paper previously discussed, Sharp-Jeffs and Kelly (2016) have provided 

‘Recommendations for Practice’ points after the key findings for each area of business. 

Like for IPH and GP services, one of the recommendations was; 
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“GPs should consider potential indicators for offenders of domestic abuse who 

may present as aggressive, controlling, involved in multiple violent 

altercations and with substance misuse and mental health issues” (Sharp-Jeffs 

and Kelly, 2016: p. 9).  

This recommendation sits under the ‘Enquiry about DVA (domestic violence and 

abuse)’. In doing this, this research has used DHRs in accordance with the purposes 

of why they exist; they have provided the audience with suggestions of where they can 

assess organisational policy and procedure to improve service provision in an attempt 

to tackle and reduce both domestic abuse and homicide (Home Office, 2016b: pp. 6-

8).    

The paper’s final section (five) provides suggestions from the workshop exercises that 

could enhance the DHR process. Examples of this were standardising the process so 

that certain information is provided in all reviews and reinforcing that the only 

individual that should be robustly held to account for their actions is the offender 

(Sharp-Jeffs and Kelly, 2016: p. 77). Importantly it was mentioned that; 

“some of the factors that cause delays need to be addressed (i.e., input of GPs, 

criminal prosecutions) since time lags in publishing the reviews means that 

they lose their immediacy and recommendations may already be outdated. 

Different methods of undertaking a DHR could be explored” (Sharp-Jeffs and 

Kelly, 2016: p. 78). 

This section, and the above quotation, specifically acknowledge the imperfections of 

the current DHR process and how consequently, this has had an adverse effect on 

DHRs being seen and interpreted as an important resource from a practitioner point of 

view. This offers more evidence that the way in which DHRs operate should be re-
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evaluated to assess whether the format used is appropriate and maximises their full 

potential. 

Montique’s (2019) paper can be interpreted as a continuation of Sharp-Jeffs and 

Kelly’s (2016) research, as both were commissioned by Standing Together. For 

Montique’s (2019) research, three data collection methods were used, the first being 

an analysis of eighty-four DHRs (fifty-nine IPHs and twenty-five adult family-related 

homicides), all of which are London-based. Twenty-eight London boroughs filled out 

questionnaires about DHR processes for this research, and eighteen interviews with 

borough representatives were also conducted. The recommendations from this 

research follow a similar structure to Sharp-Jeffs and Kelly (2016), and are split up in 

accordance to the type of homicide (e.g. whether the recommendation relates to IPH 

or adult family-related homicide).  

Some of the recommendations reaffirm what was found previously. For example, 

Montique (2019, pp. 15-16) has provided recommendations for mental health services, 

including “all staff should receive training on identifying; risk assessing and safely 

responding to domestic abuse”, which coincides with the above recommendation 

Sharp-Jeffs and Kelly (2016, p. 9) made in relation to GP professional curiosity. Such 

similarities can be seen as a benefit, as it provides an element of external validity to 

what was found previously. Furthermore, the repetition in some of the findings could 

also be an indicator that the progress made in between the commissioning of these two 

pieces of research (three years) has been slow.  

Another positive of this research is the inclusion of domestic abuse and homicide 

amongst the Lesbian, Gay, Bisexual and Transgender + (LGBT+) community. Albeit, 

only two DHRs analysed involved victims who identified as LGBT+ (Montique, 2019: 
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p. 66), and there is no additional commentary that mentions whether domestic abuse 

and homicide within the LGBT+ community was identified in either the 

questionnaires or interviews. This research has produced recommendations for 

practice that focuses on the LGBT+ community, however the recommendations are 

broad and do not offer tangible solutions to the problems that have been raised 

(Montique, 2019: p. 68). 

Bridger et al.’s (2017) paper used information from DHRs and the Police National 

Computer database to assess preventability and predictability measures in IPH 

scenarios. The researchers analysed 188 cases between 2011 and 2013, and findings 

echo some of what was found by the Home Office (2016a, pp. 9-11), such as known 

offender mental health issues, and patterns of abuse pre-homicide. The paper 

concludes that the identification and prevalence of suicidal thoughts amongst domestic 

abuse offenders may be a signal indicator that could help to prevent and predict 

domestic homicides. What Bridger et al. (2017) have demonstrated is that DHRs have 

the capacity to be used as a preventability and predictability tool. However, the extent 

to which DHRs could do this as a standalone measure requires further research, as the 

information for this study was supplemented with other resources, and the author’s do 

not state how much information was derived solely from DHRs. Moreover, the paper 

also acknowledges the inadequacy and/or poor-quality of some published reviews, this 

prompts questions around whether Review Chairs are fulfilling their commissioner’s 

requirements. 

Robinson et al. (2018) examined Welsh DHRs against Mental Health Homicide 

Reviews and Adult Practice Reviews. The researchers were supplied with the cases 

for this study by the Welsh National Independent Safeguarding Board, equalling six 

APRs, four MHHRs and ten DHRs that were thematically analysed. To validate the 
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codes used, two focus groups were held with a variety of professionals in attendance 

(thirty combined). The themes elicited were evident in all three forms of review; 

“crossing boundaries, hoodwinking, faulty assessment, tunnel vision and knowledge” 

(Robinson et al., 2018: pp. 5-11). Such themes have also been identified in research 

focused on child safeguarding reviews (see Brandon et al., 2020).  

The main outcome from this research is that because the issues highlighted are 

replicated across the reviews, and because the same central tenets of a case are 

assessed, there could be grounds for amalgamating review processes that 

retrospectively examine cases of major and serious crime. The authors (2018, pp. 11-

12) argue that in doing so, this could improve reviewing efficiency in relation to time 

spent for all involved and alleviating financial and staffing problems. Tangentially, 

what this also suggests is that there could be something ingrained in these types of 

reviews that is obstructive, because the aforementioned issues are evident in different 

forms of review. For instance, is there something within the format of these reviews 

that discourages innovative and new recommendations being made or encourages 

review personnel to draw similar conclusions. Nevertheless, Robinson et al.’s (2018) 

study makes a bold, strong position for streamlining reviews, and should decision 

makers consider this, they should simultaneously evaluate the format of the reviews 

to fully assess the efficiency of DHRs.  

Chantler et al.’s (2020) research was conducted in conjunction with Stanley et al.’s 

(2019) paper (which is discussed in Chapter Four). The 2020 paper (pp. 486-487) 

details that 141 publicly available DHRs, that were published within a five-year period 

(June 2011 to July 2016), were examined qualitatively and quantitatively. The main 

focus of Chantler et al.’s (2020) paper is the presentation of the quantitative data, 

however some of the qualitative findings are also provided to contextualise the former. 
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The latter element of the study was able to generate victim and offender profiles based 

on the descriptive analyses undertaken. The profiles included the following 

information: age brackets, gender identity, ethnicity, risk factors, and other identifiable 

case characteristics entitled, “mental health, service involvement and awareness, 

family/friend awareness, movement, risk assessment, language barriers, and housing 

problems” (Chantler et al., 2020: p. 487-490). This paper supports findings in previous 

papers on issues such as the prevalence of poor mental health experienced by victims 

and offenders (Bridger et al., 2017: pp. 97-98).  

Unlike other research, this paper has provided more discussion around ethnicity 

profiles and the impacts of instability, labelled as ‘movement’ (Chantler et al., 2020: 

pp. 490-491). With regards to the former, the authors (2020, p. 490) outline that 

documenting ethnicity in DHRs has been inconsistent. Situated against wider debates 

about race and gender, this finding and subsequent discussion starts a conversation 

that victims, whom are statistically most likely to be female, from black or other ethnic 

minority (BAME) backgrounds are underrepresented in DHRs. As a result, the authors 

suggest that DHRs do not accurately reflect how ethnic minority communities are 

affected by domestic homicide. Next, Chantler et al. (2020, p. 491) categorised 

‘movement’ as; 

“across borders (migration)…; temporary movement or absence of 

perpetrators; movement of information between agencies; frequent and 

transient housing moves as well as the inability to move due to a lack of 

alternative housing”.  

 



   
 

65 | P a g e  

The authors comment on how such events are not given due consideration in cases 

pre-homicide, even though the risk level associated with some of these factors is 

documented as high risk. For instance, “temporary movement or absence of 

perpetrators” could facilitate some form of separation between the victim and offender 

(whether temporarily or permanently), which, as previously noted, the SPECSS+ 

model and subsequent research (such as Monckton Smith, 2020) regard as one of the 

recurring triggers for domestic homicide. Therefore, albeit brief, this paper can be used 

as a platform by other research that approaches and examines both DHR practice and 

case characteristics, particularly those characteristics that have been side-lined in 

current DHR research. 

For Todd et al.’s (2021) study, forty-one DHRs were analysed as the study wanted to 

ascertain the presence of cyberstalking in cases of domestic homicide (Todd et al., 

2021: p. 85). Similar to the previous research, DHRs were thematically analysed and 

these findings were supplemented with additional interview data. In total, seven key 

findings are presented, all of which demonstrate that cyberstalking was evident in the 

homicide cases reviewed, albeit to varying degrees. What is of more significance for 

this study is that the authors commented on how the DHRs in their sample were 

problematic, particularly in relation to the information they present. Namely, they 

found that because DHRs are developed on what was already known by agencies 

and/or significant others, unknown and emerging narratives or lines of enquiry were 

rarely scrutinised further because it exceeds the official DHR parameters (Todd et al., 

2021: p. 95).  

The Home Office (2016b, p. 29) state that, “DHRs are a vital source of information to 

inform national and local policy and practice”, but published research is demonstrating 

how DHRs are not always capturing the entire picture. For instance, a recurring and 
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crucial limitation found throughout most of the existing research is that the quality, 

content, and structure of DHRs is variable, and therefore inconsistent (Home Office, 

2016a: p. 8; Sharp-Jeffs and Kelly, 2016: p. 21; Bridger et al., 2017: p. 102; Chantler 

et al., 2020: p. 491; Todd et al., 2021: p. 95). This indicates that there is no identifiable 

benchmark for Review Chairs or DHR Panels as to what constitutes as an adequate 

DHR, even though each report should be quality assessed by the Home Office Quality 

Assurance Panel. Consequently, this has affected other areas. What Bridger et al. 

(2017, p. 95) found is that this has manifested in poor completion rates and obstructing 

access to reports; 

“the completion rate of DHRs by the time of this study in 2015 was low: only 

52.1% of those commissioned were available for review as part of this study. 

This is despite the statutory obligation for completion and expected publication 

following such events. A further 6.5% had been commissioned but not yet 

completed despite at least two years passing since the homicides had 

occurred”. 

This shows that DHRs are consistently not meeting pre-set requirements and that these 

patterns have been an obstacle for research focused on these reviews to date. 

Furthermore, it has not gone unnoticed in the above that the same or similar 

recommendations are emanating from each individual DHR, and this could be a cause 

for concern. Evidently, the lessons learned (that are subsequently translated into 

recommendations) require a period of time to be implemented into policy, and then to 

have enough time to generate changes regarding organisational culture and practice 

(see Chapter Three). However, DHRs have been in use since 2011, therefore, there 

should be some indicators as to whether these recommendations have impacted agency 

practice.  
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As of yet, this has not been documented and domestic homicide rates, particularly 

intimate partner femicide, remains a stable trend across England and Wales (ONS, 

2021a). This stability can be interpreted in one of two ways. The first point of view 

could be that because the statistical trend has stabilised, this could be seen as a good 

thing because domestic homicides have not increased. On the other hand, because 

there has not been a significant reduction in these crimes, the stabilised trend can be 

viewed negatively. Hence, the implication is that the DHR process could be hampering 

its own ability to highlight areas of improvement, and therefore, understanding what 

contributions to knowledge DHRs have made, and any impact on organisational 

practice, is difficult to ascertain. 

2.5 Chapter Conclusion: To Prevent and Protect? 

This chapter demonstrates that theoretically, Domestic Homicide Reviews (DHRs) 

have a valuable position in society. Since 2011, DHRs have attempted to provide 

contextual understandings and preventative suggestions in relation to domestic 

homicide; a form of homicide that is statistically prevalent across England and Wales 

(Lloyd-Evans, 2014). To demonstrate the intentions behind the creation of DHRs, this 

research presented in this chapter show how domestic homicide rarely happens as a 

result of an isolated incident; it is often the ultimate and final act of domestic abuse. 

Furthermore, there were other social advancements that helped to push the agenda of 

retrospectively assessing cases of domestic homicide in England and Wales, including 

significant political movements, landmark cases, and other forms of fatality reviews 

from other countries. 

By critically analysing existing DHR literature (Home Office, 2016a; Sharp-Jeffs and 

Kelly, 2016; Bridger et al., 2017; Robinson et al., 2018; Chantler et al., 2020; Todd et 

al., 2021), it is evident that DHRs are not perfect. Ultimately, what the existing 
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research demonstrates is that DHRs are inconsistent because they vary in quality, 

content, and structure. Therefore, this chapter is the first to present the idea that DHRs 

are not currently working as intended in their current format and consequently, 

questions can be asked as to whether they are achieving their original aims. At various 

points throughout this chapter, it is mentioned that DHRs align with a no-blame 

approach and that they advocate the inclusion of co-victims and their narratives (if 

possible and appropriate). The details and importance of both entities have largely 

been undocumented in existing DHR literature; hence, these two areas will be the 

focus of the following literature review chapters, starting with the no-blame approach.  
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Chapter Three: 

Culture Clash  

One of the core aspects of Domestic Homicide Reviews (DHRs) is that they do not 

attribute blame to any individual or organisation within the case discussed (Downham 

and Lingham, 2009). Guidance for each review stipulates that the remit is strictly 

limited to being a “learning-based exercise”, leaving any blame attribution to criminal 

proceedings (Home Office, 2016b). Aside from the focus being restricted to learning 

from the lessons identified, no other justifications of why the reviews have pursued 

this have been made. However, they are not the first to adopt this approach. No-blame 

is advocated across a variety of professional spaces, most noticeably in high-reliability 

organisations (Reason, 2000a; Provera et al., 2010) such as the medical profession and 

the airline industry.  

Cultural outlooks are crucial to the success and failures of various ventures such as the 

safety culture ethos of organisations (Reason, 1997), therefore this second literature 

chapter aims to introduce the idea of a no-blame culture and provide an overview of 

what constitutes as no-blame, and to critically analyse the reality of implementing this 

specific unique aspect. To achieve this, this chapter will first introduce the concept of 

organisational culture. Then the existence of human error will be explored, and the 

relationship between blame and risk. A variety of theoretical approaches investigating 

blame will be discussed, followed by establishing where the idea of a no-blame 

approach/culture came from. Examples of industries that have attempted to embrace 

no-blame will be presented, and the chapter will end with detailing the emergence of 

the Just Culture. 
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3.1 Organisational Culture  

To start, this chapter will briefly explore the importance of organisational cultures in 

relation to DHRs. Schein (2017, p. 6) defines organisational culture as, 

“the accumulated shared learning of that group as it solves its problems of 

external adaption and internal integration; which has worked well enough to 

be considered as valid and, therefore, to be taught to new members as the 

correct way to perceive, think, feel, and behave in relation to those problems. 

This accumulated learning is pattern or system of beliefs, values and 

behavioural norms that come to be taken for granted as basic assumptions and 

eventually drop out of awareness.” 

The above behaviours, norms and values of organisations can be moral or immoral 

depending on the ethos of the institution in question. For example, the police service 

originates from the Peelian principles, such as policing via public consent (Home 

Office, 2012b). However, historic events provide evidence that police subcultures 

exist and have acted contrary to these principles, prompting major concerns about 

institutional racism and professional incompetence (Byford, 1981; MacPherson, 

1999). Consequently, an array of public service (sub)cultures have been the subject of 

academic interest, such as Reiner’s (2017) research into cop culture and Innes’ (2003) 

work on the detective subculture.  

Turning now to DHRs, it is important to emphasise that from beginning to end, the 

process is multi-agency. By having such a format, these reviews bring together 

separate organisations, and their associated cultures, into an artificial and temporary 

micro-environment. Existing research into multi-agency working has found that 

competing organisational values, cultures and beliefs often go unaddressed, which 
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prevents successful multi-agency collaboration (Phillips et al., 2002; Sloper, 2004; 

Atkinson et al., 2005; Peel and Rowley, 2009).  

Furthermore, the DHR process also imposes a no-blame approach, dictating how 

organisations contribute and act in this environment, which might be in direct 

opposition to pre-existing cultures represented at the table. Hence, each organisation 

and its way of working will breed a culture unique to that institution, and subcultures 

may exist within this.  

The works of Goffman (1990) are referred to as the first substantive research into 

cultural interactions, which likens social interaction to a dramatised stage 

performance. In doing so, Goffman (1990) explains how and why humans act and 

react to one another. Specifically, this work shows the importance of social interaction 

and its nuances that can be applied to various aspects of life, as illustrated throughout 

with references to military outfits and the medical profession for example. In the 

context of this thesis, there are moments whereby notions can be applied to the 

workings or principles of DHRs. For instance, Goffman (1990, p. 101) outlines the 

role of a central, overseeing type of figure. 

“When one examines a team-performance, one often finds that someone is 

given the right to direct and control the progress of the dramatic 

action…Sometimes the individual who dominates the show in this way and is, 

in a sense, the director of it, plays an actual part in the performance he directs”.  

Such characteristics can be attributed to the Chair of a DHR, who is responsible for 

controlling and directing the progress of a review and therefore taking an active role 

in its lifespan. Furthermore, the idea of blame and what role it should or should not 

play is also discussed. 
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“When a member of the team makes a mistake in the presence of the audience, 

the other team-members often must suppress their immediate desire to punish 

or instruct the offender until, that is, the audience is no longer present. After 

all, immediate corrective sanctioning would often only disturb the interaction 

further and, as previously suggested, make the audience privy to a view that 

ought to be reserved for team-mates” (Goffman, 1990: p. 94).    

The suggestion here is that blame is dysfunctional in the context of team-based 

activities and that it should be extracted away from the ‘audience’, or those watching, 

as to not affect subsequent interactions. Blame in DHRs is treated in a similar manner; 

organisations are not to blame others because it detracts from a DHRs end-goal and it 

could have a detrimental impact on organisational relations (Home Office, 2016b). In 

accordance to the above quotation, it can also be inferred that because blame is 

‘suppressed’, it has the ability to manifest elsewhere. Evolving from the principles 

from Goffman’s (1990) work, a variety of frameworks have been produced and 

influence how organisational cultures are perceived and understood, such as Schein’s 

(2017) 3 Level Analysis.  

Schein’s (2017) 3 Level Analysis 

Schein’s (2017) theoretical framework emphasises the importance of cultural traits 

including their ability to adapt, grow, and learn. According to Schein (2017, pp. 6-9) 

learning reinforces identity which, in turn, impacts how individuals within a culture 

feel, think and act about a topic to hand. Schein’s (2017, pp. 17-25) framework breaks 

down organisational culture in three distinct stages. The first level is labelled 

‘artifacts’, which are the tangible or physical elements adopted by a given group, 

which, according to Schein (2017, p. 18), are “easy to observe and very difficult to 

decipher” unless you are a part of that group and therefore familiar with its 
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symbolisms. The mid-layer, ‘espoused beliefs’, are the foundations of a group’s 

existence; these are always at the forefront of the group’s mentality and are cemented 

through either empirical testing or social validation4 (Schein, 2017: pp. 19-20).  The 

third and final component is ‘values and basic underlying assumptions’, whereby the 

focus is on “when a solution to a problem works repeatedly, it comes to be taken for 

granted” (Schein, 2017: p. 21). Entertaining ideas that oppose this sentiment would be 

incomprehensible to the group. Schein (2017, p. 22) details that here, change is near 

to impossible because altering a basic assumption would render the group’s belief in 

that component as flawed, and therefore lead to questioning other assumptions.  

Alternatively, one could argue that change can happen at this level, albeit it would 

require time and continual repetition of a desirable outcome(s) for said changes to be 

accepted. The interpretation, acceptance or rejection of subject matters depend on the 

schools of thought and practices of a particular time, and advances within a specific 

field can alter said perceptions (correlating with the notion of learning, adapting and 

growing as mentioned previously). This framework of understanding organisational 

culture can provide a basis for acknowledging the behaviours and viewpoints of, and 

interactions between, agencies within the microenvironment of a DHR panel. Schein’s 

(2017) analysis focuses on the formulation of organisational cultures from a macro-

level perspective, whereas Social Identity Theory attempts to understand the 

importance of positive social identities from a smaller perspective.    

Tajfel’s (1981) Social Identity Theory 

According to Huddy (2001, p. 132), “there are two distinct branches of social identity 

theory” both of which are rooted in the cognitive psychology literature and research; 

                                                           
4 “certain beliefs and values [are] confirmed only by the shared social experience of a group” (Schein, 

2017: p. 20). 
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Social Identity Theory and Self-Categorisation Theory. Although both theories are 

interlinked, for the purposes of this research, this section will focus mainly on Tajfel’s 

(1981) Social Identity Theory (SIT), because of its focus on the group setting. This 

particular theory attempts to provide a theoretical basis for how individuals perceive 

themselves, postulating that group membership plays a significant role in formulating 

this perception (Ashford and Mael, 1989). This is crucial to acknowledge in respect of 

DHRs, because those who are partaking in the process must understand why they are 

involved, and the importance of being involved, as well as the importance of the DHR 

process. Hence, group membership can be considered on an organisation (macro) 

scale, and on a smaller (micro) scale.  

The group that an individual is a part of is otherwise known as an in-group, and other 

groups referred to as out-groups. Linked to this is whether the group in question is 

considered to be of low or high status. Kalkhoff and Barnum’s (2000) research places 

status as a barometer of exerting social influence. According to Kalkhoff and Barnum 

(2000, p. 98); 

“an in-group that possesses comparatively low status provides an individual 

with a negative social identity; an in-group with comparatively high status 

provides an individual with a positive social identity”.  

Hence, those who are a part of a low-status group are less likely to exert social 

influence (Kalkhoff and Barnum, 2000). Moreover, van Dick et al.’s (2005) research 

implies that in order for a group to be successful and not dissipate, it must have a 

strong salience (a belief that the group, their cause/s, actions, and activities are 

important and have value); and that a weakened salience is likely to induce social 

loafing (van Dick et al., 2005: p. 622). Social loafing is applied to individuals who are 
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less likely to partake in group-based activities (Buchanan and Huczynski, 2010: p. 

258).  

SIT can be applied to the DHR context. For instance, an individual can consider 

themselves to be attached to two different groups; the organisation they work for (for 

example the police service), and the DHR (as a panel member for instance). According 

to the above premises, a positive social identity is most likely to develop if those who 

are a part of the DHR Panel (in this example) have self-categorised/understood why 

they are there, are motivated to be in the group, and have an active role within it. It 

can be postulated that a DHR Panel would also benefit from having a strong salience 

with high-status, to ensure group compliance and individual contributions within the 

group DHR context, and to avoid social loafing. Hence, it is possible to interpret the 

DHR group environment and activities, and the importance of having a DHR identity, 

through the lens of social identity.  

It is crucial to contextualise DHRs against organisational cultures and the multi-

agency microenvironment in order to understand the physical dynamics in which these 

reviews operate. First, it is important to note that each, separate organisation has its 

own culture that is embodied by the panel member/s. The DHR process brings together 

these separate cultures out of their own spheres and into another, separate multi-

agency environment. Hence, within this setting, it is crucial to note that the personnel 

in attendance will see and interpret the same phenomena but from different 

perspectives. DHRs differ to other multi-agency set-ups as the process itself imposes 

a separate approach, no-blame, which operates under its own norms, values and 

beliefs. What this sub-section shows is the importance of understanding the 

complexity of organisational cultures in the context of DHRs, and how imposing an 

additional cultural outlook (no-blame) may conflict with the organisation on a macro-
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level. The remainder of this chapter will specifically focus on the no-blame approach, 

starting with understanding human error.  

3.2 The Concept of Human Error 

“To err is human, to forgive, divine” (Pope, 1711, as cited in Jones,1922: p. 

221). 

Human beings are not without fault and are liable to making errors. Within the 

cognitive psychology research and literature on human error, Reason (1990, p. 63) 

presented the Generic Error-Modelling (GEMs) model. GEMs is a fusion between 

Reason’s (1990, p. 56) different types of errors and three levels of performance derived 

from Rasmussen’s (1986) typology framework (depicted in figure 2, first column); 

“skill-based”, “rule-based” and “knowledge-based” (Reason, 1990: pp. 42-44). 

FIGURE 2: “TABLE 3.1. RELATING THE THREE BASIC ERROR TYPES TO RASMUSSEN’S 

THREE PERFORMANCE LEVELS” (REASON, 1990: P. 56). 

 

 

 

 

Driver’s (1968) paper explains the difficulties of using typologies within criminology. 

For instance, Driver (1968, pp. 357-362) mentions issues like the contested 

definition/s of what a typology is, the diversity in how typologies may have been 

constructed (e.g. what academic research has had an influence and/or what criteria has 

been used to determine categories within a typology), the number of issues associated 

with specific criminological phenomena and consequently, the number of typologies 

that exist to explain them. Therefore, although typologies may be a product of 
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extensive academic research into a particular topic, how typologies are devised largely 

relies on an individual’s subjective interpretation of academic research and/or select 

data presented or sought out by the individual (the designer of the typology or 

framework). 

Returning to the GEMs model, each relationship above represents a different way in 

which human error can occur, and scenario dependent, how all levels can interact with 

one another (Reason, 1990: p. 43). For the first level (“skill-based”) this is where 

unintentional lapses occur within regularly exercised tasks for example, arriving to 

work on a national Bank Holiday, whereas the second level (“rule-based”) is about 

incorrect, misinformed and/or competing rules being applied to a task or scenario such 

as a doctor prescribing paracetamol to a patient instead of ibuprofen. The final level 

(“knowledge-based”) is where mistakes are made because of gaps in an individual’s 

awareness and knowledge about a situation (Reason, 1990: pp. 68-95); for instance, a 

newly qualified Police Officer may have insufficient knowledge regarding how to treat 

a potential victim of domestic abuse due to minimal professional experience and 

training. This shows that human errors have various ways of existing. Reason (1997, 

p. 127) later argued that attributing blame to such errors stems from two dimensions; 

modern-day resurgence of free-will which observes human behaviour and actions as 

rational rather than predetermined, and errors being misinterpreted as end-causes 

instead of “something that needs explaining” (Reason, 1997: p. 126).  

Reason (1997; 2000a) has since developed upon these preliminary ideas and has 

produced approaches about understanding the relationship between human errors, 

complex systems and system failures to develop future service provision. For example, 

Reason’s (1997; 2000a) Swiss-Cheese Model and Systems Approach currently 

dominates how failures and blame are understood and dealt with in the airline industry 
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(discussed later in this chapter, section 3.6). Psychological research into human errors 

highlights that errors are inevitable to varying degrees but they need to be accepted, 

and operators and systems used need to absorb and adapt to errors accordingly 

(Reason, 1990: p. 148; Provera et al., 2010; Steffel et al., 2016). The inevitability of 

human errors renders them inherently risky, an undesirable trait that organisations are 

keen to eliminate. 

3.3 Decisions, Blame, and Risk 

The relationships between decisions, blame and risk are deep-rooted and challenging 

to disentangle (Douglas, 1992; Kemshall and Pritchard, 1996; Kemshall, 2003; 

Heaton, 2011). At the core of this relationship is the decision maker; here is where the 

balancing act is conducted whereby the individual makes choices informed by two 

dominant attributes, the “personal responsibility for risk decisions, and personal 

anxiety about getting such decisions right” (Kemshall, 2003: p. 8). Kemshall (2008, 

p. 334) also details the subjectivity of decisions and decision-making as “difficult and 

embedded in the contexts within which they are made”. This will be discussed 

extensively within theories of blame, but what is important to be aware of is that the 

decision-maker, perceptions of risks and weight of decisions are shaped by personal 

and professional experiences, external influences, and social contexts (Kemshall, 

2008; Malle, Guglielmo and Monroe, 2014; Steffel et al., 2016).  

Society is an ever-changing organism that is reflected in people’s attitudes, actions, 

perceptions and behaviours. Garland (2003, p. 53) embodies this as he stated that, “our 

capacity to identify, evaluate, and manage uncertain future events is intrinsically 

limited, even where there is good data, good science, and a settled perception of the 

hazard in question” (suggesting that not every event can be fully prepared for). 

Activity depending, risk will always be a present and real threat (Garland, 2003: p. 
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69). Nevertheless, attributing blame developed into a politicised chess-piece in the era 

of postmodernity (Kemshall, 2003); a method of regulating modern-day risks in 

accordance with political agendas, that shifted towards a predominantly punitive 

approach (Kemshall, 2003). Garland (2003, p. 63) suggested that management of risk 

is a viable method of reducing blame attribution and encouraging corporate 

responsibility for failures, whereas others have implied the opposite; that they become 

the ideal breeding ground for corporate cover-ups and inappropriate removal of 

responsibility (Wacther and Provonost, 2009). Therefore, in order to manage risks in 

alignment with organisational abilities and agendas, risk-based interventions (such as 

formal assessments, audits, inspections and independent regulatory bodies) became 

solutions to developing cross-organisational collaboration, professional decision-

making, policy, practice and end-user experience (Heaton, 2011; Jaffe et al., 2017).  

Concurrently, the public became more informed about an array of risks and, in turn, 

are less trusting of authority (Garland, 2003: p. 58), therefore blame attribution is now 

largely directed towards Government and other organisations with authority (Garland, 

2003; Kemshall, 2003). Such concentrated blame pathways can be viewed as a social 

consolation, cathartic-styled process that occurs because information is made available 

to the public that influences internal decisions about how and why something failed 

and encourages blaming an individual or organisation. Arguably, this was most 

recently experienced in the United Kingdom (UK) with the Grenfell Tower disaster, 

and the drip-feeding of information to, and from, media outlets about neglected fire-

safety regulations (BBC, 2017). 

DHRs defy normative conventions by adopting a no-blame culture in favour of a pro-

learning ethos amongst organisations. To those who oppose a no-blame culture, the 

existence of these no-blame reviews may be perceived as a threat of deregulating and 
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deprioritising risks, due to the lack of responsibility and accountability of actions 

(Garland, 2003: p. 63). In fact, adopting no-blame should allow people to be more 

honest in an environment where they are not being blamed. It can also be seen as an 

attempt to show that various institutions are visibly committed to keeping domestic 

abuse, and related suicides and homicides at the forefront of social awareness and that 

all blame attribution would do in these situations is detract from the good work and 

beneficial outcomes of these reviews. Yet the generic social default reaction to ‘poor’ 

decisions and following negative consequences is to find something, or someone, to 

blame. 

3.4 Theoretical Explanations of Blame 

The notion of blame has been extensively researched and in order to fully explore the 

importance that a no-blame ethos has, this section will look at the psychological 

processes of attribution and the concept of blame, how human errors are treated as a 

normal occurrence in complex systems, and why people avoid blame or defend 

decisions made. Attribution Theory explores the idea of individuals wanting to make 

sense of someone else’s behaviour, set of behaviours or specific events by attempting 

to understand what the possible causes of this might be (Jones and Davis, 1965; Kelley 

and Michela, 1980). For example, some members of the public may want to 

understand the causes behind a mother killing her child. Attribution Theory has a 

wide-ranging remit and consists of many theoretical pathways (see Hewstone, 1983). 

For this research, the focus is on Jones and Davis’ (1965) Correspondence Inference 

model;  

“a theory which systematically accounts for a perceiver’s inferences about 

what an actor was trying to achieve by a particular action” (Jones and Davis, 

1965: p. 222).  
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Throughout their original paper, Jones and Davis (1965) focus specifically on the role 

of the observer and how perceptions, termed as ‘inferences’, are shaped. The authors 

established what can influence observer perception, focusing their attention on three 

interactive, rational choice-based elements; correlations between characteristics and 

acts, the context in which the act was conducted, and the availability of alternatives. 

First, the observer assesses whether underlying motives/causes correlate with how the 

individual usually acts and behaves; this process is labelled as ‘correspondence’ (Jones 

and Davis, 1965: p. 223).  

If the act committed is congruent with the personality of the actor, then an observer is 

more likely to find that the individual in question is capable of conducting this act, 

more so if repercussions of the actions are viewed as having a positive impact for that 

individual (Jones and Davis, 1965: p. 227). For instance, if a mother is arrested for 

murdering her young son, a neighbour might believe this accusation and attribute 

blame because the mother has previously disclosed that her new intimate relationship 

is failing because the child was from a previous relationship, and they may have 

previously witnessed her losing her temper and hitting the child.  

The process of correspondence coincides with the context in which the act was 

committed, which further shapes the perceptions of the observer. Jones and Davis 

(1965, p. 233) surmised that interpreting the context is a culmination of internal and 

external uncontrolled factors or ‘cues’ (Jones and Davis, 1965: p. 233) including 

internalised preconceptions, physical settings and presentation of the actor, and the 

observer’s ability to empathise with the individual, their predicament and the act 

chosen. If the observer can justify the majority of these overlapping factors, then the 

observer is more likely to accept what the individual has done. Elaborating on the 

previous example, the neighbour has a close friendship with the mother and knows of 
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her low social status and dependence on the new partner for basic survival, and of the 

new partner’s opinion of the child as a hindrance. Knowing this, the neighbour may 

be empathetic towards the mother’s situation, and therefore is more likely to 

understand why she had come to believe that murdering her son was the only way out 

of her situation.   

Finally, Jones and Davis (1965, pp. 233-234) also explored the impact of choices made 

available to the actor and whether there were any other alternatives to that action which 

could have altered the outcome. Although Jones and Davis (1965, p. 233) discuss the 

actor’s choice being reliant on knowledge and information of other options and their 

associated consequences before an act is chosen and conducted, they heavily insinuate 

that the actor is influenced most by seeing others in similar circumstances and re-

enacting their choices and actions (Jones and Davis, 1965: p. 234), drawing parallels 

with components from Social Learning Theory. If, in the fictitious murder example, 

the mother was aware of adoption possibilities through contact with social services 

and/or family members were willing to take primary care of the child, but she decided 

that murder was the only option, something which she has also seen reported in various 

media sources, then the theory would suggest that the neighbour would be more 

inclined to disassociate and blame the mother.  

What Jones and Davis’ (1965) strand of Attribution Theory sets are the primitive 

foundations of why the concept of blame exists. The familiarity with the actor, 

alongside the given situation and option of choices together, shape how an observer 

interprets actions and behaviours which, in turn, formulates the concept of blame and 

whether blame is attributed to another. Such strong concepts from ‘Correspondence 

Inferences’ have filtered into later theories concerned with internalised processes of 

blame. Both Attribution Theory and Malle et al.’s (2014) Theory of Blame hinges on 



   
 

83 | P a g e  

the idea of establishing another’s intention. If the observer detects malicious intent 

behind actions, or that other actions could have occurred that would have avoided 

negative consequences but the individual choice was made in spite of this, then this 

facilitates attributing blame to that individual.  

Malle et al. (2014, p. 148) express that blame is cultivated and disseminated in two 

ways that vicariously influence one another; cognitive (private) blame, which explores 

how people come to decide on whether to blame, and social blame, whereby an 

individual attributes blame onto the actor (person or a collective). Malle et al. (2014, 

p. 151) propose the Path Model of Blame, which is applicable to private and social 

forms of blame, and explores that blame is reliant on an individual’s internalised 

preconceptions to judge whether actions or behaviours were intended, and if the person 

had the realistic ability to stop what had happened (termed causality and obligation by 

the authors). Unlike other theoretical explanations and related research on human 

error, decision-making and blame, the authors have not included responsibility 

because of how ambiguous the term is in the context of blame (Malle et al., 2014: pp. 

158-159). Instead, the authors have broken down the concept of responsibility into 

three sub-categories: intention, causality, and obligation (as depicted in the Path 

Model). 

Malle et al.’s (2014) theory provides a theoretical foundation of why and how blame 

occurs on two levels (private and social), however what the theory does not provide is 

any explanations of why individuals and/or organisations may want to divert from this 

to pursue a culture of no-blame. However, what the theory does signify in detail is 

how complex the psychological processes of blame are, therefore one could interpret 

that attempting to remove blame altogether from a given situation is a tough aspiration 
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to fulfil, and that accepting human errors and adapting to faults is a more realistic 

option; and here sits Normal Accident Theory. 

Normal Accident Theory (or NAT) originates from Perrow’s (1984; 1999) works 

primarily in computing systems and is a theoretical perspective that provides an 

alternative way of looking at human errors. It suggests that human errors are inevitable 

and that ‘blaming the operator’ is an unhelpful distraction which detracts from the 

failure of complex systems, which is where the focus and amendments should be made 

(Sammacro, 2005; Leveson, 2011). Hence, blame is the ‘scape-goat factor’ that 

prohibits identifying and implementing changes that may improve the system in 

question (Leveson, 2011).  

Choularton (2001, p. 65) also identifies that this may breed ‘superficial learning’, 

whereby decisions are made as a result of a knee-jerk style reaction to a fault which 

may be detrimental to the future development of systems and, as a consequence, 

negatively impact on the operator’s ability to navigate the system successfully (Darley 

and Pittman, 2003; Department of Health, 2016). For instance, with the multi-agency 

reviews, the lessons from cases and the effectiveness of the reviews could be diluted 

if attributing blame was present (Lachman and Bernard, 2006). 

NAT emphasises the importance of understanding that systems and procedures can be 

over-complicated, which can make working with the system difficult (Perrow, 1999), 

similar to examining DHR cases. For example, analysing domestic homicide cases 

requires panel members to fully comprehend the circumstances surrounding the 

murder, including examining whether the victim was in contact with any services, 

what actions each service in contact had taken and so forth. Hence, DHRs can be 

viewed as an evaluative method that highlights human and systematic errors and 
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attempt to rectify the latter by improving the former through implementing 

recommendations. 

So far, the theories have explored human error and blame as a psychological concept, 

whereas the following revolve around avoiding blame and how past decisions can be 

justified. The theory of Blame Avoidance was introduced by Weaver (1986, p. 372) 

in relation to the world of politics which, put simply, consists of a politician side-lining 

potential successes and “good policy” principles in favour to minimise blame to 

further one’s career (Steffel et al., 2016; Hinterleitner, 2017). To contextualise his 

work, Weaver (1986, p. 387) used United States (US) politics to illustrate blame 

avoidance. For example, Weaver (1986, p. 387) suggested that former President 

Reagan attempted to avoid being blamed for his Government imposing restrictions 

across the country by blaming the actions of his predecessors. This example is unique 

to the United States, but Weaver (1986, pp. 390-393) also exposes blame avoidance 

as being regularly exercised throughout politics globally.  

Weaver’s (1986) exploration of avoiding blame as a politicised incentive implies that 

negative stigma from being associated or blamed for a particular situation will have 

more of an impact on career pathways in comparison to potential successes 

(Hinterleitner, 2017). Such a strong notion also resonates with modern-day politics, 

such as the resignation of the British Conservative Prime Minister David Cameron in 

July 2016 after Britain voted to leave the European Union (EU) a month previously.  

Weaver (1986, pp. 384-389) pinpointed eight ways in which politicians avoid blame, 

ranging from “Agenda Limitation” which is about manipulating agendas as a way of 

making sure that problematic issues are never presented, to “Stop Me Before I Kill 

Again” whereby politicians knowingly sacrifice principles for popular consensus. 
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Number seven is of particular interest: “Circle the Wagons”. This tactic of avoidance 

is different to the others because various individuals come together to minimise blame 

collectively by providing ‘justifiable’ cover for each organisation involved in the 

situation (Weaver, 1986: p. 389; Steffel et al., 2016).  

Cynically, the reviews discussed in this thesis could therefore be viewed as a “Circle 

the Wagons” tactic, manipulating a no-blame/pro-learning culture, combined with the 

multi-agency approach, as a method in which organisations can legitimately avoid 

taking responsibility for their involvement of the case in question (Weaver, 1986: p. 

389). This is further enhanced by Weaver (1986, p. 389) stating that this specific tactic 

“will work only if near-unanimity can be maintained”. Legislative panel membership 

to these reviews can be seen as one method of attempting this, because it ensures that 

relevant organisations are represented at these review panels. Non-attendance was a 

significant issue noted by murder panels hosted in London, which was the precursory 

model for DHRs (see Richards, 2003).  

Furthermore, by stipulating that blame will not emanate from the reviews, this may 

have inadvertently facilitated co-operation between organisations both at DHR Panel 

meetings and in future collaborations, which has historically been difficult to achieve 

(Sloper, 2004; Bellamy et al., 2008). Weaver’s (1986) theory provides comprehensive 

explanations for avoiding blame, whereas Kemshall (2008) represents the other side 

of the coin; attempting to understand how decisions can be retrospectively re-justified. 

Kemshall’s (2008) paper explores how defensible decision-making can be utilised 

primarily to enhance risk managing and work with sex offenders. Defensible decision-

making is about testing whether decisions made at a specific point in time can be 

upheld retrospectively, which if successful, can reduce the burden of blame on the 
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decision-maker (Carson, 1996; Tuddenham, 2000; Kemshall, 2008). Arguably the 

current format of the reviews reflects, to a degree, defensible decision-making as 

advocated through Kemshall’s (2003; 2008) work, as DHR Panels establish decisions 

and actions made by organisations involved through narratives collected and evaluate 

how the “undesirable” consequences came into being (Kemshall, 2008: p. 332).  

What Kemshall (2008, p. 332) argues convincingly is that by incorporating defensible 

decision-making, professional practice can evolve to become more objective, such as 

basing decisions on tangible evidence and documenting in detail why certain decisions 

were chosen (Kemshall, 2008: pp. 335-336). In turn, this would strengthen original 

decisions and enable them to withstand intense, retrospective examination. For the 

purpose of this thesis, the most crucial aspect of this paper is that defensible decision-

making highlights the intricacy of decisions, and decisions already classified as 

‘defensible’. First, the paper alludes that decisions are an accumulation of past and 

present related factors such as social, political, religious contexts, work environments, 

media attention, risk assessments, personal and professional experience (to name a 

few) that exert influence over the decision-makers who develop practice and policy, 

which then filters into the everyday decisions made by frontline staff members, who 

are often blamed for failures (Kemshall, 2008: p. 334) (also reflected in Hoyle, 1998).  

As argued previously, blame can be seen as a superficial distraction from addressing 

root causes (Choularton, 2001), therefore removing this could further enhance 

objectivity when looking at decisions in isolation. Secondly, Kemshall (2008, pp. 332-

333) lists various case-related elements that have been closely scrutinised and 

previously classified as a ‘defensible decision’, such as knowledge and training of staff 

members, through to ascertaining whether standardised procedures have been met. 

Intriguingly the decisions coincide with some of the lessons to be learned from DHRs; 
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for example, inadequate training and poor communication corresponds with 

Kemshall’s (2008, pp. 332-333) findings.  

This re-emphasises that outcomes from DHRs are not new or exclusive, they are the 

same issues being highlighted case after case. For example, poor inter and intra-agency 

communication was famously identified in Byford’s (1981) inquiry into the Yorkshire 

Ripper, a failure repeatedly acknowledged in multiple cases, reviews, and inquiries 

since (for example see Laming, 2003 and Bichard, 2004). It must be mentioned that 

this does not mean that there is no learning happening; things may be learned from 

many cases that go on to prevent many other murders, but it is impossible to know 

this. Hence, the cases that end up in homicide will often arise from those individuals, 

partnerships and organisations where such learning was not achieved. 

DHRs closely align with NAT and Reason’s (1990; 2000a) research because they 

intend to discover what went wrong but not to assign blame: rather they aim to make 

changes in an attempt to discourage future similar cases. Exploring theoretical models 

of blame and associated elements provides a crucial insight into how errors may occur, 

the internalised processes of blame and projection of blame, and ways in which blame 

can be diverted or decisions defended. All of which are pivotal to understanding the 

underlying assumptions of why a pro-blame culture is firmly entrenched within 

society. However, no theory has attempted to comprehensively explore why some 

institutions have decided to deflect from the norm and promote a no-blame culture.  

3.5 The Rise of No-Blame 

The idea of a no-blame culture within the workspace is based on the premise that 

organisations adopt a proactive approach to learning from honest mistakes and errors 

made by employees, rather than administering disciplinary procedures (Department of 
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Health, 2016). This came into being with regard to making improvements to the safety 

cultures of organisations following a series of high-profile disaster events in the 1980s, 

including the Chernobyl nuclear accident (1986) and the Piper Alpha disaster (1988); 

concerns about safety in the workplace quickly became a globalised priority (Pidgeon 

and O’Leary, 2000; Reason, 2000b; Cox et al., 2006). The Health and Safety 

Executive state that; 

“an organisation's culture can have as big an influence on safety outcomes as 

the safety management system. ‘Safety culture' is a subset of the overall 

organisational or company culture. Many companies talk about 'safety culture' 

when referring to the inclination of their employees to comply with rules or act 

safely or unsafely” (The Health and Safety Executive, no date).  

Therefore, by looking at how an organisation approaches its safety culture, this 

provides a glimpse into establishing how specific organisations work generically and 

what behaviours, actions and attitudes are deemed as acceptable practice. For instance, 

if a police officer has dismissive attitudes towards victims of intimate partner abuse 

(IPA/V) and continuously fails to implement the designated procedures to ensure 

victim safety, such as not completing the Domestic Abuse Stalking and Honour-based 

violence (DASH) risk assessment form, then this could eventually result in a domestic 

homicide. This fictitious example shows how an employee of the service provider had 

minimal concern about the safety of the ‘customer’, and because the negative outlook 

was not tackled by the service provider when recruiting this employee, this could 

imply that such attitudes may be exercised amongst others within the police service. 

Consequently, this could lead to intrusive questions being asked about the policy and 
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procedures of reported incidents of IPA/V, whether this is reflected in practice (or 

not), and negatively impact on how the service is perceived by the public.  

The safety of employees and customers should be one of the highest priorities for 

organisations, but as explored by Perrow (1984; 1999) this is not always translated 

into practice. In cases where there has been a failure and the safety of others has been 

compromised, Perrow (1999, p. 154) suggested it is often instinctive for the 

organisation to retreat in an attempt to protect itself and salvage its reputation. In some 

cases, society is only made aware of such failures and cover-ups because of whistle-

blowers5, as exhibited in incidents such as the UK public inquiries into the phone-

hacking scandal and Mid-Staffordshire National Health Service (NHS) Trust 

(Leveson, 2012; Francis, 2013). Reason (1997, p. 195) stipulates that organisations 

with a successful safety culture will encourage a “reporting culture” in order to 

highlight issues by frontline employees before they become problems. Implementing 

a no-blame culture was supposed to discourage cover-ups and fears of reporting 

malpractice by instilling a pro-learning culture to better service provision in the future 

(Choularton, 2001; Mannion et al., 2008).  

This entails highlighting both good and weaker areas of practices from available cases, 

amending procedures where necessary to enhance the good practice and rectify the 

weaker to improve how employees act and behave (Reason, 1997). Perrow (1999, p. 

154) further stated that this could only be practiced in “rich environments of diverse 

interests” through supportive networks of organisations in order to make safety a 

priority for all. DHRs attempt to embody this through their multi-agency approach, 

ensuring that all organisations involved partake in the review processes. Such 

                                                           
5 Individuals who witness and report malpractice within the work environment (Gov.uk, no date), 
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cataclysmic events and concerns for safety within organisational service provision led 

to the cultivation of a no-blame culture promoted in the 1990s, which has since 

influenced various institutional safety cultures. 

3.6 No-Blame Games 

The Health Service 

In 2016, the then-Secretary of State for Health Jeremy Hunt MP voiced his political 

desires to create a no-blame, pro-learning culture within the NHS emulating the 

successes from the airline industry (Ottewill, 2003; Department for Health, 2016). 

Hunt proposed this to happen through a three-stage process: ‘intelligent transparency’, 

‘the world’s largest learning organisation’, and ‘resources’ (Department for Health, 

2016). His argument was built convincingly by referring to cultural change, 

acknowledging past failures, and challenging current concepts of accountability 

measures, claiming that decisions made in haste are detrimental to accountability and 

can worsen situations (Department for Health, 2016). In context the speech was given 

at a Global Summit about patient safety, a priority for Hunt as the NHS had been 

subjected to a series of high-profile failures and inquiries into preventable deaths in 

care homes and hospitals such as Winterbourne View, Mid-Staffordshire, and 

Morecombe Bay (Care Quality Commission, 2011; Francis, 2013; Kirkup, 2015). 

Despite political agendas, Hunt’s argument in favour for a no-blame culture with UK 

medical practice is supported within available literature. In 2002, the ‘Building a Safer 

NHS for patients: Implementing an organisation with a memory’ was issued by the 

Department for Health (2002). This promoted a no-blame culture within the NHS, and 

the primary justification for this was to simultaneously encourage people to report 

behaviours and actions deemed unprofessional within the medical profession, and to 
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alleviate pressures felt by medical practitioners that may contribute to errors being 

made (Darley and Pittman, 2003). However, White’s (2006) research implies that 

contrary to this movement, the reality is that the National Health Service struggled to 

operate in accordance to no-blame because of the existing clandestine nature of the 

medical profession.  

Further to this, Ottewill (2003) argues that blame-related factors including denying the 

existence of human errors and criminal/public shaming of practitioners has left the 

public healthcare service vulnerable, a concern considering its ‘high-reliability’ 

institutional status. If fully embraced, this could enhance transparency and positive 

professional relationships amongst practitioners, discourage fear of punitive 

reprimands and ‘cover-ups’ (Ottewill, 2003), as well as bettering patient experience 

(Department for Health, 2002). White’s (2006, p. 536) research focuses on 

confidentiality and whistle-blowing issues that medical professionals experience in the 

UK, with a focus on anaesthetists. White (2006, p. 535) implies that the pro-blame 

legal system was devised to target the reputation of anaesthetists in particular. Albeit 

this claim is unsupported and is most likely a by-product of a generic pro-blame 

culture, rather than its sole purpose.  

What White’s (2006) research explores in detail is the issue of distinguishing the 

differences between culpability and accountability in the context of no-blame. This 

paper details how no-blame is disadvantaged because of the dominant culture of blame 

and the wider adversarial system; both of which apportion culpability. The author’s 

(2006, pp. 536-537) main criticism of no-blame is that it fails to apportion culpability 

and punishment onto the ‘guilty’, which derives parallel arguments made in favour for 

a Just Culture (below).  
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Similarly, Wachter and Pronovost (2009, p. 1403) represent how the no-blame culture 

has been received in the US medical institution; namely, it is an alternative method of 

accountability for professionals but seen as a way of averting responsibility in the eyes 

of patients. As previously outlined, the impact of Weaver’s (1986) ideas in Blame 

Avoidance Theory has been applied to medicine as Wachter and Pronovost (2009, p. 

1403) referred specifically to the “Circle of Wagons” tactic, stating that medical 

practitioners come together to exploit no-blame as a vehicle for avoiding the deep-

rooted problems which can be viewed as a contributing factor to a ‘wall of silence’ 

amongst professionals (Wachter and Pronovost, 2009: p. 1403).  

Here is where the author’s argument resides; that the no-blame culture has been diluted 

and manipulated to the advantages of professionals which undermines accountability 

measures, a key message conveyed by those in favour for a Just Culture. Wachter and 

Provonost (2009) state that if the threat of reprimands diminishes, then practitioners 

will be further incentivised to cut corners that contribute to errors made. The author’s 

(2009, p. 1402) found that information regarding how no-blame works has not been 

communicated thoroughly to the public, and this miscommunication has led to no-

blame being misinterpreted universally.  

This argument has extended its reach into debates held within the UK Houses of 

Parliament, for example when discussing the Serious Case Review (SCR) into child 

sexual exploitation (CSE) in Oxfordshire, East Oxfordshire’s MP Andrew Smith 

(2015) remarked the following;  

“Should there not be wider, independent scrutiny of the internal management 

reviews which underpinned this serious case review? Do the public interest 

and redress for victims not dictate that those responsible for these failings 

should be fully held to account?”  
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The authors (2009, p. 1402) explained that the publics confusion stems from a lack of 

knowledge about human errors and that they exist in two broad categories, 

intentionally harmful actions and behaviours, and honest human error. Malle et al.’s 

(2014) model identified these two distinct categories and the importance of 

establishing intent, explaining comprehensively that the latter often requires 

systematic amendments to procedures to better transparency for service operators, as 

advocated by the airline industry (Reason, 2000a; Ottewill, 2003; Wachter and 

Pronovost, 2009: p. 1403).  

The Airline Industry 

“The catastrophes send us warning signals” (Perrow, 1984: p. 351). 

Perrow’s (1984) ‘Normal Accidents: Living with High-Risk Technologies’ has a 

chapter that provides a comprehensive insight into the airline industry and looks into 

why air-borne incidents have rapidly decreased in recent decades. The emphasis is on 

how the complexity of systems facilitates errors resulting in failures, because if the 

system breaks down this becomes incredibly difficult for a human operative to divert 

from, or override, and that by introducing the human element, this can exacerbate the 

situation (Perrow, 1984). Perrow (1984, p. 134) expanded further by explaining that 

blame is often an inappropriate and/or misinformed response to airline disasters as it 

tends to involve the blaming of a victim/s for negative consequences, such as injuries 

or death inflicted onto themselves and others.  

Hence a melting pot for ‘disasters’; an intricate system may have a dormant, 

unforeseen fault that maybe triggered by an error made by a human operative. 

Therefore, what would need to be rectified is the original source of the failure. 

Although written thirty-seven years ago, Perrow’s (1984) ideas about the inherent 
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dangers of complex systems and attributing blame to “high-risk systems” are still 

pertinent and continue to be recycled in modern safety models amongst other 

disciplines, the most prominent being in cognitive psychology and the Systems 

Approach by Reason (2000a). 

As mentioned at the beginning of this chapter, Reason (2000a) conceptualised the 

psychology of blame into two distinct models that are used when considering blame 

in the airline industry; the People and Systems Approach. The former blames an 

individual for faults made, whereas the latter embraces the notion that human errors 

are natural and that fault is within the system (Reason, 2000a: p. 786). The Systems 

Approach echoes ideas previously advocated by Perrow (1984) which is that human 

errors are not the cause but a by-product of systematic failures, and if there is to be a 

human element carrying out procedures then there is always going to be some degree 

of risk involved, and to avoid failures this needs to be accepted and navigated 

(Kemshall, 2003). Reason (2000a, p. 769) illustrates further with the Swiss-cheese 

Model whereby human and systematic errors can slip through unforeseen holes to 

contribute towards failures. The impact of Reason’s work on the Systems Approach 

has extended its reach outside the airline industry, most importantly for this thesis it 

has heavily influenced Munro’s (1996; 2005; 2011) research into child protection. The 

Systems Approach was advocated by Munro as the best method of conducting the 

formerly termed Serious Case Reviews (Munro, 2011). 

Major Crime Reviews (Including DHRs) 

No-blame reviews are not a new phenomenon and they are regularly practised in the 

criminal justice system of England and Wales. There are three examples of other 

reviews into major crime where no-blame is regularly exercised: judicial reviews, 

coroner’s inquests and 28-day progress reviews. To start, judicial reviews were set-up 
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primarily to ensure that procedural standards have been upheld, not to attribute 

responsibility or re-examine any previous outcomes (Courts and Tribunals Judiciary, 

2017). Coroner’s inquests are exercised if preliminary investigations are insufficient 

and further examination is needed to firmly establish the cause and mode of death, not 

to assess culpability (Ministry of Justice, 2014: p. 15). Finally, 28-day progress 

reviews are used by the police service to establish the current state of an unsolved, but 

live, major crime investigation (Nicol et al., 2004).  

Looking further afield, the formats of DHRs in England and Wales were inspired by 

similar reviews conducted elsewhere within the world into domestic fatalities, child 

abuse and fatalities such as the US, Canada, Australia, and New Zealand (Durfee et 

al., 2002; Wilson and Websdale, 2006; Dawson, 2017) therefore this can be seen as 

an unofficial globalised seal of approval. Here, what will be discussed are some of the 

roles that facilitate the review’s current formats; case-independent panel 

representatives, co-victims, and the independent Review Chair.  

Each organisation present at DHR panel meetings should put forward an independent 

staff member who has had no prior involvement in the case; this person becomes 

known as a panel member. This compliance contributes to a no-blame environment in 

numerous ways; first, it minimises blaming individuals, as the person that could be 

blamed (e.g. the frontline service provider in direct contact with the victim) is not 

present when examining the narratives. Simultaneously, this, to an extent, may remove 

compromised decision making (both at panel meetings and when compiling the 

Individual Management Reviews) that would be exhibited from those originally 

involved as they are more likely to be emotionally invested in the case (Reder et al., 

1993; Darley and Pittman, 2003).  
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Steffel et al. (2016, p. 33) refer to the burden that decisions and their (negative) 

consequences may have, therefore an independent representative can be seen as a 

method to ease this unpleasant sensation for all involved. Furthermore, DHRs should 

seek to involve people close to the victim including family and friends (Home Office, 

2016b: pp. 17-19). Inherently such individuals will have an emotional attachment to 

the DHR and negative feelings may be concentrated towards a particular profession, 

so removing the frontline staff member will help to discourage putting blame onto that 

individual or organisation, whilst giving those close to the victim a sense of 

empowerment as their voices and narratives as indirect or co-victims are heard. 

Steffel et al. (2016) note that delegating to someone with a better comprehension of 

the situation may improve decisions made and alleviate pressures felt by others. This 

is reflected in the role of the independent Review Chair appointed by the community 

safety authority, which has been utilised across various reviews, as with public 

inquiries. As well as the importance of independence discussed above with panel 

members, the Chairing role is crucial because this individual is the knowledge expert 

within the field, whereas most organisations present are required to be the embodiment 

of the proverb ‘a jack of all trades, a master of none’, for instance the professional 

remit of the police constable varies from attending instances of minor anti-social 

behaviour, through to being a first attending officer at a murder scene. This is a method 

of avoiding blame for organisations as responsibility for the review is with the 

designated multi-agency body, and the quality and transparency of the review relies 

on the Review Chair and their expertise. As this chapter has progressed, it is evident 

that the arguments put forward for no-blame are fragile.  
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3.7 A New Contender: The Just Culture 

“That is not to say that people should go without any repercussions when things 

have gone wrong, but simply wagging the finger of blame has clouded our 

judgment too much in the past” (Tim Loughton MP, 2011). 

Tim Loughton MP (2011), a Conservative Member of Parliament representing East 

Worthing and Shoreham articulated the above whilst debating the Munro Report in 

the House of Commons. Knowingly or not, Loughton presented one of the central 

issues with a no-blame culture. In most instances, no-blame is difficult, if not 

unfeasible, to implement (Reason, 2000b). Hence, the idea of a Just Culture began to 

gain momentum. Reason (1997, p. 205) succinctly summarises why the idea of a Just 

Culture exists below;  

“First, it would be quite unacceptable to punish all errors and unsafe acts 

regardless of their origins and circumstances. Second, it would be equally 

unacceptable to give a blanket immunity from sanctions to all actions that 

could, or did, contribute to organizational accidents”. 

Therefore, a Just Culture is a balancing act that allows for pro-learning to stay at the 

centre of organisational safety and growth, but concurrently, ensuring that 

proportionate accountability measures are upheld, allowing punishments or 

reprimands to be pursued if deemed appropriate. For example, this shift was evident 

in Sir Alan Wood’s (2016) report into the effectiveness of Serious Case Reviews 

(SCRs) in England. Whilst outlining his ideas to improve the current SCR system, 

Wood (2016, p. 53) explicitly stated that; 



   
 

99 | P a g e  

“if there were issues in a case that relates to the behaviour or competence of 

individuals they are most sensibly and effectively dealt with through the staff 

competence and disciplinary processes of the relevant agency”.  

Wood’s (2016) remarks show that he was aware of the negative connotations attached 

to a no-blame approach and culture, of which he was keen to navigate away from with 

regards to his report and retain focus on the procedural elements of SCRs. Hence, there 

has been an active movement within the world of organisational safety to endorse 

‘positive safety cultures’, to facilitate transparency within an institution through a 

reporting and pro-learning culture (Institution of Occupational Safety and Health, 

2015). A Just Culture is not without its issues; one major problem is that with pursuing 

a Just Culture is that organisations need to ascertain what constitutes acceptable and 

non-acceptable behaviour and actions (Reason, 1997: pp. 205-206; Reason, 2000b: p. 

12).  

This ties in closely with psychological principles from Jones and Davis’ (1965) 

Correspondence Inferences and Malle et al.’s (2014) theory which explores observer 

interpretation of an individual’s actions, behaviours, and intent. In order to approach 

this, organisations need to contain and control staff actions and behaviours that could 

potentially violate safety, which is crucial because employee conduct is reflective of 

the organisation and how it works. Where to cap such behaviours needs to be clearly 

stipulated by organisations without any room for ambiguity, so that employees “know 

where the line is drawn” (Reason, 2000b: p. 12), and to be aware of reprimands should 

this be breeched. 
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3.8 Chapter Conclusion: The Saviour or the Scapegoat?  

Blame has become an accepted part of how people hold the decisions, actions, and 

behaviours of others to account. To introduce and understand this socially constructed 

concept, this chapter has introduced organisational cultures, human errors, theoretical 

explorations of how and why people blame, avoid blame, the ability to defend 

decisions, and why no-blame became sought after. This has been pursued through the 

promotion of a no-blame and pro-learning culture evidenced in the airline and medical 

practice professions, and elements of this have been emulated in Domestic Homicide 

Reviews (DHRs). 

Although blaming has its place in other aspects of social life (for example ascertaining 

intent and guilt in civil and/or criminal court proceedings), with regards to improving 

services, blame can divert attention away from what really matters (Choularton, 2001). 

At DHR panel meetings and discussions, professionals intend to discover what went 

wrong procedurally. But here is the turning point. Instead of apportioning blame upon 

frontline staff and/or their associated organisation, they collectively focus on efforts 

to explore and identify the error/s and how they contributed towards the failure. 

Review recommendations are devised and implemented to create systemic, 

organisational changes in an attempt to fulfil their aims of improving service 

provision, knowledge, and potentially discouraging cases of domestic abuse, suicide 

and homicide in the future. However, no-blame is no longer on a pedestal and 

professions are now exploring alternatives, such as through a Just Culture approach, 

in order to retain the positives of no-blame such as transparent working but also to 

keep punitive accountability measures in place for when something goes wrong 

(Reason, 2000b). It could be hypothesized that those who may want someone or 

something to blame in these circumstances are the family and friends of the deceased, 
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otherwise referred to as co-victims, and it is the existing literature that has focused on 

these individuals that will formulate the basis of the next chapter. 
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Chapter Four: 

The Forgotten: Co-Victims of Homicide  

This third and final chapter based on previous literature will explore the relationship 

between co-victims, homicide, and major crime reviews. In accordance with the Home 

Office’s (2016b, p. 7) guidance, each Domestic Homicide Review (DHR) “should 

articulate the life through the eyes of the victim (and their children) and talking to 

those around the victim including family, friends, neighbours, community members 

and professionals”. This chapter aims to explore the role of co-victims documented in 

existing literature.  

In order to do this, the following themes will be examined, starting with the immediate 

impacts that co-victims might experience post-homicide, such as grief and the 

overwhelming need to make sense of what has happened. Next to be discussed is 

secondary victimisation; in particular, how the nature of the criminal justice system 

and how criminal justice agencies interact with co-victims can facilitate secondary 

victimisation. Finally, this chapter will explore what has been documented in existing 

literature relating to co-victims of domestic homicide and DHRs. To start, the opening 

section details the differences between a victim and a co-victim. 

4.1 Who Is A Co-Victim? 

First to be addressed in this chapter are the differences between a victim and a co-

victim. The Ministry of Justice (2015, p. 1) define victims as;  

“a natural person who has suffered harm, including physical, mental or 

emotional harm or economic loss which was directly caused by a criminal 

offence; a close relative of a person whose death was directly caused by a 

criminal offence”.  
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This definition highlights that there are two types of victim; the intended, primary 

target and those who were not the intended target, but who experience the 

repercussions of the initial crime committed against another. The latter classification 

is also termed as a co-victim, which includes family members (spouses, parents, 

siblings), close friends, guardians/carers, neighbours, and co-workers (Office for 

Victims of Crime, no date; Simmons, Duckworth and Tyler, 2014; Ministry of Justice, 

2015: p. 91). For DHRs specifically, Section 6 of the revised Home Office (2016b, pp. 

17-19) guidance documents the inclusion of such individuals. 

“Families should be given the opportunity to be integral to reviews and should 

be treated as a key stakeholder. The chair/review panel should make every 

effort to include the family and ensure that when approaching and interacting 

with the family the Panel follows best practice” (Home Office, 2016b: p. 17).  

4.2 Grief and What Makes Sense 

Simmons et al. (2014, p. 510) situate grief experienced in the context of homicide as,  

“an atypical response to bereavement that includes prolonged yearning for the 

deceased, a loss of previous positive schemas (i.e. beliefs and worldviews), 

and a general inability to function”.  

Existing literature explains that grief can induce stress-related disorders, newly 

exhibited behaviours (either reactive or maladaptive coping behaviours), a constant 

and highly emotional state, and cognitive conflicts and distortions (Connolly and 

Gordon, 2015: pp. 497-499; van Wijk et al., 2017: pp. 149-152). These changes have 

the potential to alter how someone perceives their self-identity, whether temporarily 

or for a substantial period. Alterations to self-identity, especially regarding emotional 
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and cognitive function is important to note, as this is most likely where people hold 

their ideas and concepts about the world and how things should and should not work.  

Stretesky et al. (2010) outlined “sense-making as a form of meaning making that 

focuses on understanding the [murder] which then, contributes to post loss identity 

reconstruction”. Armour (2002a, p. 114) expands on this definition, implying that 

sense making is also a method of coping for a co-victim who is trying to gain an 

understanding as to what and why this event happened. The more violent the case, the 

less likely that the co-victim is able to make sense of the circumstances (Armour, 

2006). Internalised beliefs, norms and values held before the event about a myriad of 

concepts will most likely be reshaped or abandoned as they no longer resonate, and 

the individual will be driven by “the intense pursuit of what matters” (Armour, 2006: 

p. 106).  

To explore this further, Armour (2006, pp. 107-115) devised a theoretical framework 

which contains three different stages, looking at how co-victims make meaning and 

sense through their actions via finding the truth, holding those responsible to account, 

and living to commemorate their loved-one. Armour’s (2006) framework has been 

used by others to explain, and expand upon, post-incident behaviour throughout co-

victim literature (Stretesky et al., 2010; Gekoski et al., 2013; Stretesky et al., 2016).     

The extent to which the grieving process is interrupted is dependent on external factors 

around the co-victim that can aid or distort making sense of the situation, such as 

media coverage, social support networks, and treatment by criminal justice agencies 

and procedures (Neimeyer, 2001; Connolly and Gordon, 2015). Often these attributes 

are out of the co-victim’s control and because of this, it has the potential to exacerbate 

grief and sense-making (Stretesky et al., 2010). For instance, the nature of modern 
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media coverage is intense and intrusive (Rock, 1998), as shown by rolling 24-hour 

news channels and social media. What Armour (2002b, p. 375) notes is that the media 

take away any privacy co-victims need to fully comprehend the situation. The media 

have the power to create and disseminate their own narrative of the incident 

irrespective of informing or involving the family (Rock, 1998; Armour, 2002b; 

Connolly and Gordon, 2015). Therefore, what society will interpret and perceive about 

the victim and their family can be dependent on the narrative produced by the media 

(Stretesky et al., 2010).  

Such intrusions and inferences have consequences elsewhere; namely, the social 

infrastructure around the co-victim needs to be cohesive, supportive, and empathetic 

to encourage positive meaning-making (Armour, 2003). How one attempts to re-

define themselves is shaped by interactions with others (Stretesky et al., 2016). 

However, some experience hostile and radical differences of opinion about the 

situation when compared to other family and friends, who end up distancing 

themselves from the co-victim. This then facilitates isolation, separation, and 

secondary victimisation (Armour, 2002b; 2003).  

4.3 Secondary Victimisation 

Secondary victimisation is when co-victims are re-victimised by organisations and/or 

procedures following the initial victimisation of the original criminal event (Victim 

Support, 2002). From the first recording of the criminal event, the process is controlled 

and overseen by a myriad of criminal justice agencies. As identified by Stretesky et 

al. (2010; 2016) and Gekoski et al. (2013), what can facilitate secondary victimisation 

varies from the type of interaction co-victims have with criminal justice agencies, to 

the lack of information about the case, and feeling invisible or side-lined by criminal 

court proceedings. This, coupled with the co-victims trying to deal with the situation 
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(outlined above) and the sense of powerlessness, has the potential to alter what the co-

victim considers as justice for the deceased (Stretesky et al., 2016). 

Research has found that contact between co-victims and criminal justice agencies is 

pivotal. Poor or limited communication, insensitive behaviours by practitioners, and a 

lack of information sharing is likely to adversely affect how co-victims view the 

organisation and their organisational practices (Gekoski et al., 2013; van Wijk et al., 

2017). The behaviours and attitudes of professionals within the criminal justice 

agencies are essential as it adds to the co-victim’s perception of the individual, and 

credibility of the wider organisation. This facet is evident in cold cases. If there are no 

arrests or any identifiable suspects over a period of time, some co-victims may feel 

that authorities have lost interest in the case and that professionals acted in a way that 

reaffirms this and, in turn, this can justify feelings of anger and frustration being 

transferred onto the criminal justice agencies themselves (Stretesky et al., 2010; 

Stretesky et al., 2016).  

Gekoski et al. (2013, pp. 313-319) report that co-victims experienced inconsiderate 

conduct and behaviour throughout different stages of the criminal investigation, from 

policing personnel through to members of the coroner’s office and the Crown 

Prosecution Service. Unprofessional behaviour or attitudes affect co-victims, who can 

interpret such behaviours as disrespectful and can stop them from feeling close to who 

they have lost, all of which prohibits any learning about the event for the co-victim 

and possibly the practitioners themselves. 

What can help is the dissemination of select, but pertinent information to co-victims. 

Information is the lynchpin for building any criminal case. It helps to formulate a 

narrative, find the offender/s, convince a jury and secure a conviction. It is crucial for 
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the police to be careful with divulging information as over-sharing can, and has, led 

to prejudicing the cases being built (Goodrum, 2007; Casey, 2011: p. 37). However, 

the police can be reluctant when giving information to co-victims and reasons why 

this might be is not communicated well (Stretesky et al., 2010; Casey, 2011: p. 32; 

Connolly and Gordon, 2015).  

Goodrum’s (2007, pp. 748-749) study shows that for co-victims, information was 

essential for understanding what has happened, and this transcends through to other 

criminal justice agencies involved. Through interviews with victim support workers 

and those working for the prosecution in Canada, Wemmers (2008) emphasises that 

by being forthcoming with information, this could encourage positive communication 

between the prosecutors and co-victims, alleviating stress for both parties. Therefore, 

building a positive rapport with co-victims that is maintained throughout the whole 

criminal justice process could discourage secondary victimisation, and help co-victims 

with coming to terms with what has happened.  

There is an argument that the criminal court system in England and Wales facilitates 

secondary victimisation because co-victims effectively become redundant in the court 

proceedings (unless summoned as a witness) as the case is not explicitly in relation to 

them or the victim, but the defendant against the Crown (Casey, 2011; Hoyle and 

Ullrich, 2014). Mullane (2017, p. 279) states that, “the criminal justice system often 

does not recognise how important it is for families to participate in a process that may 

help other victims”. Therefore, co-victims have no identifiable role to play in the 

criminal justice process, adding to their sense of powerlessness and loss of control 

over the situation (Goodrum, 2007).  
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This is a consistent finding across other countries and is also evident in inquisitorial-

based court systems (Armour, 2002a/b; Wemmers, 2008; Simmons et al., 2016; van 

Wijk et al., 2017). Goodrum (2007), Hoyle and Ullrich (2014) and Englebrecht et al. 

(2014) emphasise that for co-victims, participation throughout the processes is just as 

important as any judicial outcome. For many, the punishment will never fit the crime 

that has been committed; therefore, participation is another way in which they can 

achieve some sense of power and involvement rather than closure, as this is an 

unrealistic expectation (Armour and Umbriet, 2006; Simmons et al., 2016).  

However, this sentiment does not transcend all cases and respective reviews as not all 

have the opportunity to go through court proceedings. This would happen if the 

suspect entered court with a guilty plea for instance. To substantiate this point, 

Stretesky et al. (2010, p. 885) and Allsop (2018, p. 197) note that co-victims of cold 

cases feel that they are left without justice because the offender/s have gone 

unidentified and as such, there is no prosecution or legal conclusion. As evidenced 

throughout the chapter so far, there has been minimal published literature that has 

focused on co-victims and their experiences first-hand with the DHR process. 

4.4 Co-Victims and DHRs  

As stated in Chapter Two, there are various purposes that justify why DHRs exist in 

England and Wales. Although the main purposes focus on reviewing organisational 

processes and procedures, there is reference to involving co-victims and making their 

contributions a constituent component of the DHR process (Home Office, 2016b; pp. 

17-19). Practically, co-victims can be supported by either Advocacy After Fatal 

Domestic Abuse (AAFDA) and/or Victim Support. Victim Support have a dedicated 

homicide service team that provide various advice and counselling services (Victim 
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Support, no date), and AAFDA provide specialised support to others going through 

similar situations and reviews (AAFDA, 2020a). 

Mullane (2017, p. 268) documents that in some DHRs, the family in particular is not 

given the same credence as other contributors, encouraging a ‘hierarchy of testimony’ 

(Home Office, 2016b: p. 17). Such attitudes by Review Chairs and DHR Panels may 

facilitate secondary victimisation previously explored. In these scenarios, co-victims 

(who have been bypassed by the criminal justice system) are finally presented with a 

way in which they can have a prominent contribution and by dampening this, it could 

induce feelings of insignificance and frustration with the Review Chair, DHR Panel, 

and the DHR process as a whole, and elongating the grieving process. Mullane (2017, 

p. 267) also articulates that co-victims can provide information that professionals may 

not have been aware of previously, including the context of the community and 

undocumented or unknown agency interaction.  

Therefore, if the purposes of a DHR is to learn from what has happened, rectifying 

weaknesses in organisational policy and practice and to continue developing what is 

known about domestic abuse, the benefits of involving the family outlined by Mullane 

(2017) and the Home Office (2016b, pp. 17-19) should help to contribute towards 

fulfilling these aims, and to generate a greater degree of knowledge and understanding.  

Stanley et al.’s (2019) paper is one of two published academic research that is solely 

concerned with co-victim involvement in the DHR process. Specifically, the focus 

here is about involving child co-victims in DHRs. The dataset consisted of “125 

children [involved] in the fifty-five DHRs” (Stanley et al., 2019: p. 62). Stanley et al. 

(2019, p. 70) comment that DHR Panel’s very rarely invited children to take part;  
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“In a small number of cases (three), children were invited to contribute to the 

review process and declined and, in a few cases, family members or 

professionals provided comments on behalf of children. In three reports, older 

children chose to provide comments to the review and did so in a way that was 

supported”. 

The paper shows that children are not prominent figures in these reviews; therefore, 

their overall contribution to the process is minimal. This indicates that despite 

guidance, the current working of DHRs is not inclusive and struggles to obtain a 

comprehensive picture to contextualise the relationship and domestic abuse dynamics 

between the victim and offender. As identified in the study, there are legitimate 

concerns that may dissuade Review Chairs and DHR Panels from including children’s 

narratives such as secondary and additional trauma, anonymity, and their age (Stanley 

et al., 2019: p. 70). But the authors (2019, p. 71) acknowledge that by not including 

children, who are likely to be witness to and victim of abuse prior to the homicide, the 

process silences their experiences of both the preceding abuse and the homicide in 

question. 

The second research paper is by Rowlands and Cook (2021), which focused on the 

wider family involvement in the review process. The author’s (2021, p. 6) provide a 

concerning account in relation to family involvement within these processes, stating 

that “although family involvement is held central to DHRs, its shape or form is 

unclear”. This research uses existing Domestic Violence Fatality Review (DVFR) 

literature and DHR policy as the primary sources of information to try and establish 

family involvement, however it is stated that “considering research to date, we know 

very little about family (and others) experience of DHRs, beyond a small number of 

previously mentioned family accounts” (Rowlands and Cook, 2021: p. 8).  
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Therefore, the findings produced should be interpreted with caution because of the 

aforementioned (this has been partially acknowledged by the author’s also). 

Nevertheless, what this research has produced is a critical examination surrounding 

familial involvement (via the Theory(s) of Change). For example, the author’s (2021, 

p. 10) question whether familial narratives are needed as the DHR process is focused 

on improving systems and future service provision. Consequently, Rowlands and 

Cook (2021) have contributed to this area of knowledge, and in doing so, they have 

created an initial platform for future DHR research to use when explicitly focusing on 

assessing family involvement in DHRs.    

Evidently, there is not enough academic research that has focused solely on the co-

victim contribution to DHRs, and what involving such individual’s means for all 

parties involved. What this chapter demonstrates is that there is a need to first 

understand what people go through after a homicide has been committed, and to 

acknowledge why being involved with the review is important for them and for 

professionals. These individuals are crucial to providing the personal narratives that 

are often silenced throughout the criminal justice system, and their inclusion should 

fulfil some of the purposes of why DHRs exist; namely to learn lessons, understand 

the context of domestic abuse situations, and to prevent similar case characteristics 

being replicated in other cases in the future. 

4.5 Chapter Conclusion: The Powerless or the Powerful?  

This chapter brings into focus the place of the co-victim in the aftermath of incidents 

of serious and major violent crime. It can be surmised from the available literature that 

during a time of intense and unique grief and vulnerability, co-victims are driven to 

try and make sense of what has happened. However, there is a tangible clash of 

priorities between criminal justice processes and a personal sense of mission detailed 
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by Armour (2006), with the former being ineffective at understanding and mitigating 

for the latter. This is where Domestic Homicide Reviews (DHRs) could come into 

play and be beneficial to both parties, as DHRs involve official agencies and 

encourage family and friends to take an active part in the associated review (Home 

Office, 2016b: pp. 17-19); something not offered by official criminal proceedings.  

This can be shaped by interactions with criminal justice agencies, the media, 

experiences in court, and reactions by members of society. Throughout this chapter, it 

is evident that there are numerous gaps in academic knowledge in this subject area. 

First, the majority of literature referred to throughout this chapter comes from research 

into cold case reviews, specifically from the United States, and that to date, there is 

very little existing literature about co-victims of major crime and/or review processes 

in England and Wales. In addition to this, there is also a distinct lack of research 

looking at co-victim’s involvement within DHRs specifically. Therefore, there is an 

identifiable need for academic research and literature to fix its focus on co-victims, 

understanding their role, and understanding how their role is both seen, interpreted, 

and fulfilled via DHRs in England and Wales. This is typified by Armour (2006, p. 

119), who noted that, “future research is needed to examine how populations who deal 

with different kinds of trauma use or add to the processes [described in this chapter]”.  
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Chapter Five: 

Methodology Chapter 

This chapter will detail how I set about preparing for and conducting this PhD 

research. To remind the reader, the broad aim of the research is to examine and 

critically analyse both the principles and operation of Domestic Homicide Reviews 

(DHRs). As demonstrated by the research questions (see page 24), this thesis focuses 

on identifying the policies associated with DHRs and how DHRs work in practice, 

understanding what role/s co-victims and organisational cultures have in this process, 

and ascertaining whether a no-blame approach is important in DHR practice. By 

focusing on the aforementioned, this research also aims to see what can be learned in 

current practice to improve the value of future Domestic Homicide Reviews.  

To fulfil the research aim and questions to the best of my ability, this is a qualitative 

study that employed three methods of data collection: semi-structured interviews with 

professionals and co-victims, observing parts of the DHR process from three active 

reviews, and the analysis of relevant documents. Following the discussions into each 

data collection method, this chapter will then explore the ethical issues and 

considerations that emerged in this research. To end, this chapter will detail how the 

data was analysed. Because of its versatility and association with qualitative data (see 

Braun and Clarke, 2006), thematic analysis was used to analyse all the data collected 

for this research. Specifically, Braun and Clarke’s (2006) phases of thematic analysis 

was used to provide the analysis process for this research with an identifiable and 

replicable structure.  
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5.1 A Qualitative Study 

This study’s emphasis is to provide detailed, rich data centred on DHRs, rather than 

numerical data. Hence, a qualitative approach is used as this study has explored how 

DHRs work in practice, which included ascertaining the perceptions, thoughts and 

feelings of those involved with these reviews (Miller, Copes and Hochstetler, 2015: p. 

3). The qualitative approach is not without weaknesses and is regularly criticised for 

producing data that is “lacking substance, science and therefore validity” 

(Westmarland, 2011: p. 84). To lessen the effects of this, this study has factored in 

triangulation through using three methods of data collection, as the data from each 

method has been cross-referenced against one another (Davies and Francis, 2018: p. 

532).  

Moreover, in doing this, a method’s limitation can be mitigated for by using the 

strengths of another (Miller et al., 2015: p. 8; Davies and Francis, 2018: p. 532). For 

instance, one of the weaknesses of qualitative interviewing is that the emerging data 

can be subjective and open to interpretation (Bryman, 2016: p. 398). By observing 

meetings and analysing documents, this study has attempted to overcome this by 

corroborating or refuting what has been said against what can be seen, and what has 

been documented. 

The data collection methods chosen for this research were interviews, observations, 

and the acquisition and analysis of relevant documents. In reviewing previous 

literature, it was found that, as far as could be determined, that no published research 

had to date combined all three data collection methods into one study about DHRs. 

Hence, this research has identified a methodological gap and provided a unique and 

original contribution to this area of work. This chapter will now look at each data 

collection method in detail, starting with the interviews.  
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5.2 Interviews 

It was established during the early stages of this research that exploring the perceptions 

of those who work within the parameters of DHRs was important in order to address 

the overall research aim and questions. Specifically, it was crucial to gain such insights 

as these individuals will have practice and evidence-based opinions and knowledge 

about DHR policy and how the process actually works. Therefore, the interview 

sample for this research was a mix of convenience and snowball sampling.  

Convenience sampling is a way of devising a sample based on accessibility to specific 

people and/or environments, which may include “hard-to-reach populations” (Clarke 

et al., 2021: p. 177). Boeri and Lamonica (2015, p. 128) labelled this form of sampling 

as “quick, inexpensive and straightforward”, hence it can be perceived as a useful 

method for researchers with regards to selecting cases pertinent to the research in 

question. The flexibility of convenience sampling also allows other forms of sampling 

to be used alongside it (Boeri and Lamonica, 2015: p. 128).  

For this research, I also chose to use snowball sampling. Boeri and Lamonica (2015, 

pp. 129-130) define snowball sampling as a process which “involves starting with one 

case, usually an individual known to the researcher to be a legitimate case for the study 

[the convenience sampling element], and asking that person to refer others”. The 

strengths and limitations of using these sampling methods are provided throughout the 

following sections on interviewing.   

It is also worth noting that this research has provided a platform for interview 

participants to share their experiences (cf. Noaks and Wincup, 2004: p. 78). In total, 

thirty-four semi-structured interviews were conducted; thirty-two were with 

professionals, and two were with co-victims. This section provides information about 
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how interviewees were recruited, and detailed information about interviewing 

professionals and co-victims. Ethical issues around the interviewing are considered 

later in the chapter.  

Accessing Interviewees 

When starting this research, I knew that I wanted to interview people with certain roles 

that are integral to how the DHR process currently operates; in particular DHR Review 

Chairs, DHR Panel members, and Individual Management Review (IMR) authors. 

Aside from this, I did not explicitly target any other professional roles. I also wanted 

to include co-victims, as they are essential to the process according to DHR guidance 

(Home Office, 2016b: pp. 17-19), but I was initially concerned about this from an 

ethical point of view (discussed in more detail later on in this chapter). 

Ultimately, DHR Panels are largely comprised of public and voluntary/third sector 

organisations. According to the Domestic Violence, Crime and Victims Act (2004), the 

agencies that have to attend every DHR in England and Wales are the police service 

(specifically chief officers), local authorities, and the probation service. From the 

Health service, members of the following must be present: NHS Commissioning 

Boards (e.g. NHS Wales or NHS England), Clinical Commissioning Groups, Local 

Health Boards6, and NHS Trusts (e.g. local, geography-based NHS departments, like 

Gloucestershire Hospitals NHS Foundation Trust).  

Non-statutory agencies that might be invited to DHRs on a case-by-case basis can 

include, “housing associations and social landlords, HM Prison Service, HM Courts 

and Tribunals Service, General Practitioners (GPs), dentists and teachers" (Home 

                                                           
6 According to NHS England (no date), Clinical Commissioning Groups “plan and buy the majority of 

local healthcare services for people in your area, including those provided in hospitals and community 

settings". Whereas Local Health Boards, “review current and future health and social care needs of local 

people and recommend health and care priorities for action on this basis” (NHS England, no date). 
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Office, 2016b: p. 11). Furthermore, the Home Office (2016b, p. 11) also endorse 

including relevant “voluntary and community sector [third] organisations” as well as 

“specialist or local domestic violence and abuse service representation” to ensure that 

there is sufficient domestic abuse specialism within each DHR. 

In light of the above, Table 2 (below) lists those interviewed for this research, showing 

that representatives from all but one of the statutory agencies (probation) were 

interviewed. It also shows that some non-statutory agencies have also been included, 

such as representatives from the voluntary sector. Naturally, the data collected and 

emerging themes would have been affected by who I did and did not interview (see 

section below titled Reflecting on Interviews), which is why having more than one 

data collection method for this research was crucial (e.g. to triangulate findings). Other 

key information provided in Table 2 includes the interviewee's role within the DHR 

process, what organisation they worked for (if applicable), where they were based, and 

the length of the interviews.  

TABLE 2: LIST OF INTERVIEWEES 

  
DHR role 

Organisation  
(if applicable) 

Location of 
Work  

Length of 
Interview 

1 Reviewer (aka Panel Member) Independent Wales 01:22:00 

2 Review Chair Independent Wales 01:12:40 

3 Panel Member Police Wales 01:50:00 

4 IMR Author/Panel Member Police England 01:54:03 

5 Panel Member  Police Wales 01:13:56 

6 Review Chair Independent England 03:08:49 

7 Review Chair Independent England 

8 

Civilian Staff Member Office for the Police 

and Crime 

Commissioner (OPCC) 

Wales 01:01:14 

9 Civilian Staff Member OPCC Wales 

10 
Panel Member: Domestic 

Abuse Specialist 

Local Authority Wales 01:26:38 

11 Panel Member Local Authority Wales 01:00:52 

12 IMR Author Police England 01:59:34 
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13 
IMR Author Police England 00:31:47 

 

14 IMR Author Police England 00:43:16 

15 Civilian Staff Member OPCC England 00:29:09 

16 
Panel Member: Domestic 

Abuse Specialist  

Police England 01:44:34 

17 
Review Chair Independent England; 

Wales 

01:19:32 

18 

Panel Member: Domestic 

Abuse Specialist  

Voluntary (or third 

sector) charity 

organisation  

England 01:00:50 

19 IMR Author Police England 01:23:08 

20 Review Chair  Police England 00:52:42 

21 
Panel Member: Specialist 

Advisor  

Independent Wales 00:57:19 

22 Senior Investigating Officer  Police Wales 01:50:22 

23 Review Chair Independent  England 01:58:18 

24 Panel Member Health England 01:10:56 

25 Panel Member Local Authority England 01:25:38 

26 Panel Member Police England 01:19:21 

27 Panel Member Local Authority England 01:17:22 

28 Panel Member Police England 00:45:03 

29 Panel Member Health England 01:03:08 

30 
Family Advocate  Independent England;  

Wales 

01:04:47 

31 
Panel Member Health England 00:55:00 

32 
Reviewer (aka Panel Member) Independent England;  

Wales 

01:08:34 

33 Family Member (co-victim) N/A N/A 00:40:00 

34 Family Member (co-victim) N/A N/A 00:50:00 

    40:40:32 

 

A benefit of using convenience and snowball sampling here was that I could fully 

utilise my access to ‘closed’ populations. This has been replicated in other domestic 

abuse and homicide research. For instance, Hogan et al. (2012, p. 46) used snowball 

sampling to access more professionals with specific experience of supporting male 

victims who have suffered domestic abuse by female partners. Whereas Monckton 

Smith (2020, pp. 1273-1274) employed convenience sampling by analysing “25 cases 

of IPF [intimate partner femicide] drawn from the researcher’s professional work”. 
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This was to supplement other data collected via 575 cases provided on the Counting 

Dead Women website (Monckton Smith, 2020: pp. 1273). Consequently, Monckton 

Smith’s (2020) research produced a homicide timeline focused on explaining domestic 

homicide primarily, and has since been replicated to explain other forms of homicide 

and/or suicide (see Monckton Smith et al., 2022). 

All of the conversations I had prior to the PhD stimulated my interest in DHRs, as I 

had very little knowledge or awareness of these reviews at this point. The overriding 

feeling I had from these conversations were that those who were involved in these 

processes were largely negative about DHRs, professionals in particular. In itself, this 

was difficult for me to comprehend at the time, because even with my limited 

knowledge, I was under the assumption that DHRs were set up to raise awareness of, 

and prevent, domestic homicide. Therefore, in my naivety, I could not understand why 

people would be negative about these reviews. This juxtaposition was fascinating, and 

I subsequently developed a keen professional curiosity to understand DHRs on a 

deeper level. I am aware that my early interactions with others would have affected 

how I perceived DHRs at the time, therefore I most likely developed an initial negative 

opinion about DHRs.   

I was introduced to four more individuals who are actively involved in DHRs. The 

first contact was an independent reviewer who had prior experience in policing, the 

second was a DHR Review Chair who had prior legal experience, the third was an 

Individual Management Review (IMR) author for a police service, and the fourth 

worked for a local authority. After initial, informal conversations with these four 

individuals via email and in person, all were willing to be interviewed for this research 

(interviewees 1, 2, 11 and 12 in table 2). This was the start of this research taking a 

snowball sampling approach, which quickly gathered momentum. Consequently, I 
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was organising and conducting numerous interviews within a concentrated period of 

time. This was exciting to experience as my ad-hoc approach appeared to be working, 

although the quick momentum thoroughly tested my time management and 

organisation skills. 

Once the research had been planned and ethical approval was granted (discussed in 

more detail later on in this chapter), I got back in touch with all thirteen individuals 

above via email. In the emails sent, I also attached an information sheet about my 

research and a consent form (appendices 1 and 2). I asked each individual if they 

would like to be interviewed for the purposes of this research, and all thirteen 

individuals agreed. 

Through interviewing these initial individuals and continuing to build upon the 

existing rapport, four of the original thirteen interviewees offered to put me in contact 

with other individuals active in the DHR environment as potential interviewees (Boeri 

and Lamonica, 2015: p. 128). From this, I was put into contact with seven more 

individuals. Six of the seven individuals worked for various police services either as a 

DHR Panel member or an IMR author. The seventh person had also been a part of a 

DHR Panel as a specialist advisor; their experience was working with women on 

behalf of various voluntary (third) sector organisations (interviewees 3, 5, 13, 14, 19, 

21 and 26 in table 2).  

I also made connections with three individuals during networking opportunities at 

domestic homicide related conferences. I spoke with conference attendees about my 

PhD research and its focus on reviewing procedures. Professional contact details were 

exchanged, and I conversed with all three separately via email. Consequently, all three 

were interviewed for the purposes of this research. One individual was an IMR author 
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and the DHR Panel representative for a police service, and two were independent DHR 

Review Chairs; one with experience in policing and one with local authority 

experience (interviewees 4, 6 and 7 in table 2).   

When attending these conferences, I also made contacts with individuals who offered 

to share my research with colleagues, which they did via email. From this, three 

individuals got in touch with me directly to say that they would like to be interviewed.  

Two of the three individuals worked for the police service as detectives, but both had 

experienced DHRs in different capacities; one had been involved as a Senior 

Investigating Officer (SIO) and the other as a panel member. The other individual was 

an independent reviewer who had more experience with Child Safeguarding Reviews 

at the time; previously, they had also worked for the police service (interviewees 22, 

28 and 32 in table 2).  

To quickly recap, at this point, I had either secured and/or conducted twenty-six 

interviews with professionals and two interviews with co-victims. 

During this time, I also had informal conversations and made new connections with 

individuals who I did not officially interview. This was because it would have been 

inappropriate to do so for the purposes of this research, however I had engaging and 

thought-provoking conversations with them. One particular meeting occurred early 

on, and the individual remarked that my research was both interesting and needed, 

which was great to hear because although I have never doubted the research, I do 

occasionally doubt myself. From these informal conversations, both individuals got 

me in touch with four other individuals all of whom were willing to be interviewed. 

Contrary to the above, three of the four individuals were independent from any 

criminal justice agencies. One was a DHR Review Chair with local authority 
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experience, the second was a family advocate, and the final independent was a Review 

Chair with child safeguarding and domestic abuse related multi-agency experience. 

The fourth individual was working for a local authority and was a DHR panel member 

(interviewees 10, 17, 23 and 30 in table 2).  

In total, thirty-four individuals were interviewed; thirty-two professionals and two co-

victims. As shown in table 2, nineteen of the professionals were based in England, ten 

in Wales, and three worked across both countries.  

Semi-Structured Interviewing 

First to be addressed here are the strengths and weaknesses attached to semi-structured 

interviewing that were considered when designing this research. Mainly, this was the 

preferred method of interviewing because it advocates using interview 

schedules/guides that contain questions and/or topics of interest, as well as prompts 

(provided in appendices 3 and 4). The questions/topics and prompts provided in 

interview schedules are reminders for the interviewer, rather than a strict set of 

questions that must be asked in exactly how they are written and in that particular 

order (Clarke et al., 2021). It should be noted that using interview schedules presents 

its own issues, for example the interviewer must ensure even though there are no set 

questions, all the topics detailed on the interview schedule must be addressed in some 

capacity to facilitate data analysis (Clarke et al., 2021: p. 426).  

Another fundamental issue with interviewing in any format is that the information that 

an interviewee chooses to discuss (and equally, what they choose to omit) can be 

affected by a) their memory recollection, and b) their interpretation of said events 

being recollected. Brookman (2015) explores similar issues when interviewing 

murderers, explaining how their accounts of what happened can be clouded by where 
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they are, what took place, bravado, withholding information, and subsequent 

professional interventions to name a few. The issue of bias is also raised below 

regarding convenience and snowball sampling, which is why triangulation (e.g. using 

more than one data collection method) was used for this research, e.g. to support or 

refute what was being discussed against what was observed, and what was written 

(Davies and Francis, 2018).  

But overall, semi-structured interviewing is a positive. It gives the researcher 

flexibility that is not permitted when undertaking a structured interview, but it still 

enables a researcher to keep the conversation focussed on the research aim/s and 

questions unlike unstructured interviewing (Noaks and Wincup, 2004: p. 81; Pitt et al, 

2020: p. 3; Clarke et al., 2021: p. 426; Haines-Delmont et al., 2022: pp. 2-3). 

Simultaneously, this helps to guide the interviewer, and the flexibility gives 

interviewees the latitude to expand upon their answers in as much (or as little) detail 

as they want (Westmarland, 2011: p. 17; Clarke et al., 2021, p. 426).  

All of the thirty-four interviews took place during the summer months of 2018; thirty-

three were face-to-face, one was by telephone, and they were all recorded (for 

transcribing purposes). The duration of these interviews ranged from twenty-nine 

minutes to over three hours, totalling just over forty hours of recorded conversation 

(see table 2). I decided to approach the interviews in a semi-structured format. As all 

interviews were recorded, this enabled me to give the interviewees all my attention. I 

did make some notes during the interviews when I either wanted to clarify something, 

or if I wanted to probe a bit further on something that was said.  

Also, by retaining some structure in the form of an interview schedule and prompts 

(see appendices 3 and 4), I was able to keep the conversation focussed on my research 
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aim and questions (Noaks and Wincup, 2004: p. 81). Following the principles of semi-

structured interviewing, and guided by the literature, the questions asked covered 

topics such as how DHRs operate in practice, co-victim involvement, the no-blame 

approach, and multi-agency working. The interview schedules for professionals also 

included questions about child safeguarding reviews. The reason for this is that 

originally, this research aimed to look at both forms of review. However, upon 

reflection, this turned out to be overly ambitious for the parameters of a single PhD. I 

decided to remove the child safeguarding review angle from this thesis and to solely 

focus on DHRs as less research had been done in this area of major crime reviews.  

Interviewing professionals and co-victims for this PhD research was one of the 

highlights of conducting this research. Each interview provided me with an insight 

into how DHRs are conducted, but also how individuals felt about the DHR process 

from professional and personal perspectives. I travelled to various destinations across 

England and Wales to conduct the interviews, which although time-consuming and 

sometimes tiring, I thoroughly enjoyed. I know my efforts were appreciated by those 

who were interviewed, and this appreciation was mutual, as I was aware that each 

interviewee had given me their time when they were busy with their daily job 

commitments. For example, when travelling via train to one destination, several trains 

were unexpectedly cancelled. I was in frequent communications with the interviewee 

who was kind and understanding, they repeatedly told me to not worry and they were 

more than happy to still talk with me when I eventually arrived.  

If this research were to be replicated, future researchers could utilise online video 

conferencing platforms (such as Microsoft Teams or Skype) instead of physically 

travelling to destinations if there were issues regarding time and money. Nevertheless, 
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I feel that travelling to meet interviewees was the best approach for this research as it 

helped to cement the rapport between myself and those interviewed.  

All interviews were subsequently transcribed on to separate Microsoft Word 

documents that were individually password-protected to facilitate data analysis 

(discussed later on). At times, I felt frustrated with this method of working as it was 

relentless and time consuming. In hindsight, it was an intrinsic part of the process as I 

was fully immersed in the data and I knew what was said in each interview in detail.  

Reflecting on Interviews 

First, it should be acknowledged that how interviewees were recruited for this research 

will contribute to this research lacking generalisability, albeit generalisability was not 

an explicit aim of this PhD research (see Pitt et al., 2020). Poor, or no generalisability 

is a common criticism of convenience and snowball sampling featured in both generic 

qualitative criminology texts, and domestic abuse and/or homicide specific research 

(Sediri et al., 2020; Clarke et al., 2021; Haines-Delmont et al., 2022). For example, 

Lynch et al. (2021) also used snowball sampling in conjunction with purposive 

sampling to achieve their research aim, which was to “investigate how rural and urban 

community professionals who encounter intimate partner violence (IPV) victims 

perceive potential risk factors for intimate partner homicide related to firearms and 

coercive control”.  

The author’s (2021, NP8012) noted poor generalisability as a by-product of snowball 

sampling, but they persisted with this method of sampling because it was best suited 

for finding and interviewing IPV/A and homicide specialists that had either a rural or 

urban perspective. This strong justification parallels why I opted to use snowball 

sampling in this research; I wanted to ascertain and document practice and evidence-
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based opinions and knowledge about DHR policy and how the process works in reality 

by those involved in the DHR process.  

Whilst acknowledging the above, the combination of convenience and snowball 

sampling worked well in this research, which started from the good rapport I had with 

prior work contacts before this research started. However, this approach was not 

without issues. By selecting cases that are known and readily available to the 

researcher, cases that do not present themselves as accessible are less likely to be 

explored and/or included (Boeri and Lamonica, 2015: p. 128; Haines-Delmont et al., 

2022). Therefore, this research cannot (and does not) claim to be wholly representative 

of all individuals and organisations involved in DHRs.  

For instance, I approached some organisations that I had no prior contact with, and the 

results from this were mixed. I wanted to ascertain a couple more views from civilian 

staff members, so I entered a brief query via an online contact form that was for a 

relevant agency. From this, I was contacted directly by the organisation who informed 

me that two individuals had offered to be interviewed. But I also experienced some 

setbacks via this method. For example, there was a lengthy email exchange between 

myself and members of the probation service. I was told that because Probation was a 

part of the civil service, there was an official mechanism to gain approval for staff to 

be involved involving a detailed application to the National Research Committee 

(NRC), but this is demanding and time-consuming process. Because I did not make 

the decision to interview Probation staff early enough, I decided not to pursue this. In 

hindsight, I should have made a concerted effort to reach out to organisations that I 

had no prior connections with early on, as this would have added other perspectives 

to be considered.  



   
 

127 | P a g e  

By employing snowball sampling in particular to generate more interviews, this may 

have inadvertently led towards initial interviewees signposting me to other individuals 

who have similar views about DHRs to their own, either purposefully or otherwise. 

Boeri and Lamonica (2015, p. 130) outlined this problem via the use of incentives. In 

this research, a potential incentive could be that by referring certain colleagues to me 

with similar views to interview, then a particular portrait of DHRs could begin to 

emerge. Had this been the only data collection method for this research, the potential 

biases of others, as well as my own (addressed above), could have impacted the data 

collected and subsequent analysis of this research. This problem was identified during 

the early planning stages of this research, and this another reason as to why this 

research favoured triangulating data (Davies and Francis, 2018).  

Moreover, because of how my initial list of interviewees was compiled, this will be 

difficult for future studies to replicate albeit not entirely impossible. Another 

researcher could email the organisations aforementioned, as I did with some, but how 

successful this approach would be is unknown. From my experience, I found it more 

difficult to access organisations I had no prior connection to, but it did work in some 

instances (see above). Therefore, having a structured approach to sampling could be 

implemented in future research projects.    

There are also limitations with how I have included co-victims in this research. I 

acknowledge that although the contributions of the two individuals are important and 

valuable, the inclusion of more narratives from co-victims would have further 

enhanced this element of the research. Second, because both now work on raising 

awareness of domestic abuse and homicide, they now have professional experiences. 

So, it can be argued that this sets these individuals apart from other co-victims who 

have not taken this trajectory, but nevertheless, their inclusion in this research can be 
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justified. Hence, the findings from this particular aspect of the research cannot be 

generalised.  

There were three occasions where a series of interviews could have been skewed by a 

similar, uncontrollable factor; having more than one interviewee present at one time. 

When I arrived at the respective locations that had been arranged by the interviewees, 

it became apparent that multiple individuals (two to three) would both be present 

during one interview instead of having a separate interview each. Hence, the 

interviewees were able to hear the answers that their colleague had given. From the 

answers given, it is clear that this set-up did not make the interviewees visibly 

uncomfortable, and at times, this was useful because they could ask for dates or aspects 

of the case which they had forgotten.  

Upon reflection, I was aware that the above arrangements may have impacted on what 

was, or was not, talked about. Therefore, although everything that was discussed 

during these interviews was pertinent to this research, I feel that some may have held 

back on their views because they could be overheard by others. Furthermore, these 

instances could also be considered as ethically questionable because of the 

aforementioned. What this demonstrates is that research is constantly changeable and 

that researchers cannot always be in control of what happens, even if the most robust 

of plans were made beforehand. Nevertheless, it has taught me a valuable lesson of 

communicating the importance of having separate interviews with interviewees, even 

if the interviewees are colleagues, in order to ensure that the answers given are as 

honest as possible and that ethical guidance is always upheld. Next to be considered 

are the observations that were conducted.  
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5.3 Observations 

It was decided that observations would be the best method to help address the part of 

the research aim that focuses on examining and critically analysing how DHRs 

operate. Parts of three active DHRs were observed with two meetings per case, 

totalling six observations (see table 3 below).  

TABLE 3: LIST OF DHR MEETINGS OBSERVED BY CASE STUDY 

Case 
Study 

Victim-
Offender 

Relationship 

Victims Type of Meeting 
Observed 

Length of 
Observation 

(in hours) 

1 Familial  x1 adult victim IMR meeting 3 

  Overview report drafting 3 

2 Intimate 
partner 

x1 adult victim IMR meeting 4 

  Overview report drafting 3.45 

3 Intimate 
partner; 
Familial  

x1 adult victim;  
x1 child victim 

IMR meeting 
3 

Overview report drafting 3 

        19.45 

 

There is little doubt that observations permitted unique insights into the DHR process. 

That said, what can be inferred from these observations must be approached with 

caution. This is for two main reasons. The first is that I have only witnessed selected 

meetings, and not the whole process of any DHR in its entirety which will now be 

explained.  First, it must be noted that the number of meetings per DHR will vary 

according to the complexity of the case in question, hence there are no set number of 

meetings required for each DHR in official guidance. Therefore, the following 

information is an approximate only. 

Aligning with DHR guidance (Home Office, 2016b) and Chapter Six of this thesis, 

the DHR process can be roughly divided into four identifiable stages. Stage 1 would 

include initiating a review, such as benchmarking a case against DHR criteria, setting 

up a DHR Panel, and appointing a Review Chair. Stages 2 and 3 are the review in 
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progress. For instance, stage 2 would include the introductory and Individual 

Management Review (IMR) meetings, and stage 3 would involve the drafting of the 

overview report (meetings) and steps taken before publication (e.g. the overview 

report going through the quality assurance process). The last stage (4) would involve 

the publication of the DHR overview report and other related material. 

According to the above stages, I managed to observe parts of stages 2 and 3 as I 

observed three IMR meetings and three meetings where the overview report was being 

drafted. I am aware that for all three case studies, there were more IMR and overview 

report draft meetings, however I could not attend the remaining meetings because of 

logistics issues, and/or I had clashes with other work-related commitments that could 

not be rearranged.  

As detailed in Chapters Seven and Nine, the DHR process from beginning to end can 

take years to be completed. For a PhD research project, it was an unrealistic 

expectation to observe a DHR from beginning to end, especially as accessing these 

settings proved difficult from the start and I did not gain access until two years into 

this PhD research (discussed in the following sub-section). There would undoubtedly 

have been benefits for this research had I managed to observe the DHR process in its 

entirety. For instance, I would have been able to provide a detailed commentary of the 

whole process from an academic point of view based on observations, which has yet 

to be done in existing research. Although the whole DHR process has not been 

observed here, no published research (to date) has combined all three data collection 

methods into one study about DHRs. Meaning that this research still has an original 

contribution to this area of work.  Moreover, as each DHR is also subjected to regional 

nuances, it could be argued that in order to generate a holistic and accurate insight, 



   
 

131 | P a g e  

observing the entire process would need to be replicated on a larger scale across the 

different local authority areas in England and Wales.    

As identified above, because there is a degree of regional flexibility with how DHRs 

can be conducted (Home Office, 2016b), there will be some differences in how DHRs 

are approached across England and Wales. Therefore, the meetings that I have 

observed are unique to a) that particular DHR and b) to that particular region. 

Nevertheless, the inclusion of observational data makes this study unique as currently, 

there is no published research to my knowledge that has incorporated observational 

data from active DHRs combined with the other data collection methods used in this 

research. Next to be explored is how access was negotiated into these settings, an 

overview of the three case studies, and the limitations of this data collection method. 

Accessing DHR Meetings 

Accessing active DHR meetings was incredibly difficult; at one point, I had a meeting 

with my Director of Studies and I mentioned that I did not think I would be able to do 

any observations for this research. Noaks and Wincup (2004, pp. 60-61) outlined the 

difficulty in gaining access to ‘closed’ environments; this was true in the context of 

this research. Although DHRs should be made publicly available (Home Office, 

2016b: p. 24), the settings in which they operate are not. When access was not granted, 

it was because of one of the following reasons: concerns with multiple agencies being 

present, confidentiality, and the impact that my presence could have on the meeting. 

Not being able to access these meetings earlier on during my fieldwork was 

disheartening, as I was confident that observing elements of the DHR process would 

provide this research with valuable insight. Nevertheless, despite the repeated 

rejections, I did not want to give up on this. When talking about this research and its 
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progress to others, I was honest about the difficulties and barriers I repeatedly 

encountered around the observation element of this research. It was through these 

conversations where select individuals offered to get in touch with DHR Review 

Chairs on my behalf.  

Like Brookman’s (2015, p. 242) experience of researching homicide detectives, access 

was eventually granted through the recommendation and support of these gatekeepers. 

When I received news that I could observe some DHR meetings, I was both relieved 

and grateful for the opportunity. My persistence seemed to have worked, and my 

original research plan was back on track albeit temporarily, as I then experienced 

another set-back. A couple of days before I was due to observe my first DHR meeting, 

the whole DHR process was suspended due to court proceedings that had been 

resumed. Although I felt frustrated by this, as discussed with the interviews above, I 

had to accept that this was something beyond my control. Luckily, there was another 

DHR that was about to start and the Review Chair kindly invited me to observe 

meetings for that DHR instead. 

Brown (1996) synthesised existing policing research, and also conducted a further 28 

interviews, to ascertain the different types of researchers active within police-based 

research. From this, four typologies are produced. The first of Brown’s (1996, pp. 180-

181) typologies are “inside insiders” where you have police staff (operational or non-

operational staff) researching their own police service. Second are “outside insiders” 

(Brown, 1996: pp. 181-183), who are academics with previous work experience within 

a police service. Typology three is the “inside outsider” (Brown, 1996: pp. 183-184), 

which Brown (1996, p. 183) defines as “academically qualified civilians working 

within police forces’ own internal research departments”. The final typology are 
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“outside outsiders” (Brown, 1996: pp. 184-186), or researchers that have no prior 

professional affiliation with the police service.  

Brown’s (1996) framework has since been used extensively in policing research to 

explain methodological issues, such as researcher and/or employee positionality, and 

accessibility to the police service (both people and/or specific environments) (see 

Horn, 1997; Gravelle and Rogers, 2011; Savage, 2013; Davies, 2016). To update this 

framework further, future policing research could acknowledge and incorporate other 

types of police staff roles, which could potentially highlight similarities or differences 

regarding access and positionality between the different types of roles. 

Each case was accessed in a similar format. The gatekeeper put me in touch with the 

respective DHR Review Chair, which led to extensive conversations between us and 

their administration team (by email and telephone). Conditionally, each Review Chair 

said they were happy for me to attend their DHR, but that this was subject to DHR 

Panel members also giving their consent. To communicate my research request to 

DHR Panels, the details of my research were distributed electronically by the DHR 

administration team to each panel member (appendices 5 and 6). The panel members 

were asked to email back any questions, objections, or points for clarification for me 

to answer.  

The first request was for an official, signed letter from the University confirming my 

position. This was resolved by sending a signed PDF copy of my offer letter from the 

University, dated 2016. The second request was for my informed consent form to be 

formatted on to an official, University letterheaded paper (appendices 6); and the last 

request was for a Terms of Reference document for the observations (appendix 7). All 

documents were then sent to the administrative staff electronically. The resolutions 
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were quick and satisfactory, and I was then formerly invited to attend the following 

meetings. After the first invitation, I was invited to the following meetings one after 

the other. Ultimately, each successful request to observe was decided by the Review 

Chair. After each observation, the Review Chair and/or point of contact reaffirmed 

that they were happy for me to be there and were interested in my thoughts about the 

meeting when they had concluded.  

Observing and Recording DHR Meetings 

Once I managed to gain access to observe these meetings, my next consideration was 

about how I would be recording my observations. Due to the sensitivity of what was 

being discussed, I could not audio record the meetings like I had done with the 

interviews. I do have some prior experience of notetaking in meetings (albeit limited), 

and I felt that this was the next best option available. However, I still felt quite daunted 

by the prospect of notetaking during these meetings; with my limited experience, I 

was acutely aware that by hand-writing my notes that I would miss some information 

being said or interactions between meeting attendees.  

In an attempt to help myself in this regard, I had devised a table with some key points 

for me to record prior to the first meeting. The key points consisted of the following: 

what organisations were present or absent, brief notes about the format/order of the 

meeting, was the family involved, evidence of blame, questions by the Review Chair, 

questions/challenges by others, are other co-victims involved, emerging narratives (if 

possible), and group dynamics. I also made sure that I scheduled in time to type up my 

hand-written notes as soon as possible (either on the same day or the day after) to 

avoid missing or being unable to recollect information. These were saved 

electronically and password protected and were later analysed.    
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All of the meetings observed related to three cases in England; specific geographical 

locations are not provided to maintain confidentiality. The meetings were held 

between October 2018 and November 2019, equalling 19.45 hours of observation. As 

I did not observe all three DHRs from beginning to end, and the time for each DHR 

conducted will vary, it is difficult to approximate how much of the DHR process I was 

present for. I observed between 6 to 7.45 hours per DHR for this research, which is 

likely to equate for a small number of time in respect of the whole process.    

For each of the three cases I observed an Individual Management Review (IMR) 

meeting and a meeting for the drafting of the overview report (see Chapter Six for a 

detailed account of these meetings according to guidance). The meetings were either 

weeks or months a part. Efforts were made to try and observe a DHR in Wales, but 

after initial positive engagement with different points of contact, communication 

slowly ceased, and access was not permitted.  

As shown in table 3, case study 1 involved one adult victim, and one offender. The 

victim-offender relationship in this case was familial, as the victim was the parental 

figure and the offender was an adult child. As with case study 1, case study 2 also had 

one adult victim, and one offender; however, the victim-offender relationship was 

different. Here, the victim-offender relationship was intimate partner. Case study 3 

deviates from the previous two cases; here, there were two victims, one adult victim 

and one child victim. Again, there was only one offender. Because there were two 

victims, there are two different victim-offender relationships present. The relationship 

between the adult victim and the offender was intimate partner, whereas the 

relationship between the child victim and the offender was familial. Additional 

information cannot be provided as the DHRs are still ongoing and this research is 

bound by confidentiality agreements. 
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The meetings for all three case studies were held in various local government 

buildings. The rooms were boardroom-style, well-lit and refreshments were supplied 

throughout. Some of the venues, however, were not visitor friendly. For example, for 

the second observation for case study 3, only five attendees were on time because the 

venue was difficult to find. Moreover, for the first observation for case study 2, more 

than half of the attendees had to momentarily leave the meeting halfway through to 

top up their car-park tickets because of a broken ticket machine on arrival 

(unfortunately, I am included here). Nevertheless, each Review observed had a 

different Review Chair, and they had various professional backgrounds. They were 

appointed through different means, including independent consultant agencies or 

corporate organisations. Some panel members had worked with the Review Chair on 

other reviews, like in case study’s 1 and 3 (this was later confirmed with informal 

discussions with panel members), whereas in case study 2, the Review Chair had not 

worked in that geographical region beforehand.  

To start the meetings, in all but one observation, attendees were required to say their 

name, the organisation they represented, and their position within that organisation. 

The first thing of interest to note was where attendees decided to sit. In every meeting, 

the Review Chair and the administrative support were at the front of the room and 

panel members sat around them, resembling a square or semicircle structure. I sat 

amongst the panel members. The gender make-up of panel representatives across all 

observations was mainly female; for example, in my second observation for case study 

2, eighteen out of the twenty-one attendees were female.  

I noted in my research journal how I felt “excited, nervous, and mentally exhausted” 

after the first observation. Despite the best pre-meeting intentions and preparations, I 

quickly abandoned the A4 table due to the quick pace of the conversations, but I did 
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make notes that related to the key points I had previously identified. The more 

meetings that I attended, the more comfortable I became, mainly because I was 

observing meetings of the same or similar nature (e.g. IMR or overview report draft 

meetings). However, because these meetings are multi-agency, what did not change 

was the quick pace of the conversations I witnessed, and the duration of the meetings. 

I must admit that because of this, my notetaking sometimes resembled Egyptian 

hieroglyphics. I knew that I had missed some information in my notes, but I was able 

to identify, recover or clarify some of this information as I was given electronic access 

to pertinent documentation and official meeting minutes that were disseminated after 

the meetings (discussed in section 5.4). 

All data collected for this research was invaluable, but the observations provide a 

unique and different angle, and it was fascinating to experience. It gave me first-hand 

experience of being in the DHR panel environment, and this is where my 

understanding of the DHR process and the efforts that go into select elements of the 

process grew considerably. I was in a unique position as I was able to witness 

interactions as well as hearing what was said; I could pick up on physical, non-verbal 

cues and interactions that are less identifiable in documents, such as the atmosphere 

of those present and the interactions between them.  

For me, it brought the process to life. But again, I will reiterate here that the subsequent 

inferences detailed in the findings chapters must be approached with caution because 

only certain parts of the process were observed and what was observed cannot be 

interpreted as national, standardised practice due to regional nuances that the DHR 

guidance permits. Aside from this, I could see the dedication, passion, frustration, and 

annoyance of professionals operating within the parameters of these reviews, and the 

different styles and challenges of chairing DHRs.  
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Reflecting on Observations 

Being a witness to such procedures was a privilege that I did not take for granted, but 

I became acutely aware of the gravity of what was being discussed and debated. Being 

exposed to sensitive and traumatic information over a concentrated period of time has 

had a lasting effect on me personally (see section 5.5). Knowing that the individuals 

at the centre of all discussions had lost their lives because of domestic abuse was 

difficult to comprehend at times, particularly when emotions from professionals were 

evident or when comments from co-victims were relayed. This is why DHRs are both 

positive and frustrating. Having such procedures is clearly warranted, but the whole 

system must be improved if they are to fulfil their potential.  

The above section documents the highs and lows I experienced with this particular 

data collection method. When conducting observations, one main area of concern for 

the researcher/s should be the observer effect, or the Hawthorne Effect, which Payne 

and Payne (2004, p. 107) define as, “the tendency, particularly in social experiences, 

for people to modify their behaviour because they know they are being studied, and 

so to distort (usually unwittingly) the research findings”. Throughout this research, 

there was one main area of concern for me, and this was whether my presence at the 

DHR Panel meetings would affect, and therefore undermine, the DHR process and the 

data collected. As identified by Payne and Payne (2004, p. 108), the issue is that I did 

not know how most of the individuals observed usually behave outside of the 

meeting/s. By not knowing this, it is difficult for me to establish whether the 

behaviour/s I observed were typical of that individual or not. It could also be argued 

that due to the multi-agency nature of DHR meetings (see Chapter Six), the Hawthorne 

Effect may have already existed (to some degree) before my arrival, because Panel 

Members are being observed and challenged by their counterparts (albeit not for 
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research purposes). The problem with this is that the data collected in this context is 

dependent on recording an individual’s behaviours/actions/interactions etc., therefore 

some of the data collection might not be considered representative (hence this is 

another justification for triangulating different datasets for this research).   

However, contrary to expectation, I felt that my presence did not impact on the open 

nature encouraged in these meetings, as diverse and opposing opinions were 

articulated throughout each observation. In one meeting, a local authority 

representative remarked that, “I couldn’t believe what was written, why had nobody 

probed into why the victim was ‘coping’?”. This panel member’s honest analysis was 

delivered emotionally, something I had not seen before in a professional setting; this 

was repeated throughout the other cases. For example, in a separate meeting, a panel 

member was overcome with emotion and started crying when a case was being 

detailed. They turned to me and apologised, I remarked that the apology was not 

necessary when they said, “it’s just…you never get used to this”. I was surprised and 

humbled by these experiences. Nevertheless, I remained aware of the Hawthorne 

Effect and the implications of this when conducting the observations.   

I am aware that individuals who are regularly exposed to traumatic events can become 

desensitised and detached to these situations. Yet, these interactions showed me that 

the gravity of the situation is acknowledged by those working in the DHR process, and 

that these are passionate individuals who are trying to make positive changes within 

the parameters they are governed by. Therefore, although published DHRs are 

presented in a factual, almost clinical manner, the meetings I observed were fuelled 

by the emotion of some panel members who were able to ‘be professional’ whilst 

conveying their sadness and anger regarding the case in question.  The last data 

collection method will now be addressed; accessing relevant documents.  
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5.4 Accessing Relevant Documents 

Whilst interviewing and observing, I collated forty-eight pieces of private documents 

that were read and analysed for this research (see table 4 below). 

TABLE 4: LIST OF DOCUMENT TYPES AND NUMBERS OF DOCUMENTS ACQUIRED 

Type of Document Number of Documents 

Complete, multi-agency chronologies 4 

Individual IMR Reports 32 

Meeting minutes 8 

Terms of Reference 1 

Case details 1 

Interview notes - Perpetrator 1 

Interview notes - Victim's family 1 

 48 

 

The above private documents explicitly related to DHRs, and they contained case-

specific content such as case details, service provision, reasons for the service 

provided, and intra-agency case-based analysis. Although this appears to be a 

substantial number of materials, these documents were received at different points and 

were analysed as and when I first received them (all documents were received over a 

fourteen-month period). Ultimately, it was this specific data collection method that 

supported triangulation, as the documents made sense of what was said during the 

interviews, and what was seen during the observations (Noaks and Wincup, 2004: p. 

107). Therefore, the acquisition and subsequent analysis of relevant documents aligns 

with Brookman’s (1999, p. 52) approach of using these materials in this research as, 

“a resource for social research or as a topic of social research”.  

The DHR administration teams gave me access to these computerised documents 

before and after the meetings (depending on whether the documents were created for 

the meeting, or because of the meeting), and they were password encrypted. 

Practically, having access to these documents beforehand made observing the 



   
 

141 | P a g e  

meetings easier as I had an awareness of the case in question, and I was able to follow 

and understand why certain topics were being discussed. For example, understanding 

what was known about the victim-offender dynamics in the home environment was 

fundamental for following the events discussed in case study 2, which culminated in 

an intimate-partner homicide.  

Moreover, accessing these documents coincides with the first half of Brookman’s 

(1999) above quotation, as they became a resource for research. These documents 

provided this research with in-depth, written accounts about key incidents and events 

from the point of view of various organisations (of which, not all will be available in 

the published versions). By reading and analysing such materials, agency IMRs in 

particular, this is where the importance of organisational cultures surfaced as a key 

component for this research (Noaks and Wincup, 2004: p. 108). However, there is a 

question about whether the documents are truly representative of organisational 

culture, or if they are projecting a new or distorted reality.  

Reflecting on Analysing Documents 

Despite the positives of having access to such documents, it must be acknowledged 

that they are not perfect resources. As explored by Clark et al. (2021, p. 514), 

documents acquired for research purposes have been created by others, which prompts 

the wider question of whether these documents are accurately presenting “the [social] 

reality of that organisation” (Clark et al., 2021: 514). The implication here is that some 

documents may be designed in a way that misrepresents an institution and their 

policies, culture, or practices and behaviours of staff for example. It must be 

remembered that these documents have been socially constructed and designed for a 

specific purpose, e.g. they are produced to be a part of the DHR process by specific 

agencies.  
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Therefore, the contents of the documents are likely to be impacted by other external 

factors, whether knowingly or otherwise. For example, the contents of an agency’s 

IMR report will be compiled entirely or partially from the official agency reporting 

systems, of which the reports are written by frontline staff members. Therefore, the 

information is representative of their perceptions and interpretations at that point in 

time, which, as demonstrated briefly in the Domestic Abuse, Stalking and Honour-

based Violence (DASH) risk assessment literature mentioned previously (see Chapter 

Two), can considerably impact upon the quality and quantity of the official reports 

submitted (Her Majesty’s Inspectorate of Constabulary and Fire and Rescue Service, 

2014; Robinson et al., 2016). Therefore, this had to be taken into consideration when 

analysing the materials for this research. Next to be discussed are the ethical 

considerations.   

5.5 Ethical Considerations 

Ethical issues and data storage were of paramount importance for this study, as I was 

given access to active cases. First to note is that this study adhered to the Statement of 

Ethics for Researchers by the British Society of Criminology (2015), the University 

of South Wales’ Guidelines for Research (2016), and the Code of Practice for 

Research Students (University of South Wales, 2015). Ethical approval was granted 

by the University’s Ethics Committee in November 2017. The ethics statement 

submitted to the committee for approval included considerations around access, and 

the welfare of participants and the researcher, which will now be addressed. 

Understanding Participant and Researcher Welfare 

Before meeting, all individuals who had preliminarily agreed to take part were 

electronically sent a summary of the research and the informed consent form. For 

interviewees, I also offered to send the interview schedule and prompts, which some 



   
 

143 | P a g e  

participants welcomed. On the day of the interview or observation, I talked the 

participants through the research and the ethics form, highlighting confidentiality and 

anonymity. For interviewees, I asked for them to sign a hard copy of the ethics form, 

if they were happy to. I took two hard copies of the consent form to each interview so 

that the participant could also have a separate, signed copy for their records. For the 

observations, I signed confidentiality agreements for the Review Chair. To ensure 

anonymity and confidentiality, people, places, cases, case information, and specific 

dates are anonymised throughout all the data collected, and this thesis, so that identities 

and information cannot be recognised.  

Welfare of individuals is an important component that all research must take into 

consideration. In relation to interviewing professionals, these individuals are 

unfortunately exposed to these circumstances on a regular basis as for many, it is a 

part of their job role to be involved whether from a DHR perspective, or from a wider 

case perspective. The professionals interviewed could also access their organisation’s 

occupational health department if needed, but I was aware that this is not the same for 

co-victims.  

As previously mentioned, the co-victims interviewed for this research were working 

in the voluntary/third sector (and still do today), and they regularly talk about the 

circumstances of the homicide in question and what happened after, including the 

respective DHR. Therefore, based on this and conversations I had with these two 

individuals, I worked on the assumption that these two individuals were prepared to 

talk about the DHR process from their experiences. I have kept in touch with these 

individuals since, who have not expressed any issues with being involved in this 

project and they have both continued to do inspiring work in raising awareness of 

domestic abuse and homicide.  
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When starting this research, I will admit that my own welfare was not as high on my 

list of priorities even though I had many conversations about this with my supervisory 

team. With the benefit of hindsight, I now know that it should have been. My neglect 

in this regard stemmed from the fact that I have had professional exposure to 

information about abuse, neglect, suicide and homicide. I was aware of what might be 

disclosed during interview, but how I would react to the information given in the DHR 

meetings being observed was unknown. Because I had already conducted several 

interviews by the time I observed the meetings, and I had also read extensively around 

these reviews, I thought I had a good sense of what to expect (such as what 

organisations were likely to attend, who the representatives were most likely to be, 

and what details would be covered for example). 

The interviews and the conversations that were had for this research did not cause me 

any stress or anxiety. The same cannot be said for the meetings that I observed as I 

have been deeply affected by the content of what I have witnessed. In comparison to 

when this research started, I now feel a different kind of sadness and anger when I 

hear of another domestic homicide. It is difficult to articulate this difference, but I do 

remember when this change happened.  

As mentioned previously, one of the cases I had observed some of the meetings for 

(case study 3) involved an adult victim and a child victim. After observing the 

overview report draft meeting for this case, which coincidentally was my last 

observation for this research, I took advantage of the quiet drive home to register the 

magnitude and seriousness of what I had routinely witnessed over a period of months. 

Overwhelmed by this, I began to cry; I was overcome with a tangible sense of sadness 

and anger, so I pulled over into a safe lay-by. For roughly forty-five minutes, I sat on 
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a bench to take in my immediate view and I attempted to organise and understand my 

thoughts and feelings which I had seemingly avoided until this point.  

I kept in touch with my supervisory team throughout my fieldwork, and they have 

supported me continuously. For me at the time, the excitement of being able to observe 

some DHR meetings took precedent and my well-being came second, therefore I did 

not recognise the effect of what I was hearing until I had finished the observations. 

Consequently, this is what I projected when I had meetings with my supervisors, hence 

additional support (such as counselling) was not discussed. Upon reflection, I should 

have taken the time to process what I was observing; this would have encouraged me 

to be more honest and open with my supervisors, and I should have asked for help 

when I realised I needed it.  

Data Storage 

As per the University of South Wales’ ethics regulations, all of my PhD documentation 

is stored on my University internet Cloud storage (Microsoft Office 365 OneDrive). 

All of the interviews were recorded on my personal Dictaphone. There is only one 

recording and currently, they are still on my Dictaphone as I need these conversations 

for the duration of this research. When this research has concluded, the Dictaphone 

audio recordings of the interviews will be destroyed.  

The interview and observation transcripts are electronically stored on separate; 

password protected Word documents and are kept in a designated folder on my 

University OneDrive account. For the private documents acquired, all remained in 

their electronic formats. All of the private documentation is password protected. 

Having outlined the data collection methods, ethical considerations and data storage, 

I now turn to data analysis. 



   
 

146 | P a g e  

5.6 Data Analysis 

To recap, there were three types of data collection methods for this research; thirty-

four individuals were interviewed, six DHR meetings were observed (the entire 

process was not observed however), and I received forty-eight different types of 

private documentation. In alignment with the studies that have qualitatively explored 

DHRs (explored in detail in Chapter Two), all of the data generated was thematically 

analysed.  

Braun and Clarke (2006, p. 79) outline thematic analysis as, “a method for identifying, 

analysing and reporting patterns (themes) within data”, and it emerged as a viable 

method of data analysis by Glaser and Strauss’ (1967) Grounded Theory. Although 

the history of thematic analysis is unclear, Braun and Clarke (2006) stipulate that 

through evolution, thematic analysis has separated from its Grounded Theory origins. 

In doing so, it has become a popular method of data analysis for the majority of 

qualitative research. The data for this research was analysed following Braun and 

Clarke’s (2006, p. 87) “Phases of thematic analysis”; the stages of which are 

summarised in figure 3 (below).  

FIGURE 3: “TABLE 1 PHASES OF THEMATIC ANALYSIS” (BRAUN AND CLARKE, 2006: P. 87). 
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Although Braun and Clarke’s (2006) paper relates to the field of psychology, the 

phases of analysis are generic and can therefore be applied to other disciplines and 

areas of research. Moreover, similar stages to Braun and Clarke (2006) are evident in 

other published criminological research focused on DHRs. For example, Robinson et 

al. (2018) thematically analysed ten Welsh DHRs, four Mental Health Homicide 

Reviews, six Adult Practice Reviews, to ascertain if there was any duplication across 

these three types of review (these codes were subsequently validated by the outputs 

from two focus groups with professionals). 

Corresponding with Braun and Clarke (2006, pp. 87-88), the first stage of my analysis 

consisted of reading all the interview transcripts, observation notes, and relevant 

documents without making notes. Each dataset was then read again. For the interview 

and observation data, parts of interest were highlighted and coded accordingly. For the 

public and private documents, codes were made and kept on the electronic copies. 

Throughout this part of the analysis, preliminary themes began to emerge. I made a 

note of these and set them to one side, as per Braun and Clarke’s (2006, pp. 88-89) 

second phase. 

For this research, Microsoft Excel was used to facilitate data analysis. Two separate 

Excel files were created. The first file consisted of three separate spreadsheet tabs, 

labelled ‘PhD Interviews’, ‘PhD Observations’ and ‘PhD Documents’. Every piece of 

coded text was copied into the relevant label, for example “no-blame is actually 

working and in the reports I’ve seen written, it’s very balanced” is a quotation from 

an interview with a police panel member, so this was put in the ‘PhD Interviews’ tab. 

When the above task was completed, I studied the contents of each tab for additional 

themes. This correlates with phases three and four (Braun and Clarke, 2006: pp. 89-

92). All possible emerging themes were noted next to the specific extracts.  
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The second Excel file was created to house these themes in one, primary access point. 

This separate Excel file had 2 tabs: ‘Emerging Themes – List Only’ and ‘Emerging 

Themes – With Extracts’. This created a long list, but by having all possible themes 

in one spreadsheet, I began to see similarities and overlapping themes, as per Braun 

and Clarke’s (2006, pp. 92-93) “phase 5: defining and naming themes”. The authors 

(2006, p. 82) define themes as, “something important about the data in relation to the 

research question and presents some level of patterned responses or meaning within 

the data set”.  

From this exercise, I was able to condense and merge some of the original ideas 

together, which created more generic, overarching themes (see table 5). For instance, 

lack of governance, speculation of who does and should attend DHRs and reviews 

taking too long to be conducted and published came under the wider theme of 

‘procedural issues’. Consequently, the finalised themes have formed the following 

findings chapters. This completes Braun and Clarke’s (2006, p. 93) steps for thematic 

analysis as the findings chapters, and this thesis as a whole, classifies as “phase 6: 

Producing the report”. 

TABLE 5: TABLE OF THEMES AND CODES 

  Themes 

  

Procedural Issues Organisational 

Culture 

No-Blame Are DHRs 

Working?  

C
o

d
e
s

 
 

Poor quality 

recommendations 

Crucial - knowing 

people around the 

table 

Fear of being 

blamed 

Not used to their 

full potential 

Lack of governance 

(national & local) 

Multi-agency 

working is 

important but 

flawed 

Shifting of blame 

&/or disguised  

Achieves their 

aims on a 

superficial level 

Too long - exceeding 

timeframe; scoping & 

length of review; 

delays in publication 

New panel 

members create 

issues e.g. disrupts 

No-blame is to 

encourage open 

and honest 

discussion 

Learning events 

in CPRs but not 

DHRs 
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the flow of the 

process 

Too many reviews 

surrounding a case 

therefore resource 

implications 

"Those who speak 

the loudest" 

sentiment 

No blame is 

important but hard 

to translate into 

practice  

Offender control 

post-homicide is 

evident in 

review 

processes 

Lack of training 

opportunities 

Experts .v. non-

experts 

What is no-

blame? 

Implementation, 

monitoring and 

auditing 

problems 

Chairing role & 

characteristics of the 

Chair 

Look at personnel 

turning up = same 

people 

Clash with 

organisational 

cultures 

  

  

  

  

Families more 

accepted and 

incorporated in DHRs 

  

  

  

No-blame is to 

divert attention 

away from poor 

practice 

Co-victims have an 

important narrative 

but not always 

incorporated 

Accountability .v. 

culpability 

narratives 

 
  

 

Reflections on Using Thematic Analysis 

As with any method of analysing data, thematic analysis has its limitations, such as 

the data being analysed subjectively. Although Braun and Clarke’s (2006) stages were 

applied, the codes and overarching themes that have been identified have emerged 

from my own interpretation of the data. Hence, if another researcher were to analyse 

the same data, it is likely that different codes and themes would emerge as a result. 

From this perspective, the replicability of this part of the research can be partially 

achieved if Braun and Clarke’s (2006) approach to thematic analysis is employed, but 

it is likely that there would be some differences in the outcome of this.  

As previously mentioned, thematic analysis is no longer constrained via association to 

specific theories (Braun and Clarke, 2006). Upon reflection, and by also taking 
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existing domestic homicide/fatality research into account (see Chapter Two), I could 

have analysed the data collected via a feminist discourse analysis (or FDA). However, 

when the data were collected and analysed (in 2018), I was unfamiliar with this method 

of analysis, and I therefore did not research this as a possible alternative to thematic 

analysis. However, I am still satisfied that by using Braun and Clarke’s (2006) 

approach to thematic analysis, this research has produced findings that has contributed 

to the existing knowledge of DHRs.  

Another limitation of this research could be that a computer software package 

designed to facilitate qualitative research analysis, such as NVivo, was considered but 

ultimately not used for this research. Microsoft Excel was used to facilitate data 

analysis instead as I am more familiar with using this software and the functions that 

I needed were available in Excel; for example, as outlined above, I was able to house 

and analyse the majority of my data in Excel. Furthermore, Microsoft Excel has also 

been used as the preferred computer software for coding and generating themes in 

other related published research (see Robinson et al., 2018). Upon reflection, I am still 

happy with this choice that I made but I acknowledge that had I generated more data, 

using a specialised computer software package would have proved beneficial.  

5.7 Chapter Conclusion 

To summarise, this chapter has documented and reflected upon the three distinct 

methods adopted to critically analyse Domestic Homicide Reviews. The first 

discussed were the semi-structured interviews with professionals and co-victims. 

Thirty-four interviews were conducted in total with personnel from England and 

Wales (see table 2), equalling to over forty hours of recorded conversation. Next to be 

considered were the observations. Here, only select elements of the DHR process were 

observed (IMR and overview report drafting meetings). Because the entire DHR 
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process was not observed, the inferences made from the observations that were 

conducted must be carefully considered. Six DHR-related meetings were observed, 

totalling nearly twenty hours of observations (see table 3). The last data collection 

method was the acquisition and analysis of forty-eight relevant documents (as detailed 

in table 4). All of the data produced from these methods were analysed via Braun and 

Clarke’s (2006) thematic analysis approach.  

What this chapter also details are the highs and lows I experienced when collecting 

the data across the three different methods. As shown above, conducting this research 

was exciting, illuminating, thought-provoking, frustrating, slow, and sometimes 

upsetting. But consequently, what this research provides is a unique contribution to 

knowledge; first, it adds to an existing, but limited pool of academic research on 

DHRs. Second, this study is different to the existing literature as there is no published 

research, centred on DHRs, that has combined all three of these data collection 

methods into one study. The following chapters set out the findings from this research, 

starting with an overview of the DHR process.  
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Chapter Six: 

The DHR Process: According to Guidance  

In the preceding chapter (five), section 5.6 documents the data analysis process 

undertaken for this research. Table 5 is presented which contains the codes and 

overarching themes that were identified when following Braun and Clarke’s (2006) 

thematic analysis stages. The overarching themes are procedural issues, organisational 

culture, no-blame, and are DHRs working? Hence, the remaining chapters in this thesis 

(six to nine) will focus on each of these themes in detail, as well as addressing the 

research questions and the overall aim of this research.  

To start, the purpose of this opening findings chapter is to provide a detailed overview 

of how Domestic Homicide Reviews (DHRs) should operate in accordance with the 

revised Home Office (2016b) guidance; this relates primarily to the theme of 

procedural issues. The Home Office have produced other supporting materials, and 

these will be included where appropriate (such as Home Office, 2013). This chapter 

details the generic DHR process from the beginning to publication of the report, 

starting with what cases qualify for a DHR, and what authorities are responsible for 

overseeing these processes and procedures. Following on from this is how the DHR 

process starts, outlining early contact between the police and the community safety 

authority, the creation of the review panel, the appointment of an independent Review 

Chair and opening communication between the Review Chair and co-victims. 

The latter half of this chapter focuses on how DHRs are intended to be carried out 

according to the guidelines. This is structured in accordance with the three different 

types of panel meetings encountered throughout a DHR, the first being the 

introductory meeting. This includes information about early review activity such as 
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setting up the Terms of Reference (TOR), defining the scoping period, and the briefing 

delivered by the police Senior Investigating Officer (SIO) or their Deputy. The second 

is based on Individual Management Review (IMR) panel meetings, which factually 

detail the different narratives that should be collected (professionals, co-victims, 

offenders, and their support network).  

The third and final panel meeting itemised is the draft overview report panel meeting. 

Here is where lessons learned, recommendations, and the formulation of the action 

plan are outlined. The chapter ends with the stages immediately prior to publication, 

namely the different types of validation and the auditing and monitoring of such 

reviews. Consequently, this chapter addresses the first half of research question, 1. 

What are the policies/rules/guidance available for Domestic Homicide Reviews, and 

how do the Reviews work in practice? 

6.1 DHR Governance Structure  

National responsibility for DHRs comes under the jurisdiction of the Home Office, 

who have devised the national statutory guidance for how DHRs should be conducted 

(Home Office, 2016b). Within this department, there is the Home Office Quality 

Assurance Panel, who are “an expert panel made up of statutory and voluntary sector 

agencies” (Home Office, 2016b: p. 28). This group provide a level of scrutiny to the 

DHR process by endeavouring to ensure that DHRs are of a consistent standard across 

England and Wales. They should also be assessing whether Review Chairs and DHR 

Panels are involving the right personnel (Home Office, 2016b: p. 28). Other than this, 

there is very little other national governance for DHRs, as the onus is on localised 

commissioning and community safety authorities.  
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In England, Community Safety Partnerships (CSPs) are the statutory body legally 

responsible for conducting and publishing the reviews. Wales have a mixture of CSPs 

and Public Service Boards (PSBs), the latter of which were introduced in 2015 (Well-

being of Future Generations (Wales) Act, 2015). In areas where PSBs are established, 

the need for CSPs has diminished, therefore most PSBs have amalgamated CSP roles 

and responsibilities into their own. Despite these differences, Welsh and English 

DHRs are instigated in the same way; a suspected domestic homicide, or suicide where 

domestic abuse is suspected to be a prominent factor in that person taking their life 

(Home Office, 2016b: p. 18).   

6.2 Review Criteria 

For a homicide or domestic abuse related suicide to be considered for a DHR, the 

relationship dynamic between the victim/s and offender must coincide with the below 

definition (Domestic Violence, Crimes and Victims Act, 2004): 

““domestic homicide review” means 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) a person to whom he was related or with 

whom he was or had been in an intimate personal relationship, or (b) a member 

of the same household as himself, held with a view to identifying the lessons 

to be learnt from the death”. 

Procedurally, these reviews are to follow the guidance outlined by the Home Office 

(2016b). According to this document (Home Office, 2016b: p. 6), DHRs exist for 

many reasons.  
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“a) 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;  

b) 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;  

c) apply these lessons to service responses including changes to inform 

national and local policies and procedures as appropriate;  

d) prevent domestic violence and homicide and improve service responses for 

all domestic violence and abuse victims and their children by developing a co-

ordinated multi-agency approach to ensure that domestic abuse is identified 

and responded to effectively at the earliest opportunity;  

e) contribute to a better understanding of the nature of domestic violence and 

abuse; and 

f) highlight good practice”. 

It is also documented here that DHRs align with the no-blame approach ethos, as 

blame is not assigned to any individual or party involved with the case. The emphasis 

is to objectively assess the case in question on a multi-agency basis (Home Office, 

2016b: p. 29). This sentiment is embedded in every DHR from the beginning.  

6.3 Initiating DHRs 

DHR proceedings are initiated by a domestic abuse related homicide or suicide (Home 

Office, 2016b: p. 9). A point of contact from the police service, usually the Head of 

Major Crime, notifies the relevant community safety authority (CSP or PSB) when 
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such cases occur. The CSP or PSB that will take ownership will be either the locality 

where the victim/s lived or died, if the victim had no fixed abode at time of death 

(Home Office, 2016b: p. 9). Based on the initial police information, additional advice 

from domestic abuse specialists, and the criteria outlined above, the CSP or PSB must 

decide as to whether a DHR is required within a month of first notice from the police 

(Home Office, 2016b: p. 16).  

The CSP or PSB would then have to inform the Home Office of their decision about 

whether they will review or not. The Home Office delegate reviewing these submitted 

decisions to the Home Office Quality Assurance Panel. The Home Office Quality 

Assurance Panel will either agree or disagree with the CSPs or PSBs decision. If the 

CSP or PSB give reasons to not review a case, and the Home Office Quality Assurance 

Panel are in opposition to this, the only way a DHR can be enforced is by the Home 

Secretary being involved (Home Office, 2016b: p. 10).  

Cases where the CSP or PSB and Home Office Quality Assurance Panel agree that 

there are grounds for a DHR, what must be taken into consideration at this stage is 

establishing where the case is in relation to other external processes, as this could limit 

or suspend early review activity (Fox, 2011: p. 36). Examples of this can include the 

police investigation, criminal and/or family court hearings, internal and/or external 

agency scrutiny procedures like coroner inquests or an Independent Office for Police 

Conduct (IOPC)7 investigation (Home Office, 2016b: p. 16). 

Furthermore, victims aged between 16 to 18-years-old will also qualify for a Child 

[Safeguarding] Practice Review (C[S]PRs). In these circumstances, reviews can be 

run either in tandem or jointly with one another; such amendments must be agreed 

                                                           
7 Formerly the Independent Police Complaints Commission (or IPCC). 
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with the Local Safeguarding [Children’s] Board (LSCB or LSB) and outlined within 

the DHRs Terms of Reference (Department for Education, 2018: p. 87; Home Office, 

2016b: p. 9; Welsh Government, 2016: p. 13 and 22). During a period of temporary 

suspension, stages can be set in motion, starting with the community safety authority 

organising the DHR Review Panel and appointing the Review Chair. 

Creating DHR Panels 

One of the CSPs or PSBs first actions is to set up the DHR Review Panel. Figure 4 

(below) from the Home Office (2012c, p. 4) provides a visual aid that clarifies the 

different roles and responsibilities between the CSP, the DHR Review Panel, and the 

Review Chair according to guidance. 

FIGURE 4: HOME OFFICE (2012C, P. 4) “SUMMARY OF RESPONSIBILITIES OF THE CSP, 

REVIEW PANEL AND REVIEW PANEL CHAIR AS THEY CONCERN OVERVIEW REPORT 

ACTIONS” 
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DHR Panels are multi-agency and are either fixed or tailored on a case-by-case basis 

(Home Office, 2016b: p. 11). They meet throughout the lifespan of a DHR and for a 

variety of reasons, such as reading through, discussing, and analysing IMRs, and the 

drafting of the DHR overview report. DHR membership consists of statutory and non-

statutory agencies (Home Office, 2016b: p. 11). Via Section 9(4), some organisations 

are legally obliged to attend each DHR, such as the police, and National Health Service 

(NHS) Trusts (Domestic Violence, Crime and Victims Act, 2004). Other non-statutory 

agencies can be invited to take part in the review if there are sufficient reasons for 

doing so, this can include voluntary (third) sector organisations like charity support 

services (Lloyd-Evans, 2014: pp. 60-61). This depends on the locality and the nuances 

of the case in question. The Home Office (2016, p. 11) states that the DHR Panel must 

“meet an appropriate number of times”, albeit no commentary is made as to what is 

considered as appropriate in this context.  

This is not the only time where information about a part of, or a role within, the DHR 

process is lacking. For instance, the Home Office (2016b) have provided very little 

information about two crucial roles within the DHR process: panel members and 

Individual Management Review (IMR) authors. DHR Panel members make up the 

DHR Panel, however, all that is said about the panel member role in the main 

document is the following: 

“Panel members must be independent of any line management of staff 

involved in the case and must be sufficiently senior to have the authority to 

commit on behalf of their agency to decisions made during a panel meeting” 

(Home Office, 2016b: p. 12). 
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In one of the Home Office’s (2013) supporting materials, the sentences below were 

provided when describing adequate DHR Panel membership.  

“The DHR Panel membership is appropriate in relation to the individual case 

and the required knowledge and expertise. The potential involvement of all 

appropriate agencies is fully explored and details given as to why excluded” 

(Home Office, 2013: p. 3). 

Information about the IMR author role is also scarce within the official guidance. 

Again, there is very little reference to the workings of this role aside from the below 

quotation.  

“IMR authors normally present their IMRs to the panel and are often invited 

to meetings to discuss the draft overview report. Members of statutory agencies 

who have responsibilities for completing IMRs may also be members of the 

review panel but the panel should not consist solely of such people” (Home 

Office, 2016b: p. 12). 

As with the panel member role above, it is also stated that IMR authors are to be 

independent of the case in question (Home Office, 2016b: p. 21).  

From the above, all that is officially documented about the panel member and IMR 

author roles is that they should not have been involved with the case being analysed. 

For panel members, they should have authority within their organisation (albeit 

undefined) and have knowledge in the area (that is not quantified in guidance). 

Whereas IMR authors are to present their agency reports, and they can be a part of the 

draft overview report process should they want. Furthermore, these roles can be 

combined e.g. the IMR author is also the panel member.  
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No other official information is provided by the Home Office that describes how panel 

members or IMR authors are selected, appointed, by whom, for how long they are 

needed, if these individuals are trained or qualified to become panel members or IMR 

authors, and how often that particular individual is expected to take part in these 

reviews. Therefore, what is known (and consequently what is not known) about these 

particular roles from guidance and other policy documents alone is minimal. 

Furthermore, if prospective DHR personnel wanted to gather more information about 

the role before being involved, it is questionable that they would be able to do this 

based solely on the official policy and guidance produced.  

According to available guidance, a Review Chair should be an independent expert in 

the field of domestic abuse and/or homicide; they are responsible for the day-to-day 

strategic oversight and management of a review (Home Office, 2016b: p. 12). Along 

with administrative assistance, the Review Chair will bring all relevant agencies 

together, collect all the pertinent information, create the multi-agency narrative, and 

liaise with co-victims. Some local authority areas may employ another individual to 

be the overview report author. The responsibilities of the overview report author are 

to write the review’s recommendations to enhance future organisational practice, and 

to bring together all the relevant information and present it via the overview report, 

which is subsequently published.  

For some reviews, these roles will be amalgamated into the roles and responsibilities 

of the Review Chair. Currently, there is no formal accreditation process to become a 

DHR Review Chair. The Home Office have accessible online training modules, but 

these have not been updated since March 2018 (see Home Office, 2013). Other 

external agencies also deliver bespoke DHR Chair training, including programmes run 

by Advocacy After Fatal Domestic Abuse (AAFDA) (AAFDA, 2020c).  
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Once appointed, and at the earliest available opportunity, the Review Chair should 

make initial contact with significant others who may want to contribute towards the 

review, such as “family, friends and other support networks” of the victim/s (Home 

Office, 2016b: p. 17). Such individuals are also referred to as co-victims. Once 

identified, they are approached via a joint, personalised letter from the community 

safety authority and the Review Chair. This letter states that a DHR will be 

commencing for the deceased and it will invite them to contribute. The delivery of 

such a letter should be through an appropriate point of contact (Home Office, 2016b: 

p. 18).  

6.4 Review Methodology 

Each DHR should be completed within 6 months (Home Office, 2016b: p. 16). 

Exceeding this timeframe can have legitimate grounds, for example suspending the 

review because of court proceedings or sentencing (although, as indicated previously, 

this does not mean that all review activity must stop). DHRs consist of a series of panel 

meetings that occur within this 6-month timeframe. This is where the DHR Panel come 

together to discuss and analyse predetermined subject matters which fall under one of 

three categories; an introductory meeting, Individual Management Review (IMR) 

meetings, and the drafting of the overview report.  

Introductory Panel Meeting 

The introductory meeting is where the DHR Panel meet the Review Chair for the first 

time. The Home Office (2016b, p. 16) state that, “good practice [is] to invite the SIO 

to attend the first panel meeting to brief the panel on the investigation and for the SIO 

to be party to the setting of the terms of reference”. Other preliminary activity will 

happen here such as the drafting of the Terms of Reference (or TOR) and setting 

scoping periods. TORs are a set of key points unique to the case in question that govern 
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the parameters of the review. They are devised in a joint effort between the DHR Panel 

and the Review Chair (and the SIO, if required), and are documented within the 

opening sections of any published overview report. Whereas the scoping period is a 

timeline that defines how far back the panel want to go in terms of exploring the 

victim’s and/or offender’s life. Other information about this first meeting is not 

provided in guidance. However, the Home Office (2016b, p. 16) emphasise that; 

“it is important that a review is opened promptly so that early lessons can be 

identified and rapid action taken to address them. Preliminary work, such as 

commissioning and analysing IMRs and drafting a first iteration of a 

chronology, whilst avoiding speaking to potential witnesses can be undertaken 

before a criminal trial has taken place”.  

Individual Management Review (IMR) Panel Meetings 

After the introductory meeting, panel members are to report back to their IMR authors 

about the TOR and scoping period (above). DHR content is drawn from two main 

pools of information; agency-specific Individual Management Reviews (IMRs)8 and 

narratives provided by co-victims, both of which will be outlined here. Those who 

compile the IMRs are often known as IMR authors, and each agency will have 

someone working in this capacity. The Home Office (2016b, p. 20) detail that;  

“The aim of the IMR is to:  

a) allow agencies to look openly and critically at individual and organisational 

practice and the context within which professionals were working (culture, 

leadership, supervision, training, etc.) to see whether the homicide indicates 

                                                           
8 IMRs were first used as the preferred methodology in the 2003 Serious Case Reviews (or SCRs) 

(Payton et al., 2017). 



   
 

163 | P a g e  

that practice needs to be changed or improved to support professionals to carry 

out their work to the highest standards.  

b) identify how and when those changes or improvements will be brought 

about.  

c) identify examples of good practice within agencies”. 

Each agency will produce a document which contains all information from their 

agencies official systems and records, which may also include interviews with 

frontline practitioners, in relation to the organisations contact with the victim/s and/or 

offender (Home Office, 2016b: pp. 20-21). The IMR author role can be either separate 

to, or combined with, the duties of the panel member.  

Initial intra-agency analysis will also be produced within this document. The content 

and analysis are first scrutinised by the IMR author and another senior member of staff 

before being sent either directly to the panel member and the Review Chair (or 

administrative support), or to the panel member, who then sends it to the Review 

Chair/administrative support (Home Office, 2016b). The Review Chair and/or their 

administrative support staff collate all individual agency IMRs, rearrange each contact 

chronologically and amalgamate them into an overarching, multi-agency timeline. 

This document will vary in length, depending on the number of services involved and 

their contact with persons involved. The topics of discussion during IMR meetings are 

based on clarifying and challenging content in each IMR and the corresponding 

timeline. 

After initial communication with the Review Chair (above), co-victims can choose 

whether they want to be involved with the review or not. Similar to how co-victims 

are approached, the offender is also offered the chance to contribute to the DHR. This 
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opportunity should be extended to those whose loyalties, both past and present, are 

with the offender (Home Office, 2016b, pp. 18-19). 

Draft Overview Report Panel Meeting 

The drafting of the overview report meeting consists of the DHR panel feeding back 

to the Review Chair about their observations of the overview report, including factual 

amendments or rephrasing recommendations. The overview report is the anonymised, 

published document produced at the conclusion of a DHR, that “should bring together 

and draw overall conclusions from the information and analysis contained in the IMRs 

and reports or information commissioned from any other relevant interests” (Home 

Office, 2016b: p. 21). The lessons learned evolve into the recommendations stated in 

the accompanying action plan.  

Lessons learned is the identification of good practice, and gaps in service provision, 

across all agencies, with the wider aim of improving practice in an attempt to reduce 

domestic abuse, and related homicide and suicide (Home Office, 2016b: p. 29). These 

are translated into workable, SMART recommendations that must be considered on 

both a local and/or national level. According to the Home Office (2016b, p. 22), the 

acronym stands for “Specific, Measurable, Achievable, Realistic and Timely”.  

These recommendations are documented in the designated action plan; a separate 

document that addresses “who will do what, by when, with what intended outcome 

and clearly describe how improvements in practice and systems will be monitored and 

reviewed” (Home Office, 2016b p. 22). Checking the overall implementation and 

monitoring of such recommendations is the responsibility of the community safety 

authority, but on an organisational level, they are assigned to a relevant point of 
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contact within an agency. Therefore, the action plan must be validated alongside the 

overview report prior to publication. 

Getting Ready for Publication 

DHR validation occurs in three layers; through co-victims, the community safety 

authority, and the Home Office Quality Assurance Panel. Co-victims will be given the 

opportunity to read the overview report prior to publication, albeit they do not have to 

do this if they do not want to (Home Office, 2016b: p. 22). They are usually given an 

allotted time period to do this in, and they can also suggest factual amendments if they 

feel that something has been inaccurately recorded. They are not given a copy to keep 

at this point and are required to return it to the Review Chair for confidentiality 

purposes. Simultaneously there will be discussions between DHR Panel members, 

IMR authors, and senior members of staff about the feasibility of the recommendations 

presented in the action plan.  

When the Review Chair and the DHR Panel feel that the review is as complete as 

possible, it is sent to the community safety authority for the first of two official ‘sign-

offs’. Here, the Review Chair may suggest that a report is not suitable for publication. 

This will be an assessment made in conjunction with the DHR Panel and co-victims, 

but ultimately, this decision resides with the community safety authority. Following 

sign-off by the CSP or PSB, all DHR documentation (the executive summary, 

overview report and the action plan) is sent to the Home Office Quality Assurance 

Panel and goes through their quality assurance process. Decisions and actions from 

this will be one of the following: returning the DHR documentation without any 

changes, or with suggested revision for part of the report to be rewritten in specific 

areas, or in its entirety (Home Office, 2016b: pp. 28-29).  
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If or when the community safety authority and Home Office Quality Assurance Panel 

are satisfied both with the product and the decision about publication, the community 

safety authority should liaise with co-victims and the media to make them aware of 

the proposed publication date. Subsequently, all DHR documentation stated 

previously, plus any Home Office correspondence, should be published online on the 

CSP or PSB website (Home Office, 2016b: p. 24). Unlike child safeguarding reviews, 

which are also housed electronically on the National Society for the Prevention of 

Cruelty to Children’s (NSPCC) website (NSPCC, 2021d), there is currently no live 

national repository equivalent for DHRs (as of October 2021). CSPs or PSBs are 

responsible for the subsequent auditing and monitoring of the recommendations in the 

action plan post-publication. How community safety authorities audit and monitor said 

recommendations post-publication is not clear in the national guidance provided. All 

that is said on the subject is that localised processes should be explicitly detailed within 

the action plan (Home Office, 2016b: p. 22).  

6.5 Chapter Conclusion 

In order to contextualise the main findings from this research, it was important for this 

thesis to provide a detailed account of the generalised Domestic Homicide Review 

(DHR) process from a policy, guidance-based perspective only. To do this, 

information was drawn primarily from the revised Home Office (2016b) statutory 

guidance and other relevant national documents. What is evident in this chapter is that 

the Home Office (2016b) guidance is crucial for DHR personnel to know of and utilise, 

and the stages involved in the DHR process appear to have a logical, straight-forward 

structure. Nevertheless, it is clear that there is a problem with this document in that it 

often lacks detailed information or specific instructions. This invites the reader to use 

their own interpretation of how the different stages should be played out.  
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This can be seen as a positive characteristic of the guidance, as it gives local areas the 

freedom to conduct parts of the process in accordance to their local arrangements, but 

it also means that the Home Office have a relatively small part to play in comparison 

to the local community safety arrangements and the local branches of the nationalised 

services, making it almost inevitable that how DHRs are conducted will vary widely 

across England and Wales. If DHRs are viewed as a local process, but with minimal 

national oversight, it can be foreseen that issues will arise because of this, such as 

problems in ensuring that review standards are met, or that Reviewer independence is 

properly assessed.  The following chapter, which draws upon my interviews and 

observations, will explore these and other problematic issues by examining how and 

why the reality of DHR practice differs from the guidelines. 
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Chapter Seven: 

The DHR Process: According to Practice 

- 

“Nothing goes like clockwork in a review” - Family Advocate. 

As this thesis has now explained how a Domestic Homicide Review (DHR) should be 

run according to the Home Office (2016b) guidance, this chapter will share findings 

in how DHRs currently operate in practice. As of yet, the DHR process has not been 

evaluated by academics or practitioners. Therefore, the aim of this chapter is to 

evaluate DHR practices, and to highlight the impact of organisational culture. The 

evidence in question is derived from observing certain aspects of the DHR process 

from three active DHRs, interviews with professionals and co-victims, and analysing 

relevant documents.  

What must be reiterated here is that the following findings chapters must be interpreted 

with an element of caution due to the lack of generalisability of this research (see 

Chapter Five). Nevertheless, this findings chapter answers four of the five research 

questions: 1. What are the policies/rules/guidance available for Domestic Homicide 

Reviews, and how do the Reviews work in practice?, 2. What role/s do co-victims play 

in Domestic Homicide Reviews?, 3. What is the significance of organisational 

culture/s in Domestic Homicide Review proceedings?, and 5. What can be learned to 

improve the value of future Domestic Homicide Reviews? Hence, according to the 

themes in Table 5, this chapter explores both procedural issues and organisational 

culture. 

The structure of this chapter mirrors that of the previous findings chapter; it is in 

chronological order of how a DHR is run. First to be explored are the decisions behind 
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what cases qualify for a DHR. Then, the appointment and independent status of the 

Review Chair role is studied, followed by the role of DHR panel members. The impact 

on and from other ongoing, external investigations will be detailed here also. 

Following on from this, the focus shifts onto how DHRs are conducted. Specifically, 

this research will provide a data-driven critique of the 6-month timeline set by the 

Home Office for DHR completion, issues with scoping periods, the importance of 

involving the police investigation lead (the Senior Investigating Officer or SIO), and 

the existing Individual Management Review (IMR) system.  

The last point made in this section focuses on the practice of including non-

professional narratives. The final focal point in this chapter is on three separate stages 

that occur in the latter stages of the DHR process; starting with the feasibility of 

lessons learned and recommendations. This is followed by the ambiguity around how 

DHRs are audited and monitored and, to end, this chapter will outline how DHRs lack 

strong governance on both a national and local basis.  

7.1 Review or Not to Review? 

Despite the Domestic Violence, Crime and Victims Act (2004) and the Home Office 

(2016b) guidance determining the criteria for what cases qualify for a DHR, 

interviewees admitted that they have experienced commissioning authorities across 

England and Wales making questionable decisions not to review. A Review Chair 

contextualised this against the constant struggles that community safety authorities 

have with balancing their finances.  

“I still think there are classic cases of CSPs [Community Safety Partnerships] 

or local authorities deciding they don’t need to do a review when actually they 

possibly did. Because…they’re obviously concerned about doing them, 
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because of the resources involved in it, not only the money because they have 

to pay for an independent Chair and a report writer, but their resources in 

attending meetings and doing the work. So, I think there’s a tendency to start 

from the premise of ‘we don’t think we’ve got to do one, let’s just check’ ”. 

Interviewees reported that DHRs are an expensive resource and commissioning bodies 

have been given limited to no extra resources from central government in order to 

fulfil their legal obligations. I was able to verify this as I gained access to a private 

document that provided a detailed financial breakdown of a single DHR which ran 

into thousands of pounds. Therefore, because of this conflict between finance and legal 

requirements, both the localised commissioning process and the quality of the reviews 

commissioned may not be of a standard that interested parties are expecting; a concern 

reiterated by a Civilian Staff Member. 

“It’s not about money but money does come into it, it’s a very expensive 

process. So, I think the feeling is the fact that it costs a lot of money, there’s 

an expectation that you’re going to get something that is illustrative of the 

investment that’s been made, and I don’t think that’s always the case”. 

The emerging narrative about the decisions on whether to do a DHR or not was 

discussed in the context of domestic abuse-related suicide cases, rather than domestic 

homicides which were reported to be more straightforward. For example, as outlined 

by a Review Chair below, many interviewees mentioned that prior to the recent Home 

Office (2016b) guidance amendments (which has now attempted to incorporate 

domestic abuse related suicides) such cases were easy for commissioning bodies to 

interpret as not viable for review.  
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“I think that probably more could have been done than there are [DHRs], 

particularly now suicides have come into play”. 

Practitioners talked about how they feel unsupported when proposing to review 

suicide cases, and/or that it actively discourages practitioners from conducting DHRs 

for these types of cases. Furthermore, a Specialist Panel Adviser alluded to a similar 

problem in relation to victims who worked in exploitive industries. 

“DHRs before haven’t looked at what element of that exploitative situation 

played in the murder…Obviously, they won’t look back and redo the DHRs, 

but it probably has skewed the figures of exploited workers being murdered. 

There’s a lot of prejudice, a lot of stereotyping around exploited workers, 

whether it’s a chosen lifestyle or an exploited one and I think that’s changing, 

well, certainly here that’s changing. But I think in the past, it would have led 

to people not looking at the issues that were underneath”.  

What this indicates is that there are cases that have not had a DHR when they should 

have, providing evidence that published DHRs may not be representative of all cases 

that they claim to re-evaluate. As outlined in Chapter Six, there is a mechanism built 

into the process for deciding whether a case warrants a review, which involves 

dialogue between the commissioning authority, the Home Office Quality Assurance 

Panel, and the Home Secretary. However, interviewees for this research recalled cases 

that were not reviewed, even though they met the DHR criteria.  

Currently, there is no other mechanism in place to challenge or re-evaluate these 

decisions other than enforcing a review via the Home Secretary (Home Office, 2016b: 

p. 10). This could have detrimental repercussions; if only certain cases are being 

analysed, this directly affects what agencies know and learn about the various 
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dynamics and scenarios that constitute as domestic abuse, homicide, and suicide. 

Therefore, it could be argued that DHRs, including policy and practice amendments, 

are not representative. With this in mind, the rest of this chapter will focus on an array 

of different elements within the DHR process, starting with looking at the role of the 

Review Chair.  

7.2 Review Chair 

This research has identified that potential Review Chairs are hired through either 

small, independent consultants or through larger-scale corporations. Furthermore, 

there are different types of Chairing packages available, which often come in one of 

the following formats; 

• One Review Chair and Author (combined role) – one individual is hired and 

conducts all the meetings and writes the overview report on their own. They 

should be supported with some administrative assistance from the local 

authority (or the Business Unit depending on the preferences of the local 

authority area).  

• One Review Chair and One Author – the Review Chair conducts the meetings, 

and the second authors the overview report. As with the above, they should be 

supported with some administrative assistance from the local authority (or the 

Business Unit depending on the preferences of the local authority area). 

The appointment of the Review Chair can also happen through a variety of means, as 

detailed below.  

• Approach a Review Chair who has previously worked in the locality. 

• Approach a Review Chair who has been recommended by a colleague who 

works outside or inside the locality. 
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• External advertisement for Review Chairs to bid for the contract accordingly. 

The case studies observed were a mixture of the above. Case study 1 had one person 

who Chaired and authored the DHR, and they had worked in the locality previously. 

Case studies 2 and 3 had someone Chair the review, and someone else author them. In 

case study 2, the Review Chair had not worked in the locality before, whereas the 

Review Chair for case study 3 had worked in the locality previously. I had been made 

aware that all three of the Review Chairs had extensive DHR Chairing experience. 

Exposure to these settings showed me just how challenging Chairing multi-agency 

meetings are, as summed up in the below excerpt. 

Case study 2 – fieldwork notes, meeting 2 of 2 

• Chaotic feel to this meeting, not experienced before. Panel members are 

constantly talking over one another and the Chair and conversations are 

mostly off-topic.  

• The Chair has lost control here. 

My observations of the Review Chair’s loss of control in this case study was 

corroborated through hearing comments like, “it feels like we’ve got through nothing” 

and “we’re clearly going over old ground”. Haphazard and off-tangent discussions 

diverted the attention away from the meetings objectives (which were to clarify and/or 

amend review analysis and recommendations). What perpetuated this further were 

visible tensions between agencies. During breaks, I was told of how certain agencies 

were perceived as being ‘their own worst enemy’ because they tended to not engage 

with what other agencies considered as regular and appropriate. This was visibly 

displayed with the said agency representatives being sat at opposite ends of the room 

and interacting only when prompted. It must be noted that this was not discussed in 
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the context of individual or personal disputes but opposing organisational values and 

beliefs.  

What should be noted is that this research has found that there is no formal 

accreditation process to become a DHR Review Chair. The training packages for both 

Review Chairs and other DHR personnel are sparse and sporadic, and more 

importantly non-compulsory, as detailed below.   

“Right at the beginning there was no training anywhere. Later on, there’s been 

online training and I’ve been to a couple of events where DHRs have been 

discussed that are supposed to be good training events for Chairs. I’ve chosen 

to go on those, I don’t have to go on them” – Review Chair.  

In light of this, I was made aware of one locality that has devised their own accredited 

list of DHR Review Chairs9. It was reported to me that this particular locality has had 

issues with DHRs in the past, including the length of time some reviews have taken to 

be finalised and published, and numerous, professional disagreements between some 

Review Chairs and the respective community safety authority. As well as personal and 

contact information documented, this locality now obtains references about a 

prospective Review Chair. It was hypothesized to me that by obtaining these 

references, this will help with recruiting those deemed as more appropriate for the role 

in future reviews.  

Another consideration when appointing the Review Chair is that the community safety 

authority and/or the DHR Panel must assess the degree to which the candidate is 

independent. To start, this is supposed to be ensured through ascertaining that they 

                                                           
9 This may be used in other areas, but this was the only instance that was mentioned during this 

research. 
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have no current connection to the agencies involved (Home Office, 2016b: p. 12). This 

should be weighed against; 

“…the Chair’s career history, relevant experience and independence. If a chair 

was previously a member of one of the agencies associated with the review or 

on one of the agencies on the relevant CSP, make clear in the independence 

statement how much time has elapsed since the person left that agency” (Home 

Office, 2016b: p. 12).  

Despite this, this research has highlighted that what, and whom, constitutes as 

‘independent’ is not universally accepted amongst review personnel. In alignment 

with the above excerpt, interviewees identified and accepted that Review Chairs have 

had previous careers; but most fixated on and talked about those with a policing 

background. Interviewees were more critical of Review Chairs who were from this 

particular service, as depicted in the below quotation. 

“Independent is the key word I think, and you have to have the knowledge and 

understanding…What’s happening more and more is we’re getting ex-police 

officers and they’re not the right people to Chair reviews. Not those with 35 

years’ experience of doing police work, but that’s my opinion” – Family 

Advocate. 

With this issue, it is important to note that to fulfil the role of Review Chair to the best 

of their ability, the candidate must have relevant experience in the field to understand 

what has happened, to know what is and is not within a multi-agency capacity, and 

what recommendations are feasible. Therefore, not only is it impossible to separate 

the candidate from their previous, professional experience but review personnel must 

remember that the candidate’s knowledge and understanding is informed and shaped 
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by their experiences, elements which the reviews require for successful oversight. 

Related to this, one of the Family Members expressed that for them, independence is 

a personal attribute, irrespective of profession. 

“I questioned their independence, I looked at them in the face and said, ‘you’re 

in the pay of the police, why would you be independent?’ and they said, ‘well, 

just watch me’. And my understanding of independence grew much more 

nuanced, it’s not just about the office you hold, it’s about your integrity and 

they were ferocious and really was intrusive to the police force”. 

What this research has found that is not documented in current research or guidance, 

is that an important part of being independent is having the ability to withstand under-

hand pressures from the commissioning body, the DHR Panel, and others who might 

have a vested interest in the review. This is exemplified by the following comment 

from a Police Senior Investigating Officer (SIO), whose professional relationship 

deteriorated with a community safety authority because they had concerns about panel 

members manipulating this part of the DHR process. 

“Through the politicization of the whole Review, and I think the fear of other 

organisations wanting to share the blame if there was blame to be had, they 

concocted some reason as to why the Chair needed to be an independent one. 

I’m told that the [original] Chair was then replaced by somebody who was 

independent, that I later learned may be not independent, but we were told that 

they were independent…yeah, it still leaves a bit of a bad taste in the mouth 

for me”. 
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Therefore, this also prompts questions around the appropriateness and effectiveness 

of current rules about who can be a panel member and what else they might gain by 

being present. 

7.3 The Role of Panel Members 

The Home Office (2016b, p. 12) has stipulated that only those with an appropriate 

level of seniority should be panel members. They do not specify the exact status 

requirements but say that they must have the jurisdiction and authority within their 

agency to know what can and cannot be altered, or what can be put forward to 

implement changes (Home Office, 2016b: p. 12). This research has found that what 

constitutes ‘an appropriate staff member’ is ambiguous and open to interpretation, 

which has led to junior staff members taking on these roles, as evidenced by a Police 

Panel Member. 

“Recently we have had a couple of uniformed colleagues go into these 

reviews…But in the presence of austerity where we seem to be reviewing more 

and shorter on numbers, I think we have been a bit slack on who we’ve put in 

that position”. 

A junior member of staff may have the ability to fulfil this role, but in the DHR 

context, the problem of them being a panel member is about hierarchy. They do not 

carry the same weight and authority within the organisation and would therefore be 

less likely to push through recommendations and changes in a timely manner. 

However, several non-statutory agencies said that although it goes against Home 

Office (2016b) guidance, they are more concerned when higher-ranking panel 

members are present, because they could be using the DHR to pursue ulterior, 

organisation-driven motives (as eluded to below). 
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“That person can also have a lack of knowledge, where somebody in the 

middle of that might be better around the table…The reason I said that, sorry, 

is that on the blame-front issue that we were talking about, is whether those 

top people come out from their organisations because they are worried about 

their organisations reputation or being blamed. So, does that make you the best 

person to be there? Why are the protectors of the organisations always at the 

DHR?” - Panel Member: Specialist Adviser. 

To combat this, other reviews of a similar nature have taken different directions here. 

For instance, Welsh Child Practice Reviews (CPRs) hold at least two Learning Events 

per review; one for management, and one for practitioners directly involved with the 

case being reviewed. In these settings, you get the opinions of both sides separately, 

and both have an impact on the review’s outcomes.  

“They do that because it gives practitioners the opportunity to be open and 

honest without them feeling that their managers are listening to everything 

they’re saying. So for example, in this case, practitioners were saying they 

were over-worked, their caseloads were too big and there wasn’t enough 

supervision (that’s in another agency obviously) - there wasn’t enough 

supervision of their caseloads. I doubt that they would have said that if their 

managers had been present. And to be fair, when the managers found out about 

that, they disagreed with it and they could produce evidence to support what 

they were saying. But, nonetheless, that was the perception of the staff and that 

is what’s gone into the report. So, it’s still gone into the report but it was made 

very clear that, you know, there was a difference of opinion around it” – Panel 

Member: Police Representative. 
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As implied in the above quotation, managing the inter-personal and inter-

organisational dynamics within a review is of paramount importance for the Review 

Chair, to ensure that the review has a positive and progressive working environment. 

What this research has also found is that those who attend DHR Panel meetings are 

often the same people who go to a multitude of other public protection or safeguarding 

reviews on their agency’s behalf (see section 6.3 for information about panel members 

according to official guidance), as reflected in the below quotation.  

“The representatives from the other agencies tend to be the same people so you 

tend to, sadly, build-up working relationships” – Panel Member: Domestic 

Abuse Specialist.  

This was supported during other observations that I conducted for this research. These 

have not been mentioned yet, as the focal point of this thesis has altered since the 

project began in late 2016. From mid-2018 to early 2019, I also attended Serious Case 

Review (SCR) and Multi-Agency Public Protection Arrangement (MAPPA) meetings, 

where I saw and interacted with some of the same representatives from the DHRs I 

had observed.  

Familiarity was regarded as positive by most interviewees, because by having that 

familiarity there can be a degree of trust and comfortability between one another. It 

was suggested that familiarity facilitates an honest and open working environment. I 

also experienced this myself. For instance, despite the circumstances, one 

representative who I saw on a few occasions, always greeted me jovially with, “Grace, 

we must stop meeting like this!”. Because I had observed more than one meeting per 

case, I often encountered the same individuals and as shown above, they were at ease 
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with me being present as they had met me before and knew about my research (see 

fieldwork notes below).  

Case study 3 – fieldwork notes, meeting 2 of 2 

• Positive conversations with Chair and admin. before the start of the 

meeting – asked about the progress of my research & reiterated that they 

would like to know what I’ve found when possible. 

The benefits and pitfalls of panel member familiarity is open to interpretation and 

bespoke to individual reviews, and therefore depends on who attends the meetings. In 

the meetings observed, the panel members were well acquainted with one another and 

the familiarity appeared to facilitate challenge. Case study 2 was the most complex of 

the three reviews observed. In the second meeting, there was a debate (off tangent) 

around the interchangeability of who constitutes as a victim and/or offender of 

domestic abuse, and if this would have any impact on how facts will be addressed in 

the final report. One of the Local Authority representatives was detailing their frontline 

workers perspectives when a specialist domestic abuse professional attempted to 

interject, but the local authority representative was quick to shut this down; “excuse 

me, let me finish”.  

It was also mentioned that by having the same individuals attending, their organisation 

benefits too as this person would be able to develop a birds-eye view of safeguarding 

in their organisation, and across the region. Naturally, because of the nature of these 

meetings, some of the repeat representatives were individuals responsible for 

safeguarding for their institution. Institutional safeguarding was just one of the many 

focal areas of their job role and was very rarely the only facet of their job. I noted in 

my observations that not all representatives present had an overarching safeguarding 
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element to their role, this was usually in relation to non-statutory organisations. 

Therefore, it could be viewed that non-statutory organisations are disadvantaged 

because they may not be able to provide an equivalent. 

Yet, some interviewees (mostly from non-statutory agencies) were uncomfortable 

with the degree of familiarity between panel members and openly questioned the 

appropriateness of this. From their perspective, it was indicative of review procedures 

and/or the agencies themselves displaying a lack of interest and rigour. For those with 

this concern, their interpretation was solidified by attending panel members not 

attempting to acknowledge and/or justify why the same people are continually 

representing their agency. 

“The people sat around the table, certainly in our panels, generally are the same 

people. Are they asking the right questions? Are they challenging the people 

who are doing these reviews? Or are they like ‘it’s just another review?’ I 

dunno” – IMR Author: Police Representative. 

In respect of the DHR meetings observed, I noted that colleagues who knew each other 

and/or were from a similar area of work congregated and sat together. In case studies 

2 and 3, I noted that this happened most noticeably with health, social care, and 

specialist domestic abuse professionals. This pattern would continue into refreshment 

breaks and when meetings concluded, as some arrived together. From a research 

perspective, it was important to note this in relation to the dynamics of the meeting, as 

this facilitated several topic related sub-conversations during the dominant 

discussions. Objectively, this had a visual impact because at times, some organisations 

appeared to be ‘closing ranks’ on the Review Chair and/or other panel members 
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(intentional or otherwise), and comments were heard such as “let’s just get on with it” 

or “what’s this [conversation] got to do with the recommendations?”.  

In case study 1, the police panel member changed between observations. In the second 

meeting observed, the new representative mentioned they were drafted in shortly 

beforehand and in this example, the unfamiliarity with the DHR Panel and a lack of 

time to adequately prepare for the meeting was evident. Contributions and challenges 

were minimal, and regular comments were made such as, “I don’t know, I’ll have to 

go back and clarify that”, which appeared to irritate other panel members. This does 

not mean that the representative was at fault, but that they were sent to represent their 

agency ill-equipped and could not extract the maximum potential out of the meeting 

for themselves or their organisation. This example showed me first-hand the effect of 

what happens if representative continuity is broken, supporting the idea that familiarity 

amongst panel members helps the flow and open-challenge mentality of the review. A 

Health Representative summed this notion up succinctly, drawing upon their own 

experiences as a panel member; 

"when there have been changes around the table at times, it has got personal, 

and actually, that’s not the point. It’s about process, people have got 

defensive”. 

The consequence of seeing such interactions is that a trend starts to emerge; those 

confident in articulating their thoughts and opinions feel comfortable in the 

environment and therefore tend to dominate discussions. A Local Authority 

Representative summed this up in the following quotation, “the more you’re 

referenced, the more you’re involved”. 
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Individuals who have more direct, professional exposure to domestic abuse and/or 

homicide, and who understand what constitutes as domestic abuse on a deeper level, 

are more likely to be active in discussions, as they are confident in communicating and 

substantiating their perspectives. The excerpt below is from case study 2, where a 

domestic abuse specialist (abbreviated to DAS in fieldwork notes) discussed how 

some frontline professionals do not understand the purposes and remits of existing 

multi-agency partnerships.  

Case study 2 – fieldwork notes, meeting 1 of 2. 

• Discussion around the different roles and remits of regional multi-agency 

partnerships. 

• DAS: spoke of how professionals still do not understand the differences 

between a MASH (Multi-agency Safeguarding Hub), a Strat. (strategy 

meetings held by social care) and a MARAC (Multi-agency Risk 

Assessment Conference). So, they might expect one of these partnerships 

to automatically intervene when they have no jurisdiction – this 

representative is visually and verbally annoyed about this. 

• They ended with, “somehow processes have become blurred, they are 

being seen as one in the same” – DAS.  

Consequently, their associated agencies are likely to have more of a presence within 

the review. Hence, specialists trained in domestic abuse were the most vocal and 

carried a presence throughout all reviews observed. Because of their knowledge and 

multi-agency awareness, they were able to provide comprehensive regional context 

and articulate clearly on all subject matters, as demonstrated above. Representatives 
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from across the health-service spectrum10 were also forthcoming with information, 

highly critical and analytical about health practices, and were accommodating and 

supportive of most recommendations made. Furthermore, health representatives also 

accommodated me by explaining select medical terminology, acronyms, or practices 

during meeting breaks (see notes below).   

Case study 1 – fieldwork notes, meeting 2 of 2.  

• Health representative asked if I knew what an AMHP (Approved Mental 

Health Professional) is. I said that I didn’t, so they told me more about this 

role during the coffee break.   

Throughout all case studies, inter- and intra-organisational challenges were frequent 

and again, were often by the same people. Unsurprisingly, these people were the ones 

who also dominated discussions, indicating that dominant personalities are more likely 

to influence the topics of discussion.  

Case study 3 - fieldwork notes, meeting 1 of 2. 

• Lots of healthy challenge (particularly by domestic abuse specialists) – 

great to witness. 

In all case studies, one or two panel members attempted to control discussion points. 

In case study 2, this resulted in an individual having multiple sub-conversations, 

regularly taking telephone calls during the meeting, and leaving early. These actions 

were accompanied with disapproving murmurings and comments from other panel 

members. Here, it was evident that this individual was confident in articulating their 

                                                           
10 This includes mental health, nursing (adult-based and hospital emissions based), health visitors, 

primary care, other hospital staff from emergency departments, psychiatric care, minor injuries, and 

paediatrics. 
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opinion, although they were disruptive in the process. Their actions however 

encroached on the role of the Review Chair, who struggled to control the meeting (see 

below excerpt). 

Case study 2 - fieldwork notes, meeting 2 of 2. 

• Discussion: training & delivery 

• The Review Chair – “how you deliver that [regional training] is up to 

you”  

• One individual dominated this conversation, talking over others regularly. 

Another panel member made a suggestion, but they were ignored. A 

comment was made about how no-one had provided any other ideas. The 

ignored panel member said defensively, “well, okay, I did offer a 

solution…” but was side-lined again. 

Conversely, panel members that made minimal contributions to the discussions had 

little incentive to contribute elsewhere, such as challenging the content of other agency 

IMRs. Mirroring the above, it became apparent that quieter, more passive panel 

members tended to be the same people from the same organisations, irrespective of 

the DHR being conducted. Numerous agency panel members were quiet across all 

observations, most noticeably some select local authority agencies and the police. 

There could be various reasons for this, such as they may have had no documented 

knowledge or interaction with those involved. However, this could also be perceived 

as panel members trying to avoid any accountability on behalf of their organisation 

(reflected below). 

“Sometimes the ones who aren’t involved, who don’t have direct involvement 

with the victim or the victim’s family etc. tend to be quite quiet throughout the 
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review. They attend the panel meetings but they make minimal contributions. 

I personally find that the more you’re referenced, the more you’re involved, 

you’re much more interactive in the meetings and editing the 

report…Sometimes people sat around the table aren’t thinking the review as 

something that’s quite holistic, they’re thinking ‘okay, how do I protect my 

agency? Well, my agency’s not involved in this so not my problem. I’ll be here 

because I have to be here, but whether I contribute to the discussions is a 

different matter’. We’ve had a few of that” - Panel Member: Local Authority 

Representative. 

Challenge is essential to DHRs because this is where gaps and strengths in service 

provision protrude. If some panel members are not challenging information as 

thoroughly as others, then the narratives become overly dominated by the same 

people/organisations, and therefore, the reviews are not functioning as they should be 

because this is not symptomatic of multi-agency collaboration.  

A Local Authority Panel Member also spoke of their panelling experience in relation 

to this issue, and pinpointed the exact moment where their local practice changed for 

the better, and the value of training in DHRs and coercive control.  

“I can say for sure after that training our meetings changed, the nature of them. 

The first meeting was a bit muted; it wasn’t so challenging or we weren’t 

picking up the coercive control stuff. We knew it was there but we weren’t 

sure how to articulate it, but after the training I think it’s changed not just the 

tempo of our discussions but actually the push back to the Chair and other 

panel members. So, I think if there’s one recommendation to make is that 

everyone, before you go sit on a panel, you must do that DHR and coercive 
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control training because it opens up so much more things to you than just 

reading pieces of paper with information on it”. 

This example showcases that DHR-specific training equips individuals with the 

knowledge and skills about domestic abuse related subjects, cultivating their 

confidence to challenge and being actively involved with discussions. What must be 

mentioned is that although training is a good starting point, it is not an all-

encompassing solution to ‘fixing’ DHRs. What it can provide is a comprehensive basis 

for building and consolidating knowledge. For some, the apparent lack of frequent, 

hands-on, easily accessible DHR-specific training is still seen as a barrier to 

constructive challenge. 

7.4 Impacts on, and from, other investigations 

Although DHRs operate separately to other external procedures, a DHRs progress can 

be directly affected by other proceedings. First, there is an acceptance amongst review 

personnel that some select external procedures have to take priority over the DHR, 

namely ongoing criminal investigations and court processes (criminal and family). But 

interviewees stated that they have inadvertently created issues for DHRs, as 

highlighted by a Police IMR Author and Panel Member. 

“Of course, with kids involved, if there’s a family court process, that takes 

precedence over the criminal court process, so you can’t have the social worker 

report, or the family worker reports until they’ve gone through their court 

process. And then you need a court order to apply for them, and it’s just…it 

can take forever”. 
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The quotation above was echoed throughout numerous interviews and it was also 

evident in the observations. Certain actions required in case study 2 were delayed by 

several months because of pending court proceedings.  

However, when talking about other ‘less pressing’ procedures, DHR personnel spoke 

of their concerns regarding professional attitudes towards DHRs in comparison to 

other forms of review. Below is a quotation from a Review Chair about this issue. 

“The review [DHR] needs to strive for parity with a child protection, 

safeguarding review. We always say to people, ‘if this was a child safeguarding 

review you would give the information without questioning it. So, think of it 

in that way’. It has the same legal status as a child safeguarding review, but 

there’s still that battle”. 

Such concerns could imply that there is an informal review hierarchy. This was 

reinforced by interviewees who said that occasionally, they have been made to feel 

that their DHR is less important and more of a nuisance, as experienced by a Domestic 

Abuse Specialist.  

"I think because they prioritised the SCR [Serious Case Review], by the time 

they moved onto the DHR, you could feel that the people round the table were 

weary and that they had felt that they had already given a fair enough hearing 

to this case and understood what lessons they needed to learn from that, and it 

was almost like, this is going over old ground”. 

Interviewees also recalled instances whereby certain individuals, who were acting on 

their organisation’s behalf, pushed certain agendas and appeared to want and/or 

exercise an element of control over the review (as indicated in the below quotation).  
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“DHRs are always taken seriously but it’s very formal, and very police-driven” 

- Panel Member: Health Representative.  

Whereas a Specialist Advisor to a DHR Panel interviewed for this research remarked 

how the police representatives in particular seemed distracted and were preoccupied 

with other police-related facets of a case, rather than being interested in the DHR 

element.   

"they [the police] were worried about if there’s things pending, a disciplinary 

or if someone’s done something wrong, how that works in the police and being 

referred to the IPCC [Independent Police Complaints Commission] and all 

that, they just sounded like a load of dinosaurs really” 

An Independent Reviewer also spoke of the police attempting to influence review 

procedures. Albeit this reference was in relation to their experiences with Serious Case 

Reviews mainly, similar methods are employed in DHRs when review personnel want 

to talk to and involve other parties, like co-victims, for example. 

“So I think some reviewers avoid doing this although it is part and parcel of 

doing a review, and they find excuses not to, and I think sometimes the police 

give them an excuse not to do it because, if the police had a choice and 

somebody was either a suspect or witness in the case, they would rather the 

review didn’t talk to them because they are paranoid that the review might 

muddy the waters and that’s a current problem in many reviews, where the 

police sort of try and dissuade the review team from talking to anybody who 

was a witness or a suspect. The actual reality of it is the police can’t veto it and 

the review is entirely independent from any judicial or criminal proceedings, 

and so part of it is I think the review themselves are quite happy to be let off 
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the hook, and the reviewers don’t have to go see the family and they can blame 

the police; ‘they asked us not to so we didn’t challenge that’. I don’t think 

that’s good enough”. 

This was not the first time someone had told me that DHRs have a distinct, police-like 

feel to them. Naturally, if the police investigation is still ongoing then the police will 

hold the monopoly here and will temporarily block any pre-court communication 

requests because they could jeopardise and/or undermine the court proceedings. 

However, the DHR guidance does detail that the review does not have to stop entirely 

because of external proceedings (Home Office, 2016b), but this quotation implies 

something else. It suggests that some review personnel do not want to probe further in 

some cases, and they will either use the police as an excuse to not pursue a lead, or the 

police will step in to block the request themselves. Therefore, there could be an 

underlying organisational power dynamic in the DHR context that has not been 

referenced in existing literature.  

7.5 Review Format 

The next section of this chapter will look at how these reviews are conducted, focusing 

on a DHRs timeline, scoping periods, the police SIO briefing, the Individual 

Management Review (IMR) system, and the inclusion of non-professional narratives. 

6-month Timeframe 

Guidance stipulates that the entire process should be conducted within 6 months 

(Home Office, 2016b: p. 16), but all interviewees spoke of how this is regularly 

exceeded in practice. Reasons given for this included difficulties in establishing 

whether a DHR is appropriate, legitimate reasons for suspending review activity, 

direct competition with other parallel investigations, logistics around including co-
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victims such as giving them time to assess whether they want to be involved, and the 

time that it takes for a review to go through the Home Office quality assurance 

processes. Interviewees acknowledged that this means delaying the review by years, 

not months, as experienced by a Health Panel Member. 

“It just feels like a long time before you can say, ‘this is the reason why we’re 

doing it’ or ‘hear this story, this is what we’re trying to tell you about, this is 

what can happen when it goes wrong or when it doesn’t always work’. So, the 

time is an issue, time in terms of the length of time it takes for the report to be 

brought together and then published which can be in upwards of 2 years, which 

is just ridiculous. And then the time that it takes for people to work on it, the 

amount of time that everyone puts into it for the outcome that you get for it”. 

From a co-victim’s perspective, one of the Family Members also talked about the 

effect that delaying a DHR can have on those personally affected. 

“…and they take so long to do and I don’t understand how they take so long, 

you know? That was very, very frustrating because it just prolonged it for us, 

getting to a conclusion. And then it’s lost because, not that people forget it, but 

a couple of years down the line when you produce the report, and that might 

be quick amongst some of the other ones I’ve heard, those years have gone 

past. You’ve got to hit this fresh; you’ve got to hit it and you’ve got to get out 

and get it done quickly and get it out”. 

Because of this, the DHR (including findings and recommendations) becomes out of 

date quickly. Professional interviewees were keen to stress that because of this, they 

do not wait for the review to be published, and recommendations are implemented on 

a local organisational level, as soon as possible.  
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"If the learning is identified quite quickly, which it generally is - you know you 

see things and you think, ‘oh crikey!’, every agency would immediately take 

that back because obviously we have to safeguard others” - IMR Author/Panel 

Member: Police Representative.    

It must be noted that although the above was echoed amongst several interviewees 

who work for different agencies, this might not be general practice that happens across 

all local authority areas. Therefore, if this practice has developed in certain localities 

only, this prompts the bigger question of what happens to the reviews and their 

recommendations if they are not subject to the same, early or mid-review changes? 

The implication appears to be that the learning is likely to be lost or outdated in 

comparison to other areas who act and react more quickly. Moreover, if learning is 

identified and recommendations are quickly implemented as a result of DHR 

proceedings, then another question that arises from this is why are DHRs taking so 

long to be finalised and published if the learning has already been implemented? 

Scoping Periods 

As mentioned in Chapter Six, scoping periods are set time parameters that define how 

far back the Individual Management Review (IMR) authors go in terms of exploring 

the victim’s and/or offender’s life, and their contact with their agency. Multiple 

interviewees were critical of these scoping periods, suggesting that they are having 

adverse effects on DHRs for a few reasons. The main observation, as articulated by an 

Independent Reviewer (below), is that the further agencies go back, the longer the 

review will take.  

“What I feel now is a major failing with DHRs, they go too far back…There 

can be so many instances, you get lost in the ether”. 
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For instance, a case that was referred to numerous times during a few interviews was 

where agencies retraced contact over three decades. As DHRs regularly exceed their 

prescribed 6-month deadline, there is a question here about the appropriateness of a 

scoping period and whether a time-cap would help to streamline and focus DHRs. For 

example, Welsh-based professionals spoke of how this particular issue compares 

against Child Practice Reviews (CPRs). For these reviews, the scoping period is 

capped at twelve months before the incident in question. This can be extended to two 

years prior if necessary and if there are any other key events exceeding that timeframe, 

they can be mentioned to provide additional context (Welsh Government, 2016). They 

spoke of how this has been positively received, because it has provided their IMR 

author equivalents with a consistent format.  

Police Senior Investigating Officer (SIO) Briefing 

Although this is briefly mentioned in the Home Office (2016b, p. 16) guidance, there 

is no information provided as to how this briefing takes shape. From formally 

interviewing an SIO and having additional informal conversations with other serving 

and retired SIOs during networking opportunities at conferences, this research has 

identified that this process starts with the community safety authority sending a letter 

to the SIO, officially inviting them to attend an early panel session. 

“So, I will go along on a date to be agreed now and I will tell them about the 

murder…I will go along and brief them on the…not the brief circumstances, 

but the nuts and bolts of how this is murder, what we know has happened so 

far and what the events really look like” – Police SIO.  

This research also highlights the importance of the relationship between the SIO 

(including their investigation team) and the Review Chair (and the DHR Panel). A 
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Police IMR Author gave an example in a case where a positive relationship between 

the Review Chair and SIO helped to avoid a potentially negative situation.  

“The author had gone to see relatives of the victim and I think they had 

disclosed to the overview writer perhaps more detail about the relationship that 

had been divulged to the investigation through the FLOs [Family Liaison 

Officers]. So, there was a concern that because of that difference, how it may 

impact on the investigation. But I think the author then spoke to the SIO and 

talked them through what the information was and I think it was resolved as 

such”.  

If managed well, this relationship can provide a two-way channel of communication. 

Conversely, if neglected, information and actions can be misinterpreted and 

consequently, each side could view the other as a hindrance.  

IMRs: Authors, Reports, and Meetings 

This section will look at three key components that come under the Individual 

Management Review (IMR) jurisdiction, starting with the IMR authors (see section 

6.3 for information about IMR authors according to official guidance). Most 

practitioners responsible for compiling IMRs do this in addition to their usual job 

commitments. This research identified that the only exception to this were the police, 

who were more likely to have dedicated teams and personnel to specifically fulfil 

different review roles across a variety of reviews. The outcomes of this was discussed 

with a Police IMR Author. 

"You go to some of them [DHRs] where people turn up and say, ‘I’ve never 

done one [IMR] before what do I need to do?’ They’ve…not struggled, but 
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when you look at some of the reports, ours seem to be far more detailed in what 

they have in them”. 

Therefore, as explained in Chapter Six, some review personnel often work across a 

range of public protection or safeguarding reviews, IMR authors included. A Health 

Panel Member was honest in describing the effect that the IMR role has had on them 

(below).  

"I think they’re [reviews] increasing in numbers, so I’m working more hours. 

I’m getting more tired, and I also find that the more I do- so for instance there’s 

a review going on at the moment and before, now I’ve always been like ‘okay 

these are the dates that are set’. In my first few years I was like, ‘I got to do 

this, I got to do that’. I was working over the weekends. But now I think, ‘well 

okay the reports are supposed to be in on that date, no-one else is going to be 

in by then so I’ll give myself another couple of weeks if I can’. So I’m 

becoming, I don’t know, more flexible and I shouldn’t be”.  

First, the quotation above links to the idea of familiarity mentioned earlier. If they 

know who is likely to be present and they know that a delay in proceedings is likely, 

then they know that producing their IMR later than planned may not be an issue. There 

is also an honesty with the above quotation. It depicts that IMR authors will experience 

competing work-based demands, and depending on the urgency of the other demands, 

the DHR IMR may not always be a priority, especially as this part of the process can 

take seasoned IMR authors “hours, hours and hours” (as said by a Local Authority 

Panel Member). Consequently, this, coupled with the rigidity of the IMR process, can 

negatively impact on the quality of the IMRs produced and interrupt the review’s 

timescales. 
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Now, to assess the IMR reports. These are agency-specific documents which 

chronologically detail how and why an agency had contact with the victim/s and/or 

offender (Home Office, 2016b: pp. 20-21). Originally, they were introduced as the 

preferred data collection method for the 2003 version of Serious Case Reviews (SCRs) 

(Payton et al., 2017). In the DHR context, decision/policy makers should be 

questioning if this system is still appropriate to use, because it has since been 

discredited by Child [Safeguarding] Practice Reviews in England and Wales. These 

reviews now favour a more flexible approach, and Local Safeguarding Boards can 

now opt to use a systems/interview-based approach (Social Care Institute for 

Excellence, 2010; Munro, 2011; Wood, 2016). Interviewees with experiences in both 

forms of review spoke of how DHRs feel “stuck in their ways” with the IMR system. 

A Local Authority Panel Member described DHRs as, “a very traditional, almost 

archaic process”. Therefore, this ‘stale’ outlook could impact on whether professionals 

across the board see DHRs as a useful, locally driven resource.  

As outlined in Chapter Six, IMR meetings are for agencies to talk through the timelines 

that the IMR authors have put together, and to provide additional commentary if 

needed. What was observed in all three case studies was how these meetings were 

conducted. First to mention is that relevant documentation, such as the IMRs 

themselves and the meeting agenda, were electronically distributed before the 

meeting. At the beginning of each IMR meeting observed, the meeting agendas were 

given verbally. The agenda detailed what agency IMRs would be addressed during 

that particular meeting, and the meeting would proceed in order of the items on the 

agenda.  

The respective panel member would then give a verbal summary of their agencies IMR 

and would provide any updates or further comments (if applicable). Afterwards, the 
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Review Chair would ask the agency panel members any questions they might have 

and would then open the floor and ask other agency panel members if they had any 

questions or comments (this was overseen and controlled by the Review Chair). In all 

of the case studies, I only observed one IMR meeting per case; more IMR meetings 

were held in addition to the one meeting I observed, therefore I only saw the beginning 

part of this specific process.  

What was evident was that the purpose for these meetings were not fully understood 

by some panel members, as some were fixated on spelling, grammatical and 

punctuation errors rather than content. Each of the three Review Chairs were 

experienced in conducting DHRs and continually reminded and refocused the groups 

attention towards ensuring that the content of the report was factually correct, with 

varying degrees of success.  

On the surface, case study 2’s IMR meeting was well organised and, as noted in my 

fieldwork notes, was “full of constant, healthy challenges”. For example, the police 

IMR noted issues with the ViST, a Vulnerability Screening Tool used by the police. 

This was challenged by a domestic abuse specialist who asked whether this had been 

fed-back to the relevant staff member to ensure their learning, remarking that, “if not, 

it should be”. In turn, this conversation facilitated a new recommendation. At the heart 

of this review was an intimate partner homicide (IPH) with a unique narrative. What 

this IMR meeting established was the complexity of the case, culminating in a 

suggestion that the homicide was in retaliation to the homicide victim being an 

offender of domestic abuse.  

The pre-homicide domestic abuse dynamics within this victim-offender relationship 

played a central role in this meeting. However, what became apparent was that there 



   
 

198 | P a g e  

was a varying level of domestic abuse awareness in the room, with one representative 

commenting the following: “but, isn’t that DA [domestic abuse]?”. Analysing my 

notes after the meeting, I had picked up on some underlying tensions between certain 

professions that subsequently affected the draft overview report meeting.  

In addition to the above, during one of the refreshment breaks for case study 2’s IMR 

read-through, I spoke to a panel member who looked distracted during the meeting. 

They mentioned that they had already compiled a list of questions about one specific 

IMR before the meeting, and they were able to do this because of the electronic 

distribution beforehand. Consequently, they remarked how the IMR meetings felt 

more ceremonial rather than productive because the information relayed is from the 

reports pre-distributed, unless information has emerged since. 

The atmosphere of the IMR meeting for case study 3 was noticeably different to the 

other two cases. There was a tangible atmosphere of sadness, frustration and anger, 

the latter emotions were directed both at the offender and the failure of agencies to see 

and/or acknowledge what was happening within that dynamic. However, as an 

objective observer, I felt that in places, panel members were attempting to justify 

actions taken, contrary to the information put forward. For example, most IMRs 

identified behaviours and/or actions by the victims that are indicative of domestic 

abuse, particularly coercion and control. However, after this information was 

disseminated, a representative, who had also highlighted instances of domestic abuse, 

said the following, “they [perpetrator and victims] were very good at hiding what was 

going on and that’s a shame”. This was not said in any way to blame the victims, but 

it does insinuate the notion that there was only so much organisations could do, even 

though each agency specific IMR managed to retrospectively identify domestic abuse.   
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Non-Professional Narratives 

Interviewees highlighted that professional organisations will only know snippets of 

information, and even that might be distorted; therefore, they are not in possession of 

all the facts. This was acknowledged amongst most interviewees but particularly 

Review Chairs, as demonstrated below. 

“Talking to those co-victims just opens up a whole alternative perspective 

which might reveal stuff that no-body knew, it might make sense of stuff which 

you knew about in a different way and even if it does none of those things, it 

centres the review around that person and the impact of their death” – Review 

Chair.  

The consensus is that the more additional narratives that can be incorporated (for 

example, family, friends, colleagues, neighbours, sports team captain or teammates), 

the clearer the picture becomes in relation to the victim’s life, which can illuminate 

systemic failures, gaps in service provision, missed opportunities, and weak or positive 

action.  

What these reviews attempt to do is involve those closest to the victim and give them 

the platform to tell the victim’s narrative on their behalf (shown in the quotation 

below); something that is not currently facilitated by criminal court proceedings 

(Casey, 2011; Hoyle and Ullrich, 2014; Mullane, 2017).  

“I was quite clear that this was the most important thing in my life [the DHR], 

and it would be done correctly. I would have my families story written 

correctly” – Family Member. 

Should co-victims want to be involved, the first method of ensuring this is through 

informal or soft interviews undertaken by the Review Chair and another panel 
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member. Interviewees indicated that at this stage, best practice would also involve a 

family advocate being present. Content from these conversations with co-victims was 

reported back to the DHR Panel and fed throughout the report (where applicable). For 

case studies 2 and 3, the Review Chairs contacted co-victims prior to the meeting, and 

they were able to continuously ask questions and provide commentary on the co-

victim’s behalf. It was clear that in the context of these observations, the Review 

Chairs were acting as the primary conduit between the DHR Panel and the co-victim/s.  

The Review Chair may also feel it appropriate to invite the co-victims to meet the 

panel; this will not happen for every DHR but when they do, they tend to occur after 

the IMR panel meetings and before the draft overview report meetings. The purpose 

is to provide co-victims with a safe space to talk about the victim/s to those who are 

conducting their review, as experienced by a Local Authority Panel Member (below).  

“We invited them [co-victims] to a panel meeting where it was very informal 

compared to our usual committee rooms. We made it quite cosy, s/he came 

with a support colleague, who was sat with them throughout the whole thing 

and we gave them the floor. Instead of asking probing questions, we said ‘look, 

this is what we want to do. We want to capture your loved-one’s voice in this 

review because this is what this review is meant to be about – capturing the 

voice of the victim’”. 

A Family Advocate also spoke of having a photograph of the victim/s at each meeting; 

a small gesture considered good practice, as illustrated below. 

“We do say that it would be good if you have a picture of whoever so that you 

remember that s/he was a real person. That level of detail families like to see 

and to be treated with respect and not patronised” – Family Advocate.  
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However, not every co-victim who has been involved has been treated as an equal in 

the respective DHR. For this study, I interviewed a Family Advocate; in their role, 

they are to work closely with co-victims and help them through the DHR process, 

ideally from beginning to end. This interviewee recalled a handful of cases whereby 

co-victims were side-lined either in part or throughout the process, as seen in the below 

quotation.  

“I’m involved with cases now where we have not seen that [overview] report, 

it’s gone to the QA [Quality Assurance] panel. So I’m sending emails to the 

Home Office asking for them and reporting to them saying ‘can you send that 

back so the family can see it’”. 

Moreover, from a personal perspective, one of the Family Members also recalled that, 

“the DHR went on without us really, we could have been involved more”. Therefore, 

there is some evidence of the DHR process not being applied equally across different 

local authority areas in relation to co-victim involvement. Hence, this suggests that 

there is a ‘hierarchy of testimony’ (Home Office, 2016: p. 17), which appears to favour 

the professional narrative over co-victims.  

However, not every co-victim will want to be involved and/or may drop out of the 

process, as experienced in case study 1. Despite initial positive engagement with co-

victims in case study 1, the Review Chair informed the DHR Panel that they no longer 

wanted to take part and, “they wanted to put what had happened behind them”. The 

only way the DHR Panel could now incorporate their views was by recycling 

information they had already given (e.g. in police witness statements), but this was 

subject to co-victims giving their consent to this. Interviewees commented that in such 

cases, co-victims should still be kept informed of the reviews progress regardless. It 
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was also remarked how not having additional information can adversely affect the 

review, because there are gaps that professionals cannot fill.   

“I’ve got to say in the reviews where you haven’t got that engagement, people 

are quite disappointed you know? The people on the panel think, ‘ah, you 

know, pity they wouldn’t’…it is absolutely right that we speak with family 

members, because some of those know much more than what some agencies 

know, and it’s difficult sometimes if there’s no family members there to give 

us that information” – Panel Member: Police Representative. 

In case study 2, there was a conversation about co-victim involvement and influence, 

which proved a controversial discussion point. Below are excerpts from this 

conversation documented in my fieldwork notes. 

Case study 2 - fieldwork notes, meeting 2 of 2 

• “…the family think it will [be important]11” – Local Authority Panel 

Member. 

• “But we’re not answerable to them [the co-victims]. With all respect and 

sensitivity, it can’t be bent round the wishes of the co-victims” – DAS.  

This was a heated interaction which showed that panel members had opposing 

opinions about why co-victims were involved with this DHR, and the degree to which 

the DHR Panel were to take their involvement and views into consideration.  

A contentious aspect is whether to involve children in the review or not, those aged 

under 16 in particular. Of the very few interviewees who have involved children in 

DHRs, they had experienced children being involved via play therapy, creating a life 

                                                           
11 This discussion was about the degree to which the homicide victim and homicide offender exhibited 

domestic abuse behaviours towards each other prior to the homicide taking place.  
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book, reusing police recorded interviews, or soft interviewing the child with an 

appropriate third-party present (such as an independent social worker). A Review 

Chair emphasised how valuable their contributions were: 

“they’re really quite important, evocative pieces of colour that you wouldn’t 

have got anywhere else”. 

This decision of inclusion or exclusion must be assessed against what the value is of 

talking to a child about the incident in question. Yet there was a consensus amongst 

interviewees that overall, reviews would not seek to involve children for a myriad of 

reasons. The primary factor is to avoid retraumatising a child or causing further 

stresses and harm. Safeguarding the child from any further physical or psychological 

harm will take precedent over what they may or may not be able to recall for the 

review. Scenarios in which this is likely to be considered problematic by review 

personnel is if there are no other ways in obtaining information about the relationship 

and/or home environment (via professionals or others). In tangent with this, 

professionals also spoke of the difficulty in procuring the right expertise in order to 

involve children.  

“When it comes to children, it’s much more specialist and there needs to be a 

different way of helping them through what’s happened to them…so yeah, I 

think we’ll find our way through that but we will certainly make sure that 

there’s the opportunity for the children, as long as we’re not putting them in 

harm’s way or re-traumatising them” – Panel Member: Domestic Abuse 

Specialist. 

Interviewees also spoke of trying to involve the offender and their family, and that out 

of respect for the deceased, the victim’s family and/or extended support network 

should be informed of such meetings beforehand. Professionals, however, were keen 
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to stress that the purpose of integrating the offender’s narrative is to try and ascertain 

some insight about why the crime occurred, but that ultimately, each review aims to 

reduce further victimisation rather than becoming another channel that communicates 

the offender’s voice. This was reiterated by the Police Panel Member in case study 3. 

Case study 3 - fieldwork notes, meeting 2 of 2 

• “Victims don’t get their narratives across [in court], so it’s best to minimise 

the perpetrators narrative in these reports” – Police Panel Member.  

Interviewees mentioned that offenders who want to take part are motivated for one of 

two reasons. The first assumption being that if they are seen to be co-operating with 

the review, in turn, this could help them with other forthcoming proceedings, such as 

the appeal processes. Even though the processes are not interlinked, DHR Panels do 

not want to interfere with judicial proceedings in any way, especially not gifting 

offenders’ reasons for mitigation. Therefore, what is or is not said by an offender is 

interpreted with a degree of scepticism, as depicted below.  

“You’ve got to take it with a massive pinch of salt, and you have to feed that 

through to the report, otherwise you’ve still got that perpetrator’s story coming 

through and not the victim’s” - Panel Member: Domestic Abuse Specialist. 

The second reason mentioned was that by having the opportunity to be involved, 

offenders believe that they can continue to exert power and control over the victim 

and the situation by attempting to manipulate the review. A Local Authority Panel 

Member gave an explicit example of this. 

“The Chair met with them [offender] and it was with the stuff they shared, 

again based on reflection, it was just a way for them to control the review. It 

was a way of them getting involved and getting their side put across, but 
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actually this wasn’t about their side, this was about how this could have been 

prevented. So, for them, it was definitely a control thing”.  

There is an acceptance that individuals closely associated with the offender are also 

co-victims, and this can be for a few reasons. First, it could be that they have also been 

subjected to abuse by the offender. Separately from this, it could also be that the 

offender, with whom they still have an attachment, is set to be incarcerated for a 

substantial period of time. Therefore, they are physically removed from them and what 

was previously considered as normal activity, such as visiting their parents every 

Sunday for example, is overridden and dictated by prison visits and regulations. 

Interviewees sympathised with such individuals but did not excuse what had 

happened; they spoke of the repercussions for the offender’s support network to 

demonstrate the ripple effect that someone’s criminality can cause.  

“They were struggling with the fact that their only child is now in prison for x-

amount of years and of course, they didn’t know about visiting prisons, they 

didn’t know anything, nobody had told them. So, I just googled it all, and rang 

a few organisations where s/he can ring them up and get information or just 

pour their heart out if they want to” - Family Advocate. 

Consequently, narratives provided by such parties rarely impact on or are reported in 

the reviews. For various interviewees, this has led them to question why they should 

involve offenders and/or their support network in the first place if they contribute very 

little towards the content of the overview report.  

Of the cases observed in part for this research, case study 1 was classed as familial and 

case study 2 was an intimate-partner relationship. Case study 3 was both familial and 

intimate partner, because there were two victims who had different relationships with 
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the perpetrator (see Table 3). During the observations and subsequent analysis of the 

data collected for this research, it became apparent that the developing review 

narrative/s were influenced by what review personnel interpreted as socially 

acceptable behaviours/interactions that may be present in the familial or intimate 

partner relationship contexts.  

For instance, the emerging narrative in case study 1 was that of the offender’s health, 

and the nature of the victim-offender relationship was familial, as the offender was the 

(adult) child of the victim. Although the perpetrator was the victim’s child, the 

perpetrator was an adult and therefore not obliged to share health-related information 

(unless advised or ordered otherwise). From an objective point of view, the spotlight 

was firmly on ascertaining a detailed picture about what health services knew about 

the offender, and what service provision was like in the area. Consequently, this focus 

identified numerous gaps both within health services and when working with other 

external agencies. But, at points, those in attendance managed to extract this case 

characteristic and look at it in isolation from the circumstances in which it was 

situated, a domestic homicide. In my notes, I commented the following,  

Case study 1 – fieldwork notes, meeting 1 of 2. 

• Complex case - deeply rooted with health but not much known about the 

victim or the offender’s relationship with them (observation later 

corroborated by police). 

To expand on the above, throughout this meeting the conversation was mainly one-

sided and focused on the offender. Agencies represented and the Review Chair had 

very little information about the victim, and the co-victims in this case eventually 

withdrew from the process (which is their right to do so). Therefore, the victim and 
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the domestic abuse narratives were diluted here. Although uncorroborated, this 

sentiment appeared to have been felt by other attendees. When opening their IMR 

verbal summary, the Police Panel Representative said that “they wanted to bring the 

focus back to the victim”. Further into this summary, they also remarked how, “most 

parents don’t see themselves as DA [domestic abuse] victims”.  

To recap, what this section of the chapter has demonstrated is that there is a distinct 

difference between the DHR process via guidance as detailed in Chapter Six, and how 

the process operates in reality. Each part of the process discussed in this chapter so far 

shows the barriers that the DHR process can encounter in practice, of which some have 

been acknowledge in guidance (such as other external processes), and some have not 

(e.g. DHR Panel dynamics). The last section of this chapter will detail the stages that 

immediately precede the publication of the DHR’s overview report.  

7.6 Closing Stages 

This section documents the final stages that the reviews go through prior to 

publication. Here, difficulties that have arisen are in relation to lessons learned and 

subsequent recommendations, and then the drafting of the overview report. Next the 

attention is on the robustness of auditing and monitoring of recommendations. Lastly, 

questions are asked about the governance structure.   

Lessons Learned and Recommendations 

As discussed in Chapter Six, lessons learned are areas of good and/or weak service 

provision that are highlighted by DHRs. These are then turned into SMART12 

recommendations in an attempt to improve organisational practice, and reduce rates 

of domestic abuse, homicide, and suicide (Home Office, 2016b: p. 29). The SMART 

                                                           
12 “Specific, measurable, achievable, realistic and timely” (Home Office, 2016b: p. 22). 
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recommendations need to be either of local and/or national concern. A theme 

throughout this research is that review personnel are frustrated with the lessons learned 

from individual DHRs, as they tend to be very similar when analysed. For review 

personnel, these similarities indicate that there is a disconnect between the learning 

and recommendations pre- and post-implementation, as seen below.  

“I think often there are just too many [recommendations] and it’s sometimes 

the same recommendation from every review. So, we’re kind of pumping out 

the same message year after year and it can’t be working because people are 

still dying” - Panel Member: Health Representative. 

A Family Member, however, interpreted the repetition of recommendations from a 

different perspective, commenting that; 

“Why do we see the same recommendations? Well, why wouldn’t we? We’re 

going to see them in 50 years because some of them are about improving, it’s 

a lifelong thing. So, improve information sharing, well that’s not going to be 

cured by one review, is it? It’s going to be a lifelong behaviour by human 

beings that needs improvement”. 

The questions that arise here are if recommendations are being implemented, first, 

how long are agencies expected to wait regarding implementation and change and 

second, how are they expected to measure changes (if any). The Pemberton Review, 

which was the pilot case study for DHRs, was published in 2008 (Walker et al., 2008), 

and the first official DHR was published in 2011 (Kingston Council, 2011); thirteen 

and ten years ago respectively. A substantial period of time has now elapsed, with in 

excess of over 400 DHRs conducted by April 2016 (Home Office, 2016a: p. 2). An 

argument emerges that if DHRs are operating as intended, the majority of newly 
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published reviews should be beginning to report improvements in some of these 

recurring areas of concern. However, as evidenced through the three methods of data 

collection for this research, this does not appear to be the case.   

The Home Office (2016b, p 29) outline how recommendations should be considered 

on a local and national basis. During the interviews, it was evident that local 

recommendations were synonymised with actions that senior management can hold to 

account more easily. Therefore, there is a better chance of being able to prescribe an 

accurate date of when the action will be implemented and completed. For example, an 

Independent Reviewer remarked that, "some [recommendations] are very realistic; 

some are not. If you’ve got a policy flaw, that can easily be amended”. 

National recommendations are actions for national bodies that local agency 

denominations may not have the authority to impose and/or uphold. Hence, said 

actions are likely to not have an implementation deadline-date; such as actions made 

for the Home Office or for all police services.  

"I’ve been in Board meetings where agencies have said, ‘that action is not 

achievable, with the best will in the world that is just not realistic, so can we 

change that please’” - Panel Member: Police Representative.  

In each of the three case studies, I observed a draft overview report meeting where the 

recommendations were discussed and debated. Case study 3’s draft overview report 

meeting had the most cohesive structure, which facilitated positive conversations 

around the room. DHR Panel members were regularly challenging one another by 

asking probing/follow-up questions.  

Case study 3 - fieldwork notes, meeting 2 of 2 



   
 

210 | P a g e  

• Concentrated discussion on training – Domestic Abuse Specialist talked 

about who has ownership of this, and what its real purpose is. 

Coincidently, case study 3 was the only observed case where a national 

recommendation was made, and this was encouraged by the Review Chair. This also 

turned out to be the most contentious part of the meeting. Although popular, one of 

the panel members attempted to explain that the overview report cannot make this 

suggestion, when another representative interrupted with, “isn’t this what we [the 

review panel] should be recommending?”. The original objector asked for the whole 

of their concern to be listened to first, and was then able to clarify that first, the 

organisation the recommendation would affect was not present and second, the nature 

of what was being discussed does not fit with their remit.  

During some of the interviews, generating national recommendations became a hotly 

debated area, in which the majority of interviewees were not convinced about the reach 

and influence of such recommendations. 

“One of the things about the DHR process, and me saying about it’ll be 

interesting to see how that information is shared and how that’s rolled out, is 

because for all the years that I’ve worked given my background, I’ve never 

had sight of on my desk any DHR recommendations or reviews. So, given my 

history and experience, I think that’s telling really” – Panel Member: Specialist 

Adviser. 

What this brings into question is are DHRs having any impact on a national level if 

Review Chairs and/or DHR Panels are disinclined to make such recommendations, 

even though it is encouraged in guidance. This is problematic in two ways; first, if 

national recommendations are being made, there is no known system in place whereby 
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local agencies or the community safety authority are informed about whether they 

have been acknowledged, accepted or acted upon (which brings into question the 

governance structure). Second, if national recommendations are not being made and/or 

are being ignored, DHRs are missing out on having a holistic, evolutionary process 

because those at the top, who ultimately decide on how these reviews should operate, 

are less likely to be aware of, or acknowledge, creative and progressive local practice 

and recommendations. This was noted during an interview with a DHR Review Chair, 

as outlined below. 

“I worry that for central government it’s just a tick-box exercise, they’re not 

doing the central government bit of what they should be doing. So that’s where 

I think ours fell down when we suggested something that needs to go, be dealt 

with at a national level, England and Wales level, and I’m not convinced that’s 

happening…There are too many of the policy drivers in Westminster, I think. 

And that’s partly why I wanted Welsh Government to see it, because most of 

the agencies around the table are actually answerable to Welsh Government 

and it should be going there. Health, all sorts of things, all the councils, social 

services – everything. Except for probation, police. So, I think Welsh 

Government should be getting a handle on this and taking more interest” – 

Review Chair.   

Several participants said that local recommendations are preferable if the Review 

Chair and/or the DHR Panel want the actions to be completed. However, what was 

made evident throughout all observations is that what ultimately becomes a 

recommendation (local or national) is decided by vocal panel members present at the 

review. The below quotation is evidence of this from the police perspective;  
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“I won’t accept a recommendation for the police unless it’s something that we 

can do, but if I was going to be critical around them [recommendations], 

sometimes they are a little bit too woolly and they're woolly to get them signed 

through” - Panel Member: Police Representative. 

During case study 3, there was a lengthy discussion about a proposed recommendation 

for multi-agency training. The panel member that input this proposal was spoken over 

by another member, who said that the recommendation was not realistic in their view 

and that the Board would be disinclined to sign it through. Two other agencies 

articulated their support of what the first representative had put forward, with one 

commenting that, “no you’re right, it is needed”. The following conversation turned 

into how the panel can rephrase the recommendation for it to still reflect the training 

emphasis but worded in a way that would be presented as amenable for strategic 

oversight and sign-off. Consequently, what has been illuminated is that local 

recommendations are not without issues. Comments were made that local 

recommendations are also being diluted and, in some instances, this was attributed to 

recommendations trying to cover the criteria of implementation across all agencies 

and be non-blaming. In turn, some feel that this has allowed recommendations to 

become ambiguous, less focused, and harder for agencies to implement. Hence, DHR 

recommendations could be construed as almost becoming a tick-box exercise.  

In relation to the lessons being learned and how they are translated into 

recommendations, community safety authorities may also have ulterior motives 

regarding local and national recommendations. For them, they want actions that can 

be quickly implemented so that they can officially sign off the action plan, declaring 

it ‘out of the red’, a sentiment articulated in case study 3. This statement is not an 

attempt to devalue the recommendations being produced, but to highlight that national 
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recommendations might indicate to review personnel that the recommendation will 

take longer to address, which will not reflect well on the authority responsible for the 

review’s action plan. Therefore, there are questions around the impact of national 

recommendations, whether local recommendations are being sanitised to meet with 

review requirements, and if DHRs are degenerating into a tick-box exercise. 

Auditing and Monitoring 

“I don’t think I could hand on heart say that I am 100% sure that the 

recommendations coming out of DHRs are being monitored or that compliance 

is being measured by CSPs” - Panel Member: Police Representative. 

The respective community safety authority is responsible for making sure that all 

recommendations outlined in the action plan are implemented, audited, and monitored 

across all agencies. One of the most important findings for this research is the 

ambiguity amongst all review personnel about if, and how, action plans and their 

recommendations are monitored by the community safety authorities (as demonstrated 

in the below quotation).  

“Technically the [DHR] recommendations should be overseen by the local 

CSP. I’m not sure that it is as robust as it should be. A lot of it seems to rely 

on the agency itself making sure that they’ve implemented whatever they’ve 

been recommended. And I don’t know if anybody really picks that up, it’s like 

saying ‘have you done what you said you were going to do in that DHR?’” - 

Panel Member: Domestic Abuse Specialist. 

This sentiment was echoed throughout multiple interviews, indicating that community 

safety authorities are not consistent when communicating with, and requesting 

pertinent information from agencies to ascertain whether the recommendations have 
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been implemented and if they are seeing changes to service provision. To compound 

this further, co-victims have also experienced a lack of action plan updates,  

"No-one kept us up to date with action points, I had to contact the CSP” – 

Family Member. 

It must be noted that the Review Chair will exit the process at this point (as 

demonstrated below). 

“I always feel slightly uncomfortable with that because we always take the 

view, and I do take the view, that it becomes the responsibility of the CSP. 

Now, the danger with that is it can drift and nothing very much happens...So if 

I look back at a review I did ages ago, I don’t know where I could find out 

what happened in relation to the action plan and that’s a bit of a failure” – 

Review Chair. 

A Review Chair’s involvement with a review does not extend to writing action plans, 

and when it is published, they have no monitoring function as strategic oversight is 

handed back to the responsible authority. Yet there is no formalised mechanism in 

place for Review Chairs to access subsequent information, post-publication. 

Therefore, the community safety authority will be losing the individual who knows 

the case and the report most. If questions were asked about the report’s contents or 

recommendations, the Review Chair would be the best person to ask rather than a 

Board representative who may have had no prior involvement.  

Moreover, with specific review training being hard to come by, there is a gap when 

trying to ascertain how Review Chairs are expected to ensure continual professional 

development, for example taking on feedback from DHR Panels or Board 

representatives. Therefore, the absence of this could contribute to reviews being 
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considered as substandard. Furthermore, this is another example of where there is 

minimal accountability for whether any action is taken or not (discussed in more detail 

in Chapters Eight and Nine). 

Interviewees were able to talk about internal accountability measures in detail. In 

interview, a variety of methods were discussed about how localised recommendations 

are implemented and monitored, and by whom, from a range of disciplines including 

select health services, and social work. The following quotation is from a Police Panel 

Member, who detailed how localised DHR recommendations are implemented within 

their service.  

“Right, it depends on obviously what the recommendations are. If it’s 

something that can be dealt with at low level, it’ll go to the head of public 

protection and it’ll be disseminated there…If it was more about a strategic 

change, or an audit that was required around a specific failing, that would go 

to the ACC [Assistant Chief Constable] and a strategic meeting, where it’s 

disseminated from there. I would write all the actions out and the 

recommendations, I would put on what needs to be done, that would be okayed 

by a Superintendent, they would sign it off then and that would be something 

that goes to the training department…I keep an audit trail then of everything 

that has been done, and make sure when it goes back to the Board that we can 

get it signed off”. 

However, although transparent for this service on a local level, it is not the same for 

all. For example, a Health Panel Member spoke of how they hear more about child 

safeguarding review recommendations rather than those from DHRs in their 

experience (quotation below).  
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“But really once it’s done you don’t really hear that much about the 

recommendations from DHRs to be honest. They aren’t shared as much like 

the SCRs [Serious Case Reviews]”. 

The quotation above links to the point made previously about a potential hierarchy 

amongst reviews. Nevertheless, this research does provide evidence that some 

localised actions are being implemented, progress is monitored, and checked against 

intra-agency scrutiny measures, but again, this is patchy and depends on the local 

service in question. Moreover, there is no measurable way to test the efficacy of said 

changes. The cumulative effect of this is that it questions whether the lessons that are 

being learned have any impact on wider organisational policy and practice, and what 

is the point of DHRs if nothing happens after a DHR is published. Arguably, this 

should be a concern for those ultimately responsible for making sure that DHRs are 

run as effectively as possible, because those who govern the DHR process are 

ultimately accountable for them.  

Governance 

Under published directives, the governance structure for DHRs is two-tiered; national 

and local. Nationally, DHRs come under the Home Office’s remit, and locally, 

responsibility is with the community safety authority (either a Community Safety 

Partnership or the Public Service Board). Interviewees knew of the DHR governance 

structure, but regularly commented about how complicated it is. Most were critical of 

how DHRs are governed, especially when talking about the role of the Home Office. 

The commentary provided by an Independent Reviewer (below) illustrates the 

confusion and frustration felt by frontline practitioners involved with these reviews. 
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 "The QA [Quality Assurance Panel] from the Home Office aren’t delivering. 

And they should deliver really fantastic figures, documents, facts to say, “in 

these cases this was a finding/learning lessons”. They’re too slow in spreading 

the message”– Independent Reviewer. 

As shown above, the role in which the Home Office have in relation to DHRs is 

difficult to decipher. The Home Office do provide national statutory guidance, they 

are informed when an area wants to conduct a review, they have a quality checking 

service of the reports, and have produced (albeit sporadically) thematic reports on 

DHRs (Home Office, 2016a). But, with regards to other stages which are arguably 

more important, such as appointing the Review Chair, creating outcomes and 

recommendations, and implementing and monitoring action plans, they hand all 

responsibility to the community safety authority. However, due to economic and 

political turbulence, some community safety authorities at district or county level no 

longer have the sufficient infrastructure or authority to accommodate DHRs, or for 

ensuring that the wider organisations are completing their actions as exemplified in 

the quotation below from a Domestic Abuse Specialist. 

“The ultimate accountability still rests at CSP level, and as I said I think at 

district level they don’t have clout to hold county-wide organisations to 

account, so if they don’t complete their actions there’s very little that they can 

actually do” – Panel Member: Domestic Abuse Specialist. 

Consequently, this confusion has had other knock-on effects as interviewees spoke of 

not knowing who is responsible for whether a DHR should be published or not. 

“We’re having a bit of a debate with the CSP because we have made a 

recommendation that it’s not to be published [DHR]. The CSP are saying ‘we 
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have to ask the Home Office’, and we’re saying, ‘no, if you look at the 

guidance it’s your decision’. So I think we’re going to have a conversation 

about it, but our recommendation is that we don’t publish” – Review Chair. 

This shows that in some areas, the community safety authorities do not perceive 

themselves as ultimately responsible and they are still not familiar or comfortable with 

their role and remit, a sentiment which is echoed in the above. Analysing the 

frustrations surrounding governance has triggered wider discussions around the extent 

to which the Home Office is involved with DHRs and whether there is scope for them 

to be supported by other independent organisation/s, such as Her Majesty’s 

Inspectorates. Additionally, there are questions about whether CSPs are the right 

authority to be responsible for DHRs or if another authority, such as Police and Crime 

Commissioners, might be better situated. To summarise, this chapter has demonstrated 

that there is a distinct and recurring lack of accountability throughout the DHR process 

which starts to show why elements of the DHR process may not be considered as fit 

for purpose, and why they do not appear to be fulfilling the objectives they were set 

up to do. If organisations do not know what they are supposed to be doing and no-one 

chases them up, then questions about the DHR process will be asked e.g. if this is not 

happening, then what is the point of them?  

7.7 Chapter Conclusion  

In conclusion, this chapter comprehensively documents and evaluates how the 

Domestic Homicide Review process works in practice, all of which is supported by 

data from observing different aspects of the DHR process from three active DHRs, 

interviews with professionals and co-victims, and analysing relevant documents. In 

doing so, this research is the first to evaluate the Domestic Homicide Review process 

via a combination of these three different data collection methods. What this chapter 
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demonstrates is that DHR practice regularly deviates from DHR policy and guidance, 

in different ways, and at different stages of the process. However, as mentioned in 

Chapter Five, these findings must be interpreted with caution due to the lack of 

generalisability of this research.  

First, questions have arisen as to how DHRs are instigated particularly in relation to 

domestic abuse-related suicide cases. Although this is not a central component of this 

research, this needed to be highlighted here because it is an important finding, 

nonetheless. Being the opening section, this is the first instance within this chapter to 

imply that the accountability measures in the DHR process are not as strong as they 

should be. Following this, two central roles are critically explored; the DHR Review 

Chair and DHR Panel members. Concerning the former role, this section detailed how 

independence and the perception of independence is pivotal to the Review Chair role, 

but that the process of becoming a Review Chair is not standardised or overseen 

nationally (e.g. there are no formal training packages and/or any standardised 

processes for how individuals are appointed to this role).  

Next to be discussed was the DHR Panel member. Here is where this chapter also 

provides evidence of organisational cultures being present in, and influencing, select 

stages of the DHR process. Organisational culture is evident in section 7.3 which 

presents data related to the role of panel members, specifically their professional status 

within their organisation, the number of different safeguarding reviews they attend, 

and the relationship with DHR narratives and challenge. The disparities between 

policy and practice suggests that there is either something fundamentally flawed in 

available policy, or between the relationship between the agencies involved and 

DHRs, or a combination of both entities. 
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The mid-section of this chapter is focused explicitly on the DHR format. By doing 

this, several crucial findings are presented starting with the unofficial practice of 

exceeding the six-month timeframe. This finding is essential because not only does it 

demonstrate that guidance is regularly flouted in this regard, but this is where negative 

opinions about the DHR process by DHR personnel begins to take hold. This continues 

to gather momentum in the following sub-sections when critically analysing the 

scoping periods, police SIO briefings, and the IMR system of working. When 

exploring the inclusion of non-professional narratives (e.g. co-victims), it is evident 

that although it is regarded as unique to the DHR process, it is not without flaws. 

Consequently, including co-victims in the DHR process can actually be a source of 

conflict amongst DHR Panels. 

This chapter ends with the stages that occur close to the end of the DHR process. The 

recommendations and lessons learned were a main source of frustration for those 

interviewed for this research. The emerging narrative here is that for the DHR 

personnel involved in this research, the repetition of recommendations indicate that 

elements of the DHR process do not appear to be fit for purpose. This is further 

solidified when national recommendations were discussed, as many questioned a) if, 

or how regularly, are national recommendations made, b) who is paying attention to 

them, and c) who is ultimately accountable for them.  

Based on the data collected for this research, there is evidence of relevant services 

attempting to implement DHR recommendations on a local level, and this is reflected 

in the auditing and monitoring sub-section. However, the emphasis here is on 

individual and localised service-specific processes and procedures. This research is 

not representative of all DHR processes employed across England and Wales, and nor 

does it claim to be; hence, what was observed and discussed for the purposes of this 
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research may not be used in other local authority areas. This is of interest in itself. 

How can parts of the DHR process be considered fit for purpose if there is a lack of 

transparency concerning the implementation and subsequent monitoring of DHR 

recommendations? This is further cemented by the emerging narrative of inconsistent 

auditing and monitoring practices regarding the implementation of DHR 

recommendations by some local Community Safety Partnerships.  

Last, accountability for the DHR process is brought into sharp focus again when 

analysing DHR governance. This research suggests that the local authorities who are 

ultimately responsible for DHRs are ill-equipped to handle this responsibility 

adequately, and this is demonstrated by the lack of tangible, DHR-specific auditing 

and monitoring processes previously mentioned. Overall, there is a distinct lack of 

accountability, and negativity that emanates throughout this chapter, and this will be 

addressed in the discussion and conclusions chapter. The following and final findings 

chapter explores the presence and impact of the no-blame approach.  
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Chapter Eight: 

The No-Blame Game  

- 

“This is about learning; this isn’t about pointing the finger”  

- Panel Member: Police Representative. 

As explored in Chapter Three, Domestic Homicide Reviews (DHRs) should 

incorporate a no-blame approach throughout the entire review process, starting with 

the initial analysis of cases through to the publication of all DHR documentation. 

Pioneered in a variety of working environments including the aircraft and health 

industries (Perrow, 1984; Reason, 2000; Department of Health, 2016), no-blame is a 

proactive organisational approach to learning from mistakes in the professional 

environment (Department of Health, 2016). Therefore, DHRs are to be considered as 

a “learning exercise and not as a way of apportioning blame” (Home Office, 2016b: 

p. 29).  

As shown in Table 5, no-blame emerged from the data collected as a prominent theme 

in this research. Using data accumulated from observing select meetings of the DHR 

process from three active DHRs, interviews with professionals and co-victims, and 

analysing relevant documents, this chapter will explore how there are two emerging 

sides to no-blame; each will be discussed in turn. First to be considered is no-blame 

as an abstract, theoretical concept which is largely seen as positive amongst 

interviewees. This is in reference to the creation of an honest and safe environment for 

professionals, and the attempted removal of defensive attitudes and behaviours, with 

each of these strands leading to the overarching aim of identifying and enabling 

learning for systemic changes.  
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Second is the no-blame approach in practice, which is viewed more negatively. It was 

evident that this is where the problems began to emerge for interviewees; issues also 

surfaced during the meetings observed. Here, the focus will be on what role no-blame 

actually has in the process, the relationship between a no-blame approach and 

accountability, and evidence of both defensive actions and blaming attitudes in the 

context of DHRs. As mentioned in the introductions of the previous findings’ chapters, 

the following findings that relate to no-blame must be considered carefully due to the 

limitations of this research (see Chapter Five). Hence, this chapter aims to provide a 

detailed answer in response to the following research questions, 4. How important is 

the no-blame approach in practice for Domestic Homicide Reviews? and 5. What can 

be learned to improve the value of future Domestic Homicide Reviews?   

8.1 No-Blame in Theory 

Honesty and Transparency 

As mentioned in the introduction to this chapter, the majority of interviewees were 

positive when talking about the no-blame approach as a theoretical concept. Some 

interviewees agreed that DHRs should not attribute blame, albeit this was not 

unanimous because some thought that this threatens organisational accountability 

(explored in the second half of this chapter). The reason was that by not including 

blame in the process, this allows the Review Chair to facilitate an environment 

whereby professionals are encouraged to be honest and open about their agency’s 

involvement. For example, a Review Chair commented how; 

“You want people to sit round a table, talk honestly and openly about what’s 

happened, be willing to be challenged, asked to explain decisions, what 

happened and to really think it through and at the end go, ‘yeah that’s what we 
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did, that’s what we didn’t do and what we could have done differently’, and 

how are we accountable for that”. 

Honesty and openness were exhibited throughout all the observations (but so too was 

evidence of blame discussed later on), illustrated in the form of DHR Panel members 

commenting on where practice was sub-standard or departed from procedure, reasons 

why this might have happened, and recommendations to remedy the act or behaviour 

analysed.  

In case study 1, during the mental health service’s Individual Management Report 

(IMR) read through, the panel member emphasised the deterioration in the offender’s 

mental health in a short space of time and was perturbed by the fact that the offender 

was so poorly, but that the severity of this had not been picked up by the frontline 

practitioners. As with all IMRs, the statement was given factually, blame was not 

attributed and it was contextualised against gaps in the information known to the 

service, risk assessment issues and silo working. For case study 3, I noted, “Local 

authority IMR – Panel member provided a brutally honest analysis”. This panel 

member was visibly distressed about the case, particularly when talking about the 

victim, stating that they got lost in their organisation’s processes because they were 

seen to be ‘coping’. As evidenced here, one of the independent Review Chairs 

reflected about how, "it [no-blame] is essential otherwise the organisations won’t 

share; they are really bearing their professional careers to you”. 

From the data, it is clear that an honest and open environment is important for the 

DHR process, and this begins with the Review Chair; as exemplified by this statement 

from a Domestic Abuse Specialist.  
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“A good [DHR] Chair has got to create the arena that really allows the 

organisations to sit around that table, to be totally honest, and to challenge, in 

a healthy way, each other. That to me has got to be the fundamental thing for 

a Chair to do”. 

However, it can be argued that this could still be achieved even if blame and/or 

responsibility is not explicitly omitted, such as thematic inspections carried out by Her 

Majesty’s Inspectorates. Nevertheless, creating a transparent space is a crucial ability 

for the Review Chair to have because it is an indication to agencies that they have the 

knowledge and skillset for the role, which can put the DHR Panel members at ease. 

Therefore, the sense that the environment will be transparent and non-blaming starts 

with the Review Chair. By gaining the trust of those present and emphasising the 

review’s main role as an exercise to identify learning, this can have a positive effect 

on discouraging organisational cover-ups of either innocent professional mistakes or 

intentional malpractice (made evident below).  

"I’m against blame…Number 1 I know that it leads to concealment, not 

revelation and my job is to reveal things and I can’t if people are concealing 

them” – Family Member. 

Second, honesty and transparency are requirements throughout the whole process. 

This was evident during several observations and documentation analysed, as agencies 

were to provide information about key events, respond to said events, and challenge 

or ask for more information if what was provided was minimal in detail or unclear. 

For instance, during the IMR meeting for case study 3, one of the health 

representatives spoke of how appointments had not been kept, stating the following: 

“that slams me in the face that does”. They were visibly concerned and annoyed that 
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this had not been addressed and felt comfortable with articulating this. By attempting 

to remove the need to defend colleagues and/or their agency, this can be seen as a 

positive, cultural shift when conducting reviews in which systemic changes can have 

a better chance of being identified and implemented.  

From fieldwork experience and taking into consideration previous methodological 

concerns about the types of conversations I would witness, and the researcher’s 

presence impacting on the environment, it became apparent that DHR Panel meetings 

are a safe space for professionals to disclose and to be challenged. However, it is hard 

to distinguish whether this is because of the no-blame ethos or if the professionals 

have a degree of comfort with one another, as the same agency panel members will 

often attend meetings of a similar nature (see Chapter Seven) e.g. does this contribute 

towards panel members feeling like they can be subjected to less intense scrutiny?  

Enabling Change 

The reason most often given for why the no-blame approach is an important concept 

in its abstract form is because it should enable and identify learning from past incidents 

as key drivers for changing organisational policies and procedures, and to therefore 

benefit service users in the future. Many interviewees were of the opinion that blame 

is a barrier for identifying and rectifying systemic changes, as seen in the below 

quotation. 

“As soon as you have a process that’s trying to blame somebody for what’s 

happened to somebody, you’re just trying to find a scape-goat, and I don’t think 

that you will get the appropriate recommendations for change” - Panel 

Member: Domestic Abuse Specialist.  
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Another Domestic Abuse Specialist also gave an example of this, naming the 

predictability and preventability measures of DHRs as an identifiable factor where 

blame was able to infiltrate proceedings (subsequently, these measures were removed 

from guidance when revised in 2016). 

“In my experience of sitting on the review panels, agencies are very open, they 

are very honest, they offer up recommendations for change, they accept 

challenge until that point and whenever you got to that preventability and 

predictability part of the review it almost felt as if you were trying to find 

blame. It’s almost saying, ‘well you could have prevented that’ and then that 

is blame, so I’m quite glad that that has been removed”. 

The question that was removed was, “to what degree could the homicide have been 

accurately predicted and prevented” (Home Office, 2011). On one hand, by removing 

the need to find someone or something to blame, but by retaining professional critical 

thinking and analysis surrounding what has happened and why, then the case can be 

analysed from a more objective standpoint. The DHR Panel and the Review Chair 

should be better placed to objectively assess how policy or practice can be improved. 

On the other hand, as explored in the following chapter, if predictability and 

preventability is not discussed and explored within the DHR context, then it can be 

argued that DHRs conducted post-2016 are less likely to address and meet one of their 

original objectives (Home Office, 2016b: pp. 6-7). 

To reiterate, this section of the chapter shows that as an abstract concept, the no-blame 

approach is seen as a positive idea amongst interviewees. Here, it is mainly interview 

data that is drawn upon (observation data is used but to a lesser extent). What has been 

found is that the abstract concept of no-blame is considered important by most 
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participants because it should create an honest and open environment for professionals 

to operate in for the purposes of the review, and it should attempt to remove individual 

and/or organisational defensive reactions. All of these factors combined should help 

to fulfil the overarching aim of identifying and disseminating learning. Although no-

blame as a concept is full of good intentions, it was clear from further discussions with 

interviewees and from observing select DHR meetings that there are problems with 

this approach in practice, and this is the primary focus for the rest of this chapter 

8.2 No-Blame in Practice 

What Role Does No-Blame Have? 

One of the initial difficulties for those conducting the review is to clearly communicate 

to review personnel what constitutes no-blame, so that everyone involved understands 

the concept, how it is to manifest within the review, and that all agree on the first two 

points. What this research has found is that although interviewees discussed that the 

concept of no-blame is important as it should facilitate honesty, transparency, and 

change, it was expressed that understanding what practical role no-blame actually has 

in the DHR process is not easy to understand.  

 “I struggle with this [no-blame]. You will identify something that somebody 

hasn’t or shouldn’t have done. They all say, ‘it’s highlighting learning’, which 

it is, but to identify that something needs to be learned from, you have to see 

that there’s been a mistake made in the first place and if a mistakes been made, 

then there’s someone responsible for that mistake’ – Panel Member: Police 

Representative. 

If such an approach is hard to conceptualise, this could have an adverse effect on the 

review process as a whole. For example, some of the outcomes from these reviews are 
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also said to be ‘woolly’ and ‘fluffy’, and interviewees have said that this is because 

Review Chairs are attempting to adhere to no-blame. What this shows is that the 

Review Chair needs to be clear about what no-blame means and how it is to impact 

the review in question, and this should be done in collaboration with the agencies when 

assembling the Terms of Reference. When couched as being ‘woolly’, this can have 

the potential to cascade throughout the process, affecting other key areas, such as 

organisational accountability. 

No-Blame, No Accountability? 

“There is that undercurrent of ‘have we missed something?’" – Panel 

Member: Specialist Adviser.  

What has also emerged from the data was the difficulty of determining organisational 

accountability when operating under a no-blame approach. The DHR guidance states 

that these reviews do not consider culpability (Home Office, 2016b: p. 7). However, 

as explored in Chapter Three, culpability and related punishment in the modern day 

‘risk society’ indicates that there is some form of accountability present. Therefore, 

this has inadvertently encouraged accountability and culpability to be seen as one in 

the same. So, when culpability and punishment are removed, it can be difficult to 

identify accountability.  

There is an insinuation (via the content and focus of the DHR guidance) that 

organisational accountability specifically is an important part of the DHR process, but 

how DHRs actually go about identifying, approaching, and enforcing this is less clear. 

This lack of clarity, and the conflation between accountability and culpability, was 

reflected in the conversations I had with interviewees. For instance, a Review Chair 

recalled an experience in a recent DHR where, “we had to write, ‘there is only one 

person to blame for this killing and it was the perpetrator’”.  
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To add to this, there is no dialogue within the Home Office (2016b) guidance that 

explicitly relates to organisational accountability. Hence, it is suggested that by 

attempting to remove blame, and the punishments that go with it, this has made 

organisational accountability difficult to gauge in this context.  

“I think it’s got to be balanced, we don’t want to blame individuals but 

sometimes it just makes it feel like, because there is a no-blame thing, it sorts 

of…not let’s people off the hook, that’s not quite true, but I dunno…I’m not 

sure whether the balance is quite right, I suppose” - Panel Member: Domestic 

Abuse Specialist.  

Therefore, a narrative that has emerged is that having a no-blame approach dilutes 

accountability measures, as alluded to by a Local Authority Panel Member. 

"I think sometimes when you push too much for a no-blame culture, it goes to 

a point where there’s no responsibility…So, there’s a bit of a mismatch here. 

You don’t want to blame anyone, and yes, mistakes happen, things fall through 

the net, but actually how then does it go from no-blame to, ‘okay, that means 

there’s a problem with how we deliver our services. We’re not capturing 

information correctly, etc.’, then what motivation will agencies have to change 

the way they deliver, or the way they work?” 

This also relates to the findings in Chapter Seven, where the lack of accountability for 

ensuring recommendations are acted upon is discussed. Because of this, again the 

negative connotations of no-blame in practice override the positives when this was 

discussed as an abstract approach. Consequently, no-blame (in practice) is 

reinterpreted by some DHR personnel as a diversion tactic, and that employing this 

approach has the ability to discourage all forms of accountability.  
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"Sometimes I get the feeling that it’s about diverting the attention, because it 

doesn’t matter when you read the review, you can see where there’s been, 

things could have been done better by agencies, and sometimes it will be more 

focused on some agencies than others” – Panel Member: Police 

Representative.  

However, as succinctly summarised by another Domestic Abuse Specialist (below), 

what was clear is that culpability and punishment will be administered by 

organisations if it is deemed as a necessary course of action, but these procedures are 

separate to the DHR process.  

"I think it is difficult [no-blame], but I guess it’s a fine line to draw because 

there will always be cases where actually, you cannot avoid blame. Because, 

if a professional has acted in a way that is far beyond just that of human error, 

and they have legitimately done something wrong outside of policy, outside of 

professional practice, and the professional standard that they should adhere to, 

then you can’t completely avoid blame because there are disciplinary processes 

that organisations have that need to be followed”. 

Therefore, two different messages are being conveyed here: one of organisational 

culpability and punishment, versus the DHRs no-blame ethos. Such conflicting 

messages have the potential to confuse DHR personnel, which could, in turn, be the 

ideal conditions to introduce and encourage blame.  

Blame and Being Defensive 

“You can feel under pressure when representing your organisation, when 

you’re thinking, ‘you know what, we have made a mistake here’. There is no-

blame, but as a professional you can feel under pressure” - Panel Member: 

Police Representative.  
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First to note is that this research has identified that blame has been, and continues to 

be, present within DHRs, albeit to varying degrees. The different forms of blame that 

are mentioned throughout the three data collection methods are as follows: co-victim’s 

and/or organisations blaming the actions of individual practitioners, blaming other 

organisations and/or their own organisation, or practitioners blaming themselves. 

“It’s a fine line you go between, from no-blame to individual blame, to an 

authority blame, or organisational blame” – Independent Reviewer. 

Despite interviewees previously mentioning that no-blame should diffuse any sense 

of individual or agency defensiveness, it was clear that their experiences in practice 

counteracted this. They were open when speaking about their experiences where 

defensive attitudes and/or behaviours had been evident in varying degrees at different 

points of the review processes, as seen below.  

 “You would see them almost jockeying for position to blame each other. 

Saying ‘you didn’t do this’, ‘you didn’t do that’, ‘you should have done that’. 

It’s quite sad really to listen to on occasions” – Independent Reviewer.   

One Review Chair went as far to say that;  

"sometimes, I would go into reviews feeling like I needed a stab-vest because 

of the hostility of the agencies". 

Instances of defensiveness were also evident in the meetings observed. Again, what 

will now be discussed is in the context of the data that was generated for this research 

only. Comments about blame in DHRs can be inferred based on the data collected, but 

wider implications cannot confidently be derived because of the limitations with this 

research (see Chapter Five). In case study 2, a non-statutory agency robustly 

challenged a multi-agency procedure that was being described as ‘functioning’ in 
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another agency’s Individual Management Review (IMR) report. The non-statutory 

panel member was adamant that their service had not received information when they 

should have and was visibly unimpressed with the other agency representative’s 

response to their claims.  

Also, there were moments in all observations where there were some vailed challenges 

and comments that could be considered as blame in disguise. In case study 3, I noted 

that the phrase “honestly, no disrespect but…” was often used before controversial 

comments were made by certain panel members. Here, technically no-blame is 

averted, but the sentiment is still there albeit delivered in a different way. If panel 

members do not have the knowledge, confidence, or guidance in how to challenge, it 

could affect their ability to do this in a manner that is aligned with a no-blame 

approach. For example, a Police IMR Author spoke of how they felt when other panel 

members singled out and overly criticised their agency (from their point of view).   

“Like I say, it might just be a personal feeling, but I’ve been to a couple of 

meetings where we always get pounced on and people come at all angles and 

it gets a bit…you just feel like you’re in the lion’s den at times”. 

Therefore, poorly crafted challenges can affect how review personnel feel and 

approach panel meetings, as shown above. This can open the door for blame to be 

introduced, and there were instances during the observations whereby a challenge 

could have been interpreted as blame. In the second observation for case study 2, a 

couple of panel members reacted defensively to one of the proposed 

recommendations. They stated that they were not the only service provider in the area, 

and that the offender and victim’s situation was known to these other providers; 

therefore, it should not be solely directed at them. A Specialist Domestic Abuse 
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professional stepped in to diffuse the situation. They explained their interpretation, 

which was that the recommendation had been inaccurately phrased; this was 

reaffirmed by the Review Chair and eased the panel member’s concerns.  

This exchange happened well into the meeting and the atmosphere already felt 

disjointed because prevailing discussions were off topic. Although panel meetings are 

the right space for panel members to express their feelings, this defensive exchange 

was a consequence of the meetings direction, and it had the potential to become more 

hostile had it not been circumnavigated. Naturally, challenges deemed as ‘more 

appropriate’ were met with measured responses, and often this generated transparent 

insight from fellow panel members. 

Hence, instances of blaming rhetoric, actions or behaviours were discussed in 

conjunction with experiences of inadequate chairing. A Domestic Abuse Specialist 

recalled a DHR whereby poor chairing incited blame and ultimately, created an ‘us 

versus them’ atmosphere. 

“It was almost a bit of a battle between the panel and the Chair at some of these 

meetings. I almost made a bit of a nuisance of myself where I almost became 

disliked by a lot of the DHR Chairs where I was almost having a bit of a battle 

with them. They weren’t listening to the panel and there was very much an 

element of, ‘well, it’s an independent review, and it’s my independent review, 

this is how I want it to be’”. 

This finding was unexpected but insightful in relation to interpreting the dynamics 

between review personnel.   

Another dimension of why there is blame is in reference to the extent of the approaches 

influence and knowing how the reviews operate. In relation to the latter point, 
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interviewees commented that they felt under-prepared and poorly informed about what 

to expect with these reviews when they first became involved with them and, that on 

some occasions, the right person attending from their organisation was absent and/or 

inadequately replaced. If an individual does not know the details required for the 

review and is not familiar with or briefed on the no-blame approach, they may be more 

susceptible to imprinting their own organisational values and beliefs on the situation, 

which could involve implicating blame (knowingly or otherwise). 

“I still think a lot of people don’t understand what the [DHR] process is about. 

I think this is going to identify that certain agencies didn’t do their job properly 

and I think there’s been a reluctance by many partner agencies to get involved 

with it because there’s that fear factor, ‘but if we say this and we say this then 

we’re going to get blamed’. And what they don’t understand is the principle of 

the review is to identify lessons learned, so in some ways I probably think they 

still do think this is a blame-based approach, it’s not. But it’s really hard to 

convince people of that” – Civilian Staff Member. 

What was clear when speaking to the interviewees was that they knew that this 

approach is applicable only to the review process itself. It is not applicable to the wider 

organisations, their procedures and cultural norms, which is why there can be agency-

related disciplinary procedures running in tandem with a DHR, such as Independent 

Office for Police Conduct (IOPC) investigations.  

“We all have that caveat when we’re doing these reviews that if we identify 

something that breaches a professional standard within each agency, I say 

professional standards from a policing perspective, a code of ethics that our 

service would seek to hold our standards to a certain level and if an officer falls 
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below that whilst dealing with an incident, then we as an agency would seek 

to rectify that, because we have to do that because obviously we’ve got a 

responsibility to ensure that we hold those standards high” – IMR 

Author/Panel Member: Police Representative. 

Therefore, the no-blame approach has a limited influence that does not extend beyond 

the parameters of the review itself. This is contentious for IMR authors who might 

need to consult with frontline staff members directly involved with the case, because 

they might be disinclined to take part in the review due to the threat of impeding 

disciplinary procedures or the unofficial prioritisation of other parallel investigations. 

So, the review could lose out on obtaining important information, as experienced and 

detailed by a Police Panel Member below.  

“Our professional standards reported it to the IOPC so I was then told I 

couldn’t actually speak to any of the officers, which was like trying to do a 

review with one arm tied behind your back. So, it did delay things with the 

submission of my report”. 

Consequently, the no-blame approach contrasts with some of the different 

organisational cultures involved, embodied by panel members, who work in and are 

exposed to such cultural norms on a regular basis. The actions and behaviours of DHR 

Panel members may reflect their organisation’s culture in the review context, and in 

opposition to the review’s ethos, as summarised by a Health Panel Member below. 

"At the beginning of every review its really stressed that ‘this is no-blame this 

is about learning’, but I think it depends on the culture of the organisation that 

the person works in and it depends on the practitioner and the support 

supervision they get within that culture". 
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This exemplifies the control and influence that an institution’s culture can exert on an 

individual, knowingly or otherwise. Therefore, this thesis identifies that separate 

organisational cultures play a significant role throughout the DHR process.  

An interesting facet of DHRs attempting to incorporate no-blame is that this goes 

against the social norms, as most aspects of society largely operates within a blame 

culture. Because of this, during data collection for this research, it became evident that 

despite the no-blame approach, some professionals continued to blame themselves. 

For instance, a Police Panel Member detailed their experience of no-blame in DHRs 

and child safeguarding reviews, saying that in CPRs; 

“people are distraught in them!...I’ve done it myself, where you can see people 

are distraught, I’ll stop it and say, ‘look can I just say, as I said at the beginning, 

this isn’t about blame of anybody. There’s only one person to blame here and 

that’s the person that did this and that is no one in this room. This is about 

looking at what we can do differently going forward’, y’know”.  

This was not an isolated experience. This demonstrates that even if no-blame is 

endorsed from a process perspective, this does not stop professionals from blaming 

themselves, further illustrating that the parameters of no-blame are restricted. As 

summed up by one of the Domestic Abuse Specialists; 

“No professional wants to go to work and do a bad job. There’s always 

something in a wider context that has made them make a decision that they’ve 

made, and if that’s a poor decision, they haven’t made that poor decision on 

purpose”. 

What the final half of this chapter indicates is that although the no-blame approach 

was considered as largely positive when discussed as an abstract concept with 
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interviewees, problems with this approach emerged when talking about it in practice. 

The second half of this chapter draws on interview and observation data, suggesting 

that there are problems because of the lack of clarity surrounding no-blame, evidence 

of defensiveness, and episodes of blaming individuals and/or organisations fuelled by 

inadequate Chairing, poor agency awareness of the reviews, and the review approach 

versus organisational culture. 

8.3 Chapter Conclusion  

To summarise, this research has developed a unique perspective by contextualising 

the no-blame approach in relation to Domestic Homicide Reviews (DHRs). Each data 

collection method showed slightly different sides to no-blame which appears to be a 

running theme with this approach. This is reflected in how this chapter is structured, 

as the findings illustrate that there are two main sides to the no-blame approach: no-

blame as an abstract theoretical concept, and no-blame in practice.  

Arguably, the interviews produced the most interesting data in this context as this is 

where the two different sides of no-blame first emerged. There was an obvious 

difference when this approach was talked about as an abstract concept which was 

largely positive, versus when no-blame was discussed in practice which was largely 

problematic. When discussing no-blame as an abstract concept, the positives 

associated with this were that it should create an honest professional environment that 

encourages a sense of trust amongst agencies.  

Consequently, it attempts to detract from individual and organisational defensiveness 

and enable pro-active learning for service providers, allowing systems to adapt and 

change as a result from past cases. Through the meetings observed, I also witnessed 

some panel members trying to be as non-blaming as possible. This was conveyed first 
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through their Individual Management Reviews, or IMRs (which were the majority of 

private documents I had access to), and also with how they interacted with other 

agency representatives present. From the findings of the three data collection methods 

used, it was clear that there is a barrier of some description that prohibits the no-blame 

approach from being a positive when practiced (also discussed via existing literature 

in Chapter Three).  

The benefits of this research is that no-blame and its issues surfaced more-so in the 

other data collection methods used (as well as the interviews), particularly during the 

select DHR meetings that were observed. Here, I was in a unique position as I could 

physically see the difficulties in trying to put no-blame into practice (as detailed 

above). Consequently, the second half of this chapter details how determining what 

role no-blame has in the DHR process is problematic, because it is difficult to pinpoint 

and this lack of clarity could affect the rest of the DHR process. Also, and perhaps 

most importantly, there was evidence of defensiveness and blame within the parts of 

the DHR process observed (IMR meetings and drafting the overview report).  

Hence, because of this, it can be deduced that the no-blame approach experiences 

difficulties in the DHR process. However, it must be reiterated here that although the 

observations have provided this research with a unique insight, what was seen during 

these observations must be exercised with caution because the entire DHR process 

was not observed, and because how DHRs are conducted can vary across local 

authority areas. Overall, this chapter shows that DHR personnel start off by having a 

positive opinion of no-blame as a theoretical concept, but this changes considerably 

when exploring no-blame in practice because of the problems experienced. The 

following chapter, the discussion and conclusions chapter, brings all of the findings 
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together that are presented in Chapters Six, Seven, and Eight, and considers their 

consequences in the wider context. 
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Chapter Nine: 

Discussion and Conclusions 

- 

“There hasn’t been one review where I’ve thought,  

‘that’s really going to change my practice’”  

– Panel Member: Police Representative. 

This discussion and conclusions chapter is the last chapter in this thesis. To remind 

the reader, the overall aim of this research was to examine and critically analyse both 

the principles and operation of Domestic Homicide Reviews (DHRs) in England and 

Wales. To answer the research aim and questions (see section 9.5), three types of data 

collection methods were used for this research; thirty-four interviews and six 

observations of DHR meetings were conducted (the entire process was not observed), 

and forty-eight private documents were analysed. All of the data generated were 

thematically analysed and the themes are presented in Table 5. Each of the themes and 

the research questions have been answered in each of the preceding findings chapters. 

To remind the reader, the findings chapters have found that DHR practice is not always 

in accordance with relevant policy and guidance, and that inconsistencies and 

problems have emerged as a result (such as the review timeframe being regularly 

exceeded for example). Added to this, it is clear that the no-blame approach is 

theoretically important, but it is difficult to translate into practice, resulting in 

unintended consequences. It is also evident in Chapters Six, Seven, and Eight that 

there is a distinct lack of organisational accountability throughout the DHR process. 

The aim of this chapter is to bring together the key findings and consider their 

consequences in the wider context of policy, organisational culture, no-blame, and 
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whether DHRs instigate change (and thereby readdressing each of the themes in Table 

5). This research has not explored whether DHRs have helped to reduce the rate of 

domestic homicide, as this would be near-to impossible to ascertain with the limited 

data that are available. Instead, the focus of this PhD has been on what the DHR 

policies and processes are, and how this is translated into practice. What is clear is that 

DHRs are not working as they were intended, and this will be shown throughout this 

chapter.  

9.1 Addressing DHR Policy 

The Home Office’s (2016b) “Multi-agency Statutory Guidance for the Conduct of 

Domestic Homicide Reviews” is the primary DHR policy document which details who 

should be involved, and the key roles and stages that are required to fulfil the DHR 

process. Upon closer inspection it is clear that there are some problems with this 

document. First, there are parts of it that are unclear and produce conflicting messages. 

This is evident in “The purpose of a Domestic Homicide Review” (Home Office, 

2016b: pp. 6-7). How this section is labelled suggests that there is one, clear purpose 

why DHRs exist, but this is not the case. There are six separate bullet-pointed purposes 

listed as reasons for the existence of DHRs, and a further five paragraphs that do not 

read like purposes per se, but suggestions as to what makes a ‘good’ DHR (Home 

Office, 2016b: pp. 6-7).  

Because of how this section is structured, the central purpose of these reviews is not 

clear. For instance, does “d) prevent domestic violence and homicide and improve 

service responses” as a purpose have precedence over “e) contribute a better 

understanding of the nature of domestic violence and abuse” (Home Office, 2016b: p. 

6). This is critical to highlight because it can encourage different audiences to have 

different interpretations of what the main purpose of DHRs should be, and in turn, 
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how they should go about achieving it. Hence, the essence of what DHRs are and why 

they exist appears convoluted in the national guidance. This lack of direction and 

accountability within the official guidance begins to explain why parts of the process 

do not work effectively. 

Having statutory DHR guidance should facilitate the flow of the DHR process, but 

this research demonstrates that guidance is not always adhered to in practice. From a 

recent webinar facilitated by Advocacy After Fatal Domestic Abuse (AAFDA), it was 

estimated that on average, each individual DHR takes 2.6 years from beginning to 

publication (AAFDA, 2020b). As noted in Chapter Five, the three case studies drawn 

on in this research were observed in 2017 and 2018, and none of these cases have been 

published to date (in October 2021). As a result, it has become regular practice for 

DHRs to take years before they are completed, rather than months, meaning that any 

potential immediate changes that could come from a particular case and its DHR is 

significantly hampered, or lost entirely.   

Although the Home Office assist with some parts of the DHR process (e.g. providing 

guidance and quality assuring reports), they have a hands-off approach to DHRs and 

will defer to community safety authorities. This is one contributory factor that has 

resulted in the quality assurance process being backlogged by eighteen months or 

longer in some cases. If DHRs are to become an important process for all agencies, 

then this example must first be set by the Home Office and their involvement with the 

process. The absence of positive DHR governance has generated discussion around 

the extent to which the Home Office should be involved, and whether other local 

authorities and/or external scrutiny organisations, such as Police and Crime 

Commissioners or Her Majesty’s Inspectorates, should play a bigger role in this 

context. More fundamentally however, as with many other forms of review, such as 
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public inquiries or reviews by external organisations, the balance of independence and 

relevant experience of review personnel is problematic. 

It must be acknowledged that a DHR Chair from any professional background has the 

opportunity to imprint their former organisation’s values and beliefs onto DHR 

proceedings. Although speculative, having set processes surrounding the DHR Chair 

role might help to counteract any hidden or overt biases. Other safeguarding reviews 

have also attempted to standardise the chairing role. For example, English Child 

Safeguarding Practice Reviews (CSPRs) have an accreditation process for those 

undertaking the systems-based Social Care Institute of Excellence (SCIE) Learning 

Together reviews (SCIE, 2011).  

Aside from the outdated Home Office online resources (Home Office, 2013), there are 

no current mandatory measures in place that have nationally professionalised or 

standardised the DHR Chair role. As mentioned previously, it must be acknowledged 

that professional attitudes towards domestic abuse and/or homicide is also crucial to 

executing the role, but balancing independence and experience will be difficult to 

quantify and determine.  

This research has found that including co-victims in the DHR process is considered as 

a strength by review personnel. As stated in the Home Office (2016b, p. 17) guidance, 

the inclusion of co-victims and finding out what they know is of paramount 

importance, particularly in cases where there were minimal to no professional services 

involved pre-homicide, as they are likely to know aspects of what the victim 

experienced (Dawson, 2021: pp. 675-676).  

However, the data suggest that there are some inconsistent practices with regards to 

approaching and involving co-victims. Involvement can vary along the whole 
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continuum from no involvement to being regularly involved (such as meeting the DHR 

Panel); it must also be acknowledged that co-victims may be invited but decline this 

offer. In some instances, the handling and treatment of a domestic homicide/suicide 

case in respect of a DHR has the potential to induce secondary victimisation for co-

victims13. The continual processes surrounding the homicide (such as court 

proceedings or coroner’s inquests for example), and the DHR process, can 

significantly impact on their ability to grieve (see Chapter Four).  

Even if family advocacy services are involved, this is no guarantee that a case will be 

reviewed. A similar issue has also been reported in Welsh Child Practice Reviews, as 

bereaved family members have no way of challenging review outcomes (Johnson, 

2017). Without a stronger post-decision process, co-victims are less likely to be 

successful in overturning, challenging, or querying decisions, or holding the relevant 

institutions to account. Ultimately, this could have an impact on future DHRs and 

potentially dissuade other families from taking part. Therefore, although the inclusion 

of co-victims has been reported as a strength of DHRs in these research findings, it 

must be noted that including co-victim’s is sporadic, and dependent on localised 

processes and personnel. Again, this raises important questions about the extent to 

which DHRs are fit for some of the purposes for which they were designed. 

The research findings indicate that the Individual Management Review (IMR) system 

which DHRs use as the primary data collection method is out-dated and inefficient 

(see Chapter Seven). Although IMRs should comment on the strengths and 

weaknesses of organisational policy and practice, DHRs overwhelmingly focus on the 

                                                           
13 As identified in Chapter Four, secondary victimisation is the re-victimisation of victims and/or co-

victims by organisations and/or procedures following the initial victimisation from the criminal event 

(Victim Support, 2002). 
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weaknesses in service provision. This aligns with Hood’s (2007, p. 192) concept of 

negativity bias, which is, “the tendency of negative information to produce more 

activity and impact than positive information”. It can be tentatively suggested that with 

the overriding focus being on what has gone wrong, this can encourage individuals 

and/or organisations to approach DHRs, and domestic homicide more generally, from 

a negative and defensive point of view. Hence, despite guidance emphasising the no-

blame principle, this could be another reason as to why blame is quite often prominent 

in DHRs, as well as demonstrating one of the flaws with the IMR system.  

 

Another issue with this system of working is that it slows down a DHR’s progress. 

IMRs have since been side-lined by child safeguarding reviews across England and 

Wales, in favour for other formats, namely systems-based approaches (Munro, 2011; 

Wood, 2016). Munro’s (2011) paper presented the Systems Approach as a viable 

method of integrating a pro-active, no-blame learning culture within institutions 

(Munro, 2011: pp. 85-87). The SCIE Learning Together review approach is an 

example of a systems-based approach used by Local Safeguarding Partnerships (SCIE, 

2010).  

Last to be addressed in this section is the finding that the perceived value of DHRs are 

regularly questioned by those working within these processes. A prime example of 

this are DHR recommendations. This output is one of the most important aspects of a 

DHR because they should directly inform organisational policy and practice and 

therefore, lead to effective change (Dawson, 2021: p. 676). In reality, DHR 

recommendations are often similar to those of many previous DHRs, indicating that 

organisations are not learning or adapting their procedures in accordance with what 

has emerged from DHRs.  



   
 

247 | P a g e  

When discussing Robinson et al.’s (2018) paper in Chapter Two, it was postulated that 

the repetitive recommendations could be an indicator that the review process is 

fallible. This research also provides evidence that repeated recommendations 

frustrates DHR personnel, and they perceive this as an indication that changes are 

either slow to progress, or that they are not happening at all. Dawson (2021, p. 677) 

highlights that very little is known about review recommendations post-DHR, which 

could suggest that organisations might not be acting upon them, making the 

recommendations redundant. In turn, this is contributing towards DHR personnel 

becoming despondent with the DHR process as this demonstrates another way in 

which there is a tangible lack of accountability.  

As per the Home Office (2016b) guidance, DHRs should be creating recommendations 

that are to be considered on local and national levels. Regarding the latter, as 

demonstrated in Chapter Seven, there are unanswered questions about, a) whether 

DHRs are generating recommendations to be considered on a national level, b) if, and 

how, organisations are informed about national DHR recommendations, and c) how 

local community safety authorities are expected to hold the wider organisations or 

partnerships to account, in relation to implementing and monitoring the progress of 

national recommendations. Therefore, if there is uncertainty about whether DHRs are 

making national recommendations and the processes that surround this, then it cannot 

be confidently determined that DHRs are fulfilling what they originally set out to do.  

Local recommendations are also not without concerns. For example, this research has 

highlighted concerns about some local recommendations being ‘watered-down’, 

meaning they can be ambiguous, and therefore difficult for agencies to implement. For 

some, this issue has arisen as a direct result of DHRs trying to employ a no-blame 

approach. The problem with this is that some recommendations are failing to meet the 
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SMART recommendation criteria and are therefore unworkable, hence they are 

ignored.  

To briefly summarise, the Home Office (2016b) statutory guidance is the primary 

document that details how DHRs should be conducted. Based on the research findings, 

this section of the chapter strongly suggests that elements of the DHR process may not 

be viewed as fit for purpose because of the tangible differences between DHR policy 

and DHR practice. It also shows that co-victims play an important role in the process 

as they can provide their account/s of what happened, but there are inconsistencies 

with this. The research data shows that various stages of the DHR process in practice 

are affected by many issues, inconsistencies, and a distinct lack of accountability. Next 

to be addressed is the presence and impact of organisational culture in the DHR 

process. 

9.2 Culture Clash 

An unanticipated finding from this research was the varying degrees to which 

organisational cultures impact on the DHR process. Section 9 of the Domestic 

Violence, Crime and Victims Act (2004) dictates which agencies must play an active 

role in the DHR process. The Home Office (2016b, p. 12) outline that those who 

undertake the panel member role on behalf of their agencies must be; 

“independent of any line management of staff involved in the case and must 

be sufficiently senior to have the authority to commit on behalf of their agency 

to decisions made during a panel meeting”.  

The research findings suggest that in reality and contrary to the aforementioned 

guidance, who is seen as appropriate to undertake the panel member role depends on 

how the criteria are interpreted, and by whom. As shown in Chapter Seven, some 
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interviewees were of the opinion that the more senior the staff member, the more 

invested they are with limiting any potential damage posed to their organisation. What 

needs to be considered here are the different relationships senior employees may have 

with the institution they work for.  

First to consider is that the longer an individual or groups of individuals are a part of 

an organisation, the more likely they are to develop an identity and accountability that 

is compatible with the organisation and/or sub-group (van Dick et al., 2005; 2009), 

and operate in accordance to that culture or subculture. Therefore, if you have someone 

who is invested (knowingly or otherwise) within the culture they work in, then a 

deeper state of change may be difficult to achieve. 

On the other hand, it should be acknowledged that some employees may not have a 

strong identity or relationship with their organisation or the DHR process (see Chapter 

Three, section 3.1). Consequently, they may contribute less to proceedings, they could 

be less inclined to voice their opinions, and/or challenge other organisations and their 

narratives (see Ashford and Mael, 1989). This may be exacerbated if an individual is 

a) new to the DHR process, or b) unconvinced that anything positive will come from 

a DHR (as previously suggested). For instance, if they are questioning the point and 

purpose of DHRs, they may feel that their contributions to the process carries very 

little influence as a whole, especially if the subsequent recommendations may not be 

acted upon.  

The research findings have also found that junior staff members, who do not have the 

same power and authority as those more senior, have represented their organisation. 

Employing junior staff members in this process could have its benefits, if adequately 

managed and supported. For example, junior staff members have had less exposure to 
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their organisation’s culture and shared frames of reference in comparison to their 

senior counterparts (Buchanan and Huczynski, 2010).  

It could be suggested that junior staff members might approach DHRs with more of 

an open mindset, and less likely to imprint organisational attitudes and behaviours on 

to the DHR process. This suggests that greater honesty and transparency could be 

generated if this was pursued, and organisational culture could benefit from this also. 

For example it could generate quicker, ‘grass-roots’-led cultural changes. However, it 

must be acknowledged that junior staff might also be nervous to be involved with 

DHRs because of the power and authority imbalance.  

On the other hand, the fact that some organisations currently send junior members 

could indicate that there are other, wider issues of concern. First, it could imply that 

senior staff members do not consider DHRs to be important, or of much value, for 

their respective organisation (adding to the lack of accountability argument). This is 

substantiated by data presented in Chapters Seven and Eight, which provide evidence 

that DHRs are not a priority for all professional services. Second, this could indicate 

that senior personnel have considerable workloads which does not allow them enough 

time to commit to the DHR process (see Peckover et al., 2015). If organisations do not 

factor in enough time for the appropriate staff member to commit to DHRs, again, this 

reinforces the notion that DHRs are not a primary concern for all organisations 

involved and that they do not perceive themselves as accountable.  

From the observation data detailed in Chapter Seven, it was found that familiarity 

facilitated multi-agency co-operation, and the overall flow of the process. ‘New faces’ 

slowed this down because they were either not prepared beforehand, and/or there was 

no trust between existing panel members and the new attendee (see Chapter Seven). 
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This is supported by Moscovici’s (1984) theory of social representations, as cited by 

Buchanan and Huczynski (2010). This theory details how prospective new members 

are exposed to some of the group’s norms, values, and beliefs (shared frame of 

reference) which they are expected to accept (Buchanan and Huczynski, 2010: p. 259). 

Within this context, it can be interpreted that ‘new faces’ in the DHR process have not 

had exposure to, or the time to be influenced by, the shared frame of reference adopted 

by the existing DHR Panel. This can then be interpreted as a threat to the group’s 

salience (van Dick et al., 2009). Therefore, it is difficult for existing members to 

believe that new attendees can operate in ways they would consider as appropriate and 

acceptable, which can cultivate an ‘us versus them’ attitude.   

The association between membership continuity and learning is evident in available 

literature. The importance of membership continuity draws direct inference from 

Goffman (1990, p. 209), who stated that having a strong ‘in-group solidarity’ generates 

a sense of community in which people can feel both safe and supported. This was also 

highlighted by Schein (2017, p. 29) as noted in Chapter Three. However, negative 

inter-group dynamics and experiences within multi-agency collaborations have also 

been the subject of academic research. Abbott et al. (2005), as cited in Atkinson et al. 

(2007) found that there was confusion and negative feelings from certain agencies 

when in a multi-agency environment, as either their roles were not overtly clear, and/or 

their profession was made to feel less significant in comparison to others. 

The data from this research implies that longstanding membership for the DHR 

process is seen as a critical component for productive multi-agency collaboration, 

because it simultaneously encourages individuals to act and behave in accordance to 

a given culture, and it facilitates the learning process. Therefore, it is worth 
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considering the positives, as well as the negatives, of longstanding membership to 

DHRs and the merits this might bring to the process.  

To recap, this part of the chapter shows that organisational cultures have a significant 

and complex role in the DHR process. Although DHRs operate outside of normal 

organisational channels, the fact that DHRs are multi-agency means that the process 

will be affected by diverse and differing cultures. DHR Panel members are integral in 

this regard, but as mentioned in Chapter Six, there is very little official information 

that describes the role of the DHR Panel member in detail. Chapter Seven has shown 

that who the Panel member is e.g. their seniority and authority, and the professional 

experience they have, are important to consider. Therefore, this research has 

illuminated some information about this role that has not been detailed elsewhere (to 

my knowledge). It is evident that the impact of organisational culture/s has 

implications for the DHR process, but so too does the no-blame approach.  

9.3 The No-Blame Game 

It is clearly stipulated in the Home Office (2016b, p. 29) guidance that each DHR, 

“should be conducted in such a way that the process is seen as a learning exercise and 

not as a way of apportioning blame”. As discussed in the first half of Chapter Three, 

the no-blame approach is supposed to encourage organisations to be proactive when 

learning from mistakes (see Department of Health, 2016), and a key aim of this 

research was to explore whether the no-blame approach was adopted and worked in 

practice during these reviews. Overall, the research findings support the notion that 

no-blame is seen as important when discussed as a theoretical concept, but that this 

approach can be problematic when considered in practice. 
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The research findings suggest, indeed, that the no-blame approach can be problematic 

from the very beginning of the DHR process. The responsibility of interpreting and 

explaining what a no-blame approach is in this context resides with the Review Chair. 

Hence, the application of a no-blame approach will vary in each individual DHR. The 

research findings show that there is an inconsistency regarding Review Chairs 

communicating what a no-blame approach is to review personnel, and its implications. 

The inconsistencies observed in this research are unlikely to be unique and it is likely, 

therefore, that there is wide-spread inconsistency in interpreting and the principles of 

no-blame during reviews. An example of this is the failure to distinguish the 

differences between culpability and accountability within this context (see Dekker, 

2009).  

Although culpability and accountability are often interlinked, as in criminal court 

proceedings, they are fundamentally different. This research shows that determining 

organisational accountability in the DHR context is difficult to pinpoint. White (2006, 

p. 536) discussed this issue in the medical context, outlining how no-blame is 

immediately disadvantaged as it is situated within, and pitted against, the dominant 

culture of blame and the wider adversarial system; both of which apportion culpability. 

Watt (2010), as cited in Sheehy (2017, p. 389), also commented on how the no-blame 

approach often clashes with the desire for attributing accountability in Domestic 

Violence Death Review Committees (DVDRCs), Ontario’s equivalent to DHRs.  

As outlined in Chapter Eight, culpability and accountability have been, and continue 

to be, mistakenly synonymised with one another in relation to DHRs. A number of 

interviewees in this research were uncomfortable with no-blame, and articulated that 

in their opinion, DHRs do not and cannot wholly adopt this principle. Therefore, one 

can question whether a no-blame approach is the most appropriate style for DHRs, or 
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whether an alternative approach would be better suited, such as one based on Just 

Culture. As outlined in Chapter Three, a Just Culture approach still adheres to the 

benefits of organisational learning endorsed by no-blame, but it also recognises 

culpability (Reason, 1997; Dekker, 2009). Therefore, this approach could enhance a 

component of the existing DHR structure that review personnel do not wholly 

subscribe to at the moment. 

In 2016 the Home Office guidance was revised and a substantial question was removed 

from the process; “to what degree could the homicide have been accurately predicted 

and prevented” (Home Office, 2011). The research findings illustrate that this became 

a highly contentious question to ask because it invited blame into proceedings. From 

a no-blame perspective, the sentiment behind this is if events leading up to the 

homicide could have been partially predicted or prevented, then this would contribute 

to the notion that staff should or could have been in the position to have done more to 

stop the fatal event/s from occurring. However, this amendment appears tokenistic and 

superficial, as what these research findings explicitly demonstrate is that blame still 

exists within the DHR process, despite this question being omitted.  

Furthermore, it can also be queried if taking this question out of the DHR process was 

the right thing to do. Chapter Two introduced Monckton Smith’s (2020) eight-stages 

of domestic homicide, which has since demonstrated that agencies could potentially 

predict and prevent cases of domestic homicide (specifically intimate partner 

homicide). Therefore, if cases can and should have been predicted and prevented, then 

surely the question of predictability and preventability is needed to try and stop similar 

incidents from happening.  
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The research findings provide evidence that there is defensiveness and blame in DHRs. 

Data from the interviews and observations in Chapter Eight provide first and second-

hand accounts of agency representatives acting in a defensive and/or blame orientated 

manner. This finding has not been highlighted in existing DHR literature to date. This 

finding is supported by Perrow (1999, p. 154) who found that in cases of aviation 

failures, it is an instinctive reaction for organisations to retreat and protect themselves 

and their company’s reputation, therefore the presiding organisational culture will step 

in, and exercise influence over individualised actions and behaviours. The research 

findings present examples of defensiveness and veiled challenges as evidence of 

blame being present, albeit disguised. 

It must be acknowledged that there may also be other underlying and undisclosed 

reasons of why defensiveness surfaces. Hood’s (2002) paper specifically looks at 

agency strategies, which is defined as “the selection of institutional arrangements to 

minimize or avoid blame” (Hood, 2002: p. 17). Therefore, the creation of DHRs could 

be interpreted as a legalised multi-agency arrangement that has helped to minimise the 

organisational roles and accountability regarding domestic homicide, both on an 

individual case level, and more broadly (as suggested in the interview data for this 

research). The likelihood is that this perception will affect how the whole DHR process 

is seen and influence how people act within the parameters of a DHR.  

In relation to behaviour, Hood (2002, pp. 28-32) details three different methods that 

can be used by organisations to move blame elsewhere; “Privatization Blame 

Boomerangs, Managerial Blame Boomerangs, Expertization Blame Boomerangs”. 

The technique of particular interest for this research are “Managerial Blame 

Boomerangs” (Hood, 2002: p. 29). This is where organisations try to shift blame onto 
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those lower down in the organisational ranks, particularly on to those high enough to 

warrant some level of responsibility within the organisation, like senior management.  

As a response to blame being shifted to them, the employees may retaliate with their 

own “blame-deflection strategies” (Hood, 2002: p. 29). The findings have shown that 

blame and defensiveness within the DHR setting may be displays of (real or imagined) 

internal pressures placed on, or felt by, senior personnel. Moreover, it could also make 

agency representatives feel uncomfortable when they know that their organisation has 

done something wrong. The insinuation here is that blame and/or defensiveness could 

be considered as blame-deflection techniques, unique to this environment. What could 

exacerbate this is whether other proceedings are taking place that set out to apportion 

blame, such as police misconduct investigations for example.   

Separate to the above, Hood (2002) also explores the concept of “defensive risk 

management”, which is defined as the following:  

“organizations are hyper-cautious about releasing information that may lead to 

blame or liability and increase the resources they put into prebuttal and rebuttal 

activity to deflect or quash public criticism” (Hood, 2002: p. 33).  

The DHR environment itself, and the defensiveness witnessed within this 

environment, could be interpreted via the defensive risk management perspective. 

Coupled with the lack of organisational accountability regarding domestic homicide 

(explored in the following section), if DHRs were perceived as a deliberate agency 

strategy as discussed above, they could also be couched in the terms of being a 

“prebuttal [and rebuttal] activity to deflect or quash public criticism” (Hood, 2002: p. 

33).  
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DHRs were partially created with the aim of reducing and preventing domestic abuse 

and homicide (Home Office, 2016b: p. 7), but this would be near-impossible to 

measure. Hence, they could also be viewed as a method of circumventing any criticism 

organisations might be presented with (which could be exacerbated further by the 

presence of a no-blame approach). The research data documents cynical and sceptical 

perceptions of DHRs by DHR personnel (see Chapter Seven). The findings indicate 

that because DHRs are not fulfilling their potential, and organisations are either 

disillusioned with, or have minimal engagement or enthusiasm for the review process, 

the idea that the DHR process helps organisations by diverting or avoiding blame is 

validated for some as outlined in Chapter Eight.  

Second, echoing ideas presented by Perrow (1999), examples of blame and 

defensiveness can also be interpreted through the defensive risk management lens, as 

they could be seen as instinctive reactions to feeling uncomfortable when being 

questioned about the nuances of how their organisation was involved with the case. 

Intra- and inter-agency information-sharing and co-operation issues are repeatedly 

cited in DHR overview reports and commented on in existing DHR literature (see 

Chapter Two). As detailed in Chapter Seven, multi-agency working was reported as a 

positive element of the DHR process during the interviews. However, it became clear 

when conducting the observations that the multi-agency aspect of the DHR process is 

not always harmonious and can induce arguments between agency panel members.  

It can be implied that when such information is required to be shared, scrutinised, and 

questioned in a wider, multi-agency environment, and in response to a homicide, the 

stresses of being the agency representative in this situation may induce an individual 

to react defensively, irrespective of whether a no-blame approach is applied or not. 

Therefore, although a no-blame approach is supposed to be applied to each individual 
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DHR, undisclosed but interrelated stresses and pressures felt by those involved in the 

process may facilitate blame and/or defensiveness within this context regardless. 

From a practical criminal justice perspective, there is also evidence of competing 

pressures and demands that agencies and employees are regularly faced with, such as 

periods of austerity and instability (Van Dijk et al., 2015), diversifying job roles and 

remits (Menichelli, 2020), increased risk-aversion and bureaucracy (Heaton, 2011), 

and most recently a plethora of issues caused by Coronavirus (Criminal Justice Joint 

Inspection, 2021). Some of these wider contextual issues were highlighted in the data 

that emerged from each data collection method for this research (see Chapter Seven). 

Hence, the person who apportions blame might also be affected by some of the 

aforementioned, but if undisclosed, they will be the only person who knows the real 

reason of why blame exists within this context.  

Taking the above into consideration, such behaviours and actions are still crucial to 

document as they explicitly show that the no-blame approach cannot be construed as 

entirely successful or effective in the DHR process. As demonstrated, the extent to 

which a no-blame ethos is implemented depends on the DHR Chair and other external 

factors, including the organisations involved and their respective cultures.  

The research findings suggest that how panel members act and behave may reflect 

their process of understanding via their organisation’s culture, values and beliefs in 

the review context, which could be in opposition to no-blame. As introduced in 

Chapter Three, Provera et al. (2010) comment on how no-blame is more common in 

high-reliability organisations in comparison to other institutions. The authors (2010, 

pp. 1069-1070) found numerous reasons why no-blame fails to successfully embed 

itself within organisations, with one example being “cultural restraints”.  
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For example, facets that could be interpreted as a cultural restraint include a 

predominantly top-down structure of communication, an organisation that is built on 

and operates via hierarchy, and the lack of supportive reporting mechanisms (Provera 

et al., 2010: pp. 1069-1070). The way in which some of the organisations involved in 

DHRs are structured closely align with the prohibitive factors outlined in Provera et 

al.’s (2010) study. For example, the police service operates via a top-down, 

hierarchical structure in respect of communication and career progression. Therefore, 

to start with, the organisational ethos may already be in opposition to what no-blame 

stands for.  

Alongside the no-blame narrative that is documented in Chapter Eight, there are other 

parallel narratives that have emerged in this research when exploring this approach, 

namely the relationship between no-blame and risk. Chapter Three details how the rise 

in a risk-averse society has led to blame being an acceptable method in trying to ensure 

accountability (Garland, 2003; Kemshall, 2003). No-blame could be seen as a threat 

of deregulating and deprioritising risks, because of the apparent lack of accountability 

(Garland, 2003: p. 63). Despite DHRs existing in part to critically examine service 

provision, accountability is not addressed in the Home Office (2016b) DHR guidance. 

This parallels Sheehy’s (2017, p. 389) observations based off Watt’s (2010) doctoral 

research;  

“It might, therefore, be powerful and productive for DVDRCs to pursue both 

philosophies and the contradictions that this entails: “no blame no shame” in 

terms of inquiry and general recommendations; “accountability” when that 

strategy fails to yield results” (Sheehy, 2017: p. 389).  
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Therefore, Sheehy’s (2017) observations imply that there are issues with 

accountability amongst other domestic violence/abuse fatality reviews that needs to 

be addressed. Andreeva et al. (2014, p. 358) discuss how the relationship between risk, 

risk management, and accountability are interlinked. In line with Andreeva et al. 

(2014, p. 358), it can be surmised that the lack of any reference to accountability within 

the Home Office (2016b) guidance indicates that the degree to which relevant 

organisations are held to account in relation to domestic homicide more generally, has 

not been formally established. Hence, it can be argued that DHRs cannot wholly 

ensure accountability within this context.  

This might then skew individual and organisational perceptions about how high the 

risks of domestic abuse and homicide are, and importantly might not do anything to 

prevent them, and might not act to improve their practices. Therefore, a perceived lack 

of accountability could affect how DHRs are viewed and facilitate the idea that DHRs 

could actually be helping organisations to avoid being blamed when a domestic 

homicide occurs (which was insinuated via some of the interviews conducted for this 

research), meaning appropriate improvements are not being made. This aligns closely 

with Hood’s (2002, p. 33) idea of blame dissolution which; 

“attempts to construct personal or institutional alibis or excuses such that 

blame disappears - for instance by rebuttal, denial or the adoption of 

organizational boundaries that make responsibility ambiguous” (Hood, 2002: 

p. 33).  

Again, this could prompt the idea that no-blame has potentially done more harm than 

good to DHRs. Its inherent ambiguity in the context of domestic homicide can be 
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interpreted as a method of mass organisational blame avoidance, rather than a method 

of identifying and prompting change.    

Despite the good intentions that underpin no-blame as an abstract concept, in reality it 

confuses the DHR process. No-blame also appears to facilitate a lack of accountability 

in this context. There is an obvious conflict of interest when cases are presented that 

involve individuals or organisations who have overridden policy and/or procedure. In 

such circumstances, blame exists both inside and outside the DHR process, which goes 

against no-blame principles. Hence, no-blame is another reason why select parts of the 

DHR process may not be considered as fit for purpose, and DHR policymakers should 

revisit and research alternatives. Instigating change in this regard may encourage other 

future changes.   

9.4 Do DHRs Bring About Change?  

“…if there’s no meaningful change, you [then] have to question the importance 

of these reviews” - Panel Member: Domestic Abuse Specialist. 

The research findings show that the current DHR process is imperfect in a number of 

ways. This prompts the question as to whether DHRs bring about real change in 

practice and ultimately prevent similar mistakes occurring to reduce domestic 

homicide. As previously mentioned, it would be near-to impossible for this research 

to ascertain whether DHRs have contributed towards reducing domestic homicides, as 

it would be difficult to establish the relationship between the cause and effect. For 

example, did the policy and practice (that was amended via a DHR recommendation/s) 

encourage the homicide rate to decrease, or was there another contributory factor. 

Although exploring the idea of whether DHRs have instigated real change is not an 

explicit research question, this could be considered as implied via research question 5: 
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What can be learned to improve the value of future Domestic Homicide Reviews? 

Moreover, the research findings have provided some indicative evidence in this 

regard, which can be supported by existing literature. 

First, it must be acknowledged that DHRs do not exist and operate in a vacuum away 

from the rest of society. They are situated within the much broader contexts of the UK 

political climate, as well as crime and criminal justice. Politically, raising awareness 

of domestic abuse and homicide has featured prominently in UK politics of late. Since 

2010, the Government have issued Violence Against Women and Girls (VAWG) 

initiatives that were designed to raise awareness of violence perpetrated against 

women and girls specifically, including domestic abuse (Home Office, 2019a). In 

2019, a new national Domestic Abuse Commissioner was introduced and appointed 

(Home Office, 2019b), and a new Domestic Abuse Act has successfully progressed 

through Parliament (Foster et al., 2021). The main purpose of the latter is to amend 

and enhance how the criminal justice system in England and Wales approaches, and 

responds to, domestic abuse-related crime. Therefore, there appears to be a renewed 

political interest in reducing and preventing domestic abuse-related crime.  

Although positive, legislation is not the panacea for addressing and preventing 

domestic abuse and homicide (Dawson, 2021: p. 673). First, legislation is only a basis 

for organisations to work from when tackling the aforementioned. Hence, how 

legislation is interpreted and implemented is dependent on the interpreter and their 

professional agenda, e.g. the organisation they work for. Therefore, tackling domestic 

abuse and homicide is reliant on being an organisational priority (discussed in more 

detail below). Second, the issue of domestic abuse and homicide appears to be easily 

set aside when something else occupies the immediate interest of the UK Government. 

For instance, the progression of the recent Domestic Abuse Act took longer than 
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expected due to a plethora of interruptions, including general elections, Brexit, and 

Coronavirus (Younger, 2021). Therefore, reducing and preventing domestic abuse-

related crime is on the political agenda, albeit superficially, as there always appears to 

be another issue that is perceived as a higher priority (whether rightly or wrongly). 

The crime and criminal justice sector includes many agencies (directly and indirectly), 

policies, processes, and practices, as well as competing organisational priorities, 

finance, and capacities. Ultimately, whether DHRs have an impact and generate 

change is dependent on how receptive organisations and organisational cultures are, 

those who work within these settings, and the relationship between the organisation 

and the worker.  

This research finds that DHRs are largely dependent on the diligence and passion of 

individuals; particularly those who have an awareness of domestic abuse and/or 

homicide, are open to change, and have a positive and progressive attitude. Stephens 

(2003, pp. 20-21) also outlines that individuals who exert an internal locus of control 

(e.g. those who believe their actions and behaviours have an impact) are more likely 

to be driven within the work environment. However, despite the best intentions of 

these individuals, progress can still be hampered if they are faced with an obstinate 

organisation. If the respective organisation does not perceive domestic homicide as a 

top priority or see themselves as partially accountable to help reducing domestic 

homicide, which this research suggests is possible, then the degree to which they will 

want to generate change in this context will be minimal in comparison to other priority 

areas.  

Questioning the efficacy of DHRs is beginning to emerge from DHR literature. For 

example, Jones et al.’s (2021, p. 1) briefing paper states that, “there is no evidence that 
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DHRs/DVFRs14 reduce domestic homicide”. Dawson (2021, p. 679) also supports this 

position, stating how “there is little to no evidence-based research examining 

associations among reviews, socio-legal change, and declining rates of domestic 

violence or homicide”. Because it is difficult to identify what outcomes have been 

generated, this openly questions whether DHRs have fulfilled their original objectives 

(to date). 

It is challenging to establish if the difficulties which DHRs experience arise from 

procedure (e.g. the DHR process), if they are located within the organisations who 

should be learning from these reviews, or a combination of these factors. As suggested 

in Chapter Three and throughout the preceding findings chapters, it is clear that there 

are a variety of factors that can impact on an organisation’s ability and capability to 

learn. Such as finance, the efficiency of the DHR process, qualities of the DHR Review 

Chair, the degree to which non-professional narratives are included, who represents 

their agency, how engaged agencies are in the DHR process, clarity, and perceived 

usefulness of review recommendations, and how learning from DHRs are 

disseminated. Therefore, the findings suggest that the existing issues in the DHR 

process could prohibit genuine organisational learning and change regarding domestic 

abuse and homicide, and that as a result, the ability to predict these incidents in the 

future is challenging.  

Although not easy to answer from the available evidence, an important question to 

raise here is if, and how, agencies are responding post-DHR. Dawson (2021, p. 677) 

states that “…there is [also] a dearth of systematic knowledge about overall impacts 

of DVDRs15, including accountability of agencies/organisations/sectors meant to 

                                                           
14 Domestic Violence Fatality Reviews 
15 Domestic Violence Death Reviews 
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improve responses”. Officially, monitoring and implementing action plans is overseen 

by the local community safety authority and agency-specific points of contact. Hence 

this process is reliant on localised procedures, so there will be variations in how 

recommendations are interpreted and implemented across England and Wales.  

The fourth overarching DHR objective is to, “d) prevent domestic violence and 

homicide and improve service responses for all domestic violence and abuse victims” 

(Home Office, 2016b: p. 6). First it could be argued that this aim would be difficult to 

conceptualise and achieve because the predictability and preventability question has 

been removed from official guidance. Also, without a standardised mechanism that 

could help enhance and regulate the action plan/implementation process across 

organisations, it is difficult to establish what impacts the changes produce (if any).  

Therefore, even if a DHR and its recommendations generate positive momentum 

within a particular institution, there is currently no evidence-based way of mapping 

and measuring the impact of these changes, and to see if they actually do what they 

set out to do. Dawson (2021) also questions if this is an appropriate measure to 

integrate into the review process. 

“…isolating the independent contributions of DVDRs is difficult which raises 

the question of where a measure of success is appropriate and should be stated 

in the first place. Of course, the long-term goal is to reduce such deaths, 

otherwise why conduct the reviews in the first place, but stating this as a 

primary outcome measure or overarching goal sets the initiative up for 

failure…” (Dawson, 2021: p. 679).  

Consequently, pinpointing the actual changes that DHRs generate is difficult to 

decipher. This could be exacerbated further by using a no-blame approach to frame 
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these reviews. Until the relevant agencies and the Government have a clear strategy, 

accountability, and direction regarding the relationship between DHRs and reducing 

and preventing domestic homicide, DHRs are still vulnerable to being seen as a tick-

box exercise. The implication of the above is that even if current DHRs operated 

flawlessly, its influence would arguably only go so far because it is heavily reliant on 

individuals, and domestic abuse/homicide being an organisational priority. 

9.5 Concluding Comments 

In sum, this thesis has demonstrated that based on how they currently operate, 

Domestic Homicide Reviews cannot be considered as fit for purpose. The opening 

section of this chapter again answers research question 1, showing how there are major 

differences between DHR policy and practice, and that various stages of the DHR 

process (in practice) are affected by a myriad of issues, inconsistencies, and a distinct 

lack of accountability. The latter is a theme that runs throughout this research; if DHRs 

are to become an important process for all agencies, then this example must first be 

set by those who are nationally (and locally) responsible for these reviews.  

It is evident that for DHR personnel involved in this research, including co-victims in 

DHRs is perceived as a positive and unique part of the process. However, as with the 

aforementioned, there is confusion and disagreement amongst DHR Panels in 

particular regarding the degree to which the co-victim ‘role’ should play in the process, 

and how much influence they can, and should, have. By having a focus on this role, 

research question 2 has been answered, as it appears that there is no consistent 

approach to include such individuals, and that again, this part of the DHR process is 

reliant on localised processes and personnel. 
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This research has also demonstrated the complexity of organisational culture in the 

DHR process which explicitly answers research question 3, showing that DHR 

personnel can inadvertently exacerbate the lack of organisational accountability. 

According to this research, the no-blame approach is also central to DHRs lacking 

organisational accountability. Here is where research question 4 is answered. Aside 

from the good intentions of no-blame as an abstract, theoretical concept (see Chapters 

Three and Eight), the reality of trying to implement a no-blame approach is that this 

can, and has, confused elements of the DHR process. No-blame could be considered 

as another reason why DHRs are currently not fit for purpose. 

By having a focus on procedure, this thesis has addressed the final research question 

(5), as it is clear that an immediate priority for the DHR process must be evolution and 

change. Arguably the easiest form of evolution relates to changing the DHR process 

itself, which could potentially encourage genuine change. Although speculative, this 

research implies that the organisations involved with incidents of domestic homicide 

have yet to fully embrace organisational learning and accountability in this regard, 

and/or need to fundamentally change their organisational perception and prioritisation 

of domestic homicide.  

Therefore, changes in how domestic homicide is viewed and interpreted are also 

required on an organisational level and a wider, social level; both of which will require 

time and persistence. Until domestic homicide in general is seen as a genuine, 

universal priority amongst organisations, the Government, and society, DHRs are 

vulnerable and unfortunately, it can be suggested that any potential changes will be 

minimal.  



   
 

268 | P a g e  

Recommendations for Change 

In this final section of the chapter, I set out a series of recommendations, based on the 

research findings and subsequent discussion. In doing so, this section provides 

alternatives for DHR policymakers to consider if they want to improve the value of 

future Domestic Homicide Reviews (detailed in research question 5). The majority of 

the DHR process needs to be redesigned if they are to have social, professional, and 

academic value. What should be addressed first is whether the Home Office could 

jointly oversee the DHR process with another organisation/s who already have the 

independent authority and expertise to routinely and officially inspect aspects of 

criminal justice, such as Her Majesty’s Inspectorates. Moreover, there should be a 

review of whether the relevant community safety authorities are the right authority to 

be responsible for DHRs on a local level, or if another local authority body, such as 

Police and Crime Commissioners and their networks, might be better situated.   

If DHRs are to continue in their current format, it may be useful for DHR policymakers 

to pilot a panel member partnership. The partnership would be made up of two staff 

members who have varying professional experiences in an attempt to overcome the 

issues previously identified. Inspiration on how to approach this could be taken from 

internal, professional mentoring schemes, wherein organisations use buddy-style 

systems to a) provide support to the inexperienced, and b) give the experienced an 

opportunity to ensure continuous professional development (see College of Policing, 

2021a).  

In the DHR context, there could still be one panel member present at the DHR 

meetings, but the flexibility of the partnership could mean that either staff member 

could be present as they would both know the case in detail. Even if the junior staff 

member was the primary lead in the DHR meetings, the actions and commitments 
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could still be overseen and sanctioned by the senior staff member, as they carry more 

authority within the respective organisation. This way, the senior staff member is still 

required, albeit the time and commitment is shared with someone else.  

Another possibility is for DHR policymakers to explore other ways of conducting 

DHRs. Other reviews of a similar nature have explored alternative and innovative 

ways of conducting their reviews into serious and violent crime. For example, the 

systems based SCIE Learning Together model encompasses two groups who have 

different roles within the review process; the Review Team are responsible for the 

progress of individual reviews, and the Case Group are, “the staff and managers who 

were directly involved in the case being reviewed” (SCIE, 2010). Welsh Child Practice 

Reviews follow a similar method to English Child Safeguarding Practice Reviews, but 

they also have Learning Events. Two Learning Events are often held for senior 

personnel and those directly involved with the case respectively, and this is where the 

lessons learned are disseminated (Welsh Government, 2016: p. 18 and pp. 26-27). In 

a systems-based approach, the role of the panel member would effectively be 

amalgamated into the designated Review Team, which is multi-agency and largely 

comprises of senior personnel (SCIE, 2010).  

Another alternative could be investigation-style approaches. As with the 

aforementioned, these approaches are also already being used by other institutions, 

such as the Independent Office for Police Conduct (IOPC) and their investigations into 

alleged police misconduct. IOPC investigations are similar to wider police practice 

where investigations are conducted by a trained IOPC investigator, who then assesses 

a case based on facts and information presented in evidence (IOPC, 2020). If DHRs 

were to adopt an investigation-style approach, panel members would most likely 

evolve into gatekeepers; a single point of contact (SPOC) for organisation-specific 
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queries and/or assistance, such as accessing relevant materials pertinent to the case. 

As demonstrated, there would be little requirement for the panel member role in how 

they currently operate in these two differing approaches. 

What this briefly shows is that the DHR process could benefit from being restructured. 

This could potentially improve how DHRs are perceived amongst organisations; 

instigating change to the DHR process itself could indicate that DHR policymakers 

are also willing to learn lessons that have come from the current DHR experience and 

academic research. Furthermore, a restructure could also alleviate stresses and 

pressures felt by other review personnel elsewhere in the process. For example, an 

approach that is less reliant on traditional bureaucracy and paperwork could lighten 

the workload for Individual Management Review (IMR) authors.  

If an entire restructure is contemplated by DHR policymakers, this research 

recommends that separate DHR guidance for domestic abuse-related suicide cases is 

also required. In particular, attention needs to be on clarifying domestic abuse related 

suicide criteria and aiding professionals on making these assessments. This could 

increase the number of domestic abuse-related suicide DHRs, but also better existing 

knowledge and awareness.  

Moreover, if this were to happen, this research would also recommend that the 

application of the no-blame approach to the DHR process is revisited, and that 

alternative approaches (such as a Just Culture) are explored as a part of this process.  

Another positive change would be to standardise the DHR Review Chair role. 

Becoming an independent DHR Review Chair should be nationally recognised, 

validated, and accredited by the Home Office. This is influenced by examples of 

positive practice in local DHR procedures, and precedents set in other safeguarding 
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reviews. Those who are accredited should be put on to a central system/list that is 

easily accessible for all community safety authorities. In tandem with this, the Home 

Office should also ensure that all DHR Review Chairs receive mandatory, formal 

training (either in-house or externally contracted), which focuses explicitly on 

emphasising and executing each facet of this particular role.  

Next, a briefing template to help Police Senior Investigating Officers (SIOs) should 

be explored, developed, piloted, and evaluated. The aim of this recommendation is to 

help facilitate collaborative working between DHR Panels and the police investigation 

team. Consequently, DHR Review Chairs and Police SIOs should be consulted when 

developing, implementing, and eventually evaluating the usefulness of this proposed 

resource.  

Last to be mentioned in this section is that the research findings identified good and 

innovative practices in relation to DHRs involving children (when appropriate to do 

so). Such practices should be widely disseminated amongst DHR Review Chairs to 

help with conducting future reviews. Therefore, this research recommends that an 

accessible, online resource is created for DHR Review Chairs to share best practice, 

how they went about setting it up and employing the method in question, whether the 

practice was successful or not, and any suggestions for Review Chairs wanting to 

replicate that particular method in the future.   

Future Research 

Many future research opportunities have come to light when conducting this research. 

To start, a continued focus on the procedural ethos that has been the central focus of 

this thesis is necessary. There would also be merit in researching the relationship 

between DHRs, available finance, and public funding streams, and value for money, 
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as domestic abuse and homicide has magnified under Coronavirus restrictions and 

there are likely to be severe future austerity measures as a result of the pandemic. 

Furthermore, the research findings found that DHR relationships with key contributors 

has not been subjected to much academic research as of yet, such as relations between 

DHR Panels and co-victims, and separately with the police investigation team, or more 

specifically, the DHR Review Chair and the Police SIO. Research into both of these 

relationships would generate a greater awareness of the roles and responsibilities of 

all parties and the importance of their relationship, which would benefit both academia 

and professional practice.  

Another separate research project could solely focus on whether there is a correlation 

between repetitive recommendations and the perception of the value of the 

recommendations by those who create them. Last, another piece of work that could be 

undertaken (albeit unrelated to homicide) is assessing the appropriateness and/or 

impact of DHRs in relation to domestic-abuse related suicides, which would generate 

a new area of published research in the DHR context.  
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9.6 The Final Thought 

To end this thesis, what must be remembered is that domestic abuse and homicide 

victims, their lives, and their deaths, are at the heart of every DHR. In part, DHRs were 

designed to raise the status of victims and co-victims by giving them a platform to 

exercise their voice (Home Office, 2016b: p. 17). To respect this, this thesis will end 

with a quotation from a family member, who spoke about their feelings when their 

loved-one’s DHR concluded. 

"There was a sense of that we’d done the right thing and that we stood up to 

attempts to surpass us. Not a euphoria…just a very normal feeling of knowing, 

being able to sleep at night feeling we’d done them right and proud”. 
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Appendices 

 

Appendix 1: Research Summary/Information Sheet for Interview Participants 

 

Grace Boughton’s PhD Research Summary (University of South Wales, 

Criminology department). 

This summary outlines the details of my PhD research project, which aims to 

provide a detailed insight of multi-agency reviews into domestic homicide across 

England and Wales. The focus is on how Domestic Homicide Reviews, are 

approached, conducted, and viewed, including looking into recommendations 

from these reviews. For this research, I will be collecting information through 

interviews, observations and analysing documents. The research will compare 

various elements of each type of review, including circumstances in which they 

are set up, how they are constituted, what central aims they have, what guidance 

is available, what procedures they follow, what powers they possess, and 

ultimately, how effective they are.  

Semi-structured interviews will contribute towards this research as they will 

capture the thoughts, feelings, and ideas from a variety of individuals who 

contribute towards all three reviews, including professionals, practitioners and 

(co)victims. What the interviews will provide is a space whereby individuals can 

feel comfortable disclosing their thoughts on a one-to-one, confidential basis as 

every interview will be anonymised. Two interview schedules have been devised; 

one for professionals and one for the (co)victims and they are available to 

interviewee’s beforehand. Both schedules will have a set of topic areas and 

questions (including prompts) that I would like to cover, whilst allowing 

participants space to elaborate if they want to. This is important to identify and 

record because such conversations, behaviours, thoughts, and feelings expressed 

within this environment has gone undocumented within academic literature.  

For this study ethical considerations are paramount. To ensure anonymity and 

confidentiality, all people, places, cases, case information, dates and organisations 

involved will be anonymised and given pseudonyms so that personal identities 

and information indicators cannot be recognised in all field-notes and in the thesis. 

For interviews, I would like to record the conversation with my Dictaphone so that 
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I do not miss anything important, and to help with transcribing afterwards. The 

Dictaphone is owned, used/accessible to me only and the devise has a lock feature, 

so recordings cannot be accessed by anyone other than myself. What is disclosed 

within interviews will be confidential between participants and myself, and should 

you want to disclose anything whilst not being recorded then this can be arranged. 

To reiterate this, a consent document has been devised so that the researcher and 

the participant is fully aware about their involvement with the project. There will 

be two copies of the consent form and both will be signed and dated by participant 

and researcher, and each will retain a copy for their own records. 

This research is important for various reasons. It will highlight the significance of 

each review and examine the multi-agency approach used, and potentially impact 

multiple disciplines including policing, social work, risk awareness and 

management. Moreover this research project will be looking at reviews in both 

England and Wales which will help to identify and disseminate areas of good 

practice. But most importantly, this research has the potential to help victims and 

loved ones of victims in the future by providing recommendations on how to 

enhance the practice and procedure of these reviews conducted in the future. 

 

Grace Boughton - PhD Researcher,  

Centre for Criminology, University of South Wales, Trefforest Campus (F417), 

CF37 1DL.  

Email: grace.boughton@southwales.ac.uk  | Telephone: 01443 654070 

  

mailto:grace.boughton@southwales.ac.uk
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Appendix 2: Consent Form for Interview Participants 

 

 

 

 

 

This letter is written confirmation of PARTICIPANTS NAME participation within Grace 

Boughton’s PhD research. This research aims to develop further understanding of multi-agency 

reviews into domestic homicide across England and Wales. The focus is on how Domestic 

Homicide Reviews are approached, conducted, and viewed, including looking into 

recommendations from these reviews.  

For this research, I will be collecting information through interviews, observations and analysing 

documents. To ensure anonymity and confidentiality, all people, places, cases, case information, 

dates and organisations involved will be anonymised and given pseudonyms so that identities and 

information cannot be recognised. What is disclosed within interviews and observations will be 

confidential between participants and myself, and should you want to disclose anything whilst not 

being recorded then this can be arranged. For interviewees, questions/topics that will be discussed 

within the interview are available beforehand if you would like to prepare in advance. 

For interviews, I would like to record the conversation with my Dictaphone so that I do not miss 

anything important that is said, and to help with transcribing the interview afterwards. For 

interviewees, if you feel uncomfortable with being recorded then please let me know and I will 

take detailed notes instead. The Dictaphone is owned, used/accessible to me only and the devise 

has a lock feature, so recordings cannot be accessed by anyone other than myself. All information 

will only be accessible through me and should anything need clarifying I will share this information 

with yourself and/or my supervisors (such as written notes, prompts, transcriptions). Should you 

wish to take part, you can have a copy of the written data where you feature to ensure accuracy 

and provide any factual amendments if necessary.  

Please note that you can remove yourself from taking part within this study at any point, please 

contact me if this is the case. Should you want to discuss anything further, I have provided my 

contact details and the details of my Director of Studies (Dr Cheryl Allsop). 

Thank you for agreeing to participate in this research. 

Signed (participant): ____________________________       Date:_______________ 

 

Signed (researcher): ____________________________       Date:_______________ 

 

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=0ahUKEwj1wZfn1NzZAhUJLcAKHSs5D04QjRwIBg&url=http://www.gorwel.co/wordpress/?attachment_id%3D2767&psig=AOvVaw3MQ2zohVrg7LqZmoVJK2db&ust=1520596305021084
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Grace Boughton 

PhD Research Student 

Email: 

grace.boughton@southwales.ac.uk  

Telephone: 01443 654070 

 

Dr Cheryl Allsop 

Senior Lecturer and Course Leader BSc 

Criminology and  

Criminal Justice, 

Email: cheryl.allsop@southwales.ac.uk 

Telephone: 01443 483561 

 

 

 

  

https://unimail.glam.ac.uk/owa/redir.aspx?C=UfiFbbpiMUG3g1HrHCsl1PR5IFBMW_X_Cy3DkygS-r7DZlW-DiXVCA..&URL=mailto%3agrace.boughton%40southwales.ac.uk
mailto:cheryl.allsop@southwales.ac.uk
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Appendix 3: Interview Schedule for Professionals 

 

Background  

To start with, do you mind if I get a couple of details from yourself?  

- Role within organisation: 

- Years of experience: 

- Number of times involved with reviews: 

- In what capacity have you been involved? 

1) Can you tell me about your most recent review/can you talk me through 

this review (DHR/SCR/CPR)? 

- Why is that? What happened? What were the learning outcomes? 

Who was there? What was the chair like? What was the engagement 

between agencies like? 

2) Can you compare this against other reviews you have been involved in? 

- How were they different? What were the similarities? 

3) Have you been involved with any joint reviews (DHR/SCR or 

DHR/CPR)? Can you talk me through that review? 

Victim involvement with the reviews 

4) Is there a particular review that you have worked on that stands out 

regarding victims being involved? 

5) In the reviews you have worked on, how have victims’ families/loved 

ones been involved? 

6) How do the reviews benefit from having victims/loved ones involved? 

7) How do the victims/victims family benefit from being involved in the 

reviews? 

8) From your experience, how do victims/loved-ones and the no-blame 

approach of the reviews integrate? 

9) In the reviews you have worked on, have perpetrators or their families 

been involved? What was the impact of this? 

10) In the reviews you have worked on, have children as co-victims been 

involved? What was the impact of this? 

11) How do these reviews achieve justice for the victim/loved ones? 



   
 

316 | P a g e  

No-blame approach of the reviews 

12) These reviews are said to adopt a no blame culture. What is your view 

about whether this is the case?   

13) How does a no-blame culture play a part in SCRs/DHRs/CPRs?  

14) In your opinion, how important is a no-blame approach for these reviews? 

15) In your experience, does a no-blame approach work with these reviews? 

Multi-agency approach to conducting the reviews 

16) Can you tell me about your experiences of multi-agency working during a 

SCR/DHR/CPR? 

17) In your opinion, do you think LCSBs/CSPs are the best situated 

partnerships to be responsible for the review? 

- Why do you think this? 

18) How would you describe the role of the review chair?  

- What characteristics do you think make a good independent chair? 

19) What role/position in your organisation is likely to be responsible for the 

implementing the recommendations/review’s action plan? 

20) How do you know what happens with the report’s 

recommendations/action plans? 

21) In your opinion, how realistic are the recommendations from 

SCRs/DHRs/CPRs? 

22) In your opinion, how important is multi-agency working for a 

SCR/DHR/CPR?  

23) How did your organisation train/prepare you for being involved with a 

review? 

24) Considering the reviews you have worked on, what review do you think 

has had the biggest impact on you? 

25) Have these reviews changed your job in any way? If so, how? 

26) How do you feel about being involved with a SCRs/DHRs/CPRs? 

For the future 

27) Do you think the reviews are used to their full potential?  

28) How do these reviews achieve their aims? 
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29) Do you think that any parts of the SCR/DHR/CPR could be improved? If 

so, please elaborate. 

30) What parts of the SCR/DHR/CPR do you think work well?  

31) How important are SCRs/DHRs/CPRs for your organisation?  

32) How important are SCRs/DHRs/CPRs to you?  

Is there anything that you would like to add that I haven’t covered? 
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Appendix 4: Interview Schedule for Co-victims 

 

Can you tell me about ___________? 

Can you tell me about _________’s review? 

How were you feeling about the criminal court proceedings? 

How did you feel towards the criminal justice agencies during the criminal 

proceedings? Why do you think this is the case? 

How were you told about the possibility of a review? 

Did ________s review started before, during or after the criminal trial? 

How did you feel going into the review? 

Can you tell me about your involvement with ________’s review? 

How did you/your family play a part in the review? 

Who were you supported by during the review? 

Who informed you/your family about what was going on during the review? 

How was this process for you?  

What made it so? 

Was there anything that came out of the review that you were unaware of? 

Do you think the review went into enough detail? 

How did you manage with the no-blame element of the review? 

Were the perpetrator/perpetrators family involved in the review? 

Were you given the option to see the review before publication? 

How did you/your family feel after the review was concluded and published? 

How did the review process differ to the criminal court process for you? 

How are your feelings towards the criminal justice agencies now?  
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Do you think your opinion on what justice is has changed as a result of what 

happened to _________? 

Do you think the review achieve justice for ____? In what way? 

How important was this review to you/your family? 

Do you feel that things have changed as a consequence of __________s 

review? 

What do you think went well in ______s review? 

If you could have changed anything about the review, what would it be and 

why? 

If you could improve how victims’ families are involved in reviews what 

would you suggest and why? 

What would you like to see in future reviews? 
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Appendix 5: Research Summary/Information Sheet for Observations 

 

Grace Boughton’s PhD Research Summary (University of South Wales, 

Criminology department). 

This summary outlines the details of my PhD research project, which aims to 

provide a detailed insight of multi-agency reviews into domestic homicide across 

England and Wales. The focus is on how Domestic Homicide Reviews are 

approached, conducted, and viewed, including looking into recommendations 

from these reviews. For this research, I will be collecting information through 

interviews, observations and analysing documents. The research will compare 

various elements of each type of review, including circumstances in which they 

are set up, how they are constituted, what central aims they have, what guidance 

is available, what procedures they follow, what powers they possess, and 

ultimately, how effective they are.  

The observations will contribute towards this research as I will be able to 

document first-hand what happens at a panel sessions. For example, what 

organisations are and are not present, what are the dominant narratives, what are 

the interactions between the panel chair and panel members, what questions are 

asked by the chair, the interaction between panel members, what evidence and 

information is made available. Unanticipated interactions will be noted as the 

meeting takes place. This is important to identify and record because such 

interactions, conversations, behaviours, actions, thoughts, and feelings expressed 

within this environment has gone undocumented within current literature, and it 

will help to contextualise the process of each review.  

For this study ethical considerations are paramount, therefore observations will 

not be recorded. To ensure anonymity and confidentiality, all people, places, 

cases, case information, dates and organisations involved will be anonymised and 

given pseudonyms so that personal identities and information indicators cannot be 

recognised in all field-notes and in the thesis. To reiterate this, a consent document 

has been devised so that the researcher and the participant is fully aware about 

their involvement with the project. I am aware that the desired observation settings 

are multi-agency environments therefore various forms of consent maybe 

required, which I am happy to facilitate. There will be two copies of the consent 
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form and both will be signed and dated by participant and researcher, and each 

will retain a copy for their own records. 

This research is important for various reasons. It will highlight the significance of 

each review and examine the multi-agency approach used, and potentially impact 

multiple disciplines including policing, social work, risk awareness and 

management. Moreover this research project will be looking at reviews in both 

England and Wales which will help to identify and disseminate areas of good 

practice. But most importantly, this research has the potential to help victims and 

loved ones of victims in the future by providing recommendations on how to 

enhance the practice and procedure of these reviews conducted in the future. 

 

Grace Boughton - PhD Researcher,  

Centre for Criminology, University of South Wales, Trefforest Campus (F417), 

CF37 1DL.  

Email: grace.boughton@southwales.ac.uk   

Telephone: 01443 654070 

 

  

mailto:grace.boughton@southwales.ac.uk
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Appendix 6: Consent Form for Observations 

 

 

 

 

 

This letter is written confirmation of PARTICIPANTS NAME participation within Grace 

Boughton’s PhD research. This research aims to develop further understanding of multi-agency 

reviews into domestic homicide, and child abuse, neglect and homicide across England and Wales. 

The focus is on how Domestic Homicide Reviews are approached, conducted, and viewed, 

including looking into recommendations from these reviews.  

For this research, I will be collecting information through interviews, observations and analysing 

documents. For observations, I will be taking detailed notes only and no recordings. To ensure 

anonymity and confidentiality, all people, places, cases, case information, dates and organisations 

involved will be anonymised and given pseudonyms so that identities and information cannot be 

recognised. All information will only be accessible through me and should anything need 

clarifying I will share this information with yourself and/or my supervisors (such as written notes, 

prompts, transcriptions). Should you wish to take part, you can have a copy of the written data 

where you feature to ensure accuracy and provide any factual amendments if necessary.  

Please note that you can remove yourself from taking part within this study at any point, please 

contact me if this is the case. Should you want to discuss anything further, I have provided my 

contact details and the details of my Director of Studies (Dr Cheryl Allsop). 

Thank you for agreeing to participate in this research. 

 

Grace Boughton 

PhD Research Student 

Email: 

grace.boughton@southwales.ac.uk  

Telephone: 01443 654070 

 

Dr Cheryl Allsop 

Senior Lecturer and Course Leader BSc 

Criminology and  

Criminal Justice, 

Email: cheryl.allsop@southwales.ac.uk 

Telephone: 01443 483561 

 

Signed (participant): ____________________________       Date:_______________ 

 

Signed (researcher): ____________________________       Date:_______________ 

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=0ahUKEwj1wZfn1NzZAhUJLcAKHSs5D04QjRwIBg&url=http://www.gorwel.co/wordpress/?attachment_id%3D2767&psig=AOvVaw3MQ2zohVrg7LqZmoVJK2db&ust=1520596305021084
https://unimail.glam.ac.uk/owa/redir.aspx?C=UfiFbbpiMUG3g1HrHCsl1PR5IFBMW_X_Cy3DkygS-r7DZlW-DiXVCA..&URL=mailto%3agrace.boughton%40southwales.ac.uk
mailto:cheryl.allsop@southwales.ac.uk
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Appendix 7: Terms of Reference for Observations 

 

 

 

 

Terms of Reference: Grace Boughton PhD Research (University of South Wales) 

Aim of the project: To provide a detailed insight of multi-agency reviews into domestic 

homicide, and child abuse, neglect and homicide across England and Wales. The focus is on 

how Domestic Homicide Reviews, Serious Case Reviews and Child Practice Reviews are 

approached, conducted, and viewed, including looking into recommendations from these 

reviews.  

Data collection methods: Information will be collected through interviews, observations and 

analysing documents. The research will compare various elements of each type of review, 

including circumstances in which they are set up, how they are constituted, what central aims 

they have, what guidance is available, what procedures they follow, what powers they possess, 

and ultimately, how effective they are.  

Why would I like to observe these meetings? First, the emphasis of this research is on process 

and procedures and not the cases discussed. I will not take part in the meetings, I will only be 

there to sit and observe.  

What will I be noting down about the meetings? 

• The format of the meeting e.g. introductions followed by case outline etc., 

• Organisations present and not present,  

• Theme(s) of the meeting,  

• Interactions between the panel chair and panel members,  

• Types of questions asked by the chair,  

• Interactions between panel members,  

• Whether families/loved-ones of the victim are/will be involved, 

• Evidence/paperwork type and information made available to the panel, 

• I will not be audio recording the meetings.  

Ethical considerations: Ethical approval had been agreed by the University of South Wales’ 

Ethics Committee in December 2017. To ensure anonymity and confidentiality, all people, 

places, cases, case information, dates and organisations involved will be anonymised and given 

http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&ved=0ahUKEwj1wZfn1NzZAhUJLcAKHSs5D04QjRwIBg&url=http://www.gorwel.co/wordpress/?attachment_id%3D2767&psig=AOvVaw3MQ2zohVrg7LqZmoVJK2db&ust=1520596305021084
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pseudonyms so that personal identities and information indicators cannot be recognised in all 

field-notes and in the thesis. Any information considered overly identifiable (e.g. known 

information about a specific case) will not be included in the final thesis.  

Ethical consent: A consent document has been devised so that the researcher and the participant 

is fully aware about their involvement with the project. There will be two copies of the consent 

form and both will be signed and dated by participant and researcher, and each will retain a 

copy for their own records. I am aware that the desired observation settings are multi-agency 

environments therefore various forms of consent maybe required, which I am happy to 

facilitate. Comments on data storage are outlined in the consent form, which can be made 

available if requested. 

Benefits to all organisations: Aside from the project in its entirety being organised by myself 

(including finance, resources and coordination), when appropriate I am willing to share the 

findings from this study to help enhance future policy and practice where applicable. On a wider 

scale, as this research is looking at reviews in both England and Wales, which could help to 

identify and disseminate areas of good practice for both areas. It will also highlight the 

significance of each review and examine the multi-agency approach used, and potentially 

impact multiple disciplines including policing, social work, risk awareness and management. 

 

 

 


