



BACKGROUND
The Shropshire Safeguarding Community Partnership commissioned a Domestic Homicide Review following the death of an adult by suicide, where domestic abuse was a relevant factor. The pseudonym ‘Laura’ is used throughout to protect anonymity. Laura was a middle-aged mother who had experienced domestic abuse over a number of years. The review considered relevant agency contact with Laura before her death to identify learning and strengthen future safeguarding practice.
The Domestic Homicide Review was conducted in accordance with the Multi-Agency Statutory Guidance for the Conduct of Domestic Homicide Reviews (2016). Agencies involved with Laura shared their information and worked together to identify learning and recommendations.
This Domestic Homicide Review was not published to protect the identity and privacy of those involved and to avoid causing further distress to family members and others affected. However, this learning briefing has been shared to ensure that key learning is understood and used to strengthen safeguarding practice, improve multi-agency responses and reduce the risk of similar harm in the future.




PURPOSE OF DHR
The purpose of a Domestic Homicide Review (DHR) is to learn from deaths where there may be a link to domestic abuse. To identify meaningful lessons, agencies involved with the victim and/or perpetrator must fully understand what happened.  

By taking a holistic approach, a DHR helps identify recommendations to reduce the risk of similar deaths in the future as well as 

· Demand trend (↑ / ↓ over 12 months)  
· Workforce capacity indicators (if available)  
· Increase in high-risk or complex cases  
· Seasonal spikes or sudden changes

CIRCUMSTANCES
Across the period 2017–2022, Laura had extensive multi-agency contact, mainly due to repeated domestic abuse incidents. Responses remained focused on individual incidents and children, with no coordinated multi-agency recognition of escalating risk. This resulted in missed opportunities to support Laura as a victim of domestic abuse.
No single agency:
· Drew together a full history
· Recognised escalating cumulative harm
· Triggered multi-agency escalation, such as referral to a Multi-Agency Risk Assessment Conference.
TIMELINE OF EVENTS BEFORE LAURA’S DEATH
KEY FINDINGS
RECOMMENDATIONS OF THE DOMESTIC HOMICIDE REVIEW
LEARNING FOR ALL PROFESSIONALS

· The Shropshire Domestic Abuse Pathway can be found here.
· The Shropshire Domestic Abuse Partnership Strategy can be found here.
· Information on domestic abuse support available in Shropshire can be found here.
· Information about Claire’s Law, also known as the DVDS can be found here
LEARNING FOR INDIVIDUAL AGENCIES
· Education settings: Education settings must be appropriately informed where there has been police involvement relating to a parent, including where the child does not live with that parent. This helps schools understand the wider context if living arrangements or contact patterns change.
· Primary care: Strengthen professional curiosity and risk assessment where repeated disengagement from support may mean opportunities for intervention are missed. Practitioners should consider the cumulative impact of domestic abuse, mental health concerns and other risk factors, and explore safeguarding and multi-agency pathways where concerns persist.
· Safeguarding during education transitions: Keep the young person’s voice central when exploring repeated or significant self-harm, including the reasons and context. Strengthen direct safeguarding handovers between feeder schools and post-16 providers for young people with significant safeguarding histories.
· Emergency departments: Reinforce the importance of routinely asking about domestic abuse and completing the safeguarding domestic abuse initial screening tool within emergency department practice.
· Children’s social care: Apply greater professional curiosity when concerns are raised about a non-resident parent and consider their ability to manage contact, shared care arrangements or interactions with the person causing harm.
· Housing: Ensure all housing applications are recorded on the relevant system in line with policy.
· Ambulance services: Re-circulate guidance on child referrals through a seven-minute briefing.
CONCLUSION
This Domestic Homicide Review highlights how domestic abuse, mental health difficulties, substance use and wider pressures can cumulatively affect wellbeing, even when incidents are not assessed as high risk. Although Laura had frequent agency contact, her experiences were often viewed in isolation, with responses focused on single incidents or child safeguarding rather than her wider circumstances. 
Agencies missed opportunities to recognise Laura’s vulnerability, escalate concerns and consider adult safeguarding alongside domestic abuse support. The review emphasises the need to recognise patterns of cumulative harm, apply professional curiosity, take a whole-family approach and strengthen multi-agency information sharing. Overall, the case shows how people can fall through gaps when systems focus too narrowly on thresholds, single incidents or specific cohorts. A coordinated, trauma-informed and holistic response is essential to identify risk, respond to vulnerability and prevent future harm.

2017
Agencies first became involved after Laura separated from a partner and reported ongoing harassment. Police attended several domestic abuse-related incidents, which were assessed as standard or medium risk. Laura also attended hospital following an incident of self-harm or overdose linked to alcohol use.


2019
A serious family-related incident involving Laura’s child and a former partner led to further children’s social care involvement, including Section 47 enquiries and Child in Need support. Plans were later closed. During this period, Laura also progressed professionally into a senior management role.


2020:
Laura began a new intimate relationship while harassment from a previous partner was still ongoing. A serious assault was reported within the new relationship, leading to increased contact with police, health services and children’s social care.


2021:
There was a rise in domestic abuse incidents involving intimate partner abuse and wider family conflict. Concerns also increased around alcohol use, substance misuse, mental health and emotional distress. Episodes of violence within the family were reported. Laura’s employer became involved due to safeguarding and conduct concerns.


Late 2021 to early 2022:
Laura disclosed coercive and controlling behaviour. During this period, a partner was imprisoned following a serious offence. A referral was made to specialist domestic abuse support, although engagement was delayed or declined. Substance use concerns were also identified through employment processes, while financial and housing pressures continued to increase.


Final months of 2022 before Laura's death:
Agency contact reduced. Laura returned to work in a restricted capacity and declined some offers of support. She also sought information about a new partner through the Domestic Violence Disclosure Scheme. Ongoing concerns remained in relation to mental health, substance use and financial stress.


2018
Concerns continued in relation to harassment and abuse from a former partner. A physical assault was reported, and children’s services became involved. Support was offered but declined. Wider pressures, including financial and housing-related concerns, were also emerging.



Domestic Abuse, Stalking and Honour-Based Violence Risk Identification, Assessment and Management Model (DASH) / Domestic Abuse Risk Assessment risk assessments (DARA)


Although Laura was involved in twenty-two reported incidents or disclosures of domestic abuse, none were assessed as high risk. However, three of the incidents may have justified a high-risk DASH. This meant that, despite the impact domestic abuse had on Laura’s emotional health and the wellbeing of her children, she was never referred to MARAC on the grounds of visible high risk. Domestic abuse incidents need to be considered not only as single events, but also in terms of their cumulative impact on the family when assessing risk.


Repeat incident referral to Multi-Agency Risk Assessment Conference (MARAC)


During this period, opportunities were missed to better understand the long-term impact on Laura and her children. Laura could, and probably should, have been referred to a MARAC on the grounds of repeat incidents. When completing a DARAH or DASH professionals should exercise professional judgement about cumulative impact.


Clare’s Law: Domestic Violence Disclosure Scheme


Although an application under Clare’s Law, also known as the Domestic Violence Disclosure Scheme (DVDS), was made shortly before Laura’s death, and the police response was assessed as appropriate with no disclosable information identified, this case highlights the limitations of the scheme. It also reinforces the importance of practitioner awareness in supporting individuals to understand risk beyond disclosed history


Domestic Abuse Triage


The majority of the twenty-two domestic abuse incidents or disclosures were considered at the Domestic Abuse Triage meeting. However, the focus was predominantly on safeguarding children affected by domestic abuse. Greater emphasis is required to ensure that the needs and risks of adults are also considered within triage, with appropriate assessment and onward referrals in place for both adults and children.


Adult safeguarding


At no stage did any professional or agency consider referring Laura to Adult Social Care for support and a possible Care Act assessment, or making an adult safeguarding referral. The Review advised that it would have been in the public interest for a referral to have been made and for Adult Social Care to have conducted an enquiry, given Laura’s circumstances.


Whole family approach


The twenty-two domestic abuse incidents and disclosures represented a complex sequence of events that could only be fully understood by gaining a clear understanding of the family dynamics. To understand those dynamics, professionals needed to adopt a ‘think family’ or ‘whole family’ approach. This recognises that people rarely live in complete isolation and that professionals need to understand the needs of the wider family when engaging with any child or adult.



Domestic abuse history should be considered when assessing risk, particularly where there are repeated incidents, coercive or controlling behaviour, mental health concerns, or wider indicators of vulnerability. 


Repeat incidents assessed as standard or medium risk should still prompt professional curiosity and consideration of whether referral to a Multi-Agency Risk Assessment Conference, or further multi-agency discussion, is needed.


Domestic abuse triage arrangements should consider the needs of the whole family, including adult victims, children, and family members who may not live in the same household.


Agencies should consider whether adult safeguarding, Adult Social Care involvement, or a Care Act assessment may be appropriate where domestic abuse is linked to vulnerability, mental health, substance use, or escalating need.


Professionals should be aware of familial domestic abuse, including child-to-parent abuse, and understand what support pathways are available locally.


Where an adult involved in domestic abuse works with children or vulnerable groups, agencies should consider whether Local Authority Designated Officer advice or referral is required, using professional curiosity to understand any transferable risk.


Information sharing between agencies should support a fuller understanding of cumulative risk, rather than focusing only on individual incidents in isolation.


Professionals should ensure they are familiar with the Shropshire Domestic Abuse Pathway.
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