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1. Introduction 
 
Although many countries have now introduced domestic homicide reviews, there 
remains little evidence on their effectiveness in creating system change and 
improving organisational practice. Taking the learning forward from reviews and 
ensuring recommendations are implemented is of crucial importance and at the very 
core of the purpose of the process, yet there is little evidence of how and whether 
this works in practice.   

 
A lack of evaluation of the effectiveness of domestic homicide reviews internationally 
makes it difficult to establish a consensus for best practice and develop a model with 
this in mind (Scottish Government, 2023). Still, where problems have been identified 
and mechanisms have been introduced to attempt to overcome these issues, we can 
consider these when developing a domestic homicide and suicide review (DHSR) 
model for Scotland. This will help to ensure that the process created does not repeat 
the same mistakes, and instead is constructed in a way that will enable lessons to be 
learned effectively from reviews. In doing so, Scotland’s model will facilitate the 
system changes and improvements that are the core purpose of conducting reviews, 
and will ensure that practitioners and victims’ families can have faith in the process 
and see value in their participation.  

 
This report builds on a working paper by Professor John Devaney, which introduces 
key points to consider for the implementation of learning from reviews to generate 
service improvement. This report outlines 15 aspects of good practice to be 
considered in the development of a domestic homicide and suicide review model for 
Scotland. The report then discusses the rationale behind these points in more detail, 
identifying existing challenges with implementing recommendations from reviews, 
exploring examples of good practice, and considering how to define and measure 
success and impact.  
 
This report was prepared by Justice Analytical Services for the DHSR Model 
Development Sub-Group. As the key points presented in this report have been 
generated at an early stage of development of the model, they are designed to be 
considered as general principles of good practice, and may require further 
refinement and deliberation as the details of the model are established.  
 
The information presented in this report is drawn from academic literature on 
domestic homicide reviews and other similar review processes, consideration of 
responses to the Scottish Government’s targeted engagement consultation, and 
consultation with British and international DHR experts (see Annex 1 for a 
description of the methodology). 

 
 
 
 
 

https://www.sps.ed.ac.uk/news-events/news/scottish-government-domestic-homicide-review
https://www.gov.scot/publications/domestic-homicide-reviews-consultation-analysis-report/
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2. Best Practice Considerations: Summary of Key 
Messages 
 

2.1 Reviews and reports 
 
1. Reviews should go beyond a simple description of the case and a timeline of 

events, instead taking an in-depth analytical and reflective account of why certain 
decisions were made and actions taken (or not), what was done well, and where 
opportunities may have been missed. 
 

2. Reviews should be established from the outset as an opportunity for collective 
learning and improvement, with commitment to the process and open and 
productive discussions being encouraged in pursuit of this aim. 

 
3. Reviews should ensure that chairs and participants are trained and supported on 

an ongoing basis to fulfil their role effectively and to participate fully in the review 
process.  

 
4. Reports should follow template guidance to ensure consistency in quality and 

information gathered, and should then be held in a national repository, to facilitate 
comparison and disseminate learning. 

 
5. The Review Model should establish a quality assurance mechanism to review 

reports prior to sign-off and publication, and to provide feedback for future review 
conduct. 

 

2.2 Recommendations from reviews 
 
6. Recommendations should be produced from engagement with all relevant 

stakeholders to ensure feasibility and maximise effectiveness. 
 

7. Recommendations should be CLEAR (case for change, learning orientated, 
evidence based, assign responsibility, review). 

 
8. Reviews should focus on creating a small number of meaningful, key 

recommendations to be generated into an action plan, and avoid over-burdening 
agencies with an excess of superficial or unrealistic recommendations. 

 
9. Recommendations should encompass local and national actions as well as 

system-level changes, placing the case within a wider context and connecting to 
previous reviews which will create a systems-focused approach to learning and 
improvement. 

 
10. Reviewers should be mindful of recommendations made in previous reviews, and 

consider whether making the same recommendation is warranted, or to refer to 
the previous review recommendation as still being relevant.  

 



 
 
   

5 

2.3 Monitoring and evaluation 
 
11. views should establish an accountability mechanism where agencies are required 

to provide a detailed progress update on the effective implementation of 
recommendations. 
 

12. Reviews should establish an overarching body to monitor the implementation of 
recommendations and the ongoing effectiveness of reviews, which will provide 
regular progress reports on key themes, actions that have been taken, and 
impacts that have been made. 

 
13. Reviews should explore creative and effective ways to disseminate the learning 

produced from reviews to ensure lessons are taken forward and embedded into 
organisational practice. 

 
14. Reviews should evaluate the success of the model on a variety of measures, as 

well as recognising the inherent value in simply conducting the process 
effectively. 

 
15. Reviews should view DHSRs as a continuous process of reviewing, monitoring, 

and evaluating, with the report itself being only the first step towards 
organisational and system change.  

 

3. Best Practice Considerations for Learning Lessons 
from Domestic Homicide Review 
 

3.1 Reviews and reports 
 

1. Reviews should go beyond a simple description of the case and a timeline of 
events, instead taking an in-depth analytical and reflective account of why 
certain decisions were made and actions taken (or not), what was done well, 
and where opportunities may have been missed. 

 
A good quality review will seek to go beyond a simple description of the case that 
addresses what has happened, and instead produce an in-depth and ethnographic 
review of why events unfolded the way they did (Devaney, 2023). Review teams 
should assess domestic abuse related deaths as the dynamic and complex incidents 
that they are, and should seek to track these cases as they have moved through 
systems, identifying and attempting to understand decisions that have been made 
and where there may have been missed opportunities for intervention (Websdale, 
2020).  

 
Taking this approach includes understanding professionals that have interacted with 
the case as being part of broader systems, and whose decisions are therefore 
guided by certain rules, policies, and practices, but also by the less visible 
mechanisms of organisational cultures and resource constraints (Websdale, 2020). 
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This means that the review cannot focus solely on individual decision making. Rather 
than using hindsight to construct a linear narrative of how events unfolded, or to 
characterise a missed opportunity as a straightforward individual or organisational 
failing, a more in-depth examination which attempts to understand the factors that 
influenced decision-making at the time will likely produce more effective analysis and 
create better opportunities for learning (Devaney, 2023).  

 
It may be beneficial for review teams to have the opportunity to conduct this in-depth 
analysis through independent examination of the relevant materials of the case, 
rather than relying solely on agency accounts and summaries. This would differ from 
the process in England and Wales, where members of statutory agencies complete 
Individual Management Reviews detailing their involvement with the victim and/or 
perpetrator (Home Office, 2016). Although the English model includes guidance 
designed to ensure rigorous analysis can still be carried out (such as creating quality 
assurance procedures and ruling that the review panel should not solely be made up 
of those responsible for writing agency summaries) (Home Office, 2016), this 
approach has been criticised as a model of “marking your own homework” (Centre 
for Women’s Justice and Imkaan, 2023, p.73). An alternative model is the approach 
taken in New Zealand, where the panel chair and lead co-ordinator review materials 
themselves, allowing for independent analysis (Tolmie et al., 2017).  
 
As well as highlighting missed opportunities for intervention, an analytical account of 
a case should also consider where there have been examples of good practice and 
effective working. Learning reviews often have a problem of negativity bias where 
only failings are highlighted in a review, which can contribute to defensiveness and 
blame culture, and also limit opportunities to learn from positive examples (Chantler 
et al., 2019; Boughton, 2021). Analysis of effective practice alongside acknowledging 
what has gone wrong is featured in the guidance on both adult protection and child 
protection reviews in Scotland (Scottish Government, 2021; 2022).  

 

2. Reviews should be established from the outset as an opportunity for collective 
learning and improvement, with commitment to the process and open and 
productive discussions being encouraged in pursuit of this aim. 

 
The effectiveness and success of a review is highly dependent on the investment 
and participation of those involved, both in the conduct of the review and in the 
progression of the learning produced. It is crucial, therefore, that the purpose of 
conducting the learning review is communicated clearly to convey its importance and 
mutual benefits, and that the culture of the process is such that discussions can be 
open and honest and can therefore facilitate in-depth and effective learning.  
 
A key element in encouraging open and honest discussion of a case is to ensure 
organisations are aware that the review is not about apportioning blame for the 
death. If agencies are concerned about being found to be at fault in some way, this 
can create defensiveness and an unwillingness to fully engage with the process, 
which can stifle attempts to understand the full picture of what happened (Haines-
Delmont et al., 2022). Inquiries therefore should be taken forward in the pursuit of 
accountability, not blame – encouraging agencies to be open and honest while 
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acknowledging the importance of recognising failings and identifying where 
improvements need to be made (Sheehy, 2017; Websdale, 2020; Haines-Delmont et 
al., 2022). In particular, frontline staff will feel vulnerable to blame, so there should be 
support for them throughout the review process, as well as transparency about how 
other investigations or disciplinary processes (where relevant) may operate 
alongside the learning review. 
 
Review teams should include a diversity of viewpoints and areas of expertise so that 
cases are looked at through a wide-angle lens, and these teams should approach 
the review process as an exploratory investigation and an opportunity for in-depth 
reflection (Websdale, 2020). Panel members should be encouraged to play devil’s 
advocate and ask questions which may be challenging. The process should be 
aimed towards producing a meaningful deep dive of the case and discovering the 
most effective learning to be gained, rather than being a procedural tick-box exercise 
which seeks to align its findings with predetermined conclusions and assumptions.  
 
Reviews should be established as having a clear and coherent purpose from the 
outset, so that review team members have direction in their task and can understand 
the value of engaging with the process (Boughton, 2021). It should be emphasised to 
those involved in the process and in taking the learning forward that this is an 
opportunity for improvement in practice and to make people’s lives better, and that 
they are instrumental in creating that change. If participants feel united around this 
common goal, and feel that their knowledge, expertise, and actions are valued as 
key contributions , this will increase engagement and investment in the process and 
create a better environment for more effective learning (Rowlands, 2023).  

 

3. Reviews should ensure that review chairs and participants are trained and 
supported on an ongoing basis to fulfil their role effectively and to participate 
fully in the review process.  

 
A strong and skilled chair is emphasised as essential to the effectiveness of a review, 
in being able to manage a complex and difficult dialogue between stakeholders and 
to obtain information from agencies without causing defensiveness (Haines-Delmont 
et al., 2022). A chair needs to be able to work through barriers and conflicts that can 
disrupt productive dialogue between organisations and to create a space where 
participants can work together effectively (Rowlands, 2023). Being a skilled chair 
also means being able to engage effectively with families in a way that is both 
person centred and trauma informed, and that reflects the sensitivity and complexity 
of domestic abuse.  
 
With this role being so essential to the success of the review process, it is important 
for the model to consider the selection and ongoing training of chairs, and how this 
ought to be done to maximise their effectiveness (and therefore the effectiveness of 
the reviews). It has been suggested by Boughton (2021), for example, that the chair 
position should be nationally recognised and accredited, that all chairs should 
receive mandatory training on their role, and that an accessible online resource 
should be created for chairs to share best practice. In Northern Ireland, three 
independent chairs have been appointed by the Department of Justice and will 



 
 
   

8 

initially remain in post for three years, while being allocated each review on a rota 
basis (Department of Justice (Northern Ireland), 2022). This creates a small, 
consistent pool of high-quality chairs to undertake reviews.  
 
It is also important that the other review panel members are continuously trained and 
supported to fulfil their roles effectively. In England and Wales, stakeholders have 
reported having limited access to training on how to participate in a review process, 
instead often learning as they go (Rowlands, 2023). This may limit the capabilities 
and confidence of panel members to engage effectively with a review and to 
generate quality analysis, reflections, and learning. It is important therefore that 
review teams are supported to fulfil their roles effectively, and are provided guidance 
on how they should be carrying out reviews.  
 
It is also key that review participants are given adequate support and resources to 
carry out the analytical work required, and that this fits within their existing regular 
workloads. This could involve, for example, a buddy-style system with two staff 
members of varying experience and seniority participating in the review together in 
order to share the workload (Boughton, 2021). Involving managers alongside 
frontline practitioners is already advised for adult and child protection reviews in 
Scotland, both to ensure that there is opportunity for analysis from those with 
differing perspectives, and to generate immediate learning that can be taken back 
into practice (Scottish Government, 2021; 2022). 

 

4. Reports should follow template guidance to ensure consistency in quality and 
information gathered, and should then be held in a national repository, to 
facilitate comparison and disseminate learning. 

 
While reports need to be flexible to reflect the different dynamics in different types of 
cases, there should be a certain amount of consistency in review outputs supported 
by clear guidance. The lack of a consistent report template or format can make it 
difficult to determine why certain pieces of information are missing from a report 
(Stanley et al., 2018), can create inconsistencies in quality and detail of reports 
(Robinson et al., 2018), and can make comparisons across cases difficult (Devaney, 
2023). Therefore, guidance on how reports should be written – such as the 
information that should be collected, the structure of the report, the depth of analysis 
required – should be available, while reflecting the disparities inherent to reviewing 
different case types. Similarly facilitating the goal of comparison across cases and 
clearer opportunities for learning, reports should be made available in a national 
repository (Robinson et al., 2018; Rowlands, 2020; Haines-Delmont et al., 2022). 
This enables learning to be co-ordinated nationally, ensuring that lessons arising 
from each case are accessible beyond the local region. 

 

5. The Review Model should establish a quality assurance mechanism to review 
reports prior to sign-off and publication, and to provide feedback for future 
review conduct. 
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To ensure that reports are following appropriate guidance and producing quality 
analysis and recommendations, a quality assurance mechanism should be 
established to review reports prior to their sign-off and publication, with the power to 
require reports that fall short of standards to be resubmitted. An analysis of 124 
domestic homicide reviews in England and Wales included 36 reports which required 
resubmission, with the most common reasons for this being: not following report 
templates and therefore required information being omitted; insufficient depth of 
analysis; typographical and grammatical errors; further anonymisation required; and 
a lack of evidence to support statements (Potter, 2021). This suggests that 
Scotland’s model would benefit from having a quality assurance process in place to 
ensure reports produced follow appropriate guidance. This would provide an 
accountability mechanism for review teams to ensure they generate quality review 
outputs that clearly articulate key learning points and information. 
 
However, it is important that this is an open, transparent, and consistent mechanism 
which makes its guidance and reasons for requesting resubmission clear, and should 
not be used to dilute or censor findings that a review panel has made. Additionally, 
while the quality assurance process would primarily focus on the quality of the 
reports, it is important that this focus is not a narrow one which directs resources to 
look only at the process that has already taken place rather than looking forward. 
The quality assurance process should – in addition to requesting necessary changes 
to reports prior to sign-off and publication – be a mechanism for providing feedback 
and improvement opportunities for future reviews, to enable review teams to 
evaluate their processes and outputs and continuously improve these practices. 

 
3.1 Recommendations from reviews 
 

6. Recommendations should be produced from engagement with all relevant 
stakeholders to ensure feasibility and maximise effectiveness.  

 
Rather than the review team making recommendations to agencies based on what 
they assume will work best and be most effective, recommendations should be 
created through thorough active engagement with stakeholders who understand how 
their organisations work in practice, and will therefore be able to help craft 
recommendations that are feasible and workable. This should not mean that agency 
representatives are able to dilute the review’s recommendations or avoid 
implementing changes that may be complex but would be possible. However, 
stakeholder engagement should facilitate the generation of meaningful 
recommendations that are feasible within the structures and processes of the 
organisations, and increase agency investment in the process, making it more likely 
that improvements will be implemented. New Zealand’s process, for example,  
includes extensive stakeholder engagement when creating recommendations, to 
ensure that recommendations are practical and to encourage agency buy-in (Tolmie 
et al., 2017).  
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7. Recommendations should be CLEAR (case for change, learning orientated, 
evidence based, assign responsibility, review). 

 
It is crucial that the recommendations that come out of reviews are constructed in a 
way that maximises their effectiveness and puts the organisations responsible for 
their implementation into a good position to take the changes forward. This means 
creating recommendations which clearly outline specific, measurable, and tangible 
actions to be taken, rather than vaguely worded suggestions which could be easily 
dismissed or not understood, and therefore have no hope of implementation 
(Haines-Delmont et al., 2022). Guidance for domestic homicide review 
recommendations in England and Wales is that they are SMART (specific, 
measurable, achievable, relevant, and time-bound) (Potter, 2021), while guidance for 
recommendations produced from adult and child protection learning reviews in 
Scotland is that they are CLEAR (case for change, learning orientated, evidence 
based, assign responsibility, review) (Scottish Government, 2021; 2022). Using this 
same CLEAR formulation for recommendations from Scotland’s domestic homicide 
and suicide review model would ensure that Scottish learning review guidance is 
aligned and consistent across different processes. Recommendations should be 
justified with a clear rationale and demonstrably drawn from evidence in the review 
(Scott et al, 2022; Devaney, 2023), and, where possible, should signpost information 
on good practice elsewhere (Scott et al., 2022). Doing this positions 
recommendations as achievable and as serving a purpose – therefore increasing 
agency investment in carrying them out and preventing the perception that reviews 
are merely procedural exercises. Recommendations should be translated into a clear 
action plan, which can then be monitored and audited to track implementation and 
outcomes.  

 

8. Reviews should focus on creating a small number of meaningful, key 
recommendations to be generated into an action plan, and avoid over-
burdening agencies with an excess of superficial or unrealistic 
recommendations. 

 
Similarly geared towards ensuring suggested changes from reports are feasible, 
reviews should also focus on creating a small number of recommendations that will 
generate the most meaningful impact within the current and future (where known) 
capabilities of the system or organisation. This will be more effective in creating 
genuine change over time than overwhelming agencies with a long list of 
recommendations that are either superficial or idealistic. Reviews should suggest a 
small number of key improvements based on an understanding of how the current 
system is operating, including existing difficulties and constraints, and therefore 
identifying where effective change could be made in practice, rather than creating 
recommendations based on an idealised version of how organisations ought to be 
able to operate (Devaney, 2023). This principle should not prevent reviews from 
envisioning long-term change and more significant impacts – the importance of 
targeting wider social and cultural transformation is discussed in the next section. 
However, when it comes to creating key recommendations and action plans for 
agencies to take forward, these should focus on generating the most meaningful 
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improvements that are within organisational capabilities and building on these 
changes over time – aiming for quality over quantity. Recommendations should be 
created with impact in mind, considering what it would mean for the 
recommendations to be successful and identifying how the desired improvements 
may be measured. 

 

9. Recommendations should encompass local and national actions as well as 
system-level changes, placing the case within a wider context and connecting 
to previous reviews which will create a systems-focused approach to learning 
and improvement.  

 
To ensure suggested improvements are comprehensive and effective, reviews 
should generate recommendations for both the local and national level. This, 
however, must be done in a way that ensures ownership is taken of national learning 
and not just local – for example, there are existing problems in England and Wales 
with national bodies not being made aware of learning gained from reviews and 
there being limited accountability for this learning to be enacted (Boughton, 2021). It 
is important that this is addressed (effective dissemination of learning is discussed 
as a later point), and that reviews are able to cover both the local and the national 
picture. This is partly to reflect how the two are interconnected, with national matters 
affecting the operation of local agencies and the outcomes of local cases. It is also to 
ensure that learning identified in a specific region (which is likely to be relevant 
elsewhere) is shared nationally, so that the lessons are not confined and limited to 
only that area. This should include best practice learning. 
 
As well as recommendations targeted at local and national bodies, reviews should 
also seek to make recommendations targeted more widely and systemically, in terms 
of transforming the way that domestic and family violence is considered and handled 
at a social and institutional level (Tolmie et al., 2017). The review needs to put 
forward a vision of how domestic abuse could be better conceptualised, identified 
and tackled, and communicate how individually targeted recommendations and 
actions contribute to a broader theme, or theory, of change. This may be 
accomplished through formulating short-, medium-, and long-term recommendations 
(and outcomes), to balance taking immediate feasible actions alongside envisioning 
how those actions contribute to a longer-term goal. Recommendations need to also 
take a holistic approach to changes across an institution and organisational 
management – they should not be solely focused on frontline practitioner behaviour, 
but rather targeted at a higher, structural level, with the aim that the agency culture 
can evolve to support changes in frontline work.  
 
While a domestic homicide and suicide review is in part about memorialising and 
giving a voice to the victim, ensuring that their story is told, it is important that the 
review reaches beyond the individual case being examined and sets its analysis 
within a wider systematic context. This is to maximise the opportunity for overall, 
systems-level improvement – extrapolating the key opportunities for learning from an 
individual case to reflect on what needs to change on a broader scale. New Zealand 
takes this wider-lens approach, focusing not on the specific case but on the wider 
system response, and orientating its analysis and recommendations onto what will 
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prompt transformational change (Tolmie et al., 2017). Rather than continuing to 
make recommendations to individual organisations, New Zealand’s process has 
evolved into proposing systemic improvements and changes in conceptual thinking 
about family violence, seeking to reconstruct the system which addresses this 
violence rather than making changes to individual parts of what exists currently 
(Tolmie et al., 2017). This approach provides opportunities for more ambitious and 
effective learning, rather than limiting learning to specific problems that have arisen 
in individual cases. It is important that individual cases are considered as part of a 
broader context, and that attempts are made to reach across existing and previous 
reviews to bring the learning together. 

 

10. Reviewers should be mindful of recommendations made in previous reviews, 
and consider whether making the same recommendation is warranted, or to 
refer to the previous review recommendation as still being relevant. 

 
The effectiveness of other models has been limited due to the lack of monitoring of 
recommendations from completed reviews, leading to reports identifying the same 
problems and therefore offering the same recommendations (Devaney, 2023). 
Making recommendations that have already been made in previous reviews may 
contribute to overwhelming agencies with long lists of superficial recommendations, 
as well as failing to address why the recommendations have previously not been 
implemented. If recommendations have not been implemented, or if they have been 
implemented but  not produced the desired changes, inquiries should be made as to 
why this is, and consideration given to whether those recommendations need 
rethought. This could be a key role for an oversight or quality assurance body that 
reports are submitted to, which would be able to assess reviews as a whole and 
keep track of recommendations and their impacts over time.  
 
Repeating the same recommendations is not conducive to the goal of viewing 
reviews as interconnected processes, in which each report should consider the 
context and outcomes of previous reviews. The model could therefore follow the 
example set by Ontario’s system, where reports – if identifying issues or 
recommendations already highlighted in previous reviews – may re-record 
recommendations for information purposes only, or simply note ‘no new 
recommendations’ (Scottish Government, 2023). It is important that this is done in a 
way which acknowledges that the previous recommendation is still relevant to the 
new case, and seeks to identify and address why this is.  

 
3.2 Monitoring and evaluation 
 

11. Reviews should establish an accountability mechanism, where agencies are 
required to provide a detailed progress update on the effective 
implementation of recommendations. 

 
Few models feature a mechanism for follow-up once reviews have been completed 
and recommendations made, leading to an inability to assess the effectiveness of 
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reviews and whether the recommendations have led to the desired improvements. 
This lack of monitoring focuses the process on the conduct of the review itself rather 
than on the system changes that should follow from it (Devaney, 2023). A few 
models, for example in New Zealand and Ontario, have a response regime in place, 
which requests updates from agencies on the status of recommendations and what 
steps have been taken to action them (Scottish Government, 2023). This ensures 
the process extends beyond simply making the recommendations to overseeing their 
implementation, and also provides an opportunity to identify problems that may be 
preventing or hindering agencies from acting on recommendations and/or achieving 
the desired change. This could then contribute to subsequent reviews by furthering 
understanding of recommendations that have been made previously and why they 
may have been unsuccessful.  
 
In practice, response regimes can be superficial – Sheehy (2017) notes, for 
example, that while the Ontario system requires responses from organisations within 
six months of the recommendation being made, these status updates are self-
evaluated, and are not challenged or questioned. It is important therefore that the 
process in Scotland is rigorous and that organisational updates are not the sole 
mechanism of accountability and monitoring. The Case Management Review 
process in Northern Ireland, for example, requires agencies responsible for 
implementing actions to report on progress on a quarterly basis, but this mechanism 
is reinforced with oversight from the Safeguarding Panel which monitors the 
implementation of action plans (Safeguarding Board for Northern Ireland, n.d.).  

 

12. Reviews should establish an overarching body to monitor the implementation 
of recommendations and the ongoing effectiveness of reviews, which will 
provide regular progress reports on key themes, actions that have been 
taken, and impacts that have been achieved.  

 
Establishing an oversight body or function which would be responsible for following 
up with agencies and taking the learning forward from reviews would create a more 
robust monitoring system than relying on self-evaluated responses from agencies 
alone. This body or organisation would be responsible for taking ownership of the 
reviews, collating reports, and synthesizing and disseminating key learning 
(Robinson et al., 2018). In addition to monitoring learning and recommendations 
from in-depth reviews of cases, this body could also generate aggregate data from 
reviews, looking across cases to identify patterns and monitor national statistics (e.g. 

homicide statistics). Responses to the Scottish Government’s targeted 
engagement consultation were mixed on where reports should be held and who 
should be responsible for oversight, though the Scottish Government featured in 
most responses, either as the organisation responsible or involved through working 
with other bodies (Kurdi, 2023). 
 
In Wales, where a Single Unified Safeguarding Review process has been introduced, 
a co-ordination hub has been established to ensure recommendations and action 
plans following from reviews are taken forward, as well as publishing thematic 
reports and briefings to enable wider learning (Welsh Government, 2023). 

https://www.gov.scot/publications/domestic-homicide-reviews-consultation-analysis-report/
https://www.gov.scot/publications/domestic-homicide-reviews-consultation-analysis-report/
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Establishing this kind of oversight function is an essential part of keeping the focus 
on what happens post-review, and ensures that there is an organised and co-
ordinated effort to make the learning gained meaningful. Additionally, having this 
oversight mechanism which is external and independent to the review panel means 
that there is a central hub for continuous learning that can carry on beyond the 
review taking place and beyond the involvement of individual panel or organisation 
members – this body can help to keep the process continuous and embedded into 
institutional memories. This is helpful for establishing a longer-term evaluation of 
changes implemented from reviews, in terms of whether proposed recommendations 
that have been enacted are working effectively, and whether the review process itself 
needs to be re-assessed and changed.  
 

13. Reviews should explore creative and effective ways to disseminate the 
learning produced from reviews to ensure lessons are taken forward and 
embedded into organisational practice. 

 
It is important that creative and effective methods to disseminate the learning from 
reviews are explored as part of the development of the model, to ensure that lessons 
can be embedded into organisational practice. The reports themselves, while 
important, are often dense and lengthy, and are not the most effective tools to ensure 
learning reaches where it will make the most impact on practice. Alternative methods 
of conveying key information therefore need to be considered. This could include, for 
example, webinars (Robinson et al., 2018), infographics, briefings, and regular, 
reflective, in-person learning events designed to consider key findings and share 
reflections. These methods of sharing information should also be designed with the 
media and public awareness in mind.  
 
This dissemination of learning should encompass not only lessons and 
recommendations from an individual review, but also broader learning gained from 
reviews over time, in line with the approach of viewing individual cases in wider 
context and in relation to each other. Opportunities for regular reflection should be 
created, where those involved in review processes and those with lived experience 
with relevant services (such as victims’ families) can engage with key findings. This 
would provide an opportunity to consider whether and how experiences of 
engagement with services have improved as a result, as well as what more needs to 
be done. 
 
Effective dissemination of learning again requires national co-ordination of reviews 
and review teams to prevent reflections remaining isolated to the regions and 
practitioners involved in a specific case. Dissemination of learning should also be 
considered a key part of the role of panel members, who could take responsibility for 
presenting findings and suggested improvements back to their respective fields. 
They will be in a position of understanding how the organisation works and therefore 
how to share the learning effectively, as well as being able to take advantage of their 
contacts and credibility within the profession. This should be considered as a part of 
the role and responsibility of a panel member position and adequate time and 
resource allowed for panel members to undertake this important post-review work. 
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14. Reviews should evaluate the success of the model on a variety of measures, 
as well as recognising the value inherent in simply conducting the process 
effectively. 

 
The measure of success of the model cannot solely be the reduction in number of 
deaths, due to the impossibility of determining a causal relationship between the two, 
which would set the review process up for failure when success cannot be 
established (Bugeja et al., 2015). Despite this, there is inherent symbolic value in 
setting out to reflect on cases in order to reduce deaths, in positioning domestic 
abuse as something that is preventable and will not be tolerated by society (Bugeja 
et al., 2015; Dawson, 2021).  
 
While recognising this symbolic value of the goal to reduce deaths, and how this goal 
may be beneficial for increasing agency investment in the process, it is important to 
establish alternative measures of success for reviews, and to consider these when 
reflecting on and relaying the purpose of conducting a review. The process should be 
underpinned by a clear Theory of Change which articulates the purpose of the 
review, the desired changes and improvements, and the actions that will be taken to 
achieve them (Rowlands, 2020). The recommendations that follow from reviews 
should be aligned with the key principles, goals, and purpose of conducting the 
review, and it should be clear how the impact of recommendations will be monitored 
and measured to assess whether they have been effective in achieving their 
purpose.  
 
A key measure of success, therefore, would be whether there have been 
improvements in service responses and people’s experiences of interacting with the 
system (Sheehy, 2017; Rowlands, 2020). Developing a domestic homicide review 
model for Scotland was identified in the Equally Safe 2017 delivery plan as a key 
action to improve system response and support those affected by violence and 
abuse sensitively, efficiently, and effectively (Scottish Government, 2017). If an 
oversight mechanism can establish through auditing and monitoring that changes 
have been implemented and that there is evidence that these changes are improving 
practice, it could be said then that the review process has been successful. 
Evaluating the success of reviews is an underdeveloped area of practice.  
 
There are different ways of measuring the impact of recommendations that could be 
explored and further researched. There could be engagement with professionals to 
gain perspectives on their practice following a review, and to measure their 
knowledge, attitudes and reflections on practice and whether they feel they are 
empowered to make a difference. Engagement with victim-survivors and families of 
victims would also serve to better understanding of the impact of review 
recommendations and whether associated changes in practice have improved 
service user experiences 
 
Changes in public awareness and attitudes could be considered another potential 
measure of success – for example, whether the recommendations and associated 
actions have made an impact on how the public perceives the key issues and 
considers what role they might play in combatting domestic abuse. Considering 
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domestic homicide and suicide as the extreme end of a wider continuum of gender-
based violence (GBV), we might also want to consider whether there has been a 
reduction in other forms of GBV as another outcome that learning reviews can 
contribute too.   
 
Beyond these outcome-focused measures of success, it could be argued that there 
is success inherent in simply conducting the process itself well, in that it provides an 
opportunity for dialogue and co-operation between agencies in an effort to improve 
practice and multi-agency working, as well as prompting practitioners to reflect on 
their past and future conduct. Guidance for adult support and protection and child 
protection reviews in Scotland states that there should be a ‘thread of learning’ 
throughout the review process, where learning not only comes from the published 
report but rather is produced and developed through dialogue between the review 
team (Scottish Government 2021; 2022). It is important then that the review process 
itself is continuously evaluated, which could be done through engagement with 
review team members, practitioners, and victims’ families, who would be able to 
provide their perspectives on the value and effectiveness of the process and the 
recommendations that are developed from it. 

 

15. Reviews should view domestic homicide and suicide reviews as a continuous 
process of reviewing, monitoring, and evaluating, with the report itself being 
only the first step towards organisational and system change.  

 
It is crucial that the process of producing a domestic homicide and suicide report is 
recognised as only the first step towards creating changes and improvements within 
the system. The process as a whole should be viewed as a continuously evolving 
practice of reviewing, monitoring, and evaluation (Scottish Government, 2023). The 
effectiveness of other models has been limited where there has been a lack of long-
term oversight, and a focus only on the reviews themselves rather than a national 
monitoring and auditing of their impacts (Haines-Delmont et al., 2022; Devaney, 
2023). For the development of Scotland’s model, it is key that this ethos of 
continuous practice is embedded within every element of the design, that the 
purpose of the reviews is clear and articulated throughout, and that each stage of the 
process is orientated towards identifying and implementing change. This cycle of 
evaluation would include monitoring the recommendations put forward by reviews – 
not only whether they are being implemented, but how effective they are at 
generating desired outcomes. Additionally, the model itself would be reviewed 
regularly and subject to improvements in its ways of working, depending on the 
evaluation of its impacts and effectiveness.  
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4. Further areas to consider 
 
4.1 Publication of reports 
 
There was a lack of consensus in the Scottish Government’s targeted engagement 
consultation on what the process for the publication of reports should be, with mixed 
views on whether a full anonymised report should be publicly available, whether only 
an anonymised report summary should be publicly available, or whether the report 
should only be available on request for legitimate purposes (Kurdi, 2023). There is 
an argument that the publication of reports is essential for effective dissemination of 
learning, both in terms of clearly communicating the complete analysis and rationale 
of the review and its recommendations, and of creating public awareness and 
capacity for accountability. However, there are ethical considerations to be taken into 
account. While anonymisation and the use of pseudonyms is common in reports, in 
practice this can be ineffective due to case details being reported in the media, often 
making it easy to cross-reference and identify those involved (Jones et al., 2022; 
Cook et al., 2023; Rowlands, 2023). Considering this, there are concerns around the 
publication of personal and intimate details about individuals’ lives and the 
circumstances surrounding their death. Additionally, there may be safety risks to 
living subjects of the review such as family members, particularly in cases where the 
perpetrator was not charged (such as in death by suicide cases) (Cooks et al., 
2023).  
 
These ethical risks and considerations of confidentiality for all involved must be 
balanced with the goal of sharing and disseminating key learning and promoting 
public awareness. It has been recommended for Ireland, for example, that due to the 
difficulty in anonymisation (particularly for a small population), individual reports 
should not be published, but rather only the necessary changes identified and the 
actions being taken should be publicised (Department of Justice (Ireland), 2023).  

 
4.2 Alignment of recommendations and learning with other review 
processes 
 
Something to consider as the detail of the model develops is how it will align with 
other review processes that may also apply to the case being investigated. The 
domestic homicide and suicide review process will be introduced into an existing 
landscape of learning reviews, and the aim should be to complement these existing 
processes and provide an opportunity for comprehensive learning. This will need to 
be managed such that it does not place additional burdens on those participating in 
and/or managing reviews, and that it does not duplicate or obfuscate learning. The 
Single Unified Safeguarding Review model introduced in Wales aims to unify all 
learning review processes to avoid burdening families with having to participate in 
multiple reviews, and has a centralised co-ordination hub to oversee reviews and 
collate learning (Welsh Government, 2023). 

 
 
 

https://www.gov.scot/publications/domestic-homicide-reviews-consultation-analysis-report/
https://www.gov.scot/publications/domestic-homicide-reviews-consultation-analysis-report/
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4.3 Taking a gendered and intersectional approach 
 
It should be further considered how developing the model with a gendered and 
intersectional approach could contribute to greater learning, and increase the 
capacity of the review to take an effective systems-based approach to understanding 
what fundamental changes are needed in the way that domestic abuse is tackled. A 
feminist grounding would seek to recognise domestic homicide as part of a 
continuum of male violence, and therefore assess cases through this lens, 
advancing an understanding of the complex and structural gendered dynamics that 
have contributed to the death (Sheehy, 2017). Additionally, a gendered lens would 
seek to prioritise women’s voices and experiences in seeking responses from 
services when evaluating whether improvements have been made (Sheehy, 2017). It 
is important to draw upon these feminist understandings of domestic abuse and 
utilise them to improve responses to the issue, without relying on this lens 
exclusively (recognising that there may be cases of male victims also), and looking 
across a wider body of theories that may be additionally helpful to gain further 
important perspectives on this area and ensure the model is informed by the most 
recent and robust evidence available.   
 
In particular, there has been emphasis placed on the importance of reviews taking an 
intersectional lens, in order to establish a comprehensive understanding of how 
intersecting factors (such as race, immigration status, and socioeconomic status) 
may contribute to domestic homicide and suicide cases. Any learning gained from a 
review which does not consider the influence of these factors will inevitably be 
limited, as it will not include a consideration of how these structural dynamics may 
have affected the circumstances of the case and/or the responses from services. It is 
therefore important to consider, in the development of the model, how this 
intersectional lens may be integrated into the process, such as ensuring that review 
panels include expert voices that are able to speak to particular experiences and 
backgrounds (Dawson, 2021; Centre for Women’s Justice and Imkaan, 2023).  
 
When cultural experts are integrated into the review panel, they can interpret and 
provide insights on important dynamics of a case that may otherwise be missed, 
therefore improving the learning gained and identifying key opportunities for service 
change (Centre for Women’s Justice and Imkaan, 2023). Experts can facilitate and 
contribute to open discussions about specific issues such as honour-based killings, 
and can assist the chair and other panel members in discussions with community 
members and cultural or religious institutions (Centre for Women’s Justice and 
Imkaan, 2023). It is important that appropriate organisations and representatives are 
identified to carry out these roles on the review team, and that they have the 
necessary specialist knowledge of domestic abuse as well as of the intersectional 
dynamics they are contributing their expertise on (Centre for Women’s Justice and 
Imkaan, 2023).  
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4.4 Involvement of family and friends in learning and evaluation 
 
The extent to which family and friends will be able to give their input to reports and 
recommendations should be considered further. Guidance for domestic homicide 
reviews in England and Wales advocates for family involvement in the process, 
including the ability to review reports prior to publication and record any areas of 
disagreement (Home Office, 2016). It is unclear, however, whether and how families 
are given the opportunity to follow up on recommendations, and to be involved in the 
process of evaluating the effectiveness of changes (Rowlands and Cook, 2022). 
Where there is to be regular reflection opportunities on the impacts of reviews and 
the learning gained over time, the inclusion of families’ voices alongside professional 
views should be considered. The Advocacy After Fatal Domestic Abuse conference 
is an example of facilitating connections between bereaved families, practitioners, 
and government representatives, to share progress made and create opportunities 
for further reflection and development (Advocacy After Fatal Domestic Abuse, 2022). 
 
The inclusion of families would broaden the opportunity for evaluation and learning, 
and provide additional valuable perspectives when considering the effectiveness and 
impacts of review approaches and recommendations. This would need to be carried 
out in a trauma informed way which recognised the importance of giving families 
space to move on from the death, and appreciating that if they have already 
participated in the review itself, that being asked for further input on evaluation may 
be over-burdening. It would be important, therefore, to prioritise their agency in 
choosing or declining to offer further input, and offering appropriate support to guide 
their understanding and facilitate any contributions they may wish to make.  

 

5. Conclusion 
 
It is crucial to consider the lessons that can be learned from existing systems 
elsewhere in the development of the domestic homicide and suicide review model for 
Scotland so that the value and effectiveness of reviews are maximised from the 
beginning. Perhaps the most valuable lesson is the importance of considering the 
process as a long-term, continuous one, in which the review itself is only the first 
step towards change. This focus on what happens after the review is not only about 
ensuring monitoring and oversight mechanisms are in place to track and enable the 
implementation of recommendations, but also about embedding the goal of creating 
change and improvements into the very purpose and process of conducting the 
learning review.  
 
The entire model must be designed and constructed in a way that orientates it 
towards facilitating learning and prompting system improvement. While it may be 
inevitable for issues and barriers to arise in such a complex process of multi-agency 
dialogue and effort, the model should be developed in such a way that recognises 
these risks and provides mitigations and opportunities. The design of the model must 
conceptualise the review as a holistic process, where its every element should come 
together to work towards its key purpose of service improvement and system 
change.  
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Annex 1: Methodology 
 
The information in this report was derived from a limited review of selected academic 
literature, analysis of relevant data produced from the Scottish Government’s 

targeted engagement consultation, and six  interviews and group discussions with 
relevant experts identified by members of the subgroup and taskforce (see below). 
This work was undertaken by Justice Analytical Services from Nov 23-Jan 24. 
 
Building on the International Review undertaken by the Scottish Government and 
Professor John Devaney’s Working Paper, it was recognised that there was a 
paucity of academic evidence on the monitoring and evaluation of DHRs. The 
literature reviewed was therefore limited in scope and drawn mainly from papers 
recommended by experts or identified in previous reports.   
 
Discussions with experts asked them to share their views on questions regarding the 
identification and implementation of learning from reviews. They provided their 
perspectives on the key challenges and barriers to learning from reviews, as well as 
examples of best practice, and offered important considerations to take into account 
when developing the model for Scotland, in order to ensure learning is generated 
and taken forward effectively.  Interviews were undertaken with four academics with 
specialist knowledge and experience in developing and conducting domestic 
homicide reviews. Interviews were semi-structured and tailored to each discussant 
depending on their specific expertise.  Interviews were conducted online, and were 
recorded and transcribed on MS Teams in accordance with Scottish Government 
data protection guidance. An information and privacy notice was issued to 
interviewees in advance and consent was recorded verbally at the start of interviews.   
 
Group discussions with representatives from other Scottish learning reviews, 
specifically adult support and protection, child protection, and the Care Inspectorate 
were also undertaken to identify any Scotland-specific considerations and covered 
similar topics, tailored to their interests.  A list of experts consulted is provided below. 
 
List of experts consulted for this report: 
 

• Dr Peter Jaffe, Professor & Director, Centre for Research & Education on 
Violence Against Women & Children, University of Western Ontario 

• Professor Neil Websdale, Director of the Family Violence Center at Arizona State 
University and Director of the National Domestic Violence Fatality Review 
Initiative (NDVFRI) 

• Dr James Rowlands, Lecturer in Criminology, University of Westminster 

• Professor Khatidja Chantler, Professor of Gender, Equalities & Communities, 
Manchester Metropolitan University  

• Representative from adult support and protection learning reviews (Scotland) 

• Representatives from child protection learning reviews (Scotland) 

• Representatives from the Care Inspectorate (Scotland) 

https://www.gov.scot/publications/domestic-homicide-reviews-consultation-analysis-report/
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The key questions that guided the discussions were: 
 

• Based on your experience, what helps to ensure that the learning from a review 
leads to the improvements or changes that the review hopes for? 

• What would you say are the key challenges or barriers to implementing 
recommendations produced by reviews? 

• Can you give examples of existing or potential mechanisms and strategies that 
you think would be effective at facilitating the successful uptake or 
implementation of learning from reviews? 

• How might legislation help to increase buy-in and investment in the process from 
agencies and organisations, and how might this improve the likelihood of 
ownership of learning from a review? 

• How might legislation help to measure the success of reviews, and what would 
you consider ‘success’ to be? 
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Annex 2: Case study examples 
 

New Zealand 
 
• The panel chair and lead coordinator read the review materials themselves rather 

than inviting agencies to submit reports, which facilitates independent analysis.  

• Extensive engagement with stakeholders during the review process ensures that 
recommendations are practical and that agency buy-in is established.  

• Each review provides both local and national recommendations. 

• The emphasis within the reviews is to understand the wider system responses 
and facilitate improved understanding of family violence, in order to prompt 
transformational change.  

• The New Zealand Family Violence Death Review Committee requests detailed 
updates on progress from the agencies responsible for implementing the 
recommendations, and reports on the responses. 

Ontario 
 
• Organisations and agencies are asked to respond to the Executive Lead of the 

Domestic Violence Death Review Committee on the status of implementation of 
recommendations within six months. 

• However, these responses are ‘self-evaluated’ by the agencies and responses 
received are not questioned or challenged, though they are publicly accessible 
upon request. 

• Recommendations given are not legally binding and there is no obligation for 
agencies to implement them. 

Adult support and protection/child protection – Scotland 
 
• Learning reviews provide CLEAR recommendations, and an action plan is drawn 

up to implement these strategies, identifying who will do what and within what 
timescale. 

• Learning is disseminated at a local level through a variety of methods such as 
multi-agency reflective sessions, seminars, learning summaries and briefings. 

• Learning is disseminated at a national level through the publication of annual 
overview reports by the Care Inspectorate, through regular meetings of the 
Learning Review Liaison Group, and through the online Learning Review 
Knowledge Hub, which allows members to share best practice and information. 

• Reviews seek to conduct in-depth analysis and create a continuous ‘thread of 
learning’ throughout the process, where each meeting is an opportunity for 
reflection, hypothesis testing, and issue identification. 
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Single Unified Safeguarding Review (SUSR) – Wales 
 
• SUSR is a single review process incorporating all learning reviews in Wales, to 

ensure a swift, standardised, and rigorous review process which eliminates the 
need for families to participate in multiple reviews. 

• Relevant practitioners take part in a Learning Event, with a resulting report 
making recommendations and producing an action plan. 

• The SUSR Co-ordination Hub is responsible for disseminating recommendations 
across Wales and ensuring recommendations and action plans are undertaken. 
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