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Manchester North Standard Operating                   Procedure

To establish effective notification and information sharing procedures between:

HM Coroner’s Office for Manchester North, Rochdale, Bury, and Oldham Safeguarding Adults Boards and
Safeguarding Children Partnerships, Community Safety Partnerships and the Rochdale, Bury and Oldham
Child Death Overview Panel













	1.0
	Purpose of the Protocol

	
	The purpose of this protocol is to establish effective and consistent notification and information sharing between those involved in Adults and Children’s Safeguarding Procedures, Child Death Overview Panels, Domestic Homicide Reviews and Her Majesty’s Coroner Office for North Manchester to ensure that in practice: 

· The Coroner is informed by the relevant Local Safeguarding Adults Board (LSAB), Local Safeguarding Children Partnership (LSCP) and/or local Community Safety Partnership of all deaths which are to be subject of a multi-agency review e.g. Safeguarding Adult Review, Child Safeguarding Practice Review, Domestic Homicide Review, Learning Lessons or other Reviews. The notification should be completed as soon as possible in case the death is not already known to the Coroner’s Office
· The Coroner notifies the relevant LSAB, LSCP or CSP if it is felt by the Coroner’s Office that a multi-agency review should be considered
· If the LSCP/Coroner becomes aware of a child death, the relevant CDOP Manager is notified on a timely basis

This will therefore result in:
· Improvements in the experience of those who are bereaved, in obtaining explanations surrounding the death. 
· That there are clear lines of communication between safeguarding arrangements  and the Coroner’s Office 
· There is a reciprocal process is established for raising concerns or sharing relevant information.

This document should be read in conjunction with the Children Safeguarding Policies, available at:

https://greatermanchesterscb.proceduresonline.com/

Safeguarding Adult Policies and Procedures can be accessed via the local LSAB website. 

Consideration must also be given to the Multi-Agency Statutory Guidance for the Conduct of Domestic Homicide Reviews.








	2.0
	Information Sharing

	
	The Coroner is required to disclose relevant information obtained during the course of their investigation with anyone deemed to be an interested person[footnoteRef:1].  [1:  http://www.legislation.gov.uk/ukpga/2009/25/section/47] 


There is a duty on all agencies involved with the case to assist the Coroner’s Court, and the Coroner must see all material which they consider relevant unless there is an application for public interest immunity e.g. concerns re national security. 
The LSAB, LSCP or CSP may have concerns relating to disclosure due to the purpose of a review being for agencies involved to learn lessons and improve practice. As part of this process agencies are encouraged to look openly and critically at their practice. However, in promoting candor it may be necessary for the LSAB, LSCP or CSP to assure agencies that some contributions, for example records of practitioner/reviewer conversations, would, under normal circumstances not be made public.  This is on the understanding that the Overview Report will almost always be publicly available.   For clarity, see Appendix 7.7 below.
The LSAB/LSCP or CSP will contact all agencies to seek consent or inform them when information is shared with the Coroner and any concerns should be addressed directly with the Senior Coroner. Where consent is being sought, this should explicitly detail what information will be shared. The sharing of information relating to adults and children specifically are referenced in the following sections.
Where consent to share is not given, the Coroner will request the information directly from the organisation within the appropriate legal framework.
The Coroners’ process should both be supported by and inform actions from agencies who sit on the LSAB, LSCP and/or CSP. Therefore, parallel investigations should take place where possible to minimise delays. Any copies of reviews or investigations should be forwarded to the North Manchester Coroner, subject to the provisions above.

	2.1
	Safeguarding Adults Information Sharing

	
	The relevant local Safeguarding Adult Board (LSAB) will notify the North Manchester Coroner Office when the screening process for a Safeguarding Adult Review is initiated. Within North Manchester the precedent is that the screening process for a Safeguarding Adult Review should be completed and signed off by the respective Independent Chair within 30 working days from the point of referral. 
Clarity should be sought as to which Coroner’s Office is dealing with the investigation, if the adult did not die in that LSAB’s area for example a Rochdale resident died in Salford Royal Hospital, it may be Manchester West Coroner’s Office dealing with the investigation and the Local Safeguarding Adults Board in Salford managing the Safeguarding Adult Review process, with the support of the placing LSAB Business Unit.
If a referral is received that is not progressed to SAR screening, the LSAB will notify the Coroner. For cases that are screened for a SAR, the Coroner will be advised whether a Safeguarding Adult Review (or equivalent) is commissioned and the expected timescales for completion of this review. Terms of Reference for the review may be shared if this is helpful. The LSAB will inform the Coroner where there are any delays/extensions of timescales. 
In cases where the Safeguarding Adult Board Chair informs the Coroner of a Safeguarding Adult Review and the Coroner either is already investigating or chooses to investigate a case, the Chair will nominate a single point of contact for all communication. This is to ensure that there are: 

· agreed methods of communication and timings in order that processes are streamlined and to avoid duplication. 
· Systems in place to minimise distress to bereaved families and any staff directly involved with the case.
· agreed single points of contact for a multi-agency media strategy (if required)

The final overview report for the Safeguarding Adult Review (or equivalent) will be shared with the Senior Coroner once this has been completed and signed off by the LSAB. It may be helpful to share a draft report with the Coroner before final sign off if the death occurred many months earlier, to inform ongoing coronial investigations. 

The Coroner may request additional information, for example single agency submissions or records of practitioner’s events which relate to the review and the LSAB should comply with these requests in a timely manner. 

Please see Appendix 1 for the SAR information sharing flowchart. 

	
	

	2.2
	Safeguarding Children Information Sharing

	
	The relevant local safeguarding Children Partnership (LSCP) will contact the North Manchester Coroner when a Child Safeguarding Practice Review following the death of a child and a Serious Incident Notification (SIN) is received. In line with Working Together to Safeguard Children 2023, agencies are required to submit referrals for Rapid Reviews within 5 days of a death (or serious injury) and the Rapid Review must take place within 15 working days of the referral. When contacting the Coroner, the LSCP will provide details of the child and an expectation of when the review will be completed, taking into account ongoing parallel investigations/reviews. 

Once the review is completed, the LSCP will send a copy of the final overview report to the Coroner. As above regarding Safeguarding Adult Reviews, in certain circumstances a draft report may be shared to inform ongoing coronial investigations.  Working Together to Safeguard Children 2023 sets out the expectation that such reviews should take no longer than 6 months to complete however in cases where there are criminal investigations, this can sometimes take longer. If the overview report is delayed, regular updates and, where possible, a draft copy of the overview report will be provided to the Coroner by the allocated single point of contact of the LSCP.

The Coroner may also request additional information pertaining to the review for example chronologies, records of practitioner conversation/events or action plans. The LSCP is not the owner of this information; the LSCP holds information on behalf of partner agencies for the purposes of Child Safeguarding Practice Reviews. 

All agencies that have pertinent information regarding a child death are under a duty to disclose such information to the Coroner in an un-redacted format and the Coroner has common law and statutory powers to enforce such disclosure. 

The above is set out in the Worcestershire Case [footnoteRef:2] which illustrated an important point in that the Coroners should expect greater disclosure to them so that they may properly assess the scope of an inquest. There is a two-stage disclosure process set out in the Worcestershire Case.  [2:  https://www.judiciary.uk/wp-content/uploads/2016/02/law-sheets-no-3-the-worcestershire-case.pdf ] 


The Chief Coroners Law Sheet No.3 dated 31st January 2014 provides a helpful summary.

In the first stage the Coroner will request all reports or other material which he/she believes to be relevant for the purpose of assessing the scope and content of his/her inquiry.  Disclosure at this stage will be to the Coroner alone for the purposes of deciding the scope of the Inquest and the witnesses to be called.

In the second stage the Coroner decides whether there can and should be onward disclosure to interested persons.
Anyone who wishes to make submissions as to the onward submission of disclosure should make the court aware of any concerns.  The Coroner will then have to consider the public interest in disclosure and whether the circumstances of the particular case outweigh the public interest in non-disclosure.   

The LSCP single point of contact will notify relevant agencies when information is shared with the Coroner. It is then the responsibility of the individual agency to make representations or requests (in extremely rare circumstances) that the information is not disclosed to interested parties (which may include bereaved families). Some agencies may request that the information is anonymised or redacted prior to onward disclosure. 


	
	

	2.3
	Child Death Overview Panels (CDOP)

	
	Although CDOPs are no longer the responsibility of the LSCP close links between the two processes will remain. A child’s death is not considered by CDOP until all other investigations are finalised and therefore it is essential that the LSCPs establish positive working relationships with their local CDOP’s. 

The LSCP will notify the local CDOP Officer when a Child Safeguarding Practice review is commissioned. The LSCP will ensure that completed reviews are shared with the relevant CDOP in a timely manner to ensure that the CDOP review is not delayed. 

CDOPs will complete an annual report, looking at the themes and lessons learned from child deaths that year.  The LSCP and the Coroner should be sighted on this report and act upon any recommendations relating to safeguarding children. This report will be publically available. 
 
If the CDOP panel consider that a case may meet criteria to undertake a Rapid Review, the CDOP can refer the case to the LSCP using the relevant referral form. 

The CDOP cannot consider a case until all investigations/reviews are completed e.g. coronial, criminal, child safeguarding practice review. It is therefore essential that the CDOP and Coroner’s Office establish positive working relationships. 

The Coroner’s Office will provide CDOP with a Notification of death, Post Mortem reports and Reports on the outcome of Investigations and Inquests. Dependent on where the child dies, the Corners Office for that area provides the information to the relevant CDOP officer via e-mail (see section 5.0) for all reportable deaths. The allocated Coroner’s Officer will be the named contact thereafter for the CDOP officer. 

The CDOP officer and Coroner’s Officer may be in regular communication regarding a case to ensure that updates are shared and the CDOP officer is fully informed as to the progression on the case through the coronial process.  This will be considered on a case by case basis.

The Coroner’s Officer will send a copy of the final record of inquest to the CDOP officer once the inquest is finalised. This will provide the CDOP officer with the registered cause of death along with confirmation that the coronial process is concluded.

	
	

	2.4
	Out of Borough Process/Communications

	
	It is the responsibility of the host authority to instigate safeguarding investigations and manage communications when an incident occurs outside of Borough. Where a provider service is involved the host authority should also notify other authorities that may be using the provider both of the incident and of all communications with the Coroner, in accordance with the relevant data sharing protocol.

Where an incident occurs out of Borough, it is the responsibility of the host authority to instigate safeguarding investigations and manage communication with the relevant Coroner. 

A Coroner will investigate a death abroad if the body is brought back into his or her area and the apparent circumstances of the death would have led him or her to investigate it if it had occurred in England or Wales. 

In the event of a child death out of Borough, there is an agreement across Greater Manchester that the Child Death Overview Panel for the area where the child is normally resident will consider the death (the corporate parent authority).



	3.0
	Roles and Responsibilities 

	
	

	3.1
	The Role of the Coroner[footnoteRef:3] [3:  Ministry of Justice – Guide to Coroner Services 
4 https://www.gov.uk/government/publications/notification-of-deaths-regulations-2019-guidance
] 


	
	A Coroner is an independent judicial office holder, appointed by a local authority (council) within the Coroner area. Some Coroners cover more than one local authority. Coroners work within a framework of law passed by Parliament. The Chief Coroner heads the Coroner service and gives guidance on standards and practice.
The Notification of Deaths Regulations 2019 (NDR) came into force on 1 October 2019, imposing a duty on medical practitioners to report deaths where:
· they are unable to ascertain the cause of death;
· the cause of death is unnatural, or;
· the death occurred in custody or state detention.
The regulations also place a duty on medical practitioners to report deaths to the Coroner where:
· no attending practitioner is required to sign a Medical Certificate of Cause of Death (MCCD);
· an attending practitioner is required to sign a MCCD but they are unavailable;
· or the identity of the deceased is unknown.
The Coroner may ask a pathologist to examine the body. If so, the examination must be done as soon as possible. If the examination shows the death to have been a natural one, there may be no need for an inquest and the Coroner will send a form to the registrar of deaths so that the death can be registered. If the death is found not to be due to a natural cause then there will be an inquest. The inquest system is described in further detail later in this protocol. 


	3.2
	The Role of Local Safeguarding Adults Boards

	
	Each local authority is required to have an operating Safeguarding Adults Board (SAB) in place as set out in the Care Act 2014[footnoteRef:4]. Each SAB has responsibility for overseeing and holding agencies to account in respect of safeguarding activity in its area. SABs may differ in membership and arrangements in each local authority area, but must as a minimum, have senior representation from the Local Authority, the Police and the Clinical Commissioning Group. [4: 5 Care Act Statutory Guidance] 


A SAB has three core duties: 

· It must publish a strategic plan for each financial year that sets how it will meet its main objective and what the members will do to achieve this. The plan must be developed with local community involvement, and the SAB must consult the local Healthwatch organisation. The plan should be evidence based and make use of all available evidence and intelligence from partners to form and develop its plan. 

· It must publish an annual report detailing what the SAB has done during the year to achieve its main objective and implement its strategic plan, and what each member has done to implement the strategy as well as detailing the findings of any Safeguarding Adults Reviews and subsequent action. 

· It must conduct any Safeguarding Adults Review in accordance with Section 44 of the Act.


	3.3
	The Role of Multi-Agency Safeguarding Arrangements

	
	Working Together to Safeguard Children 2023[footnoteRef:5] outlines the definition of safeguarding partners, who should agree on ways to co-ordinate their safeguarding services; act as a strategic leadership group in supporting and engaging others; and implement local and national learning including from serious child safeguarding incidents.  [5: 6 Working together to safeguard children 2023: statutory guidance (publishing.service.gov.uk)] 


The purpose of these local arrangements is to support and enable local organisations and agencies to work together in a system where:
 
· children are safeguarded and their welfare promoted 
· partner organisations and agencies collaborate, share and co-own the vision for how to achieve improved outcomes for vulnerable children 
· organisations and agencies challenge appropriately and hold one another to account effectively 
· there is early identification and analysis of new safeguarding issues and emerging threats 
· learning is promoted and embedded in a way that local services for children and families can become more reflective and implement changes to practice information is shared effectively to facilitate more accurate and timely decision making for children and families

Multi-Agency Safeguarding Arrangements are also responsible for undertaking Child Safeguarding Practice Reviews. The purpose of reviews of serious child safeguarding cases, at both local and national level, is to identify improvements to be made to safeguard and promote the welfare of children. Learning is relevant locally, but it has a wider importance for all practitioners working with children and families and for the government and policymakers. Understanding whether there are systemic issues, and whether and how policy and practice need to change, is critical to the system being dynamic and self-improving.


	3.4
	The Role of Child Death Overview Panels

	
	The Child Death Review Operational and Statutory Guidance (England)[footnoteRef:6] sets out the key features of what a good Child Death Review (CDR) process should look like. Clinical commissioning groups (CCGs) and local authorities (the child death review partners) are able to make arrangements for child death reviews as they see fit in order to meet the statutory requirements under the Children Act 2004. [6: 7 Child Death Review Operational and Statutory Guidance (England)
] 


These arrangements should result in the establishment of a Child Death Overview Panel (CDOP), or equivalent, to review the deaths of all children normally resident in the relevant local authority area, and if they consider it appropriate the deaths in that area of non-resident children. The review should then be carried out by a CDOP panel, on behalf of CDR partners, and should be conducted in accordance with the Child Death Review Operational and Statutory Guidance (England) and Working Together 2023.

In practice, CDOPs will conduct the independent multi-agency scrutiny on behalf of the local CDR partners responsible for ensuring that the review of deaths of all children normally resident in that area takes place.

The functions of CDOP include:

· to collect and collate information about each child death, seeking relevant information from professionals and, where appropriate, family members;
· to analyse the information obtained, including the report from the CDRM, in order to confirm or clarify the cause of death, to determine any contributory factors, and to identify learning arising from the child death review process that may prevent future child deaths;
· to make recommendations to all relevant organisations where actions have been identified which may prevent future child deaths or promote the health, safety and wellbeing of children;
· to notify the Child Safeguarding Practice Review Panel and local Safeguarding Partners when it suspects that a child may have been abused or neglected;
· to notify the Medical Examiner (once introduced) and the doctor who certified the cause of death, if it identifies any errors or deficiencies in an individual child's registered cause of death. Any correction to the child’s cause of death would only be made following an application for a formal correction;
· to provide specified data to NHS Digital and then, once established, to the National Child Mortality Database;
· to produce an annual report for CDR partners on local patterns and trends in child deaths, any lessons learnt and actions taken, and the effectiveness of the wider child death review process; and
· to contribute to local, regional and national initiatives to improve learning from child death reviews, including, where appropriate, approved research carried out within the requirements of data protection.



3.5       The role of Community Safety Partnerships
Community Safety Partnerships were introduced through the Crime and Disorder Act 1998 as amended.

The CSP has a statutory duty under s6 of the Crime and Disorder Act 1998 to produce:
• a strategy for the reduction of crime and disorder in the area (including anti- social and other behaviour adversely affecting the local environment); and
• a strategy for combatting the misuse of drugs, alcohol and other substances in the area; and 
• a strategy for the reduction of re-offending in the area

When a domestic homicide occurs, the relevant police force should inform the relevant Community Safety Partnership (CSP) in writing of the incident. Overall responsibility for establishing a review rests with the local CSP as they are ideally placed to initiate a DHR and review panel due to their multi-agency design and locations across England and Wales. CSPs are made up of representatives from the ‘responsible authorities’ (police, local authorities, fire and rescue authorities, probation service and health) who work together to protect their local communities from crime and help people feel safer.

Where partner agencies of more than one local authority area have known about or had contact with the victim, the CSP of the local authority area in which the victim was normally resident should take lead responsibility for conducting any review. If there was no established address prior to the incident, lead responsibility will relate to the area where the victim was last known to have frequented as a first option and then considered on a case by case basis. There may be circumstances in which lead responsibility for conducting a review may not be easily determined due to the complex nature of the case. It is for local areas to come to an appropriate arrangement in such circumstances.

Any professional or agency may refer such a homicide to the CSP in writing if it is believed that there are important lessons for inter-agency working to be learned.


	4.0
	Criteria for Undertaking Reviews

	
	

	4.1
	Coroner’s Investigations	

	
	There are statutory provisions[footnoteRef:7] to outline when an Inquest must be opened to allow the Coroner to finish his or her investigation.  [7: 8 http://www.legislation.gov.uk/uksi/2013/1616/made] 


The purpose of the inquest is to discover the facts of the death. This means that the Coroner (or jury) cannot find a person or organisation criminally responsible for the death. A Coroner does not apportion blame and would halt an inquest if at any stage the evidence gave rise to criminal consideration. 

Sometimes an inquest will show that something could be done to prevent other deaths. If so, the Coroner must write a report drawing this to the attention of an organisation (or person) that may have the power to take action. This is called a ‘report to prevent future deaths’. The organisation must send the Coroner a written response to the report. If it does not respond within 56 days, stating what action it has taken, the Coroner will follow up the matter with the organisation, and may inform the Chief Coroner of the failure to respond. 

	
	

	4.2
	Safeguarding Adult Reviews

	
	A Safeguarding Adult Review is a multi-agency review undertaken by the Safeguarding Adults Board (SAB) under Section 44 of the Care Act 2014.

A review will take place if there is a case of an adult in its area with needs for care and support (whether or not the local authority has been meeting any of those needs) where:

	(a) there is reasonable cause for concern about how the SAB, members of it or other persons with relevant functions worked together to safeguard the adult, and 

(b) condition 1 or 2 is met. 

Condition 1 is met if— 

(a) the adult has died, and 

(b) the SAB knows or suspects that the death resulted from abuse or neglect (whether or not it knew about or suspected the abuse or neglect before the adult died). 

Condition 2 is met if— 

(a) the adult is still alive, and 
(b) the SAB knows or suspects that the adult has experienced serious abuse or neglect. 




(3) An SAB may arrange for there to be a review of any other case involving an adult in its area with needs for care and support (whether or not the local authority has been meeting any of those needs). 

(4) Each member of the SAB must co-operate in and contribute to the carrying out of a review under this section with a view to— 

(a) identifying the lessons to be learnt from the adult's case, and 

(b) applying those lessons to future cases. 


	4.3
	Child Safeguarding Practice Reviews

	
	The responsibility for how the system learns the lessons from serious child safeguarding incidents lies at a national level with the Child Safeguarding Practice Review Panel (the Panel) and at local level with the safeguarding partners. 

Serious child safeguarding incidents are those in which: 

	· abuse or neglect of a child is known or suspected and

· the child has died or been seriously harmed

Serious harm includes (but is not limited to) serious and/or long-term impairment of a child’s mental health or intellectual, emotional, social or behavioural development. It should also cover impairment of physical health75. This is not an exhaustive list. When making decisions, judgment should be exercised in cases where impairment is likely to be long-term, even if this is not immediately certain. Even if a child recovers, including from a one-off incident, serious harm may still have occurred.



Locally, safeguarding partners must make arrangements to identify and review serious child safeguarding cases which, in their view, raise issues of importance in relation to their area. They must commission and oversee the review of those cases, where they consider it appropriate for a review to be undertaken.

The criteria which the local safeguarding partners must take into account include whether the case: 

	· [bookmark: _Hlk87626231]highlights or may highlight improvements needed to safeguard and promote the welfare of children, including where those improvements have been previously identified
· highlights or may highlight recurrent themes in the safeguarding and promotion of the welfare of children
· highlights or may highlight concerns regarding two or more organisations or agencies working together effectively to safeguard and promote the welfare of children
· is one which the Child Safeguarding Practice Review Panel have considered and concluded a local review may be more appropriate




	
	
Safeguarding partners should also have regard to the following circumstances: 

	· where the safeguarding partners have cause for concern about the actions of a single agency
· where there has been no agency involvement and this gives the safeguarding partners cause for concern
· where more than one local authority, police area or clinical commissioning group is involved, including in cases where families have moved around
· where the case may raise issues relating to safeguarding or promoting the welfare of children in institutional settings




	
4.4
	
CDOP Reviews[footnoteRef:8] [8: 9 Child Death Review Statutory Guidance] 


	
	The Children and Social Work Act (2017) and Working Together set out expectations for Child Death Review Partners (Local Authorities and Clinical Commissioning Groups) to make arrangements for the review by a Child Death Overview Panel (CDOP) of the deaths of all children normally resident in the relevant local authority are, and if they consider it appropriate the deaths in that area of non-resident children.

This review includes the death of any new-born baby of any gestation who shows signs of life following birth, or where the birth was unattended; but does not include those (of any gestation) who are stillborn where there was medical attendance, or planned terminations of pregnancy carried out within the law.

CDR partner footprints should be locally defined based on patient flows across existing networks of NHS care. CDR partner arrangements should typically cover a child population such that they review 80-120 child deaths each year.




4.5 	   Domestic Homicide Reviews

The chair of the CSP holds responsibility for establishing whether a homicide is to be the subject of a DHR by giving consideration to the definition set out in the Domestic Violence, Crime and Victims Act 2004.  This decision should be taken in consultation with local partners with an understanding of the dynamics of domestic violence and abuse. CSPs should contact relevant bodies to establish the existence of any other ongoing reviews, which will need to be considered as part of the decision to undertake a DHR.

The purpose of a DHR is to:

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.

	A Domestic Homicide Review should take place where 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

 or

where it appears that a victim took their own life (suicide) and the circumstances give rise to concern, for example it emerges that there was coercive controlling behaviour in the relationship, a review should be undertaken, even if a suspect is not charged with an offence or they are tried and acquitted. Reviews are not about who is culpable.




Reviews are not about who is culpable.


	5.0
	Publication of Overview Reports 

	
	

	5.1
	Report Publication

	
	
According to Working Together 2023, Chapter 5, Section 365 a Local Child Safeguarding Practice Review should be, "completed and published as soon as possible and no later than six months from the date of the decision to initiate a review”. Where other proceedings may have an impact on or delay publication, for example an ongoing criminal investigation, inquest or future prosecution, the safeguarding partners should inform the Child Safeguarding Practice Review Panel and the Secretary of State for the reasons for the delay. Since the publication of Working Together 2023, all safeguarding partnerships have received further guidance from the National Panel that all reports should be published, unless there are very exceptional circumstances not to do so.

The fact that an inquest is due to take place should not on itself delay publication of the review report, it very much depends on the particulars of each case. Safeguarding partners will always endeavour to meet the deadlines set out in Working Together 2023 but remain willing to discuss cases which the Coroner believes may raise  significant concerns  if publication of the report precedes the inquest.

The above also applies to Safeguarding Adult Reviews and SAB’s will liaise with the relevant Senior Coroner regarding publication arrangements for reviews.


	
	

	5.2
	The Multi Agency Statutory Guidance for the Conduct of Domestic Homicide Reviews states that publication of Overview Reports and Executive Summaries will take place following agreement from the Home Office Quality Assurance Panel and should be published on the local CSP website.

In all cases, the Overview Report and Executive Summary should be suitably anonymised and made publicly available. The key purpose for undertaking DHRs is to enable lessons to be learned from homicides where a person is killed as a result of domestic violence and abuse. In order for these lessons to be learned as widely and thoroughly as possible, professionals need to be able to understand fully what happened in each homicide, and most importantly, what needs to change in order to reduce the risk of such tragedies happening in the future. The aim in publishing these reviews is to restore public confidence and improve transparency of the processes in place across all agencies to protect victims.

All Overview Reports and Executive Summaries should be published unless there are compelling reasons relating to the welfare of any children or other persons directly concerned in the Review for this not to happen. The reasons for not publishing an Overview Report and Executive Summary should be communicated to the Home Office DHR Quality Assurance Panel. The publication of the documents needs to be timed in accordance with the conclusion of any related court proceedings and other review processes. The content of the Overview Report and Executive Summary must be suitably anonymised in order to protect the identity of the victim, perpetrator, relevant family members, staff and others and to comply with the Data Protection Act 1998 as amended. This means preparing reports in a form suitable for publication, or redacting them appropriately before publication.


	
	

	6.0
	Relevant Contact Details

	
	

	6.1
	Manchester North Coroner’s Office
Monday to Friday 8.30am-12.30pm and 1.30pm-4.30pm.
Office of HM Coroner
Floors 2 and 3
Newgate House
Newgate
Rochdale
OL16 1AT
TEL: 01706 924 815​
E-MAIL: Coroners.office@rochdale.gov.uk 

	
	

	6.2
	Rochdale Safeguarding Adult’s and Children’s Partnership
Monday – Friday 8:30am-4:45pm 
Floor 4, Number One Riverside,
Smith Street, 
Rochdale, 
OL16 1XU
TEL: 01706 927700
E-MAIL: rbsb.admin@rochdale.gov.uk 

	
	

	6.3
	Bury Integrated Safeguarding Partnership
Monday – Friday 09.00-5.00pm
TEL: 0161 253 6153
E-MAIL: BISP@bury.gov.uk   

	
	

	6.4
	Oldham Safeguarding Adult’s Board
Monday – Friday 8:30am-4:45pm 
4th Floor, Civic Centre, 
Rochdale Road,
Oldham Council
Oldham
OL1 1UT
TEL: 0161 770 1532
E-MAIL: OldhamSafeguardingAdultsBoard@oldham.gov.uk

	
	

	6.5
	Oldham Safeguarding Children’s Partnership
Monday – Friday 8:30am-4:45pm 
Rock Street Resource Centre
Rock Street
Oldham 
OL1 3UJ
TEL: 0161 770 8081 / 0161 770 8087
E-MAIL: LSCB.group@oldham.gov.uk 

	
	

	6.6
	Manchester North/Bury, Rochdale and Oldham Child Death Overview Panel
Monday – Friday 8:30am-4:45pm 
Floor 4, 
Number One Riverside,
Smith Street, 
Rochdale, 
OL16 1XU
TEL: 01706 925271
E-MAIL: BROCDOP@rochdale.gov.uk

	
	

	6.7
	Oldham Community Safety Partnership
Monday – Friday 9am to 5pm
Civic Centre,
West Street,
Oldham, 
OL1 1UT
Tel: 0161 770 1582/0161 770 3000
Email: lorraine.kenny@oldham.gov.uk / css.admin@oldham.gov.uk
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	Appendices

	7.2
	Rochdale SAR Policy and Procedures
	


	7.3
	Rochdale Rapid Review Flowchart
	


	7.4
	Bury SAR Protocol
	


	7.5
	Oldham SAR Protocol
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13 Safeguarding Adult Reviews


13.1 Introduction

Section 44 of the Care Act 2014 requires Local Safeguarding Adult’s Boards to arrange a Safeguarding Adult Review (SAR) when an adult, with needs for care and support who lives in its area, dies as a result of abuse or neglect, whether known or suspected, and there is concern that partner agencies could have worked more effectively to protect the person at risk. 

A SAR can also be conducted when a person has not died but it is known or suspected that they have experienced serious abuse/neglect, sustained potentially life-threatening injury, serious sexual abuse or serious/permanent impairment of health or development and there is cause for concern about the way agencies have worked together.

The Safeguarding Adults Board can also commission a SAR when the partnership is in agreement that a case provides an opportunity to learn from good practice that could be applied to agencies working with adults. 

All agencies represented on the Rochdale Borough Safeguarding Adults Board have a duty to contribute in undertaking the review, sharing information and applying the lessons learnt.

The purpose of an SAR is to seek to determine what the relevant agencies and individuals involved in the case might have done differently that could have prevented harm or death. The SAR brings together and analyses the findings from individual agencies involved, in order to make recommendations for future practice where this is necessary. This is so that lessons can be learned from the case and those lessons applied to future cases to prevent similar harm occurring again. It is a review of multi-agency working not an investigation of an individual’s actions and its purpose is to identify learning, not to hold any individual or organisation to account. Other processes exist for that, including criminal proceedings, disciplinary procedures, employment law and systems of service and professional regulation such as Care Quality Commission, the Nursing and Midwifery Council, Social Work England, the Health and Care Professions Council and the General Medical Council. 

The individual (where able) and their families should be invited to contribute to the SAR and there should be early discussions to agree how they will be involved and how their expectations will be managed appropriately and sensitively. The adult or their family must be informed of any decision not to have early engagement with them together with the reasons for the delay. Review outcomes will be shared appropriately with the family and others affected by the SAR. 

Six principles, which are specified in the Care Act 2014, underpin the work of the RBSAB:

Empowerment


People being supported and encouraged to make their own decisions and informed consent.


I am asked what I want as the outcomes from the safeguarding process and these directly inform what happens.


Prevention


It is better to take action before harm occurs.


I receive clear and simple information about what abuse is, how to recognise the signs and what I can do to seek help.


Proportionality


The least intrusive response appropriate to the risk presented.


I am sure that the professionals will work in my interest, as I see them and they will only get involved as much as needed.


Protection


Support and representation for those in greatest need.


I get help and support to report abuse and neglect. I get help so that I am able to take part in the safeguarding process to the extent to which I want.


Partnership


Local solutions through services working with their communities. Communities have a part to play in preventing, detecting and reporting neglect and abuse.


I know that staff treat any personal and sensitive information in confidence, only sharing what is helpful and necessary. I am confident that professionals will work together and with me to get the best result for me.


Accountability


Accountability and transparency in delivering safeguarding.


I understand the role of everyone involved in my life and so do they.

SARs must be trusted and safe experiences that encourage honesty, transparency and sharing of information to obtain maximum benefit from them, if individuals and organisations are to be able to learn lessons from the past. The following values will be applied by the RBSAB and partner organisations to all reviews: 


· there will be a culture of continuous learning and improvement across the organisations that work together to safeguard and promote the wellbeing and empowerment of adults, identifying opportunities to draw on what works and the promotion of good practice; the approach taken to reviews should be proportionate according to the scale and level of complexity of the issues being examined; 

· reviews of serious cases should be led by individuals who are independent of the case under review and of the organisations whose actions are being reviewed; 

· professionals should be involved fully in reviews and invited to contribute their perspectives without fear of being blamed for actions they took in good faith; 

· families should be invited to contribute to reviews. They should understand how they are going to be involved and their expectations should be managed appropriately and sensitively. Please see the leaflet “Safeguarding Adult Reviews – Information for families” which is available on the RBSAB website www.rochdalesafeguarding.com 

When the SAR is relating to an individual who lives out of the borough, communications will need to take place between the host authority and the authority where the individual resides as to who will lead on the SAR. 

13.2 Criteria

The Care Act 2014 states that the Safeguarding Adults Board is the only body that can commission a SAR and it must arrange a SAR of a case of an adult in its area if:


· The case involves an adult with care and support needs (whether or not the Local Authority was meeting those needs)


· There is reasonable cause for concern about how the Safeguarding Adult Board, its members or organisations worked together to safeguard the adult


AND


· The person died (including death by suicide) and the SAB knows/suspects this resulted from abuse or neglect (whether or not it knew about this before the person died)


OR


· The person is still alive but the Safeguarding Adults Board knows or suspects they have experienced serious abuse/neglect, sustained potentially life threatening injury, serious sexual abuse or serious/permanent impairment of health or development. 

· This may be where, for example the individual would have been likely to have died but for an intervention, or has suffered permanent harm or has reduced capacity or quality of life (whether because of physical or psychological effects) as a result of the abuse or neglect. 


The Care Act Statutory guidance states that SABs are free to arrange for a SAR in any other situations involving an adult in its area with needs for care and support. Locally, this would be where it would be appropriate in order to promote effective learning and improvement action to prevent future deaths or serious harm occurring again. These may be cases which provide useful insights into the way organisations are working together to prevent and reduce abuse and neglect of adults but which may not meet criteria for a SAR. This might be innovative or particularly good examples of practice. In these cases, the RBSAB would commission a discretionary SAR. 


13.3 Referring for a Safeguarding Adult Review


Any agency or professional body, elected members, MPs or a Coroner may refer cases to RBSAB for consideration of a SAR.

If the individual is still alive, the referring agency must inform the individual of the SAR referral so that they are informed that their information will be shared as part of this statutory process. 


Cases should be referred to the RBSAB in a timely way, usually within one month of a person’s death/significant event so not to delay any other processes that may be ongoing. The RBSAB does acknowledge however that there may be exceptional circumstances to this. Referrers will be expected to provide an explanation if referrals are delayed.


Should any family member or other individual feel that a person should be considered for a Safeguarding Adult Review, this should be raised with the relevant agency who will then make the decision as to whether to submit a Safeguarding Adult Review referral. The agency should inform the family member or another individual if a SAR referral is made.

Before submitting a referral to the Board’s Business Unit for screening, individual organisations should ensure the referral is appropriate and meets the specified criteria by consulting with their agency strategic safeguarding lead. Referrals must be sent in by using the RBSAB Referral Form (Appendix 2). SAR Referrals should be submitted to rbsb.admin@rochdale.gov.uk . All referrals should be submitted securely as they contain personal details. This is in line with the RBSAB Information Sharing Protocol. Likewise, all data in respect of a SAR should be kept securely. 

13.4 Screening of referrals for Safeguarding Adults Review

The process for notification and screening for SAR is:


Following the receipt of a referral, the Independent Chair of RBSAB, Head of Safeguarding and Practice Assurance and RBSAB Business Manager will confirm agreement to progress to SAR screening within 5 working days. There may be instances where the referral submitted is inappropriate and in these cases, the referrer will be contacted to agree the most appropriate course of action. 

If the referrer does not agree with the decision made by the Business Unit to either progress or not progress to SAR screening, the referrer can challenge this. The Safeguarding Adult Review Sub-Group has oversight of all cases and activity in relation to Safeguarding Adult Reviews and therefore disputes as to thresholds will be looked at through this forum.


The Business Unit will inform Board members when a referral is progressed to SAR screening. The Business Unit will request information from partner agencies to be submitted within 10 working days. 

A screening meeting will be held and the panel will make a recommendation to the Chair of RBSAB as to the need for a review (or not) and recommend an appropriate learning model to be used if required.


Membership:


· Safeguarding Board Business Manager (Chair)


· Principal Social Worker and Strategic Safeguarding Lead (Vice Chair)


· Agency representatives on case by case basis


Within five days of the screening meeting, the Chair of the RBSAB will consider the case and forward the decision to the Business Unit. The Business Unit will then inform RBSAB members.

13.5 Family contact and involvement

It is important that all family members, where possible, are approached to inform them about the decision to undertake a SAR, and to give them an opportunity to contribute. Depending on the level of contact they have had with the person who is the subject of the SAR, they may have a unique perspective about how services did or did not provide an effective intervention, which could be invaluable when conducting the SAR.


The SAB must always be sensitive about the timing of any contact, particularly if the SAR is focusing on the circumstances leading up to a person’s death that is relatively recent and the family are still grieving.


Contact with the family would usually commence as soon as possible after the decision to carry out a SAR has been made. When contact with family is agreed with the panel, it is the responsibility of the chair/author of the SAR to initiate contact, and discuss with the family the level of involvement they would like to have. It may be appropriate to do this via an advocate that the family are familiar with and trust. Family members should be given the opportunity to understand and influence the scope of the review, including the Terms of Reference and should be allowed to have first-hand contribution to the review.


Family member should be updated regularly if they want this and the timescale for updates should be agreed with them, including sharing the draft timetable for completion.

Contact will usually cease when the SAR report and improvement plan has been published. However families may wish to maintain contact after the report has been published in order to give them the opportunity to be assured that actions in the improvement plans have been carried out. 


13.6 Alternatives to conducting a Safeguarding Adult Review 

There may be circumstances in which there is a need to look at some issues without conducting a full Safeguarding Adult Review. In these circumstances the Board may recommend to the Chair of the Board that: 

· Individual agencies should conduct an internal review, or  


· The Board carry out a limited form of review focusing on specific issues (a case audit) 


There are a number of reviewing processes undertaken around safeguarding cases within individual agencies represented on the Safeguarding Adults Board. An example would be the Serious Untoward Incident process undertaken by NHS Trusts and it is appropriate for the RBSAB to have an overview of these. When an individual agency is conducting an investigation of this kind which involves a safeguarding issue, the SAR Screening sub-group should be advised of this to enable them to assess whether there may be transferable learning, or whether another level of review is needed. 

13.7 SAR Methodology

The SAR Screening sub-group will give consideration to the most appropriate methodology to use when making a recommendation to the Chair, as no one model will be appropriate for all cases. The most appropriate methodology will normally be that which provides the best opportunity to learn; however it will be determined by and proportionate to the specific circumstances and the scale of the situation. There is flexibility in determining the precise process, including variations and combinations of methodology elements on a case by case basis. However reviews will generally have three elements:

· Information gathering


· Learning event


· Analysis and reporting


In all circumstances the review process should take no more than 6 months. Any SAR will need to take account of a coroner‘s inquiry, and, or, any criminal investigation related to the case, including disclosure issues, to ensure that relevant information can be shared without incurring significant delay in the review process. It will be the responsibility of the manager of the SAR to ensure contact is made with the Chair of any parallel process in order to minimise avoidable duplication

Possible methodologies for Safeguarding Adults Reviews are set out in Appendix 1. This list is not exhaustive and the SAR Screening sub-group will use its collective experience and knowledge to recommend the most appropriate learning method for the case under consideration. Each method of Review is valid in itself and no approach should be seen as more serious or holding more importance or value than another. All Safeguarding Adults Reviews conducted on behalf of the Board are of equitable significance and value.

The RBSAB will endeavour to ensure that there is appropriate involvement in the review process of professionals and organisations who were involved with the adult. The SAR should also engage, where appropriate, with the adult and/or their family. 

It is expected that those undertaking a SAR will have appropriate skills and experience which should include: 

· strong leadership and ability to motivate others; 


· expert facilitation skills and ability to handle multiple perspectives and potentially sensitive and complex group dynamics; 


· collaborative problem solving experience and knowledge of participative approaches; 


· good analytic skills and ability to manage qualitative data; 


· safeguarding knowledge; 


· an ability to promote an open, reflective learning culture. 


Those undertaking a SAR will be formally commissioned and expectations will be agreed with the Business Unit including fees and timeframe for the review. A single point of contact will be provided for the Business Unit. 


All of those participating in a Safeguarding Adult Review will be provided with guidance to support them in carrying out that role. Regardless of which methodology is used, contributing agencies need to be mindful that there may be public scrutiny of information provided by agencies to the Safeguarding Adult Review and, in particular, HM Coroner may request information. All agencies should ensure, therefore that senior managers approve any written submissions to a Safeguarding Adult Review prior to submission. 


The expectation is that the SAR will be published and openly available. When undertaking SARs the records will be anonymised. In exceptional circumstances the Chair of the Board, in consultation with Board Members may decide that publication of the full report is not appropriate but in these rare circumstances the lesson will still be published. 

13.8 Links with other reviews 

Where appropriate, links should be made with Child Safeguarding Practice Reviews (CSPR) and a Domestic Homicide Reviews (DHR). Where such reviews may be relevant to SAR (e.g. because they concern the same individuals), consideration should be given to how SARs, DHRs and CSPRs can be managed in parallel in the most effective manner possible so that organisations and professionals can learn from the case. For example, considering whether some aspects of the reviews can be commissioned jointly so as to reduce duplication of work for the organisations involved, and reduce distress to the family. 


In the NHS, the Serious Incident Framework provides a systematic process for responding to serious incidents in NHS-funded care. A Serious Untoward Incident process may run alongside a Safeguarding Adult Review and support the process.


Where a person who is in receipt of mental health services commits a homicide a NHS England Mental Health Homicide Review may be undertaken.  Where such reviews may be relevant to SAR (e.g. because they concern the same individuals), consideration should, as above, be given to how SARs and NHS England Homicide Reviews, or Domestic Homicide Reviews, can be managed in parallel in the most effective manner possible so that organisations and professionals can learn from the case.


Prior to a SAR commencing following a death, the RBSAB Chair will communicate with the Coroner as appropriate to notify them of the RBSAB intentions to conduct a SAR. Any SAR will need to take account of a Coroner‘s inquiry, and, or, any criminal investigation related to the case, including disclosure issues, to ensure that relevant information can be shared without incurring significant delay in the review process. 

13.9 Learning Disabilities Mortality Review (LeDeR) Programme

The purpose of the LeDeR Programme is to drive improvement in the quality of health and social care services delivery and to help reduce premature mortality and health inequalities for people with learning disabilities.

Its overall aims are:


· To support improvements in the quality of health and social care service delivery for people with learning disabilities.


· To help reduce premature mortality and health inequalities for people with learning disabilities.


The LeDeR program contributes to improvements in the quality of health and social care for people with learning disabilities in England by supporting local areas to carry out reviews of deaths of people with learning disabilities (aged 4 years and over) using a standardised review process. This enables them to identify good practice and what has worked well, as well as where improvements to the provision of care could be made.

LeDeR helps to identify factors which may have contributed to deaths of people with learning disabilities and develop plans of action to make any necessary changes to health and social care services for people with learning disabilities. Recurrent themes and significant issues are identified and addressed at local, regional and national level.

Anyone can refer an individual into the programme, provided there is a learning disability diagnosis. A confidential telephone number and website enables this.

Families are invited to contribute to the review process, and their contribution is valued, but there is no compulsion for them to take part. 


The LeDeR programme is not an investigation. If, during or after a review of a death, the Local Area Contact has concerns which have not or cannot be addressed within the scope of the LeDeR review process, the Local Area Contact will recommend to the appropriate organisations/bodies the need for a fuller investigation (e.g. Adult Safeguarding Review).

The review works in parallel with the SAR process, Domestic Homicide Reviews and Mental Health Reviews.

13.10 Findings from SARs 


SAR reports should: 

· provide a sound analysis of what happened, the systems or context, why and what action needs to be taken to prevent a reoccurrence, if possible; 


· be written in plain English; and 


· contain findings of practical value to organisations 


13.11 Learning event


The learning event will be a key activity in the process of review and will attempt to engage the multi-agency network in a series of structured and facilitated discussions about their involvement with the subject. It is an opportunity for the network to think collectively, benefit from a group enquiry in a safe environment and enhance understanding. The event will use a mix of root cause analysis tools and techniques as well as appreciative inquiry. The following questions/areas may be used as part of the structure;

· Individual agency involvement: sharing key practice events


· What worked well in this case and why?


· What did you/your agency do that you/your agency should have not done? Why?


· What could have been better?


· What needs to change?


13.12 Analysis and reporting


The final report will be completed by the independent reviewer and will pull all relevant information together, offer an analysis and findings, and appropriate recommendations. All agencies involved in the review will see the draft report and have an opportunity to comment on accuracy and fairness.

The report will be written with a view to publication, regardless of methodology used. Prior to publication, consideration must be given to media interest and a communications and media plan be put in place.


It is essential that the Coroner’s Office is made aware that a review has been completed and that the competed report is forwarded to them. The Coroner’s Office should also be included in the communications and media process.

13.13 Action Plan Implementation and monitoring


Single agency action plans will be submitted at the start of the review. These will usually be completed by the authors of the chronology but it is a single agency decision as to who is best placed to complete these action plans. The action plan should always be signed off by an appropriate manager. 

Depending on the reports’ recommendations, a multi-agency action plan will also be drawn up which specifies actions for each agency as appropriate, together with a specified time frame for them to be enacted. Individual agencies are responsible for ensuring that all actions are completed and for communicating this to the SAR sub-group. The RBSAB SAR sub-group will be responsible for ensuring ongoing actions are completed.

The SAR subgroup will receive the completed action plans and be responsible for the monitoring and oversight as required to ensure all actions are completed. Updates will be provided to the RBSAB as per subgroup reporting arrangements.


The RBSAB will include the findings from any SAR in its Annual Report and outline what actions it has taken, or intends to take in relation to those findings. If the RBSAB decides not to implement an action then it must state the reason for that decision in the Annual Report. All documentation that the RBSAB receives from registered providers which is relevant to CQC’s regulatory functions will be given to the CQC on CQC’s request. 

13.14 Quality Assurance


Quality Assurance for SARS are the responsibility of the SAR sub-group of the RBSAB. The SCIE quality markers are used to ensure at all stages to ensure SARs are of an expected standard.


13.15 Complaints  

If a member of the public has a complaint about the decision on whether to conduct a Review, the way in which the Review has been carried out or the outcomes of the Review, then they should raise this in the first instance with the RBSAB Business Unit (rbsb.admin@rochdale.gov.uk ).  The Manager of the RBSAB Business Unit will review the complaint and liaise, as appropriate, with the Chair of the RBSAB to consider how the complaint should be investigated. 


With the introduction of the Care Act 2014, the office of the Local Government Social Care Ombudsman (LGSCO) is able to look at the actions of the RBSAB. This is because the LGSCO considers that the RBSAB is an administrative function of Rochdale Borough Council, for the following reasons:


· Rochdale Borough Council is responsible for setting up the RBSAB


· The RBSAB present their Annual Report to the Overview & Scrutiny Committee and Health & Wellbeing Board to provide assurance of the Board’s work.

· Rochdale Borough Council have overall responsibility for coordinating adult safeguarding arrangements within its locality


The LGSCO expects someone to complain to the local authority, as the body responsible for setting up the RBSAB, before asking the LGSCO to consider the complaint. Details of how to complain to Rochdale Borough Council are available at http://www.rochdale.gov.uk/council-and-democracy/contact-us/complaints-and-compliments/pages/complaints---social-care-servi.aspx

The extent to which the LGSCO will look at a complaint about the actions of a Safeguarding Adults Board are explained in detail in Appendix 1 of the LGSCO Guidance Statement, which is available at www.rochdalesafeguarding.com 

However, as the RBSAB is considered to be an administrative function of Rochdale Borough Council, they must be allowed to consider any complaint before it is referred to the LGSCO. More details are available at www.lgo.org.uk/make-a-complaint
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Traditional model





The traditional model typically includes:


· Appointment of a panel, including chair (usually independent) and core membership which determines terms of reference and oversees process


· Independent report author


· Involved agencies produce multi-agency chronology outlining involvement, and key issues (see below)


· Engagement of family members


· Overview report with analysis, lessons learnt and recommendations


· Relevant agencies produce action plans in response to the lessons learnt


· Formal reporting to the commissioning board and monitoring implementation across partnerships





Multi Agency Chronology


Chronologies are important tools particularly when combined across organisations. This enables a group of organisations to identify gaps in specific areas such as communication, decision making and risk assessment.





In this approach each agency produces a single chronology of involvement over the period that has been agreed as relevant to the investigation or review. They may also be asked to provide chronologies relating to more than one person of interest in the case. The chronologies are then combined. This enables the identification of grounds for further investigation or potential for learning and where this is the case, more detailed examination and discussion in a multi-agency workshop. This latter process will usually benefit from a facilitator.





Any identified learning points should be noted and translated into actions which are shared with the SAB and implemented.





Advantages of the traditional review approach


· More familiar to stakeholders, who may consider it more robust/objective


· Where public/political confidence may only be assuaged via a tried and tested approach


· Where there is multiple abuse or high profile cases/serious incident


· Methodology is likely to be compatible with a Children Serious Case Review/Domestic Homicide Review








Disadvantages of the traditional review approach:


· Can be overly bureaucratic


· Experience of protracted-implementation of lessons learnt/recommendations and may not be sufficiently responsive to time considerations


· Costly - costs may not justify the outcomes


· More likely to be perceived as attributing blame


· Frontline staff often precluded, so disengagement from process and subsequent learning





Systems Approaches





Industry, transport and military fields have lead the way in developing methods for investigating and analysing incidents and accidents. Approaches used by industry which can be categorised under this approach include Root Cause Analysis and Organisational Accident Causation Model. These methods have the benefit of being explicitly designed to understand why incidents have happened, and what can be extrapolated from them to improve future safety. They take a broad approach to the causes of incidents by looking at the organisational environment, culture and ways of working that affect individual actions and decisions. To understand these influences, they involve the professionals who were directly involved in the incident. Lastly, they provide a systematic approach to gathering information and a transparent process for analysing that information gathered. By this means they reduce the extent to which you only get the perspectives and views of the individual leading the review.





These industry incident investigation methods have been taken up by health care, and multi-agency child and adult safeguarding and action learning models linked more closely to these areas have been developed.





Specific action learning models which are relevant to adult safeguarding, include:


· Significant Incident Learning Process(SILP)- The process in adult safeguarding (SCIE)


· Social Care Institute for Excellence (SCIE) - Learning Together Model


· Systems Analysis of Critical Incidents -  The London Protocol 








Advantages of action learning review approach


· Significant evidence approach is much more efficient


· Swiftness of conclusion and embedding the learning


· Action learning approach enhances:


· Partnership working


· Mutual recognition of alternative partner perspectives


· Collaborative problem solving


· Involvement of both frontline staff/senior managers secures both strategic and operational perspectives.


· Unique perspective of staff involved in the case, reflective of the systems operating at the time


· Approach allows for identification of system strengths/positive practice


· Learning take place through the process and there is enhanced commitment to its dissemination





Disadvantages:


· Methodology less familiar to many




















Peer review approach





Peer led reviews provide an opportunity for an objective overview of practice, with potential for alternative approaches and/or recommendations for improved practice.





Although peer reviews tend to be wholly undertaken by one external team, there can be flexibility within this option regarding the balance of peer teams to maximise identified expertise and increase viability. They can be developed as part of regional reciprocal arrangements which identify and utilise skills and can enhance reflective practice. Such reviews can be cost effective and spread learning. Likewise, there can be flexibility regarding the exact methodology to be adopted in order to achieve the desired outcomes of the SAR.





The appointed peer team/panel should agree the Terms of Reference and specific methodology with the SAB.





Advantages of the peer review approach


· Objective - independent perspective to particular case/aspects of safeguarding practice


· Usually via trusted sources sharing common experiences/understanding


· Can be part of reciprocal arrangements across/between partnership


· Very cost effective, usually no fees incurred





Disadvantages of the peer review approach:


· Capacity issues within partner agencies may restrict


· Availability


· Responsiveness


· Where political or high profile cases deems local oversight is preferable





Multi-agency practice learning review





This approach is suitable where several organisations have been involved in a case and it has been determined that there is the potential for learning and/or a need to refine or introduce policies and procedures to improve how they can work together in the future, to minimise a repeat of the incident concerned.





The methodology should be proportionate to the incident, however it would normally involve the compilation of a multi-agency chronology, which is used to highlight critical areas for further examination within a facilitated workshop. The review should make best use of all available evidence including any single agency investigation reports and /or safeguarding investigations in order to maximise learning and reduce administrative burden. Normally a suitably qualified chair from one of the RBSAB member organisations would lead and facilitate the review and a report author commissioned from within the RBSAB partners, who is suitably independent to the case produce a summary report and action plan.





Key priorities are ensuring the participation of all organisations in the coordination of information, participation in the workshop and in implementing the action plan.
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Timescales


 








			


DAY


			





			0


			Agency submits Referral Form via e-mail 


to RBSB.admin@rochdale.gov.uk





			


			








			0


			Forwarded to the Independent Chair and Head of Safeguarding and Practice Assurance for Adult Care to confirm agreement for SAR Screening - decision shared with Business Unit. 





			


			








			5


			Meets threshold for SAR Screening


			Does not meet threshold for review


			Queries back to referrer





			


			


			








			





			





			


			Business Unit to notify Coroner of screening process


			


			


			





			


			


			


			


			





			


			


			


			Consider alternative processes: 


· Single agency audit/actions


· Multi-agency audit/actions


· Use Escalation Policy


Business Unit to action as appropriate with feedback to referrer if referral not accepted for SAR screening.





			


			


			


			





			6


			Business Unit send letter requesting information/case summary from RBSAB Members 


Date set for SAR Screening meeting.


			





			


			





			


			





			16 


			Information with summaries of involvement returned by agencies and collated by Business Unit.





			


			








			17


			Business Unit circulate combined agency returns to attendees of SAR screening meeting along with the Referral Form





			


			








			20


			SAR screening meeting held:


Review the facts and learning. Consider the case against Safeguarding Adult Review criteria. Agree any immediate action and attendees decide via a ballot whether it meets criteria for a SAR. Business Unit to complete notes from meeting, recording all challenge, strengths and decisions.





			


			








			25


			SAR screening minutes shared with SAR screening members and final decision signed off by Chair. Business Unit to follow-up on any agency queries. 





			


			








			28


			Business Unit sends outcome letter from Independent Chair to SAR screening attendees





			


			








			


			Agreement that the case does meet criteria for review


			Agreement that the case does not meet criteria for review


			Not in agreement re criteria





			


			


			





			


			





			


			Commence review


			No further action: all multi-agency learning addressed any outstanding single agency actions monitored for assurance by SAR Sub Group 


			Consult with Independent Chair who will make final decision on whether the criteria for a SAR has been met and attendees informed once decision has been made. 
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			Rochdale Borough Safeguarding Adult Board


SAR Referral Form* 








			Name and title of person completing this referral document


			AGENCY/Safeguarding Lead & Contact email:





			


			





			SUBJECT of this referral





			Name


			DoB/DoD


			Address – please include previous address if in a care home


			Ethnicity


			NHS Number/Name of GP





			


			


			


			


			








			Other household members/related persons including Next of Kin if known





			Name


			DOB


			Address


			Ethnicity


			Relationship to subject





			


			


			


			


			





			


			


			


			


			





			


			


			


			


			





			


			


			


			


			





			Has Next of Kin/family been informed of this referral?


			Has this referral has been signed off by your agency safeguarding lead?





			YES  /  NO


			YES / NO








			Other agencies known/understood to be involved








			Agency inc contact email


			Service you understand is/was being provided by that agency.





			


			





			


			





			


			















			


Please indicate how the case meets statutory SAR criteria


			Please tick  all that apply 





			An adult at risk has died as a result of abuse, neglect, or harassment, whether known or suspected, and there is a concern that partner agencies could have worked more effectively to protect the adult. 


			








			


An adult with needs for care and support, has not died, it is known or suspected that the adult has experienced serious abuse or neglect, and there is concern that partner agencies could have worked more effectively to protect the adult. 


			





			


An adult at risk is confirmed or suspected of being abused or neglected and the case is likely to be of public concern. This may include incidents of serious abuse or neglect within an institution, or agency providing services to adults at risk or where multiple abusers or victims are identified. 


			









Consent / Mental Capacity 


			Is the subject alive?





			Yes/No





			If yes, please confirm the subject has been informed of this referral. 


If not, why has the subject not been informed? 





Please note it is expected that the subject will always be informed, exceptional circumstances should be discussed with the RBSB Business Unit. 





			Please confirm below:





			In your professional opinion, does the subject have capacity to take part in the SAR process?





			Yes/No


N/A











Characteristics of case (Please tick)



			Physical Abuse


			


			Financial or material abuse


			


			Neglect or acts of omission


			





			Domestic Abuse


			


			Modern slavery


			


			Self-neglect


			





			Sexual Abuse


			


			Discriminatory abuse


			


			Other – please state below


			





			Psychological or emotional abuse


			


			Organisational or institutional abuse


			


			


			











			Case Summary of Safeguarding Concerns





			(200 words max: narrative, no chronologies)














			Summary of Services Provided by your Agency





			· Bullet points only


· 





			Other information for consideration by the screening panel





			No more than 100 words




















On completion – please submit to rbsb.admin@rochdale.gov.uk 


*refer to website Rochdale Safeguarding Partnership Board - Safeguarding Adult Reviews and Audits for further help and support to complete this form


Data Sharing Agreement (RBSAB) in place	                                           1
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Rochdale SIN-Rapid Review Flowchart 2022











Serious Incident Notification and Rapid Review Flowchart and Timescales







Before a SIN referral is submitted, advice must be sought from one of the Executive Partner representatives;


-Designated Nurse Safeguarding Children and Cared For Children (NHS Greater Manchester Integrated Care)

-Head of Safeguarding Unit & Quality Assurance (Safeguarding Children Unit)



GMP do not have to seek advice on potential referrals as they are sent directly from the Serious Case Review Unit.
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Working Together to Safeguard Children

Day 1 - RBSCP to write to referrer regarding the implementation of the Rapid Review Process. 

DAY 1 – Once the SIN notification information has been sent to national panel from RBC Children’s Services, the RBSCP will commence the Rapid Review process in accordance with National Panel’s timescales. 

Serious Incident Notification
The LA must notify National Panel if a child has been seriously harmed or died and abuse/neglect is known or suspected. Notification must be made within 5 working days of becoming aware of the incident.



The Rapid review process (timings) will not start until the SIN has been completed. 

Yes

Not met

NEXT STEPS COULD BE:

1. No further action as any relevant learning has been identified by the Rapid Review.

2. Local Safeguarding Child Practice Review – LSCPR process by RBSCP

3. A National Review – the National Panel may determine they wish to review and RBSCP team will support national reviewers to organise local input

DAY 15 - Rapid Review Case Discussion Tool submitted to national panel -Mailbox.NationalReviewPanel@education.gov.uk

DAY 13 - Rapid Review Case Discussion Tool draft circulated for comment with deadline for return on day 14. 

DAY 10 - Rapid Review meeting held. Panel makes decision regarding CSPR criteria and next steps. 

DAY 8 - RBSCP Business Manager & unit will review summaries submitted and circulate the combined returns to the Rapid Review Panel.

DAY 7 - Relevant agencies return information template for Rapid Review Panel

DAY 2 – RBSCP Business Support sends information request to relevant agencies with a deadline for return of day 7. 

No Further Action

Respond to referrer with decision 

Day 0 - Serious Incident Notification meeting to consider criteria for SIN and wither to proceed, to a notification being made. If a SIN is agreed, this is the responsibility of Children’s Social Care.  All 3 Executive Strategic Partners must be represented at the SIN discussion but this is chaired and lead by the Children’s Social Care representative.

Day 0 – Referral sent to Nominated Deputies and Executive Strategic Partners of RBSCP

DAY 0 - Agency submits SIN Form via e-mail to RBSB.admin@rochdale.gov.uk 
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Bury Integrated Safeguarding Partnership 

Safeguarding Adult Review (SAR)


Protocol 

To ensure you have an up-to-date copy of this Protocol

please visit https://burysafeguardingpartnership.bury.gov.uk/

Note: The BISP would like to acknowledge that the “Guidance” section of this document is based on the GM Safeguarding Adults Boards SAR Guidance 2020 and thank the authors of the document for their support.
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Section 1- Guidance and Overview

1. Introduction

This document sets out the arrangements by which the Bury Integrated Safeguarding Partnership (BISP) will conduct case reviews. It highlights the statutory duties, overall process for running a Safeguarding Adults Review (SAR), how the BISP will commission such work and the roles and responsibilities of agencies at each stage of the process. 

The core process that the BISP will utilise for all case reviews (both SARs and other reviews) is set out in this document.


It should also be noted that BISP are concerned with reviews of significant cases, some of which will become SARs and others may become reviews that will not meet the threshold but will be commissioned by the BISP when considered necessary.


The key aim of any review remains as set out in the following legislation:


· Care Act 2014.


· Domestic Violence, Crime and Victims Act 2004

A SAR should be conducted in a way which:


· Recognises the complex circumstances in which professionals work together to safeguard adults.

· Seeks to understand precisely who did what and the underlying reasons that led individuals and organisations to act as they did.

· Seeks to understand practice from the viewpoint of the individuals and organisations involved at the time rather than using hindsight.

· Is transparent about the way data is collected and analyzed and


makes use of relevant research and case evidence to inform the findings.

2. Care Act criteria for conducting a Safeguarding Adult Review

The requirements in legislation to carry out a SAR is set out in section 44 Care Act 2014


44 (1) A SAB  (Safeguarding Adults Board, note in Bury we have a joint Children’s and Adults Partnership – the Bury Integrated Safeguarding Partnership) must arrange for there to be a review of a case involving an adult in its area with needs for care and support (whether or not the local authority has been meeting any of those needs) if: - a) there is reasonable cause for concern about how the SAB, members of it or other persons with relevant functions worked together to safeguard the adult, and b) condition 1 or 2 is met.

(2) Condition 1 is met if – a) the adult has died, and b) the SAB knows or suspects that the death resulted from abuse or neglect (whether or not it knew about or suspected the abuse or neglect before the adult died).


(3) Condition 2 is met if – a) the adult is still alive, and b) the SAB knows or suspects that the adult has experienced serious abuse or neglect.


(4) A SAB may arrange for there to be a review of any other case involving an adult in its area with needs for care and support (whether or not the local authority has been meeting any of those needs).


(5)
Each member of the SAB must co-operate in and contribute to the carrying out of a review under this section with a view to —


a) Identifying the lessons to be learnt from the adult's case, and 

b) Applying those lessons to future cases.


Therefore, the Care Act requires SABs to arrange a SAR when: - An Adult in its area who is in need of care and support (whether or not the LA has been meeting any of those needs) dies as a result of abuse or neglect, or has experienced serious abuse or neglect, whether known or suspected

And

There is concern that partner agencies could have worked more effectively to protect the adult.


SABs are free to arrange for a SAR in any other situations involving an adult in its area with needs for care and support.


The SAB will be primarily concerned with considering the most appropriate model of review. The review will promote: -

· Effective learning


· Improvement action to prevent future deaths or serious harm occurring again

· Opportunity to explore examples of good practice to identify lessons to apply to future practice

3. The Six Safeguarding Principles

  Each review must reflect the following Care Act Principles:

Empowerment – Personalisation and the presumption of person-led decisions and informed consent.


Prevention – It is better to take action before harm occurs.


Proportionality The least intrusive response appropriate to the risk presented

Protection – Support and representation for those in greatest need.


Partnership – Local solutions through services working with their communities. Communities have a part to play in preventing, detecting and reporting neglect and abuse.


Accountability – Accountability and transparency in delivering safeguarding.


In the context of these principles the BISP will conduct reviews ensuring:

· A culture of continuous learning and improvement, promoting the well-being and empowerment of adults, promoting good practice and focusing on opportunities to apply what works.


· A culture of transparency is created that identifies a flexible and proportionate environment for learning.


· A proportionate response that identifies timely action is taken to respond to the need for systematic or professional changes.


· Safeguarding Adult Reviews will be led by individuals who are independent of the case under review and of the organisation whose actions are being reviewed.

· Involvement of professionals in the review to be invited to contribute their perspective without fear of being blamed for actions they took in good faith.

· Families are invited to contribute to the reviews, understanding how they are going to be involved.

4. The Purpose of a SAR

The purpose of having a SAR is not to reinvestigate or to apportion blame, it is to establish whether there are any lessons to be learnt from the circumstances of the case, about the way in which local professionals and agencies work together to safeguard adults. It is purpose of the SAR Panel to ensure the following key components of any SAR are achieved (see roles and responsibilities section for more detail): 


· Seek to determine what relevant agencies and individuals involved in the case might have done differently that could have prevented harm or death


· Identify lessons learned and apply to future practice


· Be trusted and safe experiences for practitioners


· Encourage honesty and transparency


· Share information between organisations to obtain maximum benefit


SARs are not disciplinary proceedings, and should be conducted in a manner, which facilitates learning, and appropriate arrangements must be made to support staff.


SARs are not enquiries into why an adult has died (or been significantly injured), or who is culpable. These are matters for criminal courts and coroner’s courts.

5. Notification

The BISP is the only body that can undertake a SAR. Any professional from any agency however can make a referral.

Making a referral - Any agency, professional or other individual must refer a case believed to conform to the Safeguarding Adult Review criteria.  A referral must be made using the Safeguarding Adult Review Referral Form (See referral form Appendix 1). 

Colleagues are encouraged to discuss their concerns with their organisation’s safeguarding lead prior to making a referral. 

Discussions regarding the appropriateness of referring a case are welcomed by the BISP Business Manager (see for contact details) 

On receipt of the referral, the BISP Business Unit will ensure that the relevant agencies and personnel are briefed. 

6. Links with other reviews

The BISP will consider how the review process with other relevant investigations such as Domestic Homicide Review (DHR) can dovetail at the beginning of the review and how duplication can be avoided.  Any review will need to take account of a Coroners Inquiry and criminal investigations to ensure that relevant information can be shared without incurring significant delay or prejudicing other reviews.  It will be the responsibility of the BISP Business Unit Manager to ascertain as to whether any other reviews are ongoing at the time of the SAR and advise the appropriate group (i.e., Scoping Panel or SAR Panel) in order to minimise duplication

· Joint Borough SAR’s

Safeguarding Adult Reviews held jointly with other Safeguarding Adults Boards will adopt the learning and improvement framework of the Board hosting the review.  Learning for the BISP from these reviews will be facilitated by the Case Review Group.

· Concurrent Police Investigations or Judicial Proceedings

The SAR will need to take account of a Coroners Inquiry and criminal investigations to ensure that relevant information can be shared without incurring significant delay in the review process.  The appointed Reviewer/BISP Business Manager will consider any required actions ensure contact is made to minimise avoidable duplication. Raising to the BISP Independent Chair/Scrutineer if required. 

· Coroners

Coroners are independent judicial office holders who are responsible for investigating violent, unnatural deaths or deaths of unknown cause, and deaths in custody, or otherwise in state detention, which are reported to them. The Coroner may have specific questions arising from the death of an adult who was at risk of abuse or neglect or who may have suffered such abuse or neglect. These are likely to fall within one of the following categories:

· Where there is an obvious and serious failing by one or more organisations.

· Where there are no obvious failings, but the actions taken by organisations require further exploration/explanation.

· Where a death has occurred and there are concerns for others in the same household or other setting (such as a care home).

· The Coroner or his or her officers identify deaths that fall outside the requirement to hold an inquest but follow-up enquiries/actions.

· In the above situations, the BISP will consider also instigating a SAR

7. Timescales

More detail with regard to timescales relating to the various stages of the SAR process can be found in the Procedure, Roles and Responsibilities section below.  However, the BISP will aim to complete every SAR within 6 months of referral receipt. Where this is not achievable i.e., request by the adult to delay the review, unavoidable delay due to other parallel process (for example a criminal trial) all interested parties will be advised – regular status reports will also be provided to the BISP Adults Business Group, BISP Case Review Group and appropriate external stakeholders (i.e., Coroner). 


8. Appointment of SAR Reviewer 

It is essential that the SAR is led by someone who is independent of the case, in that they will not have been involved as a practitioner and their affiliated agency will not have had any involvement or contact with the adult who is the subject of the Review.

The Reviewer will be selected by the Scoping Panel. 


The Scoping Panel consists of: 


· BISP Business Manager


· SAR Leads – Representatives from Bury CCG, Bury Local Authority and GMP I & SR Team 

The Reviewer will be responsible for effectively leading and coordinating the SAR Panel and producing the final Overview Report. The report will be quality assured throughout by the SAR Panel with responsibility for final agreement and sign-off sitting with the BISP Strategic Group. 

The Scoping Panel will look to match the skills and experience of the author to the needs of the review. Reviewers however will be expected to have the following core skills:  

· Strong leadership and ability to motivate others

· Expert facilitation skills and ability to handle multiple perspectives and potentially sensitive and complex group dynamics

· Collaborative experience and knowledge of participative approaches

· Ability to find and evaluate best practice

· Good analytic skills and ability to manage quantitative and qualitative data

· Knowledge of safeguarding adults

· Ability to write for a wide audience and have an understanding of the complexity of the health and social care system

Additionally, the Reviewer will:


· Be wholly responsible for their own personal taxation responsibilities.


· Give assurance that they understand the requirements of the General Data Protection Regulations and how it impacts on the retention of any information stored by them connected to the SAR.

More detailed expectations in relation to the Reviewer role can again be found in the Procedure, Roles and Responsibilities section below.

9. Membership of the SAR Panel


· Representatives will be agreed by the Scoping Panel and Reviewer following Stage 4 of the process - “Drafting SAR Arrangements”.

· Representatives will not be directly involved in the case but will have knowledge of the service and practice within it.


· Representatives will be consistent, deputies permitted in exceptional circumstances. 

· The Core agencies forming the main body of the Panel are as follows:


· Bury Council Adult Care Services 

· Bury CCG


· Greater Manchester Police – Serious Case Review Team


· National Probation Service


· Northern Care Alliance


· Pennine Care (N

· Additional persons or agencies may be co-opted into the Panel at any point. 

10. Frequency of the SAR Panel

The frequency and timeframe for Panel meetings will be set by the Scoping Panel in collaboration with the Reviewer and will be finalised at the first Panel meeting. The timings of the meetings will support the 6-month completion deadline.  

11. Quoracy

In order to be quorate, the SAR Panel and Scoping Panel will require a minimum of one representative from each Statutory Partner as defined in the Care Act: -

· Local Authority


· Clinical Commissioning Group


· Greater Manchester Police

12. Agency Chronologies

Chronologies are used to inform the Review. Chronologies should be undertaken by managers who have not had operational responsibility for the case but understand the service. The Chronologies should reflect current practice, timelines will be case dependent.

Where it is not possible for a Chronology to be completed by a person independent of the case – this must be declared on the Chronology report. 

13. Methodology

SARs can be conducted in a variety of ways. Traditional methods involve analysis of the involvement of agencies, led by an independent overview report author. With this method, individual agencies are asked to review the practice within their organisation through Individual Management Reviews (IMRs) and Chronologies, which then form part of an Overview Report.

Other methods considered for a review:


· Action Learning Approach

· Peer Review Approach

· Thematic Reviews

· Single Agency Review

· Practitioners Learning Events Meeting

The Scoping Panel will, with the Reviewer, agree the methodology best suited to the circumstances of each individual case.

14. Involvement of the Adult, Family Members, Friends, and other Support Networks

Care Act 2014 statutory guidance indicates that adults, their families and/or representatives should be invited and supported to contribute to SARs. This will enable an inclusive approach and ensure that their wishes, feelings and needs are fully considered. The Reviewer and BISP Business Manager will arrange for contact to be made with the adult, their family and/or representative to inform them that a SAR referral has been received and accepted for scope and to establish:

(a) How they would like to be involved, e.g., telephone conversation, written communication, face to face conversation


(b) Any support or adjustments they would need to facilitate their involvement


(c) Their initial views, wishes, concerns and any answers/outcomes they would like to achieve from the SAR


See Appendix C and D for templates advisor letter and the SAR information leaflet.  


Bury Council (via the Adult Social Care BISP representative) will also arrange an independent advocate for adults who are subject to a SAR if the following two conditions are met:


1. That if an independent advocate were not provided the person would have substantial difficulty in being fully involved in the process


and  


2. There is no appropriate individual available to support and represent the person’s wishes who is not paid or professionally engaged in providing care or treatment to the person or their carer


It is for Bury Council to form a judgement on a case-by-case basis about whether the adult has ‘substantial difficulty’ in being involved in the SAR process.


The role of the Independent Advocate is to support and represent the person and to facilitate their involvement in the key processes and interactions with Bury Council and other organisations as required for the SAR, to help them to understand and take part in the review.

Family members can also offer a unique perspective into how the delivery of services and involvement of agencies were viewed and responded to. It is essential that, where appropriate, the SAR panel have opportunities to listen to family experiences and perspectives and that their accounts contribute meaningfully to the final report.

Family members can include:

· Siblings


· Parents


· Carers


· Grandparents


· Other significant family members identified from the Family Association Network/Genogram.


As a minimum the adult, their family and/or representative to family members should be:

· Notified of the review process, what that means for them and how they can access support – including impact of media coverage.


· Given the opportunity to set the level and frequency of contact to ensure they are kept informed.


· Supported to contribute to the review process – either in writing, by meeting with the SAR panel, sharing views via a third party or by other means identified by the review panel.


· Included in feedback about the learning identified by the Review Panel.


· Informed and prepared for the publication of the report in a timely manner – again including the likelihood of media interest.


· Provided with a read only copy of the report to which they can review and comment on prior to publication but not retain; where possible any relevant comments should be incorporated into the final version – a ‘hard’ copy of the report should not be provided until the report is in the public domain.

· Receive accessible information about the SAR process and other mechanisms for redress if they have concerns/complaints. 


15. The Overview Report

The Overview Report brings together the learning, themes identified from the review and will analyse and comment on the effectiveness of practice, and the systems used to safeguard and promote the welfare of the adult.

The Report will firstly be presented to the SAR Panel by the Reviewer. This provides an opportunity for the SAR Panel to quality assure the document, reference the identified learning and to ensure an opportunity for the findings to be challenged where necessary. Several report drafts may be produced before the final document is agreed.  

It is also the responsibility of the SAR Panel to ensure that the actions and recommendations included in the report are SMART and reflect local /national policies and protocols.  The SAR Panel will also ensure actions plans, 7-minute briefings and any other required supporting documentation is completed ready for presentation to the Strategic Group.

Once agreed by the SAR Panel the Reviewer will present the report to the BISP Strategic Group, supported by the BISP Business Manager. The Independent Chair/Scrutineer must always either be present at the meeting or have an opportunity to assess/comment on the report. 

It will be the responsibility of the Strategic Partnership and its Independent Chair/Scrutineer to finalise recommendations/actions from the Overview report.

The SAR report will: -

· be concise


· anonymised


· provide a sound analysis of what happened


· provide an analysis of why and what actions need to be taken to prevent an occurrence happening in the future


· be written in plain English


· contain findings of practical value to organisations and professionals


16. Action Plans

A draft action plan will be developed by the SAR Panel with a focus on improving outcomes for adults at risk of abuse or neglect. Once approved by the Strategic Partnership the progress monitoring of the Plan will sit under the Case Review Group until Plan completion. 

The Case Review Group will be responsible for scrutinising supplied evidence, support to remove blockages or escalation to the Adults Business Group where progress is not made and, presenting the action plan to the Adults Business Group on its completion.   

Each agency will be responsible for regularly feeding back and providing evidence regarding their specific actions until action completion. The BISP Business Unit will collate submitted evidence and action updates on behalf of the Case Review Group. 

 Action plans will include the following as standard: 

· A timeline for publication of the report should be developed and where possible a date identified.

· Action is taken by the BISP to share the findings of the report with the practitioners who contributed to the Practitioners Learning Event and with family members.

· BISP will identify how it will share the lessons learned, and practice impact with the wilder workforce in the local area. (e.g., 7-minute briefings and newsletters)

· The action plan will be regularly reviewed, and its impact evaluated as per existing BISP processes.

17. Informing the BISP Annual Report

The findings from any SAR will be featured in the BISP Annual Report including what actions the Partnership has taken or intends to take in relation to the findings. Where an action identified as part of the SAR is subsequently not implemented the rationale for this will also be stated in the Annual Report.

18. Communication Strategy/Publication

The BISP Strategic Group, in consultation with the Independent Chair/Scrutineer, will consider publication of the report on a case-by-case basis. The BISP Business Unit will write to the adult, their family or carers (where appropriate) to inform them of decision regarding publication. 

Any press or media interest should be directed to Bury Councils press officer. The BISP Business Unit will prepare a press statement prior to the publication for any SAR or will work with Bury Council’s press office to manage press/media interest in relation to an ongoing SAR. 

All SAR reports will be considered for publication on the BISP website https://burysafeguardingpartnership.bury.gov.uk/ 

HM Coroners may also want to view the final report. The independent Chair of the Safeguarding Board and/or the BISP Business Manager will liaise with the Coroner’s office as appropriate.

19. Escalation & Complaints procedure

If the adult subject of the review is opposed to a SAR being commissioned, then further work is required to ensure that they understand the statutory responsibilities around SAR’s and the legal requirements to commission such reviews where criteria are met.  Further activity would then need to be considered to ensure the adult, if they so choose, feels included or is informed with regard to the process i.e., fully represented by family friends or advocates.


Where there is challenge to matters relating to the SAR Protocol or process, concerns should be communicated to the Business Unit Manager who will raise these for discussion within the most appropriate forum e.g., SAR Panel, Case Review Group, Adults Business Group, the Strategic Group and the Independent Chair.  

The Independent Chair however will have the final decision-making authority to agree what action is taken where there are concerns or challenge in relation to a recommendation from the SAR Review Panel. 

Where a complaint is received about a Board process, for example a Safeguarding Adult Review, this will initially be investigated and responded to by the BISP Business Manager with a written response provided within 28 days of receipt.

If the complainant is unsatisfied with the response the Business Manager will arrange for their complaint to be considered by the Independent Chair/Scrutineer.

The Independent Chair/Scrutineer will provide a further written response again within 28 days of receipt of escalation. All written complaint responses will include details of how to contact the Local Government Ombudsman.

The BISP Business Manager will ensure that a record is kept of complaints received, responded to and those referred to partner agencies. Complaints and copies of responses will be securely retained in accordance with the principles of data protection legislation.

Section 2 – Procedure, Roles and Responsibility
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                   Safeguarding Adults Review (SAR) – Activities Flowchart






Key Individuals/Groups involved in this process:


		Adults Business Group




		The Adults Business Group is a multi-agency Board who oversee the adult safeguarding business element for the BISP. The Group is chaired by the BISP Independent Chair. 






		BISP Business Unit




		The Business Unit provide the support function to the BISP Business and are the main contact point for the BISP – including providing facilitation support for SAR’s. 






		Core Agencies




		The Core Agencies are a group of agencies who will form the main body of any SAR Panel, irrespective of whether their agency has had involvement or contact with the adult who is the subject of the Review. 


· Bury Council Adult Care Services 


· Bury CCG


· Greater Manchester Police – Serious Case Review Team


· National Probation Service


· Northern Care Alliance


· Pennine Care NHS Foundation Trust

This Group also includes the BISP Business Manager. 



		Strategic Group

		The Strategic Group is a multi-agency executive Board who oversee the BISP.  The Group is chaired by the Independent Chair.  



		Independent Chair/


Scrutineer




		The Independent Chair/Scrutineer is a professional paid for by the BISP who is not affiliated to or employed by any of the core agencies. This professional provides a high level of independent challenge to the Partnership in relation to both child and adult safeguarding business. 


Currently the Independent Chair chairs the BISP Strategic Group and both Adult and Child Business Groups. 



		Reviewer 




		The Reviewer is the professional who will lead the SAR and chair the SAR Panel. 


This officer will not be affiliated to or employed by any of the agencies who have had involvement with the adult who is subject to the Review. 


This officer may come from one of the core agency groups or be a self-employed professional. 



		SAR Leads




		The SAR leads are officers from the 3 responsible bodies (as defined by the care act) – currently identified as: 


· Bury Council Head of Adult Safeguarding


· CCG Head of Safeguarding, Designated Nurse Adult Safeguarding, 

· Greater Manchester Police, I & SR Team Designated Officer



		SAR Panel




		The Panel will consist of all core agencies plus professionals who are required due to their specific involvement with the adult or due to their specific professional expertise. 



		Scoping Panel 




		The Scoping Panel will consist of:

· BISP Business Manager


· SAR Leads


· Independent Chair/Scrutineer





Stage 1 - Pre-Referral 


Requests for a SAR may come from any of the BISP statutory or partner organisations, the Coroner, MPs, Elected Members and other interested parties.


Any agency wishing to make a referral must complete a SAR a referral form (See Appendix A). The referral form advises what criteria must be met for a SAR to be considered and also guides the referrer through what information is required so that proper consideration can be given. 

It is requested that where possible all referrals are discussed with the BISP Business Unit prior to submission. 


Referral forms and any queries in relation to whether the case meets the threshold for referral must be sent through to the BISP Business Unit, details below. 

The SAR process is a learning review and as such it is essential that where possible we involve either the adult or their relatives/advocate. Before submitting a review, the referrer is encouraged to speak to the adult/relative etc in order to gain their views and explain how the SAR process works and why the referral is being made. 

		Stage 1 Pre-Referral 



		Person/Agency Responsible

		Timescale

		Activity Summary Key Actions



		Any Agency




		As soon as practicable. 

		Identification of a Potential SAR


· Where appropriate take immediate action to ensure the adult or any other at-risk adults are safe/protected. 


· View the SAR referral form to assess whether criteria has been met.


· Prior to submission sense check referral by either:


· Speaking to own organisation Safeguarding Lead/Manager. 


· Contacting the BISP Business Unit for advice


· Consult with the adult or relative/advocate to advise them a referral will be made and your rationale for doing so. If possible, gain their views and wishes for inclusion in the referral form.  



		Documents/Information for this stage: 


Contact details for BISP - Appendix E

SAR referral form – Appendix A





Stage 2 Referral and Initial Decision Making 

On making a referral it is essential that referrer includes clear, concise and relevant information regarding the cases and the reasons why they feel the SAR criteria has been met to ensure a decision whether to proceed further can be made quickly. 


Every referral will receive and acknowledgement from the BISP Business Unit within 5 working days from receipt. Should an acknowledgement not be received it is the referrer’s responsibility to contact the Business Unit to request and update.  


The BISP will aim to complete every SAR within 6 months of referral receipt. Where this is not achievable i.e., request by the adult the delay the review, unavoidable delay due to other parallel processes (for example a criminal trial) all interested parties will be advised – regular status reports will also be provided to the Adults Business Group and Case Review Group. 


Once a referral is received it is logged and given a unique reference number. This reference number will be used throughout the Review to identify the case. 


The referral is scrutinised by the SAR leads (as identified below) who within 5 working days from receipt from the BISP Business Unit will view the referral for its validity, assess as to whether any further information is required and will come to an initial decision as to how the referral will proceed. Where there is a difference of opinion the majority view will be the deciding factor.

The decision of the SAR leads will also be sent to the Independent Chair/ Scrutineer for scrutiny. The Independent Chair/Scrutineer has the authority to challenge and alter the decision of the SAR leads. 


Should the referral not proceed at this stage to a SAR all parties (including the referrer, adult/family/advocate) will be advised. Alternative options are described as below.  

		Stage 2 - Referral and Initial Decision Making



		Person/Agency Responsible

		Timescale Guide

		Activity Summary Key Actions



		Any Agency

		As soon as practicable.

		Making a Referral

· Gather initial information and clarify facts.

· Complete all elements of the SAR referral form and send to the BISP Business Unit.  

· If no acknowledgement of referral received within 5 working days contact the BISP Business Unit again to request and update. 


· Respond to request for further information/clarification. 


· Where a decision is made not to progress referral further and there is a need to challenge. Raise again with BISP Business Unit who will support escalation to the Case Review Group and/or Adult Business Group. 



		BISP Business Unit

		Within 5 working days. 

		Receipt and Validation Checks


· Receive and acknowledge receipt to the Referrer. 

· Complete initial validation checks – if does not pass validation contact the referrer to clarify. 


· Following validation checks forward the referral onto Safeguarding Leads. 


Processing Decision (following decision by SAR Leads)


Advise Independent Chair/Scrutineer of decision outcome. 


Not progressed:


· Log rationale for not proceeding and advise referrer. 


· Table decision for information at subsequent Case Review Group. 

· Where alternative process has been recommended work with the Safeguarding Leads to facilitate next steps. 

SAR Threshold met

· Log rationale.


· Advise adults Business Group and Strategic Group of possible SARs. 


· Business Manager to make enquiries into whether any other review type has also begun. 



		SAR Leads 

		Within 2 working days of receiving the referral. 

		Initial Screening Decision


· Receive and acknowledge receipt of the referral to the BISP Business Unit. 

· Check validity of referral and request further information if needed. 

· Hold virtual discussion and reach agreement on next steps. 


· Where threshold for SAR not met – consider potential other options i.e., single agency audit, multi-agency audit, escalation, themed assurance report, working with BISP Business Unit to facilitate alternative process.  


· Compose and agree response and rationale for decision and forward to BISP Business Unit, including where threshold is met, which agencies other than the Core Agencies should be approached for the initial information gathering stage, what information should be collected and the timeframe parameter. 





		Independent Chair/Scrutineer

		As soon as practicable following receipt of decision. 

		Provide scrutiny in relation to the initial screening decision and confirm agreement with decision or raise challenge/query where appropriate. 


Offer advice, support and direction where required.



		Core Agencies and any other identified agencies.

		As required.  

		Where required (i.e., due to expertise in specialist area of work) members from Core Agencies may be called on to assist the SAR Leads in relation to the initial decision making of the referral progress or to support an alternative review method where a SAR is not progressed. 



		Case Review Group/ Adults Business Group

		As required. 

		Oversee and respond to challenge by the referrer/referring agency where a referral is not progressed.  


Where a SAR is not progressed and an alternative option for learning is chosen – the Case Review Group will oversee and scrutinise this process raising to the Adults Business Group on process completion.


Where a SAR is delayed work to remove blockages or providing ongoing scrutiny around rationale for delay. 



		Documents/Information for this stage: 


Rationale template form








Stage 3 – Information Gathering and Scoping Panel


Where a decision has been made to continue with the process – further information will be requested in the form of an agency summary and significant event chronology to all key agencies. These templates include instruction on how the documents should be completed and the considered timeframe. Note/ requests will always be sent to the core agency group. 


It is expected that, following the completion of the agency summary and chronology, if an agency identifies required actions for its service, they will action plan and progress these actions without delay rather than waiting for the completion of the SAR process. There will be opportunities to update progress against these actions into the review so that they can be credited in the final report. 


Once the above information is received a Scoping Panel will meet to review the submitted information. After consideration, a decision will be made as to whether SAR thresholds have been met or whether alternative options for progression should be taken. 


Where the Scoping Panel makes a decision to commission a SAR, they will at this stage start to draft the SAR framework and key lines of enquiry. The Scoping Panel will also identify a person to lead the SAR, this could be an appropriately experienced colleague from within the BISP or an Independent Reviewer. 


		Stage 3 - Information Gathering and Scoping Panel



		Person/Agency Responsible 

		Timescale Guide

		Activity Summary Key Actions





		BISP Business Unit

		As soon a practicable after decision is made. 

		Information Gathering


· Send out agency summary and chronology template to all key core agencies and any other agencies as identified.  


· Collate responses and chase where necessary.


· Arrange for initial meeting of SAR leads. 

Processing Decision (following decision by SAR Leads)


Not progressed:


· Log rationale for not proceeding and arrange to advise referrer, the adult/family or advocate. 


· Table decision for information at subsequent Case Review Group. 

· Where alternative process has been recommended work with the Safeguarding Leads to facilitate alternative process. 

Agreement to process to a SAR


· Log rationale and advise referrer and arrange to advise the adult/family or advocate. 

· Advise Independent Chair/Independent Scrutineer, Adults Business Group and Strategic Group of decision to proceed to SAR. 


· Advise all other involved agencies of decision to proceed to SAR. 


· Contact adult/family member or representative that SAR will be undertaken. 


· Contact Independent Reviewer and beginning commissioning arrangements.



		Core Agencies and any other identified agencies. 

		Within 1 week of receipt of request

		Response to Information Gathering


· Identify officer to complete agency summary and chronology. 

Where no information is held agencies must advise “nil return”. 

· Ensure response is within given timeframe or advise BISP Business Unit where this is not possible. 


· Inform BISP Business Unit where you have identified other involved agencies not included in request for summary and chronology information. 

· Ensure any required actions/interventions you have identified as part of the information gathering process for your agency are progressed /actioned following the completion of this phase. 



		SAR leads and BISP Business Manager. 



		Within 1 week of receipt of information

		Scoping Panel


· Meet to review chronology and agency summary and agree next steps. 

· Where threshold for SAR not met – consider potential other options i.e., single agency audit, multi-agency audit, escalation, themed assurance report. 


Work with BISP Business Unit to facilitate alternative process.


· Where agreed SAR should progress identify:


· Potential key lines of enquiry


· Areas where further information is required. 


· Potential Reviewers.


· Agree contact points for adult/family member/representative. 


· Compose and agree response and rationale for decision 



		Documents/Information for this stage:


Agency Summary Template


Chronology Template


Rationale template form


Letter to adult/family / information for family – Appendix C and Appendix D







Stage 4 – Drafting SAR arrangements


Following the identification of a Reviewer the Scoping Panel and the Reviewer will meet to further outline the SAR arrangements. This will include revising the key lines of enquiry and agreeing key milestones and meeting dates. 


The Scoping Panel will also identify, other than the core agencies, which additional agencies will need to be represented on the SAR Panel. 


On the advice of the Reviewer the Scoping Panel will also agree the model for the Review. 


In Bury Practitioner Events have worked well and it is therefore likely that in Bury we will continue to utilise this method of learning. A practitioner event is where practitioners who have been involved with the adult have the chance to meet to confidentially discuss the case, review what worked well and where development areas are needed. This method is useful as it can identify stress points between policy/strategy and practice. These events would normally be led by the Reviewer. 


		Stage 4 - Drafting SAR arrangements



		Person/Agency Responsible 

		Timescale Guide

		Activity Summary Key Actions





		BISP Business Unit

		As soon as practicable following Scoping Panel Instruction

		Prior to the Scoping meeting


· Arrange and facilitate meeting. 


· Provide a summary of the circumstances leading to the review.

· Collate and disseminate all associated documentation to the Scoping Panel.  

· Collate a universal chronology.  


Post Scoping meeting


· Produce commissioning letter.


· Arrange dates/venue for Panel.


· Follow up on any additional requests for information.

· Contact all Panel members to:


· Advise dates of Panel meetings and next steps


· Confirm role and responsibilities of panel members

· Advise draft key lines of enquiry


· Share all agency summaries, chronology and universal chronology and details of Independent Reviewer. 



		Scoping Panel will consist of:

SAR leads, BISP Business Manager and Reviewer




		As soon as practicable

		Scoping meeting:


· Officers will review chronologies and agencies summaries prior to the meeting. 


· Agree on model for the Review


· Agree Timeline for the Review


· Agree Panel Membership


· Identify any missing information and agree actions to retrieve. 


· Draft the Key lines of enquiry ready for initial panel meeting.


· Identify any possible parallel reviews.



		Reviewer Contract letter 


Practitioner event briefing





Stage 5– The SAR Panel 


The responsibility of the SAR Panel is to oversee and ensure the positive and timely progress of the Review.  


The Panel will be led by a “Reviewer” this officer will be independent of the case in that they will not have been involved as a practitioner and their affiliated agency will not have had any involvement or contact with the adult who is the subject of the Review.  


The Reviewer will be selected by the Scoping Panel who will look to match the skills, experience and expertise of the Reviewer to the key areas of work identified during the initial information gathering and scoping. 


It is the role of the Reviewer to gather all available information from the various involved agencies in order to identify areas of good practice or where development is needed, presenting key findings and recommendations in the form of an Overview Report. 


The SAR Panel members will comprise of the core agencies as identified above and other expertise or interested parties as identified by the Scoping Panel. Panel members will provide the main support mechanism for the Reviewer by providing expertise and professional challenge to the process. This expertise will also include guiding the Reviewer as to local policy/pathways and protocol. 


Panel members are vital to the progress of the review and will act as the single point of contact for their agency by ensuring actions and requests for information receive a timely response. Panel members will also have the responsibility of developing and arranging for the progress of their own agency response to the Review findings; ensuring feedback relating to actions outstanding at the closure of the Panel is fed into the Case Review Group.


		Stage 5 - SAR Panel 



		Person/Agency Responsible 

		Timescale Guide

		Activity Summary Key Actions





		BISP Business Unit

		As required

		Supporting the Panel


· Provide practical support to the Independent Reviewer and keep them informed about current events/ issues.

· Provide single point of contact for all those involved in the process including the adult/family members/representatives. 


· Provide single point of contact for any parallel review processes – providing feedback to Independent Review and SAR Panel when required. 


· Co-ordinate the review process including arranging and minuting associated meetings and associated learning events. 


· Raise any issues/blockages/delays via the appropriate channels. 


Following conclusion of SAR Panel


Arrange for the Independent Reviewer to present to the BISP Executive Group. 






		Independent Reviewer 

		As per agreed timeline.

		SAR Panel


· Ensure adherence to local SAR protocol (including timescales).

· Have adherence to and ensure no conflict with any parallel review processes.

· Ensure that the adult and/or their family member/representative have a voice and are given the opportunity to contribute to the SAR.


· Where appropriate obtain feedback/experience of the person who caused harm. 


· Chair and Manage all Panel Meetings and where arranged associated learning events.  


· Provide clear outlines of the methodology and expectations 


· Co-ordinate and clearly determine Terms of Reference for the SAR Panel.

· Critically appraise and analyse agency reports.

· Offer appropriate challenge to accepted ways of working and encourage an organisational learning approach to looking at doing things differently. Highlight areas of positive/ good practice as well as areas for development.

· Escalate any obstacles encountered obtaining agency information to the BISP Business Manager. 

· Draft and develop Review document including recommendations that focus on improving outcomes for vulnerable adults and SMART actions.

· Contribute to and guide action planning and learning briefs.

· Ensure all outcomes as identified as part of the contractual process have been met.





		Core Agencies and Identified Key Agencies. 

		As per agreed timeline.

		SAR Panel 


· Act as a single point of contact for own agencies ensuring response to actions/requests for information are completed in a timely fashion – removing blockages where necessary. 

· Have adherence to the Bury SAR Protocol principles.

· Provide active professional challenge, insight and support to the Panel – either via self or fully briefed deputy.

· Contribute to identifying good practice and key actions for agencies. 


· Quality assure single agency timelines submitted and contribute to the analysis of the information.

· Quality assure the Overview Report (including working drafts) ensuring the report is accurate and any actions /recommendation are SMART and are in accordance with local policies, procedures and pathways. 


· Identify and fully brief practitioners for the learning event from own agency – acting as or arranging for a point of contact / support throughout the Review process.

· Where required act as the Panel representative at the practitioner event. 


· Coordinate own agency response to final Review recommendations ensuring necessary action plans and governance arrangement are in place.


· Contribute to development of learning briefs.


· Ensure any issues or blockages which cannot be resolved at Panel are escalated appropriately. 

· Agree Panel recommendation to the Strategic Group regarding Review publication. 








Stage 6 – Executive Approval, Dissemination and Action, Recommendation Action and Monitoring


Following sign off by the SAR Panel the Overview Report will be presented by the Reviewer to the BISP Strategic Group for final scrutiny and approval. This Group is chaired by the BISP Independent Chair. 


This Strategic Group will again support the Reviewer by providing professional insight and challenge and will provide the final level of quality assurance relating to the Overview Report. This Group will also make the final decision as to whether to publish the report or where it is decided not to publish – how information and learning should be shared across the Partnership. 


Following approval, the BISP Business Unit will disseminate copies of the Overview report and a 7-minute briefing illustrating key case and learning details to the SAR Panel, the Adults Business Group and the Case Review Group. These documents will also be uploaded to the BISP website. 


As advised in Stage 5 the SAR Panel members will also have the responsibility of developing and arranging for the progress of their own agency response to the Review findings; ensuring feedback relating to actions outstanding at the closure of the Panel is fed into the Case Review Group. 


On behalf of the BISP the Case Review Group will then have the responsibility of monitoring progress against the SAR actions and recommendations until the completion providing professional challenge, support and guidance where needed. 


		Stage 6- Executive Approval  



		Person/Agency Responsible 

		Timescale

		Activity Summary Key Actions





		BISP Business Unit

		As per agreed timeline.

		Supporting Sign off:


· Support the Reviewer to present the Overview Report to the Strategic Group


· Arrange extraordinary meetings where required. 


Following approval of Overview Report


· Develop and publish 7-minute briefing.


· Arrange for dissemination of Overview Report and 7-minute briefing to SAR Panel, Adults Business Group and Case Review Group. 


· Upload to BISP website (where agreed to publish)






		Independent Reviewer

		As per agreed timeline.

		Following conclusion of SAR Panel


· Present the Overview Report to BISP Strategic Group. 


· Following presentation to the BISP Strategic Group amend as agreed and finalise the Overview Report. 


· Visit and/ or contact (with SAR Chair/ Co-ordinator) the adult or their family/representative to feedback learning from the Review and decisions around publication.





		Executive Group including Independent Chair/Scrutineer

		As per agreed timeline.

		Approval

· Have adherence to the Bury SAR Protocol principles.

· Provide active professional challenge and insight to the Reviewer either via self or fully briefed deputy.

· Contribute to identifying good practice.

· Quality assure the Overview Report ensuring the report is accurate and any actions /recommendation are SMART and are in accordance with local policies, procedures and pathways. 


· Agree and approve final Overview Report. 


· Consider Report publication providing clear rationale when a decision not to publish is made. 


· Ensure own agency recommendation are progressed through appropriate governance. 





		Dissemination and Action / Recommendation Action and Monitoring



		SAR Panel

		Until action/


recommendation completion

		Following approval of Overview Report


Ensure that learning is disseminated and embedded into own agency – arranging for updates to be provided to the Case Review Group as to how this has been achieved. 






		Case Review Group

		Until action/


recommendation completion

		Following approval of Overview Report


· Monitor and record the progress of actions/ recommendations


· Scrutinise individual agency response to above actions/recommendations – providing professional challenge/support. 

· Inform blockages/issues that cannot be resolved are raised with the Adults Business Group. 





Section 3 – Appendices


Appendix A – SAR Referral Form


CONFIDENTIAL WHEN COMPLETED  
                                                 

		Bury Integrated Safeguarding Partnership 


SAFEGUARDING ADULT REVIEW REFERRAL FORM





Cases should be referred initially to the Safeguarding lead for your organisation for consideration if an adult at risk of abuse or neglect has died or been seriously harmed, and abuse and neglect are believed to have been a factor.

This form can be completed by any professional who has become aware of a case where the above criterion is met. All information provided should adhere to information sharing protocols and have due regard to the Mental Capacity Act and Best Interest Decision protocols.

Please note there is a statutory duty (Care Act 2014 Section 45) for agencies to share relevant personal data with the Bury Integrated Safeguarding Partnership

		To make a referral please complete this form only


· Provide as much information as is known at the time you complete referral in order to make a notification to the Bury Integrated Safeguarding Partnership (BISP)

· If information is not available at this time do not delay in sending in notification 



		CRITERIA FOR SAFEGUARDING ADULT REVIEW


(1) The BISP must arrange for there to be a review of a case involving an adult in its area with needs for care and support (whether or not the local authority has been meeting any of those needs) if - 


(a) There is reasonable cause for concern about how the BISP, members of it or other persons with relevant functions worked together to safeguard the adult, and


(b) Condition 1 or 2 is met.


(2) Condition 1 is met if – 


(a) the adult has died, and


(b) The BISP knows or suspects that the death resulted from abuse or neglect (whether or not it knew about or suspected the abuse or neglect before the adult died).


(3) Condition 2 is met if - 


(a) the adult is still alive, and


(b) The BISP knows or suspects that the adult has experienced serious abuse or neglect.


(4) The BISP may arrange for there to be a review of any other case involving an adult in its area with needs for care and support (whether or not the local authority has been meeting any of those needs).


(5) Each member of the BISP must co-operate in and contribute to the carrying out of a review under this section with a view to - 


(a) identifying the lessons to be learnt from the adult’s case, and


(b) applying those lessons to future cases.





		REFERRAL DETAILS



		Date of Notification

		



		Name of Referrer

		



		Role of Referrer

		



		Agency

		



		Address

		



		Tele

		



		Email

		



		Name of agency safeguarding lead

		



		ADULT DETAIL (SUBJECT OF REFERRAL)



		First Name(s)

		

		Surname

		



		Known Alias(is)

		



		Date of Birth

		



		Home Address

		



		Date of Death


(if applicable)

		

		Date of Incident


(if applicable)

		



		Gender

		

		Disability

		



		Ethnicity

		

		Faith / Religion

		



		GP Name

		

		GP Practice Contact Details

		



		LEGAL STATUS OF ADULT (tick as appropriate)



		Detained under Mental Health Act

		

		Subject to Section 117 (Mental Health Act)

		



		Lasting / Enduring Power of Attorney Registered for Health/and, or Finances?

		

		Subject to Deprivation of Liberty Safeguards (DoLs) & Liberty Protection Safeguards (LPS)

		



		Legal Status Unknown 

		

		Other (please add in)




		



		HAS THE PERSON OR THEIR REPRESENTATIVE BEEN CONSULTED ABOUT THE REFERRAL? YES/NO



		(Further Comments)








PLEASE GIVE AS MUCH INFORMATION AS POSSIBLE TO DEMONSTRATE REASON FOR REFERRAL AND THAT CRITERIA IS MET.


PLEASE NOTE THAT PURPOSE OF REFERRAL IS TO DETERMINE IF CASE MEETS CRITERIA FOR A SAR OR ANOTHER TYPE OF REVIEW OR AUDIT AT THIS STAGE

		RATIONALE FOR REFERRAL 

(please detail the reason for referral when considering the above criteria)



		Date(s) of Incident

		

		Date of Death

		



		Location of Incident 

		



		Outline events and circumstances which triggered referral: This is to help establish if the case meets the criteria for conducting a Safeguarding Adult Review – you do not have to provide detailed analysis at this stage



		



		REASON FOR ANY DELAY IN REFERRAL



		



		ACTIONS ALREADY TAKEN (provide summary of outcome of Section 42 and case conference if appropriate)



		



		IS A CORONER KNOWN IN THIS CASE (Details of information to be provided below)



		





		AGENCIES KNOWN TO BE INVOLVED WITH THE ADULT (please include names and contact details)





		Name

		Agency




		Contact details

		Are they still involved?



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		



		

		

		

		





Any comments and Sign off by your agency Safeguarding Lead


This is to confirm that the referral has been quality assured regarding information provided


		





Name                       _________________________________      Date


Referrer Name         _______________________________        Date


Sign off by Safeguarding Lead   


Name                         _______________________________        Date


		THIS REFERRAL IF NOW COMPLETE.


PLEASE EMAIL THE COMPLETED FORM TO (bisp@bury.gov.uk)





		For Completion by BISP Business Unit



		Initials of Adult

		



		Date referral received by BISP

		



		Date referral received by BISP Scoping Panel

		



		Date of call for information to agencies

		



		Deadline for agencies to submit information 

		



		Date of Scoping Panel Decision

		





Appendix B - Communication strategy re: SAR publication


Below responsibilities are of the BISP Business Unit/Business Manager unless otherwise stated. 


On completion of SAR

At final Panel meeting discuss communication issues and agree what information needs to be communicated and to who – ready for presentation to the Strategic Group. 

In preparation for publication of SAR 


· Agree a date for publication.


· Ensure Panel have had final version of Overview report 


· Send finalised report to SAR repository

· Agree publication style - pro-active press statements or publish on website. 


· Liaise with Council Communication Team/Press Office about potential for press interest re publication. 


· Inform family by letter. 


· Inform independent reviewer. 


· Inform lead member and Chief Exec. Consider if an elected members brief is required


· Liaise with Panel members so that their Communication departments can be alerted - panel members to provide communication lead from their respective organisation.

· Final version of reports to be circulated to Communication reps as required


· Partners need to have their own statements ready and liaison should take place with Local Council Communication about prepared statements.

· If partners have media, queries they must liaise with Bury Council press office before making a response so that the level of exposure and risk can be assessed.  


· Inform Case Review Group, Adults Business Group and Strategic Group of intention to publish advising what information will be provided alongside with the report. Usually this will be 7-minute briefing, but it may include a summary of the changes that have taken place because of the SAR and an explanation about delays in publication.  


· Report onto website - circulate link to partners 


Appendix C – Template Letter to Family Members, Friends and Care Givers

DATE: XXXXX


Dear XXXXXXX,


Firstly, may I offer my condolences on the sad death of XXXXXXX. I am writing to let you know that XXXXXX Bury Integrated Safeguarding Partnership has decided to undertake a Safeguarding adults review (SAR). 


The Bury Integrated Safeguarding Partnership has a legal duty to conduct a SAR in certain circumstances when an adult at risk dies or is seriously injured.  The purpose of a SAR is to consider whether there are lessons to be learnt about the ways that agencies, and individual professionals worked together.   


XXXXXXX has been appointed as the Independent Reviewer; he/she has no connection with any of the agencies involved other than for the purpose of undertaking reviews.


XXXXXX has organised the 1st panel meeting which will take place on XXXXX, the purpose of the meeting is to scope the review and set a future date for a practitioner learning event. 


I appreciate that this is a very difficult time for you.  As part of this process, we would like to have your involvement, and XXXXX will make contact with you in due course. 


In the meantime, the review will continue, and I would be grateful if you could have a look at the enclosed leaflet as it gives more detail about reviews of this nature and how information will be gathered and shared to learn and improve services where necessary.

If you have any questions or concerns about any aspect of the review process, please contact XXXXXX, BISP Business Unit Manager, and Tel no: XXXXXX


Yours sincerely,


XXXXXXX Independent Chair, Bury Integrated Safeguarding Partnership

Email: XXXXX


Tel No: XXXX

Address: XXXXX

Enclosed: Safeguarding Adults Review Information Leaflet



Appendix D


Safeguarding Adults Review Information Leaflet

WHAT ARE SAFEGUARDING ADULT REVIEWS (SARs)?

Safeguarding Adult Reviews are part of the Care Act 2014 and became law from 1st April 2015.


When an adult who needs care and support either dies or suffers serious harm, and when abuse or neglect is thought to have been a factor, Bury Integrated Safeguarding Partnership need to look at what has happened. This is called a Safeguarding Adults Review or SAR for short.

These reviews are to see whether any lessons can be learned about the way organisations worked together to support and protect the person who suffered harm. 


WHO WILL UNDERTAKE THE REVIEW?

A group of professionals from key agencies will form a “SAR Panel” however this panel will not include anyone who has been directly involved in the case. The panel will be led by a Reviewer who again is a professional who is completely independent but who has specific experience and training in this area of work.

TAKING PART IN THE REVIEW

The people carrying out the review understand this is likely to be a very difficult time but want to learn as much as possible about how to do things better in the future. For the Panel to get a good understanding of what happened and for them to make meaningful changes to how organisations respond, we would really value your involvement.


If you do decide to take part in the review, you will be asked (by the Reviewer) to share your understanding of what happened and why you think it happened. This might include your thoughts, memories, point of view and what contact was had with organisations. You might also want to recommend other people you think we need to speak to.

There are various way you may want to share your thought or views such as:

· In writing or via a recording

· Via a telephone conversation

· Face to face meeting with the Reviewer – this meeting will take place somewhere which is convenient for you and is not treated as a formal meeting i.e., such as in a court room or at a police station.

WHAT HAPPENS TO THE INFORMATION YOU SHARE?

The information you share will help the Reviewer build a comprehensive picture of what happened in order to help the team pull together their recommendations for change. These recommendations will then be put into an action plan and a final report – which is known as an “Overview Report”. 

In most circumstances we do publish the Overview Reports on the Bury Integrated Partnership Website so that other areas can also learn from what we have found. The Overview Reports are anonymised and do not include people’s names or addresses etc. 

HOW LONG WILL THE REVIEW PROCESS TAKE?

We aim to complete every review within six months. However, where there are ongoing court proceedings it may take longer. This is to ensure that we do not un-intentionally influence or prejudice for example a criminal trial. Where this does happen, we will make sure we keep you informed. 

NEXT STEPS

The decision to take part in this review is entirely yours and if you do not wish to take part your decision will be respected. We may need to contact you again to let you know when the review has been completed. If you would like to take part or have any further questions about the review process, please contact the person who has signed the letter attached to this leaflet. They will either answer your questions or direct you to someone who can. 

Appendix E – Further Information and Contact Details


This Protocol and a standalone version of the SAR referral form can be found on the Bury Integrated Safeguarding Partnership (BISP) website at: https://burysafeguardingpartnership.bury.gov.uk/

However should you have any queries regarding this Protocol please email the BISP Business Unit at: bisp@bury.gov.uk

Guidance and referral forms for reporting adult and child abuse can also be found on the BISP website. 


Pre-referral actions undertaken – including discussions with the BISP Business Unit, key worker, adult/their family where appropriate. Initial fact finding to establish whether SAR criteria is met. 







Referral – agency submits SAR Referral Form via email to � HYPERLINK "mailto:bisp@bury.gov.uk" �bisp@bury.gov.uk� using guidance to ensure sufficient information is provided.  







Referral and Initial Decision making - referral checked and emailed to the SAR Leads for initial screening and next steps. (Virtual process) 



SAR leads email outcome and rationale to � HYPERLINK "mailto:bisp@bury.gov.uk" �bisp@bury.gov.uk� to be ratified by Independent Chair/Scrutineer. 







Meets the SAR Threshold	







Threshold not met







Queries back to the referrer







Information Gathering 



BISP Business Unit send agency summary and chronology template out for completion – for return to � HYPERLINK "mailto:bisp@bury.gov.uk" �bisp@bury.gov.uk�   



All agencies to action interventions identified during this phase. 



BISP partners informed. 







SAR Leads consider alternative process: 



Single agency audit/actions



Multi-agency audit/actions



Escalation, themed assurance report.



Mortality Review. 



No further action.







Instruction given to appropriate agencies – where needed dates set for Core Agency Panel. 







BISP partners informed. 







SAR Panel (note this will normally consist of between 3 to 5 meetings)



Panel – lead by Reviewer to oversee and ensure the progression of the Review and production of the Overview report with SMART recommendations ready for presentation and sign off.







Information Gathering (Scoping Panel) 



Scoping panel meet and agree next steps including commissioning Reviewer. 







Threshold met	







Threshold not met







Drafting SAR Arrangements 



Scoping Panel meet with Reviewer to agree contract, timescales, panel members, review model and draft key lines of enquiry.  







Executive Approval



Reviewer to present Overview Report to Strategic Group for comment, final sign off and agreement around publication. Following decision BISP partners will be informed. 







Dissemination and Action



Publication on BISP website. 



All agencies to arrange for disseminate to workforce and progress agreed actions/recommendations. 







Recommendation/Action Monitoring 



Case Review Group to monitor progress against agreed actions until completion. 
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Foreword 
 
The Department of Health and Social Care, Care Act Statutory Guidance states that in order to achieve the aims of 
safeguarding, it is important to ‘support the development of a positive learning environment across partnerships and 
at all levels within them to help break down cultures that are risk-averse and seek to scapegoat or blame 
practitioners’. 
 
One of the core duties of a Safeguarding Adults Board (SAB) is to review cases, where an adult with needs for care 
and support has died and the death resulted from abuse and neglect or is alive and the SAB knows or suspects that 
they have experienced serious abuse or neglect. 
 
Importantly, Safeguarding Adult Reviews are about how agencies worked together to safeguard adults; they are in 
their nature multi-agency reviews. For a review to be mandatory in legislation, there must be reasonable cause for 
concern about how the SAB, its members (or others with relevant functions) worked together to safeguard the adult.  







3 
 


Contents 
 
1. Introduction .................................................................................................................................................................. 4 


1.1 Purpose of Policy ..................................................................................................................................................... 4 
1.2 Legislation and Statutory Guidance ........................................................................................................................ 4 


2. Purpose of a SAR ........................................................................................................................................................... 4 
3. Safeguarding Principles ................................................................................................................................................. 4 
4. SAR Criteria ................................................................................................................................................................... 5 
5. Referral for a SAR .......................................................................................................................................................... 5 
6. Decision ......................................................................................................................................................................... 6 


6.1 Decision Process ...................................................................................................................................................... 6 
6.2 Decision Process Timeframe ................................................................................................................................... 6 


7. SAR Procedures ............................................................................................................................................................. 7 


7.1 Good Practice .......................................................................................................................................................... 7 
7.2 SAR Process ............................................................................................................................................................. 7 
7.3 Process Timeframes ................................................................................................................................................ 8 


8. Information Sharing and Retention .............................................................................................................................. 9 
9. Appointment and Role of the Independent Author ..................................................................................................... 9 


9.1 Required Skills and Expertise .................................................................................................................................. 9 
9.2 Responsibilities ....................................................................................................................................................... 9 


10. Involvement of Individuals, Family Members, Friends and other Support Networks .............................................. 10 
11. Agency Representatives on the Review Panel .......................................................................................................... 11 
12. Parallel Processes ...................................................................................................................................................... 11 


12.1 Principles ............................................................................................................................................................. 11 
12.2 Joint Borough Safeguarding Adult Reviews ........................................................................................................ 11 
12.3 Concurrent Police Investigations or Judicial Proceedings................................................................................... 11 
12.4 Her Majesty’s Coroner ........................................................................................................................................ 11 


13. Practitioner Learning Events ..................................................................................................................................... 12 
14. Resolving Disagreements .......................................................................................................................................... 12 
15. The Final Overview Report and Executive Summary ................................................................................................ 12 
16. Presentation of Overview Report and Executive Summary to SAB .......................................................................... 13 


16.1 Presentation Process........................................................................................................................................... 13 
16.2 SAB Responsibilities ............................................................................................................................................ 13 
16.3 Publication Responsibilities ................................................................................................................................ 13 


17. Media and Communications Strategy ....................................................................................................................... 13 


17.1 Agency Involvement ............................................................................................................................................ 13 
17.2 Publication Process ............................................................................................................................................. 13 
17.3 Media and Communications Strategy in Preparation for an Inquest ................................................................. 14 


18. Action Plans ............................................................................................................................................................... 14 


18.1 Developing Action Plans...................................................................................................................................... 14 
18.2 Monitoring Implementation of Action Plans ...................................................................................................... 14 


19. Complaints & Escalation Procedure .......................................................................................................................... 15 
20. SARs and the SAB Annual Report .............................................................................................................................. 15 
Appendix 1: OSAB Decision Flowchart: Reviews Under the Care Act 2014 .................................................................... 16 
Appendix 2: OSAB SAR Referral Form ............................................................................................................................. 17 
Appendix 3: OSAB Case Screening Report Template ...................................................................................................... 19 
Appendix 4: OSAB SAR Decision Document .................................................................................................................... 20 
Appendix 5: Guidance Leaflet for Family Members, Friends and Care Givers ............................................................... 22 


 







4 
 


1. Introduction 
 


1.1 Purpose of Policy 
 
This policy outlines the process for the management of Safeguarding Adults Reviews (SARs) in Oldham under Section 
44 of the Care Act 2014. This protocol has been developed to simplify and clarify the local process by: 


• providing an overview of how to notify serious incidents which may be suitable for a SAR 
• enabling a consistent approach to SAR decision making and practice 
• demonstrating how local processes comply with legal requirements and best practice 
• clarifying SAR timeliness in line with legislation and statutory guidance 
• providing a resource to enable those involved in reviews to answer common questions 
• clarifying local roles and responsibilities including the decision making and publication responsibilities of the 


SAB 
• providing transparency about the review process 
• supporting practical planning and preparation of reviews 


 


1.2 Legislation and Statutory Guidance 
 
Section 44 of The Care Act 2014 outlines the SAB’s core duty to conduct SARs and can be found here.  
 
Statutory Guidance published by the Department of Health and Social Care in relation to SARs can be found here. 
 


2. Purpose of a SAR 
 
The Statutory Guidance notes that the purpose of a SAR is to: ‘promote effective learning and improvement action to 
prevent future deaths or serious harm occurring again. This may be where a case can provide useful insights into the 
way organisations are working together to prevent and reduce abuse and neglect of adults. SARs may also be used to 
explore examples of good practice where this is likely to identify lessons that can be applied to future cases. SARs 
should seek to determine what the relevant agencies and individuals involved in the case might have done differently 
that could have prevented harm or death. This is so that lessons can be learned from the case and those lessons 
applied to future cases to prevent similar harm occurring again. Its purpose is not to hold any individual or 
organisation to account’. 
 
SARs are not disciplinary proceedings, and should be conducted in a manner, which facilitates learning, and 
appropriate arrangements must be made to support staff. SARs are not enquiries into why an adult has died (or has 
been significantly injured), or who is culpable. These are matters for criminal courts and Coroner’s courts. 
 
It should also be noted that the SAB are concerned with reviews of significant cases, some of which will become 
SARs and others may become reviews that will not meet the threshold but will be commissioned by the SAB when 
considered necessary. The learning and recommendations from all reviews will be treated in the same way as a 
formal SAR. 
 


3. Safeguarding Principles 
 
The Care Act 2014 states SARs should reflect the six safeguarding principles: 
 


• Empowerment – People being supported and encouraged to make their own decisions and informed 
consent 


• Prevention – It is better to take action before harm occurs 
• Proportionality – The least intrusive response appropriate to the risk presented 
• Protection – Support and representation for those in greatest need 
• Partnership – Local solutions through services working with their communities. Communities have a part to 


play in preventing, detecting and reporting neglect and abuse 



http://www.legislation.gov.uk/ukpga/2014/23/part/1/crossheading/safeguarding-adults-at-risk-of-abuse-or-neglect/enacted

https://www.gov.uk/government/publications/care-act-statutory-guidance/care-and-support-statutory-guidance#safeguarding-1
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• Accountability – Accountability and transparency in delivering safeguarding. 
 
In the context of these principles the SAB will conduct SARs ensuring: 


• leadership by individuals who are independent of the case under review and of the organisation whose 
actions are being reviewed. 


• a culture of continuous learning and improvement, promoting the well-being and empowerment of adults, 
promoting good practice and focusing on opportunities to apply what works. 


• a culture of transparency is created that identifies a flexible and proportionate environment for learning. 
• a proportionate response that identifies timely action is taken to respond to the need for systematic or 


professional changes. 
• involvement of professionals to contribute their perspective without fear of being blamed for actions they 


took in good faith. 
• families are invited to contribute to the reviews, understanding how they are going to be involved. 
• contribution to processes that explore the broad issues and learning in a wider multi-agency setting rather 


than limiting the potential to develop solutions to those agencies involved in the case. 
 


4. SAR Criteria 
 
The SAB must arrange for there to be a review of a case involving an adult in its area with needs for care and support 
(whether or not the local authority has been meeting any of those needs) if:  there is reasonable cause for concern 
about how effectively the SAB, members of it or other persons with relevant functions, worked together to protect 
the adult, and either:  


• the adult has died, and the SAB knows or suspects that the death resulted from abuse or neglect (whether or 
not it knew about or suspected the abuse or neglect before the adult died) 
or 


• the adult is still alive, and the SAB knows or suspects that the adult has experienced serious abuse or neglect 
 
The SAB can also arrange for a SAR in any other situations involving an adult in its area with needs for care and 
support. 
 
See Appendix 1 for the ‘OSAB Decision Flowchart: Reviews Under the Care Act 2014’. 
 


5. Referral for a SAR 
 
The SAB is the only body that can undertake a SAR.  
 
Any professional can make a referral for a SAR if they believe the case meets the criteria for consideration. The 
Coroner, Members of Parliament and Elected Members of Oldham Borough Council can also make a referral for a 
SAR. Professionals will usually find it helpful to discuss their concerns with their agency’s safeguarding lead prior to 
making a referral. The SAR referral should be made as soon as it is recognised the SAR criteria could be met. A 
referral can be made at any stage of a Safeguarding Enquiry, even if the enquiry remains ongoing. This referral does 
not replace Safeguarding Adult Enquiries, which would look at immediate safeguarding and protection for adults at 
risk. Discussions regarding the appropriateness of referring a case are welcomed by the SAB Manager. 
 
See Appendix 2 for the ‘OSAB SAR Referral Form’. Referral Forms should be emailed to 
OldhamSafeguardingAdultsBoard@oldham.gov.uk 
  



mailto:OldhamSafeguardingAdultsBoard@oldham.gov.uk
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6. Decision 
 


6.1 Decision Process 
 
Upon receipt of a referral, the SAB Coordinator will send an email to the referrer confirming receipt. The SAB 
Coordinator will also notify the SAB Independent Chair, Chair of the SAR Sub Group and the SAB Manager that the 
referral has been received.  
 
The SAB Coordinator will circulate the SAR Referral and the Case Screening Report Template (See Appendix 3) to SAB 
partner agencies and request that agencies provide all relevant information. Screening Reports should be completed 
by managers who have not had operational responsibility for the case but understand the service. The SAB 
Coordinator will schedule an Extraordinary Meeting of the SAR Sub Group in order to screen the case. The screening 
must take place as soon as possible following the submission of agency information. This meeting requires a 
minimum of one representative from each of the Statutory Partners as defined in the Care Act: Local Authority, 
Clinical Commissioning Group and Police. 
 
Having considered the SAR referral and the relevant agency information, the SAR Sub Group will be responsible for 
making a recommendation to the SAB Independent Chair about whether to commission a SAR or not. It will be the 
responsibility of each agency representative attending a SAR screening to feedback the outcome of the screening 
and any identified learning within their agency, particularly when cases involve a subject that agencies are currently 
working with. 
 
If the SAR Sub Group conclude that a SAR should be undertaken then consideration will be given to draft Terms of 
Reference, the methodology to be used, the scoping period, and the membership of the Review Panel. If the SAR Sub 
Group conclude that a SAR should not be undertaken, then consideration will be given to other types of reviews. If 
the SAR Sub Group conclude that additional information is required prior to making a recommendation, then the 
SAB Coordinator will coordinate the actions as agreed by the SAR Sub Group and collate and share all additional 
information with the SAR Sub Group. A further Extraordinary Meeting will be scheduled in order to reach a 
recommendation. 
 
The SAR Decision Document (Appendix 4) will be completed by the SAB Coordinator in conjunction with the Chair of 
the SAR Sub Group. The SAB Independent Chair will notify the SAB Coordinator of their decision using this document. 
If the SAB Independent Chair disagrees with the recommendation a further Extraordinary Meeting of the SAR Sub 
Group will be arranged to discuss a response to the SAB Independent Chair. 
 
The SAB Coordinator will share the SAB Independent Chair’s decision with the referrer. If the referrer wishes to 
appeal against a decision not to carry out a SAR, the appeal should be put in writing to the SAB Independent Chair, 
who will, if necessary, discuss and review the decision with the referrer and the SAR Sub Group members who made 
the initial recommendation.  
 


6.2 Decision Process Timeframe 
 


Action Timeframe 
Approximate 
Working Day  


Referral received. 
As soon as is reasonable after case has been 
identified. 


0 


Confirmation of receipt of referral sent.  


Within 1 working day of the referral being 
received. 


1 


SAR Referral and Screening Report Templates 
issued. 


Independent Chair, Chair of the SAR Sub Group 
and SAB Manager notified. 


Extraordinary Meeting of SAR Sub Group 
scheduled and invitations sent. 


Completed Screening Reports returned. Within 10 working days of request being sent. 11 
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All Screening Reports combined and distributed 
to the members of the SAR Sub Group. 


Usually 5 working days prior to the 
Extraordinary Meeting for Screening. 


11-12 


Referral screened at an Extraordinary Meeting 
of the SAR Sub Group. 


Usually within 10 working days of the 
completed Screening Reports being returned. 


16-20 


SAR Sub Group recommendation sent to 
Independent Chair. 


Within 5 working days of the Extraordinary 
Meeting of the SAR Sub Group. 


21-25 


Independent Chair decision received. 
Within 10 working days of the Extraordinary 
Meeting of the SAR Sub Group. 


26-30 


Decision shared with the referrer and referrer 
informed of opportunity to appeal the decision 
if a review is not to be conducted. 


Within 15 working days of the Extraordinary 
Meeting of the SAR Sub Group. 


31-35 


 


7. SAR Procedures 
 


7.1 Good Practice 
 
The Statutory Guidance states that ‘the SAB should aim for completion of a SAR within a reasonable period of time 
and in any event within six months of initiating it, unless there are good reasons for a longer period being required; 
for example, because of potential prejudice to related court proceedings’. 
 
A SAR will be conducted in a way which: 


• recognises the complex circumstances in which professionals work together to safeguard adults 
• seeks to understand precisely who did what and the underlying reasons that led individuals and 


organisations to act as they did 
• seeks to understand practice from the viewpoint of the individuals and organisations involved at the time 


rather than using hindsight 
• is transparent about the way data is collected and analysed 
• makes use of relevant research and case evidence to inform the findings. 


 


7.2 SAR Process 
 
The SAB will aim to complete a SAR within six months of the decision being undertaken. 
 
The SAB Coordinator will inform the SAR Sub Group, Coroner, lead member, Chief Executive and the statutory SAB 
members of the intention to commission a SAR. The SAB Coordinator will also share the decision with the individual 
and/or their family, friends or carers, as appropriate. 
 
The SAB Manager, in conjunction with the Chair of the SAR Sub Group, and the SAB Coordinator will commission an 
Independent Author for the SAR (see section 9: Appointment and Role of the Independent Author). The Referral, 
Screening Reports and SAR Decision Document will be shared with the Independent Author. An initial Panel Meeting 
will be held to finalise the Terms of Reference, the methodology to be used and the scoping period. It will also be 
determined which types of report/summary partner agencies will provide. The Agency Report/Summary template 
will be approved by the Independent Author before being distributed. 
 
The SAB Coordinator will ask representatives of SAB partner agencies to complete an Agency Report/Summary. 
Agency Reports/Summaries should be completed by managers who have not had operational responsibility for the 
case but understand the service. Agency representatives will inform the SAB Coordinator if a briefing session, 
offering guidance to complete the Agency Report/Summary, is required. This will be conducted either virtually or in 
person dependent on the number of agencies who require guidance. Once all Agency Reports/Summaries are 
received, the SAB Coordinator will combine chronologies into a single file and share this with the Independent 
Author and the members of the Review Panel. 
 
The Independent Author will progress work to extract the learning. This part of the process will be facilitated by the 
SAB Coordinator and will be dependent on the methodology chosen. For instance, this may involve a one-day 
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learning event, a series of Panel meetings, a desktop review or a multi-agency audit. This period will include the 
opportunity for the individual or their families to meet with the Independent Author.  
 
A first draft of the Overview Report will be written by the Independent Author and shared with the Review Panel 
members for their feedback. 
 
Review Panel members will discuss the issue of using the real name of the individual or a pseudonym in the 
Overview Report. Whilst the views of the individual and/or their family members will be taken into account, 
ultimately this is for the SAB to decide. 
 
The final Panel meeting will include discussion about any Communication issues and decisions made about what 
information needs to be communicated and to who (see section 18: Media and Communications Strategy).  
 
Amendments and subsequent drafts of the Overview Report will be shared with the Review Panel members before 
the final version including an Executive Summary is presented to the SAB for reflection on the review process, quality 
assurance and sign off as well as discussion concerning publication.  
 
It will be the responsibility of the SAR Sub Group to identify and agree how practice challenges or recommendations 
from the Overview Report will be responded to and what action is needed by individual agencies or from a multi-
agency perspective. 
 


7.3 Process Timeframes 
 


Action Timeframe 
Approximate 
Working Day  


Month 


Independent Chair decision received. 
Within 5 working days of receiving the 
recommendation from the SAR Sub 
Group. 


0 1 


Decision shared with SAR Sub Group, 
Coroner, lead member, Chief Executive 
and the statutory SAB members. 


Within 1 working day of the decision 
being received. 


1 1 


Decision shared with the individual, their 
family, friends or carers (as appropriate). 


Within 5 working days of the decision 
being received. 


5 1 


Independent Author commissioned and 
sent the Referral, Screening Reports and 
SAR Decision Document. 


Within 15 working days of the decision 
being received. 


15 1 


Initial Panel Meeting held. 
Allowing sufficient notice for Panel 
Members and Independent Author. 


20-25 2 


Request for Agency Reports/Summaries 
to be completed sent (including deadline 
for Agencies to request a briefing session 
and a deadline for Report/Summary 
submission). 


Once template approved by Independent 
Author. 


21-27 2 


Agency representatives request briefing 
session, if required. 


Within 5 working days of the Request for 
Agency Reports/Summaries to be 
completed. 


26-32 2 


Briefing Session held, if required. 
Allowing sufficient time for attendees to 
meet the Agency Report/Summary 
submission deadline. 


27-33 2 


Agency Reports/Summaries returned and 
shared with Independent Author and 
Panel members. 


Within 15 working days of the Request 
for Agency Reports/Summaries to be 
completed. 


36-42 2 


Learning extracted, dependent on the 
methodology chosen. And first draft of 


Following sharing of the Agency 
Reports/Summaries.  


37-95 3 
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the Overview Report shared with Panel 
members. 


Amendments and subsequent drafts of 
the Overview Report shared with Panel 
members. 


 42-125 3-5 


Final Overview Report and Executive 
Summary presented to the SAB for sign 
off. 


 130 6 


 


8. Information Sharing and Retention 
 
Section 44 of the Care Act 2014 states that ‘each member of the SAB must co-operate in and contribute to the 
carrying out of a review with a view to identifying the lessons to be learnt from the case and applying those lessons to 
future cases’. Section 45 of the Care Act 2014 outlines compliance in relation to supply of information and can be 
found here. 
 
Information received for the purpose of SARs must not be stored for longer than necessary and must not be used or 
shared in any way without the prior consent of the SAB members. SAB partner agencies and their representatives 
should be aware, as public bodies, that the information provided to the SAB can then be requested by the Crown 
Prosecution Service or by Her Majesty’s Coroner as part of ongoing investigations. Therefore, senior management 
oversight should be sought prior to information being submitted. Should a request for information be made by the 
Crown Prosecution Service or by Her Majesty’s Coroner then the relevant partner agencies will be notified by the 
SAB Business Unit. 
 


9. Appointment and Role of the Independent Author 
 


9.1 Required Skills and Expertise 
 
The Independent Author should be an experienced individual who is not directly associated with any of the agencies 
involved in the SAR. Consideration should be given to the skills and expertise required to effectively lead a SAR 
including: 
 


• Strong leadership and ability to motivate others 
• Expert facilitation skills and ability to handle multiple perspectives and potentially sensitive and complex 


group dynamics 
• Collaborative problem-solving experience and knowledge of participative approaches 
• Ability to find and evaluate best practice 
• Good analytic skills and ability to manage quantitative and qualitative data 
• Knowledge of safeguarding adults and an understanding of the complexity of the health and social care 


system 
• Ability to write for a wide audience  


 


9.2 Responsibilities 
 
The Independent Author will be responsible for chairing Panel meetings, effectively leading and coordinating the 
Review Panel and for quality assurance of the final Overview Report based on the Agency Reports/Summaries and 
any further evidence deemed relevant. 
 
The Independent Author will be responsible for the final decision on the suitability of the Terms of Reference, agreed 
with the Review Panel members at the initial Panel meeting. The Terms of Reference may, however, need to be 
revisited as the review progresses and as new information is identified; the Independent Author will agree any 
amendments with the Review Panel members. 
 



http://www.legislation.gov.uk/ukpga/2014/23/part/1/crossheading/safeguarding-adults-at-risk-of-abuse-or-neglect/enacted
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The Independent Author will establish an agreed timetable of key dates in accordance with the required timescales 
of the review to include, for example, Panel meetings and learning events.  
 
The Independent Author will be responsible for engagement with the individual and/or their family. This will be 
facilitated by the SAB Business Unit. The Independent Author will direct any media interest about the SAR to the SAB 
Business Unit who will respond following consultation with the Council Communications team/PR & Comms Sub 
Group, as appropriate. The Independent Author will ensure that regular updates are obtained regarding agencies 
providing services to meet the safeguarding or other needs of individuals who are subject of the SAR. The 
Independent Author will maintain contact with the lead personnel of all parallel reviews or investigation processes, 
to ensure that any coordination and joint commissioning arrangements are effective (see Section 12: Parallel 
Processes). 
 
The Independent Author will produce a final Overview Report and Executive Summary, ensuring that the review is of 
a sufficiently high standard and that wherever possible, multi-agency recommendations are succinct. The 
Independent Author will, as far as possible, ensure that the review process is a learning exercise in itself for all those 
involved in the case. 
 


10. Involvement of Individuals, Family Members, Friends and other Support 
Networks 
 
Individuals who are the subject of a SAR and/or their family members can offer a unique perspective into how the 
delivery of services and involvement of agencies were viewed. It is essential that the Independent Author and 
Review Panel have opportunities to hear these experiences and perspectives and that these contribute meaningfully 
to the final Overview Report. Family members can include Carers and any significant family members identified from 
the Genogram. 
 
Engagement of the individual at the centre of the review and/or their family members will be discussed initially by 
the SAR Sub Group and facilitated by the SAB Coordinator. The individual and/or their family members will be 
notified of the intention to complete a SAR. Information will be provided outlining what a SAR is (See Appendix 5: 
Guidance Leaflet for Family Members, Friends and Care Givers), and an opportunity will be offered to give the 
individual and/or family members time to discuss the process in more detail with the Independent Author. The 
individual and/or their family members will also have the opportunity to contribute to the terms of reference should 
they choose to.  
 
The Independent Author, via the SAB Business Unit, will be the main point of contact for the individual and/or their 
family throughout the review. The SAB Manager will arrange an independent advocate should this be required. 
Where such services exist, consideration should be given to signposting the individual and/or their family members 
to support services independent of the review. For example, AAFDA, in certain circumstances would be able to offer 
independent guidance and support throughout the review. 
 
As a minimum, individuals and/or their family members will: 


• be notified of the review process, what that means for them and how they can access support, including 
impact of media coverage. 


• agree the level and frequency of contact to ensure they are kept informed. 
• be supported to contribute to the review process, either in writing, by meeting with the Independent 


Author, sharing views via a third party or by other means identified by the Review Panel. 
• be informed of the publication of the report in a timely manner, including the likelihood of media interest. 
• be provided with a read-only, pdf, copy of the report which family members can review and comment on 


prior to publication but not retain; where possible any relevant comments should be incorporated into the 
final version. A ‘hard’ copy of the report should not be provided until the report is in the public domain. 


 
 
 



https://aafda.org.uk/
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11. Agency Representatives on the Review Panel 
 
The agencies that will be represented on the Review Panel will be agreed by the SAR Sub Group. Their agencies will 
have been involved in the case but the representative themselves will not be directly involved in the case. 
Representatives will have sufficient knowledge of the agency and practice within it. 
 
Representatives will: 


• attend and contribute to panel meetings (or learning events/audits depending on methodology used) 
• be consistent, deputies will be permitted in exceptional circumstances 
• contribute agency information and/or specialist knowledge to the review  
• consistently feedback any learning within their agency, as it is determined throughout the process, 


particularly when reviews involve a subject that agencies are currently working with 
• support the development of a positive learning environment across the SAB and support the Independent 


Author to extract learning from the review 
• analyse information provided and support the Independent Author to develop review recommendations 
• have an awareness of the Legislation and Statutory Guidance in relation to SARs and ensure that appropriate 


learning is developed whilst adhering to review timelines 
• quality assure drafts of the Overview Report and Executive Summary, ensuring that the review is of a 


sufficiently high standard and sufficiently anonymised in preparation for publication. 
 


12. Parallel Processes 
 


12.1 Principles 
 
The Independent Author and Review Panel members will consider how the SAR process is linked with other relevant 
investigations, such as Mental Health Homicide Reviews, Child Serious Case Reviews, Domestic Homicide Reviews or 
Learning Disability Mortality Reviews (LeDeR), how duplication can be avoided and how these can potentially 
dovetail at the beginning of the process. Consideration of other relevant investigations should inform the 
development of the Terms of Reference. The Independent Author will maintain contact with the lead personnel of all 
parallel reviews or investigation processes, and to ensure that any coordination and joint commissioning 
arrangements are effective. 
 


12.2 Joint Borough Safeguarding Adult Reviews 
 
Safeguarding Adult Reviews held jointly with other Boroughs will adopt the learning and improvement framework of 
the Borough hosting the review. Learning for the SAB from these reviews will be facilitated by the SAB SAR Sub 
Group. 
 


12.3 Concurrent Police Investigations or Judicial Proceedings 
 
The SAR will need to take criminal investigations and Coroners Inquiries into account to ensure that relevant 
information can be shared without significant delays to the review process. 
 
Where a concurrent ongoing criminal investigation is identified, the Review Panel will make contact with the Senior 
Investigating Officer, early in the process and then regularly, via the police representative on the Review Panel, to 
ensure no conflict exists between the two processes. This relates particularly to any planned interviews with family 
members, practitioners and managers and must take into account that any one of these people may be potential 
witnesses or defendants in a future criminal trial. 
 


12.4 Her Majesty’s Coroner 
 
Coroners are independent judicial office holders who are responsible for investigating violent, unnatural deaths or 
deaths of unknown cause, and deaths in custody, or otherwise in state detention, which are reported to them. The 
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Coroner may have specific questions arising from the death of an adult at risk. These questions will usually be 
related to a case: 


• where there is an obvious and serious failing by one or more agency 
• where there are no obvious failings, but the actions taken by agencies require further 


exploration/explanation 
• where a death has occurred and there are concerns for others in the same household or other setting (such 


as a care home) 
• where the Coroner identifies deaths that fall outside the requirement to hold ai inquest but follow up 


enquiries or actions. 
 
In the above situations, the SAB should consider instigating a SAR. 
 
Her Majesty’s Coroner may want to be in receipt of the final Overview Report. The SAB Business Unit will work in 
conjunction with the SAB Independent Chair regarding communication with the Coroner’s office on behalf of the 
SAB. 
 


13. Practitioner Learning Events 
 
The Independent Author and Review Panel will determine if a Practitioner Learning Event will support the review 
process and provide additional multi-agency learning. If a Practitioner Learning Event is to be held this will be 
organised by the SAB Coordinator. It is an expectation that the Independent Author, members of the Review Panel 
(this must include statutory agencies), managers who collated the Agency Reports/Summaries and key practitioners 
identified from agencies will attend this event. The event will be quorate if the Independent Author considers there 
is appropriate representation to conclude adequate learning without having to duplicate a further meeting. 
 
The Practitioner Learning Event will seek to: 


• be trusted and safe experiences for practitioners and encourage honesty and transparency. 
• determine what agencies and individuals involved in the case might have done differently that could have 


prevented harm or death. 
• identify lessons learned that can be applied to practice. 
• share information between agencies to obtain maximum benefit. 
• identify recommendations for consideration by the Review Panel.  
• provide practitioners with the perspective of the individual and/or their family members. 


 
More than one meeting may be required to ensure the contribution of key practitioners to the learning process. It 
may be appropriate to host separate meetings for reflection and confirmation of the learning points. 
 


14. Resolving Disagreements 
 
Where disagreements occur, they are to be resolved, wherever possible, through the chosen methodology (i.e. 
Practitioner Learning Event and/or traditional review model with Panel meetings). However, in order for the 
Independent Author to maintain independence any disagreements which cannot be resolved will be noted in the 
Overview Report. 
 


15. The Final Overview Report and Executive Summary 
 
The Overview Report brings together the learning, themes identified from the review and analyses and comments 
on the effectiveness of practice, and the systems used to safeguard and promote the welfare of the adult and what 
actions need to be taken to prevent an occurrence happening in the future. The Overview report will also contain 
findings and recommendations of practical value to agencies and professionals. The Overview Report will be 
anonymised and written concisely, in plain English.  
 
The Executive Summary is a short opening section of the Overview Report summarising the key aspects in such a way 
that readers can rapidly become acquainted with the contents. 
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16. Presentation of Overview Report and Executive Summary to SAB 
 


16.1 Presentation Process 
 
The Independent Author will present the Overview Report and Executive Summary to the SAB, supported by the 
Chair of the SAR Sub Group. It may be necessary to arrange an Extraordinary Meeting of the SAB for this purpose. 
The report will be available at least five working days prior to the SAB Meeting.  
 


16.2 SAB Responsibilities 
 
Through the presentation of the Overview Report, the Independent Chair and Review Panel will make their 
recommendation to the SAB concerning the use of the real name of the individual or a pseudonym. Ultimately, the 
SAB will make the final decision. Similarly, the Independent Chair and Review Panel will make recommendations to 
the SAB in relation to information that should be anonymised or redacted within the Overview Report, such as the 
name of a Care Home or GP practice. Ultimately, the SAB will formally agree the format of what is to be published. 
 
Primarily, the SAB will be concerned with what needs to be learnt, where agencies and practice require 
improvement and how any programme of action will lead to sustainable improvements. The SAB may identify 
additional learning to inform strategic direction for individual agencies. 
 
The Overview Report and Executive Summary will be signed off by the SAB. 
 


16.3 Publication Responsibilities 
 
It will be the responsibility of the SAB to determine publication of the review. There is no requirement for the SAB to 
publish a SAR that it has commissioned. However, Statutory Guidance does identify that, ‘In the interest of 
transparency and disseminating learning the SAB should consider publishing the reports within the legal parameters 
about confidentiality’. As such, whether publication is approved, will be determined on a case by case basis and 
consideration will need to be given to the specific details of each SAR.  
 
Before the Overview Report can be published the SAB will make formal decisions based on the following: 


• Is the report accurate in terms of content? 


• Is the report thorough in terms of analysis? 


• Should this report to be published in full or as an Executive Summary? It is not acceptable to publish a 7-
minute briefing only. 


• Does approval for publication need to be agreed subject to further consultation with the family? 
 
Options for publication include, but are not limited to, publishing on the OSAB website or sharing with the National 
SAR Library.  
 


17. Media and Communications Strategy 
 


17.1 Agency Involvement 
 
Issues related to media and communication issues will usually be coordinated by the Council’s Communications 
team. This will be done in collaboration with the PR and Communications Sub Group alongside the Communications 
teams of the other agencies involved. The SAB Independent Chair will release a statement alongside a published 
report, where appropriate, concerning how the learning will be used to inform practice. 
 


17.2 Publication Process 
 
In preparation for the publication of a SAR the SAB Business Unit will: 
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• agree a date for publication 
• ensure the Review Panel have received the final version of the Overview Report  
• agree publication style i.e. proactive press statements or direct publication on website  
• liaise with the Council Communications team about potential for press interest 
• inform individual and/or family members by letter  
• inform Independent Author 
• inform SAB members of the intention to publish the Overview Report on the SAB websites, including details 


of the information to be provided alongside with the report, such as the SAB Independent Chair’s statement, 
a 7-minute briefing or an explanation about delays in publication 


• inform lead member and Chief Executive and consider if an elected members brief is required 
• liaise with Panel members so that their Communications teams can be alerted (Review Panel members to 


provide communication lead from their respective agency) 
• circulate the final version of the Overview Report to Communication leads, as required 
• ask partner agencies to have their own statements ready (liaison should take place with Council 


Communications team about prepared statements). 
 
The SAR will be published on the OSAB website and sent to the Social Care Institute of Excellence (SCIE) for 
publication on their website. 
 
If partners have media queries they must liaise with the Council Communications team before making a response so 
that the level of exposure and risk can be assessed. 
 


17.3 Media and Communications Strategy in Preparation for an Inquest  
 
The SAB Business Unit will liaise with the Council Communications team/PR & Comms Sub Group regarding a 
statement to be made by the SAB Independent Chair on behalf of the SAB. The statement will be prepared in 
advance of an Inquest. The statement will be made available to partner agencies through Review Panel members 
and can be used to assist agencies with responses to media enquiries where appropriate. 
 


18. Action Plans 
 


18.1 Developing Action Plans 
 
Following Board approval of the Overview Report and Executive Summary, a clear Action Plan will be developed by 
the SAR Sub Group with a focus on improving outcomes for adults at risk. Actions will be Specific Measurable 
Achievable Realistic and Time bound (SMART) and clear action owners will be assigned. The following will be 
included in the Action Plan, as standard: 
 


• A timeline for publication of the report and where possible a date identified. 
• Action taken by the SAB to share the findings of the report with the individual and/or their family members 


and practitioners who contributed to the Practitioner Learning Event. 
• Action taken by the SAB to share the lessons learned and practice impact with the wilder workforce in the 


local area. 
 


18.2 Monitoring Implementation of Action Plans 
 
Single and/or multi-agency actions developed in response to Overview Report recommendations will be delegated to 
SAB Sub Groups for delivery where appropriate. The SAR Sub Group will retain oversight of these actions to ensure 
that they are achieved. The Chair of the SAR Sub Group will present updates to the SAB on a bimonthly basis. 
 
The SAR Sub Group will hold Scrutiny Panel sessions every three months to review progress. Action owners will be 
asked to attend to provide evidence to demonstrate how actions have been implemented and discharged, and what 
difference this has made. The SAR Sub Group will determine the members of the Scrutiny Panel members and 
Scrutiny Panel sessions will take place during scheduled SAR Sub Group meetings to minimise the additional demand 
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on SAR Sub Group members. Specific times will be allocated to action owners on the day of the Scrutiny Panel 
sessions and evidence may be submitted in advance in writing. Attendance can be in person or virtually via Microsoft 
Teams. 
 
Where actions are delegated to an OSAB Sub Group, a representative from the Sub Group will be delegated to 
attend the Scrutiny Panel session and deadlines will be set to allow there to be sufficient time to meet and develop 
responses. Where there are no plans to address outstanding actions, or agreement cannot be achieved at the 
Scrutiny Panel session in the first instance, the actions will be escalated to the Adult SAB for ownership and onward 
accountability. 
 
If there is a request in advance of a Scrutiny Panel session to extend the deadline for the action, the SAB Manager 
will discuss this with the SAB Independent Chair and relevant SAB Member for agreement. 
 


19. Complaints & Escalation Procedure 
 
The SAB Manager, following consultation with the SAB Independent Chair, will initially respond when a complaint is 
received about a SAR is received, with a written response within 28 days of receipt. If the complainant is dissatisfied 
with the response, they should contact the SAB Manager who will arrange for their complaint to be considered by 
the SAB Independent Chair. The SAB Independent Chair will provide a further written response within 28 days of the 
complainant contacting the SAB Manager.  
 
All written complaint responses will include details of how to contact the Local Government Ombudsman. The SAB 
Manager will ensure that a record is kept of complaints received, responded to and those referred to partner 
agencies. Complaints and copies of responses will be securely retained in accordance with the principles of data 
protection legislation. 
 


20. SARs and the SAB Annual Report 
 
The Care Act 2014, Schedule 2, mandates that the findings from all completed and ongoing SARs will be reported in 


the SAB Annual Report alongside actions taken, or actions the SAB intends to take, in relation to those findings and 


where it decides during that year not to implement a finding of a SAR, the reasons for its decision.
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Appendix 1: OSAB Decision Flowchart: Reviews Under the Care Act 2014 
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Appendix 2: OSAB SAR Referral Form 
 


OLDHAM SAFEGUARDING ADULTS BOARD 
SAFEGUARDING ADULT REVIEW SUB GROUP: REFERRAL FORM 


 
 


 
To be submitted to: OldhamSafeguardingAdultsBoard@oldham.gov.uk 


You will receive e-mail confirmation of receipt of your referral within 5 working days 
 


Section 1: Referrer Details 
 


Date of Referral:  


Referrer’s Name:  


Agency:  


Address:  


Email:  


Tel:  


 


Section 2: Information about the Index Adult 
 


Forename(s):  Date of Birth:  


Surname:  Gender:  


 


Address 


 


 


Ethnicity 


White Black or Black British Other Ethnic Groups 


British   Caribbean   Chinese  


Irish  African  African  


Other  Other Black Background  Any Other Ethnic Group  


Mixed Asian/Asian British  


White & Black Caribbean   Indian  Not Stated  


White & Black African  Pakistani    


White & Asian   Bangladeshi   


Any Other Mixed   Any Other Asian   


 


Religion:  


 


Does the individual require an advocate?  


Does the individual have Care and Support Needs/Significant Medical Information?  


 
 
 
 



mailto:OldhamSafeguardingAdultsBoard@oldham.gov.uk
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Residential Status at Time of Incident 


At Home: 
 


With Relatives: 
 At Home with 


Support: 
 


Residential 
Home: 


 
Nursing Home: 


 
Hospital: 


 


Other (Please 
specify): 


 


 


Please list the agencies/services known 
to be involved with the person: 


 


Please provide brief detail any other 
proceedings or investigations that you 


are aware of relating to this person: 
 


 


Section 3: Family Composition 
 


Name Date of Birth 
Relationship 


To index adult 
Address 


    


    


    
 


Section 4: Details of the Incident/Death 
 


Type of Incident 


Death:  Serious Injury/Abuse:  


 


Date of Incident:  


Date of Death:  


Incident Information:   


Information about other 
relevant parties i.e. carers, 
other individuals or family 


members: 


 


Background 
Information/Context to 
situation/Environment: 


 


space 
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Appendix 3: OSAB Case Screening Report Template 
 


 


OLDHAM SAFEGUARDING ADULTS BOARD
Case Screening Report Template


Agency Name:


Author & Role:


Has the Agency had contact? (Y/N) :


Date Time Source of Information Contact or Significant Event Response or Outcome Review and Analysis


DD/MM/YYYY
00:00:00 


(if known)
e.g. records, practitioner


Details of key event and any 


observation


Details of agency response and the outcomes following 


contact or significant event.


Identify what went well, what the agency was worried 


about. Include where statutory requirements were not 


met.


Person's Name:


Date of Birth:


Date of Death (if applicable) :


Following a referral for a Safeguarding Adult Review (SAR), agencies are required to provide basic information concerning the extent of their involvement with a person. This information will  inform the decison of the OSAB SAR Sub Group 


and OSAB Independent Chair whether to conduct to a formal SAR or determine the most appropriate method to progress. You have been identified as an agency who may have had contact with a person who may become subject of a SAR 


and you are asked to check your records to see if you have had contact with the person, family members or close associates l isted in the referral form. Please complete the form below considering the last twelve months and any events 


prior to this period that may be relevant to the review. Senior management oversight should be sought prior to information being submitted. 
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Appendix 4: OSAB SAR Decision Document 
 


OLDHAM SAFEGUARDING ADULTS BOARD 
SAFEGUARDING ADULT REVIEW SUB GROUP: SAR DECISION DOCUMENT 


 
 


 
To be completed by the SAB Coordinator in conjunction with the Chair of the SAR Sub Group.  


The Chair of the SAR Sub Group will lead the Screening Meeting discussions and approve the completed form 
before submission to the SAB Independent Chair. 


 


Section 1: Details of the Screening Meeting 
 


Date:  


Chair:  


Attendees: 
Name Agency 


  
 


Was the Meeting Quorate?  Yes  No  


Case discussion: Summary of case discussion at Screening Meeting 


 


 


Section 2: Recommendation 
 


Does the case meet the criteria for a SAR? (Please mark all that apply) 


An adult with care and support needs (whether or not those needs are met by the Local Authority) in 
the Safeguarding Adults Board’s (SAB) area has died as a result of abuse or neglect, whether known or 
suspected and there is concern that partner agencies could have worked together more effectively to 
protect the adult. 


 


Or 


An adult with care and support needs (whether or not those needs are met by the Local Authority) in 
the SAB’s area has not died, but the SAB knows or suspects the adult has experienced serious abuse or 
neglect and there is concern the partner agencies could have worked together more effectively to 
protect. In the context of SARs, something can be considered serious abuse or neglect where, for 
example the individual would have been likely to have died bout for an intervention or has suffered 
permanent harm or had reduced capacity or quality of life (whether because of physical or 
psychological effects) as a result of the about or neglect. 


 


And/Or 


The OSAB has discretion to undertake a SAR in other situations where it believes there will be value in 
doing so.  This may be where a case can provide useful insights into the way organisations are working 
together to prevent and reduce abuse and neglect of adults and can include exploring examples of 
good practice. 


 


Or 


The OSAB can also consider conducting a SAR into any incident(s) or case(s) involving adult(s) at risk of 
abuse or neglect where it is believed to be in the public interest to conduct such a review.  


 


Was it agreed that the case meets the criteria for a SAR? Yes  No  


Explanation 
(including if the recommendation was unanimous or not. If not, please record attendees who dissented from 
the majority opinion and their reasons) 


The SAR Sub Group reached the unanimous decision that… 
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Section 3: Recommendations for the Review/Audit 
 


Review Dates From  To  


What events should the review concentrate on? 


 


What aspects of the case or key lines of enquiry should the review pursue? 


 


What learning do you expect to gain from the review? 


 
 


Should Family/Significant Others be involved in the review?  
(If Yes, please record names and relationship to the subject(s) of the review and how their participation will be 
facilitated) 


 


Which Agencies should be involved in the review?  
(Please record Agency Name and Name or Designation of the representative, if known) 


 


If the case does meet the criteria for a SAR, should another type of review be undertaken?  
(Please specify the type of review recommended) 


• Traditional case review  
• Action learning approach 
• Peer review approach 
• Thematic review 
• Single Agency Individual Management Review 
• Other (please specify) 
 


Which agency should be responsible for discussing OSAB outcome letter with family/significant others?  
(Please record Agency Name and Name or Designation of the representative, if known) 


 


 


Section 4: Independent Chair Decision 
 


To be completed by the SAB Independent Chair and returned to the SAB Coordinator. 


 
Decision 
(Please record reasons for the decision) 


 
 
 


Name:  


Date:  


Signed:  
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Appendix 5: Guidance Leaflet for Family Members, Friends and Care Givers 
 


What is the Oldham Safeguarding Adults Board (OSAB)? 
The Oldham Safeguarding Adults Board brings together the key organisations who work with vulnerable adults, or 
those at risk, across Oldham in order to make sure that they are working effectively in partnership to keep adults 
safe; this includes Health Trusts, Police, District Councils, Adult Social Care Services and Probation.  
 
What Are Safeguarding Adult Reviews (SARs)? 
Safeguarding Adult Reviews are one way to improve how well services respond when there have been events that 
resulted in a death or serious injury and with the aim of preventing what happened to your family member 
happening to others. The review will try to ensure that public bodies like social services, councils, police and other 
community based organisations understand what happened that led to the death or serious injury of your family 
member and identify where responses to the situation could be improved. From this, the public bodies hope to 
learn lessons including those which impact how they work together. The review will not seek to lay blame but to 
consider what happened and what could have been done differently. The review will also recommend actions to 
improve services in the future. Safeguarding Adult Reviews are part of the Care Act 2014 and became law from 1st 
April 2015. 
 
Who Will Undertake the Review? 
These reviews are commissioned by the Safeguarding Adults Board. An independent person, who has not been 
involved in the case or in Oldham services, will lead the review and write the final report. A review team will be 
formed of members of local statutory and voluntary bodies. The review team will not include any professionals 
who have been directly involved in the case. The review team will look at how the entire community’s response 
could be improved to help better support victims.  
 
Your Involvement in the Review 
We think friends, family members and other people who knew the victim and perpetrator are the best people to 
help officials understand what happened. Victims often tell their family about the abuse they suffered and, 
sometimes, about their experiences in asking for help. It follows that family members can help public bodies to 
identify what lessons should be drawn from this tragedy. You will be given the opportunity to share your views 
and comment on the services you, or the adult at risk, received. You will be contacted and offered the chance to 
attend a meeting with the Independent Author conducting the review to share your views at the start of the 
process.  
 
You will also be informed when the review is completed, and a further meeting will be offered to discuss the 
findings of the review before publication. The report will be published on the OSAB website. Conducting a review 
is a statutory obligation, therefore families are not asked to consent. 
 
If you want to know more about Safeguarding Adult Reviews and the Oldham Safeguarding Adults Board contact 
******************** or visit our website *************** 
 
Taking Part in the Review 
If you do decide to take part in the review, you will be asked by the review team to share your understanding of 
what happened and why. This might include your thoughts, memories and point of view on any aspect of the 
review. The review team are trying to ensure that the circumstances around the death or serious injury of your 
family member are understood as far as possible and that learning is used to prevent further deaths or serious 
injuries in the future. As part of this, you might know about attempts your family member made to seek help from 
public bodies, community organisations and others because sometimes not all of these contacts are known to the 
review team. You might also want to recommend other persons you think should be invited to submit a view. 
 
You can give your thoughts and views in writing or via a recording, via a telephone conversation or at a face to 
face meeting with the Independent Author. The Independent Author would ask questions to assist the discussion 
and the whole process would last no longer than a few hours or as long as you feel able to participate.  
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What Happens to the Information You Share? 
The information you share will help the review team to build a comprehensive picture of what happened before 
the death or serious injury and in turn will help the team formulate their recommendations for change. These 
recommendations will then be put into an action plan. Your input will be confidential and you will not be named 
in the review report. Your contribution will be valuable and may help change the way the community, including 
public bodies, respond to serious situations in the future. 
 
How Long Will the Review Process Take? 
The review should be completed within six months however the review period could be longer, for example 
because of potential prejudice to related court proceedings. Every effort should be made while the review is in 
progress to capture points from the case about improvements needed and to take corrective action. 
 
What Does the Review Produce? 


• A detailed report and summary of that report which will be available on a public website.  


• An action plan to ensure any recommendations made in the report are taken forward appropriately.  
 
Next Steps 
The decision to take part in this review is entirely yours and if you do not wish to take part your decision will be 
respected. If you are happy for us to do so, we will contact you again to let you know when the review has been 
completed. If you would like to take part or have any further questions about the review process, please contact 
the person who has signed the letter attached to this leaflet. They will either answer your questions or direct you 
to someone who can. 
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Section 1 – Introduction 
 


 
1. It is now over five years since Domestic Homicide Reviews (DHRs) were established on a 


statutory basis under the Domestic Violence, Crime and Victims Act 2004, and three years 
since the last review of the Multi-agency statutory guidance for the conduct of Domestic 
Homicide Reviews.  Much has advanced in our understanding of domestic violence and 
abuse which has helped shape the Government’s response and it is timely, therefore, to 
update the guidance to take account of this changing landscape.    
 


2. Since the guidance was last reviewed, the Government has introduced the Domestic 
Violence Disclosure Scheme so that an individual can check whether their partner has a 
violent past.  Domestic Violence Protection Orders were created which allows authorities to 
take protective action in the immediate aftermath of a domestic violence incident.  In the 
Serious Crime Act 2015, we introduced a new domestic abuse offence to target controlling 
and coercive behaviour, which is often harder to recognise than physical abuse but which 
has an equally devastating impact on a victim’s life.  But there is more to do and the new 
Ending Violence Against Women and Girls strategy (2016-2020), which was published on 8 
March 2016, set out the Government’s vision to tackle domestic violence and abuse in all 
its forms over the life of this Parliament.   
 


3. The strategy makes prevention and early intervention the foundation of the Government’s 
approach and recognises that responding to and raising awareness of domestic violence 
and abuse is ‘everyone’s business’.  Everyone from health providers, law enforcement, 
support services, helplines, employers, and family and friends all need to play a part.  
Domestic Homicide Reviews have a key role in this as their main purpose is to prevent 
domestic violence and homicide and improve service responses for victims by developing a 
coordinated multi-agency approach to ensure that abuse is identified and responded to 
effectively at the earliest opportunity.  The main changes within this document highlight the 
importance of taking a holistic approach when considering the facts presented during 
scrutiny of practice by agencies and professionals.      
 


4. To complement this document, the Home Office has also published key findings from 
analysis of DHRs across England and Wales.  The aim of this research is to update and 
extend the previous analysis – published in 2013 – by reviewing a larger sample of DHRs 
to capture common themes and trends.  The key learning identified will help inform and 
shape local and national policy and practice.   
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Section 2 – Status and purpose of this 
guidance 
 
 


5. This guidance is issued as statutory guidance under section 9(3) of the Domestic Violence, 
Crime and Victims Act 2004 (the 2004 Act)1.  The Act states: 


 
 (1) In this section “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. 


 
 (2) The Secretary of State may in a particular case direct a specified person or body 
 within subsection (4) to establish, or to participate in, a domestic homicide review. 
 
 (3) It is the duty of any person or body within subsection (4) establishing or participating 
 in a domestic homicide review (whether or not held pursuant to a direction under 
 subsection (2)) to have regard to any guidance issued by the Secretary of State as to the 
 establishment and conduct of such reviews. 
 
 (4) The persons and bodies within this subsection are— 
 
  (a) in relation to England and Wales— 
 


 chief officers of police for police areas in England and Wales; 


 local authorities; 


 Strategic Health Authorities established under [section 13 of the 
National Health Service Act 2006];  


 Primary Care Trusts established under [section 18] of that Act; 


 Providers of probation services; 


 Local Health Boards established under [section 11 of the National 
Health Service (Wales) Act 2006]; 


 NHS trusts established under [section 25 of the National Health 
Service Act 2006 or section 18 of the National Health Service 
(Wales) Act 2006]; 


 
  (b) in relation to Northern Ireland— 
 


 the Chief Constable of the Police Service of Northern Ireland; 


 the Probation Board for Northern Ireland; 


                                                 
1The Health and Social Care Act 2012 removed Strategic Health Authorities and Primary Care Trusts and inserted the NHS Commissioning 


Board (NHS England) and clinical commissioning group(s) into the list of organisations referenced in section 9(4) of the Domestic Violence, 


Crime and Victims Act 2004. 
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 Health and Social Services Boards established under Article 16 of 
the Health and Personal Social Services (Northern Ireland) Order 
1972 (SI 1972/1265 (NI14)); 


 Health and Social Services Trusts established under Article 10 of the 
Health and Personal Social Services (Northern Ireland) Order 1991 
 (SI 1991/194 (NI1)). 


 
  
 (5) In subsection (4)(a) “local authority” means— 
 
  (a) in relation to England, the council of a district, county or London borough, the  
  Common Council of the City of London and the Council of the Isles of Scilly; 
 
  (b) in relation to Wales, the council of a county or county borough. 
 
 (6) The Secretary of State may by order amend subsection (4) or (5). 
 


6. As statutory guidance issued under section 9(3) of the 2004 Act, a person establishing or 
participating in a domestic homicide review (whether or not held pursuant to a direction 
under subsection (2)) must have regard to this guidance. This means that those persons 
involved in a DHR must take this guidance into account and, if they decide to depart from it, 
have clear reasons for doing so. 


 
 


The purpose of a Domestic Homicide Review 
 


7. The purpose of a DHR is to:  
 
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. 
 


8. It is, however, important to note that reviews should not simply examine the conduct of 
professionals and agencies.  Reviews should illuminate the past to make the future safer 
and it follows therefore that reviews should be professionally curious, find the trail of abuse 
and identify which agencies had contact with the victim, perpetrator or family and which 
agencies were in contact with each other.  From this position, appropriate solutions can be 
recommended to help recognise abuse and either signpost victims to suitable support or 
design safe interventions. 
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9. The narrative of each review 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 will help reviewers to understand the victim’s 
reality; to identify any barriers the victim faced to reporting abuse and learning why any 
interventions did not work for them.  The key is situating the review in the home, family and 
community of the victim and exploring everything with an open mind.  It will also help 
understand the context and environment in which professionals made decisions and took 
(or did not take) actions. This would include, for example, the culture of the organisation, 
the training the professionals had, the supervision of these professionals, the leadership of 
agencies and so forth. 


 
10. A successful DHR should go beyond focusing on the conduct of individuals and whether 


procedure was followed to evaluate whether the procedure / policy was sound.  Does it 
operate in the best interests of victims? Could an adjustment in policy or procedure have 
secured a better outcome for the victim? This investigative technique is sometimes referred 
to as professional curiosity.  It is a thoroughly inquisitive approach to a review and the 
impact on the tone of the report and the detail in the learning can be dramatically improved 
by adopting this mind-set.   


 
11. DHRs are not inquiries into how the victim died or into who is culpable; that is a matter for 


coroners and criminal courts, respectively, to determine as appropriate.  DHRs are not 
specifically part of any disciplinary inquiry or process. Where information emerges in the 
course of a DHR indicating that disciplinary action should be initiated, the established 
agency disciplinary procedures should be undertaken separately to the DHR process. 
Alternatively, some DHRs may be conducted concurrently with (but separate to) 
disciplinary action. 


 
12. The rationale for the review includes ensuring that agencies are responding appropriately 


to victims of domestic abuse by offering and putting in place appropriate support 
mechanisms, procedures, resources and interventions with an aim to avoid future incidents 
of domestic homicide and violence. The review will also assess whether agencies have 
sufficient and robust procedures and protocols in place which were understood and 
adhered to by their staff. 


 
 


Definitions 
 


13. Under section 9(1) of the 2004 Act, 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 he2 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. 
 


Where the definition set out in this paragraph has been met, then a Domestic Homicide 
Review should be undertaken.  
 


                                                 
2 Section 6 of the Interpretation Act 1978 - words importing the masculine gender includes the feminine. 
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14. It should be noted that an ‘intimate personal relationship’ includes relationships between 
adults who are or have been intimate partners or family members, regardless of gender or 
sexual orientation. 
 


15. In March 2013, the Government introduced a cross-government definition of domestic 
violence and abuse, which is designed to ensure a common approach to tackling domestic 
violence and abuse by different agencies. The new definition states that domestic violence 
and abuse is: 


 
 “any incident or pattern of incidents of controlling, coercive or threatening 
 behaviour, violence or abuse between those aged 16 or over who are or have been 
 intimate partners or family members regardless of gender or sexuality. This can 
 encompass, but is not limited to, the following types of abuse: 
 


 psychological 


 physical 


 sexual 


 financial 


 emotional 
 
 Controlling behaviour is: a range of acts designed to make a person subordinate and/or 
 dependent by isolating them from sources of support, exploiting their resources and 
 capacities for personal gain, depriving them of the means needed for independence, 
 resistance and escape and regulating their everyday behaviour. 
 


Coercive behaviour is: a continuing act or a pattern of acts of assault, threats, humiliation 
and intimidation or other abuse that is used to harm, punish, or frighten their victim.” 


 
In December 2015, a new domestic abuse offence to tackle coercive and controlling 
behaviour was commenced in legislation. More information about controlling and coercive 
behaviour in an intimate or family relationship can be found in the statutory guidance:  
 


https://www.gov.uk/government/publications/statutory-guidance-framework-controlling-or-
coercive-behaviour-in-an-intimate-or-family-relationship 
 


16. This definition includes so-called 'honour-based’ violence, and includes crimes such as 
female genital mutilation (FGM) and forced marriage, and is clear that victims are not 
confined to one gender or ethnic group.  


 
17. So-called ‘honour-based’ violence, sometimes referred to as “honour crimes” or “honour 


killings”, encompasses crimes or incidents which are committed to protect or defend what 
is considered to be the ‘honour’ of the family or community. Victims may be ‘punished’ for 
not complying with what the family and/or community believe to be the ‘correct’ code of 
behaviour and therefore viewed as bringing ‘shame’ or ‘dishonour’ on the family or 
community. It is important to note that notions of ‘honour’ may not be obvious; victims may 
not identify or perceive what has happened as ‘honour-based’ violence. 


 
18. Where a victim took their own life (suicide) and the circumstances give rise to concern, for 


example it emerges that there was coercive controlling behaviour in the relationship, a 
review should be undertaken, even if a suspect is not charged with an offence or they are 
tried and acquitted.  Reviews are not about who is culpable.   


 
 
 



https://www.gov.uk/government/publications/statutory-guidance-framework-controlling-or-coercive-behaviour-in-an-intimate-or-family-relationship

https://www.gov.uk/government/publications/statutory-guidance-framework-controlling-or-coercive-behaviour-in-an-intimate-or-family-relationship
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Section 3 – Establishing a Domestic 
Homicide Review 
 


Community Safety Partnerships 
 


19. When a domestic homicide occurs, the relevant police force should inform the relevant 
Community Safety Partnership (CSP) in writing of the incident. Overall responsibility for 
establishing a review rests with the local CSP as they are ideally placed to initiate a DHR 
and review panel due to their multi-agency design and locations across England and 
Wales.  CSPs are made up of representatives from the ‘responsible authorities’ (police, 
local authorities, fire and rescue authorities, probation service and health) who work 
together to protect their local communities from crime and help people feel safer. 


 
20. Where partner agencies of more than one local authority area have known about or had 


contact with the victim, the CSP of the local authority area in which the victim was normally 
resident should take lead responsibility for conducting any review. If there was no 
established address prior to the incident, lead responsibility will relate to the area where the 
victim was last known to have frequented as a first option and then considered on a case 
by case basis.  There may be circumstances in which lead responsibility for conducting a 
review may not be easily determined due to the complex nature of the case. It is for local 
areas to come to an appropriate arrangement in such circumstances.     


 
21. Any professional or agency may refer such a homicide to the CSP in writing if it is believed 


that there are important lessons for inter-agency working to be learned. 
 


22. The chair of the CSP holds responsibility for establishing whether a homicide is to be the 
subject of a DHR by giving consideration to the definition set out in section 1 of the 2004 
Act – see section 2.  This decision should be taken in consultation with local partners with 
an understanding of the dynamics of domestic violence and abuse. This will assist in 
identifying those best placed to sit on the review panel for that particular homicide. CSPs 
will wish to contact relevant bodies to establish the existence of any other ongoing reviews, 
such as a child Serious Case Review (SCR) (Child Practice Review in Wales), 
Safeguarding Adults Review (SAR) or Mental Health Investigation (MHI), which will need to 
be considered as part of the decision to undertake a DHR.   


 
23. It should be noted that, when victims of domestic homicide are aged between 16 and 18, 


there are separate requirements in statutory guidance for child Serious Case Reviews, 
Safeguarding Adults Review and a Domestic Homicide Review. Consideration should be 
given to how these reviews can be managed in parallel in the most effective manner 
possible so that organisations and professionals can learn from the case – for example, 
considering whether some or all aspects of the reviews can be commissioned jointly so as 
to reduce duplication of work for the organisations involved and provide an improved 
experience for families, subject to the final shape of the review meeting the requirements of 
both as set out in the statutory guidance. 


 
24. The CSP should send in writing its confirmation of a decision to review, as well as a 


decision not to review a homicide, to the Home Office DHR enquiries inbox: 
DHRENQUIRIES@homeoffice.gsi.gov.uk.  


 
25. The CSP should at the same time also inform the victim's family, in writing, of its decision 


as well as send the family relevant correspondence from the Quality Assurance (QA)  



mailto:DHRENQUIRIES@homeoffice.gsi.gov.uk
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Panel3 regarding its position (see section 6 of this guidance on how to engage families) or 
advise the Home Office of its rationale in not doing so. 


 
26. The Home Office will circulate a decision not to review to the QA Panel for comment and 


appropriate feedback will be given to the CSP. As stated at section 9(2) of the Act, the 
Secretary of State may in a particular homicide direct a specified person or body within 
subsection (4) to establish, or to participate in, a domestic homicide review. Such a 
direction is likely to be made where a person or body has declined involvement in a DHR. 
In such circumstances, the QA Panel will liaise with the relevant person or body and ensure 
action is taken as directed. 


 
Circumstances of a Particular Concern 
 


27. The following factors are just some examples of the types of situations preceding a 
homicide which will be of interest to review teams when conducting a DHR: 


 
a) There was evidence of a risk of serious harm to the victim that was not recognised or 


identified by the agencies in contact with the victim and/or the perpetrator, it was not 
shared with others and/or it was not acted upon in accordance with their recognised best 
professional practice. 


 
b) Any of the agencies or professionals involved considers that their concerns were not 


taken sufficiently seriously. 
 


c) The victim had little or no known contact with agencies. It is often incorrectly assumed by 
local areas that no contact with agencies indicates a DHR is not required.  In fact, a DHR 
should probe why there was little or no contact with agencies.  For example, were there 
any barriers to the victim accessing services, e.g. language, cultural, etc?  Were the 
circumstances described in h) below a barrier?  Were there particular reasons why local 
services were not appealing to a victim in these particular circumstances?  Could more 
be done in the local area to raise awareness of services available to victims of domestic 
violence and abuse?  Did contact diminish after initial engagement?   


 
d) The homicide suggests that there have been failings in one or more aspects of the local 


operation of formal domestic violence and abuse procedures or other procedures for 
safeguarding adults, including homicides where it is believed that there was no contact 
with any agency. 


 
e) The victim was being managed by, or should have been referred to, a Multi-Agency Risk 


Assessment Conference (MARAC) or other multi-agency fora. 
 


f) The homicide appears to have implications/reputational issues for a range of agencies 
and professionals. 


 
g) The homicide suggests that national or local procedures or protocols may need to 


change or are not adequately understood or followed. 
 


h) The perpetrator holds a position of trust or authority e.g. police officer, social worker, 
health professional, and the homicide, therefore, is likely to have a significant impact on 
public confidence. 


 
i) Services were not available locally to refer/support the victim and/or the perpetrator. 


                                                 
3 See Section 11 for more information about the role of the Quality Assurance Panel. 
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Section 4 – Conducting a Domestic 
Homicide Review 
 


Establishing a Review Panel 
 


28. Where the CSP considers that the criteria for a DHR at paragraph 13 of this guidance are 
met and a review should be undertaken, they will utilise local contacts and request the 
establishment of a DHR review panel. 


 
29. The review panel can either have a fixed, standing membership or be created on a 


bespoke basis for the purposes of undertaking a particular DHR. The review panel must 
include some or all individuals from the statutory agencies listed under section 9 of the 
2004 Act. Consideration must also be given to including voluntary and community sector 
organisations who may have valuable information on the victim and/or perpetrator and, as 
circumstances determine, may be able to represent the perspective of the victim and/or 
perpetrator.  The review panel must also include specialist or local domestic violence and 
abuse service representation.  In essence, the review panel composition needs to be 
sufficiently configured to bring relevant expertise in relation to the particular circumstances 
of the case as they will see the dynamics of the relationship through a different lens.  


 
30. In the interests of transparency, all members of the review panel should be named in the 


report, their respective roles set out and the agencies which they represent.  
 


31. The review panel should meet an appropriate number of times to ensure there is robust 
oversight and rigorous challenge.  For example, a review panel that only met at the 
beginning and end of the review would imply a limited and arguably ineffective role in the 
DHR process.  Although disputes between review panel members can be healthy and form 
the basis of rigorous challenge, they need to be resolved by the review panel and chair.  If 
they cannot be resolved, the DHR report will need to record the areas of disagreement and 
actions taken towards a resolution.  The Home Office will not arbitrate in such 
circumstances.  


 
32. There are other agencies which may have a key role to play in the review process but are 


not named in legislation, for example, representatives from housing associations and social 
landlords, HM Prison Service, HM Courts and Tribunals Service, General Practitioners 
(GPs), dentists and teachers. The Crown Prosecution Service (CPS) will not normally be 
part of the review panel, however,  the CPS and agencies not named in legislation may be 
called upon to provide an Individual Management Review (IMR) as required (section 7 sets 
out the content of IMRs).  It is important that any agency or employer that is approached to 
provide an IMR does so in order to provide the review panel with a comprehensive 
chronology of its involvement with the victim and others that may be the subject of the 
review.  This will allow the review panel and chair to fully analyse events leading up to the 
homicide.   


 
33. It is acknowledged that many CSP areas will already have established forums dealing with 


domestic violence and abuse and domestic homicide which hold a wealth of knowledge in 
understanding the complexities of such incidents and are often experienced in participating 
with DHRs and other review processes. Such forums should be fully included in the review 
panel and process but responsibility remains with the CSP.  
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34. 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. 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.    


 
35. The review panel should bear in mind equality and diversity issues at all times and comply 


with the requirements of the Public Sector Equality Act duties.  Age, disability (including 
learning disabilities), gender reassignment, marriage and civil partnership, pregnancy and 
maternity, race, religion and belief, ethnicity, sex and sexual orientation may all have a 
bearing on how the review is explained and conducted, and how the outcomes are 
disseminated to local communities. 


 


Appointing a Chair of the Review Panel 
 


36. As local circumstances determine, the CSP or the review panel should appoint an 
independent chair of the panel who is responsible for managing and coordinating the 
review process and for producing the final overview report based on evidence the review 
panel decides is relevant. The chair may also be the author of the overview report.  When 
appointing the chair, provision may be made for the chair to be made aware of the 
response from the Quality Assurance Panel and potentially to be involved in making any 
changes required as a result of this quality assurance. 


 
37. The review panel chair (and author, if separate roles) should, where possible, be an 


experienced individual who is not ‘directly associated’ with any of the agencies involved in 
the review.  The chair should not be a member of the CSP.  The report should clearly 
demonstrate the chair’s independence from the CSP that commissioned the review and the 
agencies involved in the review.  In order to assure readers that the chair has no conflict of 
interest, an ‘independence statement’ should be included either in the body of the report or 
as an appendix which sets out 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. 


 
38. CSPs may wish to consider the development of a regional agreement where experienced 


individuals from neighbouring areas are exchanged or loaned to the review panel to help 
share good practice and promote dissemination of new information and learning. 


 
39. There should be a clear and robust commissioning framework around recruiting a review 


panel chair that takes into account the skills and expertise required to effectively chair a 
review. The following is a guide: 


 
a) Enhanced knowledge of domestic violence and abuse issues including so-called 


‘honour’-based violence, research, guidance and legislation relating to adults and 
children, including for example the Children’s Act 2004, the Care Act 2014 and the 
Equality Act 2010; 


 
b) An understanding of the role and context of the main agencies likely to be involved in the 


review; 
 


c) Managerial expertise; 
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d) Strategic vision so that opportunities are identified to link in and inform strategies such as 
the Government’s Ending Violence against Women and Girls strategy: 2016 to 2020  
available here: https://www.gov.uk/government/publications/strategy-to-end-violence-
against-women-and-girls-2016-to-2020 


 
e) Good investigative, analytical, interviewing and communication skills; 


 
f) An understanding of the discipline regimes within participating agencies; 


 
g) An understanding of wider statutory review frameworks such as child or adult reviews; 


 
h) Completion of the Home Office online training on Domestic Homicide Reviews, including 


the additional modules on chairing reviews and producing overview reports. 
 
 


Determining the Scope of the Review 
 


40. The chair and review panel should consider in each homicide the scope of the review 
process and draw up clear terms of reference which are proportionate to the nature of the 
homicide. Relevant issues to consider include the following: 


 
This is not an exhaustive list:- 


 
a) What appear to be the most important issues to address in identifying the learning from 


this specific homicide? How can the relevant information best be obtained and analysed? 
 


b) Which agencies and professionals should be asked to submit reports or otherwise 
contribute to the review including, where appropriate, agencies that have not come into 
contact with the victim or perpetrator but might have been expected to do so? For 
example, victims may come from communities who may find it difficult to engage in 
services, e.g. refugees, the disabled, etc. and consideration should be given on how 
lessons arising from the DHR can improve the engagement with those communities. 
 


c) How will the DHR process dovetail with other investigations that are running in parallel, 
such as an NHS investigation, a criminal investigation or an inquest? For example, would 
running a DHR and Mental Health Investigation or Safeguarding Adults Review in parallel 
be more effective in addressing all the relevant questions that need to be asked, 
ensuring staff are not interviewed twice and that there are individuals who sit on both 
panels to ensure good cross communication? Is the duty of candour principle relevant?  
How will the Review take account of a coroner’s inquiry, and/or any criminal investigation 
related to the homicide, including disclosure issues, to ensure that relevant information 
can be shared without incurring significant delay in the review process? (See section 9 
for further information). It will be the responsibility of the review panel chair to ensure 
contact is made with the chair of any parallel process.   
 


d) Should an expert be consulted to help understand crucial aspects of the homicide? For 
example, a representative from a specialist BME, LGBT or disability organisation. 
 


e) Over what time period should events in the victim’s and perpetrator’s life be reviewed 
taking into account the circumstances of the homicide i.e. how far back should enquiries 
cover and what is the cut-off point?  What history/background information will help to 
better understand the events leading to the death? 
 



https://www.gov.uk/government/publications/strategy-to-end-violence-against-women-and-girls-2016-to-2020

https://www.gov.uk/government/publications/strategy-to-end-violence-against-women-and-girls-2016-to-2020
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f) Are there any specific considerations around equality and diversity issues such as age, 
disability (including learning disabilities), gender reassignment, marriage and civil 
partnership, pregnancy and maternity, race, religion and belief, sex and sexual 
orientation that may require special consideration? 
 


g) Did the victim’s or perpetrator’s immigration status have an impact on how agencies 
responded to their needs? 
 


h) Was the victim subject to a Multi-agency Risk Assessment Conference (MARAC) or other 
multi-agency fora?  If so, is there a need for a Memorandum of Understanding for the 
release of any minutes from the relevant meetings? 
 


i) Was the perpetrator subject to Multi Agency Public Protection Arrangements (MAPPA)? 
If so, should a request be made for the release of an executive summary of any minutes 
(subject to relevant legal considerations) and does this need to be accompanied by a 
Memorandum of Understanding? 
 


j) Was the perpetrator subject to a domestic violence perpetrator programme? If so, the 
professionals working with the perpetrator may know important information relating to the 
homicide as well as a key focus on the management of risk posed by the perpetrator 
(subject to relevant legal considerations). 
 


k) Was the perpetrator the subject of a Domestic Violence Protection Notice or Domestic 
Violence Protection Order?  Did the victim seek information about the perpetrator’s 
criminal history under the Domestic Violence Disclosure Scheme? Did the police make a 
disclosure under “Right to Ask” or “Right to Know”?  More information on the operation of 
these schemes can be found here: 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/97864/DV-
protection-orders.pdf 
 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/224877/D
V_Disclosure_Scheme_Guidance_-_REVISED_W.pdf 
 


l) Did the victim have any contact with a domestic violence and abuse organisation, charity 
or helpline? How will they be involved and contribute to the process?  Helplines, charities 
and local specialist domestic abuse services, including refuges, can be a useful source of 
information, although the disclosure of information about perpetrators may be subject to 
legal considerations.  
 


m) If relevant, how will issues of so-called ‘honour’-based violence be covered and what 
processes will be put in place to ensure confidentiality? 
 


n) How should family members, friends and other support networks (for example, co-
workers and employers, neighbours etc) and, where appropriate, the perpetrator 
contribute to the review (including influencing the terms of reference), and who should be 
responsible for facilitating their involvement? How will they be involved and contribute 
throughout the overall process taking account of possible conflicting views within the 
family (see paragraphs 56-57)? Further information on the involvement of these groups is 
available at section 6. 
 


o) How should matters concerning family and friends, the public and media be managed 
before, during and after the review, and who should take responsibility for this? 
 



https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/97864/DV-protection-orders.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/97864/DV-protection-orders.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/224877/DV_Disclosure_Scheme_Guidance_-_REVISED_W.pdf

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/224877/DV_Disclosure_Scheme_Guidance_-_REVISED_W.pdf
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p) Did the victim make a disclosure at work?  Has the organisation a domestic violence 
policy? 
 


q) Consideration should also be given to whether either the victim or the perpetrator was an 
‘Adult at Risk’ – a person “who is or may be in need of community care services by 
reason of mental or other disability, age or illness; and who is or may be unable to take 
care of himself or herself, or unable to protect him or herself against significant harm or 
exploitation”.4 If this is the case, the review panel may require the assistance or advice of 
additional agencies, such as adult social care, and/or specialists such as a Learning 
Disability Psychiatrist, an independent advocate or someone with a good understanding 
of the Mental Capacity Act 2005. 
 


r) How will agencies/professionals working in other local authority areas with an interest in 
the homicide be involved, including members of local domestic abuse services and what 
should their roles and responsibilities be? 
 


s) Were the victim (and/or perpetrator) social housing tenants?  If so was there rent arrears 
or frequent repairs and maintenance requests?  Have there been reports of anti-social 
behaviour at the property?  These could be indicators of a potential domestic abuse 
situation.  Does the social Housing Landlord carry out routine screening for domestic 
abuse?  Are there policies in place which support and allow staff to identify and report 
suspected domestic abuse?  Have the processes in place been reviewed to ensure that 
they remain effective?   
 


t) Who will make the link with relevant interested parties outside the main statutory 
agencies, for example independent professionals and voluntary organisations? 
 


u) How should the review process take account of previous lessons learned i.e. from 
research and recommendations made from previous DHRs in the same local authority 
area? 
 


v) Does the review panel need to obtain independent legal advice about any aspect of the 
proposed review? 


 
  


41. Where there is an on-going criminal investigation it is the responsibility of the review panel 
chair to ensure that early contact is made with the Senior Investigating Officer (SIO) 
accomplished first by the CSP at the time of notification of a homicide and subsequently by 
the chair to ensure no conflict exists between the two processes. 


 
42. The review panel chair should make the final decision on the suitability of the terms of 


reference for each DHR so that the terms of reference are proportionate to the nature of 
the homicide. Some of the above issues may need to be revisited as the review progresses 
and new information emerges. This reconsideration of the issues may in turn mean that the 
terms of reference will need to be revised and agreed by the review panel as the DHR 
progresses. 


  


                                                 
4See: 


http://webarchive.nationalarchives.gov.uk/20130107105354/http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/docu


ments/digitalasset/dh_4074540.pdf 


 
 



http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4074540.pdf

http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/documents/digitalasset/dh_4074540.pdf
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Section 5 – Timescales for conducting a 
Domestic Homicide Review 
 


43. As soon as the need for a Domestic Homicide Review is established by the CSP the review 
must be conducted expeditiously so that lessons are able to be drawn out which can then 
be acted upon as quickly as possible.   


 
44. The decision on whether or not to proceed with a review should be taken by the chair of the 


CSP within one month of a homicide coming to their attention.  
 


45. Agencies and interested parties should be notified of the requirement to conduct a review 
and be obliged to secure any records pertaining to the case against loss and interference. 
Agencies should also begin to work quickly to draw up a chronology of involvement with the 
victim, perpetrator and their families to help inform the terms of reference.  


 
46. The overview report should be completed within a further six months of the date of the 


decision to proceed unless the review panel formally agrees an alternative timescale with 
the CSP.  It is acknowledged that some DHRs will necessarily go beyond this further six 
month timescale due to the complex scope of the DHR and/or due to on-going criminal 
justice proceedings. If the CSP believes that the delay to completion of the review is 
unreasonable, they should refer the issue to the Quality Assurance Panel for further advice. 


 
47. In some cases, mental health investigations, criminal investigations or other legal 


proceedings may be carried out after a death. The chair of the review panel must discuss 
with the relevant criminal justice and/or other agencies (e.g. HM Coroner, SIO, 
Independent Police Complaints Commission), at an early stage, how the review process 
should take account of such proceedings. For example, how does this affect timing, the 
way in which the review is conducted (including interviews of relevant personnel), its 
potential impact on criminal investigations, and who should contribute at what stage?  The 
chair of the review panel needs to consider if they are becoming aware of information that 
may be of interest to judicial processes including, for example, an inquest. 


 
48. Where a criminal investigation/prosecution is anticipated to run parallel to a DHR, the 


review panel chair should inform the SIO of the Terms of Reference of the review – this is 
so that the SIO can have an opportunity to express any views on the content before the 
terms of reference are finalised.  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. 


 


49. Some local areas are waiting until the conclusion of criminal proceedings before 
commencing a review.  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. 


 
50. If, following representation from the SIO, it is agreed by the panel to delay progressing the 


DHR at any stage, then following the criminal proceedings, the review should be concluded 
without delay. Further information on disclosure and criminal proceedings is at section 9 of 
this guidance.  Any appeals lodged following the conclusion of criminal proceedings should 
not delay the submission of a DHR to the Home Office for quality assurance. 
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Section 6 – Involvement of Family, Friends 
and Other Support Networks 
 


51. The review panel should recognise that the quality and accuracy of the review is likely to be 
significantly enhanced by family, friends and wider community involvement. 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. 
 


52. The involvement of family, friends and others is both necessary and complex as they can 
have important information about the nature and extent of the abuse which may not have 
been shared with agencies.  Participation is voluntary. The chair and review panel can help 
establish a positive experience for family and friends by offering clear communication about 
the process from the outset and throughout the review.  Those conducting the review 
should consider specialist and expert advocates for the families.  Children should also be 
given specialist help and an opportunity to contribute as they may have important 
information to offer.   


 
53. The benefits of involving family, friends and other support networks include: 


 
a) assisting the victim’s family with the healing process which links in with Ministry of Justice 


objectives of supporting victims of crime to cope and recover for as long as they need 
after the homicide;  
 


b) giving family members the opportunity to meet the review panel if they wish and be given 
the opportunity to influence the scope, content and impact of the review.  Their 
contributions, whenever given in the review journey, must be afforded the same status as 
other contributions.  Participation by the family also humanises the deceased helping the 
process to focus on the victim’s and perpetrator’s perspectives rather than just agency 
views. 
 


c) helping families satisfy the often expressed need to contribute to the prevention of other 
domestic homicides. 
 


d) enabling families to inform the review constructively, by allowing the review panel to get a 
more complete view of the lives of the victim and/or perpetrator in order to see the 
homicide through the eyes of the victim and/or perpetrator. This approach can help the 
panel understand the decisions and choices the victim and/or perpetrator made.   
 


e) obtaining relevant information held by family members, friends and colleagues which is 
not recorded in official records.  Although witness statements and evidence given in court 
can be useful sources of information for the review, separate and substantive interaction 
with families and friends may reveal different information to that set out in official 
documents.  Families should be able to provide factual information as well as testimony 
to the emotional effect of the homicide. The review panel should also be aware of the risk 
of ascribing a ‘hierarchy of testimony’ regarding the weight they give to statutory sector, 
voluntary sector and family and friends contributions.  
   


f) revealing different perspectives of the case, enabling agencies to improve service design 
and processes. 
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g) enabling families to choose, if they wish, a suitable pseudonym for the victim to be used 


in the report.  Choosing a name rather than the common practice of using initials, letters 
and numbers, nouns or symbols, humanises the review and allows the reader to more 
easily follow the narrative.  It would be helpful if reports could outline where families have 
declined the use of a pseudonym.  


 
54. The review panel should be aware of the potential sensitivities and need for confidentiality 


when meeting friends, neighbours, work colleagues, etc. during the review and all such 
meetings should be recorded. Consideration should also be given at an early stage to 
working with Family Liaison Officers (FLOs) and SIOs involved in any related police 
investigation to identify any existing advocates and the respective positions of the family, 
friends and other support networks with regards to the homicide. 


 
55. When considering whether to interview family members, friends and other support 


networks, the review panel must take into account that any one of these people may be 
potential witnesses or even defendants in a future criminal trial. The chair will need to 
discuss the timescales for interviews with the SIO and take guidance from the SIO in 
relation to any ongoing criminal proceedings. 


 
56. When meeting with family members, friends and others, the chair should: 


 
a) meet with family members and others at the earliest opportunity and offer signposting to 


specialist and expert advocacy support services to those who do not have a designated 
advocate.  The chair cannot be the advocate for the family as they need to be fully 
independent and may reach conclusions that the family disagrees with; 
 


b) communicate, where appropriate, directly or, if preferred by the family, through a 
designated advocate, where one has been assigned, who has, where possible, an 
existing working relationship with the family, for example a local domestic abuse service 
representative. 
 


c) take into account their ethnic, cultural and linguistic needs. 
 


d) make a decision regarding the timing of contact with the family based on information from 
the advocate and taking account of other ongoing processes i.e. post mortems, criminal 
investigations. 


 
e) ensure initial contact is made in person (but make clear there are different ways in which 


friends, family members and others can contribute to the review e.g. in writing, via 
electronic communication) and deliver the relevant information leaflet (see paragraph 58 
below). 


 
f) ensure regular engagement and updates on progress through the advocate, including the 


timeline expected for publication. 
 


g) explain clearly how the information disclosed will be used and whether this information 
will be published. 


 
h) explain how their information has assisted the review and how it may help other domestic 


violence and abuse victims. 
 


i) share completed and full versions of the review reports with the family prior to sending 
them to the Home Office.  CSPs should ensure that adequate time is given to the family 
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to consider and absorb the report, identify if any information has been incorrectly 
captured and record any areas of disagreement.  In some cases, this may involve 
drawing up a legal form of undertaking to maintain confidentiality of an unpublished 
review. 


 
j) maintain reasonable contact with the family, through a designated advocate if 


appropriate, even if they decline involvement in the review process.  This is particularly 
important when the review is completed, has been assessed and is ready for publication. 
They should also be informed about the potential consequences of publication i.e. media 
attention and renewed interest in the homicide.  The CSP should ensure the family are 
fully sighted on any media statements and be mindful of the need to consider key dates, 
such as birthdays, anniversaries, etc. 
 


k) invite the family to help create the change after the review.  
 


57. The review panel should consider approaching the family of the perpetrator who may also 
have relevant information to offer.  The chair should also be mindful that the perpetrator or 
members of the perpetrator’s family might in some cases pose an ongoing risk of violence 
to the victim’s family or friends, or vice versa.  If the chair is concerned that there may be a 
risk of imminent physical harm to any known individual(s), they should contact the police 
immediately so that steps can be taken to secure protection. 
 


58. The review panel should also access other networks which victims and perpetrators may 
have disclosed to, for example, employers, health professionals, local professionals in 
domestic violence prevention work, or local domestic abuse service agencies. Information 
leaflets (available in English and other languages) explaining the DHR process are 
available for the following:  
 


 Family members 


 Friends 


 Employers and colleagues 
 


The leaflets can be found at:  
https://www.gov.uk/government/organisations/home-office/series/domestic-homicide-
review 
 


59. Particular consideration should be given to reviews where so-called ‘honour’-based 
violence is suspected. Extra caution will need to be taken around confidentiality in relation 
to agency members and interpreters where there are possible links with the family, who 
may be the perpetrators.  Extra caution will also be required when considering the level of 
participation from family members and should be carefully considered in consultation with a 
practitioner with expertise in this area, for example, a specialist BME organisation. 


 
  



https://www.gov.uk/government/organisations/home-office/series/domestic-homicide-review

https://www.gov.uk/government/organisations/home-office/series/domestic-homicide-review
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Section 7 – Content of the Individual 
Management Reviews and the Overview 
Report 
 


Individual Management Reviews 
 


60. The review panel chair should write to the senior manager in each of the agencies, bodies 
or organisations identified as part of the scope of the review to commission the IMRs. The 
IMRs will form part of the overview report. 


 
61. 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 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. 


 
62. DHRs are not part of any disciplinary inquiries, but information that emerges in the course 


of a review may indicate that disciplinary action should be taken under established 
procedures. Alternatively, reviews may be conducted concurrently with disciplinary action. 
This is a matter for agencies to decide in accordance with their disciplinary procedures. 
The same consideration should be taken in relation to complaint procedures underway 
against any single agency. 


 
63. Once it is known that a homicide is being considered for review, each agency should 


secure its records relating to the case to guard against loss or interference and having 
secured their records promptly, work quickly to draw up a chronology of their involvement 
with the victim, perpetrator or their families. Each agency should then carry out an IMR of 
its involvement with the victim or perpetrator (see Appendix two). 


 
64. Where staff or others are interviewed by those preparing IMRs, a written record of such 


interviews should be made and this should be shared with the relevant interviewee. Such 
records should be retained for the purposes of disclosure to a criminal investigation should 
the need arise.  If the review finds that policies and procedures have not been followed, 
relevant staff or managers should be interviewed to understand the reasons for this in 
accordance with the relevant agency procedures. The views of the SIO and subsequent 
CPS advice must be sought prior to interviewing witnesses as they may be involved in any 
linked criminal proceedings. 


 
65. The IMR should begin as soon as a decision is taken to proceed with a review and once 


the terms of reference have been set, and sooner if a homicide gives cause for concern 
within the individual agency.  
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66. Those conducting IMRs should not have been directly involved with the victim, the 
perpetrator or either of their families and should not have been the immediate line manager 
of any staff involved in the IMR. 


 
67. The IMR reports should be quality assured by the senior manager in the organisation who 


has commissioned the report. This senior manager will be responsible for ensuring that any 
recommendations from both the IMR and, where appropriate, the overview report are acted 
on appropriately. 


 
68. On completion of each IMR report, there should be a process of feedback and debriefing 


for the staff involved in the review, in advance of completion of the overview report. There 
should also be a follow-up feedback session with these staff members once the overview 
report has been completed and prior to its publication. The management of these sessions 
are the responsibility of the senior manager in the relevant organisation. 


 


The Overview Report 
 


69. The overview report 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.  Where necessary, further studies may be commissioned 
to supplement the information available from the IMRs to enable better supported 
conclusions about the lessons to be learnt from the case.  The overview report and 
executive summary are drafted by the review panel chair or author if the roles are separate. 


 
70. Overview reports should be produced according to the outline format and template (in the 


appendices) and, as with IMRs, the precise format depends on the features of the 
homicide. The chair / author must keep personal details anonymous and other identifying 
features e.g. precise dates, within the final overview report and executive summary that are 
sent to the CSP. 


 
71. It is crucial the chair has access to all relevant documentation and, where necessary, 


individual professionals to enable them to effectively undertake their review functions. 
 


72. The findings of the review should be regarded as ‘Official’ as per the Government Security 
Classification Scheme until the agreed date of publication. Prior to this, information should 
be made available only to participating professionals and their line managers who have a 
pre-declared interest in the review. It may also be appropriate to share these findings with 
family members as directed by the chair, taking into account ongoing criminal proceedings 
and any possible civil action. 


 
73. As part of the terms of reference, the chair should appoint a lead individual or agency who, 


in liaison with contributing agencies and professionals, should act as a: 
 


a) designated advocate for engaging with family members and friends; 
 


b) contact point for responding to media interest about the review. 
 


Review Panel action on receiving Overview Report and Executive Summary 
 


74. On being presented with the overview report and executive summary the review panel 
should: 
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a) ensure that contributing organisations and individuals are satisfied that their information 
is fully and fairly represented in the reports; 
 


b) be satisfied that the reports accurately reflect the review panel’s findings; 
 


c) ensure that the reports have been written in accordance with this guidance; and  
 


d) be satisfied that the reports are of a sufficiently high standard for them to be submitted to 
the Home Office. 
 


 


The Action Plan 
 


75. The overview report should also make recommendations for future action which the review 
panel should translate into a specific, measurable, achievable, realistic and timely 
(SMART) action plan (see appendix 5). All DHRs should include a targeted and achievable 
action plan to help achieve the purposes of DHRs as described in paragraph 7.  Actions 
should, as far as possible, be tested with the agency before the action is finalised and 
timeframes should also be agreed at a senior level by each of the participating agencies.  
In other words, the action plan should set out who will do what, by when, with what 
intended outcome and clearly describe how improvements in practice and systems will be 
monitored and reviewed. 
 


76. Completing the action plan and publishing the DHR is only the beginning of the process.  
To derive value from the DHR process and prevent further abuse and homicide, CSPs 
should satisfy themselves that there are appropriate governance mechanisms in place for 
monitoring delivery against DHR action plans.   
 


77. Once agreed, the review panel should provide a copy of the overview report, executive 
summary and the action plan to the CSP.  


 


Community Safety Partnership action on receiving the Overview Report, 
Executive Summary and Action Plan 
 


78. On receiving the documents the CSP should: 
 


a) agree the content of the overview report, executive summary and action plan, ensuring 
that they are fully anonymised apart from including the names of the review panel chair 
and members; 


 
b) make arrangements to provide feedback and debriefing to staff, family members and the 


media as appropriate; 
 


c) sign off the overview report, executive summary and action plan; 
 


d) complete the form on page 41 which is not for publication and will be used by the Home 
Office only for data collection purposes; 


 
e) submit a copy of the overview report, executive summary, action plan and data collection 


form to the Home Office via a secure email to: DHREnquiries@homeoffice.gsi.gov.uk. 


The CSP should also confirm a secure contact email address which the Home Office (on 
behalf of the Quality Assurance Panel) can use for correspondence with the CSP. 


 



mailto:DHREnquiries@homeoffice.gsi.gov.uk
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f) ensure that the documents are not published until clearance has been received from the 
Home Office Quality Assurance Panel (see section 8). 


 
79. On receiving clearance from the Home Office Quality Assurance Panel, the CSP should: 


 
a) provide a copy of the overview report, executive summary and action plan to the local 


Police and Crime Commissioner and senior manager of each participating agency; 
 


b) ensure the chair, review panel and family members are involved in the publication date to 
consider key dates, e.g. the anniversary of the homicide or the birthday of the victim;  


 
c) publish suitably anonymised electronic copies of the overview report and executive 


summary on the local CSP website; 
 


d) provide a copy of the overview report and supporting documents, including the letter from 
the Home Office Quality Assurance Panel, to the family; 
 


e) notify the Home Office using the email address in paragraph 77(d) that the reports have 
been published and provide links to the reports; 


 
f) monitor the implementation of the actions set out in the action plan; 


 
g) formally conclude the review when the action plan has been implemented and include an 


audit process. 
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Section 8 – Publication of the Overview 
Report 
 


80. In all cases, the overview report and executive summary should be suitably anonymised 
and made publicly available. IMRs should not be made publicly available. The key purpose 
for undertaking DHRs is to enable lessons to be learned from homicides where a person is 
killed as a result of domestic violence and abuse. In order for these lessons to be learned 
as widely and thoroughly as possible, professionals need to be able to understand fully 
what happened in each homicide, and most importantly, what needs to change in order to 
reduce the risk of such tragedies happening in the future. The aim in publishing these 
reviews is to restore public confidence and improve transparency of the processes in place 
across all agencies to protect victims. 


 
81. All overview reports and executive summaries should be published unless there are 


compelling reasons relating to the welfare of any children or other persons directly 
concerned in the review for this not to happen. The reasons for not publishing an overview 
report and executive summary should be communicated to the Quality Assurance Panel. 
The publication of the documents needs to be timed in accordance with the conclusion of 
any related court proceedings and other review processes. The content of the overview 
report and executive summary must be suitably anonymised in order to protect the identity 
of the victim, perpetrator, relevant family members, staff and others and to comply with the 
Data Protection Act 1998.  This means preparing reports in a form suitable for publication, 
or redacting them appropriately before publication. 


 
82. Information holders who receive requests to release information under the Freedom of 


Information Act 2000 will need to refer to their own internal procedures for dealing with 
these types of applications.   


 
83. Where appropriate, consideration should also be given to translating the overview report 


and executive summary into different languages and other formats, such as Braille or 
British Sign Language. 


 
84. Publication of overview reports and executive summaries will take place following 


agreement from the Home Office Quality Assurance Panel and should be published on the 
local CSP website. 


 
85. In some cases, it may not be possible to finalise the IMRs and the overview report or to 


finalise and publish an executive summary until after coronial or criminal proceedings have 
been concluded, but this should not prevent early lessons learned from being acted upon. 


 
86. The report author should, in their final reports, make reference to any requests to delay the 


planned work of the DHR panel, and include a copy of the written request as an appendix 
so that it can clearly be understood why the request was made, taking into account any 
data protection restrictions. 
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Section 9 – Disclosure and Criminal 
Proceedings 
 


General Principles 
 


87. Disclosure is one of the most important issues in the criminal justice system and the 
application of proper and fair disclosure is a vital component of a fair criminal justice 
system. All disclosure issues must be discussed with the police SIO, the CPS and the HM 
Coroner’s representative as appropriate. Regard must also be given to the Criminal 
Procedure and Investigations Act 1996. 


 
88. There may be homicides where the investigator believes that a third party (for example, a 


local authority or social care organisation) has relevant material or information.  In such 
cases, if the material or information might reasonably be considered capable of 
undermining the prosecution case or of assisting the case for the accused, prosecutors are 
asked to take steps they regard as appropriate to obtain it and review to decide whether it 
has to be disclosed to the defence. This may include applying for a witness summons 
requiring a representative of the ‘third party’ to produce the material to the court. 


 
89. Dependent on the case, material gathered in the course of a DHR may be capable of 


assisting the defence case and would almost certainly be material that the defence would 
seek to gain access to. If a DHR is being conducted in parallel to a criminal investigation, 
the disclosure officer will be obliged to inform the prosecutor. Any interviews with other 
agency staff, documents, case conferences etc may all become disclosable. It is the 
responsibility of a disclosure officer to link in with the review panel chair.  It is incumbent on 
the chair to ensure that there is a robust process in place for the purpose of disclosure to 
the disclosure officer responsible for the criminal investigation.  


 


Circumstances where the perpetrator is arrested and charged 
 


90. In cases where the perpetrator is arrested and charged, one of the following two outcomes 
may occur: 


 
a) that the DHR be pended until after the outcome of any criminal proceedings; 


 
b) that the scope of the DHR is temporarily restricted until after the outcome of any criminal 


proceedings, such as consideration being given to not interviewing people who may be 
witnesses or defendants in criminal proceedings until the criminal justice need has been 
satisfied. Where a restriction in scope is being considered, this should be for a defined 
need and/or applicable to named individuals.  


 
91. In either outcome, the overview report could be considered in draft form until after the 


criminal trial as organisational intra and inter learning needs to take place.  However, 
consideration should be given before releasing an early draft on whether it could be 
potentially misleading if there is more evidence/information to come.   


 
92. Regardless of the outcome, every effort should be taken to ensure that learning arising 


from the homicide is taken forward where this does not compromise the integrity of relevant 
criminal proceedings. It is essential that necessary learning is not delayed to prevent the 
same mistakes being replicated in other cases. In these circumstances, the review panel 
should ensure records are reviewed and a chronology drawn up to identify any immediate 
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lessons to be learned (an immediate IMR). These should be brought to the attention of the 
relevant agency or agencies for action, secured for the subsequent overview report and 
forwarded to the disclosure officer for the criminal case. Any identified recommendations 
should be taken forward without delay. 


 
93. It is permissible for the review panel to carry out further work in relation to the review in 


tandem during ongoing criminal proceedings, for example, conducting professional 
interviews, producing a draft overview report. However, any such work must take into 
account the views of the SIO to ensure that the criminal proceedings are not compromised.  


 
94. All material generated or obtained in the DHR whilst the criminal case is ongoing must be 


made available to the SIO and disclosure officer to assess whether it is relevant to the 
criminal case. Where it is relevant, it will be for the CPS to decide whether it should be 
disclosed to the defence. Where the material is sensitive, the CPS or the SIO will consult 
with the chair before disclosure is made to the defence. Sensitive material in this context 
can be “any material the disclosure of which he or she believes would give rise to a real 
risk of serious prejudice to an important public interest and the reason for that belief.”5   


 
95. If there are family members, colleagues, friends or other individuals that a review chair 


wishes to speak to as part of the review and who are witnesses in the criminal case, the 
chair may be asked by the SIO not to contact them for interviews until after the conclusion 
of the criminal case. The SIO should consult with the CPS where the DHR panel proposes 
to speak to witnesses in an ongoing criminal case. Any representations to the DHR panel 
to delay contact with the witnesses will be informed by such liaison with the CPS. 


 
96. Following the conclusion of the criminal proceedings, the DHR should be concluded without 


delay. Further information about disclosure can be found at: 
www.cps.gov.uk/legal/d_to_g/disclosure_manual. 


 
 


Circumstances where the Perpetrator is deceased 
 


97. Where evidence indicates that the perpetrator is deceased and either: 
 
a) the cause of death is unknown; 
b) the death was violent or unnatural; 
c) the death was sudden and unexplained; 
d) the person who died was not visited by a medical practitioner during their final illness; 
e) the medical certificate is not available; 
f) the person who died was not seen by the doctor who signed the medical certificate within 


14 days before death or after they died; 
g) the death occurred during an operation or before the person came out of anaesthetic; 
h) the medical certificate suggests the death may have been caused by an industrial 


disease or industrial poisoning; 
 


the case will be referred to the Coroner and a file will be prepared. In these circumstances, 
it is appropriate for a DHR to be conducted without delay and the overview report and 
supporting documents once they have been reviewed by the Quality Assurance Panel 
should be submitted to the Coroner to help inform the Inquest. 


 
 


                                                 
5 Taken from chapter 8 of the CPS guidance set out in paragraph 96. 



http://www.cps.gov.uk/legal/d_to_g/disclosure_manual
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Section 10 – Data Protection 
 
Data Protection Act 1998 considerations 
 


98. The Data Protection Act 1998 governs the protection of personal data of living persons and 
places obligations on public authorities to follow ‘data protection principles’.  Data 
protection issues in relation to DHRs tend to emerge in relation to access to records, for 
example medical records.  Data protection obligations would not normally apply to 
deceased individuals and so obtaining access to data on deceased victims of domestic 
abuse for the purposes of a DHR should not normally pose difficulty – this applies to all 
records relating to the deceased, including those held by solicitors and counsellors.  In the 
case of a living person, for example the perpetrator, the obligations do apply.  It is 
recognised that some local areas have faced resistance from clinicians and health 
professionals when seeking release of medical records on perpetrators.  


 
99. The Department of Health encourages clinicians and health professionals to cooperate with 


domestic homicide reviews and disclose all relevant information about the victim and, 
where appropriate, the individual who caused their death unless exceptional circumstances 
apply.  Where record holders consider there are reasons why full disclosure of information 
about a person of interest to a review is not appropriate (e.g. due to confidentiality 
obligations or other human rights considerations), the following steps should be taken: 


a) The review team should be informed about the existence of information relevant to an 
inquiry in all cases; and 


b) The reason for concern about disclosure should be discussed with the review team 
and attempts made to reach agreement on the confidential handling of records or 
partial redaction of record content. 


The Department of Health is clear that, where there is evidence to suggest that a person is 
responsible for the death of the victim their confidentiality should be set aside in the greater 
public interest.   
 


100. The Department of Health recognises that DHRs have a strong parallel with child Serious 
Case Reviews.  Guidance advises doctors that they should participate fully in these 
reviews.  It goes on to say "When the overall purpose of a review is to protect other 
children or young people from a risk of serious harm, you should share relevant 
information, even when a child or young person or their parents do not consent."  The 
Department of Health believes it is reasonable that this should be the principle that doctors 
should follow in cooperating with DHR’s.  This action was further supported by 
recommendations in the Department of Health document ‘Striking the Balance’ (2012) 
available here:  
 
https://www.gov.uk/government/publications/striking-the-balance-practical-guidance-on-
the-application-of-caldicott-guardian-principles-to-domestic-violence-and-maracs-multi-
agency-risk-assessment-conferences 


 
   


  



https://www.gov.uk/government/publications/striking-the-balance-practical-guidance-on-the-application-of-caldicott-guardian-principles-to-domestic-violence-and-maracs-multi-agency-risk-assessment-conferences

https://www.gov.uk/government/publications/striking-the-balance-practical-guidance-on-the-application-of-caldicott-guardian-principles-to-domestic-violence-and-maracs-multi-agency-risk-assessment-conferences

https://www.gov.uk/government/publications/striking-the-balance-practical-guidance-on-the-application-of-caldicott-guardian-principles-to-domestic-violence-and-maracs-multi-agency-risk-assessment-conferences
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Section 11 – Quality Assurance and 
dissemination of lessons learned 
 


Quality Assurance 
 


101. Quality assurance for completed DHRs rests with an expert panel made up of statutory 
and voluntary sector agencies and managed by the Home Office.  All completed overview 
reports and supporting documents should be sent to the Home Office using the secure 
email address: DHRENQUIRIES@homeoffice.gsi.gov.uk and will be assessed against this 
guidance. The Panel meets on a regular basis (monthly at present) to assess report 
standards as well as identifying good practice and training needs. Further information about 
the panel, including its terms of reference, can be found at: https://www.gov.uk/domestic-
violence-and-abuse. 


 
102. The key issue for the Quality Assurance Panel is to ensure that: 


 
a) areas have spoken with the appropriate agencies, voluntary and community sector 


organisations, and family members and friends, to establish a full a picture as possible; 
b) the report demonstrates sufficient probing and analysis and the narrative is balanced; 
c) lessons will be learnt and that areas have plans in place for ensuring this is the case; 
d) the likelihood of a repeat homicide is minimised. 


 
103. The Quality Assurance Panel will review the DHR and will write back to the area making 


recommendations for change or agreeing that the report is fit for publication.  This letter will 
also be copied to the Police and Crime Commissioner for the area concerned (or to the 
Mayor’s Office for Policing and Crime in relation to DHRs undertaken by London Boroughs) 
so they are routinely sighted on DHRs undertaken in their local area. 
  


104. Areas are encouraged to communicate the Panel’s feedback to authors and chairs of 
DHRs to help inform future DHRs which they may be commissioned to undertake.   


 
105. On receipt of the letter from the Quality Assurance Panel, the area should make any 


necessary changes and publish the report and letter from the Panel on its Community 
Safety website.  If a DHR report requires a significant number of changes, the CSP should 
agree the adjustments with the original chair/author who will be named on the report having 
written the original version.   


 
106. Only in exceptional circumstances should publication of the report be withheld - for 


example, child safeguarding reasons (see section 8 for further information).  
 


107. Completed reviews should be published at a local level on the local CSP website. The 
Home Office page will also include examples of effective practice and updates on national 
learning. 


 
108. The Home Office Quality Assurance Panel is also responsible for: 


 
a) disseminating lessons learned at a national level and effective practice; 


 
b) assessing progress identified at a national level; 


 



mailto:DHRENQUIRIES@homeoffice.gsi.gov.uk

https://www.gov.uk/domestic-violence-and-abuse

https://www.gov.uk/domestic-violence-and-abuse
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c) identifying serious failings and common themes; 
 


d) communicating with the media to raise awareness of the positive work of statutory and 
voluntary sector agencies with domestic violence and abuse victims and perpetrators so 
that attention is not focused disproportionately on tragedies; 


 
e) communicating and liaising with other government departments to ensure appropriate 


engagement from all relevant agencies; 
 


f) providing central storage for DHRs to allow for clear auditing of review documentation 
and quick retrieval if required; 


 
g) reviewing decisions by CSPs not to undertake a DHR; 


 
h) recommending national training needs and working across government to ensure 


existing training is highlighted; 
 


i) recommending service needs to commissioners. 
 


Lessons learned and effective practice 
 


109. DHRs are a vital source of information to inform national and local policy and practice. All 
agencies involved have a responsibility to identify and disseminate common themes and 
trends across review reports, and act on any lessons identified to improve practice and 
safeguard victims.  Publishing the DHR and completing the action plan is only the 
beginning of the process.  To derive value from the DHR process and prevent further 
abuse and homicide, local areas should have governance mechanisms in place for 
monitoring delivery against DHR action plans.  CSPs should satisfy themselves that an 
appropriate framework is in place. 


 
110. It is important to draw out key findings of DHRs and their implications for policy and 


practice. The following may assist the CSP, which has a leading role, in achieving 
maximum benefit from the DHR process: 


 
a) As far as possible, the review should be conducted in such a way that the process is 


seen as a learning exercise and not as a way of apportioning blame. 
 


b) Consider what type and level of information needs to be disseminated, how and to 
whom, in the light of the review. Be prepared to communicate both examples of good 
practice and areas where change is required. 


 
c) Subsequent learning should be disseminated to the local MARAC, other multi-agency 


fora, the Safeguarding Adult Board, the Local Safeguarding Children Board and 
commissioners of services. 


 
d) Share and incorporate the learning (including any national lessons learnt) across the 


strands of adult and children safeguarding and utilise into local and regional training 
programmes for frontline staff. 


 
e) The CSP should put in place a means of monitoring and auditing the actions against 


recommendations and intended outcomes. 
 


f) Establish a culture of learning lessons by having a standing agenda item for DHRs on the 
meetings of CSP and domestic violence forums and similar groups. 
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APPENDIX ONE 
 


OUTLINE FORMAT FOR INDIVIDUAL MANAGEMENT REVIEWS 


 


AGENCY INVOLVEMENT WITH THE VICTIM, THE PERPETRATOR AND THEIR FAMILIES 


 
The review should include a comprehensive chronology that charts the involvement of the 
agency with the victim, the perpetrator and their families over the period of time set out in the 
review’s terms of reference and any items of specific interest outside those parameters. It 
should summarise the events that occurred; intelligence and information known to the agency; 
the decisions reached; the services offered and provided to the victim, the perpetrator and their 
families; and any other action taken.  


 


ANALYSIS OF INVOLVEMENT 


 
The review should consider the events that occurred, the decisions made and the actions taken 
or not taken. Where judgements were made or actions taken that indicate that practice or 
management could be improved, the review should consider not only what happened but why. 
Each homicide may have specific issues that need to be explored and each review should 
consider carefully the individual case and how best to structure the review in light of the 
particular circumstances. The following are examples of the areas that will need to be 
considered: 
 


 Were practitioners sensitive to the needs of the victim and the perpetrator, 
knowledgeable about potential indicators of domestic violence and abuse and aware 
of what to do if they had concerns about a victim or perpetrator? Was it reasonable to 
expect them, given their level of training and knowledge, to fulfil these expectations? 


 Did the agency have policies and procedures for Domestic Abuse, Stalking and 
Harassment (DASH) risk assessment and risk management for domestic violence and 
abuse victims or perpetrators and were those assessments correctly used in the case 
of this victim/perpetrator? Did the agency have policies and procedures in place for 
dealing with concerns about domestic violence and abuse? Were these assessment 
tools, procedures and policies professionally accepted as being effective? Was the 
victim subject to a MARAC or other multi-agency fora? 


 Did the agency comply with domestic violence and abuse protocols agreed with other 
agencies, including any information-sharing protocols? 


 What were the key points or opportunities for assessment and decision making in this 
case? Do assessments and decisions appear to have been reached in an informed 
and professional way? 


 Did actions or risk management plans fit with the assessment and decisions made? 
Were appropriate services offered or provided, or relevant enquiries made in the light 
of the assessments, given what was known or what should have been known at the 
time? 


 When, and in what way, were the victim’s wishes and feelings ascertained and 
considered? Is it reasonable to assume that the wishes of the victim should have been 
known? Was the victim informed of options/choices to make informed decisions? 
Were they signposted to other agencies? 
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 Was anything known about the perpetrator? For example, were they being managed 
under MAPPA?  Were there any injunctions or protection orders that were, or 
previously had been, in place? 


 Had the victim disclosed to any practitioners or professionals and, if so, was the 
response appropriate? 


 Was this information recorded and shared, where appropriate? 


 Were procedures sensitive to the ethnic, cultural, linguistic and religious identity of the 
victim, the perpetrator and their families? Was consideration for vulnerability and 
disability necessary?  Were any of the other protected characteristics relevant in this 
case? 


 Were senior managers or other agencies and professionals involved at the appropriate 
points? 


 Are there other questions that may be appropriate and could add to the content of the 
case? For example, was the domestic homicide the only one that had been committed 
in this area for a number of years? 


 Are there ways of working effectively that could be passed on to other organisations or 
individuals? 


 Are there lessons to be learned from this case relating to the way in which this agency 
works to safeguard victims and promote their welfare, or the way it identifies, assesses 
and manages the risks posed by perpetrators? Where can practice be improved? Are 
there implications for ways of working, training, management and supervision, working 
in partnership with other agencies and resources? 


 Did any staff make use of available training? 


 Did any restructuring during the period under review likely to have had an impact on 
the quality of the service delivered? 


 How accessible were the services for the victim and perpetrator? 
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APPENDIX TWO 
 


INDIVIDUAL MANAGEMENT REVIEW TEMPLATE 


 


INTRODUCTION 
 
Brief factual/contextual summary of the situation leading to the DHR including an outline of the 
terms of reference and date for completion: 
 


 Identification of person subject to review          


 Date of Birth:  


 Date of death / offence 


 Name, job title and contact details of person completing this IMR (include confirmation 
regarding independence from the line management of the case). 


 


VICTIM, PERPETRATOR, FAMILY DETAILS IF RELEVANT 


 


Name Date of birth Relationship Ethnic origin Address 


     


     


     


 
Include a family tree or genogram if relevant.   
 
Pen portrait of the victim. 


 


TERMS OF REFERENCE  


 


METHODOLOGY   


Record the methodology used including extent of document review and interviews undertaken.  


 


DETAILS OF PARALLEL REVIEWS/PROCESSES 


 


CHRONOLOGY OF AGENCY INVOLVEMENT  


 


WHAT WAS YOUR AGENCY’S INVOLVEMENT WITH THE VICTIM? 


 
Construct a comprehensive chronology of involvement by your agency over the period of time 
set out in the review’s terms of reference. State when the victim/child/family/perpetrator was 
seen including antecedent history where relevant.  Identify the details of the professionals from 
within your agency who were involved with the victim, family, perpetrator and whether they were 
interviewed or not for the purposes of this IMR. 
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ANALYSIS OF INVOLVEMENT 


 
Consider the events that occurred, the decisions made, and the actions taken or not. Assess 
practice against guidance and relevant legislation. 


 


ADDRESSING TERMS OF REFERENCE 


 
Consider further analysis in respect of key critical factors, which are not otherwise covered by 
the sections above.  


 


EFFECTIVE PRACTICE/LESSONS LEARNT 


 


RECOMMENDATIONS  


 
Recommendations should be focused on the key findings of the IMR and be specific about the 
outcome which they are seeking. 
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APPENDIX THREE 
 


OVERVIEW REPORT TEMPLATE 


 


TITLE PAGE OF OVERVIEW REPORT 


 Name of the Community Safety Partnership 


 Victim’s pseudonym and month and year of death 


 Author’s name 


 Date the review report was completed  


 


LIST OF CONTENTS PAGE 


 


This report of a domestic homicide review examines agency responses and support given to 
(pseudonym used for victim’s name), a resident of (area name) prior to the point of (his/her) 
death on (date of death).   
 
In addition to agency involvement the review will also examine the past to identify any relevant 
background or trail of abuse before the homicide, whether support was accessed within the 
community and whether there were any barriers to accessing support.  By taking a holistic 
approach the review seeks to identify appropriate solutions to make the future safer.   
 
Summarise the circumstances that led to a review being undertaken in this case. 
 
The review will consider agencies contact/involvement with (victim’s and perpetrator’s 
pseudonym) from (indicate date/s/period that the scope of the review will be examining and the 
reason this has been chosen). 
 
The key purpose for undertaking DHRs is to enable lessons to be learned from homicides 
where a person is killed as a result of domestic violence and abuse. In order for these lessons 
to be learned as widely and thoroughly as possible, professionals need to be able to understand 
fully what happened in each homicide, and most importantly, what needs to change in order to 
reduce the risk of such tragedies happening in the future. 
 


TIMESCALES 


This review began on (date) and was concluded on (date). Reviews, including the overview 
report, should be completed, where possible, within six months of the commencement of the 
review.  Explain any reasons for delay in completion (this should include any additional delays 
other than due to the criminal trial). 


 


CONFIDENTIALITY 


The findings of each review are confidential. Information is available only to participating 
officers/professionals and their line managers.  Include pseudonym/s agreed with the family and 
used in the report to protect the identity of the individual(s) involved.   
 
State the age of the victim and perpetrator at the time of the fatal incident, and their ethnicity.  
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TERMS OF REFERENCE  


 


METHODOLOGY 


Record details of the decision to undertake a DHR and who was involved in that decision. 


Describe the methodology used, what documents were used, whether interviews undertaken. 


  


INVOLVEMENT OF FAMILY, FRIENDS, WORK COLLEAGUES, NEIGHBOURS AND WIDER 
COMMUNITY 


Include when people were contacted and by whom; the nature of their involvement and whether 
they have been provided with the relevant Home Office DHR leaflet. Include whether:  
 


 The family had the help of a specialist and expert advocate 


 The terms of reference were shared with them to assist with the scope of the review 


 The family met the review panel 


 The family have been updated regularly 


 Reviewed the draft report in private with plenty of time to do so, and have the opportunity 


to comment and make amendments if required. 


 All those contributing were able to do so using the medium they prefer 


 


CONTRIBUTORS TO THE REVIEW 


List the agencies and other contributors to the review and the nature of their contribution i.e. 
IMR, report, or information. 


Confirm the independence of IMR authors and how they are independent. 


 


THE REVIEW PANEL MEMBERS 


List the names of DHR panel members, their role and job title and the agency they represent 
(Section 4 paragraph 29).  


Include number of times the Panel met, and confirm independence of Panel members. 


 


AUTHOR OF THE OVERVIEW REPORT 


Explain the independence of the chair (and author if separate roles) and give details of their 
career history and relevant experience (Section 4 paragraph 36).  Confirm that the chair/author 
have had no connection with the Community Safety Partnership.  If they have worked for any 
agency in the area previously state how long ago that employment ended.    


 


PARALLEL REVIEWS 


State if an inquest or any other reviews or inquiries have been conducted and whether they 
have been used to inform this review. 


 


EQUALITY AND DIVERSITY 


Address the nine protected characteristics under the Equality Act 2010 if relevant to the review.  
Include examining barriers to accessing services in addition to wider consideration as to 
whether service delivery was impacted.   
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DISSEMINATION 


List of recipients who will receive copies of the review report. 


 


BACKGROUND INFORMATION (THE FACTS) 


 Where the victim lived and where the homicide took place. A synopsis of the homicide (what 
actually happened and how the victim was killed). 


 Details of the Post Mortem and inquest and/or Coroner’s inquiry if already held.  State the 
cause of death. 


 Members of the family and the household. Who else lived at the address and, if children 
were living there, what their ages were at the time (to enhance anonymity, the children’s 
genders should not be given). 


 How long the victim had been living with the perpetrator(s). If a partner/ex-partner, how long 
they had been together as a couple. 


 Who has been charged with the homicide, the date and outcome of the trial, and sentence 
given. 


 If the review is being undertaken into a victim who took their own life (suicide) state on what 
basis this was considered to meet the criteria to undertake the review. 


 


CHRONOLOGY 


Explain the background history of the victim and the perpetrator prior to the timescales under 
review stated in the terms of reference to give context to their story.   


Provide a combined narrative chronology charting relevant key events/contact/involvement with 
the victim, the perpetrator and their families by agencies, professionals and others who have 
contributed to the review process. Note the time and date of each occasion when the victim, 
perpetrator or child(ren) was seen and the views and wishes that were sought or expressed. 


(If the family structure is extensive or complex consider including an anonymised genogram at 
the start of the chronology) 


 


OVERVIEW 


An overview that summarises what information was known to the agencies and professionals 
involved about the victim, the perpetrator and their families. 


Any other relevant facts or information about the victim and perpetrator. 


 


ANALYSIS 


This part of the overview should examine how and why events occurred, information that was 
shared, the decisions that were made, and the actions that were taken or not taken.  It can 
consider whether different decisions or actions may have led to a different course of events. 
The analysis section should address the terms of reference and the key lines of enquiry within 
them.  It is also where any examples of good practice should be highlighted. 
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CONCLUSIONS  


Bring together an overview of main issues identified and conclusions drawn from them which 
will translate into the detailing of lessons learnt in the next section. 


 


LESSONS TO BE LEARNT 


This part of the report should summarise what lessons are to be drawn from the case and how 
those lessons should be translated into recommendations for action. 
 
State any early learning identified during the review process and whether this has already been 
acted upon.  


 


RECOMMENDATIONS 


Recommendations should include, but not be limited to, those made in individual management 
reports and can include recommendations of national impact made for national level bodies or 
organisations.  
 
Recommendations should be focused and specific, and capable of being implemented. 
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APPENDIX FOUR 
 


EXECUTIVE SUMMARY TEMPLATE 
 


TITLE PAGE OF EXECUTIVE SUMMARY 


 Name of the Community Safety Partnership 


 Victim’s pseudonym and month and year of death 


 Author’s name 


 Date report completed 


 


LIST OF CONTENTS PAGE 


  


THE REVIEW PROCESS 


This summary outlines the process undertaken by (local Community Safety Partnership area) 
domestic homicide review panel in reviewing the homicide of (victim’s pseudonym) who was a 
resident in their area.  
 
The following pseudonyms have been in used in this review for the victim and perpetrator (and 
other parties as appropriate) to protect their identities and those of their family members: 
 
(add victim and perpetrator's pseudonyms, age at time of the fatal incident, ethnicity and add 
pseudonyms of any other relevant parties and their relationship to the victim and/or perpetrator) 
    
Criminal proceedings were completed on (date) and the perpetrator was (give verdict, sentence 
and tariff where relevant).  If DHR is as a result of a suicide give coroner's verdict.  
 
The process began with an initial meeting of the Community Safety Partnership on (date) when 
the decision to hold a domestic homicide review was agreed.  All agencies that potentially had 
contact with (victim/perpetrator) prior to the point of death were contacted and asked to confirm 
whether they had involvement with them.  
 
(Number) of the (total number) agencies contacted confirmed contact with the victim and/or 
perpetrator and children involved (if relevant) and were asked to secure their files.  
 


CONTRIBUTORS TO THE REVIEW 


List the agencies and other contributors to the review and the nature of their contribution i.e. 
IMR, report, or information. 


Confirm the independence of IMR authors and how they are independent. 


 


THE REVIEW PANEL MEMBERS 


List the names of DHR panel members, their role/job title and the agency they represent 
(Section 4 paragraph 29).  


Include number of times the Panel met, and confirm independence of Panel members. 
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AUTHOR OF THE OVERVIEW REPORT 


Explain the independence of the chair (and author if separate roles) and give details of their 
career history and relevant experience (Section 4 paragraph 36).  Confirm that the chair/author 
have had no connection with the Community Safety Partnership.  If they have worked for any 
agency in the area previously state how long ago that employment ended.    


 


TERMS OF REFERENCE FOR THE REVIEW 


 


SUMMARY CHRONOLOGY  


A summary of the key facts from the background and combined chronology of agency 
interaction with the victim and perpetrator and their family; what was done or agreed. The 
summary should provide sufficient facts to give context for the key issues arising from the 
review.   Background information which also gives context to the victim's and perpetrator's story. 
 


KEY ISSUES ARISING FROM THE REVIEW 


(Add issues as required) 


 


CONCLUSIONS  


 


LESSONS TO BE LEARNED  


 


RECOMMENDATIONS FROM THE REVIEW 


(Add recommendations as required) 
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THIS IS NOT FOR PUBLICATION – FOR HOME OFFICE DATA COLLECTION ONLY 


 


DOMESTIC HOMICIDE REVIEW 
 
Community Safety Partnership  


Local DHR Reference  


Police Force   


Date first notified to Home Office  


Name of Review Panel Chair  


Name of Report Author  


Date report completed  


Date submitted to Home Office  


 


(Please include information for all victims) Victim 


Gender  


Age at time of incident  


Relationship to perpetrator  


Ethnicity
6
  


Nationality  


Religion  


Sexual Orientation  


Disability  


 


 Perpetrator 


Gender  


Age at time of incident  


Relationship to victim  


Ethnicity
1
  


Nationality  


Religion   


Sexual Orientation  


Disability  


Details of verdict  


 


 General 


Date of homicide   


Place of murder  


Method of killing  


Number of Children in Household  


                                                 
1 


https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/ethnicity/articles/2011censusanalysisethnicityandreligionofthenonu


kbornpopulationinenglandandwales/2015-06-18 







 


APPENDIX FIVE  
ACTION PLAN EXAMPLE 


 
Recommendation 


 


Scope of 
recommendation 


i.e. local or 
regional 


Action to take Lead Agency 


Key milestones 
achieved in 


enacting 
recommendation 


Target Date 
Completion Date 


and Outcome 


What is the over-arching 
recommendation? 


Should this 
recommendation be 
enacted at a local or 


regional level?  
(N.B national 


learning will be 
identified by the 


Home Office Quality 
Assurance Panel, 


however the review 
panel can suggest 
recommendations 
for national level) 


How exactly is the relevant 
agency going to make this 
recommendation happen?  


What actions need to 
occur? 


 


Which agency is 
responsible for 


monitoring 
progress of the 


actions and 
ensuring 


enactment of the 
recommendation


? 


Have there been 
key steps that 


have allowed the 
recommendation 
to be enacted? 


List the evidence 
for outcomes 


being achieved 


When should this 
recommendation 
be completed by? 


When is the 
recommendation 


actually 
completed? 
What does 


outcome look like?  
What is the overall 


change or 
improvement to be 


achieved by this 
recommendation? 


Fictional examples;       


All coroners are fully 
trained in identifying 


domestic violence and 
abuse 


National - Review current coroners’ 
training and identify gaps 
- Develop training module. 
- Roll-out revised training 


package as follows: 
June-July – Coroners in 


region X 
Aug-Sept –Coroners in 


region Y 


Ministry of 
Justice 


Coroner’s team 


- Review 
completed in 
January 2017 


- Training package 
agreed April 2017 
- Roll-out begins 


June 2017 


All coroners to be 
trained by 


September 2017 


All coroners 
received training 


by December 
2017 and their 


narrative verdicts 
are beginning to 
reflect that this 


training has been 
effective. 


Community educated on 
the risk factors  around 
domestic violence and 


abuse 


Local and national - Identify mediums to 
advertise these risk factors 
by July 2017 and how and 


if it should be done in a 
targeted way so they are 


CSPs and 
Home Office 


Plan agreed July 
2017 


Mediums told of 
information and 
are advertising it 


Dec 2017 The community is 
much more aware 
of the risk factors 
and reports are 


being heard of the 
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accessible to all, i.e. Local 
Authority web-site, GP 
surgeries, Accident and 


Emergency clinics, dentist 
surgeries, Job Centres etc 


- Circulate briefing and 
hold meetings to discuss  


- Get leaflet printed 
nationally advising family, 
friends and community on 


how to help victims of 
domestic violence and 
abuse and distribute by 


December 2017 


by Sept 2017 
 
 


Leaflet distributed 
nationally 


December 2017 


community 
making safe and 


early interventions 
to avert domestic 


violence and 
abuse. 


More questions 
are being received 


from the 
community on 
how to help 
victims of 


domestic violence 
and abuse. 
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[bookmark: _GoBack]There needs to be a caveat about the potential exemptions in relation to ‘under normal circumstances’ as there is a power for this to be overridden as the Coroner has the power to share information with any person or organisation they see fit. The legal precedent for disclosure to HM Coroner was set in the case of:

Worcestershire County Council and Worcestershire Safeguarding Children Board v HM Coroner for the County of Worcestershire [2013] EWHC 1711 (QB). This is why we put together the briefing which goes out with the IMRs.
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