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Section 1 – Context and Policy Background 
 

1.1. Policy Context 
 

Domestic Homicide and Suicide Reviews aim to identify lessons following a domestic 
abuse related death or a connected death of a young person, with the overarching 
goal of helping to further tackle domestic abuse, ensure systemic learning, and 
preventing future abuse and deaths. Unlike criminal investigations, domestic 
homicide and suicide reviews focus on learning, not blame, and are framed by the 
idea that they "illuminate the past to make the future safer".1 
 

1.2. Background 
 

In Scotland there are on average eight homicides a year where a homicide victim 
has been killed by a partner or ex-partner. In relation to domestic abuse related 
suicide, data is not currently available, but work undertaken in England and Wales 
estimates that the number of domestic abuse related suicides could be as much as 
double the number of domestic homicides. Similarly, in relation to children, there is a 
gap in data relating to the number of children killed in a domestic abuse context or 
bereaved by it.  
 
The Homicide in Scotland statistics2 demonstrate that women are most likely to be 
killed by a partner or ex-partner and men are most likely to be killed by an 
acquaintance. The statistics reinforce that domestic homicide is a gendered crime 
that is overwhelmingly committed by men against women. However, there are also a 
consistent number of male victims of domestic homicide in Scotland, across the 
wider UK and other jurisdictions. The gendered nature of domestic homicide is not 
unique to Scotland – it is a worldwide issue. 
 

1.3. Scotland’s Approach 
 

The work to develop the national domestic homicide and suicide review model has 
been undertaken through a Scottish Government led multi-agency taskforce, two 
comprehensive consultations, development of a set of core principles, establishment 
of a robust evidence base, significant engagement with stakeholders, and experts 
which includes those with lived experience of domestic abuse and engagement with 
bereaved families. This engagement has been with those within Scotland, the wider 
UK and internationally.  
 
The core principles developed from the outset of the work are outlined below. These 
have been central to the model development work through to implementation and 
beyond.  
 

 
1  Mullane, F. (2017) ‘The impact of family members’ involvement in the domestic violence death 
review process’, in Dawson, M. (ed.) Domestic homicides and death reviews: an international 
perspective. London: Palgrave Macmillan, pp. 257–286.      
2 Homicide in Scotland 2024-25 

https://aafda.org.uk/news/guest-blog-by-frank-mullane-for-da-commissioner
https://aafda.org.uk/news/guest-blog-by-frank-mullane-for-da-commissioner
https://aafda.org.uk/news/guest-blog-by-frank-mullane-for-da-commissioner
https://www.gov.scot/binaries/content/documents/govscot/publications/statistics/2025/10/homicide-scotland-2024-25/documents/homicide-in-scotland-2024-25/homicide-in-scotland-2024-25/govscot%3Adocument/Homicide%2Bin%2BScotland%2B2024-25.pdf
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Person Centred: respecting an individual's needs and values, treating them fairly, 
communicating with them clearly and recognising that they are the experts in their 
own lives.   
 
Trauma Informed: recognising the impact that trauma can have, making sure to 
minimise the risk of re-traumatisation and understanding that access to support 
promotes recovery.  
 
Transparent: operating in an open, honest, clear and comprehensive way.  
 
Inclusive: ensuring we are open to all, equal, fair and respectful. Whilst fully 
recognising that the overwhelming majority of domestic homicides are carried out by 
men against women, there are a consistent number of male victims of domestic 
homicide each year in Scotland. As such the approach taken in Scotland is an 
inclusive one which will include victims of all genders. 
 
Domestic Abuse Component: understanding that abuse can take many forms, 
recognising the gendered nature of domestic abuse, understanding the impact on 
victims and children, the complexity of victims’ needs, and understanding how to 
respond appropriately. 
 
The cumulative views, expertise and evidence have shaped the model development 
and the legislation which provides a statutory underpinning for domestic homicide 
and suicide reviews in Scotland3. 
 

1.4. Creating the conditions for learning  
 
The domestic homicide and suicide review model in Scotland is designed to create 
the conditions for meaningful learning by ensuring independence, transparency, and 
a structured approach to capturing and implementing learning. At the heart of this 
framework is the establishment of a Review Oversight Committee (ROC), 
responsible for overseeing the review process and ensuring that findings lead to 
tangible improvements.  
 
To maintain independence and public trust, the chair and deputy chair of the Review 
Oversight Committee and Case Review Panel chairs are Ministerial appointments, 
ensuring they have the necessary expertise and objectivity. A stable membership 
within the Review Oversight Committee will build collective knowledge over time, 
allowing for a consistent and informed approach to identifying patterns and gaps in 
system responses. 
 
A critical aspect of the model is the need to capture learning as quickly as possible. 
Reviews should therefore commence soon following a death. Where there are 
criminal proceedings, this should not prevent a review from progressing if done so in 
line with the protocol. In addition to the protocol to mitigate risk of prejudicing legal 
proceedings, the Lord Advocate has the power to pause or halt reviews if necessary. 
 

 
3 Criminal Justice Modernisation and Abusive Domestic Behaviour Reviews (Scotland) Bill | Scottish 
Parliament Website 

https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.parliament.scot%2Fbills-and-laws%2Fbills%2Fs6%2Fcriminal-justice-modernisation-and-abusive-domestic-behaviour-reviews-scotland-bill&data=05%7C02%7C%7C41c37301bef44b8e2ace08dcdd75f7b5%7C2e9f06b016694589878910a06934dc61%7C0%7C0%7C638628745941372226%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=RtL9mljqujjgqNgPSo6Clqedj079Cw%2BLrD3YcDRHeCw%3D&reserved=0
https://eur02.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.parliament.scot%2Fbills-and-laws%2Fbills%2Fs6%2Fcriminal-justice-modernisation-and-abusive-domestic-behaviour-reviews-scotland-bill&data=05%7C02%7C%7C41c37301bef44b8e2ace08dcdd75f7b5%7C2e9f06b016694589878910a06934dc61%7C0%7C0%7C638628745941372226%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=RtL9mljqujjgqNgPSo6Clqedj079Cw%2BLrD3YcDRHeCw%3D&reserved=0
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Commencing reviews as soon as possible will help to ensure that those involved still 
have fresh recollections and that records remain readily available. Delays in starting 
reviews, as seen in some jurisdictions, have often resulted in missed or outdated 
learning, preventing timely improvements and frustration for families seeking change. 
 
To promote transparency and accountability, biennial thematic reports will be laid in 
Parliament, detailing common themes, key learning points, actions taken, and the 
impact of implemented recommendations. This ensures that learning is not only 
captured, shared and acted upon at both a local and national level but ensures 
accountability for learning to be implemented. The report will also highlight areas of 
good practice to ensure wider learning across the system. The involvement of 
multiple agencies in the review process will further ensure that learning is evidence-
based, rooted in best practices, and reflective of the operating context within 
Scotland. 
 
Importantly, learning must translate into practical change. Review findings will be 
shared with organisations responsible for implementing recommendations, and 
discussions will take place to ensure that the proposed recommendations are clear 
and feasible. However, organisations will not have the ability to veto 
recommendations, ensuring that meaningful changes are pursued. The Scottish 
Ministers will also monitor progress to track how effectively learning is being 
implemented and whether it is leading to tangible improvements. 
 
Legislative provisions play a key role in reinforcing this model, providing a legal basis 
for mandatory participation and information-sharing while instilling confidence in the 
process. By taking into account lessons from other review processes in Scotland and 
other jurisdictions, Scotland's approach aims to avoid the pitfalls of weak governance 
structures, unclear recommendations, and lack of follow-through whilst supporting 
and lifting up other review models operating in Scotland. The model is designed to 
be robust, evidence-driven, and adaptable over time as understanding of domestic 
abuse, domestic homicide and suicide evolves. 
 
Finally, the model places a strong emphasis on the role of families in the learning 
process. Families will be kept informed throughout the review process if they choose 
to be, given time to digest findings, and provided with opportunities to discuss the 
outcomes with the panel. A dedicated advocacy service will be available to support 
families through the review process. In some cases, there may be circumstances 
where a report cannot be published due to legal constraints. On such occasions, it is 
envisaged that a summary of recommendations will always be shared and published 
to ensure that knowledge gained from each review is used to drive systemic 
improvements. This commitment to transparency, accountability, and meaningful 
engagement ensures that the review process not only honours those who have died 
but also contributes to the prevention of future domestic abuse and deaths. 
 

1.5. Equality, diversity and inclusiveness  
 
The domestic homicide and suicide review model in Scotland is committed to 
embedding principles of equality, diversity, and inclusion (EDI) at every stage of the 
review process. Recognising that domestic abuse, domestic homicide and suicide 
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disproportionately affect certain groups, particularly women, disabled individuals, and 
other marginalised communities.  
 
The model aims to ensure that data collection and analysis reflect the diverse and 
intersectional experiences of victims. To achieve this, reviews will look to 
systematically gather demographic data, including ethnicity, gender, disability, and 
other relevant characteristics. This will facilitate the identification of disparities, 
understand how professional responses may be mediated by these identities and 
inform targeted interventions to ensure that EDI is central to the recommendations 
made. This aligns with Scotland’s broader policy landscape, including the public 
sector equality duty under the Equality Act 2010, which requires public bodies to 
proactively address inequalities and advance equal opportunities.  
 
By capturing and analysing this data, the model will not only provide a clearer 
understanding of risk factors within different communities and service responses to 
them but also support the development of policies and services that are responsive 
to the needs of all victims. 

Section 2 – Legislation  

 
2.1. The Criminal Justice Modernisation and Abusive Domestic Behaviour 
Reviews (Scotland) Act 2025 
 
The Criminal Justice Modernisation and Abusive Domestic Behaviour Reviews 
(Scotland) Act 2025 creates the legislative framework for domestic homicide and 
suicide reviews. The relationships within the scope of the 2025 Act are broader than 
relationships within the Domestic Abuse (Scotland) Act 2018 and the Domestic 
Abuse (Protection) (Scotland) 2021 e.g. broader than those killed by a partner or ex-
partner or children of victim/ perpetrator. The 2025 Act also includes provision to 
enable future expansion of the scope of the scheme, meaning that other types of 
deaths or events could be included within the 2025 Act through secondary 
legislation. This enables the legislation to be able to respond to changing 
circumstances over time which will help futureproof the review model. 
 
Together the 2018 Act and 2021 Act set out in legislation what constitutes domestic 
abuse, abusive behaviour and coercive control, The 2021 Act replicates the 2018 Act 
is relation to abusive behaviour but in addition, includes that abusive behaviour can 
be a single incident as well as a course of conduct. The 2025 Act builds on the 2018 
and 2021 Acts to ensure that a pattern of abusive behaviour or a single incident e.g. 
the death itself, is sufficient for the purposes of a domestic homicide or suicide 
review in terms of abusive behaviour. 

2.2. Scope and Definitions 
 
The scope of the Domestic Homicide and Suicide Review model has been 
developed through extensive multi-agency working, consultation and engagement, 
ensuring that it reflects broad consensus on all aspects of the model including the 
types of deaths that should be included. A high threshold of 90 percent support from 
consultation respondents was used to determine the initial scope, providing a strong 
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foundation for the model to be built on and ensuing flexibility, allowing for future 
expansion.  
 
The deaths within the review model are those that arise from abusive behaviour 
within relationships. Section 12 of the 2025 Act sets out the relationships that 
constitute a domestic abuse death and a connected death which are within scope of 
a domestic homicide or suicide review. 

2.3. Person A and B 

 
Person A “perpetrator” is a person who has, or appears to have, behaved in an 
abusive manner towards person B “victim”.  

2.4. Domestic Abuse Deaths 
 
A domestic abuse death involves abusive behaviour by “Person A” towards “Person 
B” and must fall within the qualifying relationship types. Abusive behaviour has the 
meaning given in the Domestic Abuse (Protection) (Scotland) Act 2021 and includes 
any behaviour, whether a single incident or course of conduct, that a reasonable 
person would consider likely to cause physical or psychological harm. There are four 
types of domestic abuse death. These include where person B (the victim) was at 
the time of the abusive behaviour: 
 

• the partner or ex-partner of person A (the perpetrator); 

• the child of person A (the perpetrator); 

• the child of person A’s (the perpetrator) partner or ex-partner;  

• a young person living in the same household as person A (the perpetrator), or 
in the same household as person A’s (the perpetrator) partner or ex-partner. 

2.5. Person A and B – Partners or Ex-Partners 

 
Where person A and person B were or appear to have been partners or ex-partners 
each of the following would be a domestic abuse death: 
 

• Person B dies or may have died (not by suicide) as a result of person A’s 
abusive behaviour; 

• Person B dies by suicide, and it is or appears to be the case that person A’s 
abusive behaviour was a contributing factor. The abusive behaviour of person 
A need not have been the sole, main or direct cause of the death. It only 
needs to appear that there was abusive behaviour prior to the suicide which 
may have contributed to the suicide; 

• Person B kills person A. This is known as violent resistance where the victim 
of domestic abuse kills their abusive partner or ex-partner.  

2.6. Child of and Young Person 
 
The 2025 Act uses the term ‘child of’ in the context of a parent/ child relationship. In 
this context child means a child of any age. A child of person B could mean a child 
living with person A and/ or B who is 5 years old but equally it could mean the child 
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of person A and/ or B who is 45 years old and living completely independently. The 
term ‘child of’ also includes adopted children and any person who has been 
accepted by person A or person B as their child (regardless of their age when they 
were so accepted). This could include a stepchild or long-term foster child who has 
been accepted by person A and/or person B as “theirs”.  
 
The 2025 Act also uses the term ‘young person’ to differentiate between a child of 
person A and/ or person B and a child or young person who is not. Young person 
within the 2025 Act means a person up to the age of 18 years old or up to 26 years 
old if previously “looked after” by a local authority. Someone who lives with person A 
and/ or person B but is not a child of or accepted by them as their own child e.g. a 
foster child or a niece, may be classed as a young person living in the same 
household. This would be considered on a case by case basis in the context of the 
nature of the relationship between the young person and person A and/ or person B. 

2.7. Where Person A and B are not Partners or Ex-Partners 
 
A domestic abuse death also includes certain deaths where person A and person B 
were not partners. These are outlined below and apply where person B was: 
 

• Person A’s child (of any age), 

• The child (of any age) of Person A’s partner or ex-partner, or 

• A young person living in the same household as Person A or Person A’s 
partner/ ex-partner. 

 
For these deaths to be domestic abuse deaths, both of the following must be true: 
 

• Person B has or may have died (not by suicide) as a result of person A’s 
abusive behaviour and; 

• There was or appears to have been at any time before the death, abusive 
behaviour between person A and any partner or ex-partner. 

 
It does not matter: 

• who was abusive, 

• whether the partner/ ex-partner was related to or had any relationship with 
person B, or 

• whether the abusive relationship was current or historic. 
 
For such deaths there is an age qualification for young people where the death 
involves a young person living in the household. In such instances the death only 
qualifies if the person was still a young person at the time of death. This excludes 
cases where the harm occurred in youth, but death occurred in adulthood (or after 
the age of 26 in the case of a former “looked after” child) through later deterioration. 

2.8. Connected Death of a Young Person 
 
A connected death is where a young person is or appears to have been killed in 
either of the following ways: 
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• The young person is killed during the same incident that resulted in a 
domestic abuse death e.g.  person A kills their partner, their child and/ or 
another unrelated young person present. 

• Where the young person is killed but the “primary target” of the incident 
survived, the death will be a connected death where if the primary target had 
died their death would have been a domestic abuse death, e.g.   person A 
attempts to kill their partner but a nearby young person dies instead. 

 
A young person in this category does not need any specific relationship to person A 
or person B.  
 
A connected death does not include where a young person dies by suicide. 

2.9. Suicide of Person A  

 
A reviewable death can include where person A dies by suicide but only where there 
is to be a domestic homicide or suicide review and it appears that the person whose 
behaviour has resulted in the death has themselves died by suicide. This would 
cover the situation where person A has killed their partner or ex-partner or killed their 
child (in a domestic abuse context) and has then committed suicide, but only where 
there is to be a review into the death of the primary victim.  
 
Examples of deaths not included: 

• Person A dies by suicide after being arrested for abusive behaviour, but no 
other death has occurred. 

• A suicide not connected to domestic abuse or connected death. 
 
Important Notes: 

• Meeting these definitions does not automatically trigger a review. 

• All cases must still pass the sift stage under section 19 to assess whether 
learning can be obtained. 

• The Scottish Ministers may modify these categories by regulations. 

• Definitions of child and young person are specific to this legislation and may 
differ from other Acts. For example, some Acts define a “child” as being under 
18 which is not the case here where it is the parent-child relationship which is 
being referred to.  

2.10. Future Expansion and Adaptability 
 
Recognising the ripple effect of domestic abuse and that domestic abuse-related 
fatalities evolve in complexity, the model includes provision for future expansion. The 
legislation enables the Scottish Ministers to extend the review model’s scope to 
additional relationships or types of deaths, based on further research and 
consultation. The Scottish Ministers have committed to utilise this power to include 
so called “honour killings” within the model scope. 
 
While future expansion is anticipated, the initial phase of the model prioritises 
establishing a strong, well-functioning review process to ensure quality and 
effectiveness. Given that reviews involve bereaved families, communities, and 
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multiple agencies, ensuring that they are conducted with sensitivity, thoroughness, 
and integrity is essential. 

Establishing a Review 

Section 3 – Review Oversight Committee and Case Review Panel 

3.1. Review Oversight Committee 
 
Section 14 of the 2025 Act establishes the Review Oversight Committee (ROC). The 

ROC plays a central governance role in the Domestic Homicide and Suicide Review 

(DHSR) model. The ROC is responsible for overseeing the review process. It is 

responsible for determining whether a review should proceed, overseeing the 

consistency and quality of decision-making, and ensuring that processes are 

transparent, lawful, person centred and trauma informed. The ROC is responsible for 

the establishment, setting the review terms of reference, conduct, and quality 

assurance of such reviews across Scotland. Public bodies and relevant others must 

engage constructively with the review process to support these functions. 

3.2. ROC Chair and Deputy Chair 

 
The ROC Chair and Deputy Chair are independent appointments made by the 
Scottish Ministers. The ROC Chair has a number of duties which collectively support 
the review process function effectively and independently. The Chair is supported by 
a Deputy Chair. Where neither the Chair nor Deputy Chair can undertake their role, 
Ministers may appoint a temporary Chair from the Committee or, if necessary, make 
a temporary appointment solely to fulfil this function.  
 

3.3. ROC Membership 
 

ROC members, other than the Chair and Deputy Chair, are appointed in two ways: 
 

• through nominations received by those listed under section 14(3) of the 2025 
Act and outlined below. Nominations are to be approved by the Scottish 
Ministers who can choose how many nominated members they want to have 
and which nominations to accept; and 
 

• through direct appointments made by the Scottish Ministers, which must 
include representatives from voluntary organisations with expertise in 
supporting people in Scotland. 

 
The following organisations may nominate individuals to be a member of the Review 
Oversight Committee: 
 

• a local authority 

• a health board constituted under section 2(1)(a) of the National Health Service 
(Scotland) Act 1978 

• the Chief Constable of the Police Service of Scotland  
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• the Crown Office and Procurator Fiscal Service 

• Community Justice Scotland 

• The Risk Management Authority 

• Social Care and Social Work Improvement Scotland (the Care Inspectorate) 

• Social Work Scotland Ltd 
 

Voluntary organisations play a critical role in supporting individuals affected by 
domestic abuse, trauma, and violence. Their insights and expertise, particularly 
those relating to lived experience, are essential to high-quality review processes. 
Ministers may amend the list of bodies eligible to nominate ROC members, following 
consultation. 

The ROC retains oversight responsibility to ensure that panels are proactive in 
identifying and incorporating specialist expertise as needed to uphold the integrity 
and comprehensiveness of the review process. 

Scottish Ministers will determine the number of directly appointed members required 
to ensure the ROC has the appropriate expertise, representation, and capacity. 

Nominating bodies should put forward individuals with relevant seniority, expertise, 
and organisational authority. 

Members appointed to the Committee are expected to: 

• contribute specialist knowledge and organisational insight; 

• act in the public interest and support a consistent national approach; 

• participate actively in decision-making and quality-assurance processes; 

• promote learning, improvement, and better outcomes for individuals and 
communities. 

3.4. Seeking additional and specialist expertise  

The ROC and Case Review Panels must ensure that appropriate specialist expertise 
is drawn upon where necessary to support a thorough and informed review process. 
This is particularly important in cases where specific circumstances or protected 
characteristics of the victim, perpetrator, or relevant agencies warrant expert input. 

Specialist expertise may be identified and called upon: 

• Following a death notification or referral where the ROC determines from the 
outset that there is a need for particular expertise. 

• Following meetings of the Case Review Panel, where initial scoping of the 
case reveals the relevance of specialist knowledge not already represented 
on the panel or where it later comes to light that there is specific expertise 
required. 

Examples where specialist expertise may be required include, but are not limited to: 

• Expertise in disability, where the victim or another key individual had a 
disability. 
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• Knowledge of child protection systems, in cases involving child victims or 
significant child safeguarding issues. 

• Expertise in adult support and protection, particularly where the death 
involved a vulnerable adult. 

• Mental health expertise, including in relation to homicide perpetrated by 
individuals with mental disorders. 

• Cultural or community-specific knowledge, where relevant to understanding 
the context of the case. 

When such a need is identified, the panel must make arrangements to involve 
suitable individuals who possess the necessary expertise. This involvement may 
take the form of: 

• Direct participation in panel meetings. 
• Written reports or advice commissioned by the panel. 
• Attendance at specific sessions to provide evidence or perspectives. 

The inclusion of specialist expertise must be documented in the terms of reference 
or review plan, and the panel must ensure that such input is fully considered in the 
findings and recommendations of the review. 

3.5. Case Review Panels 
 
Case Review Panels are responsible for carrying out domestic homicide or suicide 

reviews on behalf of the ROC. Whenever a review is required, the ROC must: 

• establish a Case Review Panel, and 

• maintain it for the full duration of the review unless the Lord Advocate 
determines a review is not to continue. Maintaining the panel does not mean it 
must have the same membership throughout as situations may arise where 
some change in membership is unavoidable.  

3.6. Case Review Panel Chairs 
 

Under Section 15, the Scottish Ministers must appoint a pool of at least three 
individuals who may act as Panel Chairs. These individuals constitute the standing 
resource from which the Committee must select a chair for each review. 
 
When establishing a panel, the Committee must select the Chair from the pool. 
Selection should take account of the Chair’s expertise, experience, capacity and any 
potential conflicts of interest relating to the particular case. 
 
Once a Case Review Panel Chair has been selected the ROC Chair, or where 
necessary, the Deputy Chair will write to the Case Review Panel Chair to ask them 
to Chair the review. The Case Review Panel Chair is expected to respond within 10 
working days in writing confirming if they will undertake the review.  
 
Ministers may remove a Panel Chair from office where they consider the individual 
unable to perform the functions of the role, or unsuitable to remain in office. This may 
include, for example, situations where the individual has taken on a role that would 
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have prevented their appointment initially, has made public statements inconsistent 
with the ethos of the review model, or has become unwell and is unable to resign. 

3.7. Case Review Panel Membership 
 
A Case Review Panel consists of the Panel Chair and such other members as the 
Committee considers necessary for the effective conduct of the review. 
Panels are constituted on a case-by-case basis to ensure appropriate expertise, 
independence and proportionality. However, each panel is expected to include a 
COPFS and Police Scotland representative and a relevant victim support 
organisation.  
 
In addition to COPFS, Police Scotland and a victims organisation, the Committee 
should identify and invite other agencies that are relevant and appropriate to the 
circumstances of the case. This may include, for example, a local authority, health 
board, education provider, specialist equality organisation, or any other body, 
ensuring there is no conflict of interest. 
 
Depending on the circumstances of the death and agencies involved prior to the 
death, a representative from an alternative area may be invited onto the panel rather 
than the local organisation e.g. an alternative health board representative to the 
health board in which the death occurred/ that the persons involved were patients of. 
This is to help ensure independence and transparency whilst providing the 
necessary input and expertise. It also helps to avoid issues of areas ‘marking their 
own homework’. 
 
Panel members are appointed solely for the duration of the review for which they 
have been selected. Their appointment ends automatically once the Committee 
closes the review. 
 
A panel member may resign at any time by notifying the Review Panel Chair who will 
advise the Review Oversight Committee. The Committee may, with the consent of 
the Scottish Ministers, remove a panel member where they are unable or unsuitable 
to perform the functions of the role. This will be reflected in panel members’ terms 
and conditions of appointment. 

3.8. Training  

 
To ensure that reviews are conducted fairly, competently, and with integrity, 
appropriate training as well as ongoing training will be provided to the Review 
Oversight Committee Chair, Deputy Chair, Case Review Panel Chairs, members of 
the Review Oversight Committee and Case Review Panels. Training will also be 
provided to those providing information for review purposes through their 
professional roles. Training will be ongoing to ensure those involved in the review 
process are competent and are able to effectively engage and participate in the 
review process. In addition, information on the review process will also be available 
to families, advocates and staff. 

3.9. Clinical Supervision and Peer Support 
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Due to the complex and distressing nature of domestic homicide and suicide 
reviews, the ROC Chair, Deputy Chair, Case Review Panel Chairs and those 
working in the Secretariat will have access to package of support measures 
including, peer support, debriefing, trauma-informed wellbeing measures and clinical 
supervision. 
 
Peer support will also be available to those involved in the review process including 
members of the ROC and Case Review Panel members in addition to the support 
available through their respective organisations. 

3.10. Administrative and Logistical Support 

 
Chairs and committee members should be supported by dedicated administrative 
resources, including: 
 

• Timely access to relevant documentation. 
• Support in organising and minuting meetings. 
• Technical support for digital platforms used in remote or hybrid reviews. 
• Assistance with coordinating engagement with agencies or individuals 

involved in the case. 

Section 4 – Death Notifications and Referrals 
 
There are two routes which a domestic homicide or domestic abuse-related suicide 
review may be initiated – by notification or referral. These are set out further in this 
section, however whether a death is notified or referred into the Review Oversight 
Committee, only deaths that occurred on or after 1 April 2026 will be considered for 
review under the 2025 Act. This means that deaths that occur prior to 1 April 2026 
will not be reviewed. 

4.1. Notifying Bodies 
 

Section 17 sets out the notification bodies who must notify the Review Oversight 
Committee in writing of any death of which it is aware which it believes is a 
reviewable death. In addition, notifying bodies must also provide the Scottish 
Ministers with a copy of all notifications. Section 17(5) sets out the three notifying 
bodies: 
 

• the Chief Constable of Police Scotland;  
• the Lord Advocate; and  
• the Police Investigations and Review Commissioner  

 
Notifications should be made within seven days following a death where possible. It 
is recognised this may not always be possible. The timescales outlined is for 
notifications only. This does not apply for referrals. 
 
It is not for the notifying bodies to determine whether a death is reviewable, only that 
it believes it is. It is the role of ROC to determine whether a suspected death meets 
the criteria and whether a review should be undertaken.  
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4.2 Referral by the Scottish Ministers  

The other route by which a domestic homicide or suicide review may be initiated is 
where the Scottish Ministers become aware of a death which they believe is, or may 
be, a reviewable death where a notification has not already been received from a 
notifying body (Police Scotland, COPFS and PIRC). An example where the Scottish 
Ministers may make a referral is where a Scottish resident dies abroad or where a 
bereaved family contact the Scottish Ministers following the death of a loved one 
which has not been investigated by the police. 

In such cases, Scottish Ministers need only have sufficient information to suspect the 
death may be reviewable (i.e. a lower threshold than that applied to notifying bodies). 
Whenever Scottish Ministers make such a referral to the Review Oversight 
Committee, they must provide a written copy to each of the notifying bodies. 

The person who gives a notification or makes a referral, must provide all information 
within their possession or control as they consider may assist the Review Oversight 
Committee in its consideration of the death and whether a domestic homicide or 
suicide review is to be undertaken. Providing this detail at the outset ensures the 
ROC has a meaningful foundation for determining whether the death falls within the 
DHSR remit and, if so, whether a review should be carried out.  

As with notifications received from notifying bodies, it is for the ROC to determine 
whether a death is reviewable following a referral.  
Referrals will not be subject to the same timescales as notifying bodies. A template 
for referrals can be found under Annex 1 and should be sent to dhsrmodel@gov.scot  

4.3. Notification or Referral of Death  

 
On receipt of a notification or referral, the Secretariat will: 
 

• Acknowledge receipt in writing within 24 hours. 
• Log the notification or referral and inform Scottish Ministers and/ or the 

notifying bodies. 
• Notify the Review Oversight Committee Chair, Deputy Chair and 

members. 
• Discuss with the Review Oversight Committee what additional expertise 

may be necessary and engage with them. 
• Establish a meeting of the ROC and share with its members information 

received in relation to the death(s). 

4.4. Children and Supported Adults 

 
Where known, notifying bodies should include details of any children and supported 
adults connected to person A and/ or person B. Immediately following a death, 
notifying bodies may not be aware of the extent of any agency involvement in 
relation to the person(s) who have died or such other persons. Where known, the 
following information should form part of the notification: 

mailto:dhsrmodel@gov.scot
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• any child or young person (an individual under 18 years old, or under 26 if 
they were in care), living in the household or in regular contact with person A 
and/ or person B; 

• any adults at risk (e.g. adults with disabilities, mental health needs, or other 
vulnerabilities) dependent on or closely associated with person A and/ or 
person B; 

• whether these individuals were subject to child protection, adult protection, or 
support plans; and 

• identification of potential ongoing safeguarding needs or risks. 

4.5. Confidentiality and Information Governance 
 
All information submitted as part of a review request must be handled in accordance 
with applicable data protection legislation. Personal data must only be shared where 
there is a lawful basis to do so. Prior to any information being shared with the 
Review Oversight Committee and Case Review Panels, a confidentiality agreement 
must be signed by all persons. 

Section 5 – Notification of review revocation: Suspension and 

Discontinuation of Review Proceedings 
 

A notification or referral made to the Review Oversight Committee (ROC) under 

section 17 may be revoked only where the notifying person believes that the death is 

not a reviewable death. This may arise where further information becomes available 

after the original notification, or where the original notification was issued in error. 

5.1. Timing of Revocation 
 
A notification or referral may be revoked only up until the point at which the ROC has 
made its decision under section 19 on whether the death is reviewable. After that 
stage, discontinuation of the review process is possible only through the Lord 
Advocate’s power under section 23. 
 

5.2. How a Revocation Must be Made 
 

Revocation must be made in writing to the ROC by the person who issued the 
original notification or referral. The written revocation must include reasons 
explaining why the death is no longer considered to be reviewable. The revocation 
must be copied to the same recipient(s) who received the original notification or 
referral. 
 
Where a valid revocation is received before the ROC has made its decision on 
reviewability under section 19(1)(a), the original notification or referral must be 
treated as never having been given. 
 
If another notification or referral remains in place, the sift continues in relation to that 
live notification e.g. a notification of the same death by Police Scotland and PIRC but 
PIRC revokes the notification it submitted, the death would continue to be 



20 

 

considered for review as there still remains a notification in place by another notifying 
body. 
 
A revoked notification must not be counted for the purpose of the ROC’s reporting 
duties under section 30, which relate only to notifications that remain active. 

5.3. Determination on whether to hold a DHSR 

 
The first job of the ROC is to satisfy itself whether a notified or referred death is 

reviewable. This means that the death needs to meet the criteria under section 12. If 

the ROC is satisfied that the death falls within the scope of the review model, it can 

then determine whether or not a review should be carried out as set out in section 

19. A determination on whether to establish a domestic homicide or suicide review 

must be based on: 

• the likelihood of identifying lessons to be learned from the death or 
circumstances leading up to it. The focus should be on learning that will 
improve Scottish practice and the safeguarding or promotion of wellbeing of 
victims of abusive behaviour.  

• Whether any public authorities or voluntary organisations in Scotland (including 
victim-support organisations) were, or had the opportunity to be, involved with 
the individuals or circumstances before the death. Where there was little or no 
contact with services, this should prompt consideration of why the person(s) did 
not engage with services, as this may provide important learning. 

• Where person A and person B were not partners or ex-partners determination 
on whether to establish a review must include whether, and to what extent, 
the death appears to be linked to abusive behaviour between person A and 
their partner or ex-partner.  

• The extent of the apparent connection between abusive domestic behaviour 
and the death generally. In the case of a domestic homicide, this will be 
obvious- the death is the direct result of abusive domestic behaviour. But in 
the case of a suicide which may have multiple and complex causes this will be 
a significant issue to consider.  

• The extent and quality of the information that is likely to be available to the 
review. 

• The strength of the connection that both the deceased and any other 
individuals involved had to Scotland. For example, if the relationship mainly 
occurred abroad, opportunities for intervention within Scotland may have been 
limited. 

All of the above should be considered when determining whether a DHSR should be 
established. If the ROC requires additional information to help inform its 
determination on whether a death is to proceed to review, the secretariat will support 
the gathering of this information. It is not the role of the ROC to carry out a review. 
While additional information may be needed to decide whether a review should take 
place, the responsibility for conducting the review itself lies with the Case Review 
Panel. 
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If consensus among the ROC cannot be reached, the chair of the ROC may wish to 
refer the decision to the Scottish Ministers for their determination. There is also an 
option for the Chair to seek advice from Ministers in the course of the committee 
reaching its determination. In either case, relevant information must be shared with 
the Scottish Ministers to enable them to provide considered advice or reach a 
considered decision.  

The Chair of the Review Oversight Committee does not require consensus to 
determine whether a review is to be undertaken. A decision can be taken by majority 
if the Chair is comfortable with that.  

5.4. Decision not to undertake a Review 

If the ROC decides not to undertake a review, the ROC Chair must provide Scottish 
Ministers with the committee’s reasons for reaching the outcome. This will provide an 
audit trail for the rationale of the decision and will also serve as helpful learning for 
the review process. The ROC Chair, Deputy and ROC members will receive specific 
training on this aspect of the process. On receipt of the decision of the Committee 
and rationale for that Scottish Ministers may step in and direct the committee to carry 
out a review.  

It is recognised that as domestic homicides and suicides are to be notified into the 
Review Oversight Committee in a timely manner following a death, that there may be 
additional information that comes to light later that had it been received earlier, may 
have led the ROC to reach a different determination. Where the ROC determines 
that a death is not to be reviewed, it can reconsider whether the death should be 
reviewed following new or additional information. The ROC Chair can still seek 
advice from the Scottish Ministers or refer the sift decision to them for their 
determination where there is a lack of consensus, and relevant information must be 
provided to support advice to be provided or a decision to be reached by the Scottish 
Ministers. Similarly, should the ROC reach the same outcome as previously that a 
review should not proceed, the rationale for reaching this outcome should be 
provided to the Scottish Ministers and the Scottish Ministers may step in and direct 
the ROC to establish a domestic homicide or suicide review. 

Where a previous sift decision not to carry out a review was made by the Scottish 
Ministers following a referral by the ROC Chair, Ministers equally may reconsider 
that decision where new information has come to light.  

5.5. Reconsideration of Conducting a Review 
 

A decision not to carry out a domestic homicide or suicide review can be looked at 
again if new information becomes available that wasn’t known at the time. The 
reconsideration must be done by whoever made the original decision (either the 
Review Oversight Committee or the Scottish Ministers). Where a decision was made 
at sift stage previously (i.e. it was decided the death was reviewable, but a review 
should not be carried out) then it is the decision-maker at the sift stage who must 
perform the reconsideration. Therefore, if the ROC decided the death was 
reviewable but then referred the sift decision to Ministers, it is Ministers who must 
carry out the reconsideration.  
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A reconsideration can happen if the death was previously judged not to meet the 
criteria for a review. In order for reconsideration of a death to be undertaken, new 
information must suggest that the earlier decision not to undertake a review, might 
need to change. 

5.6. How Reconsideration Works 
 
When a death is reconsidered, the same process used for first-time decisions 
(section 19) must be followed again. Where there has been a previous decision not 
to review made at the sift stage, this means that there must be reconsideration both 
of whether the death is reviewable and if so, whether a review should be carried out. 
In many cases there will be no need to consider reviewability more than briefly, 
unless there is also additional information relevant to that.  
 
If Ministers are asked to make the determination, they take over the Committee’s 
role and decide: 
 

• whether the death is reviewable, and 

• whether a review should take place. 
 
In reconsidering whether to carry out a review, the Committee may still seek advice 
from Ministers or refer the matter to them, just as they would during an initial 
consideration.  
 
The result of a reconsideration is treated exactly the same as a normal section 19 
decision. This means: 
 

• any steps that must follow a section 19 decision also follow a reconsideration, 
and 

• the reconsideration decision can itself be reconsidered again if new 
information later emerges. 
 

If a case is reconsidered more than once, “the previous decision” always means the 
most recent one. 

5.7. Expanding a review beyond the point of death 
 
When a decision has been made to carry out a domestic homicide or suicide review, 
where relevant the Review Oversight Committee (ROC) must consider whether the 
remit of a review should be expanded in cases where person A and B were partners 
or ex-partners and had either a child who was a young person or adult at risk, or 
another young person living in their household.  
 
If expansion is being considered, the ROC should reflect on whether the review 
ought to examine the extent to which such a person was able to provide their views 
during decision-making processes carried out by public authorities after the death. 
These decisions may include where the child or young person lives, with which 
family members they have contact, or other decisions where their best interests were 
a primary consideration. The ROC should also consider whether the review should 
examine the adequacy of the support provided to that person after the death, 
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whether that was support to provide their views in relation to these decisions or more 
generally.  
 
A review remit can be expanded in relation to any or all of the individuals who would 
qualify (e.g. in relation to a child of the victim aged 12 but not one aged 17 if the 
ROC so decide). It can also be expanded in relation to any or all of the relevant 
matters e.g. support to provide views but not support more generally.  Where the 
remit of a review is expanded to include support to provide views, the case review 
panel should consider whether the individual received the support necessary to 
express their views meaningfully, including any practical, communication, advocacy, 
or emotional support they reasonably required. Where the remit is expanded to cover 
support more generally, the panel should consider more broadly whether the 
individual received the support they reasonably needed following the death, including 
bereavement support, therapeutic intervention, or trauma-informed assistance. 
 
However, the remit can only be expanded in any of these respects if the Lord 
Advocate gives consent. This is so as to ensure that a potential criminal investigation 
or proceedings are not prejudiced by the interaction with a young person or 
vulnerable adult who may be an important witness.  
 
In practice, the ROC must ensure that the possibility of expanding the remit is 
considered systematically each time a DHSR is initiated. The reasoning behind the 
decision, whether or not expansion is recommended, and the outcome of any 
request for the Lord Advocate’s consent should be clearly recorded. The ROC is 
expected to approach this part of the process in a trauma-informed, rights-based 
manner, ensuring that the welfare and views of affected children, young people, and 
adults at risk are central to decision-making. Where the remit is expanded, 
appropriate agencies, including those with safeguarding responsibilities, should be 
included within this aspect of the review. The overarching purpose of expanding a 
review is to ensure that the state’s response to vulnerable individuals following a 
domestic homicide or suicide is fully understood, enabling learning that strengthens 
future practice and better safeguards and supports those affected. 

Undertaking of a Review 
 

Section 6 – Establishing a Domestic Homicide or Suicide Case Review 
Panel 
 
The establishment of a Case Review Panel is a foundational step in delivering a 
credible, independent, and trauma-informed Domestic Homicide or Suicide Review. 
Panels are responsible for examining the circumstances surrounding the death, 
identifying lessons for prevention, identifying good practice, and making 
recommendations for systemic improvement.  
 
This process must be underpinned by clear governance, professional competence, 
and inclusive representation to ensure that the review is both robust and sensitive to 
the complexities of domestic abuse and suicide. This section sets out the statutory 
requirements and best practice guidance for establishing a Case Review Panel, 
including the development of Terms of Reference, information governance, panel 
composition, and the integration of specialist expertise. 
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6.1. Terms of Reference for a review  
 
Each review must be underpinned by a clear and specific Terms of Reference (ToR). 
A standardised ToR will be amended by the ROC to reflect the circumstances of the 
death. Where a Case Review Panel is to be established the bereaved family would 
ordinarily then be contacted unless this is not appropriate. In respect of the ToR, the 
Case Review Panel Chair may look to further amend the ToR in light of information 
received from bereaved families, friends, colleagues and community members. 
Further detail on engagement with families, friends, colleagues and communities is 
set out at section 7 of the statutory guidance. Any changes to the ToR are to be 
approved by the Review Oversight Committee (ROC). The ToR should define: 

 

• The purpose, scope and objectives of the review, including the specific types 
of death and the abuse contexts being reviewed. 

• The questions to be addressed by the panel to generate learning and inform 
future prevention. 

• The timescales for initiating and completing the review. Reviews are to 
commence as soon as possible following a death, including in parallel with 
ongoing criminal investigations, unless otherwise directed by the Lord 
Advocate. The protocol (section 24) sets out how the reviews should be 
conducted to avoid prejudicing live criminal investigations, proceedings or 
inquiries). 

• The anticipated products, such as a pseudonymised summary report with 
recommendations for local and national learning. 

• Where the review remit has been expanded to include events beyond the 
death (see 5.7), the ToR must reflect that expansion.  

 
Where appropriate, the Case Review Panel Chair will discuss the ToR with bereaved 
family members where they choose to engage in the review process. Following 
discussion with bereaved families and other relevant persons, the ToR will be 
updated and sent to the Review Oversight Committee for approval. 
 
The ToR should also identify how combined and joint and reviews (see paragraph 
6.6.) will be undertaken in cases involving children, other victims or where other 
review processes overlap with a domestic homicide or suicide review. 

6.2. Data Sharing and Data Protection 
 
To ensure lawful and effective reviews, statutory duties on participation, co-
operation, and information sharing apply under the 2025 Act. Section 25 provides a 
duty on designated core participants to co-operate in a review. Such designated core 
participants are outlined at section 25(6). This includes a duty to participate in a 
domestic homicide or suicide review when requested, provide as soon as reasonably 
practicable information or assistance requested by the Review Oversight Committee 
and/ or Case Review Panel. Such designated core participants include: 
 

• a local authority,  

• a health board (territorial board) 

• a special health board  
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• the chief constable of the Police Service of Scotland 

• the Scottish Police Authority 

• the Police Investigations and Review Commissioner 

• the Lord Advocate 

• the Scottish Courts and Tribunals Service 

• Scottish Prison Service 

• Community Justice Scotland 

• the Risk Management Authority 

• Social Care and Social Work Improvement Scotland (Care Inspectorate) 

• the Scottish Social Services Council 

• Social Work Scotland Ltd. 
 
Section 26 makes provision for the Scottish Ministers, the Chair of the Review 
Oversight Committee and the Chair of a Case Review Panel by notice to, require a 
person to provide as soon as reasonably practicable information within its 
possession or control that is considered necessary for the carrying out of a review. 
This includes a wide range of persons such as voluntary organisations, general 
practitioners, dentists, banks, etc.  
 
It should be emphasised that these duties in relation to the provision of information 
only extend to information which is reasonably considered necessary for the 
performance of functions relating to DHSR’s. These powers cannot be used to 
conduct a “fishing expedition” into an individual’s entire background and 
circumstances. If information is sought by a panel conducting a review for example, 
then it needs to be relevant to the matters being considered by the review. In the 
case of a domestic homicide, it may well be reasonably necessary for example to 
know about convictions of the perpetrator which are known to or may relate to 
domestic abuse, or where person B (the victim) is known also to have been the 
victim of the offence. This may be the case even where the conviction is old, as the 
purpose of a review includes identifying opportunities which may have arisen in the 
past to intervene in a way which may have changed the course of events. There are 
circumstances where certain convictions of the victim might also be reasonably 
necessary to know about, for example where there is a history of coercive control 
which included inducing the victim to commit offences for the benefit of the 
perpetrator and those convictions may provide evidence of continuing coercive 
control during a period. It is not however likely to be “reasonably necessary” for 
information to be required relating to anything an individual may ever have been 
convicted of.  
 
Information that may be sought where reasonably necessary includes but is not 
limited to: 
 

• Personal details such as name, date of birth, address and biographical details 

• Family, lifestyle and social circumstances 

• Criminal proceedings, outcomes, sentences, alternatives to prosecution 

• Civil Proceedings and Tribunals 

• Religious or other beliefs of a similar nature 

• Physical or mental health or condition 

• Financial details 
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• Goods or services provided 

• Sound and visual images 

• Licenses or permits held 

• Sexual life/ sexual orientation 
 

This can be information that is held in electronic and hard copy formats. Electronic 
records include information stored on a computer and Close Circuit Television 
(CCTV), while hard copy records include paper records, i.e. in a file. 
 
Section 25 and section 26 also set out that a person is not required to produce 
information which that person would be entitled to refuse to provide in proceedings in 
a court in Scotland. However, it does not relieve a person of the obligation to provide 
any information in relation to spent convictions or alternatives to prosecution where 
this is covered by an exemption under the Rehabilitation of Offenders Act 1974. 
Exemptions may be created by secondary legislation and the intention is to do this in 
connection with DHSR’s before 1 April 2026. This will enable reviews to have access 
to evidence of spent convictions and alternatives to prosecution where this is 
reasonably necessary to the review.  
 
A legal data gateway has therefore been created to support compliance with the UK 
GDPR and the Data Protection Act 2018, particularly Article 6(1)(c) and/ or (e). All 
review participants to comply with relevant data protection principles, including: 
 

• Minimisation (sharing only what is necessary), 

• Purpose limitation (for the purpose of the review only), 

• Confidentiality, and 

• Secure handling and storage. 
 
Where necessary, written requests for data may be issued by the Review Oversight 
Committee Chair or Case Review Panel Chair. Reviews must include explicit 
safeguards to prevent jigsaw identification, especially in small communities. 

6.3. Case Review Panel and Chair 
 
The Chair of each Case Review Panel will be drawn from a pool of Ministerial 
appointed Chairs. Chairs will be independent in order to ensure transparency in the 
review process, foster public and family confidence, avoid conflicts of interest, and 
improve quality and consistency across reviews. 
 
Chairs should demonstrate strong knowledge of domestic abuse, trauma-informed 
practice, multi-agency safeguarding, and systems learning. Chairs should also be 
capable of leading a complex, emotionally sensitive, and structured reviews. A small 
pool of trained Chairs will be maintained nationally, with each allocated to reviews as 
required. Appropriate training will be provided to Chairs. Where there is a conflict of 
interest, an alternate Chair will be drawn from this pool. 

6.4. Assembling a Case Review Panel 
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Membership of a case review panel will be established on a case by case basis 
depending on the circumstances of the death(s). However, each panel will include 
the following representatives: 
 

• Police Scotland, 

• COPFS 

• Health representation (GP or health board if more appropriate) 

• Victim support organisation 
 
The optimal panel size is typically between 5 to 7 members, to ensure a balance of 
perspectives while maintaining functionality and efficiency. Review panels will have a 
mix of members from organisations that will be on all reviews and others that will be 
ad hoc. Agencies or services that will have a representative present at each review 
are set out above. Members that will have representation more flexibly or ad hoc 
include faith leaders or housing professionals to reflect the specifics of the case. In 
cases involving children, panel membership will include expertise in child protection 
or early years. 

6.5. Additional Expertise 
 
Where specialist expertise was not identified earlier by the Review Oversight 
Committee, the Case Review Panel Chair is empowered to request additional input. 
This may include: 
 

• Cultural advisors 

• Mental health professionals 

• Representatives from marginalised or minoritised communities 
 
Such appointments should be proportionate to the scope and complexity of the case 
and align with the principles of intersectionality, cultural safety and trauma-informed 
practice. 

6.6. Combined Deaths and Joint Reviews 

 
Where one or more domestic abuse deaths or connected deaths occur e.g. a 
domestic homicide where person A kills their partner and the child of their partner, 
the Review Oversight Committee may instruct the Case Review Panel to undertake 
a combined review if each death independently meets the sift criteria. This avoids 
two separate reviews being undertaken on two related deaths. If the ROC determine 
that a combined review is to proceed the ROC Chair will confirm the Case Review 
Panel Chair for the joint review and notify all participating agencies in writing.  
 
There are a number of learning review processes in Scotland most of which are non 
statutory reviews. The deaths within scope of the domestic homicide and suicide 
review model can meet the criteria for another learning review e.g. child protection 
learning review or suicide review. 
 
The statutory nature of domestic homicide and suicide reviews means that if a 
death(s) meet the criteria then a domestic homicide or suicide review will be 
established, although whether the sift criteria are met is a matter of judgement for the 
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ROC as these are not “bright-line” criteria but are capable of being met or not to 
varying degrees.  
 
The 2025 Act makes provision for joint reviews which could also include a combined 
review. To use the example above person A kills their partner and their partners 
child. This may lead to a combined review but where relevant and appropriate, the 
Review Oversight Committee may instruct the Case Review Panel to carry out a 
domestic homicide or suicide review in conjunction with another review type e.g. a 
joint review, such as where it is determined there is also to be a child protection 
learning review into the death of the child. 
 
In such cases, the review process as set out within the 2025 Act is to be followed. 
Due to timescales for death notifications, domestic homicide and suicide reviews will 
look to be established shortly following a death. Close engagement will be had 
between those who are parties to the protocol but the expectation is that reviews will 
run in parallel to investigations and proceedings unless directed otherwise by the 
Lord Advocate. 
 
It is anticipated that where the Review Oversight Committee instruct a joint review, it 
should be able to be undertaken under the auspices of a domestic homicide or 
suicide review. It is recognised it may not always be possible for a joint review to be 
undertaken. Where a joint review is possible, this should help to reduce duplication, 
burden on the workforce and bereaved families whilst ensuring the domestic abuse 
lens is not lost or diluted. Through a joint review the aim should be to reach a single 
set of recommendations which will be tracked and monitored at a national level 
through the domestic homicide and suicide review model. This will help to ensure 
that learning is implemented timeously, help to build confidence, whilst ensuring that 
those who have died and their families remain at the centre. 

6.7. Combined and Joint Review Terms of Reference 
 
The Terms of Reference (ToR) for a domestic homicide or suicide review are set by 
the Review Oversight Committee. This is a standardised ToR that is amended in 
response to the circumstances of each death. As with a ToR for a domestic homicide 
or suicide review that is to be neither a combined or joint review, the specifics of the 
ToR will be amended to reflect the circumstances of the death(s) to be reviewed 
under a combined and/ or joint review. Aspects of the ToR that may differ from a 
non-combined/ joint review ToR include: 

 

• Possible expansion to the scope to encompass areas that would be of focus 
under the other relevant review process(es).  

• Any variation to the timescales to be considered under the review. These are 
ordinarily two years unless there is reason to go back further or to look at 
specific periods of time or events from previous years. 

•  Additional persons/ agencies to be included within the review process 

• Any additional governance, communication and information and data 
protection arrangements, processes and protocols.  

 
Where the remit of the review is to be expanded beyond the point of death and 
where this has been approved by the Lord Advocate, the ToR must include this. 
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Where appropriate, the Case Review Panel Chair will discuss the ToR with bereaved 
family members where they choose to engage in the review process. Following 
discussion with bereaved families and other relevant persons, the ToR will be 
updated and sent to the Review Oversight Committee for approval. 
 
Where a criminal investigation, proceedings, inquiry is ongoing, the review must 
operate within the framework of the protocol to avoid prejudice to such proceedings.  
 
The Review Oversight Committee retains responsibility for overseeing the review 
including whether that be a combined or joint review. 

6.8. National Hub for Reviewing and Learning from the Deaths of Children and 

Young People  

 
Where a domestic homicide and suicide review involves the death of a child or 
young person who was under the age of 18 years old or 26 years old if previously 
looked after, the Chair of the domestic homicide or suicide review will complete the 
Core Data Set and upload to the National Hub unless informed by the health board 
that it will undertake this process.  

Section 7 – Engagement with Family, Friends, Colleagues and 

Communities 
 
This section outlines expectations for the involvement of family, friends, colleagues, 
and communities in domestic homicide and suicide reviews, reflecting the policy 
objective that reviews are trauma-informed, person-centred, and inclusive. It builds 
on the clear consultation consensus that such involvement is central to meaningful 
learning and system improvement. 

7.1. Engaging with Family, Friends, Colleagues and Communities: Point of 

Contact 
 
At the point where a Case Review Panel Chair is assigned to a review, the Case 
Review Panel Chair will look to contact the family to make them aware of the review. 
Before contacting bereaved family members, the Case Review Panel Chair will liaise 
with the Senior Investigating Officer and/ or Family Liaison Officer first or other 
relevant authority e.g. if there has been a death abroad, and outline that a domestic 
homicide or suicide review has been established. The Chair will outline how 
engagement with the family is proposed. The Chair will seek contact details from 
Police Scotland or another relevant agency, if not already provided, on who to 
discuss this further with. 
 
There are occasions where it may not always be possible or appropriate to contact a 
family e.g. there may not be any family members to contact. Given the timing of the 
reviews, the Chair will be guided by police and/ or relevant others on when and how 
to contact families.  
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The presumption should be that a named, trusted point of contact is allocated to 
each family at the outset. This individual should provide relational continuity and 
serve as a liaison across the entirety of the review. Where families already have a 
trusted support worker or advocate, they may opt for that individual to fulfil this role.  
 
Engagement must be planned in trauma-informed stages and remain sensitive to the 
individual needs, pace, and preferences of families, friends, colleagues and 
community members. This is to minimise the number of persons contacting 
bereaved family members following a death. 

7.2. Family Engagement: Information and Support 
 
All families are to receive accessible information on: 
 

• The purpose, scope, and limitations of the DHSR 

• The process stages and expected timelines 

• The role they may play, and the voluntary nature of their involvement 
 
Information should be delivered using plain English, available in a variety of formats 
and languages, and accessible for people with additional communication needs. 
Families’ participation must be informed and consensual and accompanied by 
proactive offers of independent advocacy. Advocacy will be offered as standard 
practice. 
 
Advocacy provided will be: 
 

• Independent from statutory bodies and the review process 

• Centred on empowering the family 

• Available throughout the review and in post-review stages 

• Flexible to cultural and individual family contexts 
 

Advocates will help families understand the process, express concerns, interpret 
findings, and engage with final reports. They must never support both the family of 
the deceased and the accused in the same review. 

7.3. Review Participation: Information and Support for Children 

 
Following a domestic homicide or suicide, bereaved children should be referred to an 
Interagency Referral Discussion (IRD) involving police, health and social work at a 
minimum as core IRD partners. During the IRD, alongside immediate safety 
planning, consideration will be given to what support is necessary for the child(ren).  
 
What is key is that consideration is given to what the right support is for each child as 
there is not one support service that suits all children. Where a child has experienced 
significant harm, this support could be delivered or coordinated by a Bairns’ Hoose 
or by an alternative local support service. In providing an integrated, rights-based 
model of care that will prioritise safety, recovery, and participation, Bairns’ Hoose is 
well-placed to ensure that bereaved children who have experienced significant harm 
receive the support they need to recover from the trauma they have experienced and 
to respond to the child’s needs as they change over time. 
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Where a child chooses to participate in the DHSR and in accordance with the 
protocol, engagement must be: 
 

• Voluntary, person-centred and rights-based 

• Developmentally appropriate 

• Supported by an independent advocate for children 

• Framed with clear boundaries around expectations, scope, and support 
before, during, and after participation 

Information for children and their carers should be made available following a 
domestic homicide or suicide. Information will be available to services for them to 
provide and discuss with bereaved family members. 

7.4. Review Participation Process 

 
The review must be structured around transparency, honesty, and trust. Families 
must be clearly informed of: 
 

• The difference between DHSRs and criminal investigations 

• What the review can and cannot deliver 

• The opportunity to shape, review, and respond to findings 
 

Participants should be supported through: 
 

• Early and regular communication 

• Tailored updates 

• Visual tools such as process flowcharts, panel member biographies, timelines, 
and glossaries 
 

Participation must be flexible. Families can define the level, format, and frequency of 
their engagement. Emotional and psychological safety is paramount. Participation 
must never be tokenistic, and the emotional labour of sharing must be recognised 
and supported. 
 
Cultural sensitivity must underpin engagement. This includes: 
 

• Recognising differences in what constitutes “family” 

• Using translation and interpretation services where needed 

• Drawing on local knowledge and culturally grounded support models where 
relevant 
 

7.5. Review Participants’ Experience 
 
There is no requirement for families to provide feedback on their experience of 
engaging in a domestic homicide or suicide review. However, where appropriate, 
feedback should be sought from families on their experience of the review process. 
This should be gathered through: 
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• Anonymous and confidential surveys 

• One-to-one debriefs 

• Group feedback sessions, where appropriate 

• Through a support organisation or advocate the family is being supported by 

• A means in which families would like to provide it 
 
Learning from participant feedback will be incorporated into review model 
improvements. The Review Oversight Committee will: 
 

• Monitor participant satisfaction and accessibility 

• Report on improvements made as a result 

• Ensure visibility of changes enacted following feedback 
 

Families’ engagement in a review must be acknowledged. Families must also be 
kept updated on implementation of recommendations (if they choose to be kept 
updated). Their experience of engagement in the review process should also inform 
broader workforce development, including training in trauma-informed, culturally 
competent, and inclusive practice. 

Section 8 – Conducting a Domestic Homicide or Suicide Review  
 
This section sets out the core expectations for how domestic homicide or suicide 
reviews should be conducted. It provides guidance for Review Oversight Committee 
(ROC) members, panel chairs, review panels, and participating agencies on the 
process of gathering, analysing, and interpreting information. Reviews should be 
victim-focused, proportionate, and trauma-informed, with an emphasis on learning 
and system improvement rather than attribution of blame. 

8.1. Individual Management Review (IMR) 

 
Individual Management Review reports will be used to gather relevant information on 
persons subject to review. Each participating organisation must provide 
comprehensive information on the services they provided to the persons who the 
domestic homicide or suicide review will concern. This includes any contact they had 
with the individuals before the death and in some cases for some individuals, post 
death. This information should be submitted using the template provided to them. 
The IMR report is to include a summary of: 
 

• the nature and extent of the organisation’s contact with the individual; 

• key decisions made, actions taken, and services provided; 

• the rationale for professional judgments; and 

• initial reflections or lessons identified by the organisation. 
 
IMR reports form a kay part of the review and should be comprehensive, factual, and 
analytical. 
 
Where the deceased was registered with a General Practitioner, information from the 
GP is essential. GPs are expected to cooperate with the review process under their 
professional obligations whilst adhering to General Medical Council (GMC) guidance 
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on confidentiality, information sharing, and posthumous disclosure. Section 26 of the 
2025 Act makes provision for such information to be shared by GPs and other 
relevant persons for review purposes. 
 
The Case Review Panel Chair should ensure that where information is sought that 
this is precise, proportionate, and made in writing. The relevant legislative provisions 
should also be outlined as well as the reasons for seeking the information.  
 
It may be necessary for mental health histories, GP notes, psychological therapy 
records, and any documentation of suicidal ideation or self-harm to be obtained. 
Such records may contain critical information relating to coercive control, stalking, or 
escalating domestic abuse. GP and mental health records may contain critical 
information relevant to domestic abuse-related suicide, including missed disclosures, 
symptoms of trauma or depression, crisis-related presentations, or previous self-
harm, and should be reviewed with appropriate safeguards in place. 
 

Where a child or young person has died, or where a child was bereaved, information 
should be sought from agencies that had contact with the child and their family. This 
includes education, early years services, health visitors, paediatrics, CAMHS, child 
protection, social work, youth justice, voluntary sector organisations and relevant 
others, which provided support or engaged with the child. Reviews involving children 
should be undertaken in line with GIRFEC principles, ensuring that information 
reflects a whole-child, rights-based and holistic view of their needs. 
 
Reviews will consider the child’s lived experience and how services recognised, 
assessed, and responded to their needs, vulnerabilities and risk of harm. Information 
should include developmental history, attendance and engagement with education, 
referrals to support services, early years assessments, and wellbeing indicators. If 
the child was subject to any child protection processes or multi-agency meetings, 
those findings are to be included. Reviews should assess whether the child was 
asked or had the opportunity for their views to be expressed, how cumulative 
concerns were identified or missed, and how adult and child services communicated. 

8.2. Animals 
 
The presence, treatment, and welfare of animals within a household can be a 
significant indicator of both risk and control dynamics in cases of domestic abuse. 
Evidence from practice and research shows that perpetrators may harm, threaten, or 
neglect pets and other animals as a means of coercion, intimidation, or punishment. 
Victims may delay leaving an abusive situation out of fear for the safety of their 
animals or because there are limited options for rehoming or temporary care. 
 
Reviews should therefore consider: 
 

• whether animals were present in the household or otherwise connected to the 
‘victim’, ‘accused’/ ‘perpetrator’, or children; 

• any known incidents of harm, neglect, or threats toward animals; 

• the emotional significance of animals to victims and children, including the 
role of pets as sources of comfort, protection, or attachment; and 
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• how agencies recognised, assessed, or responded to concerns about animals 
as potential indicators of abuse or barriers to safety planning. 

 
Information should be sought from relevant organisations such as the Scottish 
Society for the Prevention of Cruelty to Animals (SSPCA), local animal welfare 
services, or veterinary practices where there is reason to believe they hold pertinent 
information. These agencies may have records of injury, neglect, or behavioural 
signs that provide insight into the household’s dynamics and timeline of events. 
 
Where appropriate, consideration should be given to how inter-agency 
communication between human and animal welfare services can be strengthened to 
support early identification of abuse and to ensure that future safety planning 
includes provision for pets and livestock. 
 
Reviews should also recognise the psychological and emotional impact on children 
and adults who witnessed or were aware of harm to animals. In such cases, trauma-
informed analysis should explore how this affected their sense of safety, attachment, 
and help-seeking behaviour. Where children were present, reviewers should 
consider the emotional and developmental significance of pets, as children may 
experience profound distress from witnessing harm to animals. Analysis should 
explore whether such harm contributed to their trauma, attachment difficulties or 
barriers to seeking help. 

8.3. Requesting relevant information on person A and services, including 

children of person A 
 
The panel should also consider whether it is reasonably necessary to obtain 
information about person A’s contact with statutory and voluntary services. This 
includes criminal justice social work, police, probation, housing, mental health, and 
substance use services etc. Where person A had dependent children or regular 
contact with children, information should be sought from children’s services 
regardless of whether those children were residing with person A’s partner or ex-
partner. Reviews should consider person A’s parenting behaviour towards their 
children and the extent to which services recognised or mitigated risks posed to 
children. 
 
Where relevant or reasonably necessary, information relating to person A can be 
sought on any known history of offending, alternatives to prosecution, previous 
incidents of domestic abuse, controlling behaviour, crisis presentations and contact 
with mental health or substance use services. For domestic abuse related suicide 
cases, reviewers should also consider whether person A presented with distress, 
suicidal ideation or behaviour that intersected with coercive control or escalating risk. 

8.4. Involvement of family, friends and others including support services and 

bereaved children 
 
Families, friends, and others who knew person A and B provide essential insights 
into the relationships, behaviours, and services involved. Their participation should 
be sought sensitively, with clear explanation of the purpose and process of the 



35 

 

review and with opportunities to contribute in a manner that feels safe and 
supported. 
 
Bereaved children are to be offered developmentally appropriate opportunities to 
contribute their views. This may include direct engagement, facilitated sessions with 
trusted adults, or contributions through advocates or third sector specialists. 
Participation should always be voluntary, supported, and paced according to the 
child’s needs. Reviews should consider the differential impact of the death on each 
child and the adequacy of support provided to them before the incident and after the 
death where a review has been expanded.  

8.5. Establishing a Timeline/ Chronology 
 
A detailed chronology should be developed to map known contacts, decisions, and 
significant events involving those who have died, person A, and relevant agencies. 
This forms the backbone of the analytical phase. 
 
A standardised chronology template is to be used by all agencies. This is provided at 
Annex 1. The review team will collate submissions into a single composite 
chronology, identifying overlaps, inconsistencies, and gaps.  
 
For cases involving children, chronologies are to include multi-agency contributions, 
identification of cumulative concerns, clear separation of fact and professional 
opinion, and the inclusion of relevant school records, early years assessments and 
wellbeing information. 
 
For domestic abuse-related suicide reviews, chronologies are to include any mental 
health crisis presentations, episodes of self-harm, police attendance, domestic 
abuse disclosures, separation-related risk, digital abuse and any patterns of coercive 
control. 
 
The final chronology must provide a clear sequence of events and contextual 
information to support system-level analysis. 
 

8.6. Domestic Homicide Reviews – Additional Factors  
 
Domestic homicide reviews should examine patterns of coercive and controlling 
behaviour, escalation of risk, and missed opportunities for intervention as well as 
where there were examples of good or safe practice. Reviews should consider how 
social, economic and cultural factors shaped the person(s) who have died, access to 
safety and the effectiveness of multi-agency risk assessment and management.  
 
Where children were involved, reviews should analyse how the child experienced 
domestic abuse, exposure to coercive control, behavioural changes, and their 
relationships within the family system. Reviews should examine communication 
between adult and child services, and how these dynamics contributed to the wider 
circumstances of the death. 
 
Where multiple victims or complex family structures are involved, the review should 
ensure that each relationship and risk dynamic is analysed in context. 
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8.7. Domestic Abuse Related Suicide Reviews – Additional Factors 
 
Where domestic abuse was or may have been a contributing factor to person B’s 
death, reviews must consider cumulative trauma, coercive control, fear, isolation, 
and patterns of abuse before death. Reviews should examine recent separation, 
stalking, threats, ongoing harassment, financial abuse, or immigration-related 
vulnerabilities. Relevant criteria for determining domestic abuse-related suicide 
should be applied consistently. Reviews should also consider significant events 
within person B’s life and any changes or notification of change that may have had 
an impact on them e.g. their abusive ex-partner being released from prison. 
 
Reviews must explore whether services recognised domestic abuse as a risk factor 
for suicide and whether responses to any mental health, crisis presentations, self-
harm or distress were adequate and informed by an understanding of domestic 
abuse dynamics. 
 
Information sharing in domestic abuse related suicide cases can be complex due to 
mental health confidentiality. Information sought must be justified, reasonable and 
proportionate. Mental health and GP records may contain key insights into risk that 
were not shared across agencies. Family members, friends and former partners may 
hold relevant contextual information that agencies did not record. 

Section 9 – Review Analysis 
 

Case Review Panels are to utilise a structured analytical framework to identify 
learning and understand system dynamics. The approach is to combine: 
 

• Socio-ecological analysis – examining how individual, relationship, community, 
and societal factors interacted to create or reduce risk; 

• Contribution analysis – identifying underlying factors, missed opportunities, and 
systemic weaknesses or limitations that may have contributed to the death; and 

• Appreciative enquiry – recognising examples of effective practice and 
innovation that may inform wider improvement. 

 
For domestic abuse related suicide cases, contribution analysis must consider 
cumulative stressors, any mental health history, patterns of coercive control and 
whether services recognised the intersections between domestic abuse and suicide 
risk. A direct causal link is not required to be determined as part of the review.  
 

For cases involving a bereaved child, analysis is to consider the child’s 
developmental needs, lived experience, exposure to harm and the adequacy of the 
response across agencies. 

9.1. Analysis and Review Preparation 
 

Phases of review analysis and report preparation typically include: 
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• Collating individual management review reports and chronologies and analysing 
these for accuracy, consistency, and completeness. Additional reports may be 
sought if gaps are identified. 

• Presenting the initial findings and chronology to the review panel for discussion, 
clarification, and thematic analysis. 

• Requesting any further information or expertise, preparation of report, 
amendments, or clarifications from agencies or contributors before finalising 
conclusions and recommendations. 

 
Training will be provided to Case Review Panels on undertaking reviews including 
review analysis and development of recommendations. Training will also be provided 
to Case Review Panel Chairs on preparing a draft review report. 

Reporting, Publication and Dissemination 

Section 10 – Learning, Recommendations and Action 
 

This section provides guidance on how learning should be identified, interpreted and 
translated into clear recommendations and actions arising from Domestic Homicide 
and Suicide Reviews, including combined and joint reviews. The aim is to ensure 
that learning leads to meaningful improvement across agencies, strengthens 
safeguarding practice, and reflects the needs and experiences of victims, children 
and families. Reviews must ensure that learning reflects both individual lived 
experience and wider system factors, and that insights from child and suicide-related 
reviews are fully considered. 
 

10.1. Identifying learning, Recommendations and Actions 
 

Reviews must focus on identifying what can be learned from the circumstances that 
led to the death, including patterns in service involvement, cumulative harm, barriers 
to disclosure, gaps in risk assessment or intervention, strengths in practice and wider 
contextual factors. Learning should be evidence-based, linked clearly to the 
chronology and analysis, and should take account of the intersection between 
domestic abuse, trauma, mental health and, when relevant, child development and 
family functioning. 
 
Recommendations should flow directly from the identified learning and be: 
 

• specific, actionable and proportionate; 

• assigned to named organisations or partnerships; 

• oriented towards system improvement rather than individual fault; 

• aligned with national child protection and suicide prevention improvement 
priorities where relevant; and 

• reflective of both short-term changes and longer-term development needs. 
 
Actions should set out how organisations will implement the recommendations. 
These should include clear steps, responsible leads, milestones, and arrangements 
for monitoring progress. Where learning highlights structural factors or national gaps 
- particularly in relation to children’s services, information-sharing or suicide-risk 
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pathways, this should be signalled for national consideration through oversight 
bodies or Ministers. 

10.2. Preparing Review Reports 
 
Review reports must present learning and recommendations clearly and coherently. 
Reports should be structured to provide: 
 

• an overview of events and a timeline of any key events prior to the death and 
post death where a review has been expanded; 

• a summary of significant relationships person A and B (where they were 
partners/ ex-partners), had prior to the death and what changes (if any) there 
were to those relationships; 

• clear evidence supporting each learning point; 

• information on opportunities missed or taken by services; 

• the panel’s recommendations; 

• explicit links between learning, recommendations and actions; 

• reflection of the experiences of children, where relevant;  

• conclusions of the review panel, reasons for these and any areas of 
disagreement; 

• any additional reflections from the review panel; and 

• any other relevant points the panel choose to include. 
 
Reports must be written in a manner that supports publication, scrutiny and 
accessibility under the legislation. They must be clear enough for families, 
practitioners, policy makers and the public to understand, without technical language 
that obscures meaning. Where the death involved a child or a suicide, the report 
should ensure that specialist considerations, such as developmental needs, 
cumulative adversity or suicide warning signs, are explained in an accessible way. 

10.3. Language, framing and victim blaming avoidance 
Language used in the report must be accurate, respectful and free from bias. 
Reviews should adopt framing that: 
 

• avoids implying responsibility on victims for the behaviour of perpetrators/ 
accused; 

• recognises the role of coercive control, trauma and structural barriers; 

• reflects lived experience, including the perspectives of children; and 

• highlights systemic rather than individual limitations or missed opportunities. 
 
Descriptions of victim behaviour must be contextualised. This is particularly 
important in domestic abuse related suicide reviews, where symptoms of distress or 
withdrawal must not be interpreted as personal failings, and in reviews involving 
children, where behaviour may reflect trauma, developmental stage or the impact of 
living with domestic abuse. 

10.4. Involvement of family and those supporting families 
 



39 

 

Families play a critical role in helping reviewers understand the person who has died, 
the relationships around them and how services were experienced or were not 
approachable. Families will be kept updated as the review progresses should they 
choose to be and in a way that they determine.  
 
Following the preparation of a report, Case Review Panel Chairs will invite families to 
meet with them. The Chair will talk through the contents of the review report and 
discuss the learning and recommendations. 
 
They will also be kept updated on progress on implementation should they choose to 
be. This can be done directly or with/ through an advocate or victim support 
organisation. 
 
Where bereaved children are involved in a review, participation must be facilitated 
through age-appropriate approaches and with the support of specialist services such 
as Bairns’ Hoose where available and accessible and/ or through victim support 
workers familiar with the child(ren) and families. Support organisations and 
advocates may contribute contextual insights and ensure families feel informed and 
heard throughout the drafting of the report. 

10.5. Anonymity of persons 
 

The Review Oversight Committee Chair must take all reasonable steps to prevent 
identification including jigsaw identification in the publication of review reports. While 
data protection legislation only applies to the data of living individuals, the 2025 Act 
attaches the anonymity requirement to those who need it e.g. it will apply to the 
person(s) who have died and living family members but not to authors of the review 
report. Important points relating to review reports include the: 
 

• use of consistent pseudonyms; 

• removal identifying details; and 

• careful consideration of contextual information that could indirectly identify 
individuals. 

  
In suicide-related cases, particular care should be taken to avoid speculative 
conclusions or sensitive personal details being shared unnecessarily. 

10.6. Sharing draft review reports 
 

Where a review report is still in draft e.g. it has not been submitted for approval to 
the Review Oversight Committee, it is anticipated that there will be a need for reports 
to be shared for the purpose of checking factual accuracy. Given the sensitive nature 
of the content of reports and that there may still be live criminal proceedings, any 
sharing of draft review reports must be done by the Review Oversight Committee 
Chair or the Case Review Panel, in accordance with the protocol.  
 

Where a report or part of a report is able to be shared, it will only be able to be 
shared by the Review Oversight Committee Chair and the Case Review Panel Chair, 
with the specified individual(s). This means that the report cannot be shared with 
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wider colleagues. Should additional members of an organisation request sight of the 
draft review report, approval is to be sought by those who are parties to the protocol.  

10.7. Finalising Draft Review Reports  
 

After consideration of review report comments the Case Review Panel Chair will 
finalise the report. Where there are points the Case Review Panel do not agree, 
these must be captured within the report. A report must be published but this will not 
be the full detailed report. Instead, an executive summary will be prepared that 
clearly communicates: 
 

• the key learning; 

• the main recommendations; 

• any local, regional or national or structural matters identified;  

• opportunities missed or taken; and 

• any wider themes relevant to policy and practice. 
 
The executive summary is to be prepared in a way that it would be suitable for 
publication whilst also safeguarding anonymity. Where the case involves a child or 
suicide, the summary should ensure that explanations are sensitive and avoid 
simplistic narratives about cause, responsibility or intent. 

10.8. Submitting report to Review Oversight Committee for Quality Assurance 
 
All finalised draft reports must be submitted to the Review Oversight Committee for 
quality assurance. The Committee will consider whether: 
 

• the report meets the statutory requirements 

• meets the requirements within the ToR 

• learning has been captured fully, including child-specific or suicide-specific 
factors where applicable; 

• recommendations are proportionate, evidence-based and achievable; and 

• the report is suitable for publication or restricted publication. 
 
Where improvements or clarifications are required, the Committee may request 
further amendments before approval or may modify the report itself. 
 
The ROC must maintain rigorous quality assurance standards to ensure that reports 
are consistent, robust and aligned with the aims of the legislation. Quality assurance 
should consider: 
 

• the quality and depth of analysis; 

• proportionality and clarity of recommendations; 

• the coherence between evidence, learning and action; 

• adherence to confidentiality, ethics and trauma-informed principles; and 

• the accessibility and clarity of the final text, including for families. 
 
Publication of finalised reports must be approved by the Lord Advocate. Where a 
report cannot be published due to reasons such as safeguarding or due to ongoing 
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criminal proceedings, a report or part of a report may be able to be shared with 
specific individuals in order to ensure learning is disseminated. This must be done in 
accordance with the protocol. The same will apply where it is not feasible to remove 
all potentially identifying information from the report for publication and therefore 
publication may not be possible. In such instances an alternative summary of 
lessons learned would be published in order to ensure learning can still be gained 
and shared from each review. 
 
Following approval by the ROC, the finalised report must be submitted to the 
Scottish Ministers. Where a review involves a child or an adult at risk, the report 
must also be submitted to the Care Inspectorate. 

10.9. Sharing of approved reports that cannot be published. 
 
Following approval of a review report by the ROC, reports must be approved by the 
Lord Advocate before being published. There may be occasions where a report is 
unable to be published due to legal, ethical or safety constraints. Where publication 
of the review report is not possible or not possible at that point in time, it is important 
to ensure that learning is not lost. Review reports can be redacted but an alternative 
form of report e.g. a poster summarising the key learning could be published. This 
would be done with the overarching aim of supporting learning aimed at 
safeguarding those affected by abusive domestic behaviour or promoting victims' 
wellbeing.  
 
There may be occasions where Scottish Ministers would look to share (in full, in part 
or extracts of) a review report that has not been published e.g. where there is a cross 
border review. Any sharing will only be able to be done with those considered 
relevant and appropriate and where the findings, learning, or recommendations are 
relevant to the recipient organisation. Again, there must be an overarching aim of 
helping to safeguard those affected by abusive domestic behaviour or promote the 
wellbeing of victims of such behaviour. Any sharing of approved but not published 
reports must be done so in accordance with the protocol.  

Section 11 - Publication of Reports and Dissemination of Learning 
 

This section provides detail on the publication of domestic homicide and suicide 
review reports and dissemination of learning. 

11.1. Informing Families  

Where the Lord Advocate consents to the publication of a review report, families 

must be informed on: 

 

• what will be published (executive summary);  

• how anonymity and confidentiality will be protected;  

• when publication is scheduled, and where they may access support.  
 
Families are to be offered a named contact to discuss publication arrangements. 
This is an essential part of trauma-informed practice.  



42 

 

11.2. Dissemination of Learning  
 
This section sets out how the Review Oversight Committee (ROC), case review 
panels, and named agencies should ensure that learning from domestic homicide 
and domestic abuse related suicide reviews is communicated, acted upon and 
recorded in ways that protect confidentiality, respect families and drive system 
change. 

11.3. Implementation of Recommendations  

 
After a report is approved by the ROC, the committee should issue formal letters to 
the senior representative(s) of each organisation named in the recommendations 
and required to respond by a statement in the report under section 29(1) of the Act. 
Each letter should:  
 

• enclose a copy of the report (summary/ full); 

• state the specific recommendations directed to the organisation;  

• seek detail on the actions the organisation will take;  

• name a senior lead responsible for the recommendations that can be followed 
up with; and  

• set a reasonable deadline for the written response.  
 
It will ordinarily be the ROC that will write to relevant persons but Case Review 
Panels can also issue letters (where approved by the ROC). A copy of the relevant 
review report will be provided to the relevant SPOC who will prepare a statement of 
progress to the ROC and Scottish Ministers.  
 
The statement is to include what has been done to deliver the recommendation(s) or 
what is proposed to be done to deliver the recommendation if the report has not long 
been received, responsible leads, milestones and measurable indicators of progress. 
Statements should distinguish immediate safety actions, medium-term service 
changes and longer-term cultural or systems improvements. The ROC or Scottish 
Ministers may publish the agency’s written response (in full or in part) including 
where there has been a failure to response or to implement. 
 
Implementation planning should include evaluation of impact as per the impact 
framework. This document will be provided to agencies to support them to self 
assess and measure what changes have been made, for whom, and what impact the 
change has made. Where a recommendation has national significance, the 
Committee should flag this to Scottish Ministers for consideration of system-level 
action. 
 

11.4. Monitoring of Recommendation Implementation 

 
The Review Oversight Committee will maintain a central tracker of recommendations 
and responses, capturing: the recommendation text; named responsible 
organisation(s); deadline for response; copy of the written response; implementation 
milestones; and evidence of progress. The tracker forms the primary source for the 
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Committee’s assurance work and for information about actions taken and their 
impacts requested by Ministers for periodic reports.  

Section 12 –Biennial Thematic Reports 
 

The 2025 makes provision for the Scottish Ministers to prepare and publish, as soon 
as reasonably practicable after the end of a two year reporting period, a domestic 
homicide and suicide review thematic report. This report is to be laid before 
Parliament.  

12.1. Thematic Review Report 
 

The biennial thematic review reports are to include a range of information as set out 
below. However, Scottish Ministers can include additional points or information 
beyond: 

• any common themes emerging from domestic homicide and suicide reviews; 
• information about any lessons identified which Scottish Ministers consider 

should be highlighted in relation to e.g. disability, male victims or animal 
abuse; 

• information about actions taken following recommendations made and where 
known, the impact of those actions; 

• the reasons for any cases being sifted out e.g. where a death was not 
reviewed because the connection to Scotland was too peripheral; 

• the number of notices given by the Lord Advocate which suspend, discontinue 
or allow the resumption of a review, along with the reasons given for any 
suspension or discontinuation, and 

• statistical information that will provide an overall picture of the work taking 
place throughout the reporting period in respect of the review model. 

 

The report will be prepared by the DHSR Team within Scottish Government who will 
consult with relevant persons including Review Oversight Committee Chair and 
Deputy Chair, Case Review Panel Chairs and other such appropriate persons. 

Section 13 – Statutory Guidance 

 

The statutory guidance is intended to support the Review Oversight Committee and 
Case Review Panels to undertake domestic homicide and suicide reviews which 
both the Committee and Panels must have regard for. 
 
Given that domestic homicide and suicide reviews are a new process, it is 
anticipated that the first version of the guidance will be updated within approximately 
two years post introduction of domestic homicide and suicide reviews. This will allow 
for value feedback to be gained and utilised to revise the guidance in order to ensure 
it supports the effective undertaking of domestic homicide and suicide reviews. 
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Annex 1 - Templates 

 
 



45 

 

Annex 2 – Domestic Homicide and Suicide Review Flow Chart  
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Annex 3 – Roles and Responsibilities  
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Annex 4 – Data Protection 
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Annex 5 – Media Interest  
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Annex 6 – Glossary of Terms 
 

Abusive Behaviour 
Behaviour that a reasonable person would consider likely to cause physical or 
psychological harm (including fear, alarm, or distress) to the recipient. It covers all 
forms of behaviour, including words, actions, or failures to act, and can be directed at 
a person, property, or through a third party. The behaviour may involve a single 
incident or a pattern of conduct. 
 
Adult at Risk 
An “adult at risk” is a person who, immediately before the death, met the definition 
set out in section 3 of the Adult Support and Protection (Scotland) Act 2007. 
 
Care Experienced children and young people 
Refers to children and young people with experience of being cared for in either 
foster or kinship care. 
 
Case Review Panel 
A group tasked with conducting domestic homicide or suicide reviews, led by a chair 
and including members with relevant insights or expertise. Tasked with investigating 
and reporting on key events, missed opportunities, and making recommendations. 
 
Child of 
Includes a person who is a child of person A or person A’s partner or ex-partner or a 
child who is accepted as a child of person A or B. The child's age or living situation 
doesn’t matter in this context—they could live separately and still be considered a 
child.  
 
Connected Death  
The death of a child or young person that occurs as a result of an incident involving 
abusive behaviour, even if the young person was not the direct target of the abuse 
and is not directly related to person A or B. 
 
Combined Review 
A review conducted on multiple deaths, either due to common perpetrators or shared 
circumstances, which assesses each case in tandem. 
 
Domestic Abuse Death 
A death resulting from abusive behaviour in a relationship. This can include deaths 
caused directly by the abuse, suicides influenced by the abuse, or violent resistant 
killings. 
 
Determination 
The formal decision made by the Review Oversight Committee on whether to hold a 
review following the receipt of a notification or referral of a death.  
 
Domestic Homicide and Suicide Review (DHSR) 
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A review mechanism established to investigate certain deaths arising from abusive 
behaviour in relationships, focusing on learning systemic lessons rather than 
attributing liability. Including the deaths of:  
 

• A partner/Ex-partner of the “perpetrator” 

• The child of the “perpetrator” 

• The child of the partner or ex-partner of “the perpetrator” 

• A young person living in the same household as “the perpetrator”, or in the 
same household as “the perpetrator’s” partner or ex-partner. 

 
Discontinuation of Review Proceedings 
Where the Lord Advocate orders the discontinuation of review proceedings under 
section 23. 
 
Duty of Co-operation  
An obligation placed on designated core participants as defined in section 25 to 
provide assistance and information to review bodies during the consideration or 
review of a death. 
 
Guidance 
Recommendations contained in a document issued by the Scottish Ministers 
(including this document) which are to be taken into account by the Review 
Oversight Committee and Case Review Panels. 
 
Information Notice 
A formal request for information made by Scottish Ministers or review bodies, 
compelling persons or organisations to provide necessary information. 
 
Joint Review 
A domestic homicide or suicide review and a minimum of one other review where 
there is a crossover in remit and as such, come together under the auspices of a 
domestic homicide or suicide review e.g. a DHSR and a Child Protection Learning 
Review and/ or Mental Health Review. 
 
Looked After Child 
A child who has been placed under the care of local authorities, either through foster 
care or other child protection arrangements. 
 
Lord Advocate 
The chief legal officer of Scotland with the power to order the suspension or 
discontinuation of review proceedings to avoid conflicts with criminal proceedings or 
investigations. 
 
Individual Management Review Report 
A form completed by relevant agencies when they have been contacted to provide 
information on the persons that are subject to review. 
 
Nominating Bodies 
Organisations responsible for nominating members to the review oversight 
committee. 
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Notification 
A formal written communication to the review oversight committee about a death that 
may require review. It must include relevant information and be copied to the 
Scottish Ministers. 
 
Notifying Bodies 
Entities responsible for notifying the review oversight committee about potentially 
reviewable deaths. In this context, Police Scotland’s Chief Constable, the Police 
Investigations and Review Commissioner and the Lord Advocate are the notifying 
bodies.  
 
Partner/ ex-partner 
Refers to someone who is married, in a civil partnership, or in an intimate 
relationship with another person. Ex-partner is interpreted accordingly with no 
requirement that the parties need to be living together to be partners. 
 
Periodic Reports 
Reports prepared and laid in the Scottish Parliament by Scottish Ministers 
summarising themes, key points, lessons learned from domestic homicide or suicide 
reviews over the previous reporting period of two years. 
 
Perpetrator/ Person A 
The person who exhibits abusive behaviour towards another individual in a domestic 
relationship. 
 
Principal Individuals 
Key individuals involved in a review, such as friends, community members, or 
professionals who had a relationship with the subject of a Domestic Homicide or 
Suicide Review. 
 
Protocol 
A formal agreement outlining processes and arrangements between key parties 
(Review Oversight Committee Chair, Chief Constable of Police Scotland, Lord 
Advocate, PIRC, Scottish Ministers) to ensure review proceedings do not prejudice 
criminal investigations, proceedings, or inquiries. 
 
Legally privileged Information 
Information that is protected from disclosure, such as legally privileged material, 
which does not need to be provided in reviews or court proceedings. 
 
Designated Core Participants 
Named bodies and entities listed under section 25, required to cooperate with the 
review process. These include: 
 

• A local authority 

• A health board  

• A special health board  

• The chief constable of the Police Service of Scotland 

• The Scottish Police Authority 
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• The Police Investigations and Review  

• Commissioner 

• The Lord Advocate 

• The Scottish Courts and Tribunals Service 

• The Scottish Ministers in the exercise of their functions under the Prisons 
(Scotland) Act 1989 (i.e. the Scottish Prison Service) 

• Community Justice Scotland 

• Risk Management Authority 

• Social Care and Social Work Improvement Scotland (the Care Inspectorate) 

• The Scottish Social Services Council 

• Social Work Scotland Ltd 
 
Referral 
When Scottish Ministers bring a death to the committee’s attention without receiving 
notification from another notifying body, particularly if the death occurred abroad. 
 
Relevant Officeholder 
An individual appointed to a role such as chair or deputy chair of the review oversight 
committee or chair of a case review panel. 
 
Report 
The document produced at the conclusion of a review by the case review panel, 
including timelines of events, missed opportunities, conclusions, and 
recommendations. 
 
Review Oversight Committee 
A body established to oversee and ensure the conduct of domestic homicide or 
suicide reviews, responsible for appointing case review panels. It includes a chair, 
deputy chair, and members who are either nominated and approved by Ministers or 
appointed directly by Ministers. 
 
Reviewable Death 
A death which is eligible for review and will be reviewed if it is considered by the 
ROC to meet the sift criteria. 
 
Review Proceedings 
Formal processes undertaken by a case review panel to examine circumstances 
around a death, including preparing and submitting reports. 
 
Revocation of Notification 
The process of withdrawing a notification when further information leads to the death 
no longer being considered reviewable or where the notification was made in error, 
so long as the review committee has not yet made a decision about reviewability. 
 
Sift Stage 
The phase in which the review oversight committee determines whether a review 
should be conducted into a reviewable death. 
 
Suicide Contributing Factor 
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The involvement of abusive behaviour as a contributing factor to a person’s death by 
suicide. There does not need to be a causal link between the abusive behaviour and 
the suicide. 
 
Suspension of Review Proceedings 
A temporary halt in review processes ordered by the Lord Advocate, often to prevent 
interference with criminal investigations. 
 
Terms of Reference 
The guidelines and objectives set by the committee for a case review panel to follow 
during the review. 
 
Violent Resistance Killings 
A scenario in which a person subjected to abusive behaviour kills the perpetrator as 
a form of retaliation or self-defence. 
 
Young Person 
An individual under 18 years old, or under 26 if they were in care (a "looked after" 
child). 
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Responding to this consultation 

Please respond to this consultation using the Scottish Government’s consultation 

hub, Citizen Space. Access and respond to this consultation online at Domestic 

Homicide and Suicide Review Statutory Guidance Consultation. You can save and 

return to your responses while the consultation is still open. Please ensure that 

consultation responses are submitted before the closing date. 

 

If you are unable to respond using our consultation hub, please complete and send 

the Respondent Information Form to: 

 

Violence Against Women and Girls Justice Unit 

Scottish Government 

St Andrews House 

GW 

Regent Road 

Edinburgh 

EH1 3DG  

 

Handling your response 

If you respond using the consultation hub, you will be directed to the About You page 

before submitting your response. Please indicate how you wish your response to be 

handled and, in particular, whether you are content for your response to published. If 

you ask for your response not to be published, we will regard it as confidential, and 

we will treat it accordingly. 

 

All respondents should be aware that the Scottish Government is subject to the 

provisions of the Freedom of Information (Scotland) Act 2002 and would therefore 

have to consider any request made to it under the Act for information relating to 

responses made to this consultation exercise. 

 

If you are unable to respond via Citizen Space, please complete and return the 

Respondent Information Form provided alongside this document.  

 

To find out how we handle your personal data you can view the privacy policy here: 

Privacy - gov.scot (www.gov.scot) 

 

Next steps in the process 

Where respondents have given permission for their response to be made public, and 

after we have checked that they contain no potentially defamatory material, 

responses will be made available to the public at Citizen Space. If you use the 

consultation hub to respond, you will receive a copy of your response via email. 

 

https://consult.gov.scot/justice/dhsr-statutory-guidance
https://consult.gov.scot/justice/dhsr-statutory-guidance
https://www.gov.scot/privacy/
http://consult.gov.scot/
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Following the closing date, all responses will be analysed and considered along with 

any other available evidence to help us. Responses will be published where we have 

been given permission to do so. An analysis report will also be made available. 

 

Comments and complaints 

If you have any comments about how this consultation exercise has been conducted, 

please send them to the contact address above or email above. 

 

Scottish Government consultation process 

Consultation is an essential part of the policymaking process. It gives us the 

opportunity to consider your opinion and expertise on a proposed area of work. 

 

You can find all our consultations online: Citizen Space. Each consultation details 

the issues under consideration, as well as a way for you to give us your views, either 

online, by email or by post. 

 

Responses will be analysed and used as part of the decision making process, along 

with a range of other available information and evidence. We will publish a report of 

this analysis for every consultation. Depending on the nature of the consultation 

exercise the responses received may: 

 

● indicate the need for policy development or review 

● inform the development of a particular policy 

● help decisions to be made between alternative policy proposals 

● be used to finalise legislation before it is implemented 

 

While details of particular circumstances described in a response to a consultation 

exercise may usefully inform the policy process, consultation exercises cannot 

address individual concerns and comments, which should be directed to the relevant 

public body. 

 

 

 

http://consult.gov.scot/
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