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GUIDANCE FOR COMPLETING INDIVIDUAL MANAGEMENT REVIEWS
1. 
Aims of Individual Management Reviews (IMRs)

a) Allow agencies to look openly and critically at individual and organisational practice and the context within which professionals were working (culture, leadership, supervision, training, etc.) to see whether the homicide indicates that practice needs to be changed or improved to support professionals to carry out their work to the highest standards.

b) Identify how and when those changes or improvements will be brought about.

c) Identify examples of good practice within agencies.

2.
Conducting an IMR

Those conducting IMRs should not have been directly involved with the victim, the perpetrator or either of their families and should not have been the immediate line manager of any staff involved in the IMR.

The IMR reports should be quality assured by the senior manager in the organisation who has commissioned the report. This senior manager will be responsible for ensuring that any recommendations from both the IMR and, where appropriate, the overview report are acted on appropriately.

On completion of each IMR report, there should be a process of feedback and debriefing for the staff involved in the review, in advance of completion of the overview report. There should also be a follow-up feedback session with these staff members once the overview report has been completed and prior to its publication. The management of these sessions are the responsibility of the senior manager in the relevant organisation.

3.
Completing an IMR

3.1 
Agency involvement with the victim, the perpetrator and their families

The review should include a comprehensive chronology that charts the involvement of the agency with the victim, the perpetrator and their families over the period of time set out in the review’s terms of reference. It should summarise: events that occurred, intelligence/information known to the agency, decisions reached, services offered/provided to the victim, the perpetrator and their families and any other action taken.

3.2
Analysis of involvement

The review should consider events that occurred, decisions made and actions (that either were or were not) taken prior to the victim’s death. Where the former indicate practice or management could be improved, the review should explore both what happened and why. Each review should carefully consider the individual case and be structured accordingly. 
The following are examples of the areas that will need to be considered:

· Were practitioners sensitive to the needs of the victim and the perpetrator, knowledgeable about potential indicators of domestic abuse and aware of what to do if they had concerns about a victim or perpetrator? Was it reasonable to expect them, given their level of training and knowledge, to fulfil these expectations? 

· Did the agency have policies and procedures for Domestic Abuse, Stalking and Honour-based Abuse (DASH) Risk Identification Checklist and subsequent risk management for domestic abuse victims or perpetrators and were those tools and assessments correctly used in the case of this victim/perpetrator? Did the agency have policies and procedures in place for dealing with concerns about domestic abuse? Were these assessment tools, procedures and policies professionally accepted as being effective? Was the victim subject to a MARAC or other multi-agency fora? 

· Did the agency comply with domestic abuse protocols agreed with other agencies, including any information-sharing protocols? 

· What were the key points or opportunities for assessment and decision making in this case? Do assessments and decisions appear to have been reached in an informed and professional way? 

· Did actions or risk management plans fit with the assessment and decisions made? Were appropriate services offered or provided, or relevant enquiries made in the light of the assessments, given what was known or what should have been known at the time? 

· When, and in what way, were the victim’s wishes and feelings ascertained and considered? Is it reasonable to assume that the wishes of the victim should have been known? Was the victim informed of options/choices to make informed decisions? Were they signposted to other agencies? 

· Was anything known about the perpetrator? For example, were they being managed under MAPPA? Were there any injunctions or protection orders that were, or previously had been, in place? 

· Had the victim disclosed to any practitioners or professionals and, if so, was the response appropriate? 

· Was this information recorded and shared, where appropriate? 

· Were procedures sensitive to the ethnic, cultural, linguistic and religious identity of the victim, the perpetrator and their families? Was consideration for vulnerability and disability necessary? Were any of the other protected characteristics relevant in this case? 

· Were senior managers or other agencies and professionals involved at the appropriate points? 

· Are there other questions that may be appropriate and could add to the content of the case? For example, was the domestic homicide the only one that had been committed in this area for a number of years? 

· Are there ways of working effectively that could be passed on to other organisations or individuals? 

· Are there lessons to be learned from this case relating to the way in which this agency works to safeguard victims and promote their welfare, or the way it identifies, assesses and manages the risks posed by perpetrators? Where can practice be improved? Are there implications for ways of working, training, management and supervision, working in partnership with other agencies and resources? 

· Did any staff make use of available training? 

· Did any restructuring during the period under review likely to have had an impact on the quality of the service delivered? 

· How accessible were the services for the victim and perpetrator? 
4.
Review of Policies and Procedures
4.1
What inter- and intra-agency policies, procedures and practices were in place at the time of the agency involvement that are relevant to this case and action(s) taken?  

4.2
What were the key aspects and expectations of these policies, procedures and practices – and who was responsible or accountable (role / agency) for what, when and at which stage?

4.3
Evidence clearly where, when and how these policies were followed and provide examination of whether and how any policy, procedure or practice was effective; including examples of good practice (including what worked well) and identification of whether the assessment indicates that any policy, procedure or practice needs review or change (including what didn’t work well)?  Provide an assessment of whether it was fit for purpose, and was it working as expected – e.g. strengths, opportunities for development? 

4.4
Evidence any change or emergence of updated or new policy, procedure and practices now in place and provide assessment on the impact and difference any changed or new policy, procedure and practice now brings? 

(With thanks to Hertfordshire County Council)
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