
 

 

 

 

 

 

 

 

 

  

  

         

  

         
          

        
            

        
       

        
       

         
       
        

        
       

       
      

       
        

       
        

        
       

          
         

        
   

    

            
              

              

              
              

                 
      

 

   

                
                

             
      

               
       

                
   

             
               

                

 

minute briefing: 

Domestic Homicide Review into the death of ‘Suzanne’, 2020 

Suzanne’s life 

Suzanne had been in an ‘on and off’ relationship 
with her partner since she was 16 years old. They 
had young children together who lived at home 
with them. It is clear to this review that at the time 
of her death, Suzanne felt under immense pressure 
from her home circumstances, exacerbated by the 
country having moved into the most severe Covid 
lockdown regulations (lockdown one). A few days 
before she took her life Suzanne had spoken with 
her GP, describing suicidal thoughts and disclosing 
that her partner was prone to becoming verbally 
abusive after consuming alcohol. The GP made an 
urgent referral to mental health services, prescribed 
medication and provided her with details of 
specialist domestic abuse services. The mental 
health trust conducted an access assessment the 
same day. Due to temporary Covid 19 adjustments 
to service provision, this was completed by 
telephone rather than face to face. Suzanne was 
assessed as not being immediately suicidal and was 
talked through coping strategies. There was the 
intention of a further call the following day but no 
evidence on the patient record that this took place. 
Sadly, Suzanne ended her life before any further 
contact was made. 

Purpose of the review 

The review was commissioned by North East Lincolnshire Community Safety Partnership on 
receiving notification of the death of Suzanne in circumstances which appeared to meet the 
criteria of Section 9 (3)(a) of the Domestic Violence, Crime and Victims Act 2004. 

The Community Safety Partnership has a legal duty to conduct a multi-agency review to 
understand where public services may improve their responses to similar situations in the future. 
The review does not consider who is to blame but seeks to support the prevention of similar 
incidents from happening in the future. 

Good practice identified 

The GP not only referred Suzanne urgently to mental health service, but also followed up this 
electronic referral with a telephone call and provided Suzanne with details of support agencies. 

Following the GP’s referral, the single point of access practitioner contacted Suzanne by 
telephone within one hour. 

Earlier in Suzanne’s life, when she was pregnant, Suzanne was referred to the Perinatal mental 
health Midwife and consented to this. 

During the interactions with Suzanne, she was asked twice by the health visitor if she was 
experiencing domestic abuse. 

The unintended consequences of the first Covid-19 lockdown have been considered by all 
organisations involved; they have reflected upon the practices that were put into place at the 
time and all have made changes to better respond to such cases in the future. 




