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1. Executive Summary 

1.1 The Review Process 

1.1.1 This summary outlines the process undertaken by the Luton Community Safety Partnership 

domestic homicide review panel in reviewing the homicide of Farah who was a resident in their 

area.  

1.1.2 The following pseudonyms have been in used in this review for the victim and perpetrator (and 

other parties as appropriate) to protect their identities and those of their family members:  

The victim: Farah, a 34 year old woman, at the time of her death. She was an EU National from a 

Pakistani family. Farah lived with her husband and their four children in her parents’ house.  

The perpetrator: Mona, the victim’s sister, a 26 years old when she murdered her sister. She is an 

EU National from a Pakistani family. She lived in the same household as her sister. 

The victim’s husband: Osman  

The victim’s five-year-old child: Child A 

 The victim’s four-year-old child: Child B 

 The victim’s two-year-old child: Child C 

 The victim’s 11-month-old child: Child D  

  

1.1.3 Criminal proceedings were completed in October 2017 and the perpetrator was sentenced to life 

imprisonment with a recommendation that she serve 22 years.  

1.1.4 The process began with an initial meeting of the Community Safety Partnership on Monday 27th 

June 2016 when the decision to hold a domestic homicide review was agreed. All agencies that 

potentially had contact with victim and perpetrator prior to the point of death were contacted and 

asked to confirm whether they were involved with them.  

1.2 Contributors to the Review  

1.2.1 This Review has followed the statutory guidance for Domestic Homicide Reviews 2013 issued 

following the implementation of Section 9 of the Domestic Violence Crime and Victims Act 2004. 

On notification of the homicide agencies were asked to check for their involvement with any of the 

parties concerned and secure their records. A total of 15 agencies were contacted to check for 

involvement with the parties concerned with this review. Five agencies returned a nil contact, ten 

agencies submitted Independent Management Reviews (IMRs) and chronologies. The 

chronologies were combined and a narrative chronology written by the Overview Report Writer. 

1.2.2 The following agencies were contacted, but recorded no involvement with the victim or perpetrator: 

o Community Rehabilitation Company 

o East London Foundation Trust 

o Luton Borough Council - Adult Social Care 

o Luton Borough Council - Community Safety 
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o National Probation Service 

1.2.3 The following agencies contributed Individual Management Review (IMR) reports to this review:  

o Bedfordshire Police  

o East of England Ambulance Service NHS Trust (EEAST)   

o Cambridge Community Services (CCS) NHS Trust Luton Locality  

o Luton and Dunstable University Hospital  

o Luton Education Services 

o Luton Borough Council – Children’s Social Care (CSC)  

o Luton Borough Council – Housing Services 

o Luton Clinical Commissioning Group (CCG) – General Practice 

o Luton Multi-Agency Risk Assessment Conferences (MARAC) 

o Victim Support 

 

1.2.4 Independence and Quality of IMRs: The IMRs were written by authors independent of case 

management or delivery of the service concerned. All IMRs received were comprehensive and 

enabled the panel to analyse the contact with Farah and Mona and to produce the learning for this 

review. Where necessary further questions were sent to agencies and responses were received. 

1.3 The Review Panel Members  

1.3.1 The review panel members are listed below:   

Agency represented Review Panel Members 

Bedfordshire Police John Murphy - DCI – Crime Management 

and Victim Satisfaction, Bedfordshire 

Police 

Mark Ross – Review Officer, Major Crime 

Unit 

Cambridgeshire Community Services NHS 

Trust Luton Locality – 0-19 Healthy Child 

Programme 

Nicola Ayres – Named Nurse for 

Safeguarding 

Julie Darkin – Named Nurse for 

Safeguarding 

 

Community Rehabilitation Company – 

Northamptonshire, Cambridgeshire & 

Hertfordshire 

Doug De-St-Aubin - Director 

East of England Ambulance Service (EEAST) Anna Price – Named Professional for 

Safeguarding 

East London Foundation Trust (ELFT) – Mental 

Health 

Dinh Padicala – Safeguarding Team 
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Luton Borough Council – Adult Social Care Maud O’Leary – Service Director 

Luton Borough Council – Children’s Social 

Care (CSC) 

Rhona Freeman – Service Manager 

Glen Denham – Service Manager 

Luton Borough Council – Community Safety 

Team 

Emma Colclough – Community Safety 

Officer (Partnerships) 

Luton Borough Council - Housing Darren Alexander – Head of Housing 

Needs 

Ian Cartmell – Housing Services 

Manager 

Luton Borough Council – Legal Services Clive Tobin 

Luton Borough Council – Public Health Yvonne Jackson – Public Health Officer 

Gerry Taylor - Corporate Director Public 

Health, Commissioning & Procurement 

and Strategic Lead for Domestic Abuse 

Luton Clinical Commissioning Group (CCG) Chris Harvey – Head of Quality 

Abdullah Khan – Named GP for 

Safeguarding Adults and Children 

Luton Community Safety Partnership Vicky Hawkes – Service Manager (Public 

Protection) 

Luton and Dunstable University Hospital NHS 

Foundation Trust 

Mary McCaffrey – Named Nurse for 

Safeguarding 

Karen Radley – Risk and Governance 

Department 

Bernadette Rigoulay – Sexual Service 

Manager 

 

Luton Education Services Kathy Sears – Safeguarding in Education 

Manager 

Luton MARAC Deborah Lawson – MARAC Coordinator 

Joanne Nelson – Acting Team Leader, 

Community Safety and Civil Protection 

Luton Women’s Aid Jane Firmin - CEO 

National Probation Service Alison Harding – Head of Bedfordshire 

Local Delivery Unit  

Standing Together Against Domestic Violence Huda Jawad - SAFE Communities 

Project Coordinator 

Mark Yexley – Independent Chair 
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Victim Support Joy Leighton – Senior Operations 

Manager 

Carlie Banks – Operations Manager IDVA 

Service 

 

1.3.2 Independence and expertise: The agencies were represented on the panel by persons with 

appropriate levels of experience and expertise. The panel members and IMR authors were 

independent from those persons within the agencies who had contact with the family concerned. It 

was agreed at the outset of the process that local faith organisation would be consulted at the draft 

stage of the review. The chair also invited the Standing Together SAFE Communities project 

coordinator to join the panel and provide advice throughout the process. 

1.3.3 The DHR panel met a total of three times, with the first meeting of the Review Panel on 23 

November 2016. There were two subsequent meetings on 8 February 2017 and 15 February 

2018. 

1.3.4 The Chair of the Review wishes to thank everyone who contributed their time, patience and 

cooperation to this review. 

 

1.4 Chair of the DHR and Author of the Overview Report 

1.4.1 The chair and author of the review is Mark Yexley, an Associate DHR chair with Standing Together. 

Mark has received Domestic Homicide Review Chair’s training from Standing Together. Mark has 

chaired and authored ten DHRs. Mark is a former Detective Chief Inspector with 35 years’ 

experience of dealing with domestic abuse. He was the head of service-wide strategic and tactical 

intelligence units combating domestic violence offenders, head of cold case rape investigation unit 

and partnership head for sexual violence in London. Mark was also a member of the Metropolitan 

Police Authority Domestic and Sexual Violence Board and Mayor for London Violence Against 

Women Group. Since retiring from the police service he has been employed as a lay chair for NHS 

Health Education Services in London, Kent, Surrey, and Sussex. This work involves independent 

review of NHS services for foundation doctors, specialty grades and pharmacy services. He 

currently lectures at Middlesex University on the Forensic Psychology MSc course.  

1.4.1 Standing Together Against Domestic Violence (STADV) is a UK charity bringing communities 

together to end domestic abuse. We aim to see every area in the UK adopt the Coordinated 

Community Response (CCR). The CCR is based on the principle that no single agency or 

professional has a complete picture of the life of a domestic abuse survivor, but many will have 

insights that are crucial to their safety. It is paramount that agencies work together effectively and 

systematically to increase survivors’ safety, hold perpetrators to account and ultimately prevent 

domestic homicides 

1.4.2 STADV has been involved in the Domestic Homicide Review process from its inception, chairing 

over 60 reviews. 

1.4.3 Independence: Mark Yexley has no connection with the Luton CSP Area or any of the agencies 

involved in this case. Authors of Individual Management Reviews are independent of line 

management of the service. 
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1.5 Terms of Reference for the Review  

1.5.1 At the first meeting, the DHR panel shared brief information about agency contact with the 

individuals involved. As a result of this enquiry it was agreed that the time period to be reviewed 

would be from May 2014 to the date of the homicide in May 2016. The rationale for this time span 

was decided upon once the initial scoping had established there were no incidents of abuse 

reported by Farah. The period would also adequately cover the incidents where Mona had 

reported to statutory agencies. It was considered that extending the review beyond two years 

would not be appropriate. Agencies were asked to summarise any relevant contact they had had 

with Farah or Mona outside of these dates. 

1.5.2 This review was set up under the Home Office Guidance of 2013. The DHR panel considered the 

“generic issues” as set out in 2013 Guidance. The issue of the victim and perpetrator’s nationality, 

and experience as migrants to the UK, was considered from the outset.  

1.5.3 As a result, the Standing Together SAFE Communities Project Coordinator was invited to be part 

of the review due to their expertise in cultural issues even though they had not been previously 

aware of the individuals involved. The final report is also being presented to community leaders 

before publication. 

1.6 Summary of  Chronology  

1.6.1 Background: Farah lived with her husband and children in the same household as her parents and 

sister Mona, the perpetrator.  For about a year leading up to the homicide, Mona was involved in 

an intimate relationship with her brother-in-law, Farah’s husband. When Farah decided to leave 

her family home with her husband and children in May 2016, her husband ended the relationship 

with Mona. Mona then planned to kill her sister. Mona lured her sister to the family home and killed 

her with a knife. Mona originally maintained that the crime had been committed by an intruder, but 

at her trial pleaded guilty to the murder of her sister.  

1.6.2 There was information held by some agencies on the family, but there were no indicators that 

Farah was at risk of abuse from her sister. 

1.6.3 Police: The police informed the review that Mona had previous contact concerning stalking from an 

ex-boyfriend in 2014. The only recent incident known to the police was in January 2016. This 

concerned Farah leaving her baby, Child D, unattended in the car whilst she went shopping with 

her sister. The incident was reported to safeguarding agencies. The case was closed and there 

was insufficient evidence to show wilful neglect of the child.  

1.6.4 Ambulance Service: There was limited contact with the ambulance service. One contact came in 

January 2016, when they took Child D to hospital after she was left in the car by her mother.  

1.6.5 NHS Community Services: Health Visiting and Midwifery services had contact with Farah from 

2012 onwards. The contact included routine child development and home visits. There was also a 

follow up visit to Farah following the occasion when she left Child D unattended in the car. 

1.6.6 Hospital: Farah was a patient of the local hospital Trust for maternity services. Other members of 

the family attended the hospital for minor medical complaints. The only safeguarding concern 

came when Child D was brought to the hospital, after they had been left in the car.  

1.6.7 Education: Checks were made of education records for Farah’s children of school age. There were 

no recorded safeguarding concerns.  

LBC

LBC



8 

Copyright © 2017 Standing Together Against Domestic Violence. All rights reserved. 

1.6.8 Childrens’ Social Care (CSC): The only involvement from CSC came in 2016 when a single 

assessment was completed, following Farah leaving her child unattended in the car. The 

assessment showed no indicators that there were any risks of domestic abuse in the household. 

1.6.9 Housing: The local authority housing department had contact with Farah when she presented to 

them having been given Notice To Quit her family home by her parents. This happened on two 

occasions in 2014 and 2016. There were no indicators that Farah was subject to domestic abuse 

and this was not used as grounds to seek rehousing. Farah and her family were not rehoused. 

1.6.10 General Practice: Farah and her family saw the GP for routine appointments. Medical records 

show that Farah was screened for indicators of domestic abuse and mental health issues in 2015 

by Health Visiting Services. There were no reported concerns on the mental health of family 

members mentioned in this report. 

1.6.11 MARAC: There was one referral to the MARAC in 2014 concerning the reported stalking of Mona 

by her ex-boyfriend.  

1.6.12 Victim Support: There was one referral to the Victim Support IDVA service in 2014, following the 

reported stalking. 

1.7 Conclusions and Key issues arising from the review  

1.7.1 This review highlights a case of adult family violence where there were no known indicators that 

the victim was at risk. The perpetrator and the victim’s husband were involved in an intimate 

relationship. A thorough police homicide investigation and individual management reviews of ten 

separate agencies has not uncovered any evidence that any party, other than the perpetrator and 

victim’s husband, knew of the relationship.  

1.7.2 Even knowledge of the extra-marital relationship could not be reasonably expected to predict that 

Mona was planning to kill her sister.  It is not known that Mona expressed any feelings that would 

indicate that she could harm her sister and there had been no previous violence between the two.  

1.7.3 There was no evidence of the perpetrator having any issues or problems affecting her mental 

health at the time of the attack. The review has considered all medical records and takes into 

account that the perpetrator pleaded guilty to murder and did not seek to rely on a defence linked 

to her mental wellbeing. 

1.7.4 On the information available to the panel and after considering a thorough criminal investigation, it 

can only be concluded that Farah died as a result of a pre-meditated and calculated attack at the 

hands of her sister. 

1.7.5 This was an extremely tragic case and the panel recognises the sad loss to the family of Farah.  

1.7.6 The review process has examined the family’s interaction with statutory agencies over the two 

years leading up to the death. The CSP area has shown some examples of good practice and well 

embedded procedures and protocols. Whilst those protocols are established, services can always 

learn and improve. Whilst there is no established connection between those areas and the death 

of Farah, this review has provided the opportunity to make recommendations to improve services 

in the future. 

1.7.7 The key issues revealed in examining the agency involvement in this case have been shown to be: - 

(a) Recognition of adult family violence as part of a spectrum of domestic abuse. 

(b) Clearly recording the language needs of clients by agencies and in information sharing. 
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(c) Interagency communication on safeguarding referrals 

1.8 Lessons to be learned  

1.8.1 This case has shown that, even when there are well established safeguarding systems to protect 

people from abuse, there are some cases where the potential for violence is well hidden. The 

threat of violence is hidden from the agencies with a duty to protect and from those closest to the 

potential victims.  

1.8.2 Whilst the panel recognises the secretive and private nature of the threat to Farah, the review has 

revealed ways in which services can be improved. The agencies involved in this review have 

identified a number of areas for single agency learning and those are reflected in their 

recommendations below. 

1.8.3  Farah’s experience as a Dutch Pakistani woman living in the UK was a factor in this case. Whilst 

the majority of agencies show that Farah had no problems with the English Language, it is 

important to ensure that the language needs of a service user are fully recorded. It is also 

important to ensure that inter-agency communication records any language needs of service 

users.  

1.8.4 The key area for learning in this case is that the potential for Adult Family Violence can be present 

in what appear to be the most stable family environment. All professionals should be aware that 

AFV is domestic abuse and subject to the established safeguarding protocols.  

1.8.5 This case provides a valuable opportunity to ensure that the public are aware that  Adult Family 

Violence is abuse and there are services available to support and protect families from all types of 

abuse. 

1.9 Recommendations from the review 

1.9.1 Recommendation 1: That all agencies’ domestic abuse training and protocols are reviewed 

to ensure that all variations of intimate partner and inter-familial relationships are 

considered and the potential abuse between adult family members is highlighted. 

1.9.2 Recommendation 2: That Luton Community Safety Partnership review domestic abuse 

awareness campaigns to ensure that the subject of Adult Family Violence is highlighted. 

1.9.3 Recommendation 3: That all agencies should review their procedures to ensure that 

records show a clear record of a client’s language and interpretation needs. All should 

ensure that a person’s understanding of English and interpretation needs are clearly 

documented in safeguarding protocols and are recorded in any inter-agency referral. 

1.9.4 Recommendation 4: That Luton Children’s Social Care and Education Services audit and 

review information sharing protocols to ensure that education services are included in the 

Single Assessment framework. 
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