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Dedication

This Report is dedicated to the memory of all those who have died as a result of 
familicide or domestic homicide in Ireland, and to their bereaved family members, 
friends and communities. 

Gratitude is extended specifically to those bereaved family members who 
generously and selflessly shared their experiences to inform this Report.

This Report is also dedicated to Norah Gibbons (RIP), a tireless advocate for families 
and their children, who led Phase One of this Study. 
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Definitions

Coercive Control is a pattern of controlling behaviours that creates an unequal 
power dynamic in a relationship that has elements of violence, intimidation, 
isolation, and control. These behaviours give the perpetrator power over their partner, 
making it difficult for them to leave.  

Domestic Abuse is a term that refers to all forms of abuse that occur within a 
home, family or intimate partnership, recognising that abuse extends beyond 
physical violence, and encompasses a broader range of types of abuse such as 
coercive control and the vicarious effects of witnessing violence and abuse towards 
another family member.

Domestic Homicides ‘… include homicides perpetrated by intimate partners or by 
other family members: siblings, parents, children, other blood relatives and other 
members of the family.1’

Domestic and Family Violence Death (D&FVD) Reviews are a mechanism to 
inform prevention-focused interventions to reduce domestic/family violence.2

Domestic Homicide Review is a multi-agency review of the circumstances in 
which the death of a person aged 16 or over has, or appears to have, resulted from 
violence, abuse or neglect by a person to whom they were related or with whom they 
were, or had been, in an intimate personal relationship, or was a member of the 
same household as themselves.3 

Domestic Violence is where one person uses abuse to control and assert power 
over their partner in an intimate relationship. It includes physical abuse, emotional 
abuse, sexual abuse or financial abuse.4

Familicide is a ‘… multiple-victim homicide incident in which the killer’s spouse 
[partner] or ex-spouse [ex-partner] and one or more children are slain’.5

Femicide is ‘the killing of women and girls because of their gender, was until 
recently included in the category ‘homicide’, obscuring the special features of this 
social and gendered phenomenon. However, the majority of murders of women are 
perpetrated by men whom they know from family ties and are the result of intimate 
partner violence or so-called ‘honour’ killings.’6 

1  United Nations Office on Drugs and Crime (UNODC), Global study on homicide: Gender-related 
killing of women and girls (UNODC 2018).

2  Bugeja, Lyndal, et al, ‘Domestic/Family Violence Death Reviews: An International Comparison’ 
(2015) Trauma, Violence & Abuse 16(2) pp. 179–87.

3  UK Home Office, Domestic Homicide Reviews: Key Findings from Analysis of Domestic 
Homicide Reviews (2016). 

4 Women’s Aid available at: https://www.womensaid.ie/help/domesticviolence.html 
5  Wilson, M., Daly, M., & Daniele, A., ‘Familicide: The killing of spouse and children’ (1995) 

Aggressive Behavior 21(4) pp.275-291. 
6  Weil, S., Corradi, C., & Naudi, M. (eds), Femicide across Europe Theory, Research and Prevention 

(Bristol University Press 2018).

https://www.womensaid.ie/help/domesticviolence.html


xi

A STU
D

Y O
N

 FAM
ILIC

ID
E &

 D
O

M
ESTIC

 AN
D

 FAM
ILY VIO

LEN
C

E D
EATH

 R
EVIEW

S

 

Gaslighting is ‘a type of psychological abuse aimed at making victims seem or 
feel “crazy”’ and ‘…is consequential when perpetrators mobilize gender-based 
stereotypes and structural and institutional inequalities against victims to 
manipulate their realities… [and] …mobilize vulnerabilities related to race, nationality, 
and sexuality;…to erode their realities…’ 7

Intimate Partner Homicide Intimate Partner Homicides are fatal violent attacks 
perpetrated by intimate partners and are often the extreme and unplanned 
consequence of abusive relationships. 8 

Intimate Partner Violence is ‘physical, sexual, psychological or economic violence 
between current or former spouses as well as current or former partners. It 
constitutes a form of violence which affects women disproportionately and which is 
therefore distinctly gendered.’9

Stalking is the act or crime of wilfully and repeatedly following or harassing another 
person in circumstances that would cause a reasonable person to fear injury or 
death especially because of express or implied threats.10  

7  Sweet, P.L., ‘The Sociology of Gaslighting’  (2019) American Sociological Review 84(5) pp.851-
875.

8  Arahams N., et al, ‘Intimate partner femicide in South Africa in 1999 and 2009’ (2013) PLoS Med, 
in Norman, R.E., & Bradshaw, D., ‘What is the scale of intimate partner homicide?’ (2013) The 
Lancet 382(9895).

9  European Institute for Gender Equality (EIGE), ‘Intimate Partner Violence’ (2022) Available at: 
https://eige.europa.eu/thesaurus/terms/1265 (Accessed 28 February 2022).

10  Merriam-Webster.com Legal Dictionary, ‘Stalking’ (Merriam-Webster 2022) Available at:  
https://www.merriam-webster.com/legal/stalking  (Accessed 28 February 2022).
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Foreword

It has been a humbling experience to have had the honour of leading this Study 
on Familicide and Domestic Homicide Reviews which has been titled A Study on 
Familicide & Domestic and Family Violence Death Reviews to denote the more 
inclusive nature of international Domestic and Family Violent Death Reviews, which 
have been recommended for Ireland.

It was with poignant sadness that I agreed to honour a request from my friend and 
colleague Norah Gibbons (RIP), to finish the work that she had commenced as the 
initial Study Lead. The sadness of those bereaved through familicide and domestic 
homicide who chose to respond to Norah’s call for engagement reported that they 
found great consolation and kindness during their engagement with Norah. Their 
contribution to this Study is its greatest strength.

The work of this Study was a team effort. All the names that follow are presented in 
alphabetical order by surname and are detailed in the Acknowledgements section of 
this report. Gráinne McMurrow S.C. and Dr. Jane Monckton-Smyth formed the initial 
management team to assist Norah as she set up and commenced this project. 
The Study Team was fortunate to have the research expertise of Dr. Carly Cheevers, 
Dr. Niamh Flanagan, Dr. Patricia Kennedy, Sarah McDonald and Grace Wilentz who 
were involved for discrete periods during Phase One and Phase Two of the Study, 
until March 2020, as detailed in the Acknowledgements section. The commitment 
of Dr. Cheevers deserves special mention as she returned in a voluntary capacity 
at two critical milestones during the work, in early 2021 and again in early 2022. 
The editorial team, Finn Keyes B.L., Caoimhe Kiernan and Rachel Sweeney B.L., were 
meticulous and timely in applying their copy editing and proof-reading skills. Anne 
Bateman and Marie Keenan solicitors of Philip Lee provided rigorous and time-
consuming legal oversight. A secretariat provided by the Department of Justice, 
facilitated and supported the Study Team and those who engaged with them. Paul 
Hughes provided Study Team welfare support. Feedback and advice were received 
from members of the diverse Advisory Group. Finally, the team effort was fortunate 
to benefit from the design and publishing expertise of the team at M-CO. 

The impact of the crimes of familicide and domestic homicide is traumatic and 
distressing for those immediately impacted through bereavement and for their 
communities and society in general. It is hoped that the Study Team’s response to 
the incisive Terms of Reference of this Study and the expansion of those terms will 
serve to meet the outcomes set out in those Terms. They included a request for 
‘a series of recommendations [to] provide for enhanced information and supportive 
arrangements to the family members of victims of familicide and others affected 
by these harrowing crimes’; ‘the identification, if possible, of potential warning 
signs and possible responses/actions including the development of protocols to 
allow relevant information to be shared by professionals or with family members’; 
recommendations for ‘the development of clear protocols by state agencies 
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and other agencies and individuals for sharing information with immediate 
family members’; recommendations for ‘the development of an emergency team 
protocol which would bring together key officials as soon as possible after an 
incident to review information known at the time, identify agencies who might 
hold relevant files, and crucially, identify what supports are needed by family and 
community and whom is best placed to provide this’ and finally, the identification 
of  international best practice in respect of domestic homicide reviews and to make 
recommendations in relation to their application to this jurisdiction’. It is further 
hoped that the expansion of the Terms of Reference to embrace a ‘whole of family’ 
lens on domestic abuse in all its forms by focusing on the needs of children who are 
victimised, finds favour. Additionally, The Study Team is hopeful that their research 
and recommendations on the collation and sharing of data within all forms of 
domestic abuse and violence, to include fatalities, and the legislation identified 
as necessary to assist society in dealing with those crimes will be of benefit in 
supporting those who wish to create a society where prevention is a key focus and 
where those bereaved get maximum support.

I commend this report to the Minister for Justice, Ms. Helen McEntee, and wish her 
well in her endeavours in dealing with crimes of domestic abuse in all its forms.

Maura Butler, Solicitor
Study Lead 
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Executive Summary

Introduction

This Study on Familicide and Domestic Homicide aims to meet the expansive Terms 
of Reference at Appendix A, which asked for a particular focus on each of those 
crimes, as outlined in its respective pillars, A and B. 

The cases for review were those that had occurred between 2000 and 2018, where 
all legal and/or coronial procedures had been completed. Other aspects of those 
Terms of Reference required a ‘consideration of … how the media report on such 
events’ including ‘how social media deals with such events’ and ‘the identification, 
if possible, of potential warning signs and possible responses/actions to the 
specified crimes.’ There was a request to ‘take account of the provisions of the 
Criminal Justice (Victims of Crime) Act 2017, the Coroners Act 1962, as amended, and 
the recommendations of the Commission on the Future of Policing in Ireland for the 
establishment of Crisis Intervention Teams’. 

Additionally, it became apparent to the Study Team that an examination of some 
other matters was critical to ensure a comprehensive review of all pertinent issues. 
The lack of comprehensive data on familicide and domestic homicide in Ireland and 
the quantity and quality of data regarding domestic violence required examination. 
The challenges posed by the sharing of data and the request in the Terms of 
Reference to develop ‘… clear protocols by state agencies and other agencies and 
individuals for sharing information with immediate family members’ necessitated 
an evaluation of the operation of the Data Protection Act 2018 in this sector. Finally, 
the needs of children who are victims of familicide and domestic homicide were 
necessary components of a comprehensive review, which took a ‘whole of family’ 
approach. 

The methodology for the Study is outlined in detail at Chapter 1. It included in-depth 
consultations with bereaved family members who courageously and generously 
volunteered to engage with the Study. They are quoted anonymously in this report 
as outlined in Appendix B. Written submissions were called for and were received 
from several individual participants and from stakeholder organisations. In-
depth interviews were sought and conducted with individuals and nominees of 
stakeholder organisations and with identified subject experts. Consultations with 
named state agencies were specified in the Terms of Reference outlined at Appendix 
A; those and other agencies were approached by the Study Team. The Study’s 
researchers conducted extensive and thorough relevant peer-reviewed research and 
other desktop research and were involved at all levels of the consultation process. 
An Advisory Group of experts was convened and supported 
the Study Lead and Study Team in line with their specific terms of reference at 
Appendix C.
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Strict privacy and data protection protocols were adhered to throughout the 
duration of the Study, with a particular focus on the privacy rights of the bereaved 
family members. The personal nature of their testimony outlined the trauma 
associated with the killing of their loved ones through familicides and domestic 
homicides. They outlined their experiences in the aftermath of those killings and the 
adequacy and suitability of services provided to them by the State and other bodies. 
Chapter 3 deals with this aspect of the Terms of Reference, referred to as Pillar A. 

All the Advisory Group members, researchers, editorial team members and civil 
servants assigned to support the administration of the Study signed confidentiality 
agreements. There was an extensive and thorough fact-checking and fair procedures 
process undertaken prior to submitting the manuscript to the publishers.

The stated aim of the Terms of Reference as set out by the Minister for Justice 
was to establish appropriate protocols and guidelines that could be of benefit 
to legislators and state services to govern familicide and domestic homicide 
cases. The Study was asked to deliver a series of recommendations to ‘provide for 
enhanced information and supportive arrangements to the family members of 
victims of familicide and others affected by these harrowing crimes.’ Specifically, 
the Study was asked to ‘consider the range of supports which should be provided, 
in the immediate, short and long term’ to bereaved family members and the local 
communities impacted by such crimes.  There was also a specific request to 
‘identify international best practice in respect of domestic homicide reviews and 
to make recommendations in relation to their application to this jurisdiction.’ 
That identification and those recommendations to facilitate the establishment of 
Domestic and Family Violence Death Reviews (D&FVD Reviews), were outlined at 
Pillar B of the Terms of Reference, and are extensively outlined at Chapter 5.

Domestic abuse in all its forms is considered in this report. It is a term that refers 
to all forms of abuse that occur within a home, family or intimate partnership, 
recognising that abuse extends beyond physical violence, and encompasses a 
broader range of types of abuse such as coercive control and the vicarious effects 
of witnessing violence and abuse towards another family member. Throughout 
this report we use the terms ‘intimate partner violence’ and ‘domestic violence’ 
interchangeably to refer to violence within the home or family or intimate 
partnership. Intimate partner violence is used specifically to describe violence where 
the perpetrator and victim are intimate partners. Domestic abuse and violence 
are regarded as key predictors of domestic homicide and familicide, which are 
ultimately the manifestation of the most violent form of this crime. Section 1.10 in 
Chapter 1 presents background information and an overview of domestic violence 
as a foundation for the discussion that follows regarding familicide and domestic 
homicide.  

A review of what was regarded by this Study’s researchers as complex literature  
on familicide revealed that it is difficult to draw conclusions on the prevalence of 
this crime. The definitions used to define familicide vary, as do the context and 
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methodologies employed when endeavouring to analyse this crime.  There is a need 
for research into familicides on a national level, using the definition of familicide 
that has been chosen by this Study which is:

 ‘…a multiple-victim homicide incident in which the killer’s spouse [partner] or 
ex-spouse [ex-partner] and one or more children are slain’.11

The definition of Domestic Homicides used by this Study is:
 

‘Domestic homicides’ include homicides perpetrated by intimate partners or 
by other family members: siblings, parents, children, other blood relatives and 
other members of the family.12

The review structures for familicides and domestic homicides at international level 
are discussed in detail at Chapter 5.

Chapter 1 has a detailed discussion on many introductory aspects of this report 
including its structure, timeline, terminology, methodology, research questions, 
definitions, data collection methods and ethical, constitutional and protection 
issues.  

One of the identified additional aspects of this report is an examination of Data 
Collection and Prevalence of Domestic Homicide and Familicide in Ireland at 
Chapter 2. Recommendations in that Chapter are made in four categories the first 
of which is a call for a National Prevalence Study of domestic and intimate partner 
violence, including coercive control, noting that the last such study was conducted 
19 years ago in 2003. Reform is sought regarding how Ireland shares data. There is 
a request for a consultative process to safeguard universally accepted civil liberty 
standards, in circumstances where national personal identifiers are proposed as 
statistical best practice. There is a recommendation that a National Multi-Agency 
Data Collation Cooperation Working Group is formed, with a specified structured 
framework. It is recommended that An Garda Síochána’s data collection system and 
PULSE system and the Criminal Justice Operational Hub are enabled to cooperate 
with other services and actors in the domestic violence/abuse sector. There are 
further specific recommendations on the necessity for the creation of a national 
database to report on domestic and family violence deaths as well as domestic 
abuse and violence. The input of the Data Protection Commission is recommended 
to facilitate universal compliance in all data protection matters and the application 

11  Wilson, M., Daly, M., & Daniele, A., ‘Familicide: The killing of spouse and children’ (1995) 
Aggressive Behavior 21(4) pp.275-291. 

12 UNDOC, Global study on homicide: Gender-related killing of women and girls (UNODC 2018).
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of the Law Enforcement Directive which has been given effect by Part 5 of the Data 
Protection Act 2018.

Domestic Homicide and Familicide: Meeting the Support Needs of Family 
Members is the focus of Chapter 3 in response to Pillar A of the Terms of Reference. 
The engagement of bereaved families who were interviewed by the original Study 
Lead is particularly profiled in this Chapter through their very profound anonymised 
quotes. They frankly engaged with respect to the services that were and were not 
available to them during their time of need.  The recommendations that emanated 
from their testimony and the stakeholders who also contributed covered five 
broad categories that in turn encompassed thirty-six recommendations. Those 
recommendations were also clearly influenced by the other forms of data sourcing 
that are outlined in data collection methods discussed in Chapter 2.  The five broad 
categories included critical incident responses, victim support, mental health 
and wellbeing, recommendations that require an ‘all of Government’ response 
and the specific support needs of children who are often the unseen victims of 
domestic abuse in all its forms. There is a specific call for the establishment of 
Regional Multi-Agency Critical Planning and Response (MACPAR) Teams. Other 
recommendations are for readily accessible multi-agency fact sheet information 
and dedicated panels of trauma counsellors for bereaved adults and children. 
A need is identified for family trauma support in mortuaries when identifying 
the body of the victim. Recommendations to support family needs specify the 
necessary resourcing of primary GP mental health delivery and the adoption of a 
system like the United Kingdom’s ‘Tell us Once’ protocol when reporting the victim’s 
death. Further recommendations are made to support the bereaved relatives of 
the victim when dealing with the Coroner’s Court and proactive engagement with 
bereaved persons who need to liaise with prisons and the parole system. Other 
recommendations deal with financial assistance and education and training. 
There are twelve recommendations regarding children who are victimised through 
domestic abuse in all its forms. They include the management of informal kinship 
care arrangements and risk assessment of the perpetrator parent who wants to 
continue to exercise parental rights in the aftermath of murdering the other parent. 

A specific term in the Terms of Reference requested a review of The Role of the 
Media and their Methodologies, when reporting on Familicide and Domestic 
Homicide Recommendations. Chapter 4 contains recommendations in four 
categories, with sixteen recommendations, focussing on journalistic practice and 
accountability, training, the necessity for enhanced regulation and the roles of An 
Garda Síochána and the Press Ombudsman. Recommendations include embargoes 
on the release of the name of the murdered victim prior to family notification, 
ethical and training concerns and embracing the sociological as well as the 
criminal context when reporting on domestic violence and fatalities. A review of the 
balancing of the individual’s right to privacy and the freedom of the press is called 
for, as well as the prevention of aggravated harm of a psychological or psychiatric 
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nature. The protection of family victims where the perpetrator has died by suicide is 
prioritised. 

Pillar B of the Terms of Reference required a review and analysis of International 
Best Practice in Domestic Homicide Reviews and a Proposed Domestic and 
Family Violence Death Reviews Model for Ireland which has been dealt with in 
detail at Chapter 5 which recommends a Domestic and Family Domestic Violence 
(D&FDV) Review structure for Ireland. There are ten categories of recommendations 
in that Chapter including the establishment of the domestic and family violence 
death review process in Ireland. The recommendations which follow outline the 
desired purpose and philosophy of those reviews and the data collation and 
information sharing that should take place within the review team. Cases eligible 
for a domestic/family violence death review are outlined as is the recommended 
review process, the structure of its reports and report monitoring and evaluation. 
Draft content for legislation to establish domestic and family violence death reviews 
and some operational protocol suggestions for those reviews are presented. The ten 
categories of recommendations break down into fifty-five recommendations that 
will not be summarised here. The recommendation regarding the draft legislation to 
establish the domestic and family violence death reviews is further sub-divided into 
thirty-three sub-sections. 

A key objective set out in the Terms of Reference for this Study was ‘[t]he 
identification, if possible, of potential warning signs and possible responses/
actions including the development of protocols to allow relevant information to 
be shared by professionals or with family members.’ Chapter 6 on Risk Factors, 
Information Sharing and Prevention aims to meet this objective by yielding five 
categories of objectives that comprise sixteen issues. Those categories include risk 
assessment, quality of services, high-risk cases, GDPR and information sharing and 
research, education and public awareness. Specific recommendations advocate 
for a national risk assessment framework, which includes the safety and welfare 
of children and collaboration with non-governmental organisations to ensure the 
standardisation of that framework. The rollout nationally of the risk assessment 
tool piloted by An Garda Síochána is recommended, as is training for effective 
implementation of all risk assessment tools. It is recommended that high risk 
cases require a customised focus that includes spousal risk evaluation of the 
perpetrator, as well as the victim,  and data collation using the Law Enforcement 
aspect of the Data Protection Act 2018. The incorporation of generic Garda tools into 
risk management and risk assessment for high-risk cases is recommended e.g., 
the use of Garda Information Messaging (GIM) and of electronic monitoring of the 
perpetrator.    
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Individuals, police, social workers, domestic violence services, community services, 
children’s services, actors within the criminal justice system and other service 
providers can identify critical information that, in hindsight, were warning signs of 
a potential familicide or domestic homicide. However, when the information held 
by each is not shared, common risk factors are not identified in a preventative 
context. The research literature analysed shows that the primary indicator of abuse 
that becomes severe or fatal is a prior incident of domestic abuse. Actioning the 
recommendations of this Chapter has the potential to change that status quo 
towards prevention. 

The Terms of Reference state that: ‘The Minister believes that it is necessary to 
establish appropriate protocols and guidelines to govern ... The development of 
these protocols and guidelines is to be underpinned by this study.’ It is rationalised 
in Chapter 7 entitled Domestic Homicide and Familicide: Considering the Legal 
Landscape, that that ‘underpinning’ must occur within structures that impact the 
rights and obligations of citizens and State agencies and institutions, all of which 
exist within well-defined legal structures. Chapter 7 therefore aims to explore the 
existing legal structures and suggest new ones.  Its recommendations fall into 
fifteen categories that divide into sixty-six subcategories. Some of those sub-
categories revisit recommended protocols and guidelines from previous Chapters 
and aim to map proposals for legal reform to support them. The categories of 
recommendations include the need to legislate for data sharing and regulation 
and  for specific supports to meet the needs of bereaved family members and all 
victims. Making necessary provision for supporting the journey of the bereaved 
through the Criminal Courts, Coroner’s Court and parole systems is recommended, 
as are some specific reforms within the coronial system. Implementation of the 
Law Reform Commission recommendations regarding unworthiness to succeed, 
disinheritance and inheritance are added to. Legislative provision to meet the needs 
of children and other family needs is recommended. The regulation of the media 
and its methodologies is called for. It is recommended that there is an emphasis on 
ensuring compliance with legislative privacy obligations of members of An Garda 
Síochána. Recommendations made in Chapter 5 for a proposed model for Ireland’s 
Domestic and Family Violence Death (D&FVD) Reviews are reiterated as is the need 
for structural provisions for necessary risk assessment, information sharing and 
prevention frameworks.

The interrelated nature of the research and testimony across this entire report 
means that all recommendations should be read in conjunction with each other. 
The appendices focus on structural aspects of the report. There is an extensive 
bibliography and indices which will be useful resources for those who have  
research and academic interests in further research on familicide and domestic 
homicide reviews. 



xxix

A STU
D

Y O
N

 FAM
ILIC

ID
E &

 D
O

M
ESTIC

 AN
D

 FAM
ILY VIO

LEN
C

E D
EATH

 R
EVIEW

S

 

In conclusion the thanks issued in the Acknowledgements section of this report 
are reiterated, most particularly with respect to the bereaved family members. Their 
testimony honoured the memory of their deceased loved ones, thereby ensuring 
that future policymaking and support services for families in similar circumstances 
will be enhanced. We owe them a great debt.    

Maura Butler 
Study Lead 
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Introduction
Familicide and domestic homicide are complex crimes. Because of this complexity, 
a field of in-depth research, much of it new, has sought to shed light on possible 
avenues for prevention and compassionate responses. This growing focus goes 
beyond research; across the globe, countries have led the way in changing their 
laws to strengthen prevention systems, to facilitate reviews to gather evidence and 
learning, and to ensure support is provided to bereaved family members.

This Study seeks to respond to specific Terms of Reference from the Department of 
Justice linked to advocacy by bereaved family members and NGOs in Ireland. It aims 
to bring together some of the best practices from around the globe, synthesising 
that information towards a recommended approach that would work for Ireland. 
The momentum for this Study was a growing awareness of good practice in other 
jurisdictions, but even more so by the bereaved family members who generously 
shared their experiences in the hope that raising awareness of these issues would 
spare others the pain that they have experienced.

This introduction will outline the methodological approach to this Study, and 
provide an overview of domestic violence in all its forms and the obligation on 
the State to take responsibility to effectively legislate for these crimes and the 
consequences of them.  The overview links domestic violence to crimes of familicide 
and domestic homicide, which are the most extreme forms of domestic violence.  
This introduction also includes  an overview of international research on familicide.
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1.1 Structure of the Study’s Report

1.1.1 The findings of the Study are divided into the following Chapters: 

1. Introduction (this Chapter)

2.  Data Collection and Prevalence of Domestic Homicide and Familicide in 
Ireland

3.  Domestic Homicide and Familicide: Meeting the Support Needs of Family 
Members

4.  Reviewing the Role of the Media and their Methodologies, when reporting on 
Familicide and Domestic Homicide

5.  International Best Practice in Domestic Homicide. Reviews and a Proposed 
Domestic and Family Violence Death Reviews Model for Ireland

6.  Risk Factors, information sharing and prevention 

7. Domestic Homicide and Familicide: Considering the Legal Landscape   

The appendices to this report include: 

A. The Terms of Reference for the Study 

B.  The Privacy Statement for the in-depth interviews with bereaved family 
members who contributed to this Study 

C. Terms of Reference for Advisory Group Members 

D. Confidentiality Agreement for Advisory Group Members
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1.1.2 
The work for this Study was guided by the Terms of Reference, which can be found in 
Appendix  A, together with the powerful testimonies of the bereaved family members 
who answered the call for contributors. Guidance also came from the submissions 
received and through engagement with subject experts. The methodology section 
below details how the Study Team translated the Terms of Reference into research 
questions and the structure of the Report. 

1.2 Additional Terms of Enquiry 

1.2.1  
As research began, it became obvious that some key issues that were crucial 
to providing a full picture of the matters surrounding domestic homicide and 
familicide, were absent from the Terms of Reference. The first of these issues was 
the question of establishing the extent of available data on domestic homicide 
and familicide in Ireland, discerning what that data indicates and ascertaining how 
it is collected. A key task therefore was to identify information regarding known 
rates of domestic homicide  and familicide in Ireland, and to make observations 
on how data collection systems might be strengthened to bring Ireland into step 
with best international practice. Accordingly, in Phase One of the Study, a focus on 
data collection was added to the plan of work, which was augmented and analysed 
during the second phase.

1.2.2 
Having been identified by the Phase One Study Lead, the Phase Two Team 
determined that a ‘whole of family’ approach to include children was required as a 
critical aspect of the Study. The literature review and expert interviews highlighted 
that, apart from getting some incidental support when parents are supported 
as victims of domestic abuse,  children who are impacted by domestic violence, 
domestic homicide and familicide are largely rendered invisible in all aspects of 
focused prevention, response and review continuum in this sector. The Study Team 
therefore determined that this gap needed to be specifically addressed, with the 
aim of ensuring that their needs as victims are prioritised and specifically provided 
for. The evidence base for this assessment, which is discussed in Chapters 2 and 
5, shows that prevention, support and review systems are often developed for the 
victims of domestic abuse, including those with fatal consequences, without 
consideration of, or provision for, the needs of surviving children. Similarly, the 
needs of  children in the wider community who are impacted by the murder of a 
friend and schoolmate are not adequately and expeditiously provided for. A focus 
on the needs and rights of children in the context of domestic abuse in all forms, 
including domestic homicide and familicide, has been integrated into the Study to 
provide recommendations which relate specifically to those children.
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1.3 Timeline of the Study

1.3.1 
This Study began in June 2019, and continued through to March of 2021, followed by 
a focus on fact checking and fair procedure review which ceased in January 2022. 
The Study was originally led by Norah Gibbons, who sadly passed away in April 2020. 

1.3.2
A transition period then ensued coinciding with negotiations to form a new 
Government and the first lockdown associated with the Covid-19 Pandemic (the 
pandemic). Maura Butler was appointed Study Lead in June 2020, to succeed the 
late Ms. Gibbons. Ms. Butler restructured the Study processes to accommodate 
remote working of the Study Team and its Department of Justice Secretariat during 
the initial lockdown period of the pandemic, building on the Phase One work plan. 
She designed a work plan for Phase Two, to include a tendering process to replenish 
the depleted Study Team, which had been impacted by a combination of health 
challenges and new career opportunities. Two new researchers were recruited 
in August of 2020, joining the remaining researcher from Phase One. A further 
researcher briefly joined the team in March 2021 for some statistical analysis work 
in conjunction with an original Phase One researcher who briefly returned to the 
Study, on a voluntary basis, to further work on her initial data research during Phase 
One. 

1.3.3
The work of the Study came into sharp focus at the onset of the pandemic, when 
globally the ‘horrifying global surge in domestic violence’ was recognised by the 
UN Secretary General Antonio Guterres.1 During this period, leading organisations 
working in the field of intimate partner and domestic violence services reported an 
increase in the number of calls to their helplines and An Garda Síochána reported 
an 18% increase in calls for help from domestic violence victims, as well as a 14% 
increase in detections for breaches of court orders.2 Increases in prosecutions 
reported by the Office of the Director of Public Prosecutions are outlined in Chapter 2. 
Reports also indicated that in some countries there was a reduction in the number 
of survivors seeking services due to a combination of lockdown measures and not 
wanting to attend health facilities or refuges due to a fear of infection.3 

1  UN News, ‘UN chief calls for domestic violence ‘ceasefire’ amid ‘horrifying global surge’’ (2020) 
Available at: <https://news.un.org/en/story/2020/04/1061052> (Accessed 21 February 2022).

2   Reynolds, P, ‘Gardaí renew focus on domestic violence as calls rise’ (RTÉ News, 2020) Available 
at: https://www.rte.ie/news/2020/1027/1174285-gardai-domestic-violence/ (Accessed 21 
February 2022).

3  Coss, S. A., COVID-19 and Ending Violence Against Women and Girls (UN Women, 2020) 
Available at: https://www.unwomen.org/en/digital-library/publications/2020/04/issue-brief-
covid-19-and-ending-violence-against-women-and-girls (Accessed 21 February 2022).

https://www.unwomen.org/en/digital-library/publications/2020/04/issue-brief-covid-19-and-ending-violence-against-women-and-girls
https://www.unwomen.org/en/digital-library/publications/2020/04/issue-brief-covid-19-and-ending-violence-against-women-and-girls
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1.3.4
The prevalence of and the increase in domestic and intimate partner violence during 
lockdown has created a focus that presents a key motivation for policy makers to 
act on the momentum that has gathered around this issue. The latter stages of the 
Study’s work coincided with an audit of all domestic and sexual violence services 
being delivered in Ireland.4 This report also coincides with development of Ireland’s 
Third National Strategy on Domestic, Sexual and Gender-Based Violence.5

1.3.5
Additionally, motivated support is gathering to address coercive control in intimate 
partner relationships led by new legislation6 focused policing initiatives, cross-party 
political support and a Department of Justice Plan7 to tackle the scourge of intimate 
partner and  domestic violence in all its forms, to include those that culminate in 
death. 

1.3.6
Key actors and strategies are aligning, with the capacity to shift the paradigm in 
terms of the political importance given to intimate partner and domestic violence, 
and how effectively we deal with these crimes in Ireland. It is hoped that the findings 
of this Study’s Report make a significant and useful contribution to that effort.

1.4 Terminology

1.4.1
Throughout this report, the Study Team has tried to be reflective about the 
terminology used. Though the central issues we are dealing with are ‘familicide’ and 
‘domestic homicide’ as dictated by the Department of Justice’s Terms of Reference 
for this Study, these Terms are intrinsically linked to many forms of domestic abuse, 
to include  ‘femicide’, ‘coercive control’ and ‘intimate partner violence’. Manipulative 
‘gaslighting’  and psychological abuse are elements employed by domestic violence 

4  Department of Justice, ‘Domestic, Sexual and Gender Based Violence: An Audit of Structures’ 
(June 2021) Available at: https://www.justice.ie/en/JELR/Pages/DSGBV_Structures_Audit 
(Accessed 21 February 2022)

5  Department of Justice, ‘Department of Justice to lead new whole of government national 
strategy to tackle Domestic, Sexual and Gender Based Violence’ (July 2021) Available at: 
https://www.gov.ie/en/press-release/12a41-department-of-justice-to-lead-new-whole-of-
government-national-strategy-to-tackle-domestic-sexual-and-gender-based-violence/
(Accessed 21 February 2022); Department of Justice, ‘Public urged to contribute to 
development of a new strategy to combat Domestic, Sexual and Gender Based Violence’ (May 
2021) Available at: https://www.gov.ie/en/press-release/b4b61-public-urged-to-contribute-
to-development-of-a-new-strategy-to-combat-domestic-sexual-and-gender-based-violence/ 
(Accessed 21 February 2022).

6  Domestic Violence Act 2018, section 39.
7  Department of Justice, Justice Plan 2021 (February 2021) Available at:    

https://www.gov.ie/en/publication/13d06-justice-plan-2021/ (Accessed 21 February 2022).
 

https://www.gov.ie/en/press-release/12a41-department-of-justice-to-lead-new-whole-of-government-national-strategy-to-tackle-domestic-sexual-and-gender-based-violence/
https://www.gov.ie/en/press-release/12a41-department-of-justice-to-lead-new-whole-of-government-national-strategy-to-tackle-domestic-sexual-and-gender-based-violence/
https://www.gov.ie/en/press-release/12a41-department-of-justice-to-lead-new-whole-of-government-national-strategy-to-tackle-domestic-sexual-and-gender-based-violence/
https://www.gov.ie/en/press-release/12a41-department-of-justice-to-lead-new-whole-of-government-national-strategy-to-tackle-domestic-sexual-and-gender-based-violence/
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abusers and create inequality in intimate relationships. The research literature 
and practitioner experience highlight a gender-dimension in the types of violence 
described.

1.4.2
Domestic homicide and familicide are deeply gendered issues. The prevalence of 
intimate partner homicide has been well-documented and studies find, without 
exception, that women are at the greatest risk of becoming victims of a domestic 
homicide, most often perpetrated by a male current or former partner.8 However, 
the Study Team was cognisant that while such cases represent the vast majority, it 
needed to be inclusive in considering the cases that do not fit this description, such 
as cases where a female partner perpetrates violence against a male partner, the 
violence that occurs within same-sex relationships and the violence suffered and 
perpetrated by trans and non-binary people. The research team made the conscious 
decision to refer to ‘perpetrators’ and ‘victims’ of all forms of domestic abuse 
including homicide throughout this Report. 

1.4.3
Additionally, though this Study asks that we specifically focus on domestic 
homicide and familicide, the evidence shows that domestic abuse, domestic 
violence and intimate partner violence are inextricably linked. Throughout this 
Report we use the terms ‘intimate partner violence’ and ‘domestic violence’ 
interchangeably to refer to violence within the home, family or intimate partnership. 
Intimate partner violence is used specifically to describe violence where the 
perpetrator and victim are intimate partners. Domestic abuse is used as a term to 
refer to all forms of abuse that occur within a home, family or intimate partnership, 
recognising that abuse extends beyond physical violence.  It encompasses a 
broader range of types of abuse such as coercive control and the vicarious effects of 
witnessing violence and abuse towards another family member.

1.4.4
There are forms of homicide in a family context including the killing of parents, 
siblings, aunts, uncles, cousins, that fall outside the immediate definitions of 
familicide in the intimate partner context.  However domestic homicides as 
discussed in Chapter 3 include homicides perpetrated by intimate partners and by 
other family members: siblings, parents, children, other blood relatives and other 
members of the family.

8  UNODC (United Nations Office on Drugs and Crime), Global Study on Homicide, Gender-related 
killing of women and girls (2019) Available at:  https://www.unodc.org/unodc/en/data-and-
analysis/global-study-on-homicide.html (Accessed 21 February 2022).
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1.5 Methodology

1.5.1 
The principles, procedures, and strategies of research used in this Study to gather 
information, analyse data, and draw conclusions largely embraced qualitative 
methods with some quantitative methods. Through the initial scoping exercise, the 
Study Team determined the need for employing different methods and the results 
from each were used to inform findings from the others in relation to sampling, 
implementation and measurement decisions. Gathering, reviewing and analysing 
evidence from multiple sources enabled the Team, to identify areas of convergence. 
Employing overlapping methods allowed for the exploration of different aspects of 
domestic homicide and familicide, enabling greater elaboration and illustration. 

1.5.2
The Study Team conducted an initial analysis of the Terms of Reference, which 
divides the Study into two main parts: Pillar A which is focused on familicide and 
Pillar B with its focus on domestic homicide reviews. Other aspects of the Terms 
of Reference necessitated a focus on the role of the media when reporting these 
crimes and a request to explore what preventative actions, if any, could be employed 
to prevent the crimes of domestic homicide and familicide.

1.5.3
There was an imperative to access and analyse all available data for the timeline 
specified in the Terms of Reference for cases that had been disposed of by the 
courts from 2000 to 2018. As outlined above, it became quickly apparent that there 
is a dearth of such empirical data. Having explored the history and confirmed the 
relative absence of official data collection in this sector in Ireland, the Study Team 
built and analysed a dataset based on public-domain data and further analysed 
a dataset received during Phase Two of the Study from the Office of the State 
Pathologist. 

1.5.4
The Study Team identified common threads between each Pillar which included a 
focus on domestic abuse in all its forms and specifically, intimate partner violence. 
That commonality included the type of coercion and physical violence perpetrated, 
its occurrence within families, many of whom had children who were impacted 
fatally, the existence of non-fatal victims of violence or those indirectly traumatised 
by virtue of such violence. The Study Team was therefore required to consider all 
of those victims in the previously mentioned secondary quantitative analysis of 
existing data. In particular, the Team determined that it was important not to omit 
children when considering the impact of the crimes being reviewed.
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1.5.5
That recognition of the context of this violence behoved the Study Team to 
acknowledge the roots of familicide and domestic homicide as an escalated and 
aggravated version of coercive control and domestic and intimate partner violence. 
This resulted in a requirement that research on such control and violence should be 
an ever-present backdrop to the defined Pillars in the Terms of Reference. 

1.5.6
Exploring the existence of trauma and the supports required by such psychological 
harm for bereaved family members became a key focus in the context of the Pillar A 
exploration of the needs of families, in the immediate, short-term, and long term as 
presented in Chapter 3. In response to the Terms of Reference, an exploration of the 
State’s response to such traumatic events was studied from the perspective of what 
supports were available to those who became bereaved through domestic homicide 
and familicide. In compliance with the Terms of Reference the focus was on cases 
where the State prosecution of such cases was completed within the timeframe 
specified i.e., between 2000 and 2018. 

1.5.7
The intervention and reporting by the media during the occurrence and 
consequences of domestic homicides and familicides was a specific aspect of the 
Terms of Reference. The ambit of this aspect of the Study’s work was augmented 
in the Study Team’s response, when informed by the lived experience of bereaved 
family members who were mostly negatively impacted by media coverage of each of 
these crimes.

1.5.8
The research and analysis of how Domestic Homicide Reviews are conducted in 
other jurisdictions was particularly specified as Pillar B of the Terms of Reference. 
The Study Team drew from that research and recommended best practice and 
customised it to suit Irish cultural and structural perspectives. It was recommended 
that Ireland should establish a Domestic and Family Violence Death Review 
structure, reflecting many of the characteristics of review structures internationally, 
but also aiming for greater inclusivity.

1.5.9
The request in the Terms of Reference to consider:

‘[t]he identification, if possible, of potential warning signs and possible 
responses/actions including the development of protocols to allow relevant 
information to be shared by professionals or with family members’ 

necessitated a review of research risk assessment, protocols, practice and the 
existence of Domestic Homicide Reviews in comparable jurisdictions, to include the 
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barriers presenting across all professional and policy structures when interpreting 
the application of the General Data Protection Regulation (GDPR).

1.5.10
A review of the legal issues surrounding domestic homicide and familicide in 
Ireland is a matter for the legislature and was not a specified aspect of the Terms of 
Reference. However, the outcomes of the specified Terms of Reference of the Study, 
the additional focus on data collation and analysis  and the needs of children, 
together with the testimony of bereaved family members, subject experts, advocacy 
groups and others who contributed to the Study, required a broad-ranging inquiry 
into the relevant issues. Suggestions regarding policy and structural changes and 
associated resourcing issues will have an impact on legal structures. Therefore, a 
consideration of a non-exhaustive number of legislative and regulatory changes 
have been mapped for consideration by legislators in Chapter 7. All of Government 
will want to ensure the law of this State can protect vulnerable children and adults 
and deliver a compassionate and supportive approach for bereaved family members 
when domestic homicide and familicide occurs.

 

1.5.11
Several other key issues warranted investigation. To ensure all of these would be 
sufficiently dealt with, a series of key themes were formed, which would eventually 
form the Chapters of this report. From there, research questions were developed to 
guide search terms and key concepts for analysis. 

1.6 Initial Research Questions to inform Chapter 
content.

1.6.1
The Study Team asked themselves reflective questions as they commenced their 
work. These questions were expanded later through Study Team discussion of the 
contributions to the Study to include: the lived experience testimony of bereaved 
family members, the reflections of Advisory Group members, literature review 
by the researchers, information gathered from submissions and interviews and 
engagement with the contributions from statutory agency representatives and 
subject experts.  

1.6.2
The findings of the Study are divided into the following Chapters:
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Chapter 1

• Should the introduction to the Study provide an overview of domestic violence in 
all its forms? 

• Is it necessary to link that overview to the crimes of familicide and domestic 
homicide?

• Will the Study benefit from an overview of international research on familicide 
to mirror the specific Pillar B Term of Reference requesting an international 
overview of domestic homicide?

• What unique methodologies used in the Study require detailed explanation?

Chapter 2

• How is data on domestic homicide and familicide collected in Ireland?

• What does the available data indicate about the nature of domestic homicides 
and familicides in Ireland?

• Are there gaps in the data? Are there relevant observations to be made about 
data collection?

Chapter 3

• What do the bereaved families who engaged with this Study say about their 
experiences in the aftermath of domestic homicide and familicide?

• What were and are their support needs? What support needs went unmet, or 
were inconsistently met?

• What are the current minimum guaranteed supports provided through State 
services in the event of domestic homicide and familicide?

• How aware were the bereaved families of the services that were and are available 
to them? How is that information disseminated? Are such services universally 
accessible to families? Why or why not? Are they sufficient? Why or why not?

• What recommendations can be made for an integrated procedure for supporting 
families, where that integrated model does not exist?

• What are the Study’s proposals in relation to crisis intervention teams and 
an emergency team protocol in the immediate aftermath of a familicide or 
domestic homicide?

• Are there other, general observations relating to best practice in supporting 
bereaved family members in the immediate, short-term and long-term?
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Chapter 4

• What is the current practice for media reporting on domestic homicide and 
familicide in Ireland?

• What are the issues that bereaved families shared in terms of media coverage? 

• Are there other key issues relating to how domestic homicide is covered 
generally, in both the Irish and international contexts?

• How can Ireland learn from international best practice in reporting on domestic 
homicide and familicide?

• What is the best way to institute good practice among media professionals in 
Ireland?

• What are the challenges and opportunities related to social media?

• What recommendations can we offer for more compassionate and sensitive 
reporting? 

Chapter 5

• Does the term ‘Domestic Homicide Reviews’ need to be more inclusive in Ireland 
and be called Domestic and Family Violence Death Reviews?

• What are the key considerations for the Government ahead of instituting 
Domestic and Family Violence Death Reviews (D&FVD) in Ireland?

• What are the different approaches to, or ways of framing, those Reviews?

• How are, and should, Domestic and Family Violence Death Reviews processes be 
structured?

• Can Domestic and Family Violence Death Reviews involve family participation? 
What is the best way to do this?

• How can the work and recommendations of Domestic and Family Violence Death 
Reviews be monitored, strengthened and effectively implemented?

• What recommendations does the Study advocate in the context of  setting up 
Domestic and Family Violence Death Reviews in Ireland?

Chapter 6

• What, if any, are the warning signs signalling that a domestic homicide or 
familicide might occur?

• Why should a risk assessment be carried out and what are its benefits?

• What are regarded as effective systems and protocols in responding to identified 
risks which aim to ensure that deaths can be prevented?
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• Can agencies share information that may help prevent a domestic homicide or 
familicide from occurring? When should it be shared and what guidance can 
be offered to make sure it is shared appropriately to save lives, with due regard 
to the General Data Protection Regulation (GDPR) and the Law Enforcement 
Directive (LED)?

• Are there successful models for information sharing in circumstances where the 
objective is the prevention of harm or death? If so, what are their strengths and 
weaknesses?

• How do Domestic Homicide Reviews/Domestic and Family Violence Death 
Reviews support efforts to prevent future domestic homicide and familicides?

Chapter 7

• What are the legal issues surrounding domestic homicide and familicide in 
Ireland?

• What current legislative provisions work well?

• What pending legislation is likely to have a positive impact?

• What legal, regulatory and policy changes have been suggested by contributors 
to the Study, to ensure that the law can protect vulnerable children and adults, 
delivering a more compassionate and supportive approach for families when 
domestic homicide and familicide occurs?

• Are there gaps in the resourcing of current legislation?

• What amendments or creation of secondary legislation (statutory instruments) 
regarding current legislation ought to be considered?

• What previously agreed reviews of legislation remain incomplete or not 
operationalised?

• What new legislation should be initiated to include legislative processes that are 
likely to be required to assist in the implementation of the recommendations of 
this Report?
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1.7 Definition of Central Study Terms  

1.7.1
It was vital for the Study Team to agree working definitions of the Report’s central 
terms, ‘familicide’ and ‘domestic homicide’. 

1.7.2
It has been suggested that  familicide is an evolving concept which crosses culture, 
race and ethnicity.  The term familicide is used to describe a variety of different 
types of intra-familial homicides.  Intra-familial homicide has been used to describe 
murder-suicide within the nuclear family, that is, where the spouse and child(ren) 
are killed and the perpetrator then takes their own life. However, the perpetrator may 
not always attempt or complete suicide. 

1.7.3
Media reports can reflect this complexity when reporting murder-suicide and can 
sometimes include parricide, killing of one’s parents; uxoricide, killing of one’s 
wife; mariticide, killing of one’s husband; and fratricide/sororicide, killing of one’s 
sibling/s. The term ‘family annihilation’ has been used in conjunction with the 
terms familicide and intrafamilial homicide. Due to the intimate relationship 
between the perpetrator and victims, and given the motives underlying these crimes 

‘... familicide stands apart from other forms of homicide incorporating the triple 
taboos of murder, suicide and child killing, and has always presented a puzzle 
to researchers attempting to understand the offence, and to practitioners 
attempting to assess risk with a view to prevention.’9

1.7.4
For the purposes of this Study, familicide is defined as: 

‘…a multiple-victim homicide incident in which the killer’s spouse/partner or ex-
spouse/partner and one or more children are slain’.

1.7.5
This classification was used in a 2019 systematic review of the literature on 
familicide which concludes that there is no consistent definition of familicide 
which can result in a range of phenomena being wrongly investigated under the 
familicide label.  It suggests that the dearth of research on familicide is due to the 
inconsistencies in defining familicide, deciding who is counted, the low incidence of 
the crime and the confidentiality surrounding legal and health documents.

9 UN, Global Study on Homicide, Killing of Children, and Young Adults (2019).
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1.7.6
One key expert has indicated that the definition of domestic homicide ‘is subject 
to multiple and conflicting social and legal definitions’.10 According to the same 
expert, ‘domestic’ generally refers to ‘killings that occur within the confines of the 
family, whether the partners are married or not’ and research literature differentiates 
between ‘intimate partner homicide’ and ‘family homicide’. 

1.7.7
Other leaders in the field use the term ‘domestic homicides’ to refer to homicides 
that happen in the context of an intimate relationship and those perpetrated by a 
current or former intimate partner. Such deaths:

 ‘…can include the couple themselves or third parties such as children, 
new partners, other family members, or professionals such as police who 
intervened.’11 

1.7.8
Definitions used tend to be dependent on: 

• the relationship between the victim/s and perpetrator and 
• the context within which the killing occurred. 

1.7.9
The definition adopted for the purposes of this Study is as follows:

‘Domestic homicides’ include homicides perpetrated by intimate partners or 
by other family members: siblings, parents, children, other blood relatives and 
other members of the family.12

1.7.10 
With the Study’s central terms defined, and the research questions mapped, the 
Team used several data collection methods, which are outlined below. 

10  UN, Global Study on Homicide, Killing of Children, and Young Adults (2019).
11  Jaffe, P. G., Straatman, A., & Scott, K, Preventing domestic homicides: Lessons learned from 

tragedies (Academic Press 2020) 1.
12  United Nations Office on Drugs and Crime, Global study on homicide: Gender-related killing of 

women and girls (UNODC 2018) 30.
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1.8 Data Collection Methods

1.8.1 Literature Review

1.8.1.1
Together with a review of available quantitative data the Study began with a 
comprehensive review of literature on domestic homicides and familicides. This 
included an examination of the literature on the complexity of definition of terms, 
including the broader context of domestic violence, intimate partner violence, 
gender-based violence, hate crime and femicide. The Team reviewed literature on 
the factors which can precede such traumatic events. It examined literature on 
how support services are delivered in other comparable jurisdictions and identified 
successful practices which might be helpful to those affected in Ireland. 

1.8.1.2
As the Study Team began to interact with key contributors through interviews and 
submissions, further areas were identified and relevant literature reviewed. This 
included a range of topics and critical concepts identified as central to developing a 
response, including the prevention of domestic homicides and familicides, trauma, 
developing a trauma informed response to domestic homicides and familicides, the 
role of the media in reporting such events and engaging with relevant stakeholders.

1.8.1.3
Literature reviewed included: peer-reviewed and grey literature; submissions 
from bereaved family members, NGOs, Government bodies, subject experts and 
other stakeholders; protocols; relevant national laws; reports on individual cases; 
syntheses of cases; statutory guidance documents; documents on jurisdictional 
processes and data collection mechanisms; informational webinars and recorded 
presentations; conference papers; a small number of unpublished academic work; 
notes and transcriptions from in-depth interviews; and jurisdictional reports, 
among other literature.

1.8.1.4
The Team used a range of search engines as well as the websites of selected 
relevant organisations and institutions. Search terms were derived from the 
reflective research questions outlined earlier in this Report. The literature search 
was conducted primarily in English with additional primary terms searched in 
Spanish, French, and Portuguese. In addition to online searches,  the Study Team 
used the bibliographies of recent reviews of familicide, domestic homicide, risk 
assessment and Domestic Homicide Reviews to identify further relevant sources. 
Particular attention was paid to practices that were perceived to be working well 
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in other jurisdictions and further evidence and expert opinion was sought to verify 
this. 

1.8.1.5

Publications identified were assessed against the following inclusion criteria:  

• Addresses domestic homicide and/or familicide;
• Addresses violence in the home generally;
• Addresses the intersection of domestic homicide and familicide with key 

issues identified in the Terms of Reference; or was recommended by an 
interviewee;

• Addresses relevant theory or practice. 

1.8.1.6
The Study’s researchers aimed to only review literature published on or after January 
1, 2010, however, there were some exceptions to this where literature was deemed to 
be seminal and was reviewed. An analysis sheet was developed around the research 
questions to review literature in a standardised manner. Relevant information and 
quotations from the literature were drawn into the sheet and analysed thematically 
to formulate the contents of this Report. 

1.8.2  In-depth interviews

1.8.2.1
Interviewees included bereaved family members, academics, practitioners, subject-
experts and service providers both within Ireland and internationally. Interviews with 
affected family members were recorded  and then transcribed by an independent 
stenographer. To comply with the privacy needs of those giving testimony and the 
legal requirements of data protection law, interviews were anonymised by the date 
they were conducted except for bereaved family members, whose interviews were 
anonymised through the assignment of pseudonyms. 

1.8.2.2
Alongside the literature review, the Study Team developed an in-depth interview 
guide that primarily focused on stakeholders specified in the Terms of Reference 
together with some additional interviews prompted by the issues arising. The Study 
Team also focused  on the reflective research questions, addressing gaps emerging 
from the literature review and from matters identified in the testimony of bereaved 
family members. Tailored interview guides were developed for each individual 
interviewee and their subject area. 

1.8.2.3
The Study Team analysed the data according to the criteria outlined, extracting 
relevant evidence and quotes, and identified and discussed key themes in 
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regular Team meetings with the Study Lead. The findings from the interviews (and 
some submissions from individuals) highlighted issues of central concern to 
those personally affected in the aftermath of domestic homicide and familicide. 
Interviews also reinforced concerns raised by service providers and others who 
made detailed submissions. 

1.8.2.4
The privacy statement referable to the interviews with bereaved families can be 
found in Appendix B of this Report. 

1.8.3  Advisory Group

1.8.3.1
An Advisory Group was established in October 2019. Potential members were 
identified and invited to contribute their specialist knowledge on an independent 
basis. Specific Terms of Reference were created for the Advisory Group, available 
at Appendix C, with a focus on its identification of gaps in information within 
a framework of sharing unbiased insights and non-binding strategic advice. A 
Confidentiality Agreement was also created for Advisory Group members,, available 
at Appendix D. 

1.8.3.2
The respective Study Lead of Phase One and Phase Two of the Study convened 
numerous Advisory Group meetings. At these meetings, the Study Team provided 
progress reports and requested reflection and feedback on specific issues, within 
the confines of the Advisory Group’s Terms of Reference. The Study Lead worked 
with Advisory Group members to ensure all Chapters received expert review and 
feedback.

1.8.4 Findings 

1.8.4.1
Using this methodology, the Study Team identified forty-two categories that 
included 195 individual recommendations that can be divided into calls for changes 
in policy, practice and legislative change. 
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1.9   Ethical, Constitutional and Data Protection 
Issues

1.9.1
The issues examined in this Study are extremely sensitive. Strict protocols were 
developed regarding the collection of data, including interviews, submissions, 
consultations and quantitative data. Informed consent was acquired from all 
participants and confidentiality and anonymity were guaranteed. All documents 
shared between team members were password protected, and access to interview 
records was limited to the researchers and the Study Lead. Sensitive personal data 
in relation to interviewees was accessible only to the Study Lead and the dedicated 
Secretariat supplied by the Department of Justice, whose members were required to 
adhere to the confidentiality aspects of the Study. 

1.9.2 Constitutional Considerations

1.9.2.1
Given the breadth of this Study and the significant number of participants, the fair 
procedures process was time consuming and lengthy.

1.9.2.2
Firstly, and most importantly, as stated previously, sincere gratitude is  extended 
to the families without whose generous insights this Report would have been 
significantly less fulsome.  The families were interviewed as part of the process and 
agreed to the use of their quotes in the final Report.

1.9.2.3
Written submissions were sought from several individual participants and 
stakeholder organisations. Where these written submissions are included in the 
final Report, they are quoted directly and referenced. 

1.9.2.4
In-depth interviews were conducted with individuals and nominees of stakeholder 
organisations. In several instances, where information obtained during those 
interviews is included in the final Report, the individuals and/or nominees of the 
stakeholder organisations were invited to ‘fact check’ the information provided.  
This was not necessary in all cases, as the information provided may have been 
supported by publicly available information either on the stakeholder website or 
through another source.  All sources of information are referenced throughout the 
Report. 
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1.9.2.5
Finally, where any participants were perceived to have been adversely affected by the 
contents of the draft Report, those participants were invited to reply. The replies were 
considered in detail before amendments, if any, were made to the  draft Report.  

1.9.3 Data Protection Considerations
At the commencement of the Study, the then Study Lead secured legal advice that 
confirmed that as an independent Study it was not a public body. Furthermore, 
and consequently, its retained records and various interviews, were not subject to 
National Archives legislation13 and the materials will be destroyed six months after 
the publication of the Study Report. Given that independent status, the Study Lead 
on the completion of the Report must take on the role of Data Controller for that six-
month period. The detail of the data protection steps taken has been outlined in the 
Privacy Agreement provided to bereaved family members at Appendix B.

1.9.4 Limitations of the Study

1.9.4.1
The Terms of Reference for this Study are expansive, and from the outset, it was not 
possible to have a finite sense of the amount of research literature that should and 
would be reviewed. A significant and growing body of literature exists, however, this 
Study found significant gaps, particularly in the areas of familicides and domestic 
homicides that are unrelated to intimate partner violence. This is in part due to 
the rarity of these types of familicide and domestic homicide crimes, and the 
dearth of data for researchers to analyse and definition issues already mentioned. 
This limitation impacted the ability of the Study Team to reach conclusions in 
some aspects of the Study, resulting in the identification of a need for further 
investigation and investment in research in this sector. 

1.9.4.2
Additionally, the items set out in the Terms of Reference for this research Report 
intersect with many broader areas, including comprehensive strategies to prevent 
domestic abuse in all its forms. That topic is enormous and it needs its own 
dedicated Report to be dealt with thoroughly. For this reason, apart from the addition 
of a review of available data and children’s needs, and a limited audit of the legal 
status quo, the Study Team had to limit itself to the specific questions being asked 
in the Terms of Reference, so as not to extend its reach exponentially. It is hoped that  
Ireland’s Third National Strategy on Domestic, Sexual and Gender-based Violence, 
will address that need.

13 National Archives Act 1986 and National Archives (Amendment) Act 2018
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1.10  Background Information and Brief Overview 
of Domestic Violence.

 

1.10.1
Domestic violence is not a new phenomenon; it is a highly complex issue that 
reaches every corner of our society. Domestic violence, domestic abuse,  intimate 
partner violence and coercive control are patterns of behaviour in any relationship 
that are used to gain or maintain control over another person. The term ‘abuse’ is 
considered to encompass physical, sexual, emotional, economic or psychological 
actions, or threats of actions that influence another person.14 This includes 
behaviours that frighten, intimidate, terrorise, manipulate, hurt, humiliate, blame or 
injure someone.15 Domestic violence is a universal threat that can be found in any 
home; it exists across all cultures and in all countries between people of any social 
class, race, religion, sexual orientation and within all age groups.16 17 It can occur 
within a range of relationships including couples who are married, living together 
or dating. While domestic violence is typically manifested as a pattern of abusive 
behaviour toward an intimate partner in a dating or family relationship setting, 
victims of domestic violence may also include any child or other relative or member 
of the household where the abuser exerts power over the victim(s). 

1.10.2
The dominant theoretical framework for studying domestic violence has 
traditionally been that of feminist gender-based analysis which primarily 
sees women as being victims and males as perpetrators within heterosexual 
relationships. The Study Team acknowledge that every case of domestic and 
intimate partner violence differs and that there are victim experiences occurring 
outside that of intimate heterosexual relationships without the presence of a male 
perpetrator. There are male heterosexual victims of intimate partner violence where 
women are the perpetrators. There are also same sex relationships where intimate 
partner violence is also present. The Study Team reaffirm worldwide views that all 
forms of domestic violence should be taken seriously whether the victim is male, 
female, trans or non-binary  and that those individuals are given access to all the 
supports that they need. 

1.10.3
However, acknowledging that all these relationships are susceptible to experiences 
of intimate partner violence and abuse, the research and data from research 

14  United Nations, ‘What Is Domestic Abuse?’ (2021) Available at: https://www.un.org/en/
coronavirus/what-is-domestic-abuse (Accessed 21 February 2022).

15  ibid
16  Strathern, A. J., & Stewart, P. J, ‘Anthropology of Violence and Conflict, OVERVIEW’, in Kurtz, L.R. 

(eds), Encyclopaedia of Violence, Peace and Conflict (Elsevier 2nd edn 2008) pp.75-85.
17  Black, I. S., ‘Domestic violence, take a stand against violence’ in Fennelly, L. (eds), Handbook of 

Loss Prevention and Crime Prevention (Elsevier 6th edn 2020) pp.405-411.
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literature show that women are considerably more likely to experience repeated 
and severe forms of abuse, including sexual violence, where the perpetrator is male. 
Women tend to experience higher rates of repeated victimisation and are much 
more likely to be seriously hurt or killed than male victims.18 

1.10.4
During the past thirty years there have been significant shifts towards seeing 
intimate partner abuse as both a social and public problem.19 While there has been 
increasing public awareness and political consensus that something needs to be 
done, it is a difficult task to eradicate intimate partner abuse from society because 
factors associated with that violence and sexual violence can occur at individual, 
family, community and wider society levels.  

1.10.5
Since the 1970s, a great deal of research, policy making and legal reform concerning 
domestic violence has focused on the compelling issue of physical violence in 
intimate relationships.20 Many contend that considerable attention has been 
directed to protecting victims through developing more effective police responses, 
improving the experiences of victims within the criminal justice systems and more 
appropriate sentencing of offenders. Legislation has also been introduced across 
many common law jurisdictions which aims to provide victims with protections 
against anticipated future abuse. However, violence against women is not a new 
occurrence, nor are its consequences to women’s physical, mental and reproductive 
health. What is new is the recognition that acts of violence against women are not 
isolated events but rather patterns of behaviour that violate the rights of women 
and girls which in turn limits their participation in society and damages their health 
and well-being.21 Thus, violence against women is a public health problem that 
affects approximately one third of women globally.22

18  See: Heiskanen, M. et al, The concept and measurement of violence against women and men 
(Policy Press 2017) p. 192; United Nations Office on Drugs and Crime, Global study on homicide: 
Gender-related killing of women and girls (UNODC 2018); Walby, S., & Allen, J., Domestic 
violence, sexual assault and stalking: Findings from the British Crime Survey (Home Office 
2004); and, Walby, S., & Towers, J. S., ‘Measuring violence to end violence: mainstreaming 
gender’ (2017) Journal of Gender-Based Violence 1(1) 11-31. 

19  See: Hester, M, ‘The three planet model: Towards an understanding of contradictions in 
approaches to women and children’s safety in contexts of domestic violence’ (2011) British 
journal of social work 41(5) 837-853; and, Kearns, N. et al, ‘Domestic violence in Ireland: an 
overview of national strategic policy and relevant international literature on prevention and 
intervention initiatives in service provision’ (Child and Family Research Centre 2008).

20  McMahon, M., & McGorrery, P., Criminalising Coercive Control (Springer 2020).
21  García-Moreno, C. et al, ‘Global and regional estimates of violence against women: prevalence 

and health effects of intimate partner violence and non-partner sexual violence’ (World Health 
Organization 2013).

22 ibid
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1.10.6
It has taken decades of struggle by the women’s movement to persuade the 
international community that violence against women is not a ‘private matter’ that 
occurs behind closed doors, but a major human rights issue. Violence occurring 
within the home was not always understood as a concern of the State. Historically, 
the concept of privacy was used to shield perpetrators of domestic violence from 
being held accountable for their actions.23 However, this began to shift during the 
UN Decade for Women, beginning in 1975, which paved the way for a global campaign 
for women’s human rights. This campaign shifted the paradigm in terms of framing 
violence in the home as a human rights issue and holding States accountable 
for their obligation to protect victims.24 Women asserted that the human rights 
framework must reflect their lived experiences, giving rise to new global and 
regional human rights commitments and landmark cases, including in Ireland.

1.10.7   The evolution of understanding violence in the home as a human rights 
issue

1.10.7.1
The right of women and girls to live free from discrimination has been present 
within the evolving international human rights framework since the adoption of 
the Universal Declaration of Human Rights in 1948, which included the principle 
of non-discrimination based on sex.25 However, as the human rights framework 
developed, women’s human rights were largely marginalised. Though domestic 
violence is a violation of internationally recognised human rights, such as the right 
to be free from torture and inhuman or degrading treatment, and in extreme cases 
the right to life itself, it is relatively recent that domestic violence was recognised 
and analysed from an international human rights law perspective.26 It was not 
until the establishment of the UN Decade for Women, which ran from 1975 - 1985, 
that women’s movements across the globe began to galvanise around the issue 
of violence against women. Though violence against women had, and continues to 
have, different expressions in every region and country, it remains a universal issue. 

23  See: Charlesworth, H., Chaiton, S., & Chinkin, C. M., The boundaries of international law: A 
feminist analysis (Manchester University Press 2000); Cook, R. J., ‘Women’s international 
human rights law: the way forward’ (1994) Hum. Rts. Q. 15, 230; and, Cook, R. J. ‘State 
Responsibility for Violations of Women’s Human Rights’ (1994) Harv. Hum. Rts. J. 7 125. 

24  Reilly, N., ‘Linking local and global feminist advocacy: Framing women’s rights as human 
rights in the Republic of Ireland’ (2007) Women’s Studies International Forum 30(2) pp.114-133.

25 Universal Declaration of Human Rights, section 302(2).  
26  See Romany, C., ‘Women as aliens: a feminist critique of the public/private distinction 

in international human rights law’ (1993) Harv. Hum. Rts. J. 6 87; and, Romany, C., ‘State 
responsibility goes private: a feminist critique of the public/private distinction in 
international human rights law’ in Cook, R.J. (eds), Human rights of women: National and 
international perspectives (University of Pennsylvania Press 1994) pp.85-115.
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1.10.7.2
In 1979, the Convention on the Elimination of All Forms of Discrimination Against 
Women (CEDAW) was adopted, though it made no mention of domestic violence.27 
It includes a monitoring mechanism for State compliance, issues periodic general 
recommendations on specific women’s human rights issues, and adoption of its 
Optional Protocol permits individual complaints to be made directly to the CEDAW 
committee. Several complaints have concerned domestic violence.28 In 1992, the UN 
CEDAW Committee issued its General Recommendation 19, which defined gender-
based violence as violence against a woman because she is a woman, or violence 
that affect women disproportionately.29 It also stated that: 

‘…states may also be responsible for private acts if they fail to act with due 
diligence to prevent violations of rights or to investigate and punish acts of 
violence.’30

1.10.7.3
 When the World Conference on Human Rights was held in Vienna in 1993,31 the 
women’s movement organised the Global Tribunal on Violations of Women’s Human 
Rights, a ground-breaking event in women’s human rights activism where feminists 
took to the stage and spoke bravely of the violence they had faced.32 The tribunal 
revealed the failure of most societies to recognise women as human, being entitled 
to protection from national and international laws and procedures. 

1.10.7.4
In 1993, the UN General Assembly issued a Declaration on the Elimination of Violence 
Against Women, which required states to ‘prevent… acts of violence against women, 
whether… perpetrated by the State or by private persons.’33 In 1994, the UN General 
Assembly established the first special rapporteur on violence against women. 
In 1995 the Fourth World Conference on Women resulted in the Beijing Platform 
for Action, which included detailed recommendations around how States should 
respond to violence against women, including violence in the home.34 

27  Convention on the Elimination of All Forms of Violence against Women (CEDAW) 1979, 1249 
UNTS 13.

28  See, for example: A.T. v. Hungary, Communication No. 2/2003, 26 January 2005; Goekce v. 
Austria, Communication No. 5/2005, 6 August 2007; Yildirim v. Austria, Communication No. 
6/2005, 6 August 2007; V.K. v. Bulgaria, Communication No. 20/0008, 25 July 2011; Jallow v. 
Bulgaria, Communication No. 32/2011, 23 July 2012. Optional Protocol to CEDAW 1999, 2131 UNTS 
83.

29  CEDAW Committee, General Recommendation 19, UN Doc A/47/38 (CEDAW 1992), para 6. 
30 Ibid, para 9.
31  United Nations Office of the High Commissioner on Human Rights, ‘World Conference on 

Human Rights, Vienna, 1993’ (2022) Available at: https://www.ohchr.org/en/aboutus/pages/
viennawc.aspx (Accessed 21 February 2022). 

32  Bunch, C. and Reilly, N., ‘Demanding Accountability: The Global Campaign and Vienna Tribunal 
for Women’s Human Rights’ (Center for Women’s Global Leadership, Rutgers University, 1994).

33  Declaration on the Elimination of Violence against Women, GA Res. 48/104, 20 December 1993, 
Art. 4(c). 

34  United Nations Fourth World Conference on Women, Platform for Action, September 1995.
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1.10.7.5
In parallel to these developments, the European Court of Human Rights began 
considering numerous domestic violence cases, in countries including Ireland.35 

At the Council of Europe, a recommendation on the Protection of Women against 
Violence was adopted in 2002 by the Committee of Ministers. In 2014, the Istanbul 
Convention entered into force, and has (at the time of writing) been ratified by 33 
Member States, including Ireland. Turkey had been an early signatory but withdrew 
ratification in 2021. It constitutes a significant development in monitoring and 
combating violence against women within the European region, and it places 
detailed obligations on States regarding their responses to violence against women. 

1.10.8 Ireland’s obligations to protect women from violence in the home

1.10.8.1
Strengthening policy responses to domestic violence in Ireland gained traction 
with the appointment of the Task Force on Violence Against Women in 1996 
and the publication of their Report in 1997. The Task Force had been convened 
following national research by Women’s Aid in 1995 called ‘Making the Links’ which 
highlighted the extent and types of domestic violence that were being experienced 
by women all over Ireland.36 This was the first attempt at systematic data collection 
of its kind and following the convening of the Task Force the Department of Health 
convened a consultation on its new policy document on women’s health where 
domestic violence emerged as a serious concern. 

1.10.8.2
The Task Force called for a national strategy to address the issues that were raised;  
however, it was not until 2010 that the first strategy was launched. This strategy, 
the National Strategy on Domestic, Sexual and Gender-based Violence  2010-2014, 
listed a series of objectives to combat domestic violence in Ireland.  Ireland’s 
Second National Strategy for Women and Girls 2017-2020 was then launched with 
the objective of combatting violence against women. Many of the actions listed in 
the strategy relate to legal reform to implement the legal provisions for ratifying the 
Istanbul Convention and the enactment of the EU Victims of Crime Directive. 

35  See, for example: A v Croatia (app. no. 55164/08, 14 October 2010); Airey v Ireland (app. no. 
6289/73, 9 October 1979); B. v the Republic of Moldova (app. no. 61382/09, 1 July 2013); 
Bevacqua and S v Bulgaria (app. no. 71127/01, 12 June 2008); Branko Tomasic and Others v 
Croatia (app. no. 46598/06, 15 January 2009); Camarasescu v Romania (app. no. 49645/09, 
20 March 2014); Civek v Turkey (app. no. 55354/11, 23 February 2016); Rumor v. Italy, Appl. no. 
72964/10, Judgment of 27 May 2014.

36  Kelleher, P., Kelleher, C., & O’Connor, M., ‘Making the links: towards an integrated strategy 
for the elimination of violence against women in intimate relationships with men: a study 
commissioned by Women’s Aid’ (Women’s Aid 1994).
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1.10.8.3
Ireland’s first national strategy on domestic and gender-based violence was 
launched in 2010 by Cosc, the National Office for the Prevention of Domestic, Sexual 
and Gender-based Violence. Many commentators contend that the establishment of 
Cosc and the launch of a national strategy marked an important political milestone 
in the struggle against domestic violence in Ireland.

1.10.8.4
In addition to developments at the national level, regional and international 
instruments continue to highlight gaps in Ireland’s response to violence in the 
home. For example, the 1979 case of Airey v Ireland37 was one of the first domestic 
violence cases ever heard at the European Court of Human Rights. Coming up to 
the present day, in 2017 after its most recent review of Ireland’s record on women’s 
rights, the Committee on the Elimination of All Forms of Discrimination Against 
Women ( or CEDAW Committee) called on Ireland to:

‘[E]xpedite the ratification of the Council of Europe Convention on Preventing 
and Combating Violence against Women and Domestic Violence (the Istanbul 
Convention) [and] introduce a specific definition of domestic violence and 
other emerging forms of gender-based violence such as online stalking and 
harassment.’38

1.10.8.5
Following the Istanbul Convention’s entry into force in Ireland, Ireland’s 
National Human Rights Institution (NHRI), the Irish Human Rights and Equality 
Commission,39 called for the Irish Government to take policy and legislative action 
to meet its obligations under the convention. This included highlighting that data 
collection and reporting mechanisms for violence against women are lacking and 
must be strengthened to grasp the nature and scale of the issue.40 The Commission 
also highlighted the need to focus on groups of women who experience multiple and 
intersecting forms of marginalisation, including women with disabilities, LGBTI+ 
women, and Traveller and Roma women.41

1.10.8.6
The Commission issued a number of other clear recommendations, including 
reports that Ireland has less than a third of the domestic violence refuges it is 
required to have to meet EU standards, with nine counties having no refuges at 

37  Airey v Ireland 32 Eur Ct HR Ser A (1979): [1979] 2 E.H.R.R. 305.
38  Committee on the Elimination of Discrimination against Women Concluding observations 

(2017) CEDAW/C/IRL/CO/6-7.
39  Further information on the Irish Human Rights and Equality Commission available at:  

https://www.ihrec.ie/. 
40  The Irish Human Rights and Equality Commission, ‘Istanbul Convention Combating Violence 

Against Women Enters Force in Ireland’ (2020) Available at: https://www.ihrec.ie/istanbul-
convention-combatting-violence-against-women-enters-force-in-ireland/  (Accessed 21 
February 2022).

41  ibid.
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all; many are also not equipped for women in all their diversity including women 
with disabilities and women who require interpretative services.42 The Commission 
also highlighted the issue of access to justice, the need for Gardaí and prosecutors 
to be trained, and the need for gender equality to be promoted, including through 
comprehensive relationship and sexuality education for children and young 
people.43 It should be noted that there should be adequate provision of refuges for 
men who are victims of domestic abuse in all its forms.

1.10.8.7
The Domestic Violence Act 2018 implemented the terms of the Istanbul Convention 
in Ireland with ratification of the Convention occurring on March 8th, 2019. This 
legislation created the offence of coercive control in Ireland. Any discussion on 
domestic abuse in this jurisdiction now automatically encompasses that offence. 
Ireland is one of a small number of jurisdictions (Tasmania, Scotland, Northern 
Ireland and England) that have chosen to incorporate coercive control as a criminal 
offence into its legal system.44

1.10.9 What is ‘Coercive Control’?

1.10.9.1 
Coercive control refers to a pattern of controlling behaviours that creates an unequal 
power dynamic in a relationship that has elements of violence, intimidation, 
isolation, and control. These behaviours give the perpetrator power over their 
partner, making it difficult for them to leave. The concept of coercive control is one 
that is especially associated with Evan Stark45 and his pioneering work in the field 
of domestic violence and the concept of coercive control. Founder of one of the first 
women’s shelters in America, Stark has researched the field of coercive control 
for decades with his findings showing that domestic violence is neither primarily 
domestic nor necessarily violent, but rather a pattern of continuous controlling 
behaviours  operating in a myriad of ways in women’s and men’s lives daily. It has 
been described as: 
 

‘a type of cage’ [and] …[a] form of subjugation that more closely resembles 
kidnapping or indentured servitude than assault… coercive control [can] 
..extend … dominance over time and through social space in ways that subvert 
.. autonomy, isolate … and infiltrate the most intimate corners of their lives...The 
coercive control model Stark develops resolves three of the most perplexing 
challenges posed by abuse: why these relationships endure, why abused women 

42 ibid.
43 ibid.
44  E. Stark and M. Hester, ‘Coercive Control: Update and Review’ (2019) Violence Against Women 

25(1) pp.81-104.
45  Stark, E., Coercive control: How men entrap women in personal life (Oxford University Press 

2007). 
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develop a profile of problems seen among no other group of assault victims, 
and why the legal system has failed to win them justice. Elevating coercive 
control from a second-class misdemeanour to a human rights violation, Stark 
explains why law, policy, and advocacy must shift their focus to emphasize 
how coercive control jeopardizes women’s freedom in everyday life. (PsycINFO 
Database Record (c) 2019 APA, all rights reserved).46

1.10.9.2
Pitman describes coercive control as a web or trap in Living with Coercive Control: 
Trapped within a Complex Web of Double Standards, Double Binds and Boundary Violations. 
When referencing the testimony of the victims of coercive control that she  
interviewed for this research, their lived experiences demonstrated 

‘… how the entitled, superior and adversarial attitudinal style of their partners 
entrapped them within a web of double standards, double binds and boundary 
violations, denying them equality, autonomy or agency…’ 47

1.10.9.3
It has been suggested that while intimate partner violence has long been seen 
through the lens of coercive control, it has only been in recent years that efforts 
have been made to recognise coercive control within the legal context.48  The 
criminalisation of coercive control has been welcomed as a positive development 
in combatting intimate partner violence because it creates an offence aimed at 
tackling the abuse of power and control in a relationship setting.49  

1.10.9.4
In Ireland, section 39 of the Domestic Violence Act 2018 introduces the offence of 
coercive control. A person commits this offence where: 

a) he or she knowingly and persistently engages in behaviour that is 
controlling or coercive,

b) has a serious effect on a relevant person, and 

c) a reasonable person would consider likely to have a serious effect on a 
relevant person

1.10.9.5
This offence recognises the effect of non-violent control in an intimate relationship. 
The legislation explains that behaviour has a serious effect if the relevant person 

46  ibid. 
47  Pitman T, ‘Living with Coercive Control: Trapped within a Complex Web of Double Standards, 

Double Binds and Boundary Violations’ (March 2016) British Journal of Social Work 47(1).
48  S. Walklate and K. Fitz-Gibbon, ‘The Criminalisation of Coercive Control: The Power of the Law?’ 

(2019) International Journal for Crime, Justice and Social Democracy 8(4) pp.94-108. 
49  V. Bettinson and J. Robson, ‘Prosecuting coercive control: reforming storytelling in the 

courtroom’ (2020) The Criminal Law Review 12 pp.1107-1126.  
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fears that violence will be used against them or if it causes serious alarm or distress 
that has a substantial adverse impact on usual day to day activities. 

1.10.9.6
This new law makes coercive control more serious precisely because it relates to 
tactics used by an intimate partner – a spouse, non-spouse or civil partner – now or 
in the past. It is also not a requirement to be in a sexual relationship for a partner to 
be an intimate partner. Because the first point of disclosure of coercive control is a 
critical point for a victim, there is a need for greater education initiatives targeted 
at professional service providers to assist with identifying such behaviour and to 
ensure that victims are not failed when they first report coercive control. An example 
of good educational practice is a course entitled: ‘Reflecting on and Responding 
to Domestic Abuse and Coercive Control’  which was developed as a partnership 
between Haven Horizons and Limerick Institute of Technology (LIT).50

1.10.9.7
It has also been suggested that victims of domestic violence who come from 
indigenous or marginalised backgrounds have heightened anxieties and fears that 
there may be issues with the investigation of such crimes in their own cultural 
backgrounds. This means that there may be the potential for some people to fall 
through the cracks in the system.51 In addition to this, some have suggested that 
male victims of coercive controlling behaviours are too at risk of being failed due to 
certain stigmatization around male domestic violence.52  

Statistics regarding the successful recent prosecution of the offence of coercive 
control are profiled in Chapter 2 of this Report. Katie Dawson, a barrister and 
member of the Family Lawyers Association in a radio interview after the first jury 
conviction for coercive control in Ireland stated that these convictions: 

1.10.9.8
‘… [send a] message to perpetrators of domestic violence that there are 
consequences to their behaviour… The difficulty is that in terms of coercive 

50  Haven Horizons and Limerick Institute of Technology, ‘Reflecting on and Responding to 
Domestic Abuse and Coercive Control’ (Limerick Institute of Technology, 2022) Available at: 
https://lit.ie/en-IE/Courses/Certificate-in-Reflecting-on-and-Responding-to-Dom (Accessed 21 
February 2022).

51  Law Society Family and Child Law Conference, ‘Coercive control law is a ‘great gift’ to 
advocates’ (The Law Society Gazette, 30 November 2020) Available at: https://www.lawsociety.
ie/gazette/top-stories/coercive-control-law-a-great-gift-to-domestic-violence-advocates/ 
(Accessed 21 February 2022).

52  S. Harrington, ‘Men are not the only abusers in the home’ (The Irish Examiner 4, March 2019) 
Available at: https://www.irishexaminer.com/opinion/columnists/arid-30908354.html 
(Accessed 21 February 2022).



31

C
H

A
PTER

 1:  IN
TR

O
D

U
C

TIO
N

 

control, it’s just more difficult to prove because often the warning signs in 
terms of coercive control aren’t the obvious signs’.53

1.10.10  What is Gaslighting in the context of Coercive Control  
and Domestic Violence?

1.10.10.1
Closely associated with coercive control is a concept referred to as ‘gaslighting’ 
which has been defined as: 

‘a type of psychological abuse aimed at making victims seem or feel ‘crazy’54

1.10.10.2
The author of The Sociology of Gaslighting American Sociological Review (2019)55 

presents gaslighting as a sociological rather than a psychological phenomenon 
developing a theory that: 

‘…gaslighting is consequential when perpetrators mobilize gender-based 
stereotypes and structural and institutional inequalities against victims to 
manipulate their realities… [and] …mobilize vulnerabilities related to race, 
nationality, and sexuality;…to erode their realities…’

 

1.10.10.3
Gaslighting has been criminalised within domestic violence law dealing with 
coercive control in the UK since 2015. In 2015, Section 76 of their Serious Crime 
Act creates an offence of ‘Controlling or coercive behaviour in an intimate or family 
relationship’.56 Given the similarity of legal structures in their jurisdiction to Ireland’s, 
and in circumstances where Ireland has just recently commenced the prosecution 
of this offence, it is instructive to consider elements of that UK system.

1.10.10.4
The UK Crown Prosecution Service have created legal guidance for prosecutors of 
the offence of coercive control to include gaslighting.57 It described the ‘substantial 
adverse effect on the victim’s usual day-to-day activities’ as including, but not 
limited to:

53  M. Maloney, ‘Coercive control conviction described as a ‘landmark’ decision which brings 
hope to survivors’ (Newstalk, 15 November 2020) Available at: https://www.newstalk.com/
news/coercive-control-conviction-described-as-landmark-decision-which-brings-hope-to-
survivors-1106193 (Accessed 21 February 2022).

54  Sweet, P.L., ‘The Sociology of Gaslighting’ (2019) American Sociological Review Vol 84(5) 851-875 
p.1.

55  ibid.
56 Serious Crime Act 2015 (UK), Section 76.
57  Crown Prosecution Service, ‘Controlling or Coercive Behaviour in an Intimate or Family 

Relationship: Legal Guidance, Domestic abuse’ (2022) Available at: https://www.cps.gov.uk/
legal-guidance/controlling-or-coercive-behaviour-intimate-or-family-relationship (Accessed 
21 February 2022).

https://www.newstalk.com/news/coercive-control-conviction-described-as-landmark-decision-which-brings-hope-to-survivors-1106193
https://www.newstalk.com/news/coercive-control-conviction-described-as-landmark-decision-which-brings-hope-to-survivors-1106193
https://www.newstalk.com/news/coercive-control-conviction-described-as-landmark-decision-which-brings-hope-to-survivors-1106193
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• ‘Stopping or changing the way someone socialises;
• Physical or mental health deterioration;
• A change in routine at home including those associated with mealtimes or 

household chores;
• Attendance record at school;
• Putting in place measures at home to safeguard themselves or their 

children;
• Changes to work patterns, employment status or routes to work.’58

1.10.10.5
The resource Safeguarding Hub Gaslighting – a basic guide59 states that: 

‘The aim of the abuser is to gain complete power and control over the victim’s 
emotions and thoughts.  To achieve this, they will subtlety erode the victim’s 
self-esteem by making them doubt their own thoughts and feelings until 
they become utterly dependent on the abuser. Many examples mirror the 
‘Narcissistic Cycle of Abuse’, of which there are three stages – idealisation, 
devaluation and discard’.60

1.10.10.6
This guide goes on to describe the types of coercive control tactics the perpetrator 
might use stating that 

‘…they will tend to be subtle, insidious and constant. … can include:

• seclusion – isolating the victim from their friends and family.
• questioning and ridiculing the victim’s memory.
• accusing the victim of lying or fabrication.
• reneging on, or simply denying previously made promises or something 

they have said.
• withholding information from the victim.
• misdirecting the victim to do something, then questioning the victim’s 

actions.
• persistent denial – denying a previous incident or conversation took place.
• constantly contradicting or discounting information that comes from the 

victim.
• belittling the victim’s worth., making them seem unimportant and treating 

them as inferior.
• trivialising and ridiculing the victim’s thoughts or feelings.
• withdrawing affection and/or physical intimacy.
• blatant and constant lying.

58 ibid.
59  Safeguarding Hub, ‘Gaslighting – A basic guide’ (2019) Available at:  https://safeguardinghub.

co.uk/gaslighting-a-basic-guide/ (Accessed 21 February 2022).
60  ibid.
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• blaming – accusing the victim of messing up, failing them, not caring 
about the abuser, making the victim feel inadequate and feel like they have 
failed.

• put downs – comments that they can easily find someone else, that the 
victim can be replaced by someone more attractive or who isn’t ‘useless” 
like the victim.

• silent and sulky treatment – ignoring the victim for days and giving them 
the cold shoulder, often over something trivial. Putting the victim through 
a guilt trip.

• dismissive language – such as ‘you’re mad, ‘you’re paranoid’, ‘you’re 
hysterical’, ‘don’t be so sensitive’, ‘can’t you take a joke’, ‘don’t be so 
dramatic’, or ‘you are imagining things’.

• creating inexplicable incidents to either blame the victim or so that they 
doubt themselves.

• verbal abuse.
• manipulate and mould the way the victim looks, dresses and acts.
• monitoring and surveillance.61

1.10.10.7
The impact on the victim’s behaviour is described as follows:

• ‘they may constantly second-guess themselves;
• act confused, disoriented and behaviour might be erratic;
• constantly apologetic to the abuse;
• constantly questioning their worth;
• makes excuses for the abuser’s behaviour to friends and family;
• loss of confidence;
• Eventually the victim may experience, anxiety, low self-esteem, trauma and 

depression.’62

1.10.10.8
In a Domestic Homicide Review by Community Safety Partnership Epping Forest 
District63 it stated about the anonymised parties that:  

‘Friends and family described Susan as a worrier who could often become 
anxious. However, no friend or relative ever considered Susan to be at risk in her 
personal life. Family members have since reflected on the relationship Susan 
had with Peter and  believe that he was controlling Susan throughout their 
relationship and that Peter was not happy unless he had Susan’s full attention 
and that she was doing what he believed [were] his priorities. They reflected 
that these observations are in hindsight and at the time of their relationship, 
they believed that Peter was ‘selfish’ and ‘spoilt’ but that they did not have any 

61  ibid.
62 ibid.
63  Gilbert, J., ‘Report of the Domestic Homicide Review Panel into the death of Susan’ (Community 

Safety Partnership Epping Forest District 2018) Available at: https://setdab.org/wp-content/
uploads/2018/12/Epping-Forest-DHR-Family-perspective-1.pdf (Accessed 21 February 2022).
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concerns in relation to Susan’s wellbeing. Susan had  kept written notes of 
her relationship with Peter which indicated her concerns about his potential 
adultery. However, she felt that she should do nothing that might bring the 
relationship to an end, despite the fact that the stresses in their relationship 
were, in her opinion, of his making, not hers.64

 The family describe Peter as being controlling and that he would try and get 
Susan to do things his way. They described instances when Peter would come 
home deliberately late if he knew that Susan was going out and that he would 
deliberately make things difficult for her… Family members were not aware of 
any incidents of violence towards Susan, however they did quote an occasion 
where Peter deliberately made Susan fear for her life i.e. driving up the motorway 
at 100 MPH eating and drinking. Family felt that Peter used instances like this 
as a controlling mechanism’.65

1.10.10.9
It is reiterated that the backdrop to any assessment of domestic homicide and 
familicide must be domestic abuse in all its forms, to include coercive control and 
gaslighting.

1.10.11  What is Familicide? A Brief Review of Research Literature

1.10.11.1
The Introduction to the Terms of Reference to this Study describes the concept of 
familicide as follows:

‘Familicide, where a perpetrator murders a number of close family members 
in quick succession and may also commit suicide is relatively rare in Ireland. 
When familicide does occur, this harrowing crime is devastating for survivors 
and can surface complex issues, including those of a practical nature, for all the 
parties concerned.’

1.10.11.2
The purpose of this section of the Report is to explore the meaning of familicide 
as presented in international literature and to comment on its prevalence and to 
identify any possible warning signs to prevent such events occurring. 

1.10.11.3
It  has been suggested that familicide is an evolving concept which crosses culture, 
race and ethnicity.66  The term familicide is used to describe a variety of different 

64  ibid, p12-13
65 ibid, p14
66  Sachmann, M., & Harris Johnson, C. M., ‘The Relevance of Long-Term Antecedents in Assessing 

the Risk of Familicide-Suicide Following Separation’ (2014) Child abuse review 23(2) pp.130-141.
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types of intrafamilial homicides.67  Intrafamilial homicide has been used to describe 
murder-suicide within the nuclear family, that is, where the spouse and child(ren) 
are killed and the perpetrator then takes their own life, but the perpetrator may 
not always attempt or complete suicide.  Media reports can reflect this complexity 
when reporting murder-suicide and can sometimes include parricide, killing of 
one’s parents; uxoricide, killing of one’s wife; matricide, killing of one’s husband; 
and fratricide/sororicide, killing of one’s sibling/s. The term ‘family annihilation’ has 
been used in conjunction with the terms familicide and intrafamilial homicide.68   

1.10.11.4
Due to the intimate relationship between the perpetrator and victims, and given 
the motives underlying these crimes familicide stands apart from other forms of 
homicide:

“…familicide incorporates the triple taboos of murder, suicide and child killing, 
and has always presented a puzzle to researchers attempting to understand 
the offence, and to practitioners attempting to assess risk with a view to 
prevention’.69

1.10.11.5
Familicide has been defined in this Study as: 

‘…a multiple-victim homicide incident in which the killer’s spouse or ex-spouse 
and one or more children are slain’.70

1.10.11.6
This classification was used in a 2019 systematic review of the literature on 
familicide which concludes that there is no consistent definition of familicide 
which can result in a range of phenomena being wrongly investigated under the 
familicide label.71  It suggests that the dearth of research on familicide is due to 
inconsistencies in defining familicide, deciding who is counted, the low incidence of 
the crime and the confidentiality surrounding legal and health documents.  

1.10.11.7
The wider societal impact of familicide is identified:

‘Intrafamilial multiple homicides, such as familicides, have devastating 
consequences not only for those directly involved and for individuals close 

67  Karlsson, L. C. et al, ‘Familicide: A systematic literature review’ (2021) Trauma, Violence, & 
Abuse 22(1) pp.83-98.

68  Dietz P.E., ‘Mass, serial and sensational murders’ (1996) Bulletin of the New York Academy of 
Medicine 62 pp.477–491.

69 UNODC, ‘Global Study on Homicide, Killing of Children and Young Adults’ (2019) 28
70  Wilson, M., Daly, M., & Daniele, A., ‘Familicide: The killing of spouse and children’ (1995) 

Aggressive Behavior 21(4) pp.275-291.  
71  Karlsson, L. C. et al, ‘Familicide: A systematic literature review’ (2021) Trauma, Violence, & 

Abuse 22(1) pp.83-98. 
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to the perpetrator and the victims but also for surrounding communities as 
familicides often give rise to national media attention and public concern.’72

1.10.11.8
The 2019 review included 67 studies from 18 countries on familicides, in which 
an offender killed or attempted to kill their current or former spouse/intimate 
partner and one or more of their biological children or stepchildren. Eight studies 
investigated familicide specifically, while the remaining studies reported on 
familicide cases as a subsample. Familicides were almost exclusively committed by 
men and about half of the familicide cases led to the suicide of the offender. Mental 
health issues, relationship and financial difficulties were prevalent. It concluded 
that future research should further investigate typologies of familicide and examine 
the relevant risk factors. 

1.10.11.9
The 2019 review refers to the limitations of two previous literature reviews. The 
first of these from 201473 focused on why children become victims in familicide 
incidents and explored underlying factors of familicides that are of relevance 
when developing preventive strategies and improving assessment and treatment 
options for surviving and at-risk victims and perpetrators. The second review was a 
systematic review from 201774 which analysed the background factors of familicide 
cases in Western countries. The searches revealed 4139 references from the 
databases. The references were filtered and 32 peer-reviewed research articles from 
years 2004–2014 were selected as data. The articles were analysed using inductive 
content analysis, by finding all possible background factors related to homicide.  
They concluded that psychological instability, violence and crime were found in all 
these categories of familicides. When compared with other categories of familicide 
perpetrators, those involved in murder-suicide cases demonstrated evidence of 
a high level of diagnoses of depression, a low level of engagement with treatment 
for mental health problems and very little evidence of a history of violence and 
self-destructiveness in their family background.  It recommended that social and 
healthcare professionals should be more sensitive to emerging family problems and 
be prepared for intervention.

1.10.11.10
The dearth of statistical data on familicide reflects the complexities of definition 
and the consequential difficulties in determining the prevalence of this crime. It is 
useful to look at data on intimate partner homicide, because in all familicide cases 
there is an intimate partner relationship (current or former).  The UNODC, Global 

72 ibid, p.84
73  Mailloux, S., ‘Fatal families: Why children are killed in familicide occurrences’ (2014) Journal of 

Family Violence 29(8) pp.921-926
74  Aho, A. L., Remahl, A., & Paavilainen, E., ‘Homicide in the western family and background factors 

of a perpetrator’ (2017) Scandinavian journal of public health 45(5) pp.555-568.
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Study on Homicide: Gender-related Killing of Women and Girls (2019) reflects the 
complexity of the issue under study. It states:

‘This study offers particular insights into the gender-related killing of women 
and girls. ‘Femicide’ represents just a small percentage of the overall number 
of homicides, but our analysis indicates that the drivers of this type of lethal 
violence require tailored responses. Killings carried out by intimate partners are 
rarely spontaneous or random, and should be examined as an extreme act on a 
continuum of gender related violence that remains underreported and too often 
ignored.’75

1.10.11.11
The UN document refers to ‘intentional homicide’ as the ultimate crime as it affect 
the victim’s family and wider community who it describes as ‘secondary victims’. 
The UN report records 87,000 women and girls were intentionally killed in 2017, a 
decrease from 2012. The percentage of women killed by intimate partners or other 
family members increased from 47 per cent of all female homicide victims in 2012 
to 58 per cent in 2017, and the overall number who lost their lives to this type of 
homicide rose from 48,000 victims in 2012 to 50,000 in 2017. The conclusion from 
that data was that the home remains the most dangerous place for women.76  

1.10.11.12
However, in cases of murders in the domestic sphere, not all victims are female. 
Women can be perpetrators too and child victims are not all girls but again there is 
a paucity of evidence to illuminate this. Nevertheless, what is clear is that ‘the core 
element of intentional homicide is the complete liability of the perpetrator.’77  

1.10.11.13
Looking specifically at studies on the prevalence of familicides requires caution 
as the limited number of studies may include different definitions and numbers 
of deaths and may use a range of sources of data. The most important finding is 
perhaps that there is a need for an international study, using a rigorous method to 
explore the prevalence of familicide worldwide. The most comprehensive studies of 
familicide are the previously mentioned systematic reviews and their findings are 
discussed here, together with two more recent studies which focused on familicide 
in Switzerland78 , Italy79  and Australia.80

75  UNODC, Global Study on Homicide: Gender-related Killing of Women and Girls (2019) p. 1
76 ibid, p. 14.
77 ibid, p. 7.
78  Ilic, A., & Frei, A., ‘Mass murder and consecutive suicide in Switzerland: A comparative analysis’ 

(2019) Journal of Threat Assessment and Management 6(1) 23.
79  Tosini, D., ‘Familicide in Italy: An exploratory study of cases involving male perpetrators (1992-

2015)’ (2020) Journal of interpersonal violence 35(21-22) pp.4814-4841
80  Cullen, D., & Fritzon, K., ‘A typology of familicide perpetrators in Australia’ (2019) Psychiatry, 

Psychology, and Law 26(6) pp.970-988. 
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1.10.11.14 
Returning to the 2019 systematic review mentioned earlier,81 as it is the most 
comprehensive and recent systematic review of research on familicide, having 
identified the limitations of the earlier reviews, it attempted to be as inclusive as 
possible, yet rigorous. The review focused on original studies that include cases of 
familicide defined as the killing of one’s current or former spouse/intimate partner 
and at least one child. A research paper article was deemed eligible for inclusion if 
it included a case/s of familicide, in which a person killed (or attempted to kill) his 
or her current or former spouse/intimate partner and at least one of their children 
(biological children or stepchildren of the offender). The papers had to fulfil the 
following criteria:  

1) State that their cases of familicide included partners and children as 
victims or refer to studies with this definition of familicide when they 
operationalized their concepts. 

2) Reported case-level or group-level data regarding the included familicide 
cases. 

3) Was published in a peer-reviewed journal. 
4) Was written in English. 

1.10.11.15
Criteria 4 immediately reduces access to findings from other studies written in 
languages other than the English language and thereby introduces limitations on 
this review.  

1.10.11.16
Of the 67 studies, 34% reported case-level data, while 66% reported group-level data. 
45% of studies were conducted in North America, 37% in European countries, 9% in 
Asian countries, 7% in Australia, and 1% in Fiji. In 49% of studies, data was collected 
nationwide, and regionally in 51% of studies. The years between 1985 and 2010 were 
the most covered ones in the data collections of the studies, with the peak in the 
beginning of the 21st century. One study had collected familicide cases as far back 
as 1935, while the most  recent study was in 2014. It is important to note that the 
specific aim was to investigate familicide in only 12% of the studies. 

1.10.11.17
In relation to prevalence, the review suggests that familicide appears to be a 
rare phenomenon worldwide, with annual incidence rates indicating about 1–2 
familicides per 10 million persons. It cites a Finnish study from 201282 which found 
a decrease in familicides over the previous 50 years. Between 1960 and 1974, an 
average of two children were killed in familicides each year, while between 2003 and 

81  Karlsson, L. C. et al, ‘Familicide: A systematic literature review’ (2021) Trauma, Violence, & 
Abuse 22(1) pp.83-98. 

82  Lehti, M., Kääriäinen, J., & Kivivuori, J., ‘The declining number of child homicides in Finland, 
1960-2009’ (2012) Homicide Studies 16(1) pp.3-22. 
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2009, the number was less than one per year. On the other hand, data from Belgium 
indicated that familicide–suicides were more frequent during the past decade than 
before.83 

1.10.11.18
The 2019 review indicated that familicide is almost exclusively a crime perpetrated 
by men, and the mean age of the offenders varies between 35 and 43 years of age. 
The male offender is often somewhat older than his spouse victim84 reflecting the 
general age differences between partners. In the offender samples included in 
the review, mental health illnesses/disorders, such as depression, psychosis or 
paranoia, personality disorder, obsessive behaviour, and substance abuse disorder, 
were prevalent but since no study reported population base rates, conclusions 
concerning the relevance of these mental health illnesses/disorders as risk factors 
cannot be drawn. Offenders had a history of domestic violence, but the range of 
prevalence varied greatly between studies, quoting a range of between 39% and 
92%.  Among the cases included in the studies in the review database, only one 
was reported as having occurred in a same-sex relationship. The mean ages of the 
adult victims in the original samples varied between 35 and 39 years of age, and 
the victims were most often married to the perpetrator. However, when rates are 
compared with the general population, the risk of becoming a victim of familicide is 
higher in couples who live together but who are not married.

1.10.11.19
In relation to child victims, the 2019 review indicated that group-level studies 
indicated no greater risk of male or female children becoming victims of familicide. 
The mean ages of the child victims varied between 7 and 12 years of age. In the 
group-level studies, up to 29% of the child victims were stepchildren. This was an 
interesting finding as the ratio of stepchildren victims in familicides to the general 
population suggests that step relationships are overrepresented in the familicide 
samples. The authors suggest that this finding is in line with research on parenting  
of stepchildren85 and research on the higher risk of becoming physically and 
sexually abused by a stepparent than by a biological parent.86

  

83  De Koning, E., & Piette, M. H., ‘A retrospective study of murder–suicide at the forensic institute 
of Ghent university, Belgium: 1935–2010’ (2014) Medicine, Science, and the Law 54(2) pp.88-98. 

84  See: Liem, M., & Pridemore, W. A., ‘Homicide in Europe’ (2014) European Journal of Criminology 
11(5) pp.527-529; and, Wilson, M., Daly, M., & Daniele, A., ‘Familicide: The killing of spouse and 
children’ (1995) Aggressive Behavior 21(4) pp.275-291.

85  See: Wilson, M., Daly, M., & Daniele, A., ‘Familicide: The killing of spouse and children’ (1995) 
Aggressive Behavior 21(4) pp.275-291; and, Wilson, M., & Daly, M., ‘Familicide: Uxoricide plus 
filicide?’ (1997) Lethal Violence pp.159-169.

86  See: Daly, M., & Wilson, M., ‘Child abuse and other risks of not living with both parents’ (1985) 
Ethology and sociobiology 6(4) pp.197-210; Hilton, N. Z., Harris, G. T., & Rice, M. E., ‘The step-
father effect in child abuse: Comparing discriminative parental solicitude and antisociality’ 
(2015) Psychology of Violence 5(1) 8; and, Archer, J., ‘Can evolutionary principles explain 
patterns of family violence?’ (2013) Psychological bulletin 139(2) 403.



40

C
H

A
PTER

 1:  IN
TR

O
D

U
C

TIO
N

 

1.10.11.20
Studies reviewed indicated that in most cases, the perpetrator shared a household 
with all the victims, and relationship problems, recent or pending separation, and 
financial difficulties are prevalent in the families. The authors describe the two 
distinct types of familicides that have been identified. They are associated with 
different sets of contextual factors. 

• The ‘despondent offender’ who kills the family out of what is classified as 
‘pseudo-altruistic’ motives.  

• The alternative is  referred to as ‘a hostile type’, more likely to be motivated 
by jealousy and revenge.  

1.10.11.21
The authors explain:

‘… both the despondent and the hostile offenders seem to possess a proprietary 
view of the family, but that they have different motives for the offence. The 
despondent offender might feel that the family will not be able to cope without 
him, while the hostile offender may act out of jealousy and feel that he can 
decide on the family’s fate. The lower rate of stepchildren among the victims 
of the despondent offender fits well with the evolutionary predictions of more 
altruistic behaviour toward genetic offspring …’ .87

1.10.11.22
In a 1975 study, two types of familicide: the ‘murder-by-proxy’ and ‘suicide-by-proxy” 
were presented.88 

1.10.11.23
Murder-by-proxy was viewed as applying in situations where the victims are chosen 
because they are identified as a primary target, namely the spouse. This occurs 
when a spouse/partner has threatened to leave the perpetrator. The children may be 
viewed as an extension of the parent and therefore murdered too. Suicide-by-proxy 
familicides, on the other hand, were triggered by a loss of job and/or continued 
periods of unemployment which amounted to guilty feelings about being unable to 
provide for their family. In this situation the perpetrator murders the entire family. 
It has been suggested that this is due to the perpetrator’s view that only they can 
provide for their family and that the victims rely on them alone.89   

87  Karlsson, L. C. et al, ‘Familicide: A systematic literature review’ (2021) Trauma, Violence, & 
Abuse 22(1) p.94.

88  Frazier, S. H., ‘Violence and social impact’ (1975) Research and the psychiatric patient, pp.191-
200.

89  P.M. Marzuk, K. Tardiff and C.S. Hirsch, ‘The Epidemiology of Murder-Suicide’ (1992) 267 The 
Journal of the American Medical Association pp.3179-3183. 
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1.10.11.24
A 2014 study90 based on a search of media databases proposed a taxonomy 
consisting of four types of ‘family annihilator’: 

• self-righteous;
• disappointed; 
• anomic; and, 
• paranoid. 

1.10.11.25
Self-righteous perpetrators perceived the  breakdown of the family unit as 
intolerable and were motivated to punish the instigators. These were like hostile, 
accusatory91 and livid coercive killers.92 Anomic perpetrators, analogous to 
despondent93 and civil reputable perpetrators,94  were those who were concerned 
with impending shame associated with economic failure, for example, bankruptcy 
and unemployment. Those classified as  ‘disappointed’ were associated with  a 
perception of  loss of control of the family and the act of killing was an attempt to 
regain control. Finally, paranoia was when the perpetrator perceived an external 
threat to the well-being of their children and the status of their families.

1.10.11.26
An Italian study95 published in 2020 adds to the literature on familicide. It presents 
results of an exploratory investigation into male-perpetrated familicides in Italy 
between 1992 and 2015. Incidents of familicide were collated from newspaper 
reports. Ninety cases were identified which resulted in 207 deaths. The profile of 
perpetrators shows that the median age was 46.8, while the age range was from 
25 to 76 and 73% of perpetrators had committed, or attempted to commit, suicide. 
The study concluded that while significant contributory roles were played by health 
disorders and financial worries, the cause of the primary emotional upset for the 
killers tended to be interpersonal conflicts involving their partners in 62% of cases.  

1.10.11.27
The study differentiates between six types of familicide based on the murderer’s 
homicidal motivations. Fifteen cases concerned the ‘doubly-protective familicide” 
(‘suicide-by-proxy”), characterized by the preservation of the family in the face of 

90  Yardley E., Wilson D., & Lynes A., ‘A taxonomy of male British family annihilators 1980–2012’ 
(2014) The Howard Journal of Criminal Justice 53 pp.117–140. 

91  Wilson, M., Daly, M., & Daniele, A., ‘Familicide: The killing of spouse and children’ (1995) 
Aggressive Behavior 21(4) pp.275-291  

92  Websdale N., Familicidal hearts: The emotional styles of 211 killers (Oxford University Press 
2010). 

93  Wilson, M., Daly, M., & Daniele, A., ‘Familicide: The killing of spouse and children’ (1995) 
Aggressive Behavior 21(4) pp.275-291 

94  Websdale N., Familicidal hearts: The emotional styles of 211 killers (Oxford University Press 
2010).

95  Tosini, D., ‘Familicide in Italy: An exploratory study of cases involving male perpetrators (1992-
2015)’ (2020) Journal of interpersonal violence 35(21-22) pp.4814-4841
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a presumed catastrophic event. Triggers included the killer’s financial distress, 
health troubles, or anxiety associated with other personal problems. Thirteen cases 
referred to ‘doubly-punitive familicide,” whose distinctive feature, in addition 
to punishing the partner because of her estrangement, her infidelity, or other 
disputes, is to directly involve the child(ren) in the punitive homicidal act. Twelve 
cases exemplified ‘indirectly-punitive familicide”(‘murder-by-proxy’), in which the 
victimized child(ren) is (are) killed as an extension of the partner. 

1.10.11.28
A Swiss study96 which aimed to  describe a complete national sample of familicides 
and compare them with other types of mass murders in the country over the same 
period, included all cases where there were three or more unlawful homicides in 
one event in Switzerland between 1972 and 2015. Cases were identified from court 
records and socio-demographic, criminological, and psychological variables were 
extracted. There were 20 familicides in the 43-year study, with 82 victims between 
them. Only one perpetrator was a woman. The mean age was 39.5 years and the 
age range was from 19–57 years. Most perpetrators were in employment. Only four 
perpetrators had a prior psychiatric history, while nine had a history of violent or 
intrusive behaviour, but a prior criminal conviction was rare. In all but one case there 
was evidence of psychosocial stressors; eight men were facing separation from a 
spouse. Just over half used guns. It should be noted that legal possession of guns 
is prevalent in Switzerland, where military service is mandatory. The main difference 
between the familicides and the other mass killers was the much higher rate of 
suicide among the familicides. The study concluded that familicides in Switzerland 
appear to be rare suicidal acts, generally carried out by previously successful and 
apparently stable middle-aged men often with an inconspicuous psychiatric history 
or criminal record. It suggests that it is  likely that: 

‘…competent men involved may be good at covering their intent even from 
themselves’.97

1.10.11.29
A 2019 Australian study98 employs an action systems framework combined with 
multivariate data analysis to test the hypothesis that different forms of familicide 
will reflect the four states an action system can take, namely: 

• Integrative, 
• Expressive, 
• Conservative and 
• Adaptive. 

96  Ilic, A., & Frei, A., ‘Mass murder and consecutive suicide in Switzerland: A comparative analysis’ 
(2019) Journal of Threat Assessment and Management 6(1) 23.

97  Frei, A., & Ilic, A., ‘Is familicide a distinct subtype of mass murder? evidence from a Swiss 
national cohort’ (2020) Criminal Behaviour and Mental Health 30(1) pp.28-37.  

98  Cullen, D. and Fritzon, K., ‘A Typology of Familicide Perpetrators in Australia’ (2019) Psychiatr 
Psychol Law 26(6) pp.970-988. 
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1.10.11.30
A multidimensional scaling analysis (MDS) was performed on 54 crime scene 
variables describing 104 cases of intra-familial homicide. The study identified 
male and female intra-familial homicide perpetrators in Australia from 1950 to 
the present. Further details on identified cases were then sought from official 
sources, for example the Coroners’ Courts, court transcripts, legal judgements, 
sentencing remarks and/or police files. Unofficial  sources were also examined, 
for example, the media. Descriptive analyses were performed for the total sample, 
with a smaller sample selected for more detailed analysis. The smaller sample 
consisted of cases where information could be triangulated from several sources. 
The larger sample consisted of 141 individuals who attempted or completed acts of 
familicide in Australia from 1950 to 2019. Men made up 71.6% of these cases while 
women comprised 28.4%. In one case, the gender of the perpetrator was unknown. 
Male perpetrators ranged in age from 22 to 79 years, median age 38,  while female 
perpetrators ranged in age from 22 to 51 years, median age 35. 

1.10.11.31
The analysis identified  four distinct modes of functioning among perpetrators, each 
with characteristics:

• ‘The Expressive and Integrative modes were associated with Cluster B 
personality traits, and criminal and substance use histories. (Cluster B 
personality disorders are characterized by dramatic, overly emotional or 
unpredictable thinking or behaviour. They include antisocial personality 
disorder, borderline personality disorder, histrionic personality disorder 
and narcissistic personality disorder).99 

• The Adaptive mode was associated with trauma histories, mood disorders, 
and personality disorder traits. 

• The Conservative mode was associated with trauma histories and 
psychotic disorders. The review suggests that this has implications for risk 
assessment and intervention.’100

1.10.11.32
The authors conclude that while the study had limitations due to its relatively 
small sample and the lack of a comparison group in precluded the emergence of 
predictors of fatal violence, it nevertheless had value. 

1.10.11.33
What emerges from this review of some of the complex literature on familicide 
is that it is difficult to draw conclusions as the definitions used vary, as does 
the context and methodologies employed.  However, it would suggest that there 

99  Mayo Foundation for Medical Education and Research, ‘Personality Disorders’ (2022) Available 
at: https://www.mayoclinic.org/diseases-conditions/personality-disorders/symptoms-
causes/syc-20354463 [Accessed 21 February 2022].

100  Cullen, D. and Fritzon, K., ‘A Typology of Familicide Perpetrators in Australia’ (2019) Psychiatr 
Psychol Law 26(6) pp.970-988.
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is  a need for research into familicides on a national level, using the definition of 
familicide that has been chosen by this Study i.e., familicide is:

‘…a multiple-victim homicide incident in which the killer’s spouse/partner or ex-
spouse/partner and one or more children are slain’.

1.10.11.34
Thus, the proposed introduction of Domestic and Family Violence Death Reviews 
for Ireland as discussed and recommended at Chapter 4 of this Report, is a useful 
starting point. The level of detail achieved from such reviews, will be a source of data 
for comparing familicides in this jurisdiction and for identifying patterns which may 
help in risk assessment and prevention. 

1.10.12 Future Developments

1.10.12.1
In conclusion, although domestic violence is a violation of criminal law and 
internationally recognised human rights, its analysis from this perspective is a 
recent phenomenon. However, recent decades have seen swift development of 
global understanding of State obligations to protect victims of violence, and to 
provide access to justice where violence does occur. This work is in large part due 
to the efforts of women’s organisations working in concert on the global, regional, 
national and community levels.

1.10.12.2
Through its ratification of the Convention on the Elimination of All Forms of 
Discrimination Against Women, the European Convention on Human Rights, the 
Istanbul Convention and other relevant treaties, Ireland has taken important steps 
in ensuring it is accountable to victims of domestic violence. However, gaps remain, 
and some of these have been highlighted recently by the UN Committee on the 
Elimination of All Forms of Discrimination Against Women, and the Irish Human 
Rights and Equality Commission.101

1.10.12.3
In advance of future reviews of its human rights record, Ireland has an opportunity 
to strengthen systems that prevent domestic violence, and by extension its most 
extreme forms: domestic homicide and familicide. While signing up to these 
human rights mechanisms and making changes to legislation, policy and practice 
demonstrates an important willingness to be accountable, it is through follow-up, 
and implementation of vital recommendations, that the State ultimately delivers on 
its obligations to victims. 

101  Irish Human Rights and Equality Commission, ‘UN Publishes Assessment of Ireland’s 
Women’s Rights and Equality Record’ (2017) Available at: https://www.ihrec.ie/un-publishes-
assessment-irelands-womens-rights-equality-record/ (Accessed 21 February 2022). 
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2.1 Introduction 

2.1.1 
The need for robust evidence in the form of reliable data collection and analysis is 
an accepted norm in any policy area that aims to be effective in reflecting on what 
works and what can work better.  The United Nations states that: 

‘Official statistics provide an indispensable element in the information 
system of a democratic society, serving the Government, the economy and the 
public with data about the economic, demographic, social and environmental 
situation. To this end, official statistics that meet the test of practical utility are 
to be compiled and made available on an impartial basis by official statistical 
agencies to honour citizens’ entitlement to public information.’1

2.1.2 
In Ireland, in 2013, Professor Frances Ruane, who was then the Director of the 
Economic and Social Research Institute (ESRI), noted that calls for more open and 
transparent Government means that ministers and policy makers need supporting 
evidence when proposing policy changes. She argues that all Irish administrative 
data must make systematic use of unique identifiers ‘that is, a unique code for each 
individual ….in recording engagements.’2

2.1.3 
Professor Mary Rogan has written that Ireland’s criminal justice policy is often 
criticised for lacking a robust and easily accessible evidence base, which she 
argues is necessary ‘to be effective, economical and responsive to need.’3  This view 
is shared by the Central Statistics Office (CSO), which states that the collection of 
good quality data is an imperative to facilitate evidence-based policy making as well 
as to inform public interest, debate and academic research.4

2.1.4 
Phase One Team Members of this Study, when considering the Terms of Reference 
(ToR), requested that the Study consider various pieces of legislation and policies 
to ‘provide for enhanced information and supportive arrangements ..’, immediately 
focused on locating reliable data on domestic violence in Ireland and, specifically, 

1    United Nations General Assembly, Fundamental Principles of Official Statistics Principle 1 
(2014) p.1.

2   Ruane, F., ‘National Data Infrastructure’ (Eolas Magazine April 2013) Available at: https://www.
eolasmagazine.ie/national-data-infrastructure/ (Accessed 21 February 2022).

3    Rogan, M., ‘Improving Criminal Justice Data and Policy’ (2012) Economic and Social Review, 
43(2) p. 303..

4    Central Statistics Office (CSO), Review of the Quality of Recorded Crime Statistics Based on 
2017 data provided by An Garda Síochána (2018) p.5.



48

C
H

A
PTER

 2
: D

ATA C
O

LLEC
TIO

N
 AN

D
 PR

EVALEN
C

E O
F D

O
M

ESTIC
 H

O
M

IC
ID

E AN
D

 FAM
ILIC

ID
E IN

 IR
ELAN

D
 

evidence of the incidence of familicide and domestic homicide. It became 
immediately apparent that there was a dearth of such data. 

2.1.5 
Consequently, it was decided during Phase One of the Study that the Study Team 
should gather whatever data was available in the public domain to provide the 
enhanced information requested. Towards the end of the Study some Office of the 
State Pathologist (OSP) data became available, which augmented the evidence 
presented in this Chapter. 

2.1.6 
In the first part of this Chapter, recent history of data collection in Ireland’s justice 
system is considered. This section will conclude by outlining current plans for 
reform, driven by the Department of Justice, the Central Statistics Office, An Garda 
Síochána, and others.

2.1.7 
Later consideration will be given to the requirement for an evidence base for 
familicide and domestic homicide review in Ireland. Analysis will be presented on 
the dataset built by the Study Team from public-domain data gathered during Phase 
One of the Study and on a dataset received during Phase Two from the Office of the 
State Pathologist (the OSP dataset). 
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2.2  Data Collection in the Criminal and Civil 
Justice Systems and by Others

2.2.1 Crime Incident Recording

‘Data about criminal activities - by definition - are not easy to collect and the 
actual extent of crime in a society is hard to measure and difficult to estimate.’5

2.2.1.1 
At European level, statistics produced ‘are based on each country’s records 
made for law enforcement, investigation, prosecution, court cases, and prison 
administration.’6 As each country gathers its own basic data in different ways, 
statistics vary across Member States. It is therefore not possible to usefully 
compare crime and criminal justice statistics across the EU. 

2.2.1.2 
In Ireland, data is collected at different stages of the criminal justice system in 
different ways, by An Garda Síochána (AGS), the Office of the Director of Public 
Prosecutions (DPP), the Courts Service, the Irish Prison Service (IPS) and the 
Probation Service. They individually produce statistics in their annual reports. The 
desired harmonisation of those data collation processes within a Criminal Justice 
Operational Hub (CJOH) has been contemplated for many years and is discussed 
below. 

2.2.2 Review of data collation by An Garda Síochána

2.2.2.1 
An Garda Síochána is the gatekeeper of statistical collation as the first actor in the 
criminal justice process. AGS has a central database called PULSE (Police Using 
Leading Systems Effectively) to record details of crime incidents. PULSE records are 
collated in three different ways: 

• In most cases, data will be logged through the Garda Information Services 
Centre (GISC) when a Garda at a crime scene or a Garda taking a complaint 
will phone GISC, conveying relevant information. 

5  Eurostat, Crime and Criminal Justice Statistics - Methodological guide for users (2017) p.3. 
6   Eurostat, ‘Methodology’ (European Commission 2018) Available at: https://ec.europa.eu/

eurostat/web/crime/methodology (Accessed 21 February 2022).
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• A Computer Aided Dispatch (CAD) System sends a summary of all 
crime-related details to PULSE that includes the descriptive information 
communicated during an emergency 999 call. 

• An individual Garda can create the data instance on PULSE.7

2.2.2.2 
The system of crime recording at An Garda Síochána level has been the subject of 
many reviews and reports, including the Garda Inspectorate Report 2014,8 various 
Central Statistics Office reports from 2015 to date,9 the Future of Policing in Ireland 
Report,10  An Garda Síochána Internal Garda Homicide Investigation Review Team 
(HIRT) Report 2019,11 and Policing Authority commentary on HIRT 2019.12

2.2.2.3 
The Garda Inspectorate acknowledged that An Garda Síochána is just one element 
of the Criminal Justice System (CJS) and that ‘[p]roblems regarding the reporting, 
recording, classifying and detecting of crime have been reported in other police 
services’.13  The then Chief Inspector, Robert K. Olson, noted that many suggested 
improvements in the process are ‘dependent on the acquisition of modern 
technology used by most police organisations.’ The CSO conducted a review on 
the findings of the Garda Inspectorate, suspending publication of Recorded Crime 
statistics for 2015 and published sequential reviews in 201514 and 2016.15 Separately 
the CSO had made several observations on the accuracy of PULSE records relating 
to homicides over a thirteen-year period from 2003 – 2016, which resulted in revised 
CSO Recorded Crime Statistics in 2017.16 Based on the 2017 AGS figures, the CSO 
decided to publish the Recorded Crime statistics as  ‘Statistics Under Reservation’. 
This signalled that they had ongoing concerns regarding the operational data 
processing that informed those statistics. In 2018, the CSO supplied AGS with a 
Quality Improvement Proposal.17  

7  An Garda Síochána, Guide to How Crime is Recorded and Counted (2020) p.9.   
8   Garda Inspectorate, Crime Investigation Report (October 2014).
9   Central Statistics Office, ‘Crime and Justice’ (2022) Available at: https://www.cso.ie/en/

statistics/crimeandjustice/ (Accessed 21 February 2022).
10   Commission on the Future of Policing, Key Recommendations and Principles (2018) Available 

at: http://www.policereform.ie/en/POLREF/Pages/PB18000006 (Accessed 21 February 2022).
11  The Garda Homicide Investigation Review Team (HIRT) Report (unpublished).
12   Policing Authority, Commentary in relation to the Garda Síochána Homicide Investigation 

Review Team Final Report (2019). 
13  Garda Inspectorate, Crime Investigation Report (October 2014) p.1.   
14   CSO, ‘Review of the Quality of Recorded Crime Statistics’ (2020) Available at: https://www.cso.

ie/en/statistics/crimeandjustice/reviewofthequalityofrecordedcrimestatistics/ (Accessed 21 
February 2022).

15   ibid.
16   CSO, ‘Recorded Crime Statistics Q4 2017’ (2017) Available at: https://www.cso.ie/en/

releasesandpublications/ep/p-rc/recordedcrimeq42017/ (Accessed 21 February 2022).
17   CSO, ‘Quality Improvement Proposal’ (2018) Available at: https://www.cso.ie/en/methods/

crime/methodologydocuments/qualityimprovementproposaljuly2018/ (Accessed 21 February 
2022). 



51

C
H

A
PTER

 2
: D

ATA C
O

LLEC
TIO

N
 AN

D
 PR

EVALEN
C

E O
F D

O
M

ESTIC
 H

O
M

IC
ID

E AN
D

 FAM
ILIC

ID
E IN

 IR
ELAN

D
 

 

2.2.2.4 
An Garda Síochána initiated an internal investigation into the classification of 41 
suspicious deaths in the period 2013 – 2016, internally publishing the final Garda 
Homicide Investigation Review Team (HIRT) Report in 2019. The outcomes of this 
report were the culmination of a detailed internal review of the classification and 
quality of investigation of homicides by An Garda Síochána. The report outlines a 
range of data quality issues and recommendations in respect of homicides.18 The 
Garda Homicide Investigation Review Team (HIRT) Report was an internal one and 
was therefore not available to the Study Team. The Policing Authority received the 
final report from An Garda Síochána entitled ‘Findings and Recommendations of the 
Homicide Investigation Review Team, Final Report dated 14th November 2019’ and it 
was discussed by the Authority with the Garda Commissioner at its meeting on 27 
November 2019, both in private and in public session. The Policing Authority Review 
from the same year19 remarked that it  ‘found a positive attitude to the review’ and 
confirmed that ‘there has been a considerable cultural shift in relation to PULSE 
data over the duration of the process’, including focused peer review training.

2.2.3 Recent Developments and Proposed Reforms in An Garda Síochána

2.2.3.1
A press statement from the Gardaí on 24 November 2020 indicated that it is 
‘progressing the roll-out of its Investigation Management System’. The objective is 
that there will be greater efficiency in the management and collation of information 
in investigations. The statement went on to say that:

‘An Garda Síochána absolutely recognises the importance of an outcome to a 
victim and confirms that, just because no proceedings commence, this does 
not mean that the crime did not occur or that the victim was not believed.  On 
the contrary there are many occasions where An Garda Síochána is satisfied 
that the culprit of the particular crime has been identified.’20

2.2.3.2 
The statement further encouraged reporting by all victims of crime, ‘especially 
sexual and domestic crime’, to An Garda Síochána. 

18  CSO, ‘Review of the Quality of Recorded Crime Statistics’ (2020) Available at: https://www.cso.
ie/en/statistics/crimeandjustice/reviewofthequalityofrecordedcrimestatistics/ (Accessed 21 
February 2022). 

19  Policing Authority, Commentary in relation to the Garda Síochána Homicide Investigation 
Review Team Final Report (2019).

20  An Garda Síochána, ‘Comment from An Garda Síochána on CSO Recorded Crime Detection 
2019’ (2020) Available at: https://www.garda.ie/en/about-us/our-departments/office-of-
corporate-communications/press-releases/2020/november/comment-from-an-garda-
siochana-on-cso-recorded-crime-detection-2019.html (Accessed 21 February 2022).
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2.2.3.3 
Every month, the Garda Commissioner reports to the Policing Authority21 on progress 
on a range of areas including Information and Communication Technology (ICT), An 
Garda Síochána’s Modernisation and Renewal Programme (2016-2021) and crime 
trends and operational successes. There are also monthly meetings with the CSO. In 
January 2021, the Commissioner confirmed that in addition to detection reporting, 
the collection and reporting of data referable to investigation performance is a 
priority. A further priority is the planned recording of victim-offender relationships.  
It was further confirmed by the Commissioner that An Garda Síochána has hired 
a data architect to establish and lead a data engineering function that will further 
improve data management and the suitability of internal and external data sources 
for analysis. 

2.2.4 Other Criminal Justice Sector Datasets

2.2.4.1 
The following criminal justice agencies publish detailed statistical analysis, tailored 
for their specific outputs, in their annual reports: the Office of the Director of 
Public Prosecutions (DPP);22 the Courts Service;23 the Irish Prison Service;24 and the 
Probation Service.25 

2.2.4.2 
Affirming the different data collection methods of individual actors in the Criminal 
Justice System, the DPP’s Annual Report 2019 states:

‘Caution should be exercised when comparing these statistics with statistics 
published by other organisations such as the Courts Service or An Garda 
Síochána. The statistics published here are based on our own classification 
and categorisation systems and may in some cases not be in line with the 
classification systems of other organisations.’26

2.2.4.3 
The Courts Service’s Annual Report extensively details the numbers of cases that 
come through the courts from the lower to the Superior Courts, indicating their 

21  Please see: Policing Authority, ‘Publications’ (2022) Available at:  https://www.
policingauthority.ie/en/publications (Accessed 21 February 2022).

22  Office of the Director of Public Prosecutions, ‘Annual Reports’ (2022) Available at: https://www.
dppireland.ie/publication-category/annual-reports/ (Accessed 21 February 2022).

23  Courts Service of Ireland, ‘Annual Report’ (2022) Available at: https://www.courts.ie/annual-
report (Accessed 21 February 2022).

24  Irish Prison Service, ‘Annual Reports’ (2022) Available at: https://www.irishprisons.ie/
information-centre/publications/annual-reports/ (Accessed 21 February 2022).

25  The Probation Service, ‘Publications’ (2022) Available at: http://www.probation.ie/EN/PB/
sectionpage?readform (Accessed 21 February 2022).

26 Office of the Director of Public Prosecutions, Annual Report 2019 (2020) p.13.
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pathways.27 Criminal matters, civil matters and family law cases are separately 
profiled. 

2.2.4.4
There is cross-agency cooperation between the Courts Service and An Garda 
Síochána insofar as District Court outcomes are recorded by the Courts Service 
and sent electronically to PULSE. However, outcomes from the Superior Courts are 
not transmitted in that manner, with that responsibility falling on the prosecuting 
Garda.  However, An Garda Síochána indicates28 that it aims to have electronic 
transfer of outcomes to PULSE apply across all court levels.

2.2.4.5
The Irish Prison Service statistical variables focus on the gender of the prisoners 
and the duration of the sentence in nine increments from less than 3 months up 
to a life sentence. The Probation Service focuses on the variables that profile the 
various clients they have who are subject to Supervision Orders, Community Service 
Orders, the Community Returns Scheme and a sentence of imprisonment. They also 
profile the age and gender of new court referrals, specific data on female offenders 
and their supervision, and data on young persons who offend. 

2.2.4.6 
There is cross-agency cooperation between the Irish Prison Service and the 
Probation Service when prisoners are being rehabilitated and reintegrated ‘in order 
to reduce re-offending and improve prisoner outcomes.’29

2.2.4.7
The CSO has also engaged in collaborations with the Irish Prison Service and the 
Probation Service in assessing recidivism data. Recidivism is discussed in the 
context of Bail in Chapter 7. 

2.2.5 Statistics on the Prevalence of Intimate Partner Violence in Ireland

2.2.5.1
As stated at the beginning of this section, there is a dearth of recorded crime 
statistics in Ireland. It is necessary for a report that is focused on the most extreme 
form of domestic violence to ascertain the prevalence of domestic violence itself. 

27   Courts Service of Ireland, ‘Annual Report’ (2022) Available at: https://www.courts.ie/annual-
report (Accessed 21 February 2022).

28  An Garda Síochána, Guide to How Crime is Recorded and Counted  (2020) p. 17.
29   Irish Prison Service, ‘Prisoner Services: Reintegration’ (2022) Available at: https://www.

irishprisons.ie/prisoner-services/reintegration/ (Accessed 21 February 2022). 
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2.2.5.2
Sexual offending is often an aspect of domestic violence and therefore regard ought 
to be had to data in that sphere, insofar as it is demonstrative of intimate partner 
violence (IPV) and coercive control, as contextualised in the Introduction of this 
Study. It is, however, outside of the Terms of Reference of this report to focus on a 
detailed analysis of Domestic, Sexual and Gender-based Violence (DSGBV).

2.2.5.3 
In a 2014 study entitled ‘Violence against women: An EU-wide survey,30 by the European 
Union Fundamental Rights Agency (FRA), it was reported that 14% of women in 
Ireland have experienced physical violence by a partner from age 15. 6% of Irish 
women have experienced sexual violence by a current or former partner and 
31% of women have experienced psychological violence by a partner. 12% of Irish 
respondents in the FRA study had experienced stalking (including cyber stalking). 

2.2.5.4
This FRA and other studies form the basis for Women’s Aid finding that 1 in 4 women 
have been subject to Domestic Violence: 

‘1 in 4 women in Ireland who have been in a relationship have been abused by 
a current or former partner. In 2019, there were 19,258 disclosures of domestic 
violence against women noted during 20,763 contacts with Women’s Aid Direct 
Services. There were 12,742 incidents of emotional abuse, 3,873 incidents of 
physical abuse and 2,034 incidents of financial abuse disclosed. In the same 
year, 609 incidents of sexual abuse were disclosed to our services including 
288 rapes.’31

2.2.5.5
The National Crime Council in association with the Economic and Social Research 
Institute (ESRI) published a report entitled Domestic Abuse of Women and Men 
in Ireland: Report on the National Study of Domestic Abuse32 where they made a 
distinction between prevalence in general and prevalence of severe abuse. They 
found that 1 in 7 women have experienced severe abusive behaviour of a physical, 
sexual or emotional nature from a partner at some time in their lives, compared to 
1 in 16 men. They went on to say that only a minority (one in five) had reported the 
behaviour to the Gardaí, however, and men were less likely than women to report (5 
per cent compared to 29 per cent of women among those severely abused). Women 
and men give similar reasons for not reporting the abuse, most often related to the 

30   European Union Fundamental Rights Agency (FRA), ‘Violence against women: An EU-wide 
survey (2014).

31   Women’s Aid, ‘National and International Statistics’ (2022) Available at: https://www.
womensaid.ie/about/policy/natintstats.html#X-201209171229530 (Accessed 21 February 
2022).

32   The National Crime Council and the Economic and Social Research Institute (ESRI), Domestic 
Abuse of Women and Men in Ireland: Report on the National Study of Domestic Abuse (2005).
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seriousness of the behaviour, a preference for handling the situation themselves, 
and shame or embarrassment.

2.2.5.6
Men’s Aid reports that:

‘By the time most men contact Men’s Aid they may have been experiencing 
violence, financial abuse, coercive control, and sexual, mental and verbal abuse 
for many years.’33

2.2.5.7
Building on their ‘TooIntoYou’ National Public Awareness Campaign34 Women’s Aid 
published a report in 2020 entitled One In Five Women  that focused on intimate 
relationship abuse as experienced by young people 18-25 years of age in Ireland.35 
They found that 1 in 5 young women and 1 in 11 young men have been subjected to 
abuse by a current or former partner by the time they have reached age 25.

2.2.5.8 
They further found that 84% of young men sought help compared to 68% of young 
women. Women’s Aid informed the Study that when they looked at other data it 
indicated that  both men and women expressed fear of stigma, shame or self-
blame when living with intimate partner abuse. Additionally, women in heterosexual 
relationships demonstrated fear of their abusive partner. Women’s Aid deduced 
therefore that such fear contributed to the reticence of women to seek help and 
support.

2.2.5.9
It is repeatedly suggested by service providers in supporting victims of all forms of 
domestic abuse that a lack of awareness of the availability of services, and a lack of 
acknowledgement or awareness that what a victim has experienced is in fact abuse, 
as well as a range of other factors combine to contribute to underreporting. The 
data available on the demand for such services, whilst not indicative of prevalence, 
is nevertheless instructive in identifying potential service needs provision into the 
future.

33  Men’s Aid Ireland, ‘Home’ (2022) Available at: https://www.mensaid.ie/ (Accessed 21 February 
2022).

34  Women’s Aid, ‘Too Into You National Public Awareness Campaign’ (2022) Available at: https://
www.womensaid.ie/about/campaigns/toointoyou.html (Accessed 21 February 2022).

35 Women’s Aid, One In Five Women Report (2020). 
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2.2.5.10 
On February 23, 2021, Safe Ireland’s second Tracking the Shadow Pandemic – Lockdown 2 
Report36 indicated that: 

‘On average, at least 2,018 women and 550 children received support from a 
domestic violence service each month from September to December 2020.’

2.2.5.11 
In launching their Annual Report 2019, the CEO of Aoibhneas, Emma Reidy, stated:37  

‘Children represent the invisible casualties in an abusive home, where their 
access to support depends on a parent’s access to their own supports, 
including a willingness and ability for that parent to see their situation in the 
first instance as unsafe or even dangerous. We experienced a 17% increase in 
the number of children that accessed our service in 2019; while positive that we 
were in a position to support more children, it is important that we take stock of 
the prevalence of domestic violence in homes including everyone impacted by 
it. We must consider in any recovery plan concerning COVID-19 what investment 
in specialist services for children will look like and how services like Aoibhneas 
will be enabled to deliver these specialist supports.’

2.2.5.12 
The Dublin Rape Crisis Centre (DRCC) Headline statistics for 2019 show:

‘14,159 total contacts to the National Helpline, an increase of 5.93% over 2018 
and up 10.14% compared with 2017 calls….617 clients received counselling 
& therapy from the Centre, compared with 582 in 2018. 4,757 therapy hours 
completed for Centre clients; 300 people accompanied at the Sexual Assault 
Treatment Unit in Dublin’s Rotunda Hospital and support given to 240 family 
and friends of these victims. 161 criminal justice system accompaniment days, 
with 45 people accompanied in court and to Garda stations and a further 49 
supported by phone, text or e-mail. 120 training days to 1631 people; 69 talks 
given in secondary schools and colleges; 9 submissions and several other 
policy interventions across criminal justice, communications, human rights, 
health education and victim’s rights.’38

2.2.5.13 
In her opening remarks to the Annual National Prosecutors’ Conference on 14th 
November 2020, Claire Loftus, Director of Public Prosecutions, stated, in the context 

36  Safe Ireland, Tracking the Shadow Pandemic – Lockdown 2 Report (2022). 
37    Reid, E., ‘Domestic Abuse Support for Women and Children’ (Aoibhneas 2022) Available at: 

https://www.aoibhneas.ie/ (Accessed 21 February 2022).
38   Dublin Rape Crisis Centre, ‘Statistics Supplement’ (September 2020) Available at: https://

www.drcc.ie/news-resources/resources/drcc-statistics-supplement (Accessed 21 February 
2022).
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of the challenges caused by the pandemic, domestic violence cases were being 
prioritised: 

‘I can confirm that the increase in cases has been apparent in the DPP’s office…. 
It has been important that the Criminal Justice System responded to this in the 
public interest. I welcome the priority that the Courts Service and District Court 
has given to these cases.’39

2.2.5.14 
In that address, having outlined the engagement of the DPP with An Garda Síochána 
with respect to training and establishment of protocols in the prosecution and 
presentation of domestic violence cases, the Director further referenced the 
formation of the Sexual Offence Unit (SOU) within the Office of the DPP. As previously 
noted sexual offending is often an aspect of coercive control and intimate partner 
violence.40 The Sexual Offence Unit was established as part of the implementation 
of the Review of Protections for Vulnerable Witnesses in the Investigation and 
Prosecution of Sexual Offences (‘the O’Malley Report’).41

‘In the context of sexual offences, … we are forming a new sexual offences unit. 
When it is fully established, it is planned that all sexual offences prosecuted in 
the Central Criminal Court and almost all categories of sexual offences in the 
Dublin Circuit Court will be managed from beginning to end within this new 
unit….. we continue to see a significant rise in sexual offence files ..[i]n 2019 
there was a 12% increase …..’

2.2.5.15 
In an interview42 with the Study Team during Phase Two of the Study, representatives 
from the Director of Public Prosecutions stated that they have a case management 
system that tracks domestic violence cases. There had been three coercive control 
convictions recorded at the time of that interview (January 2021). 

2.2.5.16 
A specialist from the office of the DPP who was one of those interviewees indicated 
that prosecutions for the offence of coercive control were directed in:

• 2 cases in 2019;
• 5 cases in 2020; and 
• 1 case in 2021 at the time of interview in January 2021. 

39   Loftus, C., Annual National Prosecutors Conference (DPP Ireland, 14 November 2020) p.2.
40   An Garda Síochána, ‘What is Coercive Control?’ (2022) Available at: https://www.garda.ie/en/

crime/domestic-abuse/what-is-coercive-control-.html (Accessed 21 Febraury 2022).
41   Department of Justice, Review of Protections for Vulnerable Witnesses in The Investigation 

and Prosecution of Sexual Offences (2020) http://www.justice.ie/en/JELR/Pages/O’Malley_
Report. 

42  Key expert interview on 08 January 2021.

http://www.justice.ie/en/JELR/Pages/O'Malley_Report
http://www.justice.ie/en/JELR/Pages/O'Malley_Report
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2.2.5.17 
Subsequently this specialist confirmed that this number had increased to 13 by 
October 2021. 

2.2.5.18 
The specialist confirmed that there was a sharp rise in domestic violence cases 
received for direction (i.e., requiring a decision as to whether they should be 
prosecuted) this doubled in 2020. A further increase of over 25 per cent is projected 
by the end of 2021. There were 921 files received for direction as of 14 October 2021. 

2.2.5.19 
Due to their sensitivity, the DPP introduced a policy in 2020 that all Dublin domestic 
violence cases being prosecuted in the District Court should be submitted to her 
office for consideration for legal representation. Prosecution practice of routine 
crime at District Court level is by members of An Garda Síochána, with DPP legal 
representation assigned to complicated cases that have a requirement to deliver 
significant evidential proofs. As of October 2021, 364 domestic violence cases had 
been received by the Office of the DPP, for representation in the District Court. 

2.2.5.20 
It was noted that there is a high attrition rate in domestic violence cases. ‘Attrition 
rate’ refers to circumstances in which the victim of the crime does not continue 
their participation in the investigation.

‘Attrition, in cases of domestic and sexual violence, relates to the lack of 
progress on to completion of criminal cases, and more specifically, to the 
stages at which cases drop out from the criminal justice system, that is, from 
the initial report stage to the final stage of court proceeding…’43 

2.2.5.21 
There are other stakeholders outside of the structures of the legal system who 
compile data relating to domestic violence. They have the potential to join forces to 
form a multi-disciplinary coalition of knowledge-sharing, applying best practice in 
statistical anonymisation. These stakeholders include, among others: 

• The National Educational Psychological Service (NEPS); 
• Acute and Emergency Departments (EDs) and other relevant HSE areas; 
• The Irish College of GPs;

43   National Women’s Council of Ireland (NWCI), Submission to the Department of Justice on the 
Criminal Justice Sectoral Strategy (2020) p.16.
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• Tusla (in their Domestic, Sexual & Gender Based Violence Services 
programme (DSGBV) role and within their primary responsibility to promote 
the safety and well-being of children in domestic violence situations); 

• Coroners;
• Parole Board; 
• Mental Health (Criminal Law) Review Board; 
• Mental Health Commission; 
• National Suicide Research Foundation; 
• Samaritans; and 
• The National Office for Suicide Prevention (NOSP). 

2.2.5.22 
The potential for having a large volume of data from various sources concerning 
intimate partner violence, which could be centralised by the Central Statistics Office 
would potentially be of service to all victims by tracking  domestic abuse harms 
that they have encountered.  

2.2.6 Current plans for reform towards creating robust statistics.

2.2.6.1 
Criminal Justice Operational Hub 

2.2.6.1.1 
On 22 February 2021, the Minister for Justice Helen McEntee TD published the 
Justice Plan 2021, which is the first of a series of annual plans that the Department 
intends to  introduce to drive reforms across the justice system.44  Goal 5, strategic 
objective 2, reflects an intent to accelerate innovation and digital transformation by 
integrating digital messaging systems across the justice system. This will enable 
greater sharing of information and increased cooperation, by integrating digital 
systems across the justice system. Actions 220 and 221 aim to develop a three-
year plan for expansion of the Criminal Justice Operational Hub, facilitating greater 
automation of information exchange between criminal justice agencies, as well 
as access to data-informed insights to support policy development. It also plans 
to deliver new projects to automate the exchange of information relating to court 
schedules, court outcomes and criminal charges between the Courts Service, An 
Garda Síochána, the Irish Prison Service and the Probation Service.

2.2.6.2 
The Istanbul Convention 

44   Department of Justice, ‘Strategy Statement 2021 – 2023’ (2021).
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2.2.6.2.1 
The Council of Europe Convention on Preventing and Combating Violence against 
Women and Domestic Violence (‘the Istanbul Convention’)45 provides at Article 11 
that statistical information, including administrative and judicial data, should 
be collected, analysed and disseminated by the designated official bodies in 
States that are parties to the Convention.  An independent body, GREVIO (Group of 
Experts on Action against Violence against Women and Domestic Violence),46 is 
the independent expert body responsible for monitoring the implementation of the 
Istanbul Convention. In their provisional timetable for the first baseline evaluation 
procedure: 2016-202347 it is noted that a Questionnaire will be sent to Ireland in 
February 2022 with a deadline to respond in June 2022 followed by a visit to Ireland 
by GREVIO in March 2023 and publication of their first report on Ireland in November 
2023. It is hoped that these deadlines will drive Ireland’s reforms towards the 
creation of robust statistics in the domestic violence sector. 

2.2.6.3 
National Survey Management

2.2.6.3.1 
The National Statistics Board (NSB)48, with the agreement of the Taoiseach, guides 
the strategic direction of the Central Statistics Office49 and establishes priorities 
for the development of official statistics in Ireland.50 In January 2019, the Minister 
for Justice asked the Central Statistics Office (CSO) to oversee the development and 
delivery of a significant new national survey on the prevalence of sexual violence in 
Ireland.51 

2.2.6.3.2 
The National Statistics Board was established on a statutory basis under the 
Statistics Act 1993,52 with the aim of regarding data as a public service strategic 
asset. The  National Data Infrastructure (NDI) sits within the structures of 
the Central Statistics Office (CSO). This body accepts that there needs to be 

45   Council of Europe, Convention on Preventing and Combating Violence against Women and 
Domestic Violence (The Istanbul Convention) (2011). 

46   Council of Europe, ‘Group of Experts on Action against Violence against Women and Domestic 
Violence (GREVIO)’ (2018) Available at: https://www.coe.int/en/web/istanbul-convention/
grevio (Accessed 21 February 2022).

47   Council of Europe, ‘Istanbul Convention: Action against Women and Domestic Violence’ 
(2022) https://www.coe.int/en/web/istanbul-convention/timetable (Accessed 21 February 
2022).

48   National Statistics Board, ‘Home’ (2022) Available at: https://www.nsb.ie/ (Accessed 21 
February 2022).

49   CSO, ‘Home’ (2022) Available at: https://www.cso.ie/en/index.html (Accessed 21 February 
2022).

50   National Statistics Board, Strategic Priorities for Official Statistics: Quality Information for All 
– Numbers Matter (2021).

51   CSO, ‘CSO to Oversee New National Survey on the Prevalence of Sexual Violence in 
Ireland’ (2019) Available at: https://www.cso.ie/en/csolatestnews/presspages/2019/
csotooverseenewnationalsurveyontheprevalenceofsexualviolenceinireland/ (Accessed 21 
February 2022).

52  The Statistics Act 1993.
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improvements with respect to the collection, management and sharing of data. They 
outline identifiers that they believe are necessary to fulfil their objectives:

‘The three identifiers needed for the NDI to be effective are the PPSN for 
interactions between the individual and the public sector; the Eircode to 
identify the location of the respective individual/business; and unique business 
identifier, to enable improvements in service delivery, and policy formulation 
and analysis for businesses when interacting with the public sector.’53

2.2.6.3.3 
They state that the  necessary universal identifiers in transactions with people 
include PPSN and Eircode data.54 ‘Eircode capture’ is being implemented in PULSE 7.6 

‘This will allow Eircodes to be recorded for new incidents. An Eircode matching 
project is underway to automatically associate Eircodes with existing addresses 
in PULSE. Based on the experience of other public bodies, it should be possible 
to associate Eircodes with 20%-30% of incident addresses. Achieving good 
Eircode coverage will improve the precision of address recording and also 
improve the ability to search for records’ 55

2.2.6.3.4 
The potential for having a large volume of data from various sources concerning 
intimate partner violence, which could be centralised by the Central Statistics Office 
would potentially be of service to all victims by tracking  domestic abuse harms 
that they have encountered.  There is potential to incorporate the use of universal 
identifiers as  described above as a unique code for each individual when recording 
engagements across all agencies. 

2.2.6.3.5 
The introduction of universal identifiers at national level in the collection, 
management and sharing of data must include the incorporation of all regulatory 
requirements regarding data protection. In particular, a consultative process must 
be undertaken to negotiate the inclusion of the protection of personal rights, civil 
liberties and privacy as an element of any such state managed systems.56 

53   CSO, ‘National Data Infrastructure Champions Group Survey on 
Eircodes’ (2022) Available at: https://www.cso.ie/en/methods/tn/
nationaldatainfrastructurechampionsgroupsurveyoneircodes/ (Accessed 21 February 2022).

54   ibid. 
55   Office of the Commissioner, An Garda Síochána Commissioner’s Monthly Report to The 

Policing Authority (An Garda Síochána August 2020). 
56   Privacy International, ‘Identity schemes and data protection: lessons from Ireland’s Public 

Services Card’ (2019) Available at: https://privacyinternational.org/news-analysis/3177/
identity-schemes-and-data-protection-lessons-irelands-public-services-card (Accessed 21 
February 2022)
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2.2.7  Other policy reforms that will dovetail with evidence-based data 
collation.

2.2.7.1 
The implementation of a key recommendation from the Commission on the Future 
of Policing in Ireland has resulted in the establishment of 27 dedicated Divisional 
Protective Service Units (DPSUs). One of the functions of DSPUs is to work with 
victims of domestic violence. Specific training has been developed by the Garda 
National Protective Services Bureau (GNPSB), in conjunction with the Garda College. 
In February 2021, the Garda Commissioner reported to the Policing Authority on 
the favourable impact of Operation Faoiseamh providing an enhanced level of 
support, protection and reassurance to victims of domestic abuse, during the 
COVID-19 pandemic.57 Operation Faoiseamh, which commenced as part of An Garda 
Síochána’s community engagement response to COVID-19, was launched on the 
1st April 2020. The aim of the operation is to prevent loss of life and to ensure that 
victims of domestic abuse were supported and protected during this extraordinary 
time.58

2.2.7.2
Separately, within their remit under the  Statistics Act, 1993, the Central Statistics 
Office is conducting a Sexual Violence Survey (SVS) comparing it to a previous 
Sexual Abuse and Violence in Ireland (SAVI) report.59 Such data must be incorporated 
into the legislation for all forms of gender-based violence in general. 

2.3   Prevalence of Domestic Homicide and 
Familicide in Ireland 

2.3.1 An Evidence Base

2.3.1.1 
If the Office of the State Pathologist response to family violence, familicide and 
domestic homicide is to be effective, it is vital that a robust evidence base is 

57  Office of the Commissioner, An Garda Síochána Commissioner’s Monthly Report to The 
Policing Authority (An Garda Síochána February 2021).

58  An Garda Síochána, ‘Operation Faoiseamh - Domestic Abuse 9th June 2020’ (June 2020) 
Available at: https://www.garda.ie/en/about-us/our-departments/office-of-corporate-
communications/press-releases/2020/june/operation%20faoiseamh%20-%20domestic%20
abuse%209th%20june%202020.html Accessed 21 February 2022.

59  CSO, ‘Comparing the Sexual Violence Survey (SVS) to the previous Sexual Abuse and 
Violence in Ireland (SAVI) report’ (2022) Available at: https://www.cso.ie/en/surveys/
surveysunderdevelopment/sexualviolencesurveysvs/svsandsavi/ (Accessed 21 February 
2022).
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established to support understanding of the issue and to inform evidence-based 
policy and review. At the outset of this Study, no national dataset existed to support 
or inform review or policy making on family violence deaths. Put simply, nobody 
knew the scale of the issue. 

2.3.1.2
Guided by the data collected by family violence death review teams in other 
countries (see Chapter 5) and European level recommendations for data on femicide 
(EIGE, 2016,60 2018,61 Walby et al 2017,62 Walby, 201863), the Study Team built a dataset 
from public-domain data, while acknowledging the limitations therein. In Phase 
Two of the Study, an anonymised dataset involving cases that had been processed 
by the courts and/or coronial system from the Office of the State Pathologist (OSP), 
developed in collaboration with An Garda Síochána, was provided to the Study 
Team. While no active cases could be included, this retrospective dataset offers a 
first glimpse of how Ireland could address the issue of familicide and domestic 
homicide from an informed, evidence-based position, as well as begin to meet its 
obligations for data collection under the Istanbul Convention. 

2.3.1.3
Juxtaposition of the two datasets available to the Study – the public-domain dataset 
and the OSP dataset – has highlighted, not only the limitations of each, but also 
the opportunities and value inherent in a robust, best practice, evidence base for 
familicide and domestic homicide. This type of evidence base is crucial to inform 
State responses, note trends, monitor risk factors, and act in a preventative capacity 
(UNODC, 201964) to respond to and reduce these forms of violent deaths.

2.3.2 The Public-Domain Dataset 2000-2019

2.3.2.1
The Study built a foundational public-domain dataset for the years 2000 to 2019, 
drawing on the Women’s Aid Femicide Watch Report 2019,65 media reports and 
several other research sources (Bell, 201966; Butler, 201667; Byrne, 201368). Each of these 

60   European Institute for Gender Equality (EIGE), Administrative data collection on rape, femicide 
and intimate partner violence in EU Member States. Council of Europe (Council of Europe 
2016).

61   EIGE, Recommendations to Improve data collection on intimate partner violence by the police 
and justice sectors: Ireland (Council of Europe 2018).

62   Walby, S., et al, The Concept and Measurement of Violence against Women and Men (Policy 
Press 2017)..

63   Walby, S., Ensuring data collection and research on violence against women and domestic 
violence: Article 11 of the Istanbul Convention (Council of Europe 2016).  

64   United Nations Office on Drugs and Crime (UNODC), Global Study on Homicide: Gender-related 
killing of women and girls (UN 2019). 

65   Women’s Aid, Femicide Watch 2019: Republic of Ireland. A legacy of loss for women, family and 
community (2019).

66   Bell, F., Detection and prevention of familicide/filicide in Ireland and England & Wales – A 
comparative analysis (Unpublished manuscript 2019).     

67   Butler, U., Murder suicide in the Republic of Ireland (Unpublished document 2016)
68   Byrne, C., Dyadic deaths in Ireland: Jan 2001-June 2013 (Unpublished presentation 2013). 
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sources was critical in gaining an estimate and understanding of the magnitude 
and nature of the issue of domestic and family violence killings in Ireland.

2.3.2.2 
Women’s Aid Femicide Watch 

2.3.2.2.1 
Prompted by a shocking toll of femicide deaths in 1996, Women’s Aid has, for twenty-
five years, been monitoring female homicide, as reported in the public domain, 
through media reports, archives and courts’ news. The Femicide Watch Reports 
are usually published annually and present information on the women who died 
violently in the year, features of their story, the relationship context, demographic 
characteristics of victims and perpetrators, dyadic deaths, trials, convictions, 
and other developments in cases. The Femicide Watch Report 2019 represented the 
foundation of the public-domain dataset for this review, as the report names women 
who have died, and if they have been killed by a partner, ex-partner or relative. 
However, as a femicide-focused resource it does not address male-victims or child-
victims of domestic homicide, which fall outside its remit. It does however record 
child-victims who are murdered with their mother. 

2.3.2.3 
Media Reports

2.3.2.3.1 
Building on the Femicide Watch data, the public-domain database drew extensively 
on media reports of familicide and domestic homicide in Ireland. These media 
reports represent a key source of public-domain data on such cases. They assist ‘.. 
the public recognition of intimate partner homicide (IPH) and familicide as crimes’.69 
The limitations of this data source have however been described as news coverage 
that,  

“…typically fails to contextualise these crimes, relies on non-expert sources, and 
often engages in victim-blaming. Existing studies have primarily investigated 
print media. … broadcast news attracts a larger share of public attention and 
it relies on distinct routines and practices that may influence coverage. …Our 
analysis identifies patterns of decontextualisation, non-expert sourcing and 
perpetrator exoneration. .. Thus, we find that broadcast news replicates the 
patterns of print news…’70

 

69   O’Brien A, & Culloty E., ‘Reporting familicide-suicide in broadcast media: An Irish case study to 
inform better practice’ (2020) journalism.

70   ibid.
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2.3.2.3.2 

Media experts who engaged with this Study were of the view that ‘victim-blaming’, 
.. is not at all prevalent in Ireland in terms of media discourse, and certainly not in 
recent years.'71 One national news editor contributing to a submission to the Study 
outlined a  preference for coverage of these cases in a victim-focused manner, 
noting however that the public’s interest is usually in trying to decipher what kind of 
person could do such a thing.72

2.3.2.3.3 
‘Victim-blaming’ was first formulated by a social psychologist, Melvin Lerner in 
the early 1960s, where he postulated that 'the just-world bias can be seen in any 
situation in which victims are blamed for their own misfortune, whether it be abuse, 
sexual assault, crime or poverty.’ He went on to argue that the results of his research 
offered ‘.. support for the hypothesis that rejection and devaluation of a suffering 
victim are primarily based on [a]  need to believe in a just world’.73

2.3.2.3.4 
Decontextualization, where accounts of homicide fail to mention the domestic 
nature of the incident, may represent a particularly important limitation in the 
context of familicide and domestic homicide in Ireland. Research (Cullen et al 
201974) suggests that Gardaí face difficulties in explicitly defining and identifying 
cases as domestic homicide when they are initially entered into their PULSE 
database, contributing to an underplaying of the issue of domestic homicide. This 
matter was highlighted by the Central Statistics Office in their Review of the Quality 
of Recorded Crime Statistics 2020 noting that data gaps: 

‘…[were] largely based on some PULSE data fields not being comprehensively 
completed, in particular in relation to crimes with discriminatory motives, 
domestic abuse and the use of weapons in crime.'

2.3.2.3.5 
At a broader level, Ann O’Brien, co-author of the 2019 study, Reporting on Domestic 
Violence in the Irish Media: an exploratory study of journalists’ perceptions and 
practices75 suggests that this means that ‘murders remain ‘one off’ [and are] not 
part of a larger pattern of domestic violence homicides’, while at the individual or 
incident level the familial nature of the incident may go unreported or underplayed. 
A comparison of the public-domain data and Office of the State Pathologist data 
available to the current review suggested a possible underrepresentation of adult 

71  In depth interviews on 12 February 2020
72   National Union of Journalists, Submission to the Familicide and Domestic Homicide Review 

(2021).
73   Lerner, M. J., & Simmons, C. H., ‘Observer’s reaction to the “innocent victim”: Compassion or 

rejection?’ (1996) Journal of Personality and Social Psychology 4(2) pp.203–210.
74   Cullen, P., O’Brien, A. & Corcoran, M. (2019) ‘Reporting on Domestic Violence in the Irish Media: 

an exploratory study of journalists’ perceptions and practices’. Media Culture & Society. 41(6): 
774-790. 

75   ibid.
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male-victims, older victims, and non-intimate partner violence cases reported in the 
public domain.

2.3.3 Supplementary Research Sources

2.3.3.1
In Phase One of the Study, the Office of the State Pathologist provided the team 
with an analysis on dyadic deaths between 2001 and 2013 (Byrne, 201376). This, and 
other research submitted to the Study (Bell, 201977), was used to check whether 
the number of cases collated for the public domain dataset aligned with what had 
been reported elsewhere. A detailed analysis of dyadic deaths was also submitted 
to the Study (Butler, 201678). A dyadic death, murder-suicide and homicide-suicide 
occur where a homicide is committed followed by the perpetrator’s suicide almost 
immediately or soon afterwards. This was cross-referenced against the information 
in the public-domain dataset, and it also identified cases which had been missing 
from the public-domain dataset.

2.3.4 Limitations of the Public-Domain Dataset

2.3.4.1 
Each of these three resources – Women’s Aid Femicide Watch, media and research 
sources were critical in gaining an estimate and understanding of the magnitude 
of the issue of domestic and family violence killings in Ireland. However, there are 
some inherent limitations and therefore several caveats to note when interpreting 
the public-domain data presented in this Chapter:

• As this data is not sourced from official records, figures may 
underestimate the number of incidents of family violence deaths since 
2000. 

• Given that media reports are not official records, it is inevitable that 
inaccurate details may be reported e.g., the exact age of victims and 
perpetrators at the time of the killing.

• The robust nature of the Femicide Watch Reports and the absence of 
similar sources of male-victim and child-victim reports have introduced 
a femicide focus to the public-domain data. Although small numbers 
make it difficult to make definitive statements, comparison with the 
Office of the State Pathologist (OSP) data suggests that media reports of 
females, intimate partners and victims under 40 years of age may be more 
common, while reports of murders of non-intimate partner, male-victims 
and older-victims are less common. 

76  Byrne, C., Dyadic deaths in Ireland: Jan 2001-June 2013 (Unpublished presentation 2013). 
77   Bell, F., Detection and prevention of familicide/filicide in Ireland and England & Wales – A 

comparative analysis (Unpublished manuscript 2019).   
78  Butler, U., Murder suicide in the Republic of Ireland (Unpublished document 2016).
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2.3.4.2 
It is also important to note:

• The number of victims profiled in this Study, i.e., those who have died 
in incidents of family violence, does not include data on perpetrators 
who have taken their own lives at the time of the killing, or at some 
point afterwards. A collation and separate classification of that cohort 
is necessary in any future data management policy work that hopes to 
engage in prevention of domestic violence in all its forms, and that aims to 
get a complete profile of all family violence fatalities.

• The data presented from Femicide Watch Reports in this Study only includes 
cases which have been disposed of by the courts in line with the Terms of 
Reference of this Study. 

2.3.4.3 
It should be noted however that the Femicide Watch Reports, whilst focusing on 
female victims (and their children if also killed at the same time), do record cases 
not yet resolved by the courts and further data on the perpetrators of family violence.

2.3.5 The Office of The State Pathologist  Data Set 2014-2019

2.3.5.1 
Several official sources of Irish administrative data have been identified as having 
the potential to capture data for a domestic homicide evidence base. These include 
the previously discussed Central Statistics Office, whose publications include 
Garda Síochána PULSE data, Coroners’ Court statistics,79 the Courts Service’s 
annual reports and the Maternal Death Enquiry (O’Brien Green, 2018:11980). However, 
several European level reviews of the availability of femicide data have concluded 
that Ireland’s police sector records gather insufficient disaggregated data about 
domestic relationships to meet the purposes of femicide, intimate partner 
homicide, familicide or domestic homicide review. In addition, these reviews 
conclude that Ireland’s judicial statistics do not gather data on the  victim’s sex and 
victim-perpetrator relationships (EIGE, 201649; 201850) which are crucial for reporting 
national domestic homicide statistics.

2.3.5.2 
In late 2020, at the beginning of Phase Two of this review, the Chief State Pathologist 
assigned a member of her staff to compile data specifically to inform this work. 
The resulting dataset from the Office of the State Pathologist cross-referenced 
with An Garda Síochána PULSE cases, represents a valuable and ground-breaking 
opportunity to place the public-domain data in context. The dataset of 49 familicide 

79   Coroner Service, ‘Coroners Annual Reports’ (2022) Available at: http://www.coroners.ie/en/cor/
pages/publications (Accessed 21 February 2022).

80   O’Brien Green, S., ‘Ireland’ in Weil, S., Consuelo C., & Naudi, M., (eds) Femicide Across Europe: 
Theory, research and prevention (Policy Press 2018).
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and domestic homicide cases from 2014-2019 across 11 variables offers valuable 
and reliable victim-centric data. This dataset only includes cases that have been 
processed by the courts and/or coronial system. While the relationship to the 
perpetrator is included in the dataset, further details on the perpetrator and criminal 
trial (judicial) case outcomes are not included. Moreover, the anonymised nature 
of the dataset did not allow for matching of cases to the more extensive public-
domain dataset.

2.3.5.3 
Notwithstanding these limitations, the dataset offers a baseline measure against 
which public-domain data can be evaluated. For example, comparison of the two 
datasets for the years 2014-2019 indicated that public-domain data may only 
represent two-thirds of the actual prevalence of death in incidents of family violence 
(Figure 2), with underrepresentation of certain types of cases. The Office of the 
State Pathologist dataset represents a glimpse into the potential for a ground-
breaking and robust evidence base to support and inform policy and review. 
Domestic homicide reviews in several countries collect regional and/or national 
data on domestic/family violence deaths including information on the victims and 
perpetrators, contexts of murders, prior incidence of domestic abuse, convictions 
and background risk factors e.g., prior domestic violence, availability of weapons, 
mental illness, alcohol and substance abuse (see Chapter 5). These align with 
recommendations on international best practice in data collection for femicide 
reviews (Weil et al, 2018:45-4981). Importantly, some of these variables are already 
being gathered by the Office of the State Pathologist. 

2.3.5.4 
The limitations and value of the two datasets used in this review to describe the 
current context in Ireland underpin the need for adequate resourcing of a robust 
and reliable evidence base to inform policy on familicide and domestic homicide in 
Ireland.

2.3.6 Familicide and Domestic Homicide in Ireland

2.3.6.1 
Drawing on the public-domain and Office of the State Pathologist datasets 
described above, these allow us to estimate the prevalence of familicide and 
domestic homicide in Ireland: who the victims are; who the perpetrators are; and 
what the criminal trial (judicial) outcomes are for perpetrators in Ireland. 

81   Weil, S., Consuelo C., & Naudi, M., (eds) Femicide Across Europe: Theory, research and 
prevention (Policy Press 2018).
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2.3.7 People Killed in Incidents of Family Violence 

2.3.7.1 
Between the years of 2000 and 2019, public-domain records revealed that at least 
166 people were killed in incidents of family violence which had been disposed of by 
the Irish courts at the time of writing (Figure 1). OSP data tells us that the true figure 
is even higher with a further 14 victims in 2014-2019 alone who did not feature in 
public-domain reports (Figure 2).

2014-2019 — OSP Data

11% (16) incidents involved multiple homicides

8 deaths on average each year

Note: all cited cases had been disposed of by the courts at the time of writing
Figure 1

14 additional deaths 

Key Data Points 
2000-2019 — Public Domain Data

166 people killed 142 incidents Up to 13 separate incidents per year

2.3.7.2
The number of separate incidents of fatal family violence per year varied markedly, 
with public-domain sources reporting no more than 3 incidents in some years, but 
as many as 13 separate incidents in others. In all, 142 separate incidents of family 
homicide were reported in public-domain sources between 2000 and 2019. In more 
than 1-in-10 of these incidents (n=16, 11%), multiple people lost their lives. In these 16 
incidents, perpetrators murdered between 2 and 4 members of their family or other 
unrelated individuals, with 40 people dying in multiple family or domestic-related 
murders between 2000-2019.  

Figure 2: Tri-Annual data on People Killed in Incidents of Family Violence: a likely underestimate 
2000-2017
(Note: tri-annual data is not yet available for later years)

Public Domain Data OSP Data

2000-2002 2003-2005 2006-2008 2009-2011 2012-2014 2015-2017

40
35
30
25
20
15
10
5
0

35 23 29 23 34 17 27
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2.3.8 Who Are The Victims of Family Violence? 

Key Data Points
Victims of Family Violence — OSP Data 2014-2019

78% Adult victims

Aged from 18 – 88 years Average age of 45 Largest age cohort 30-39

55% Women

45% Men

22% Child victims

25% Parent victims

43% Intimate partner victims

12% Sibling victims

16% Offspring victims

8% Extended family or other victims

Figure 3

2.3.8.1 
The victims of family violence include both women and men; adults and children; 
parents and offspring; intimate partners - both married and unmarried, current and 
former; siblings; extended family; and unrelated individuals. 

2.3.8.2 
Nearly 1-in-4 victims between 2014 and 2019 were aged under 18 at the time of their 
murder (11, 22%), while adults accounted for over 3-in-4 victims (n=38, 78%) recorded 
in OSP data. 

2.3.8.3 
According to OSP data, on average 4 women a year died as a result of family violence 
between 2014 and 2019. Indeed, over the first two decades of the century, there 
was no year without a female death due to family violence. Women represented 
55% (n=21) of the adult victims of family violence in the period 2014-2019 and men 
represented 45% (n=17). However, gender-balance among child-victims is reversed 
where there were more male child victims. It is not possible to deduce why that 
was the case during this five-year period due to the unavailability of relevant data. 
The gender-balance in public-domain data points to a higher media profile of the 
familial nature of deaths of female victims in family violence, no doubt due to 
sustained initiatives such as the Women’s Aid Femicide Watch. 
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2.3.9 A Profile of Child Victims

Key Data Points
Profiling Child Victims — OSP Data 2014-2019 

22% of victims

73% killed by a parent

8% Extended family or other victims

A Profile of Child Victims 

Eleven children were murdered during family violence in Ireland between 2014 and 2019, accounting 
for over a fifth of all victims (22%). They had an average age at death of 6 years and one third of these 
children had not yet reached school-going age. These 11 children recorded in the OSP dataset, ranged in 
age from under 1 to 14 years and were all male. However, public-domain data, covering the two decades 
from 2000-2019, shows that child-victims spanned the full age spectrum up to 17 years of age and were 
57% male. The majority of children were murdered by a parent (n=8, 73%) between 2014-2019, and, while 
OSP data does not indicate the sex of the parent, public-domain data suggests that two-thirds of the 
alleged perpetrators in such cases between 2000 and 2019 were fathers.

Aged from under 1 -14 years Average age of 6 Majority boys

Figure 4

2.3.9.1
Mirroring international findings (UNODC, 2019:37),53 both OSP and public-domain 
data point to the predominance of intimate partners among victims of family 
violence. OSP data reports the deaths of 21 people – including 15 women and 6 
men - at the hands of a current or former intimate partner between 2014 and 2019, 
accounting for nearly half (43%) of all victims in the time-period. The impact of 
intimate partner relationships is also evident in other cases, where a current or 
former intimate partner is implicated in the death of a family member to whom they 
were not related.   

Key Data Points
Profiling Adult Female Victims — OSP Data 2014-2019 

55% of adult victims

71% killed by a current or former partner 

24% killed by their offspring

Profile of Women Victims
Women represented 55% (n=21) of the adult victims of family violence in the period 2014-2019. Aged 
from 22 to 73 years of age, the average age at death was 46. This belies the fact that the largest group 
of women, 6 women (28%), were aged in their thirties. Nearly three-quarters of the women victims (n=15, 
71%) were killed by their current or former male partner/husband; 5 women (24%), were killed by their  
offspring.

Aged from 22 – 73 years Average age of 46 Largest age cohort 30-39

Figure 5
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2.3.9.2 
Cases of inter-generational family violence included both fatal parent-to-child 
violence and fatal child-to-parent violence. In combination, these incidents of inter-
generational violence (41%) were of a similar prevalence to intimate partner violence. 
Between 2014 and 2019 offspring accounted for more than a sixth of victims (n=8, 
16%), while 25% of parents (n=12) died at the hands of their offspring. Public-domain 
data between 2000 and 2019 paints a different picture of inter-generational violence 
with reporting of parricide (killing a parent) only half as common as in OSP figures, 
and reporting of filicide (killing one’s child) more common, representing around 1-in-
4 victims. 

2.3.9.3 
Siblicide was less common. OSP data records 5 cases (10%) between 2014 and 2019 
in which a sibling murdered a sibling. In these cases, male perpetrators murdered 
a brother. Public-domain data, covering the more extensive timeframe of 2000-2019, 
identifies a small number of female victims who were murdered by a sibling. Murder 
by extended family members or in-laws was also less common again. 

2.3.9.4 
As indicated earlier, a small number of victims were not related to the alleged 
perpetrator of the family violence. The public-domain data tells us that in many 
such cases the perpetrator was connected to the family through a current or former 
intimate partner relationship with a family member other than the victim. Less 
common was unrelated persons not connected to the family losing their lives in 
such a domestic incident. 

2.3.10 Who Are The Perpetrators of Family Violence?

45% of adult victims

35% killed by their offspring 

35% killed by a current or former partner

A Profile of Adult-Male Victims

45% of the adult victims of family violence in Ireland in the period 2014-2019 were men (n=17). Adult 
male victims spanned the complete age range from 18 to 77 years of age, with an average age at death 
of 49. The largest group of men (n=5, 29%), were aged in their forties, with the next biggest age-cohort in 
their fifties. Unlike women, men were equally likely to be killed by one of their children (n=6, 35%) or by a 
current or former partner (n=6, 35%).

Key Data Points 
Profiling Adult Male Victims — OSP Data 2014-2019

Aged from 18 – 77 years Average age of 49 Largest age cohort 40-49

Figure 6
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2.3.10.1 
OSP data from the period 2014-2019, which indicates the victim’s relationship to the 
person who killed them, offers some insight into the family position of perpetrators 
(Figure 7). More than 40% of perpetrators were intimate partners (n=21, 43%), mostly 
in an ongoing relationship and a smaller number from a former relationship. Just 
over a sixth of perpetrators were a parent to a victim (n=8, 16%) and almost one 
quarter were the offspring of a victim (n=12, 24%). In 1-in-10 cases the perpetrator was 
a sibling of the victim (n=5, 10%). 8 dyadic deaths were recorded in OSP data, whereby 
the perpetrator died by suicide following the killings, and these perpetrators were all 
male, in the age range 20-74. 

Figure 7: Perpetrators of Family Violence
OSP Data 2014-2019

Perpetrators Percentage

Current or Former Intimate Partner 21 43%

Parent 8 16%

Offspring 12 24%

Sibling 5 10%

Extended family member or Other 4 8%

Figure 7 

Note: As a result of multiple perpetrators in single incidents the total sums to more than 100%

2.3.10.2 
Beyond the relationship of perpetrators to victims, the victim-centric Office of the 
State Pathologist (OSP) data does not provide information on all perpetrators. Public-
domain data, albeit more likely to capture femicide, younger victims and intimate 
partner murders, offers extended data on 144 perpetrators of family violence 
between 2000-2019.

2.3.11 A Profile of Perpetrators of Family Violence
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Key Data Points
Profiling Perpetrators — Public-domain Data 2000-2019

87% male

13% female

A Profile of Perpetrators of Family Violence

Perpetrators of family violence  identified in public-domain resources were predominantly male 
(n=125, 87%), with 19 female perpetrators (13%). In some cases, perpetrators were a male and female. 
Perpetrators ranged in age from 18-75 years old, with an average age of 37. The vast majority of 
perpetrators (89%) were relatively evenly spread in the age range 18-49 years. Although the limited data 
on women perpetrators (n=19) must be treated with caution, the public-domain data suggests that 
the profile of victims of female perpetrators is somewhat different to that presented in Figure 7 – the 
victims of female perpetrators were mostly their children (n=13, 68%) and in 4 cases (21%) a parent. 

Aged from 18 – 75 years Average age of 37 years Largest age cohort 40-49

Figure 8

2.3.12 What Are The Outcomes for Perpetrators of Family Violence?

2.3.12.1 
Public-domain data captures media-reported information on what happened to 
the 144 perpetrators of family violence in the twenty years between 2000 and 2019. 
Almost one quarter of the perpetrators (n=35, 24%) died by suicide at the time 
of the killings or shortly after. Data is available on the 107 perpetrators who were 
charged and brought to trial (Figure 9). 87 perpetrators – 81% of those brought to 
trial - were convicted. The largest group were convicted of murder and sentenced to 
life imprisonment (n=62, 58%). One fifth of those brought to trial (n=22, 21%) were 
convicted of manslaughter. 3% were found guilty of other charges including false 
imprisonment, assault causing harm, reckless endangerment, and attempted 
murder. Of the 20 perpetrators who were found not guilty, most were for reasons of 
insanity.

Figure 9: Outcome for Perpetrators of Family Violence brought to trial
Public Domain Data 2000-2019

Grounds Perpetrators %

Convicted Murder 62 58%

Manslaughter 22 21%

Other charges 3 3%

Not Guilty Not guilty 20 19%

Total 107 100%

Figure 9
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2.4 Conclusion

2.4.1 
Proponents of the necessity for robust data collection and analytics have in the past 
often met resistance. Michael Schrage of MIT has written:82 

‘The more data organizations gather from more sources and algorithmically 
analyse, the more individuals, managers and executives become accountable 
for any unpleasant surprises and/or inefficiencies that emerge.’

2.4.2 
He went on to state that resentment arose because accountability flows up  
from the bottom; authority flows down from the top resulting in a cultural challenge 
for leadership to ensure that analytics-driven accountability cuts both ways. 
He asks ‘[s]hould ‘accountability analytics’ be internally branded as something 
‘shared’ rather than ‘imposed? He expressed the view that:

‘Transforming the culture and practice of analytics inherently transforms [the] 
culture and practice of accountability. The mathematics and technologies of 
sophisticated analytics are increasingly well understood. The cultures and 
challenges of accountability are not.’83

2.4.3 
Data collection in some sectors of Irish society has met with the type of resistance 
described above, with a consequence that reformative efficacy has been slow 
to emerge. Issues of outdated technology and lack of resourcing have also been 
proffered as a reason for delays in implementing best practice. There is also a 
tension, as discussed above, between those who hold the view that personal 
identifiers should be widely used and those who fear that such practice will impinge 
on civil liberties to an unacceptable level.  

 

2.4.4 
Policy drivers such as the commitment of the Department of Justice to resourcing 
an effective and functioning Criminal Justice Operational Hub and the imperative 
of Ireland’s obligations under the Istanbul Convention augur well for an effective, 
economical, responsive, evidence-based and fit-for-purpose criminal justice system. 

82   Schrage, M., ‘The Real Reason Organizations Resist Analytics’ (January 2013) Available at: 
https://hbr.org/2013/01/the-real-reason-organizations.html (Accessed 21 February 2022).   

83 ibid.
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2.4.5 
The commitment of An Garda Síochána to the delivery of current strategic 
objectives, with respect to data recording and collation, and its policing of coercive 
control, is welcome. The focus on other serious forms of domestic violence, 
including assault and sexual crime, should ensure that those who are victims of 
these crimes have the full protection of the justice system. 

2.4.6 
Ireland’s capacity to monitor, respond and take preventative action regarding 
familicide and domestic homicide rests on its knowledge and understanding of the 
phenomenon. This capacity depends on a robust evidence base to inform policy and 
review. Drawing on a dataset of cases from the Office of the State Pathologist, and 
juxtaposing this with a public-domain dataset, offers a ground-breaking insight 
into the potential evidence-base that could be at the State’s disposal. Even though 
numbers are small, and limitations acknowledged, the Study documents the cases, 
foregrounds the victims, estimates prevalence, and profiles those who were party 
to these incidents: child-victims, women-victims, male-victims, and perpetrators; 
and draws attention to, not only the cases that receive high profile attention, but 
those that receive less attention in the public domain. Many of the trends observed 
internationally (UNODC, 20194) are replicated in this snap-shot view, reiterating 
the need for an Irish knowledge base to support policy development and statutory 
responses.

2.4.7 
In implementing necessary reforms, public consultation and educational initiatives 
will be needed for stakeholders in the criminal justice system, to alleviate potential 
resistance towards and concerns about ‘accountability analytics’ as described by 
Michael Schrage above.84 Such reassurance will also be a requirement for those who 
have concerns about the systematic use of identifiers in data collection processes 
i.e. what Frances Ruane of the ESRI described above as ‘a unique code for each 
individual ….in recording engagements.’85 Identifiers, such as PPSN, are currently 
used by the National Data Infrastructure (NDI), in collecting data in other policy 
areas, without encountering conflict with data protection86.

2.4.8 
Sylvia Walby cautions that  in order to ensure that all data ‘facilitates cooperation 
amongst relevant entities and overcomes current fragmentation and 
incompatibility between data collectors’, data must be collated in a manner that 

84  ibid.
85  Ruane, F., ‘National Data Infrastructure’ (Eolas Magazine April 2013) Available at: https://www.

eolasmagazine.ie/national-data-infrastructure/ (Accessed 21 February 2022)
86  CSO, ‘National Data Infrastructure Champions Group Survey on 

Eircodes’ (2022) Available at: https://www.cso.ie/en/methods/tn/
nationaldatainfrastructurechampionsgroupsurveyoneircodes/ (Accessed 21 February 2022).
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has ‘a common set of definitions and units of measurement’.87 She notes that the 
administrative data that police and courts gather measure crimes and perpetrators 
respectively. She advises the addition of a new survey method that embraces EU 
principles of ‘gender mainstreaming’ where the measurement framework requires 
components on violence, on gender and on measurement and counting rules.88 

2.4.9 
Acknowledging how expensive discreet specialised surveys can be and the danger 
that funding for them may not be consistently reliable, Walby recommends 
embedding such surveys within wider established surveys which receive 
committed, sustainable resourcing e.g., large-scale generic crime or health surveys. 
Such a survey method would augment current developments at UN and EU level, 
having the advantage of mainstreaming the measurement of violence against 
women and men into the measurement of crime and/or health.89

2.4.10 
Current innovative policy initiatives in this jurisdiction could become standard 
bearers in getting a true measurement of acts of domestic and intimate partner 
violence that has the potential to escalate towards fatalities. This could move us 
from a focus on the actions and intentions of perpetrators towards a framework that 
also focuses on the mitigation of harm caused by violence together with accurate 
knowledge on the rate of violence in Ireland. 

2.4.11
In all the policy and other recommendations discussed in this Chapter, compliance 
with data protection Legislation90 and the designation, as appropriate,  of the Law 
Enforcement Directive, as applied in Ireland,91 is paramount. The input of the Data 
Protection Commission92 must be a key stakeholder in agreeing the cohesion of 
data collation, management and analysis, as discussed and desired.

    

87  Walby, S., et al, The Concept and Measurement of Violence against Women and Men (Policy 
Press, 2017) p.103.

88 ibid, p. 161.
89 ibid, p. 140..
90 Data Protection Act 2018 (as amended).
91 Data Protection Act 2018 (as amended), Part 5.
92  Data Protection Commission, ‘Homepage’ (2022) Available at: https://www.dataprotection.ie/ 

(Accessed 21 February 2022).
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2.5  Recommendations

 
These recommendations need to be read 
in conjunction with the recommendations 
outlined in subsequent Chapters.

Recommendation Two 1:  
National Prevalence Study

Two 1.1   
An updated National Prevalence Study of domestic and intimate partner violence, 
to include coercive control is required. The last one was conducted 17 years ago in 
2003, and published in 2005. 

Recommendation Two 2:  
Data Sharing

Two 2.1   
There should be collection, management and sharing of data from various sources 
concerning intimate partner violence that are gathered and analysed by the 
Central Statistics Office. A public consultation process should apply and safeguard 
universally acceptable civil liberty standards, in circumstances where national 
personal identifiers are proposed as statistical best practice. 

Two 2.2   
A National Multi-Agency Data Collation Cooperation Working Group should be 
formed to bring together those who collate administrative data through Authorities, 
Agencies and Specialised Services to agree the use of a generic measurement 
framework that: 

i. agrees definitions of violence, gender, measurement and counting rules 
going beyond structures that are currently modelled at EU and UN level and 

ii. embeds surveys within wider surveys e.g., large-scale generic crime or 
health surveys. 

Two 2.3   
An Garda Síochána’s data collection and recording through the PULSE system and 
the Criminal Justice Operational Hub should be enabled to cooperate with other 
services and actors (to include a National Multi-Agency Data Collation Cooperation 
Working Group at Two 2.2 above). The Gardaí system should move beyond the 
analytics of the consequences of violence that focus on the actions and intentions 
of perpetrators, towards the inclusion of details on the criminal event and its 
victims. 
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Recommendation Two 3:  
National Database

Two 3.1   
A national database should be established for reporting on domestic and family 
violence deaths

Two 3.2   
The body assigned responsibility for domestic and family violence death reviews 
(see Chapter 5) should work with the Central Statistics Office and others to devise a 
plan to develop a minimum dataset for national reporting on domestic and family 
violence deaths. 

• Stakeholders include, but are not restricted to, the Department of Justice’s 
Criminal Justice Operational Hub (CJOH) which is led by that Department in 
collaboration with the following agencies: An Garda Síochána, the Courts Service, 
the Irish Prison Service, the Probation Service, the Legal Aid Board, the Office 
of the DPP, Forensic Science Ireland, the Policing Authority, the Irish Youth 
Justice Service, Tusla, the Office of the State Pathologist, the Parole Board, the 
Mental Health (Criminal Law) Review Board, the Coroner’s Society of Ireland. 
Data collectors such as the General Register Office, Women’s Aid and Maternal 
Death Enquiry-Ireland. Stakeholders involved in reporting under the Istanbul 
Convention should also be included.

Two 3.3   
At a minimum, the national database should include demographic information on 
the victim and perpetrator (age, sex, disability, ethnicity, geographical location), the 
relationship between victim and perpetrator, detail of the death, and the outcome 
for the perpetrator. This database should also include contextual information on the 
victim and perpetrator, including, but not limited to, a previous history of domestic 
violence, interactions with law enforcement and the criminal justice system, service 
engagement, alcohol or substance abuse, mental illness, and other risk factors of 
family violence deaths – e.g., a recent or planned separation in a partnership. 

Two 3.4   
The data from the national database should be used to routinely report on domestic 
and family violence deaths in Ireland.

Two 3.5   
The data from the national database should be made available in formats 
potentially for access in the public domain or to include requests from researchers 
and policy makers. 
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Recommendation Two 4:  
Data Protection Commission

Two 4.1 
The input of the Data Protection Commission is paramount when agreeing a 
compliant structure, to achieve cohesion of data collation, management and 
analysis recommended in the above recommendations.





Chapter 3: 

Domestic Homicide 
and Familicide: 
Meeting the Support 
Needs of Family 
Members
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3.1 Introduction

3.1.1
In commissioning this Study, the then Minister for Justice and Equality requested a 
focus on two pillars. Pillar A is familicide and was described as where: 

A perpetrator murders a number of close family members in quick succession 
and may also commit suicide is relatively rare in Ireland. When familicide 
does occur, this harrowing crime is devastating for survivors and can surface 
complex issues, including those of a practical nature, for all the parties 
concerned.

3.1.2 
There was a specific request to: 

consult and consider the experiences of close family members of those who die 
in familicides, in relation to their experiences in the aftermath and their support 
needs, particularly with reference to the period from the start of the year 2000 to 
date. 

3.1.3 
A further request required the consideration of: 

the adequacy and suitability of current policies, protocols, procedures and 
practices of state services in supporting close family members of those who 
die in familicides (where all legal processes are completed) and to make 
recommendations.

3.1.4 
Familicide has been outlined in the introduction to this Study in the context of an 
overview of domestic violence. Domestic violence incorporates other connected 
domestic abuse concepts such as intimate partner violence, gaslighting and 
coercive control. One must not therefore isolate one aspect of domestic abuse 
from another. Clearly, the most aggravated forms of domestic abuse are femicide, 
domestic homicide and familicide, where the violence has culminated in the 
victim’s death.

3.1.5
 As outlined in the Methodology Section in Chapter 1, the Phase One Study Lead 
and her team  consulted with close family members of victims and the wider 
community and service providers, who chose to engage with the Study. Drawing on 
those consultations, peer-reviewed research and further engagement with service 
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providers and subject experts during  Phase Two and considering how support 
services are delivered in other comparable jurisdictions, this Chapter identifies what 
may be helpful to those affected by domestic homicide and familicide in Ireland. The 
Phase Two Team determined to specifically include the impact of domestic violence, 
domestic homicide and familicide on children. The range of supports that are and 
should be provided in the immediate, short, and long-term to families and local 
communities impacted by such crimes are considered, within an overall context of 
the extensive literature on trauma and its immediate, short and long term impact. 
This Chapter references the provisions of the Criminal Justice (Victims of Crime) Act 
2017, the Coroners Act 1962, as amended, which are discussed in detail at Chapter 7 
and the recommendations of the Commission on the Future of Policing in Ireland for 
the establishment of Crisis Intervention Teams. In conclusion, it considers how to 
develop an integrated procedure to support close family members of those who die 
in domestic homicide and familicide in the most competent, caring, effective and 
efficient way in the future, culminating in some recommendations for consideration.

3.2  Trauma in the Immediate Aftermath of 
Domestic Homicide/Familicide 

3.2.1 
It states the obvious to highlight that those bereaved by domestic homicide and 
familicide are traumatised. Trauma presents differently in the immediate, short-
term and long-term stages of the aftermath of these crimes as individual and 
collective, relational and vicarious, sometimes resulting in prolonged grief disorder. 

Traumatic events are ‘…shocking, terrifying and devastating…resulting in profoundly 
upsetting feelings of terror, shame, helplessness and powerlessness’.1 Trauma 
has been described as ‘…something that has overwhelmed the resources and 
the capacity of the individual to cope, with damaging consequences’2 and exists 
on a continuum, whereby an original traumatic experience can be compounded 
by further experiences leading to complex trauma. It has been reported that 
approximately 20% of those who experience trauma may go on to experience post-
traumatic stress disorder (PTSD)3 which is discussed later in this Chapter. 

1  Nova Scotia Health Authority, ‘Trauma Informed Practices - Discussion Guide 2’ (2015)  p.4.
2  Johnson, R., Complex Trauma and Its Effects: Perspectives on creating and environment for 

recovery, (Pavilion 2012). 
3  Rothschild, B., The Body Remembers. The Psychophysiology of Trauma and Trauma Treatment 

(Norton 2000).



85

C
H

A
PTER

 3
: D

O
M

ESTIC
 H

O
M

IC
ID

E AN
D

 FAM
ILIC

ID
E: M

EETIN
G

 TH
E SU

PPO
R

T N
EED

S O
F FAM

ILY M
EM

B
ER

S

3.2.2
The immediate, short-term and long-term stages of trauma in all its forms will be 
dealt with sequentially in this Chapter in tandem with the exploration of the support 
needs during those stages.

3.2.3
Evidence suggests that the human response to overwhelming and uncontrollable 
life events is remarkably consistent, even though the age of the individual, the 
nature of the trauma, predisposing personality, and community response, all have 
an effect on the individual’s adaptation.4 

3.2.4 
The experience of close family members of the victims of domestic homicide/ 
familicide, particularly in the immediate aftermath of the deaths, is best presented 
in their own words:

Noreen

‘…there was this air of quiet. Nobody, you know…you’d imagine you would all just 
burst out crying and you would be hysterical. But we weren’t. We were all just 
dumbstruck. Shook up… We just held each other..’

Niamh 

‘…I was in complete shock I really didn’t know what to do’

Declan

‘…finding yourself alone and isolated…the chilling, chilling experience’

Valerie

‘I actually think that my body was sent into shock and that I couldn’t feel 
anything... I wasn’t allowed visit home because [the victims] were still there, 
waiting for the State Pathologist to come…’. 

Pauline

 ‘…we weren’t just fit for… We were being lifted from A to B.’

‘….there is anger, there is grief and there is pain…’

3.2.5
Regarding the effects of familicide and domestic homicide on the wider community:

Tony

 ‘…the question I always had was: ‘what about the wider community?”

4  Van der Kolk, B. A., ‘Psychological trauma’ (American Psychiatric Publication 2003).
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‘…there was a need for something at the very outset, some sort of a crisis 
management intervention….mistakes were made in the first day or two that had 
major repercussions.’

3.2.6
These contributions highlight some of the vulnerabilities of families and 
communities in the immediate aftermath of domestic homicide and familicide 
and the necessity of an appropriate response. Their words express the tremendous 
trauma they experienced. 

3.3 Learning of the Death of a Loved One

3.3.1
Family members recounted how they heard the devastating news of the loss of their 
loved ones. For some it was from a member of An Garda Síochána, for others it was 
from family members, neighbours, work colleagues and, in some cases, from the 
media. Family members described these moments:

Fiona

 ‘…so that was the first we heard of it. It was on the news’.

Declan

‘…she gave me a number and I rang back and I talked to…one of the investigating 
officers and had the most bizarre conversation of my life…it was surreal but by 
the time I got to the [scene] I suppose the media were ahead of us’.

Noreen

‘…although the guards actually did know…they obviously thought they did not 
want me to find out over the phone….but in the meantime [it was on the radio]… 
that is all very traumatic because you know that jingle, I couldn’t, you know, I 
couldn’t [listen to] it for years.’

Tom

‘…we never got any official word, only what the people were telling us they heard 
on the news. We got no official word from anyone…until [a family member] rang 
the guards that night to find out what was going on…. we should have been told…
before anyone else was told. We should have been told…’
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3.3.2
When a domestic homicide or familicide occurs An Garda Síochána are usually the 
first point of contact. They are the initial emergency responders and initiate the 
wider response. Noreen, referring to the Garda who broke the news, described them 
as follows:

‘…so, the guards turned up…he would be our liaison officer and he was wonderful. 
They were both wonderful. I‘ve always complimented the guards and I always 
will. Because it was a good experience. I know not everybody’s was, but they were 
fantastic. They brought a bit of lightness to the situation at times. They were 
brilliant’.

‘…He was lovely, calming me down because I thought I was having a heart attack. 
It was awful…I was on my own…it was a period of just shock, you know’.

Laura

‘…We relied a lot on the Garda Liaison Officer. Ours was fantastic.’

Steven

‘…they were thorough and they were very professional and they were very 
supportive of myself and other family members…’

3.3.3 
Pauline acknowledged the vicarious trauma experienced by first responders, 
particularly those who may be young and inexperienced:

‘…many young guards, this will be the first time they’ll come across anything 
like that…’

Niamh

‘[The guards] …were traumatised as well…They never asked me for phone 
numbers [of family members]’

Valerie

’…the tears were rolling down the guard’s face’.

Steven

‘…in fairness to the guards I think they were overwhelmed by the situation…there 
should be guidance for them’.

Fiona

‘…the detective that was leading the case asked me what did I want…I said I 
wanted to know everything... He said he would sit down with us and give us all 
the information and they did.’
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3.3.4
Some people reported a negative experience with the Garda Liaison Officer.

Fiona

‘…there were some really amazing people that worked for us. Detectives on the 
Murder Squad. I have the utmost respect for the great job they did….but the 
person that was supposed to help us along the journey… was the Garda Victim 
Liaison Officer, and for me I found to be…they told me things that were untrue…
hindered the flow of information…most times not available to take calls….the 
first big point for  me was not being told what had happened’.

3.4  Dissemination of Information about Deaths 
in the Immediate and Short-Term 

3.4.1
It is difficult in the maelstrom of the tragedy for families to understand the 
restraints placed on Gardaí during a criminal investigation. Families reported in 
their consultations with the Study that they need information about what will 
happen next and require detail regarding the process that is unfolding. In shock 
and traumatised, they may be unable to process information. They need to be able 
to access information on an ongoing basis and in a supportive environment. The 
Garda Family Liaison Officer, whose function is outlined below,  has an important 
role to play here, but submissions to this Study emphasised that the experience and 
skills of individual Gardaí can vary. Such engagement requires experienced, skilled 
professionals, and may require two members to work as a team. 

3.4.2 
Survivors need clear and reliable information. They need information about what 
happened. They need the truth (which may never be attainable) or they may have to 
wait for a long time until criminal and coronial processes, and, in some cases, civil 
proceedings have been completed. They need to know what is known at that time 
and they need to obtain that information from the most reliable source. They need 
to be informed  in the most sensitive way, with the highest standard of professional 
care and support. It was suggested that there is a need to develop a ‘suite of fact 
sheets’, as a resource for people, which they could access as their needs change 
over time. It is important that these fact sheets be in Plain English,5 checked by 

5  The National Adult Literacy Agency (‘NALA’) provides numerous resources on Plain English best 
practice. They also provide a Plain English Mark that indicates that a particular document 
meets international Plain English standards. Further information is available at: NALA, ‘Plain 
English Mark’ (2022) Available at: https://www.nala.ie/plain-english/plain-english-mark/ 
(Accessed 21 February 2022). 
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proof-readers, to ensure readability and accessibility to a broad range of people 
in a shocked and traumatised state. This information should cover a multitude 
of issues, from the emotional and psychological, to the practical, such as how 
to access appropriate services across many domains including health, finance 
and legal issues, to include the restrictions that are on the Gardaí with respect to 
divulging information during an investigation. 

3.4.3 
There are many times when, for operational reasons, particularly in the early 
stages of an investigation, decisions to withhold information are taken by An 
Garda Síochána.  This can particularly be the case with respect to  some aspects of 
pathology.  On occasion, a potential suspect may also be a family member. Garda 
Family Liaison Officers (FLOs) may therefore be obliged to control the release of 
information or to release information incrementally, as may be the position when 
forensic information is awaited or until investigations leading to an arrest have 
been completed.

3.4.4 
It is noted that An Garda Síochána now have an Information Booklet online.6  All 
agencies, practitioners and victim advocacy groups should share their information 
to create one multi-agency resource, including the information in the An Garda 
Síochána Information Booklet. That resource could then be provided directly 
to family victims by the Family Liaison Officer, in the immediate aftermath of 
the victim’s death. Several statutory and NGO agencies, for example the HSE, 
AdVIC, Support After Homicide, and Rainbows already have useful resources on 
psychological responses to trauma, bereavement, and other relevant topics. AdVIC 
has an excellent booklet that meets these needs.7 A collation of all these resources 
in a multi-disciplinary manner has the potential to meet the needs of the bereaved 
in these circumstances. 

3.4.5 
One family member who made a submission about their deceased relative’s 
homicide to the Study mentioned receiving a ‘victim’s pack’ from the Gardaí but 
indicated that it was only one pack, which was inadequate for an extended family 
where many people were traumatised and seeking information. There is no policy 
on providing ‘victim packs’ and therefore in this particular case it appears that the 
assigned Family Liaison Officer took an initiative to put materials together for the 

6  An Garda Síochána, ‘Garda Victim Service’ (2021) Available at: https://www.garda.ie/en/victim-
services/garda-victim-service/ (Accessed 21 February 2022).

7  Advocates for Victims of Homicide (AdVIC), ‘A Helpful Directory of Information for People 
Bereaved by Homicide: Advice, Entitlements and Services’ (2022) Available at: http://www.
victimsofcrimeoffice.ie/en/vco/Advic%20Booklet.pdf/Files/Advic%20Booklet.pdf (Accessed 21 
February 2022).       
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family member in question. Gardaí usually give information to a nominated family 
member but indicated to this Study that they would be willing to give information 
to other family members who seek it.  Several people recalled how they were too 
shocked and confused to avail of the information provided at the time.  One family 
member stated:

‘…I mean on the day that you hear, or in the week of it, it’s difficult…they gave 
him the victim’s pack and he put that in a drawer and hid it away. So, we didn’t 
get any [information]...so maybe if it was like a conversation and a reminder and 
do you know there’s these services…’

3.4.6 
Multi-disciplinary information packs available to first responders could also 
provide answers to those bereaved who reported wanting complete honesty. If the 
bereaved wanted to be informed about the complete story with no details held back, 
clear information about why it is not always possible to do so during a criminal 
investigation would alleviate any further trauma as described to the Study by some 
of the bereaved. Some families, for example, felt that the liaison officer appointed 
to their case was an impediment to the flow of information. On the other hand, they 
praised the work of the investigating officers in furnishing them with information 
as required. The lived experience of the way they received information and their 
expectations of how it ought to be delivered was outlined by these family members: 

Fiona

 ‘…in regards to what happened we weren’t given any information…so you know 
the aftermath of it is really shocking.’

‘…I constantly wanted to know what happened…it was so bad that I went to the 
undertaker and asked the undertaker…I needed to know was it quick…We got 
dribbles of information as we went along.’

‘…so, there was  a number of things along the way, me pleading for information 
and not getting it and finding out little dribs and always we were kept away 
from the  investigating officers because we had the number for the Garda 
Liaison Officer.’ 

Valerie

‘[There should be] No hiding of the true facts [by the Garda Liaison Officer] to 
lessen the impact of what has happened……I lost all trust in the liaison officer at 
the time. She may have been trying to protect me from further trauma…but  I felt 
she lied to me and I didn’t want to be lied to ’ 
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3.4.7 
One family member, Keith explained :

 ‘The only place I found anything was from basically the newspapers… That’s 
where I used to get my information…. It was solely from the newspaper clippings 
that I knew [where the perpetrator was when charged and on bail]…’ 

3.4.8
Safe Ireland explains:

‘…survivors of familicide find that State agencies do not always understand 
that one of their most fundamental needs at every stage of the aftermath of 
familicide is for information: they need to understand as much as possible 
about what happened, and they need to have the available information 
delivered clearly, promptly and in a sensitive way which takes account of their 
extreme trauma as they listen to it. In particular, the response from the relevant 
professionals is not generally trauma informed so that understanding of its 
effects on families’ behaviour is sometimes lacking.’8

3.5 Garda Family Liaison Officers (FLOs)9

3.5.1 
Family Liaison Officers (FLOs) are appointed by An Garda Síochána to victims 
of crime and their families in serious cases such as domestic homicides and 
familicides. The Family Liaison Officer provides information about significant 
developments in the investigation and gives information on appropriate support 
services available and puts family members in contact with a wide range of 
services, including local domestic violence services and national homicide 
bereavement support and advocacy groups. Their response is therefore crucial, and 
protocols need to be in place to guarantee that the response is appropriate. 

3.5.2
Family Liaison Officers (FLOs) are supported by the Garda Victim Liaison Office 
(GVLO), which is part of the Garda National Protective Services Bureau (GNPSB) and 
is responsible for formulating Garda Strategy including developing and reviewing 
Garda policies concerning victim related issues and supporting the implementation 

8  Safe Ireland, ‘Submission to the Independent In-Depth Study on Familicide & Domestic 
Homicide Study’ (2019) Available at: <https://www.safeireland.ie/policy-publications/> 
(Accessed 21 February 2022) p.4.

9  An Garda Síochána, ‘Reporting a crime: FAQs’ (2022) Available at: https://www.garda.ie/en/
victim-services/reporting-a-crime-faqs/when-are-liaison-officers-available-.html (Accessed 
22 February 2022).
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of the Victims Charter. The GVLO liaises with Government funded victim support 
organisations, and criminal justice and other State agencies, regarding issues of 
mutual interest to improve services to victims of crime. 

3.6  Identifying Deceased Loved Ones and the 
Role of the Coroner

3.6.1 
In the immediate aftermath of the death/s, when families are reeling from shock, 
they are confronted by the arduous challenge of identifying deceased loved ones. 
This is a time when families need information and support. People are in shock 
and are traumatised and then must face the unthinkable task of identifying their 
deceased loved one/s who have died in very difficult circumstances. Families 
reported the fear they felt but also the heartache and the sense of ‘being totally 
overwhelmed’ and not knowing what to expect. Declan explained:

 ‘…I identified [victim’s] body…a few hours after…I know the macabre, bone 
chilling details of how she died’.

It is crucial that a skilled professional meets the family at the mortuary, or before 
they attend at the mortuary, and prepares them for what they will have to do and 
what they will encounter. In certain cases, arrangements can be made for someone 
else, other than immediate family members, to identify the deceased.  When a 
forensic pathologist from the Office of the State Pathologist (OSP) is directed by the 
Coroner to perform a formal forensic post-mortem examination, the examination 
usually takes place in the Regional General Hospital used by Coroners in the relevant 
area. This involves co-ordinating with An Garda Síochána and hospital authorities 
and anatomical pathology technicians (APTs) to arrange access to mortuary 
facilities. The forensic case is accommodated around other non-forensic cases 
that require hospital facilities. It is important in the context of this discussion to 
distinguish between a mortuary, which is a functioning medical facility and usually 
part of a hospital, and a funeral home which is specifically designed to meet the 
needs of a grieving family. Attendance at a forensic mortuary is restricted solely 
to the identifying person i.e., the person who has agreed to formally identify the 
body of the deceased.  Forensic post-mortem examinations in Dublin usually occur 
in the Dublin District Mortuary. The Office of the State Pathologist is co-located 
with and has access to this mortuary facility, together with the Dublin Coroner.10 
It was developed within the old Whitehall Garda Station and is therefore not a 
fit for purpose building.  In the Dublin District Mortuary and nationwide, it is the 
responsibility of the Gardaí to meet the family and accompany them as part of the 
official requirement to identify the body. Anatomical pathology technicians (APTs) 

10  RCPI, ‘Study of the Office of the State Pathologist, Conducted by the Royal College of Physicians 
of Ireland on behalf of the Department of Justice and Equality’ (2019) p.8.  



93

C
H

A
PTER

 3
: D

O
M

ESTIC
 H

O
M

IC
ID

E AN
D

 FAM
ILIC

ID
E: M

EETIN
G

 TH
E SU

PPO
R

T N
EED

S O
F FAM

ILY M
EM

B
ER

S

usually accompany Gardaí in that process. The APTs responsible for this task are 
required to have appropriate training.11 It is important that APTs and members of 
An Garda Síochána receive appropriate support to deal with the secondary trauma 
that may occur during this process. Facilities permitting, there may be scope for 
a medical social worker, a hospital chaplain, a psychologist or a skilled advocate 
to fulfil this role. As the Dublin District Mortuary is not affiliated to or co-located 
with a hospital it does not have access to any of these listed services or supports.  
Infrastructural considerations, to include available facilities and their location, 
would need to be ‘fit for purpose’ and it would be necessary to have an agreement 
regarding the employment structure for support persons or for the services provided 
by them. Such facilities should also provide a quiet, private room for the family 
to gather before and after identifying the deceased. The current infrastructural 
provisions are therefore a limiting factor in making the desired support needs, 
to include family rooms, consistently available on a national basis. The current 
reality is that facilities vary significantly throughout Ireland; some refurbished 
HSE facilities could provide for such private space. However, in the Dublin District 
Mortuary there is a very small viewing room which is separated by glass from the 
deceased. This is also the case in several other mortuaries around the country. One 
Coroner has indicated that current staffing levels and infrastructure means that 
the provision of desired supports is not achievable currently but that there is an 
openness to the provision of such support, subject to the provision of funding. That 
Coroner recommends that a dedicated medico-legal centre that incorporates the 
mortuary would be a good model to deliver the services and supports that the Study 
recommends.

3.6.2 
The Irish Hospice Foundation (IHF) and the Health Service Executive (HSE) Design & 
Dignity funded programme has initiated some good practice in this area:

‘Through the use of the Design & Dignity guidelines this programme has 
provided support and funding for over 40 projects throughout Ireland. Hospital 
spaces have been redesigned in areas such as family rooms’12

3.6.3 
For some, there was the trauma of seeing their loved ones with terrible injuries. 
In some cases, the deceased may have severe or visible trauma or may have 
pronounced post-mortem changes and thus, it is important for bodies to be 
presented in the best way possible. Families will carry images with them through 
the remainder of their lives so this needs to be considered.  As Wendy explained:

 ‘…There are nights that [the victim] in the morgue haunts me’.

11  Health Service Executive (HSE), ‘Anatomical Pathology Criteria’ (2018) Available at: https://
www.hse.ie/eng/staff/jobs/eligibility-criteria/pathology-technician.pdf (Accessed 21 February 
2022).

12  Lenus The Irish Health Repository, ‘Evaluation of the Design & Dignity Programme’ (2022) 
Available at: https://www.lenus.ie/handle/10147/624149?show=full (Accessed 22 February 
2022). 
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3.6.4
Submissions to the Study highlighted the trauma associated with the descriptions 
of the victim that are presented in the Criminal Courts or at the inquest. Loved ones 
who are victims have been depersonalised: 

Fiona

‘…But you know the bit where [the victim] stops being [named] and is evidence 
for the state’.

Declan

‘….she was a mother, a daughter, a sister, an aunt, a friend and she was loved 
dearly, by all of us…’

3.6.5
One of the most difficult aspects of identifying the bodies, reported to the Study by 
family members, was not being allowed touch the bodies of their loved ones.  In one 
case the bereaved person who engaged with the Study did not do the identification 
as the post-mortem examination was pending. She delegated relatives:

Laura

‘…for some reason I took the advice of the Garda who said … ’ ‘it might be better if 
it not be you”... and ... think that they knew I would not be able to touch them.’  

3.6.6 
In State cases, such as domestic homicides and familicides, families are not 
allowed by law to touch the body until after the post-mortem examination has been 
completed. The Coroner agrees that a post-mortem examination can proceed once 
the body can be identified to the pathologist, usually by An Garda Síochána, as that 
from the death scene.  A Garda will remain with the body, to ensure no unauthorised 
access occurs, until the post-mortem examination is complete.  This methodology 
is required to ensure the maintenance of forensic integrity and the preservation of 
‘the chain’ of relevant forensic evidence, to ensure that it is not contaminated in 
any way. This, in turn, ensures a thorough and high standard of investigation for 
the deceased and their loved ones into the circumstances of their death. Some of 
the Study’s consultations indicated that there seems to be some inconsistency 
regarding the sequence of identification and post-mortem examination, where the 
former preceded the latter. This is due to several factors including the independent 
nature of coronial practice, a lack of understanding of forensic requirements 
locally, a lack of a dedicated facility for the provision of a forensic service and (in 
some places) a lack of properly trained support staff to communicate with and 
support families. Best practice in forensic cases is that where individual case 
circumstances permit, family members do not identify bodies until the post-
mortem examination has been completed. This gives them the opportunity to touch 
the body if they choose to do so, in a supportive environment.
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3.6.7
As previously mentioned, infrastructural facilities nationally are not consistent.  
There can therefore be safety issues arising with respect to access, which in the 
throes of grief, may not be immediately apparent to the bereaved.. The forensic 
evidence requirements dictate greater formality than that of a home wake or a 
funeral parlour.

Ellen

‘…there was about twenty of us up outside to identify her and they’d only let two 
in…and [name] went to hold her and they told [him] not to touch her’.

3.6.8
One family member struggled with how she should engage in this forensic 
environment which was unlike a wake or a funeral home :

 ‘…I asked could we bring flowers, anything, up there. They said ‘no’, we could 
bring  nothing’.

3.6.9 
Families reported having no private space to gather before or after identifying the 
body and having to walk out into the night, alone and unsupported. Such reported 
experiences demonstrate the previously described lack of facilities in mortuaries 
that have little or no private family spaces. Resourcing the provision of appropriate 
facilities is a priority. It is heartening to note that the Royal College of Physicians of 
Ireland’s Review of the Office of the State Pathologist set out13 recommendations 
including the need to establish a training scheme and the provision of appropriate 
facilities for the State forensic service.13 This Study would recommend that when 
such facilities are being resourced those plans should make provision for family 
rooms for bereaved families identifying the bodies of loved ones after a forensic 
post-mortem examination.

Declan

‘…I had to go out and identify [the victim’s] body. I can just describe what it was 
like. Like someone put a gun to my head. I was traumatised. With hindsight 
I was genuinely experiencing trauma. I didn’t know it at the time OK. And I 
came running out of the hospital. Someone from the  hospital, I don’t  know if 
it was a nurse, maybe it was,  said  that you know the HSE will support you in 
counselling services…But I needed the services there and then. I was left literally 
sitting ill on the grass on my own and the police were great. You know they got 
me back home….I was left sitting on the grass on my own, ok. Driving back. I was 

13  Royal College of Physicians of Ireland, ‘Review of the Office of the State Pathologist’ (2019) 
Available at: https://www.rcpi.ie/news/releases/review-of-the-office-of-the-state-pathologist/ 
(Accessed 21 February 2022).
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driven back…It was in the headlines already. So, at that stage I am in trauma. I 
mean I was actually just trying to stand up…’

3.6.10
The Coroner’s Office is mindful of the preparation of the body by anatomical 
pathology technicians (APTs) before it is identified so that, insofar as is possible, 
families are spared the trauma of seeing evidence of injuries. Several family 
members mentioned this issue and how the expertise of professionals, including 
undertakers, in some regions made a very significant difference. It is vital that 
professionals skilled in answering difficult questions and discussing extremely 
sensitive issues are at hand.  

3.6.11
Referring to the undertaker, Laura explained: 

‘He was able to have what were very difficult conversations along the lines of 
[victims] decomposing. Because if he didn’t get his hands on [victims] literally 
within a certain period of time he would not have been able to do anything’.

 ‘….you need somebody who knows these questions might come up… so someone 
from an agency because I don’t think I would ever put it on any one person, that 
can actually go ok, there’s  a list of things…’. 

‘…[the guards] do their best. Actually, at that stage you have hardly been 
allocated a Garda so there’s no relationship there in fairness’. 

3.6.12
The process for the appointment of a Family Liaison Officer (FLO) was outlined earlier 
in this Chapter.

3.7 Funerals

3.7.1
Funerals have always had a very specific significance in Irish culture and following 
domestic homicides and familicides they are even more poignant. Family members 
very clearly stated they did not know what to do at the time. They found it difficult 
to make decisions about the funeral service, who to include in the service and what 
arrangements to make in relation to burials. They voiced the difficulties associated 
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with ‘absence of ritual’ for the bereaved14 and with the impact that can have on the 
grieving process.

Pauline

‘…that was the point or before it that we needed help. And maybe delay the 
funeral.’

Niamh had a similar comment:

‘…if there was somebody there that would have said, we need to sit now and 
talk with [bereaved families] and you have to work things out because all these 
family [members] have to be buried and everything…’

Pauline

 ‘…but I think at that stage maybe if  somebody…had maybe come and say, or 
come in a particular way…’

Valerie

‘.. I couldn’t feel anything. I was merely existing… Went through the funeral 
stages’.

Kate

‘But nobody said to [family member], are there any other family we need to 
contact? ... we had been left to make the funeral arrangements on our own…we 
were in shock and we didn’t know what to do…’

3.7.2
At a time when people are traumatised, grieving and acutely aware that the world 
is watching them, they undoubtedly want to do the very best to honour their loved 
one/s. However, for some people the practical issue of a lack of financial resources 
was a major issue. This included not having money for what they saw as essential 
expenditure in the context of arranging a funeral e.g., paying travel expenses for 
family members, having appropriate clothing for the funeral and  for the deceased. 
Having financial issues of this nature can exacerbate the existing trauma. 

3.7.3
A 2017 study entitled Finite Lives; Dying, Death and Bereavement, an examination of 
State services in Ireland recommended a whole-of-Government approach to end-
of-life issues in Ireland and identified the need to conduct research on the socio-
economic impact of the costs associated with dying, death and bereavement.15 
It highlighted how the grieving process following the death of a loved one can be 

14  Norton MI, Gino F., ‘Rituals alleviate grieving for loved ones, lovers, and lotteries’ (2014) J Exp 
Psychol Gen 143(1) pp.266-272 

15  O’Donnell, M.L., ‘Finite Lives; Dying, Death and Bereavement, an examination of State services 
in Ireland’(2017) Available at: www.marielouiseodonnell.ie (Accessed 21 February 2022).
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further exacerbated by financial worries and can have long-term effects on people’s 
health and wellbeing and that of their families. The Department of Employment 
Affairs and Social Protection (DEASP) and the Irish Hospice Foundation are currently 
carrying out research into the cost of bereavement and funeral poverty in Ireland to 
explore the economic impact on families of funerals and bereavement and to foster 
a deeper understanding at State level of the potential for social support to alleviate 
these financial impacts. In a 2018 report, the Irish Hospice Foundation advocated 
for16 a whole-of-Government strategy on end-of-life care. It also called for: 

1. a national consultation process on people’s views around dying and death; 
2. regulation of the funeral services industry; 
3. reinstatement of the bereavement grant; 
4. the development of modules on bereavement within teacher training; and 
5. an  increase the living alone allowance.

3.7.4
Family members recounted the trauma of choosing clothes for the deceased. In one 
case discussed with the Study Team, the family needed to re-visit the crime scene to 
get access to the deceased’s clothing. 

Wendy said:  

‘…And eventually we found, you know, we picked out outfits because we were 
saying “oh, she used to love this”, and I’d say “oh God, I remember her wearing 
that one”... You know it was all very traumatic, you know, needless to say...and 
we went off downstairs…’

3.7.5
One family member, Noreen, reflected on the additional trauma visited on her and 
her family by the media: 

‘It’s a -- it was very important to me that I didn’t release one of our photographs 
of [named victim] and he took a photograph of the photograph that we had on 
her coffin. That was ours.….and he copyrighted it, he even put a copyright on it 
and said that was to protect us, although he was the one selling them.’

‘..I think it was even months before I even  started to have a look at what had 
been said, which was a shock because, you know…it was then we found out they 
were selling photographs of our children on the internet at the funeral.’

3.7.6
For some families, making decisions about who should/should not attend the 
funeral is an issue. This can be particularly relevant when the alleged perpetrator 
is alive. It can also be an issue for children who are friends of deceased children. 

16  McLoughlin, K., ‘Enhancing adult bereavement care across Ireland, A Study’ (Irish Hospice 
Foundation 2018).
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There are issues around the participation of school children and school choirs in the 
funeral. The National Educational Psychological Service (NEPS) can offer support and 
guidance on this issue.

3.7.7
For some families, they may have to face a second occasion when they must deal 
with a body part that was retained for forensic reasons. This can mean another 
burial and additional costs as well as the trauma associated with the second burial. 
One family member, Pauline,  explained: 

‘….it was dignified, it was everything like, but sure I mean that was a whole burial 
again. I know it was a small white box, but sure that was buried twice…we had 
to go through the whole fact of burying [victim] again…They came out with a 
hearse and everything. It was very dignified…’

3.7.8
When it is necessary to retain an organ or tissue, the bereaved is informed of this at 
the time, and they are asked to indicate what they would like to happen to the organ 
or tissue, when it is released later.17 

3.8  Supportive Policies, Protocols, Procedures 
and Practices for Victims of Crime in the 
Immediate Aftermath

3.8.1
For some family members who engaged with the Study, the local school/s were 
identified as having an important role in providing a venue where support could be 
provided to children, parents and teachers in the immediate aftermath. 

3.8.2 The Department of Education’s National Education Psychologist Service 
(NEPS)

17  HSE, ‘Standards and recommended practices for post mortem examination services’ (2012) 
Available at: https://www.lenus.ie/bitstream/handle/10147/628088/Standards%20and%20
recommended%20practices%20for%20post%20mortem%20examination%20services.
pdf?sequence=1&isAllowed=y (Accessed 21 February 2022).
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3.8.2.1
One of the service providers that engaged with the Study was the National Education 
Psychologist Service (NEPS). Bereaved family members who contributed to the Study 
recounted  their experience of NEPS. In some situations, personnel from NEPS were 
present prior to and at the time of the funerals and were able to provide appropriate 
support to the school community. Their input was appreciated and valued  by 
immediate family members. As Laura explained: 

‘…I think it was absolutely fantastic what NEPS did and a lot of these agencies 
can come in for a lot of flak but my God, they were, they were there…They spoke 
you know with kids, with parents, with teachers, with my own…they spoke to 
my own [relations] because  [family members] were in the  school…one of them 
took them aside and they spent a  couple of hours with them just talking things 
through, how to….’

‘…the school opened…to support the children and parents and the teachers 
themselves and  they called in the educational psychologists, NEPS, who were 
brilliant in giving the support that was needed. So, they supported them there 
but they also came up to the house…to be there for any of the kids…’

‘….they went over and above’.

‘NEPS…they continued to come out on a regular basis.’

3.8.2.2
Usually home visits would be a HSE role, as the NEPS response is typically school-
based and therefore calling to the home of the bereaved is not typical practice. Tony, 
a member of a community which had experienced familicide was concerned  about 
the level of support provided by NEPS to the school in his locality:

‘…the school tried to create a bubble to protect the kids’.

He appeared to see the school as being under-resourced saying:

‘…the school was not getting the support they needed and that created some 
problems…’

‘….I don’t think there was enough liaison with the parents…’

 ‘…the school kind of closed down the whole thing very quickly’.

Steven was concerned that teachers received care for the vicarious trauma that they 
experienced:

‘Teachers were wonderful…. but having said that, I wonder what support they got.’

3.8.2.3
In the immediate aftermath of the event there is a need for these types of support. 
Five principles and guidelines for the development of intervention practices and 
programmes in the aftermath of emergencies and mass violence are present in 
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the literature18 and are discussed immediately below when addressing the services 
delivered by National Educational Psychological Service (NEPS). 

3.8.2.4
The Department of Education’s National Educational Psychological Service (NEPS) 
assigns psychologists to a group of schools who work in partnership with both 
primary and post-primary schools and are concerned with learning, behaviour, social 
and emotional development. The range of services that they offer can be viewed on 
the Government of Ireland website.19 Unlike the HSE, which has the role of supporting 
the community response as outlined above, NEPS is a school-based service. 

‘The primary role of NEPS in a critical incident response is to advise and support 
teachers and other adults in supporting the students. This approach empowers 
the school community and is an important predictor of recovery following a CI’.20

3.8.2.5 
A resource pack first produced in 2003 and now in its third iteration21 includes 
guidelines and resource materials, to assist schools in responding to such 
incidents.  The intention is that, should an incident occur, the school will be 
prepared to respond. NEPS will be present to support the school. NEPS psychologists 
will take their lead from the principal of the school and will be available to give 
advice on how to proceed. NEPS does not provide counselling, but rather immediate 
short-term support, information and advice to staff in the aftermath of a critical 
incident.’  Spectrum Life is the Department of Education’s Employee Assistance 
Service for teachers and can provide support to those impacted by a critical 
incident.22

3.8.2.6
Paragraph 4.1 of Responding to Critical Incidents in Schools classifies the types of 
response that a NEPS psychologist can provide in different situations as a Response 
Level 1, 2 or 3. 

18  Hobfoll S. E., et al, ‘Five essential elements of immediate and mid-term mass trauma 
intervention: Empirical evidence’ (2007) Psychiatry 70 pp.283–315.  

19  Department of Education ‘National Educational Psychological Service (NEPS)’ (2022) Available 
at: https://www.gov.ie/en/service/5ef45c-neps/ (Accessed 21 February 2022).

20  NEPS, ‘Responding to Critical Incidents in Schools’ (Department of Education and Skills 2018) 
p.13.

21  ibid.
22  Department of Education, ‘Employee Assistance Service’ (2022) Available at: https://

www.education.ie/en/Education-Staff/Services/Employee-Assistance-Service/employee-
assistance-service.html (Accessed 21 February 2022).
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3.8.2.7
NEPS defines a critical incident as: 

‘…an incident or sequence of events which overwhelms the normal coping 
mechanism of the school.’23

3.8.2.8 
Familicide and domestic homicide as a major critical incident would fall within the  
Response Level 3 classification.

3.8.2.9 
This service is available Monday to Friday but typically, in circumstances where 
a school principal contacts NEPS outside of normal working hours, the NEPS 
Psychologist in question will often respond.24 NEPS proactively encourages and 
supports schools to develop a Critical Incident Management Plan and establish a 
Critical Incident Management Team. They also actively encourage a multi-agency 
approach channelled through Tusla, the Child and Family Agency and local Children 
and Young People’s Services Committees (CYPSC’s) which are described below. 
Typically, these multiple agencies include: HSE, ISPCC, CYPSY, NEPS, MABS, NOSP 
(as appropriate) and An Garda Síochána, if their crime investigation protocols 
permit.  However, the rollout of this protocol is not consistent across all regions and 
schools.25   

3.8.2.10 
NEPS psychologists who respond to critical incidents are at risk of experiencing 
secondary trauma as noted above. NEPS has an in-house system of assistance 
in place to support the responding psychologist and the Civil Service Employee 
Assistance Service offer support in dealing with the impact of their work.26 

23  NEPS, ‘Responding to Critical Incidents in Schools’ (Department of Education and Skills 2018) 
p.9.

24  In depth interview conducted on  27 January 2021. 
25 In depth interview conducted on  27 January 2021.
26  Spectrum Life, ‘Total Mental Health’ (2022) Available at: https://www.spectrum.life/ (Accessed 

21 February 2022).
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NEPS: Protocol and Policies in Responding to Critical Incidents in Schools27

NEPS outlines a psychologist’s planning for and responding to critical incidents as 

follows:

The NEPS psychologist may support schools in planning in several ways:

i. by making a presentation to a school or a cluster of schools on the development 

of a Critical Incident Management Policy (CIMP) and/or on how to respond to a 

critical incident

ii. by encouraging schools to establish a Critical Incident Management Team 

(CIMT)

iii. by attending one of the early meetings of the CIMT in relation to key tasks for the 

team

iv. by offering to attend a follow-up meeting with the team to discuss the draft 

policy/plan and to offer feedback before it is finalised.28

NEPS are developing a new e-learning module on critical incident planning and 

response to augment their outreach to all schools.29 

When a critical incident occurs, the process includes the following actions, although 

this is not a definitive list:

• The CIMT meets in advance of the school opening;

• The facts are established: Who? When? When? How?

• Establish whether there is an inter-agency system in the area;

• The emergency contact list is considered in relation to who needs to be contacted; 

• Circles of vulnerability are identified e.g., school, community, after-school facility, 

creche, local sports club etc.

• The teaching staff are briefed;

• Teachers are advised to connect with Spectrum Life or their GP, in the event that 

they need additional support;

• The HSE (as mentioned above) can provide support for the bereaved family; 

• A decision is taken with respect to what is communicated to the school 

community i.e., children and parents;

• Assistance is given in drafting a media statement and in determining how to deal 

with media who come to the school;

• If deemed appropriate, a short-term after school inter-agency drop-in facility may 

be put in place and specification information sessions (e.g., about the inquest 

process) can be provided.

27   NEPS, ‘Responding to Critical Incidents in Schools’ (Department of Education and Skills 2018) 
p.16.

28   NEPS, ‘Responding to Critical Incidents in Schools’ (Department of Education and Skills 2018) 
p.17.

29  In depth interview on 27 January 2021.
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3.8.2.11
In an in-depth interview on 27 January 2021, a representative member of NEPS 
outlined that  they have internal policies and protocols that inform their critical 
response steps. Primarily their response is active short-term help where they 
endeavour to stabilise the situation, aim to reduce traumatic reactions and make 
links to continuing care needs where that is deemed necessary. The main objective 
is to ensure that all aspects of the incident are attended to. Normative psychosocial 
intervention elements are employed by the NEPS psychologists. 

3.8.2.12 
These types of intervention elements were developed by NEPS in circumstances 
where there was an awareness that there is no proven technique for mental health 
interventions after disaster, but it was possible to assess what strategies were 
supported by the evidence. Leading US trauma researchers developed five essential 
elements of immediate and mid-term mass trauma intervention as follows:

• A sense of safety;
• Calming;
• A sense of self and community efficacy;
• Connectedness;
• Hope30

3.8.2.13 
Collaboration was undertaken by two major research centres to translate these five 
domains into actions that providers could undertake in the aftermath of disaster. 
The five principles identified in the first phase of the work have been translated into 
eight core activities:

• Contact and engagement;
• Safety and comfort;
• Stabilisation;
• Information gathering;
• Practical assistance;
• Connection with social supports;
• Information on coping;
• Linkage with collaborative services.

30  Hobfoll S.E., et al, ‘Five essential elements of immediate and mid-term mass trauma 
intervention: empirical evidence’ (2007) Psychiatry 70 pp.283-319..
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3.8.2.14 
These activities translate into the practice of psychological first aid, the mental 
health equivalent of medical first aid and  capture the basic, largely non-technical, 
interventions necessary to address common psychological reactions to disaster 
and ideally prevent them from becoming psychiatric disorders.31

3.8.3 Health Service Executive (HSE) and the National Office for Suicide 
Prevention (NOSP)

3.8.3.1 
Health Service Executive (HSE) services are community-based. The HSE in 2011 
presented a guidance document entitled, Responding to Murder Suicide and Suicide 
Clusters, a Guidance Document, recognising the need for ‘a consistent and coordinated 
health and social care response’32 and the document was prepared as a guide for 
local service managers responding to such events. It acknowledges that ‘…while 
the HSE has a significant and often lead role to play, there are many other agencies, 
both statutory and voluntary which can make an important contribution’ and 
acknowledges that the coordination of the response is critical. For example, there is 
a Suicide Bereavement Guide from the HSE,33 which is used in some Divisions of An 
Garda Síochána, which they plan to roll out nationally.

3.8.3.2
The document addresses both prevention and response  and outlines how ‘…key 
organisations need to work together to ensure that family, friends and communities 
receive the  most appropriate and timely support’.34 It outlines how each local 
health area needs to prepare a response plan so that a quick response is possible. 
It states: ‘…the coordination of our efforts is critical in ensuring the response is 
comprehensive and appropriate bearing in mind the sensitivities of families 
and communities’.35 It acknowledges that best practice indicates that critical 
incidence planning must be based on local organisation and culture.  A senior 
local HSE manager or nominee will be responsible for the development of the 
action response plan in their area. This includes the development of the plan; the 

31  Brymer M., et al, ‘Psychological first aid field operations guide’ (National Child Traumatic 
Stress Network and National Center for PTSD 2nd edn 2006); Auf der Heide E., ‘The importance 
of evidence-based disaster planning’ (2006) Ann Emerg Med 47 pp.34-49; and, World Health 
Organization, ‘Psychological first aid: guide for fieldworkers’ (WHO 2011)

32  HSE, ‘Responding to Murder Suicide and Suicide Clusters, a Guidance Document’ (2017) 
Available at: https://www.hse.ie/eng/services/list/4/mental-health-services/connecting-for-
life/publications/nosp-briefing-murder-suicide-dec-2017.pdf (Accessed 21 February 2022).

33  HSE, ‘National Suicide Bereavement Support Guide: You are Not Alone’ (2021) Available at: 
https://www.hse.ie/eng/services/list/4/mental-health-services/connecting-for-life/news/
national-suicide-bereavement-support-guide.pdf (Accessed 22 February 2022).

34  HSE, ‘Responding to Murder Suicide and Suicide Clusters, a Guidance Document’ (2017) 
Available at: https://www.hse.ie/eng/services/list/4/mental-health-services/connecting-for-
life/publications/nosp-briefing-murder-suicide-dec-2017.pdf (Accessed 21 February 2022) p.2.

35  HSE, ‘Responding to Murder Suicide and Suicide Clusters, a Guidance Document’ (2017) 
Available at: https://www.hse.ie/eng/services/list/4/mental-health-services/connecting-for-
life/publications/nosp-briefing-murder-suicide-dec-2017.pdf (Accessed 21 February 2022) p.5. 
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identification of resources; activation of the plan; the establishment of a response 
team; the engagement and utilisation of other statutory, community and voluntary 
supports; reviewing the response with a view to descaling or deactivating the plan; 
the deactivation of the response plan; reporting significant national or strategic 
issues.36

3.8.3.3
The guidance document indicates that within the HSE the response plan must 
reflect the statutory and other duties of the HSE, and inter-agency protocols 
should be developed. The role of the National Office for Suicide Prevention (NOSP) 
has a strategic role in the delivery of the response following on from Reach Out37 
the Strategy for Action on Suicide Prevention 2005-2014  and the subsequent 
Connecting for Life38 Ireland’s National Strategy to Reduce Suicide 2015 – 2020. The 
HSE document identifies a range of initiatives that may need to be put in place, 
including support services; immediate practical help; information on existing 
helplines; psychological support; bereavement support; fast track referral to 
specialist clinical services.39

HSE Critical Incident Response 

The HSE in its Briefing on Murder-Suicide 40 outlines how at local level, in conjunction 

with other statutory and voluntary organisations, the HSE has a key role in the 

coordination and provision of services. 

The HSE plays a key role in the management and co-ordination of complex multi-

agency and  community response. It can bring together:

• HSE Mental Health services; 

• HSE Resource Officers for Suicide Prevention;

• Primary Care Professionals;

• Suicide bereavement support services; 

• Social Work; 

• Mental health promotion; 

• Gardaí;  

• Community workers; 

36  ibid, p.23.
37  HSE, ‘Reach Out- Irish National Strategy for Action on Suicide’ (2005) Available at: https://www.

hse.ie/eng/services/list/4/mental-health-services/connecting-for-life/publications/reach-
out-irish-national-strategy-on-suicide-prevention-2005-2014.html (Accessed 21 February 
2022).

38  HSE, ‘Connecting for Life Irelands National Strategy to Reduce Suicide 2015 – 2020’ (2015) 
Available at: https://www.hse.ie/eng/services/list/4/mental-health-services/connecting-for-
life/  (Accessed 22 February 2022). 

39  HSE, ‘Responding to Murder Suicide and Suicide Clusters, a Guidance Document’ (2017) 
Available at: https://www.hse.ie/eng/services/list/4/mental-health-services/connecting-for-
life/publications/nosp-briefing-murder-suicide-dec-2017.pdf (Accessed 21 February 2022).

40  National Office for Suicide Prevention, ‘Briefing on Murder-Suicide’ (2017) Available at: https://
www.hse.ie/eng/services/list/4/mental-health-services/connecting-for-life/publications/
nosp-briefing-murder-suicide-dec-2017.pdf (Accessed 21 February 2022). 
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• HSE psychologists and voluntary partners. 

Where relevant, they include:

• Representatives of school management; 

• National Educational Psychological Services; and

• The youth service.

Under HSE leadership, representatives from the above organisations provide tailored 

support to communities  affected. These include:

• Immediate practical help;

• Information on existing helplines;

• Psychological support (specialist and pro-active);

• Bereavement support (specialist and pro-active, emphasis on complicated grief);

• Fast track to specialist clinical services.

The response focuses on three distinct periods:

1. Immediate aftermath (0-24hrs)

2. Reactive period (up to one week)

3. Outreach period (weeks up to years, including inquests, anniversaries, etc)

3.8.3.4 
In March 2012 the HSE published HSE Standards and Recommended Practices for Post 
Mortem Examination Services41 based on legal requirements and professional best 
practice at that time, where particular emphasis was placed on communication 
with bereaved families. It also included best practice standards regarding the 
storage, management, transportation and ultimate disposal of tissue samples and 
retained organs following a post-mortem examination.

3.8.3.5
In relation to meeting the needs of specific sectors of society, with particular  needs, 
the Offaly Traveller Movement has developed an excellent guide for developing a 
local co-ordinated crisis response plan for the Traveller community. It provides a 
framework for developing a local co-ordinated crisis response plan for the Traveller 
community in partnership with relevant organisations and services, which is 
activated for 4-6 weeks following the occurrence of an attempted suicide, suicide or 
unexpected death.42

41  HSE, ‘Standards and recommended practices for post mortem examination services’ (2012) 
Available at: https://www.lenus.ie/bitstream/handle/10147/628088/Standards%20and%20
recommended%20practices%20for%20post%20mortem%20examination%20services.
pdf?sequence=1&isAllowed=y (Accessed 21 February 2022).

42  The Offaly Traveller Movement, ‘A Guide to Developing a Local Co-ordinated Crisis 
Response Plan for the Traveller Community’ (2018) Available at: https://otm.ie/wp-content/
uploads/2019/03/A-Guide-to-Developing-a-Co-ordinated-Crisisn-Response-for-the-Traveller-
Community-2018.pdf (Accessed 21 February 2022).
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3.8.4 The Criminal Justice Victims of Crime Act 

3.8.4.1 
The Criminal Justice (Victims of Crime) Act 2017 gave effect to a Directive of the 
European Parliament and Council establishing minimum standards on the rights, 
support and protection of victims of crime.43 The Act contains a right to information 
for the victim on first contact44 and information regarding investigations and 
criminal proceedings.45 See further discussion about this legislation at Chapter 7.

3.8.4.2 Victims Charter46

3.8.4.2.1 
The Victims Charter sets out an individual’s rights and entitlements to the services 
offered by the various State agencies working with crime victims. The Charter is 
not a legal document. The legal rights of victims are set out in the Criminal Justice 
(Victims of Crime) Act 2017 and outlined in section 15 of the Charter.

3.8.4.2.2 
Definitions of victims in the Charter are derived from the Criminal Justice (Victims 
of Crime) Act 2017, section 2(1) and 2(2).

‘A ‘victim’ is defined in Section 1 of the Charter as:

1. a person who has suffered harm, including physical, mental or emotional 
harm or economic loss, which was directly caused by a criminal offence;

2. family members of a person whose death was directly caused by a criminal 
offence and who have suffered harm as a result of that person’s death. 
(This does not include family members who have been charged with or are 
under investigation in connection with the death.)

3.8.4.2.3 
Once a victim reports a crime, An Garda Síochána responds and investigates the 
incident and will provide the name, phone number and station of the investigating 
Garda, and the PULSE incident number. As described in Chapter 2, PULSE is the 
computer system where details of incidents are logged by Gardaí and updates to 
the investigation are entered. Staff at the Garda Victim Service Offices acknowledge 
the report of the crime and keep that person informed of significant developments 
during an investigation. However, in cases of familicide and domestic homicide, 
the nominated family member will always receive information by personal contact 

43  Criminal Justice (Victims of Crime) Act 2017, section 2.
44  ibid, section 7 
45  ibid, section 8.
46  Government of Ireland, ‘Victims Charter’ (2020) Available at: https://www.victimscharter.ie/wp-

content/uploads/2020/04/Victims-Charter-22042020.pdf (Accessed 22 February 2022).

https://www.garda.ie/en/victim-services/garda-victim-service/an-garda-siochana-victims-charter.pdf
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from the Family Liaison Officer or the investigating detective and not by letter and 
therefore the Garda Victim Service Offices will not deal with those cases.

3.8.4.3 The Crime Victims Helpline47 

3.8.4.3.1 
The Crime Victims Helpline is a confidential national helpline run by a team of 
trained volunteers and staff. It is funded by the Department of Justice. It supports 
everyone who is affected by crime no matter when the crime took place, who 
committed the crime, or whether the crime was reported to the Gardaí. It can give 
contact details for other agencies that support victims of crime.

3.9 Initial Trauma and Short-term Needs

3.9.1
The ongoing support needs of individuals, families and communities in the 
aftermath of domestic homicide and familicide are multiple and complex. Once the 
initial event has occurred, and emergency responses have been deployed, families 
and communities reported that they then must cope alone. Contributors to this 
Study stated that communities do not know how to respond when asked by those 
responding to the events ‘what do you want?’ as they may never have experienced 
such trauma previously and cannot therefore articulate their needs because they 
do not know what they are. They can have a wide range of needs that have been 
identified in interviews and submissions to the Study. While pain and trauma will 
always be borne by individuals, families and communities, certain supports can 
be put in place that can provide informative, emotional and practical support. The 
needs of the individual, the family and the wider community can be  interdependent 
and overlapping. This is where established protocols can shift the emphasis on 
identifying a response from the person and community to the service providers. 

3.9.2
In considering best practice for specific areas like the aftermath of familicide 
and domestic homicide in developing social support systems, responding to the 
consequences of the existence of prior trauma associated with experiencing/
witnessing domestic violence including domestic homicide and familicide and 
providing services appropriate to the developmental stage of children and young 
people, can benefit from a consideration of the literature in this area. 

47  Crime Victims Helpline, ‘We are here to help’ (2022) Available at: https://crimevictimshelpline.
ie  (Accessed 21 February 2022).
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3.9.3
Traumatic loss may refer to deaths that are untimely, sudden, and/or violent.48 
Literature highlights the link between ‘a struggle to find meaning in loss and 
complicated, intense, prolonged and preoccupying grief’.49 The harsh reality of this 
‘meaning making’ for families of homicide victims experiencing this type of grief 
has been described as belonging to the syndrome of complicated grief.50 This is 
because the ‘unnatural’ cause of death prevents mourners from moving through 
the process of grief and mourning. Evidence suggests that survivors of homicide 
victims not only experience the sorrow of the loss but also live with feelings of 
‘profound powerlessness of not having been able to protect, rescue, or comfort the 
one they loved.’51 Individuals and families can become trapped in the trauma of their 
loss as their lives become defined by the violent death of their loved one.52 As the 
devastating reality of the death is replayed over and over in the minds of the family 
it also often appears in the headlines of the news. Research consulted in compiling 
this Study, demonstrates that common themes and responses to the murder of 
a family member can include isolation; grief; loss; shock; stress; anger; blame 
(both victim and self); betrayal; guilt; denial; a need for revenge; and emotional 
regression.53 

3.9.4 
The literature suggests that when a death occurs because of an act of violence, 
the event becomes public and involves the media, the criminal justice system, the 
coronial system and the public. The ‘public retelling of the violent dying story is very 
different than the public respect for the family’s privacy in retelling a natural death. 
Once declared criminal, the public and media demand a spotlighted re-enactment 
of the dying that in, some cases, becomes voyeuristic’.54 Public repetition of the 
dying re-enactment may heighten the distress of friends and family members.55 The 
complexity of trauma associated with media reporting, both at the time of the event 
and subsequently, is addressed in detail at Chapter 4 of this Report. 

48  Watson, P. J., et al, ‘Managing acute stress response to major trauma’ (2002) Current 
Psychiatry Reports 4(4) pp.247-253.

49  Neimeyer, R. A., & Thompson, B. E., ‘Meaning making and the art of grief therapy. Grief and the 
expressive arts: Practices for creating meaning’ (Routledge 2014) p.37.

50  Armour, M. P., ‘Experiences of Covictims of Homicide: Implications for Research and Practice’ 
(2002) Trauma, Violence, & Abuse 3(2) pp.109-124 ; and, Rynearson, E. K., Retelling Violent Death 
(Taylor & Francis 2001).

51  Manitoba Trauma and Bereavement Information Centre, ‘Homicide Bereavement’ (2022) 
Available at: https://trauma-informed.ca/traumatic-grief/homicide-bereavement/ (Accessed 
21 February 2022).

52  Spungen, D., Homicide: The Hidden Victims A Guide for Professionals, (Sage Publications Inc 
1998). 

53 ibid.
54  Manitoba Trauma and Bereavement Information Centre, ‘Homicide Bereavement’ (2022) 

Available at: https://trauma-informed.ca/traumatic-grief/homicide-bereavement/ (Accessed 
21 February 2022) 

55  Rynearson, E. K., Retelling Violent Death (Taylor & Francis 2001).
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3.9.5
Trauma and loss may lead to the intergenerational transmission of specific coping 
styles and emotional sensitivities.56 This trauma was described in interviews and 
submissions to the Study. Individuals reflected, in some cases, on prior trauma in 
the lives of victims, and how as a result, they had developed coping styles which 
may have made them more vulnerable. It was noted that perpetrators too, may have 
experienced prior trauma resulting in the development of distinctive behaviours. 

3.9.6 Relational trauma

3.9.6.1
Relational trauma is a term used to refer to the impact of adverse events on 
significant relationships in families and communities and it was reflected 
in contributions  to the Study. The relationships between individuals within 
families, relationships between the families of both partners in cases of 
domestic homicide and familicide and in inter-generational relationships for 
example with grandparents can be impacted. Such events can reduce the sense 
of trustworthiness, safety, openness, and emotional quality in relationships.57 
Such events can have negative impacts on interactions between individuals and 
their social context as well as on their thoughts, feelings, memories, and sense 
of personal agency. The traumatic impact on relationships may occur even in an 
absence of individual symptoms.58 Focusing solely on individual symptoms and 
psychopathology following a major incident may ignore some of the important 
relational impacts and serious risks of effective coping.59 

3.9.6.2 
Following a traumatic event, ruptures in relationships can occur at multiple levels. 
This can destroy one’s belief that the world is a safe and predictable place and can 
instil a sense of betrayal by trusted others including helping systems.60 Families 
may experience severe distress in response to one or more members’ traumatic 
experience, or the entire family may be directly affected by mass trauma which may 
lead to disruption of family functioning including communication and parenting.61 
Thus, to address the effects of trauma, resources are required to facilitate effective 

56  Saul, J., Collective trauma, collective healing: Promoting community resilience in the 
aftermath of disaster (Routledge 2013).

57  Figley, C.F., Compassion fatigue: Coping with secondary traumatic stress disorder in those 
who treat the traumatized (Routledge 1995).

58  Scheinberg, M. and Fraenkel, P., The Relational Trauma of Incest: A Family-Based Approach to 
Treatment (Guildford 2001).

59  ibid.
60  McCubbin, H. I., & Figley, C. R., ‘Bridging normative and catastrophic family stress’ in 

McCubbin, H.I., & Fisley, C.R. (eds), Stress and the family: Coping With Normative Transitions 
(Routledge 1983).

61  Walsh H, F., ‘Traumatic loss and major disasters: Strengthening family and community 
resilience’ (2007) Family Process 46(2) pp.207-227
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recovery. Multiple losses can include life, health, property, livelihood, and, poignantly, 
dreams for the future.62

3.9.6.3 
Family members explained they needed practical, informative and emotional 
supports to alleviate the type of trauma described.  

3.9.6.4 
Laura shared her view of what this may look like:

Laura

‘… there is  a little part of me that goes to a little fantasy area in my brain that 
goes… It’s about a superhero agency that sweeps in in situations like this. Now 
with sensitivity and training and understanding that they may and they may 
not be wanted or needed … all of that day, I  had had no sleep, most of my family 
had had no sleep… we had to inform my parents and none of us knew how to 
deal with this. So, you have the guards in and out and they were fantastic from 
the moment I phoned them. They were sensitive. They were caring and they were 
practical….’

3.9.6.5 
Other contributors expressed the complexity of their needs at the time:

Pauline

‘…we needed somebody that day to come to the house. We needed somebody. On 
the day. Because you need someone to think for you…’

Laura

‘…you’re in shock. You’re making decisions.’

3.9.6.6 
The valuable support of family, friends, work colleagues and the local community 
was appreciated by the bereaved. 

Valerie 

‘My family was great.. and friends were fantastic’.

3.9.6.7 
As Noreen explains:

62  ibid.. 
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‘……the love of people [in the community] was just shown; how lovely people are. 
They were at our home and they brought tea and coffee and milk and biscuits 
and food. I mean there was so much food I didn’t even cook for weeks because 
the freezer was full…They took over and made tea and they were just the most 
wonderful people; we hadn’t got a family around us at that point…it was just the 
community who were there’

Valerie 

‘I was so lucky that I had great support from my manager at work, he was 
fantastic’.

3.9.6.8
Noreen also recognised the important support from NGOs:

 ‘…I’m talking about one of … the supporters from  Support after Homicide, 
who was fabulous. You know when I say there was nobody there for us. They 
were there for us and they were very good as a charity. But you would be very 
conscious that they are not paid … and the professionalism and our particular 
representative… was wonderful…but after a few months I just felt I was taking 
advantage …’.

Noreen

 ‘…I wouldn’t have thought about ringing Women’s Aid or Safe Ireland or any of 
those.  Support after Homicide were the only ones there  and our Liaison Officer, 
but they weren’t able to answer some of the questions you know you would 
have…’ 

3.9.6.9 
Many family members recognised the importance of AdVIC as an organisation that 
provides professional counselling to both adult and child victims. 

Fiona

‘…AdVIC are a brilliant group…they’re absolutely amazing and the counselling 
… was fantastic for me. I think I would have lost my mind if I didn’t have that 
support because I had to go on with my normal life so that gave me my hour 
once a week to sit and let it all out’.

3.9.6.10 
All AdVIC counsellors are professionally trained and registered with relevant 
accreditation bodies and are all experienced in working in grief and trauma settings. 
The number of sessions is limited to twelve but that allocation can be extended in 
certain circumstances. 
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3.9.6.11 
Valerie talked about the importance of having independent counsellors:

‘ …who are of an independent source, are not known to immediate family or 
professionals that may have had prior contact with the affected families, either 
the HSE or the guards.’

3.9.6.12 
And she believed that this counselling should not be time limited: 

‘There should be an [unlimited] amount of counselling for as long as I want it, 
free of charge’. 

3.9.6.13 
The support from other professionals was acknowledged by the bereaved. Noreen 
mentioned the importance of the family doctor:

‘Our GP was great. He did everything he could. He was very supportive.’

3.9.6.14 
This indicates the important role a GP can play as not only a medical professional, 
providing direct healthcare, but as crucial link with other statutory and voluntary 
services. Engagement with the Irish College of General Practitioners (ICGP) outlined 
below echoes their desire to play a pivotal role. In Ireland, the GP has a significant 
function as one who refers patients to specialist services, which may be important 
here. The HSE indicates: 

‘General Practitioners play a central role in psychosocial responses. General 
Practitioners need to be made aware of possible psychosocial experiences and 
psychopathological sequelae because they are directly involved in delivering the 
first level of formal mental health care’.63

3.9.6.15
One family member, Steven, explained:

 ‘…nobody, myself or any of [named victim’s] family received any support. That 
is a fact. I mean nobody received any support. Nobody came and offered any 
support.’ 

Another family member, Pauline said: 

‘…Because you don’t get any support unless you go look for it and you don’t know 
which road to go’. 

63  HSE, ‘Psychosocial and Mental Health Needs Following Major Emergencies’ (2014) Available at: 
https://www.hse.ie/eng/services/publications/mentalhealth/emer.pdf (Accessed 21 February 
2022).
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3.9.6.16
The importance of trained professionals was emphasised by Valerie: 

‘…make sure people are fully trained. It’s no place for trainees to come in’.

3.9.6.17 
Tony emphasised the need to reach out to members of the community who may be  
suffering and overlooked by support services:

‘…there are people out there who could be missed by the HSE, for example, 
there’s the childminder …who minded those children..’ 

‘..the man who dug the graves was traumatised… like the HSE are not going to 
reach out, I don’t think they do, go and knock on someone’s door…’

 ‘... there was nothing where the  parents were encouraged to come down and 
say: “ Let’s hear from someone”. So, you know how might the parents talk to the 
kids and then gradually people will talk [about their trauma]...’

3.9.7 Community Trauma

3.9.7.1 
The Study received submissions from individuals who described the painful 
experience of those living in communities where a domestic homicide or familicide 
has occurred. They reported the profound impact on communities, expressing a 
need for a point of contact for the community, within that community. Contributors 
suggested that the boundaries regarding who is traumatised by the tragedy in their 
community cannot be drawn, and  that sometimes, friends of the victim can be as 
close to him or her as a family member would be. Communities reported that where 
such traumatic events occurred, people in that community sometimes retreated 
and there was a recognition that there was a need for a safe, supportive process that 
enabled people to speak. There was a need for people to ‘gather and collect’ in a safe 
and supportive environment. 

3.9.7.2 
The Study heard that, for some people, when supports are offered by voluntary 
agencies, individuals may stop accessing them out of concern that they are taking 
advantage of the situation or more accurately, they may feel that, as they are not 
close family members, they do not have a right to call on services. These feelings 
can be  linked to people experiencing disenfranchised grief, that is, believing that 
because they were not close family member or friends of the deceased, they had 
no right to experience the grief and shock with which they were living. This can 
interrupt and/or prolong the healing process. Disenfranchised grief has been 
identified as having three aspects: 
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a. when the relationship between the deceased and the grieving person is not 
recognised; 

b. when the loss is not recognised; and 
c. when the individual’s inability to grieve is not recognised.64

3.9.7.3 
It was not unusual for a response of anxiety, fear and distress to be felt by people 
in the community and this includes people who were expected to respond as 
professionals. This was described to the Study as the ‘collision of personal and 
professional’, where local people may also be first responders or hold such positions 
as teachers or members of the board of management of the school in which child 
victims were educated, sports clubs and other organisations in which the family 
members were involved. Individuals reported that they perceived themselves as 
demonstrating ‘irrational behaviour’, for example checking and locking doors and 
windows, sleeplessness, fear and anxiety. 

3.9.7.4 
Bereaved people reported feelings of confusion and disorder, loss of perspective, 
disconnectedness, and isolation. Community members reported that they were 
reeling from the event, as they tried to understand and reconcile media reports with 
their personal knowledge of the individual(s). Others described deconstruction of 
their understanding of the people involved in the tragedy. They described the use 
of unhelpful labels in the media as barriers to recovery, making sense of events 
and the grieving process. Another cohort found that they can be drawn into local 
events because of their relationships and contacts within a community where the 
domestic homicide or familicide occurred.  

3.9.7.5 Collective trauma 

3.9.7.5.1
Collective trauma has been defined as ‘the shared injuries to a population’s 
social, cultural, and physical ecologies’.65 It refers to the impact of adversity on 
relationships in families, communities and wider society and it has been noted 
that disasters whether man made or otherwise ‘strain the ability of local systems to 
respond to needs’.66 Events can bring ‘…a range of stressors to a community, which 
can include the direct threat to life, physical injury, exposure to the dead and dying, 

64  Zoll, L., ‘Disenfranchised Grief: When Grief and Grievers Are Unrecognized’ (The New Social 
Worker 2019) Available at: https://www.socialworker.com/feature-articles/practice/
disenfranchised-grief-when-grief-and-grievers-are-unrecogniz/ (Accessed 21 February 2022).

65  McCubbin, H. I., & Figley, C. R., ‘Bridging normative and catastrophic family stress’ in 
McCubbin, H.I., & Fisley, C.R. (eds), Stress and the family: Coping With Normative Transitions 
(Routledge 1983) p.5.

66  Saul, J., Collective trauma, collective healing: Promoting community resilience in the 
aftermath of disaster (Routledge 2013) p.1.
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bereavement, loss, societal and community disruption, and ongoing hardship’.67 The 
associated consequences of such collective trauma can include depression, anxiety, 
post-traumatic stress disorder (PTSD), physical health problems, chronic problems 
in living, interpersonal relationships, and financial stress, as well as the loss of 
resources such as actual and perceived social support.68 

3.9.7.5.2 
All these lived experiences were part of the lived experience of contributors to 
this Study, both family members and members of the wider community in which 
the event occurred. Consequences can vary in terms of the severity, duration and 
impact of the event as well as the community’s social and material capacities to 
recover.69 A community’s recovery from collective trauma is linked to the assistance 
they receive, to build their resilience and well-being.70 Detailed descriptions were 
given to the Study of deep fissures that had developed in some communities 
following domestic homicides and familicides. They often experienced feelings 
of helplessness, not knowing who to turn to for support or who to trust and not 
knowing how to sensitively commemorate the lost community members. 

3.9.7.5.3 
The experience of the communities of those who died by domestic homicide and 
familicide as outlined in this Study are captured by one community member, Tony. 
When reflecting on the provision made for the support of his community’s trauma 
he observed that:  

‘…there are people who are not going to go to a community centre and say “I’m 
upset”…”I’m disturbed by this”…”traumatised by what happened…’ ’

3.9.7.5.4 
He questioned the planning of an early intervention and the quality of its 
accessibility, saying:

‘…I think at the beginning there was a weakness there in terms of something 
intervening to manage this crisis but after that the HSE were there saying “we’re 
open, our doors are open”…’

3.9.7.5.5
Timely access to support was also present in his comment about processes around 
getting support:

67 ibid.
68  ibid.
69  ibid.
70  McCubbin, H. I., & Figley, C. R., ‘Bridging normative and catastrophic family stress’ in 

McCubbin, H.I., & Fisley, C.R. (eds), Stress and the family: Coping With Normative Transitions 
(Routledge 1983) p.5.
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‘…the other weakness [was that] you had to go through a doctor and I know one 
child who… it took six months to get an appointment’.

3.9.7.5.6 
Questioning the adequacy of allocated resources, Tony wondered: 

‘…if it was something else you know there would be a fund…but [for] an ordinary 
community, there is nothing’.

3.9.7.5.7
This community member saw some long-term issues that arose when stating: 

‘…the community is divided and there is a silence there now…’ 

3.9.7.5.8
He called for support in restoring the community in the wake of the tragedy that 
befell and divided them: 

‘…just to say to somebody: Go in and spend a year with  that community and 
bring people together.  See what can be done and put in place.’ ….‘if you can’t 
get to all the individuals but if you get a community pulling together… and then 
eventually you build up something, a momentum in the community…’

3.9.7.5.9
The necessity of having a restorative justice response in circumstances where the 
families of the deceased and the perpetrator are typically of the same community 
was recommended in facilitating healing and building bridges within and between 
families and communities.71  Restorative justice is:

‘… an approach to crime that focuses on trying to repair the harm that it has 
caused by involving those who have been affected. It understands crime not 
only as a legal infraction that requires public condemnation, but also as an 
injury to real people and relationships that needs healing. Those caught up in 
the event are left with a range of physical, emotional, psychological, spiritual 
and material needs, and these so-called ‘justice needs’ have to be addressed if 
they are to feel that justice has been served.’ 72 

3.9.7.5.10 
It is important to clarify that a restorative justice response is not mediation, 
therapy or analogous to a court of law and it must provide a layered voluntary 
and safe environment to deal with complex trauma for those bereaved and their 

71  In depth interview on 19 October 2020.
72  UNODC, ‘Concept, values and origin of restorative justice’ (2022) Available at: https://www.

unodc.org/e4j/en/crime-prevention-criminal-justice/module-8/key-issues/1--concept--
values-and-origin-of-restorative-justice.html (Accessed 22 February 2022).
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communities.73   The Department of Justice Action Plan 2021 is focused, at Goal 3, on 
engaging with many strategies that include the delivery of  restorative justice safely 
and effectively, and in ensuring community safety and victim support.74 

3.9.8 The Survivor Adult/Parent

3.9.8.1 
The sensitive issue of who should be regarded as next of kin can cause issues 
for bereaved family members. An erroneous belief commonly abounds that being 
‘next of kin’ confers legal rights. Such a person is simply someone nominated as a 
contact person in an emergency.  

3.9.8.2 
There was concern that where there is an adult survivor of domestic abuse that 
was not fatal, his or her needs are often overlooked. A survivor parent may become a 
single parent in the wake of a domestic abuse and find themselves having to adjust 
to new challenges requiring customised supports from agencies and  organisations 
such as One Family Ireland. Information on social welfare entitlements and on 
family law should be universally available to them. On a preventative level, such 
information should be part of  the school curriculum, so that children are aware 
that supports exist that may enable them to exit a current or future dangerous 
relationship. The Social, Personal and Health Education (SPHE) programme is a 
suitable place to include such information.75 Prevention in terms of domestic and 
intimate partner violence is discussed in greater detail in Chapter 6. 

3.9.9 Supportive Policies, Protocols, Procedures and Practices for Victims of 
Crime in the Intermediate and Short-term Aftermath

3.9.9.1
Under the Sláintecare76 strategy, primary care should be the first point of contact that 
people have with the health service. This includes general practitioners (GPs), public 
health nurses and a range of services. A primary care team includes GPs, public 
health nurses, and therapists. Each one supports around 7,000–10,000 people. These 
services are delivered in primary care centres. In its communication with this Study, 
the Mental Health Commission stressed that Sláintecare should be implemented 
and adequately resourced.77 The Sláintecare Implementation Strategy and Action Plan 

73  In depth interview on 19 October 2020.
74  Department of Justice, ‘Justice Plan’ (2021) Available at: https://www.justice.ie/en/JELR/Pages/

PR21000036 (Accessed 21 February 2022) p.29.
75  Harrison, C and Wilson, M., Make a Difference (Folens 2021).
76  Department of Health, ‘Committee on the Future of Healthcare: Sláintecare Report’ (2018). 
77  In depth interview on 05 February 2020.
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2021-2023 was published on 11 May 2021.78 Healthy Ireland,79 the overarching national 
framework for health and wellbeing, recognises the need to explore improved 
integration between physical and mental health. The Irish College of General 
Practitioners (ICGP), in its detailed submission to this Study, emphasised the 
importance of strategic partnerships suggesting they are ‘fundamental to develop, 
guide and implement an effective and compassionate policy to support family 
survivors of familicide/domestic homicide, and the wider affected community’.80 
It identified the strategic role of GPs when dealing with victims of intimate partner 
violence (IPV) ‘that all relevant agencies and professionals work together using 
consistent, effective risk assessment to ensure consistent ‘joined-up’ responses, 
addressing the broad spectrum of domestic violence and abuse (DVA) affecting men 
and women’.81 

3.9.9.2
It raised important issues relating to the potential of GPs in the prevention of IPV 
including: creating an environment to support early disclosure of domestic violence 
and abuse; training and supporting  front line staff to ask about, identify and 
appropriately respond to domestic violence and abuse; developing, disseminating 
and implementing clear policies around information sharing, within and between 
organisations, which should comprehensively address appropriate management 
of clinical confidentiality, while identifying what information which can/should be 
shared, by whom and with whom. This should include onward referral to specialist 
domestic, sexual and gender-based violence (DSGBV) agencies and the seeking of 
appropriate consent to disclose information, and the disclosure of information in 
circumstances where it can be shared in the absence of consent.

3.9.9.3
The ICGP states that information sharing without consent should only occur when a 
person is considered at serious risk and within an agreed multi-agency information-
sharing protocol. These recommendations are in line with what family members 
have requested. Family members were very aware of the strategic role of the GP and 
particularly the situation where individual family members experiencing mental 
health difficulties are treated in isolation from their families. The ICGP submission 
states:

‘Familicide and domestic homicide, domestic violence and abuse are endemic 
in Ireland. DVA feature frequently in conversations between GPs and their 
patients. Enhanced primary care management of common mental health 
problems is a key healthcare target, which requires additional resourcing. 
General practice has a unique role in identifying and supporting individuals, 

78  Department of Health, ‘Sláintecare Implementation Strategy and Action Plan 2021-2023’ (2021) 
Available at: https://www.gov.ie/en/publication/6996b-slaintecare-implementation-strategy-
and-action-plan-2021-2023> (Accessed 22 February 2022).

79  HSE, ‘Healthy Ireland Framework 2013-2025’ (2013) Available at: https://www.gov.ie/en/
campaigns/healthy-Ireland/ (Accessed 21 February 2022).

80  ICGP, Submission to Familicide and Domestic Homicide Review Group (2021).  
81  ibid..  
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families and communities affected by DVA, familicide and domestic homicide. 
The Irish College of General Practice is well positioned to actively engage with all 
stakeholders to systematically address DVA, familicide and domestic homicide 
in Ireland. Note: This addresses DVA in adults with decision-making capacity. It 
does not address child abuse or adults lacking decision-making capacity which 
are especially complex issues, beyond the scope of this document’.82

3.9.9.4
Sharing the Vision83 seeks to create easier access to multi-disciplinary, user-centred 
supports at primary care level that will result in better outcomes. All users of 
specialist mental health services, including those in long-stay facilities, must be 
registered with their GP and the physical healthcare of people with a mental health 
difficulty should be led by their GP.  The ICGP in its communication with this Study 
raised the current inadequate mental health service resourcing in general practice, 
and the importance of CPD training for GPs generally, and specifically on mental 
health treatment.

3.9.9.5
One bereaved family member, Valerie, who sought information about her partner 
who had received treatment for mental health illness prior to his killing of their 
children and his death by suicide, reported as follows: 

‘I felt that the HSE clamped down with protection for themselves - It was like 
a battle I was heading into trying to get answers from the HSE.  I felt that I was 
met with by a brick wall with no answers from them in such a traumatic time - 
this only added and caused further trauma for me’.

3.9.9.6
Another bereaved family member described a similar experience where the 
perpetrator had killed the children and then died by suicide: 

‘none of the doctors that [the perpetrator] had attended, [were called to 
give evidence] ... The inquest conclusion was a ‘narrative statement of [the 
perpetrator’s] actions  on the day [of the deaths]’.

‘[I] believe that a public understanding of their circumstances would aid other 
individuals and families in the future’

82 ibid. 
83  Department of Health, ‘Sharing the Vision, A Mental Health Policy for Everyone’ (2020) Available 

at: https://www.gov.ie/en/publication/2e46f-sharing-the-vision-a-mental-health-policy-for-
everyone/ (Accessed 22 February 2022).
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3.9.9.7
The Department of Health Policy outlined in Sharing the Vision recommends that 
voluntary and community services (VCS) organisations should be key partners in 
the design and development of the HSE’s mental health services at national and 
local level, as well as referral partners for primary mental healthcare. This extends 
to therapeutic and other recovery supports for individuals and families and 
communities. It recognises that many of the supports provided by the community 
and voluntary sectors are funded and/or provided through a service agreement 
with the public mental health system and that this should be drawn upon in 
acknowledgement of the sector’s strong position within communities. 

3.9.9.8
It acknowledges that it is vital that public primary care and mental health services 
work in partnership with community and voluntary groups, involving them in 
the design and delivery of integrated area support services. This partnership 
approach will allow those working in primary care and community mental health 
teams (CMHTs) to connect service users with voluntary and community service  
organisations and facilitate the integration of patients into their local community. 
There is scope here for victims’ organisations to be significant partners in this 
process. 

3.9.9.9 
Submissions received by the Study outline that AdVIC is already actively involved in 
providing professional counselling to victims. SAVE, an NGO involved with survivors,  
raised with this Study the importance of addressing the relationship between 
alcohol and substance abuse and intimate partner violence. The partnership 
approach just described, would facilitate the involvement of relevant community-
based addiction services. Sharing the Vision identifies the following principles: 
recovery; trauma informed; human rights; valuing and learning.84 

3.9.9.10
A trauma-informed response is particularly relevant to this Study. It is defined as:

‘Trauma-informed care is an approach which acknowledges that many people 
who experience mental health difficulties have experienced some form of 
trauma in their life, although this is not the case for everyone. A trauma 
informed approach seeks to resist traumatising or re-traumatising service 
users and staff. Trauma-informed service delivery means that everyone at 
all levels of the mental health services and wider mental health provision 
has a basic understanding of trauma and how it can affect families, groups, 
organisations and communities as well as individuals’.85

84  Department of Health, ‘Sharing the Vision, A Mental Health Policy for Everyone’ (2020) Available 
at: https://www.gov.ie/en/publication/2e46f-sharing-the-vision-a-mental-health-policy-for-
everyone/ (Accessed 22 February 2022) p.17.

85  ibid.
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3.9.9.11
Sharing the Vision emphasizes that mental health provision is not an issue for the 
health service alone and takes a population-based approach as outlined in Figure 10. 
The role of mental health advocates is an issue that family members have raised in 
interviews for this Study. 

Population-based planning approach – For effective and effcient person-
centered system
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Mental Health, Wellbeing 
and Resilience

Through actions to foster positive mental health and resilience; 
actions that invest in prevention and early intervention; and anti-
stigma initiatives to build community support and empathy for people 
living with a mental health difficulty.

Through resources available to the entire populaton including 
e-mental health tools.

Including informal one-to-one support from family, carers and 
supporters (FCS) as well as access to structural peer support groups.

Local, accessible, personalised supports - with clear referral pathways 
(from Primary Care) for those who need further support.

Including CMHTs as the first line of care, supporting recovery of 
individuals in their own community. Also a range of crisis response 
and more acute services including where appropriate access to 
residential in-patient supports.

Complex and enduring needs.

Self-Agency

People-to-People Support

Primary Care and VCS

Specialist Mental 
Health Services

86

Figure 10 
© Government of Ireland and Health Service Executive (HSE)

3.9.9.12
Several organisations have taken steps to develop such advocacy initiatives, for 
example St Patrick’s Mental Health Services87 and the Irish Advocacy Network.88 The 
Mental Health Commission has published reports for staff working with LGBTI+ 
service users89 and working with people from ethnic minorities.90 The central 
collation of such guidelines in one comprehensive resource is a key support 
requirement for all.

86  Department of Health, ‘Sharing the Vision, A Mental Health Policy for Everyone’ (2020) Available 
at: https://www.gov.ie/en/publication/2e46f-sharing-the-vision-a-mental-health-policy-for-
everyone/ (Accessed 22 February 2022).

87  St Patrick’s Mental Health Services, ‘Advocacy’ (2022) Available at: https://www.stpatricks.ie/
advocacy (Accessed 21 February 2022). 

88   The Irish Advocacy Network, ‘Peer Advocacy in Mental Health’ (2022) Available at: https://
irishadvocacynetwork.com/wp/ (Accessed 22 February 2022).

89  Mental Health Commission, ‘LGBT Service Users-Guide for Staff in Mental Health Services’ 
(2013) Available at: https://www.mhcirl.ie/File/LGBT_SU_Guide_for_staff.pdf (Accessed 21 
February 2022). 

90  Mental Health Commission, ‘Guidelines for Mental Health Services Staff on working with 
people from Ethnic Minorities’ (2016) Available at: https://www.mhcirl.ie/File/guidelines_
ethnicmhs.pdf (Accessed 21 February 2022). 
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3.10  Intermediate and Long-Term Needs

3.10.1
Some family members who were interviewed and made submissions to the Study 
raised concerns about their experiences of interacting with the criminal justice 
system and associated services. Individual participants indicated that their 
expectations had not been met when they had interactions with some members of 
An Garda Síochána, the Coroner’s Court, the Courts Service, the Irish Prison Service 
and the Central Mental Hospital. Some recounted feeling traumatised by their 
experience of the criminal justice system. There were some specific statements 
about unmet expectations in engagement with their assigned Garda Síochána 
Family Liaison Officer and others’ views about the Prison Liaison Service. Procedures 
regarding contact with the Coroner’s Office were described as inadequate. It 
should be noted that there are 36 Coroners in 38 districts, without consistency of 
processes and that procedures have been introduced in legislation that post-dates 
the familicides and domestic homicides encountered in this Study. The Coroners 
Society of Ireland website  contains details of the procedure to be followed. A new 
Coroners website was launched in December 2021.  Separately, there is information 
available on the website of the Dublin District Coroner.  Bereaved family members 
recounted how there may have been numerous court cases, some of which they 
were informed of and others not. Others reported the challenges of not having had 
any contact with services after the perpetrator had been found guilty. 

3.10.2 
Some survivors described their experience of engagement with the Courts Service. 
Family members who contributed to the Study were concerned that the family of a 
victim in a murder trial does not have an assigned legal representative, resulting 
in a perceived gap in the criminal justice system whereby there is nobody in court 
to look out for their interests. There was a concern that this was the situation in 
general when it came to families interacting with the criminal justice system. It 
is difficult for bereaved families to embrace technical laws of evidence where the 
victim is in effect part of the prosecution case, and that prosecution is processed on 
behalf of the people of Ireland, in the course of the administration of justice.  

3.10.3
In their submission, SAVE (Sentencing and Victim Equality)91 recommends the 
establishment of an independent Victim Support Agency (V.S.A.) to provide specific 
supports, both therapeutic and legal, to victims and their families. It calls for a self-
supporting advocacy organisation, which is ‘not muzzled’. They request that such an 
agency should be adequately funded, where its members would be fully trained to 
meet those needs in a comprehensive and coordinated way:  

91 SAVE, Submission to Familicide and Domestic Homicide Review (2019).
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‘…In SAVE all of our families have been impacted by domestic homicide. We were 
all thrust into dealing with the Irish criminal justice system with no experience 
to call on at a time when we were dealing with the shock and grief of losing our 
loved ones: sisters, children, daughters, sons and grandchildren…’92

3.10.4
One of its members, Noreen,  explained the importance of SAVE:

‘…it’s like this comradeship and it’s what’s been missing all along…they are just 
like family now, you know…’

3.10.5
Bereaved family members referenced their experiences of their engagement with 
the criminal justice process:

Fiona

 ‘…there were numerous court cases. Some of them we were told about and some 
we didn’t know ...’

Laura

‘…a fantastic liaison officer who brought me up to the court the day before 
to show me around so I knew where I would need to be, where I was going to 
stand…’

Declan

‘…you’re so traumatised at the time’.

‘…it was just horrifying. Horrifying... You go in and it is a circus. An overflow in 
court, relays for the other media people, just a circus and they were all playing to 
the gallery…’

3.10.6
Referring to negative experience of the prosecuting team and their legal 
representatives at the trial, Declan said that they ‘…so badly let us down…’ . Whereas 
in his positive reflections on the prior aspects of the prosecution, he stated ‘the 
police investigating team were superb and there were these two Family Liaison 
Officers’.

3.10.7
Declan continued:

92  ibid.
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‘…the court services people were ..they had these people in the room. They were 
superb. You know they had people … who would look after you with sandwiches 
and a nice room you could go into…so they were actually lovely…there was a 
support person, a volunteer, I think. They were superb. Lovely, lovely people’

‘…so, the Family Liaison people were helping us. So, they were coordinating 
because when we’d arrive at the courts, you know there’d be just a rush of 
journalists all over us and TV cameras and you know etc.

‘…what I saw happening was actually an acting out of these ‘legals’ that had 
nothing to do with the case. How dare they! How dare they!’

3.10.8
Keith outlined his experience which predated current practices regarding Garda 
Liaison personnel and the implementation of victim support legislation, but is 
nevertheless instructive in affirming why such support systems are necessary:

‘ So … the case was in court, the Central Criminal Court and I’m going to be 
honest with you. I got my statement sent to me a couple of days before it. 
No information. No liaison with Gardaí. No liaison with anybody in the Garda 
Síochána. No solicitors were talking from the office. So, I arrived up as you can 
imagine, just entered the Criminal Court where there was I think they said 
eighty witnesses there for it. I was lost in the middle of them. …. nobody knew 
me. … They didn’t know -- that even that I was there and you know where, what 
do I do, who do I talk to, where do I sit, you know what’s the procedure? … So, 
get into court and the whole -- it goes into court and basically it started and 
within ten minutes or something there was … a recess and come back and [the 
perpetrator] had pleaded guilty. So, nobody could quite understand, which left 
a lot of [questions]…unanswered ..why?..Why [the perpetrator] had done this 
[crime].. Somebody said that the evidence was quite strong, ….. Nobody said 
anything.’

3.10.9
Regarding the experience in civil court, Declan’s recollections of that process were 
as follows:

‘…the process was the complete opposite…my sense was that [the judge] 
understood, like the police, …understood that they were dealing with 
traumatised people’.

3.10.10
Fiona explained the long-term consequences and the role of the Prison Liaison 
Service:

‘Like for the rest of your life. So, every two years, there’s never any peace like…’ 
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‘I signed up with the prison liaison service so that I would be informed any 
time [the perpetrator] leaves prison or goes for parole. So, to my shock I got a 
letter saying [the perpetrator] did not get parole. There was a clerical error and 
they forgot to tell us [the perpetrator’s]  first parole was up. So, you can imagine 
a Friday night watching tv and in comes an email and it’s from the Prison 
Services telling me that [the perpetrator’s] first parole was refused.’

3.10.11
A similar occurrence was described by Fiona in relation to the inquest:

‘…so, there was an error telling us about the inquest [as well as] an error telling 
us about the first parole hearing….‘…we were notified of the inquest the night 
before…’.

3.10.12
Families expressed the needs for information regarding where the prisoner is always 
located,  e.g., the prisoner may be permitted to attend the Family Court or medical 
procedures. 

Kim

‘…we are afraid he will be released and he will come back to [place] and he will 
come back to us…’ 

Ellen

‘[the perpetrator] knows where we all live and everything…’

3.10.13
One family member, Ellen, recounted that, despite the perpetrator’s murder of her 
family member, she was left on an approved phone call recipient prison list, which 
had been operative during his previous incarceration.  She concluded that, on re-
entering prison, they [the prison authorities] don’t appear to ‘study the files.’‘…the 
victim’s name was still on his call list for three months [after her family member’s 
death].’

Ellen

‘…he rang me from the prison phone….I am sitting at home and he is ringing me 
asking me what happened [the victim]…’

3.10.14
This family member subsequently was unaware of the prisoner’s release from prison 
as she had not registered for the Prison Liaison Service. 
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‘… because I didn’t know I could. Nobody told us. Nobody told any of us…’

‘…they never rang me from the prison to tell me he was out’.

3.10.15 The Inquest

3.10.15.1
When unexpected, unexplained or violent deaths occur, it is a legal requirement 
that an inquest is heard.93 Its purpose is to establish the facts surrounding the 
death, have those facts placed on the public record and to make findings on the 
identification of the deceased, the date and place of death, and the cause of death.94 
A jury is required for certain inquests including in circumstances where death may 
be due to homicide (or a suspicious death). General recommendations aiming to 
prevent similar deaths can be made by a Coroner or a jury, but no statement of 
liability can occur. 

3.10.15.2
In the discussion above regarding Coroners, it was noted that each is independent 
in carrying out his or her statutory functions and there is no appeal from a Coroner’s 
decision. However, a person who considers that a Coroner has not acted in line 
with fair procedures can take Judicial Review proceedings in the High Court.95 
This coronial process can take some time to ensure that all necessary medical 
and technical reports are available and the attendance of critical witnesses can 
be arranged. Where a death is under investigation by An Garda Síochána, the 
Garda Síochána Ombudsman, the Defence Forces, or a body authorised in law to 
investigate certain types of accidents, the inquest may be opened to  hear basic 
information as to identity and then be adjourned pending the conclusion of the 
other investigations. The Coroner cannot hold an inquest when criminal proceedings 
are occurring. If the accused is found guilty, there is no requirement to reopen 
an inquest into those deaths.96 Legislation that has come into force since the 
occurrence of the familicides and domestic homicides reported to this Study, now 
requires the Coroner to give at least 14 days’ notice of the date, time and location of 
the inquest to a family member or other interested parties.97 

3.10.15.3
Usually, a Coroner will explain the process before the inquest begins and will decide 
who can ask questions from the witnesses, if that person is a  ‘properly interested 
person’ i.e., someone who is next-of-kin of the deceased, or is their personal 

93 Coroners Act 1965, Section 17 as amended by The Coroners (Amendment) Act 2019, Section 10.  
94  Coroner Service, ‘Inquests’ (2022) Available at: http://www.coroners.ie/en/cor/pages/inquests 

(Accessed 21 February 2022).
95  Courts Service, ‘Judicial Review’ (2022) Available at: https://www.courts.ie/judicial-review 

(Accessed 21 February 2022). 
96 The Coroners Act 1962, Section 25(2) (as amended).
97  The Coroners (Amendment) Act 2019, Section 13. 
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representative. Sometimes, if legal action is anticipated after the establishment of 
cause of death and if they have the means, families may engage the services of legal 
representatives. If they do not have the necessary means, there is an option to apply 
to the Coroner for free legal aid, but the category of such eligibility is limited.98 The 
Coroner will give an opportunity to anyone who wants to withdraw from an inquest 
hearing during the evidence of the post-mortem examination to do so and to return 
later.

Family members who contributed to this Study universally identified a need 
for support, advice and representation for the family of a deceased who died by 
familicide or domestic homicide, prior to and during the inquest. They stated that 
bereaved victims must have advance notice of what to expect from the process and 
be enabled to make informed decisions with respect to the degree of involvement 
they wish to have in those proceedings. Where their means restrict their ability to 
hire lawyers privately, the free legal aid scheme ought to be expanded and made 
available to them. The current scheme is limited in its application and may only be 
applied for at the onset of the inquest case.  If the Coroner subsequently requests 
the certification of legal aid the person who applied for it must satisfy the financial 
eligibility requirements of the Legal Aid Board. The availability of Legal Aid ought to 
pre-date the inquest, to ensure that their prior knowledge of the process meets their 
expectations. The Legal Aid scheme does support the funding of expert reports and 
has a fee schedule as they do for criminal and civil cases. Recommendations as to 
how the Legal Aid Scheme could be amended are discussed later in Chapter 7. 

3.10.15.4 Bereaved Attending the Inquest 

3.10.15.4.1
The lived experience of family members who attended the inquest of a loved one 
reflects the reality that the implementation of the best practice outlined above 
was inconsistent across the thirty-nine autonomous coronial districts that existed 
at that time. Legislation has been amended since that time to amalgamate 
neighbouring districts upon the retirement of a Coroner, where that district is 
within the area of a local authority in which there is more than one Coroner’s 
district.99 Some reported issues regarding notification of the date of the inquest; 
the inquest coinciding with anniversaries and close to Christmas causing further 
pain for families. These bereaved families would have had engagement with the 
coronial system prior to the legislative amendments on notice periods introduced 
in amending legislation in 2019. Some Coroners have reported sensitivity with 
respect to anniversaries and family celebration time in discussion with Safe Ireland, 
outlined below. Some family members did not know that they could ask questions, 
and many felt unable to. 

98  Legal Aid Board, ‘Legal Services in respect of certain inquests’ (2022) Available at: https://
www.legalaidboard.ie/en/lawyers-and-experts/legal-professionals-in-civil-cases/inquests/ 
(Accessed 21 February 2022).

99  The Civil Law (Miscellaneous Provisions) Act 2011, Section 32(b).
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Fiona

‘…it was deeply disturbing to sit and listen to the post-mortem report being read 
out in court. We as a family heard for the first time the details of the injuries 
that had been inflicted on [victims] ….I do not believe that the family should hear 
this for the first time along with the general public and the media in a court 
room’. 

3.10.15.4.2
As already outlined, the inquest is public and therefore anyone can attend and all 
facts can be reported. Pauline recalled:

‘ …and again, I’m going back to the inquest. You know the way they give the 
details of the injuries to the children. Is that necessary…for the other children…
that were traumatised? It is very ‘wrong’.

Valerie

‘…There is so many people there, the guards and everyone who helped…. I have 
no idea of half the people that were involved at the time, but I know there was 
so many good people there at the time and the Guards carried out their work as 
much as they could, and they were very good’

3.10.15.4.3
The focus of inquest as described above was viewed by one family member, Valerie,  
as limited: 

‘….they only concentrated on the morning of the event….that’s the only thing that 
came up the day of the inquest, the morning.’

3.10.15.4.4
She reflected on what she sees as the necessity to profile the mental health of the 
perpetrator, as a part of the inquest process:

‘…the inquest should involve an investigation of perpetrator’s mental health...
if the person is alive there is a psychiatric report, why isn’t there a psychiatric 
report sought if they are dead if they have been in contact?’ [with mental health 
services]’ 

3.10.15.4.5
Referring to the Coroner she noted: 

‘He was very good, do you know what I mean, very human as well’.
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3.10.15.4.6
It is nevertheless difficult for the bereaved to interpret court procedures in this 
context where the evidence to be adduced cannot be prescribed in advance and 
where it is for the Coroner to act within his/her statutory mandate. If a particular 
type of evidence fits the enquiry of ‘why the death occurred’ it is then a matter for 
the Coroner to seek that evidence. 

3.10.15.4.7
Safe Ireland quotes a Coroner:

‘I never hold an inquest in December, I never hold an inquest on the anniversary 
and I never hold an inquest on the person’s birthday’.

3.10.15.4.8
Tony, speaking from a traumatised community member perspective, explained his 
perception of a lack of preparation for what would occur at the inquest:

 ‘…coming up to the inquest…you picked up bits on the media, and you picked 
up bits here and there, but there was no contact with the media, or with the 
community…’

3.10.15.4.9
The lived experiences of the bereaved attending inquests who engaged with this 
Study must be factored into the delivery of this aspect of the State’s work. It is 
hoped that reforms recommended in the Review of the Coroner Service100 through 
the enactment of the Coroners (Amendment) Act 2019 will ensure that future 
bereaved victims will have the support that they need. Those Coroner Service Review 
recommendations were reviewed by the Irish Council for Civil Liberties101 prior to the 
enactment of that (Amendment) Act of 2019.

Coroners who engaged with the Study  expressed concern with respect to the 
State’s commitment to prioritise the necessary investment in the coronial service. 
Whilst they indicated that they do all that they can to acknowledge the stress that 
is endured by bereaved families, they are anxious that current resources would be 
enhanced to reduce those potentially traumatic experiences. It was acknowledged 
that each Coroner has a wide discretion and flexibility in his or her district but that 
because it is crucial to preserve the chain of evidence the post-mortem examination 
should pre-date the identification of the deceased in violent death cases. 

100  Department of Justice, ‘Review of the Coroners Service’ (2000) Available at: http://www.justice.
ie/en/JELR/ReviewCoronerService.pdf/Files/ReviewCoronerService.pdf (Accessed 21 February 
2022).

101  Scraton, P. and McNaull, G., ‘Death Investigation, Coroners’ Inquests and the Rights of the 
Bereaved’ (The Irish Council for Civil Liberties 2021) Available at: https://www.iccl.ie/wp-
content/uploads/2021/04/ICCL-Death-Investigations-Coroners-Inquests-the-Rights-of-the-
Bereaved.pdf (Accessed 21 February 2021).
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3.10.16 Parole Hearings

3.10.16.1 
Parole is a form of conditional release prior to the expiry of the sentence imposed 
by the courts. It usually applies to long-term prisoners. When parole is granted,  
the sentence is not finished, as conditions are imposed in a parole order and 
they continue to apply for life in the case of life-sentenced offenders. The Study 
engaged with a representative of the Parole Board102 and separately with the author 
of research in this area of practice103 as outlined below.  It also engaged with the 
Probation Service.104 The interaction with both agencies is profiled later in this 
Chapter.

3.10.16.2 
The perpetrator of a domestic homicide, if alive, will be released into the community 
on receiving parole.  Whilst there is often little sympathy for the perpetrator from 
certain elements of society, rehabilitation and/or treatment must be addressed. 

3.10.16.3 
Some family members of survivors described how they are living in fear, knowing 
that the perpetrator will someday be released back into the community. Concern 
was expressed to the Study that the perpetrator may be serving a sentence for the 
‘index’ offence but there may be allegations of other offences, including those of a 
sexual nature.  The role of family members of perpetrators during the parole hearing 
was not addressed during interviews with or in submissions to the Study.

3.10.16.4 
Some of the  enduring and traumatising issues raised by some families were shared 
with the Study.

‘…every time you get a letter saying there’s an imminent Parole Board it could be 
on the birthday or the anniversary. …Re-traumatization, opening an old wound….’ 

Anna

‘I asked for [victim’s]  photo to be put in the [Parole Board] file … and what they 
said was that they wouldn’t allow it. I want every member of the Parole Board to 
see her face when  she was alive…’

102  In-depth interview on 08 December 2020.
103  In-depth interview on 12 January 2021.
104  In depth interview on 03 December 2020.
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Anna

‘… it‘s one thing to see an autopsy photo and see crime scene photos but we all 
need to recognise this isn’t [just] a victim, this was a living person…’

3.10.16.5 
While families can make a written submission to the Parole Board, this was judged 
by some of those addressing this process as a minimal amount of input. It is 
the policy of the Prison Victim Liaison Service to invite registered victims or their 
families to make a submission to the Parole Board process for that person. However, 
not all victims register, sometimes because they are unaware that that is an option 
that is open to them.105 Registered victims are advised that, should they make a 
submission, it is the policy of the Parole Board to disclose their submission to the 
person in prison. Personal details of the submitter are not disclosed. The fact that 
the perpetrator can access the written submission causes difficulty for some family 
members of the victim, leaving them feeling vulnerable.  However, it is the right 
of the prisoner to have disclosure of all information available to the Parole Board 
when it is determining whether parole should be granted. This right emanates from 
the Constitution106 and the European Convention on Human Rights107 whereby each 
person should be given adequate opportunity to present one’s case to a non-biased 
decision-maker, having access to material put forward by the opposing party. 

3.10.16.6 
When the perpetrator is in the Central Mental Hospital, a family member will 
be designated by the hospital as a contact person who is clearly viewed by that 
hospital as an important part of the perpetrator’s recovery and treatment process.  
Whilst being a family liaison for the perpetrator can be burdensome, representatives 
of the Mental Health (Criminal Law) Review Board108 emphasized the willingness of 
family members to be involved in treatment and support plans for perpetrators and 
the importance of this role.

3.10.17 Long Term Trauma

3.10.17.1
Post-traumatic stress disorder (PTSD) may develop following exposure to an 
extremely threatening or horrific event, or series of events. The International 
Classification of Diseases (ICD-11) is the 11th edition of a global categorization 

105  Irish Prison Service, ‘Victim Liaison Service’ (2022) Available at: https://www.irishprisons.ie/
victim-liaison/ (Accessed 22 February 2022).

106  Constitution of Ireland, Article 40.3.
107  European Convention on Human Rights, Article 6.
108  In depth interview on 03 March 2021.
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system for physical and mental illnesses published by the World Health 
Organization (WHO). It defines post-traumatic stress disorder:

Post-traumatic stress disorder (PTSD) may develop following exposure to an 
extremely threatening or horrific event or series of events. It is characterised 
by all of the following: 1) re-experiencing the traumatic event or events in the 
present in the form of vivid intrusive memories, flashbacks, or nightmares. Re-
experiencing may occur via one or multiple sensory modalities and is typically 
accompanied by strong or overwhelming emotions, particularly fear or horror, 
and strong physical sensations; 2) avoidance of thoughts and memories of the 
event or events, or avoidance of activities, situations, or people reminiscent 
of the event(s); and 3) persistent perceptions of heightened current threat, 
for example as indicated by hypervigilance or an enhanced startle reaction 
to stimuli such as unexpected noises. The symptoms persist for at least 
several weeks and cause significant impairment in personal, family, social, 
educational, occupational or other important areas of functioning.109

3.10.17.2
The highest PTSD risk is thought to occur after traumas involving interpersonal 
violence.110 111 Individuals are at increased risk of developing symptoms of post-
traumatic stress disorder (PTSD), complicated grief (CG), and depression. PTSD is 
characterised by re-experiencing the traumatic event as vivid intrusive memories, 
flashbacks, or nightmares. This may be experienced through one or multiple senses 
and is typically accompanied by strong or overwhelming emotions, particularly 
fear or horror, and strong physical sensations.112 Such emotional experiences were 
reported in interviews and submissions, for example, where individuals explained 
how hearing a particular piece of music can remind them of where they were when 
they heard of the event. Other triggers include birthdays, anniversaries and events 
like First Communion and Confirmation ceremonies. Interviewees described 
being ‘re-traumatised’ by subsequent events, for example, media reports, court 
appearances, inquests and Parole Board hearings. Another factor associated with 
PTSD is avoidance of thoughts and memories of the event, or avoidance of activities, 
situations, or people reminiscent of the event. People can therefore spend the 
remainder of their lives avoiding places that were previously important to them. 
Thus, their worlds become smaller.  

109  WHO, ‘International Classification of Diseases: ICD-11 for Mortality and Morbidity 
Statistics’ (2021) Available at: https://icd.who.int/browse11/l-m/en#/http://id.who.int/icd/
entity/2070699808 (Accessed 21 February 2022).

110  Caramanica, K., et al, ‘Posttraumatic stress disorder after Hurricane Sandy among persons 
exposed to the 9/11 disaster’ (2015) International journal of emergency mental health 17(1) 356.

111  Fossion, P., et al, ‘Beware of multiple traumas in PTSD assessment: The role of reactivation 
mechanism in intrusive and hyper-arousal symptoms’ (2015) Aging & mental health 19(3) 
pp.258-263.

112  Bryant, R. A., ‘Post-traumatic stress disorder: a state-of-the-art Study of evidence and 
challenges’ (2019) World Psychiatry 18(3) pp.259-269.

https://www.verywellmind.com/definition-of-mental-illness-4587855
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3.10.17.3
While the response to overwhelming and uncontrollable life events is remarkably 
consistent, the age of the individual, the nature of the trauma, predisposing 
personality, and community response, all influence the individual’s adaptation.113 
Six factors identified as affecting long term adjustment following the traumatic 
incident include: 

1. the severity of the stressor; 
2. genetic disposition; 
3. an individual’s phase of development; 
4. a person’s social support system; 
5. prior traumatisation; and 
6. pre-existing personality. 

3.10.17.4  Resourcing Psychological Supports

3.10.17.4.1
The long-term financing of psychological support was raised in interviews 
and submissions. This needs to be guaranteed over time and not only in the 
immediate aftermath of the event. It was mentioned that many mental health 
services in Ireland are provided on a private basis and are not available to everyone. 
Psychological support for family members of victims and perpetrators in familicide 
and domestic homicide cases needs to be provided and financed by the State. Such 
support needs to be responsive to the changing needs of all concerned and may 
include trauma and grief counselling. Safe Ireland indicates:

‘…Very few non-specialist counsellors, psychotherapists, or mental health or 
indeed, medical professionals, understand enough about the severity of this 
kind of trauma to provide effective support there and then to those who have 
just suffered it.’114

3.10.17.4.2
Safe Ireland acknowledges that while there are now several bereavement and 
suicide bereavement services run by charities, there needs to be specific 
customised services targeted at the complex areas of familicide and domestic 
homicide. The complex nature of the grief and trauma experienced by survivors of 
domestic homicide and familicide requires that counselling is not time bound or 
limited to a certain number of sessions. 

113  Van der Kolk, B. A., Psychological trauma (American Psychiatric Publications 2013).
114  Safe Ireland, Submission to the Familicide and Domestic Homicide Review (2019) p.5. 
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3.10.17.4.3
Prolonged Grief Disorder (PGD) is ‘a protracted, clinically significant and functionally 
impairing form of grief’115 that has been estimated to affect between 30% and 70% 
of those who are grieving a violent death. It has been differentiated from PTSD and 
several studies have shown it is linked to physical health problems including heart 
disease, high blood pressure, cancer, suicidality, substance abuse, depression, 
anxiety and overall life disruption. A systematic review and meta-analysis of 
the prevalence of PGD suggests that one out of ten bereaved adults are at risk 
of PGD and recommends that, to allocate economic and professional resources 
most effectively, it is crucial to identify and offer treatment to those bereaved 
individuals in greatest need. It cautions that due to heterogeneity and limited 
representativeness, the findings should be interpreted cautiously, and additional 
studies are necessary.116 A meta-analysis of PGD following unnatural losses indicated 
that nearly half of the bereaved adults experienced PGD. This illustrates the 
importance of assessing PGD in individuals affected by loss and trauma.117  The term 
‘grief trajectory’ is used to explain ‘a path that begins at the grief event and moves 
through the twists and turns of the grief experience.’118 or what has been described 
as the ‘event of grief’, ‘the work of grief.’ and ‘the forever grief.’119. Anna’s words capture 
this ‘forever grief’:

‘….and they don’t seem to realise what the impact of what ‘forever’ means. You 
know it’s not when the court case is over and it’s not when they’re released or 
rehabilitated. Its forever. Until we die, you know. Until the last person speaks her 
name’.

3.10.17.4.4
Another bereaved parent, Laura, explained:

‘… And it took a long time to get to the point where I would talk about grieving 
for the [the victims] ... It was very much trauma counselling... That was within 
about six weeks. And that’s it and I could kind of control that a little bit. So even 
having those sorts of things and I look back on it now and I go, did  [name of 
counsellor] suggest that or did I come to that conclusion myself or did we work 
-- you know. But those are the things that are very very important.’

115  Milman, E., et al, ‘Prolonged grief symptomatology following violent loss: the mediating role of 
meaning, (2019) European Journal of Psychotraumatology 8(6) p.2..

116  Lundorff, M., et al, ‘Prevalence of prolonged grief disorder in adult bereavement: A systematic 
Study and meta-analysis’ (2017) Journal of affective disorders 212 pp.138-149.

117  Djelantik, A. M. J., et al, ‘The prevalence of prolonged grief disorder in bereaved individuals 
following unnatural losses: Systematic Study and meta regression analysis’ (2020) Journal of 
affective disorders 265 pp.146-156.

118  Zoll, L.S., ‘A Grief Trajectory’ (Social Work Today Magazine 2022) Available at: https://www.
socialworktoday.com/news/pp_063017_5.shtml (Accessed 21 February 2022).

119  Shinner, L., Stabbed in the Heart; Three Murdered Children, Two Resilient Mothers (RJD 
Blessings, LLC 2016).
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3.10.17.4.5
Fiona  described the traumatic consequences for her bereaved brother:

[He] ‘…has been diagnosed with post-traumatic stress disorder over the last year 
and he has neurological problems now which meant that they thought he had 
two strokes but it’s actually from the shock…’

3.10.17.4.6
Declan said: 

‘…Our world had been turned upside down …’

3.10.17.4.7
Pauline described her grief as: 

‘…a burden too heavy to carry.’

3.10.17.4.8
The extended family of both victims and perpetrators may need support and this 
may extend well into the future. Where the line is drawn is difficult. There may 
be close friends and community members who may not avail of supports in the 
aftermath of the event but may need it in the longer term or, for example, when 
memories are triggered by media reporting on anniversaries, or when similar events 
occur. It is vital that psychological support is available to those who self-declare 
that they need it. This may include friends and extended family members of both 
the victim(s) and the perpetrator. It is vital that there is appropriate psychological 
support available that caters for the needs of individuals around both trauma and 
grief and not either one or the other. As one survivor stated: 

 ‘… if the whole country was better at meeting bereavement and providing what 
is required, then the subgroup of people who meet bereavement in the most 
traumatic of cases would have proper access…’

3.10.17.4.9
The Irish Hospice Foundation identifies ‘…the need for bereavement to be present in 
policies ranging from education to social protection to health to promote healthy 
and resilient responses and to ensure supports for those most in need’.   It calls 
for a national vision of bereavement care in Ireland and for the development of 
an implementation framework to enhance bereavement care. The Irish Hospice 
Foundation promotes a pyramid model120 to shape bereavement care policy, 
planning and service delivery. This approach prioritises:

120  Aoun, S. M., et al, ‘Who needs bereavement support? A population based survey of bereavement 
risk and support need’ (2015) PloS 10(3).
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1. public education and awareness about grief and loss to promote natural 
support (for all)

2. access to appropriate peer and community bereavement services (for 
some)

3. access to specialised therapeutic services (for few)121

3.10.17.4.10
This model would be appropriate in cases of familicide and domestic homicide 
as it would facilitate the provision of appropriate services for all. Bereavement 
is experienced by individuals differently and is influenced by a range of factors 
including; the relationship with the deceased; the nature and circumstances of the 
person’s death and; individual factors pertinent to the bereaved, for example, age, 
social supports etc.122 

3.10.17.5 Vicarious trauma/Secondary trauma

3.10.17.5.1
Vicarious trauma (VT) and secondary trauma stress (STS) are terms used to explain 
trauma that can occur when one is exposed indirectly to a traumatic experience.123 
Vicarious trauma can occur in the wider community and can influence society at 
large when people are exposed to graphic descriptions of catastrophic events. It 
has been suggested that ‘trauma is a fissure in experience which introduces the 
subject (and vicariously the observer-society) to something unknowable, intolerable, 
and incomprehensible’.124 High rates of secondary trauma have been recognised in 
the caring professions, including first responders, health providers and religious 
leaders.125. Such experiences have been raised in interviews and submissions. It 
was indicated that first responders, including Gardaí, fire and ambulance services, 
church leaders and others who respond to such incidents as domestic homicides 
and familicides experience vicarious or secondary trauma. Vicarious trauma as 
experienced by service providers has been defined as: ‘…transformation that occurs 
within the therapist (or other worker) because of empathetic engagement with 
clients’ trauma experiences and sequelae.’ 

3.10.17.5.2
Such engagement includes listening to graphic descriptions of horrific events, 
bearing witness to people’s cruelty to one another, and witnessing and participating 

121 Irish Hospice Foundation, Enhancing Bereavement Care Across Ireland (2017) p.6..
122  Strada, E. A., ‘Grief, demoralization, and depression: Diagnostic challenges and treatment 

modalities’ (2009) Primary psychiatry 16(5) 49.
123  Baker, E., et al, ‘Safer viewing: A review of secondary trauma mitigation techniques in open 

source investigations’ (2020) Health and Human Rights 22(1) pp.293-304.
124  Nguyen, L., ‘The ethics of trauma: Re-traumatization in society’s approach to the traumatized 

subject’ (2011) International Journal of Group Psychotherapy 61(1) p.28.
125  Stamm, B., Secondary traumatic stress: Self-care issues for clinicians, researchers, and 

educators (The Sidran Press 1995).
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in traumatic re-enactments.’126 The symptoms of vicarious trauma can include 
intrusive images and thoughts associated with the critical event, avoidance of 
people and places that may recall the event, nightmares and hypervigilance.127 This 
can have ongoing implications for a person’s sense of belonging and perspective 
on life and relationships.128 It can have a negative impact on one’s feelings, values, 
judgments, beliefs, sense of survival, cognitive functioning, self-esteem, safety, and 
security. Long term, this may result in intrusive thoughts, avoidance behaviours, 
and depression and anxiety symptoms.129 In professionals, it may lead to burn-
out, which has been described as resulting from chronic workplace stress that 
has not been successfully managed130 and is ‘characterised by feelings of energy 
depletion or exhaustion; increased mental distance from one’s job, or feelings of 
negativism or cynicism related to one’s job; and a sense of ineffectiveness and lack 
of accomplishment. Burn-out refers specifically to phenomena in the occupational 
context’.131 It has been found that a number of protective factors, including the 
perception of the social support received on a personal and occupational level132 
133 has the potential to mitigate such potential psychological symptoms.134 The 
Office of the State Pathologist recently announced the establishment of trauma 
support for the staff of that agency. The Commission on Policing recognised the 
need for such support for its members.135 Other agencies refer to the existence of the 
Employee Assistance Programme. However, not all organisations, including NGOs, 
have the same level of support and these gaps need to be addressed. Journalists 
engaging with this Study also reference the support available from The Dart Center 
for Journalism and Trauma, a project of the Columbia University Graduate School of 
Journalism with a worldwide presence.136 

3.10.18 Legislation, Policies, Protocols, Procedures and Practices to Support 
Victims of Crime towards Long-Term Support 

126  Pearlman, L. A., & Mac Ian, P. S., ‘Vicarious traumatization: An empirical study on the effects of 
trauma work on trauma therapists’ (1995) Professional Psychology: Research and Practice 26 
pp.558–565.

127  Tablor, P.D., ‘Vicarious traumatization: Concept analysis’ (2011) Journal of Forensic Nursing 7 
pp.203–208.

128 ibid.
129 ibid.
130  Pearlman, L. A., & Mac Ian, P. S., ‘Vicarious traumatization: An empirical study on the effects of 

trauma work on trauma therapists’ (1995) Professional Psychology: Research and Practice 26 
pp.558–565.

131  WHO, ‘11th Revision of the International Classification of Diseases’ (2022) Available at: https://
www.who.int/standards/classifications/classification-of-diseases (Accessed 21 February 
2022).

132  Figley, C. R., ‘Victimization, trauma, and traumatic stress’ (1988) The counselling psychologist 
16(4) pp.635-641.

133  Sarason I.G., et al, ‘Stress and social support’ in Hobfoll S.E., & De Vries M.W. (eds), Extreme 
stress and communities: impact and interventions (Kluwer Academic Publishers 1995) pp.179–
198.

134  Solomon Z., et al, ‘Life-events, coping strategies, social resources, and somatic complaints 
among combat stress reaction casualties’ (1990) Br J Med Psychol 63 pp.137–148.

135  Commission on The Future of Policing in Ireland, ‘The Future of Policing in Ireland’ (2018).
136  The Dart Center for Journalism and Trauma, ‘Home’ (2022) Available at: https://dartcenter.org/ 

(Accessed 21 February 2022).



140

C
H

A
PTER

 3
: D

O
M

ESTIC
 H

O
M

IC
ID

E AN
D

 FAM
ILIC

ID
E: M

EETIN
G

 TH
E SU

PPO
R

T N
EED

S O
F FAM

ILY M
EM

B
ER

S

3.10.18.1 The Courts Service 

3.10.18.1.1 
The Courts Service gathers data that will be shared with the Department of Justice 
Criminal Justice Operational Hub discussed in Chapter 2. The details of victims 
of an offence are in the body of the charge sheets that emanate from An Garda 
Síochána.  Currently, Victim Support at Court (V-SAC), is the only voluntary service 
in Ireland dedicated solely to court accompaniment for victims of crime, their 
families and witnesses.137 Courts Service representatives who engaged with the 
Study138 confirmed that victims are pre-booked to visit the trial venue and they 
have dedicated space available in the Criminal Courts of Justice and seats reserved 
in the courtroom that are apart from those of the perpetrator’s family members. A 
Court Accompaniment service that helps children before, during and after they give 
witness testimony in a criminal trial is amongst the services provided by the NGO 
Children At Risk in Ireland (CARI).139  Video link assistance is provided for children 
by volunteer Courts Service staff, who avail of training from Barnardos. Those 
staff avail of their Employee Assistance programme to get support in dealing with 
their secondary trauma. The Garda Family Liaison Officer described above in the 
Immediate Aftermath section is the person who has responsibility for informing 
family members regarding the dates of upcoming  court cases. 

3.10.18.2 The Irish Prison Service and Victims

3.10.18.2.1 
The information currently provided by the Victim Liaison Service of the Irish Prison 
Service outlines the Service’s obligations under Part 2 of the Criminal Justice 
(Victims of Crime) Act 2017.  

• Information regarding any form of temporary release;
• Information when the offender is to be released from prison;
• Information regarding inter prison transfers, hospital appointments and 

court appearances;
• Information regarding an escape from prison custody;
• Notification of upcoming Parole Board reviews and the outcome of same.

3.10.18.2.2 
The Irish Prison Service informed this Study that:

“The Victim Liaison Officer will make contact with registered victims ahead 
of each Parole Board review to give them the opportunity to forward a written 
submission to the Parole Board outlining the impact of the crime committed by 

137  Victim Support at Court, ‘Home’ (2022) Available at: https://www.vsac.ie/ (Accessed 21 February 
2022).

138  In-depth interview 04 November 2020
139  Children At Risk in Ireland, ‘Home’ (2022) Available at: https://www.cari.ie/ (Accessed 22 

February 2022). 
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the prisoner and the lasting consequences on them and their family. The Victim 
Liaison Officer will also notify registered victims of the outcome of the Parole 
Board review.”

3.10.18.2.3 
It is recommended that information regarding the rights of families to opt into the 
Victim Liaison Service of the Irish Prison Service be proactively disseminated to 
bereaved family members in an effective manner, with consideration being given to 
having this dissemination process built into multi-disciplinary supports that are 
the foundation of the recommendations of this Study.

3.10.18.2.4
The Irish Prison Service, which is represented on the Parole Board, reports on the 
conduct of the prisoner and his or her engagement with therapeutic services 
provided. 

3.10.18.2.5
It was indicated in engagement with a representative of the Parole Board140 that 
some 30% of victims are in favour of parole. Under the Parole Act 2019 the timing of a 
review is 12 years post-sentence and victims will be entitled to legal representation. 
Reconviction rates of parolees is 8% and where there are breaches of the conditions 
of their parole, the sentenced person is ‘recalled’. 

3.10.18.3 The Probation Service 

3.10.18.3.1 
The Probation Service is an agency within the Department of Justice that: 

‘plays an important role in helping to reduce the level of crime and to increase 
public safety by working with offenders to help change their behaviour and 
make good the harm done by crime.’141

3.10.18.3.2
It is the lead agency in the assessment and management of offenders in Irish 
communities, including those serving life sentences.  The Probation Service is 
enabled to work with the offender in custody over a long period of time and in their 
interview with the Study were confident that they have structures and procedures in 
place to address issues that arise.. They employ various forms of risk assessment, 

140  In depth interview 11 January 2020.
141  The Probation Service, ‘Home’ (2022) Available at: |http://www.probation.ie/ (Accessed 21 

February 2022).
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to include preventative work, in the context of domestic violence when engaging 
with the family of the offender.

3.10.18.4 The Parole Board

3.10.18.4.1 
The bereaved families’ views on their experiences in interacting with the Parole 
Board have been outlined above. The Board was established in 2001 and was placed 
on a statutory footing by the Parole Act 2019 . Its principal function is to advise the 
Minister for Justice in relation to the administration of long-term prison sentences. 
The Board is primarily focused on the transition of prisoners serving long sentences 
from prison back into the community in a way that prioritises the community’s 
safety, in a structured, supported and supervised manner. The parole process is 
outlined in its annual report, where it indicates that in 2019 the average life sentence 
was 20 years.142 The membership of the Parole Board is outlined at section 10 of the 
Parole Act 2019 and recent changes in its operation are discussed further in  
Chapter 7. 

3.10.18.5 Mental Health (Criminal Law) Review Board

3.10.18.5.1 
The Mental Health (Criminal Law) Review Board is a statutory independent body 
established under the Criminal Law (Insanity) Act 2006. The function of the Board 
is to review the detention of persons in a centre designated under the Criminal 
Law (Insanity) Act 2006.  This includes persons found by a court to be not guilty by 
reason of insanity or unfit to be tried and those prisoners detained in the Central 
Mental Hospital, who have been transferred there suffering from mental disorders. 
The Central Mental Hospital is currently the only designated centre for such 
persons.143 The Board’s review can result in their continued detention in the Central 
Mental Hospital or their conditional or unconditional discharge and the continued 
detention or return to prison of those who had been transferred from prison. The 
procedures for this forum are specifically outlined in Procedures of Mental Health 
(Criminal Law) Review Board.144 The Board will assign a legal representative to the 
patient if the patient does not have one. There is a risk assessment carried out by 
the patient’s clinical consultant and that consultant will be present at the Review. 
Other attendees may include representatives of the Minister, the Director of Public 
Prosecutions, relevant witnesses and the patient, unless it is detrimental to his/her 
health to be present.145 Conditional discharge may require outpatient treatment and 

142  The Parole Board, Annual Report (2019), p. 8. 
143  Mental Health (Criminal Law) Review Board, ‘Home’ (2022) Available at: https://www.mhclrb.ie/ 

(Accessed 21 February 2022).
144  Mental Health (Criminal Law) Review Board, ‘Procedures of Mental Health (Criminal Law) 

Review Board’ (2022) Available at: https://www.mhclrb.ie/wp-content/uploads/2020/06/
Procedures-MHRB.pdf (Accessed 22 February 2022).

145  In depth interview on 03 March 2021.
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supervision and the patient is returned to the designated centre if those conditions 
are breached. At the expiry of a 12-month period of compliant conditional discharge, 
the patient may apply for an unconditional discharge. 

3.10.18.6 The Garda National Protective Services Bureau (GNPSB)146

3.10.18.6.1 
The Garda National Protective Services Bureau (GNPSB) provides advice, guidance 
and assistance to Gardaí investigating the following: Sexual Crime Investigation; 
Online Child Exploitation Investigation; Child Protection, Domestic Abuse 
Intervention and Investigation; Human Trafficking Investigation; Organised 
Prostitution Investigation; Violent Crime Linkage and Analysis System (ViCLAS); 
Specialist Interview; Sex Offender Management; Missing Persons; Missing Persons 
in Care; and, Support for Victims of Crime.  The Bureau leads the investigation in 
more complex cases. It liaises with relevant Government Departments, State Bodies 
and voluntary groups, embracing the essential multi-agency approach to tackling 
these crimes and their causes. Primary considerations in these cases are the 
protection and welfare of the victims, while ensuring the proper investigation of the 
alleged activities. Divisional Protective Services Units have now been established in 
all Garda divisions. 

 

3.10.18.7 The Future of Policing and Mental Health Support

3.10.18.7.1 
The report of the Commission on the Future of Policing, The Future of Policing in 
Ireland,147 recommends that multi-agency Crisis Intervention Teams (CITs) should 
be established in all police divisions, with round-the-clock response capabilities. 
It recommends that every effort should be made to co-locate emergency social 
services response at divisional level. Police must work in partnership with 
other agencies and information sharing is required.148 It states: ‘Effective multi-
disciplinary approaches must be in place between the police and other public 
agencies and services both nationally and locally’.149 

3.10.18.7.2
The Report of the Joint Working Group on Mental Health Services and the Police 2009150 
recognises that while not all critical incidents in the community are of a psychiatric 
nature, many of them are, and that crises involving families and children are 
associated with multiple social factors, which can include alcohol, drug abuse and 

146  An Garda Síochána, ‘The Garda National Protective Services Bureau’ (2022) Available at: 
https://www.garda.ie/en/about-us/organised-serious-crime/garda-national-protective-
services-bureau-gnpsb-/ (Accessed 21 February 2022).

147 Commission on The Future of Policing in Ireland, ‘The Future of Policing in Ireland’ (2018).
148 ibid, p.7.
149  ibid, p.6
150  Mental Health Commission and An Garda Siochána, ‘Joint Working Group on Mental Health 

Services and the Police 2009’ (2009).
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family breakdown. It recognises that the response must include a diverse range 
of services, from many different disciplines. They emphasise the need for a 24/7 
response given that critical incidents can occur at any time. The Garda Síochána is 
the only agency immediately available 24/7 to respond to a crisis in the community. 
Sometimes districts will have to call on specialist police units from outside the 
district.

Crisis Intervention Teams (CITs)

The Future of Policing151 refers to the Report of the Joint Working Group on Mental Health 

Services and the Police 2009152 which recommended the establishment of Crisis 

Intervention Teams (CITs). These are based on what is known as the Memphis Model, 

which was introduced following the shooting of a person with mental health issues 

by a police officer.153

• They should integrate police, health and social work services outside of normal 

hours to allow for appropriate responses on a 24/7 basis.

• They should be developed at divisional level. 

• The team should consist of police, mental health, substance abuse, child services 

and other social workers, who know their communities well and the vulnerable 

members of those communities. 

• Information sharing is central to the success of CITs. 

• The importance of Gardaí having access to medical information on the person and 

access to medical professionals is recognised.

• The Report recognises that integrated teams working in shared accommodation 

can build trust and develop a common purpose to work with people at risk: ‘Those 

dealing with public protection issues and people at risk should be better able to 

provide a much better service if they do’.154

• Agencies with a role in policing, safety and harm prevention should develop Joint 

Strategic Plans with police which should be submitted to the Cabinet Committee 

on Justice and Equality annually.

• Health and social service agencies should be properly resourced to take on their 

responsibilities including the ability to respond out of hours. 

3.10.18.8 Mental Health Support in the Voluntary Sector 

3.10.18.8.1 
The NGO, Headline,155  engaged with the Study. Headline is a national media 
programme for responsible reporting and the representation of mental ill health 
and suicide, with the aim of ensuring that no unintentional harm occurs to readers 

151  Commission on The Future of Policing in Ireland, ‘The Future of Policing in Ireland’ (2018).
152  Mental Health Commission and An Garda Siochána, ‘Joint Working Group on Mental Health 

Services and the Police 2009’ (2009) p.72.
153  ibid.
154  Commission on The Future of Policing in Ireland, ‘The Future of Policing in Ireland’ (2018) p.14.
155 Headline, ‘Welcome’ (2022) Available at: https://headline.ie/ (Accessed 22 February 2022). 
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and audiences. They reference the stigma associated with mental illness and 
their engagement with the media when reporting death by suicide.156 They are 
proactively engaged in media training to facilitate inclusive collaboration and 
cross-fertilisation of shared knowledge. They publish guidelines and sponsor 
media awards for best practice, recognising excellence in media coverage of mental 
health issues. They reflect the challenges, lived experience and realities of people 
living with mental ill health and are aware that social media communications can 
have  detrimental effects on the victims’ families, who engage in reviewing such 
media. They would welcome an opportunity to collaborate with researchers as they 
have a wealth of data that could be analysed and utilised. A comparative leading 
organisation in Australia that has an extensive outreach to include a wide research 
brief is Mindframe,157 which is managed by Everymind,158 a leading national Institute 
dedicated to reducing mental ill-health, reducing suicide and improving wellbeing 
through evidence-based research and suicide prevention programmes.

3.10.18.8.2
The Samaritans159 have been operational in Ireland since 1961 and are closely 
aligned with their UK counterpart. During their engagement with the Study,160 
they outlined that they have media guidelines and in particular guidelines for the 
reporting of murder-suicides.161 Like Headline, the Samaritans are concerned that 
it is of paramount importance to reduce the risk of contagion.162 Suicide contagion 
is the exposure to suicide or suicidal behaviours of family members or peers or 
through media reports of suicide that can result in other suicides and/or suicidal 
behaviours.

3.11 Children’s Trauma and Needs

3.11.1
As mentioned in the Introduction to this Chapter, the Phase Two Team determined 
to specifically include the impact of domestic violence, domestic homicide and 
familicide on children, and informed the Minister for Justice regarding that decision. 
The voices of those children are therefore missing from the testimony given to 

156  In-depth interview on 05 February 2020.
157  Mindframe, ‘About’ (2022) Available at: https://mindframe.org.au/ (Accessed 22 February 

2022).
158  Everymind, ‘Home’ (2022) Available at: https://everymind.org.au/ (Accessed 21 February 2022).
159  The Samaritans, ‘The Samaritans Ireland’ (2022) Available at: https://www.samaritans.org/

ireland/samaritans-ireland/ (Accessed 21 February 2022).
160  In-depth interview on 03 March 2020.
161  Samaritans Ireland, ‘Guidance for reporting on a murder-suicide’ (2020) Available at: https://

media.samaritans.org/documents/ROI_Guidance_for_reporting_on_a_murder-suicide_
FINAL.pdf (Accessed 21 February 2022).

162  Samaritans Ireland, ‘Guidance on depictions of suicide & self-harm in drama & film’ (2020) 
Available at: https://media.samaritans.org/documents/ROI_Guidance_on_depictions_of_
suicide_and_self-harm_in_drama_and_film_FINAL.pdf (Accessed 21 February 2022).
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this Study as access to them was beyond its scope. One such victim has however 
courageously published a self-affirming book on exploring loss and bereavement 
experienced because of the domestic homicide of her father.163 The Terms of 
Reference of this Study were considered with respect to the supports that these 
children need in the immediate, short-term and long-term within the framework of 
the trauma that they have encountered. 

3.11.2
In the preliminary section of this Report the necessity of outlining domestic violence 
and the impact of intimate partner violence was presented. It is posited by some 
experts in the field of child protection that children are not ‘seen’ in the domestic 
violence landscape, unless they themselves have been a primary victim of abuse.164 
Dealing with children as a discrete group in the implementation of a ‘children first’ 
philosophy sometimes occurs independently of the engagement with the victim 
parent, when experts believe that dovetailing those supports yields more positive 
outcomes.

Impacts resulting from domestic violence, by age

Babies: Attachment issues – in extreme cases, failure to thrive, self-soothing, 
feeling overwhelmed – affect security and relationships.

Toddlers: Aggressive and possessive behaviours  poor social skills, difficulty 
developing empathy, poor self- esteem, and act out what they see.

School-age children: Difficulty developing sense of awareness of self; children 
have more insight into the situation and may try to predict and/or prevent 
abuse.

Young people: High incidence of domestic violence and challenging behaviours 
in young people’s relationships, identity issues, separation from parent, peer 
relations and relationships.165

3.11.3
In terms of the response when a familicide or domestic homicide does occur, 
support and bereavement counselling should be made available at multiple levels. 
The Irish Childhood Bereavement Network sets out standards targeting multiple 
levels beginning with the child(ren) or young person(s), and expanding to the family, 
local community, service providers and the national legal and policy structure that 
is charged with responding to the needs of bereaved children.166 

163 Corbett Lynch, S., ‘Noodle Loses Dad’ (Early Childhood Ireland 2020). 
164  In-depth expert interview on 23rd October 2020
165  HSE, ‘National Domestic, Sexual and Gender-Based Violence Training Resource Manual: 

Recognising and Responding to Victims of Domestic, Sexual and Gender-Based Violence 
(DSGBV) in Vulnerable or At-Risk Communities’ (2018). 

166  The Irish Hospice Foundation and The Childhood Bereavement Network, Submission to the 
Familicide and Domestic Homicide Review (2019).
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3.11.4
In its Standards for Supporting Bereaved Children & Young People (ICBN),167 the Irish 
Childhood Bereavement Network (ICBN) suggests that it is very important to pay 
attention to role of the family and the community, which can all be splintered/
hurt in the aftermath of domestic homicide and familicide. It suggests that the 
community can be a place of support and a place of intervention for the very 
sensitive issue of explaining suicide to children.  This ICBN document goes on to 
discuss disenfranchised grief and the role of workshops where people can share 
skills and build knowledge of services. In relation to Post Traumatic Stress Disorder 
(PTSD), it discusses skills training for working with traumatised children, stressing 
the importance of working with the whole family together and the importance of 
workshops for bereaved relatives. This document reports that people need more 
knowledge on how to talk to children straight after death and the need for early 
intervention, whilst  stressing the importance of networking with other agencies 
working with bereaved children. It acknowledges the complexities of working with 
families after traumatic death and complicated grief and suggests trauma training 
techniques. Children who are bereaved are heavily dependent on their families and 
communities for support after traumatic incidents like familicide and domestic 
homicide. ICBN strongly makes the case for guidance, support and training for 
families and communities that need to support children affected in the aftermath 
of such traumatic events. 

3.11.5
The incremental nature of grieving is well recognised in children due to their 
developmental processes and therefore supports may need to be available for 
several years after a traumatic event. The Irish Hospice Foundation (IHF) and 
Irish Childhood Bereavement Network (ICBN)168 acknowledge that while some 
professionals are well placed to provide on-going support for bereaved children, 
adults and families, they require opportunities for high level ongoing professional 
development to ensure their interventions are based on the most up to date 
research/evidence. They explain that for the community, information and promoting 
compassion is important as a foundation and there is a need for a safe place in 
the community where the community can come together, access information and 
other resources. The Irish Hospice Foundation designed a training programme for 
the National Office for Suicide Prevention (NOSP) and a ‘Train the Trainers’ course for 
their resource officers. One programme is a community debrief, the second is a day-
long workshop, which can be rolled out for the different professionals who encounter 
such events. The Irish Hospice Foundation and the Irish Childhood Bereavement 

167  ICBN, ‘Standards for Supporting Bereaved Children & Young People’ (Tusla, 2017). 
168   Irish Hospice Foundation, ‘Adult Bereavement Care Pyramid’ (2022) Available at: https://

hospicefoundation.ie/our-supports-services/bereavement-loss-hub/i-work-in-bereavement/
adult-bereavement-care-pyramid/ (Accessed 21 February 2022); and, The Irish Childhood 
Bereavement Network, ‘When Does a Child Need Professional Help?’ (2022) Available at: 
https://www.childhoodbereavement.ie/families/when-does-a-child-need-professional-help/. 
(Accessed  21 February 2022). 

https://hospicefoundation.ie/our-supports-services/bereavement-loss-hub/i-work-in-bereavement/adult-bereavement-care-pyramid/
https://hospicefoundation.ie/our-supports-services/bereavement-loss-hub/i-work-in-bereavement/adult-bereavement-care-pyramid/
https://hospicefoundation.ie/our-supports-services/bereavement-loss-hub/i-work-in-bereavement/adult-bereavement-care-pyramid/
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Network have stated that they believe that this model may have relevance in the 
aftermath of familicide.

3.11.6
The Irish Childhood Bereavement Network (ICBN) in its publication Standards for 
Supporting Bereaved Children (2017) present five standards that relate to the child, 
the family, the community, service providers and national infrastructure.169  Needs-
based responses include public information and compassionate response at 
most basic community level, peer-support and coping-oriented services at level 2, 
counselling at level 3 and at level 4 identifying prolonged grief disorder thus helping 
to distinguish between a depressive response and a post traumatic response. 

3.11.7
They produced a pyramid map for professionals with respect to bereavement.  
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Figure 11 
© Irish Childhood Bereavement Network (2017)

3.11.8
The above bereavement pyramid map, at Figure 11, would have relevance to 
domestic homicide and familicide where complex grief is more likely. 

169   Irish Childhood Bereavement Network, ‘Childhood Bereavement Care Pyramid’ (2022) 
Available at: https://www.childhoodbereavement.ie/professionals/childhood-bereavement-
care-pyramid/ (Accessed 21 February 2022).
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3.11.9
There is now an adult version of the pyramid at Figure 12 with similar implications.170
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3.11.10
Training for responding to domestic homicide and familicide or with respect to 
Prolonged Grief Disorder, as discussed earlier in this Chapter, in formal curricula 
is crucial. Compassion should be included in policies of organisations as a basic 
training tool. There is a need to create general bereavement networks in regions, 
identifying services and pathways through the four levels of the bereavement 
pyramid and identifying that GPs are a gateway to other services as are primary care 
centres. Development of capacity in general bereavement care would better serve 
the needs of families impacted by domestic homicide and familicide. One example 
of a cost-free service is Rainbows Ireland, which is a voluntary service for children 
and young people experiencing loss following bereavement.171 

3.11.11 The Complexity of Children’s Needs 

3.11.11.1
The complexity of children’s needs must be understood in terms of their 
developmental stage. Their needs may change over time, as may the support they 
require. As children get older they will have different questions and different levels of 
awareness and capability to comprehend. It was suggested by some contributors to 

170  Irish Hospice Foundation, ‘Adult Bereavement Care Pyramid’ (2022) Available at: https://
hospicefoundation.ie/our-supports-services/bereavement-loss-hub/i-work-in-bereavement/
adult-bereavement-care-pyramid/ (Accessed 21 February 2022).

171  Rainbows Ireland, ‘Home’ (2022) Available at: www.rainbowsireland.ie (Accessed 21 February 
2022). 
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the Study that agencies tend to have a ‘crisis mind set’ rather than one of long-term 
healing and recovery. Agencies apply a balance in terms of the support that they 
offer. In the absence of a statutory basis for remaining involved in a case i.e., there is 
an ongoing child protection or welfare concern, Tusla’s role is to provide or signpost 
to relevant supports and then advise the family regarding making further contact 
should they require it. Clearly, when guardianship is contested, it is a matter for the 
Courts and Tusla’s role is to support the family in question. Alternatively, Tusla can 
apply to the Courts for a care order and seek to place children with relatives, whose 
role is assessed as being in the best interests of the child. Sometimes therapeutic 
interventions for traumatised children can be put on hold until such final care 
orders are made, settling their care status. There is a concern that where the parent 
is the perpetrator, their unmonitored presence may compromise the child’s recovery 
and therefore, the guardianship status of the child needs to be considered and 
support provided to ensure their best interests are addressed. When one parent is 
killed, the perpetrator is often the sole remaining parent who has either custody 
rights, guardianship rights or access rights, during the period leading up to trial 
and after conviction. Parents who are married automatically have guardianship 
rights. The complexities of such issues can coexist with circumstances where the 
alleged perpetrator is on bail, and also has such custody, guardianship or access 
rights of the child/children. The families of both the deceased parent and the 
perpetrator can be in an overly complex and difficult situation as they may have 
equally had deep and close relationships with the children prior to the death(s) 
and may have had caring responsibilities for the children. Surviving children may 
be understandably fearful of the perpetrator who may have a role in their lives 
as guardian. Such complexities would benefit from the development of a special 
protocol by Tusla that augments their current protocol with An Garda Síochána,172 
whereby the Gardaí notify Tusla when a parent is killed by another in a domestic 
violence crime.  That focus should be accompanied by customised Child Protection 
Conferences173 that prioritise that ongoing risk of significant harm to the child 
who is traumatized through domestic homicide and familicide. Children who are 
bereaved when one parent murders the other in cases of domestic homicide and 
familicide need customised support involving an early assessment of the usual 
and recent role of extended family members in the life of the child/children. This 
protocol should be reviewed, assessed as fit for purpose, and updated on an annual 
or bi-annual basis. The legal situation regarding guardianship needs to be reviewed 
and addressed appropriately and it is discussed further in Chapter 7. Long-term 
emotional and psychological support should be available for children and should be 
age appropriate and should be available for as long as they require it. 

3.11.11.2
Children’s mental health must be protected. Siblings of deceased children may 
experience ongoing trauma. Children, adolescents and young people are entitled 

172  Tusla, ‘Joint Working Protocol for An Garda Síochána/Tusla – Child and Family Agency Liaison’ 
(Tusla and An Garda Síochána 2017).

173  Tusla, ‘Child Protection Conference and the Child Protection Notification System’ (2015).
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to have their rights and specific needs met, within the familicide and domestic 
homicide prevention, response and review processes. Yet we know from in-depth 
interviews, and a review of the literature, that their needs are often not part of the 
initial primary response to domestic abuse in families. The traumatic and lasting 
impact of non-fatal and fatal domestic violence is well documented. However, 
with support, it is possible to build resilience and regain childhood, if the needs 
and rights of children, young people and adolescents are seen as central to both 
prevention and response.

3.11.11.3
Child survivors have been referred to as the ‘neglected victims’ of domestic 
homicide.174 The loss of a parent, usually the mother,175 or of both parents, forces a 
child to process a complex simultaneous loss at a crucial development stage.176 The 
impact on a child’s mental and emotional health, as well as their ability to function 
in an educational setting, is lasting. In the literature referenced above, though 
many of the impacts are clear, there are major data gaps around child survivors of 
domestic homicide, which suggests that many of the specific needs of this group 
remain unidentified and unmet. 

3.2.11.4
The risk factors for child homicides reflect patterns found within intimate partner  
violence cases more generally. In cases where children were affected by domestic 
homicide, about half of the children had witnessed some form of previous domestic 
violence.177 Children are more likely to be killed by a parent or step-parent, and 
fathers appear more likely to kill children as an act of revenge in reaction to a 
separation.178 Domestic homicides that result in the death of children remain a 
major concern and demand the implementation of enhanced prevention policies 
and procedures. 

3.11.11.5
Comprehensive data about child victims or survivors is required to improve 
understanding of the prevalence, risk factors and impact of fatal domestic violence 
in Ireland.

174  Domestic violence is recognised as a major cause of mortality and morbidity for women; 
a systematic study of global literature has found that familicide is almost exclusively 
committed by men. For further information, please see: Mertin, P., ‘The neglected victims: what 
(little) we know about child survivors of domestic homicide’ (2019) Children Australia 44(3) 
pp.121-125.

175  Karlsson, L. C., et al, ‘Familicide: A systematic literature Study’ (2019) Trauma, Violence, & Abuse 
22(1) pp.83-98.

176  Armour, M., ‘International Perspectives in Victimology’ (2011) International Perspectives in 
Victimology p.22.

177  Harris-Hendriks, J., Black, D., & Kaplan, T., When father kills mother: Guiding children through 
trauma and grief (Routledge 2nd edn 2000). 

178  See: Ewing, C., Fatal families: The dynamics of intrafamilial homicide (Sage 1997); and 
Lawrence, R., ‘Understanding fatal assault of children: A typology and explanatory theory’ 
(2004) Children and Youth Services Study 26(9) pp.837–852.
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3.11.11.6
While the evidence base has built a strong understanding of the impacts of 
living with domestic violence,179 little is known about child survivors of domestic 
homicide.180 There has been insufficient research conducted internationally with 
this cohort;181 data collection systems continue to fall short, and data gaps persist. 
These data gaps also pose challenges to safety planning, where information about 
risk factors is not appropriately gathered and therefore cannot trigger the necessary 
response. For more on addressing these gaps, see Chapter 2 of this Report. 

3.11.12 Traumatic Impact on individual children

‘Of all the traumatic events that children can experience, none can be more 
horrific than witnessing the murder of one parent by another.’182

3.11.12.1
There are still prevalent assumptions that, with time, the troubles of childhood will 
pass.183 However, evidence shows that without intervention, childhood trauma can 
last into adulthood and risk affecting the welfare of the individual as well as those 
they are in contact with. An early study into the impacts on children who witness 
domestic homicide or who escaped familicide found that all children easily met the 
criteria for post-traumatic stress disorder, though it is not clear how long after the 
event children were interviewed.184

3.11.12.2
A study into the experiences of children and their caregivers following domestic 
homicide found that all caregivers reported children exhibiting a range of 
overlapping mental health, behavioural, physical and academic problems.185 
Functioning is affected by multiple, complex loss. In many cases of domestic 
homicide, children actually lose both parents; one (usually their mother) as a 
murder victim, and the other (most often their father) arrested, in prison, or also 
deceased as a result of murder-suicide.186 There is also a strong likelihood in these 

179  Devaney, J., ‘Research Study: The impact of domestic violence on children’ (2015) Irish 
Probation Journal 12 pp.79–94. 

180  Mertin, P., ‘The neglected victims: what (little) we know about child survivors of domestic 
homicide’ (2019) Children Australia 44(3) pp.121-125.

181  Alisic, E., Krishna, R., Groot, A., & Frederick, J., ‘Children’s mental health and well-being after 
parental intimate partner homicide: A systematic review’ (2015) Clinical Child and Family 
Psychology Study 18 pp.328–345. 

182  Burman, S., & Allen-Meares, P., ‘Neglected victims of murder: Children’s witness to parental 
homicide’ (1994) Social work 39(1) pp.28-34.

183  Harris-Hendriks, J., ‘Child Protection and Adult Mental Health: Conflict of Interest?’ Edited by A. 
Weir & A. Douglas. Oxford: Butterworth-Heinemann 1999. 211 pp.£ 16.99 (pb). ISBN 0-7506-2904-
5’ (2000) The British Journal of Psychiatry 176(3) pp.301.

184  Malmquist, C., ’Children who witness parental murder: Post-trauma aspects’ (1986) Journal of 
the American Academy of Child Psychiatry 25 pp.320–325. 

185  Hardesty, J., Campbell, J., McFarlane, J., & Lewandowski, L., ‘How children and their caregivers 
adjust after intimate partner femicide’ (2008) Journal of Family Issues 29 pp.100–124. 

186  Harris-Hendriks, J., ‘Child Protection and Adult Mental Health. Conflict of Interest? Edited by A. 
Weir & A. Douglas. Oxford: Butterworth-Heinemann 1999. 211 pp.£ 16.99 (pb). ISBN 0-7506-2904-
5’ (2000) The British Journal of Psychiatry 176(3) pp.301.
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scenarios that the child will have to move home, indicating loss of their friends, 
community of neighbours, school and other potential support networks as they 
are relocated to live with relatives, or placed into foster care.187 If a safe and stable 
environment is a precursor to recovery, the response efforts in most cases are not 
conducive to establishing this.188

3.11.12.3
In a group of children assessed for improvement following domestic homicide, 
where the child’s parents were in heterosexual relationships and where the mother 
was murdered by the father, those children whose caregivers were members of the 
maternal family were shown to have the most stable environments and were doing 
better in terms of emotional health and functioning.189 Children in care tended to be 
less settled with, on average, more than one change of placement per child. Children 
living with the paternal family or the perpetrator himself (after release from prison) 
were less likely to show improvements.190

3.11.12.4
It was also shown that children who appeared to cope best with the trauma were 
those who received longer therapeutic support.191 However, when the situation of 
those same children was later examined, it was disappointing to find that less 
than half of the children received further therapy, and that those living with the 
perpetrator parent were least likely to receive therapeutic follow-up care.192 A further 
study, which reinforces the findings of the studies surveyed for impact and risk 
factors, reflected that few children received appropriate therapeutic support, and 
found that almost one quarter of child survivors received no counselling at all; 
approximately one fifth of children who had reported discovering their mother’s 
body reported that they had never seen a professional counsellor to process the 
event.193

187  Lewandowski, L., McFarlane, J., Campbell, J., Faye, G., & Barenski, C., ‘“He killed my mommy!” 
Murder or attempted murder of a child’s mother’ (2004) Journal of Family Violence 19 pp.211–
220. 

188  Harris-Hendriks, J., ‘Child Protection and Adult Mental Health. Conflict of Interest? Edited by A. 
Weir & A. Douglas. Oxford: Butterworth-Heinemann 1999. 211 pp.£ 16.99 (pb). ISBN 0-7506-2904-
5’ (2000) The British Journal of Psychiatry 176(3) pp.301.

189   Kaplan, T., Black, D., Hyman, P., & Knox, J., ‘Outcome of children seen after one parent killed the 
other’ (2001) Clinical Child Psychology and Psychiatry 6 pp.9–22.

190 ibid.
191  Harris-Hendriks, J., ‘Child Protection and Adult Mental Health. Conflict of Interest? Edited by A. 

Weir & A. Douglas. Oxford: Butterworth-Heinemann 1999. 211 pp.£ 16.99 (pb). ISBN 0-7506-2904-
5’ (2000) The British Journal of Psychiatry 176(3) pp.301.

192  Kaplan, T., Black, D., Hyman, P., & Knox, J., ‘Outcome of children seen after one parent killed the 
other’ (2001) Clinical Child Psychology and Psychiatry 6 pp.9–22.

193  Lewandowski, L., McFarlane, J., Campbell, J., Faye, G., & Barenski, C., ‘“He killed my mommy!” 
Murder or attempted murder of a child’s mother’ (2004) Journal of Family Violence 19 pp.211–
220.
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3.11.12.5
Several international studies and resources already outlined have described the 
short and long-term impacts on children, many of which are also reflected in the 
experiences of caregivers (if those caregivers are family members). These include 
symptoms of PTSD, mental health issues, depression, anxiety and prolonged grief. 
Headaches, stomach aches and heart problems were among the most common 
physical stressors.194

3.11.12.6
It was noted that caregivers reported challenges in coping with their own grief, 
as well as managing the grief of surviving children. Financial stressors were also 
reported in relation to needing to unexpectedly support surviving children.195 

3.11.12.7
Gaps identified by the NGO, Kinship Care,196 which provides information and 
support to families meeting these care challenges. relate to a dearth of emotional, 
financial and legal supports. Many of the guardians take on their roles in an 
informal manner, fearful that they would not meet stringent foster care assessment 
thresholds. Issues around awareness of and the complexities of entitlement to 
guardian payments and orphan payments were specifically raised as areas of 
concern.  This caregiving is further complicated where caring for surviving children 
was found to be instrumentalised towards resolving families’ feelings of grief 
(victim’s family) or shame and guilt (perpetrator’s family).197 Recovery for the child 
is further complicated by ongoing conflict between the victim and perpetrator’s 
families e.g. the appointment of proxy caregivers.198  Kinship Care and recent Irish 
research199 indicate that voluntary care placements especially informal kinship care 
placements are getting little attention. That research built on the Voluntary Care in 
Ireland Study (2018-2021) compiled by the same authors.200 

3.11.12.8
A further study which explored the experiences of surviving children found that 
many had not recovered, even after significant time had passed, and were still 
extremely affected by their experiences of the homicide. This included flashbacks of 
discovering their mother’s body, and disturbing memories of the police and media, 

194  Hardesty, J., Campbell, J., McFarlane, J., & Lewandowski, L., ‘How children and their caregivers 
adjust after intimate partner femicide’ (2008) Journal of Family Issues 29 pp.100–124. 

195  ibid.
196  In depth interview on 07 January 2021.
197  Hardesty, J., Campbell, J., McFarlane, J., & Lewandowski, L., ‘How children and their caregivers 

adjust after intimate partner femicide’ (2008) Journal of Family Issues 29 pp.100–124.
198  ibid.
199  Burns, K., Brennan, R. & O’Mahony, C., ‘Private Family Arrangements’ for  Children in Ireland: 

The Informal Grey Space In-Between State Care and the Family Home’ (2021) British Journal of 
Social Work 51 pp.1203-1220 

200  University College Cork School of Law and School of Applied Social Studies, ‘Voluntary Care in 
Ireland Study (2018-2021)’ (University College Cork 2021) Available at: https://www.ucc.ie/en/
appsoc/resconf/res/voluntarycareinirelandstudy2018-2021/ (Accessed 21 February 2022). 
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which were compounded by re-experiencing the trauma through encountering its 
coverage in news reports.201 The engagement with the Terms of Reference request 
to consider how the media report on such events is explored in Chapter 4 of this 
Report. Looking even longer-term, children who witnessed violence or threats of 
violence between parents were more likely to display harmful drinking patterns later 
in life.202  

 

3.11.12.9
It is clear from the evidence that long-term therapeutic treatment is essential when 
supporting surviving children to cope with the aftermath of domestic homicide 
and familicide. However, despite the stated policies and protocols, the international 
studies explored above show that the availability and duration of supports fall far 
short of what is needed for recovery. It has been noted that migrant and ethnic 
minority children and young people face additional challenges to accessing 
supports. In a review of accessing and meeting the needs of vulnerable migrants 
to good quality intercultural healthcare services the Second National Intercultural 
Health Strategy 2018-2023 identified gaps and made recommendations to improve 
such access.203

3.11.12.10
The studies considered demonstrate that all agencies involved in responding to 
domestic violence, or the aftermath of a domestic homicide, must have specialised 
training, knowledge, service and referral structures and resources to be enabled 
to offer the necessary support for the best possible long-term outcome for child 
survivors and their caregivers. The cohort of children considered in this Study 
have very discrete circumstances that require specific and customised supports. 
It is a matter for the Minister for Children to determine, and to legislate as 
necessary, whether those needs can be met from within Tusla or from elsewhere. 
As already outlined, Tusla must have a statutory function concerning the provision 
of child safety plans or statutory alternative care for the child to provide direct 
support. Therefore, the specific needs of the children being considered here need 
to be intentionally specified and prioritised. Key interviewees consulted in the 
development of this Chapter identified the designation of a single social worker 
as good practice for ensuring continuity and that one person is responsible for 
ensuring the needs of the child are being met by all agencies. The needs of children, 
young people and adolescents who have experienced domestic violence in all its 
forms are incredibly diverse; while one child may need support in education, another 
may require support for behavioural issues. It is vital that the child has his or her 
own designated child welfare expert to ensure coordination in responding to the 

201  Steeves, R., Parker, B., Laughton, K., Knopp, A., & Thompson, M., ‘Adolescents’ experiences with 
uxoricide’ (2011) Journal of the American Psychiatric Nurses Association 17 pp.115–123.

202  Trocki, K. and Caetano, R., ‘Exposure to Family Violence and Temperament Factors as predictors 
of adult psychopathology and substance use outcomes’ (2003) Journal of Addictions Nursing 
14 pp. 183-92.  . 

203  HSE, Second National Intercultural Health Strategy 2018-2023 Summary of Written 
Submissions (2018).
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needs of the child, including services that are not related to domestic/intimate 
partner violence. The lack of involvement of social work services with families with 
complex needs was raised as an area of concern by family members. Investment 
within Tusla should enable social workers to have a key oversight role of the child’s 
safety plan. That role should require engagement in a multidisciplinary partnership 
with those delivering medium- and long-term therapeutic services and the delivery 
of community supports to the child’s carers. Those supports should be available for 
these children for as long as they require it.

3.11.12.11
The issue of contact between children and the parent perpetrating the violence (the 
majority of whom are fathers) also needs to be carefully considered.204 Child welfare 
experts consulted during development of this Study agreed that fatal domestic 
violence should automatically raise concerns about child welfare. Although Tusla 
would be obliged to engage with the legal guardian who has care of or contact 
with the child, those concerns must be risk-assessed when considering the 
guardianship rights of the parent who perpetrated the violence. There also needs 
to be a risk assessment process in place when seeking and considering the views 
of the child. As has been demonstrated in this Study,  one of the risk factors in 
the perpetration of domestic violence in all its forms is coercive control. There is 
therefore a risk that the perpetrator will try to coercively control the child that they 
want to have custody or guardianship of or access to. In the circumstances of 
domestic homicide and familicide, the trauma experienced by the child and the fear 
engendered due to the murder of one parent by the other, requires specialised risk 
assessment expertise, to ensure that the vulnerable child’s views have been freely 
given. That specialised expertise could build on Tusla’s role relating to previous 
harm and possible future harm. It could also build on the previously mentioned 
Joint Working Protocol for An Garda Síochána/Tusla – Child and Family Agency 
Liaison205 and the Child Protection Conference and the Child Protection Notification 
System.206 The Child Care Law Reporting Project (CCLRP) in its engagement with the 
Study was of the view that a parent convicted of the murder or manslaughter of the 
other parent should not retain custody of, guardianship of, or access to the surviving 
child or children. CCLRP was also of the view that where there was an interim or 
voluntary care order and in circumstances where the alleged perpetrator is in 
custody awaiting trial or has been convicted, those rights should not be retained 
by that prisoner and the child should be committed to the care of the health board. 
This matter is discussed further in Chapter 7.  

204  Buckley, H., Whelan, S., & Holt, S., Listen to me!: Children’s experience of domestic violence. 
(Children’s Research Centre, Trinity College 2006). 

205  Tusla, ‘Joint Working Protocol for An Garda Síochána/Tusla – Child and Family Agency Liaison’ 
(Tusla and An Garda Síochána 2017).

206 Tusla, ‘Child Protection Conference and the Child Protection Notification System’ (2015). 
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3.11.12.12
Furthermore, considering the evidence, it should also be called into question 
whether placing the child with the perpetrator’s family is in the child’s best interests 
and alternatives must be explored. It is possible that guardianship rights can be 
restored to the parent who perpetrated the violence. However, the  need to assess 
what care arrangement is in the best interests of a child is paramount. The views 
of the child, the related risks and the potential for coercive control, as outlined 
above, must be considered. Any such restoration must also be  contingent on the 
successful completion by the perpetrator of an effective rehabilitation programme, 
prior to an application for custody and/or guardianship of the child. On this and 
all matters, the views of the child must be heard and considered. It is everyone’s 
responsibility to protect children and young people and to do our best to keep 
them safe. Children First: National Guidance for the Protection and Welfare of Children207 
sets out the steps which should be taken to ensure that the child or young person 
is protected from harm and are profiled on the Tusla Services resource.208 Court-
ordered contact similarly should not ignore the fact that the parent who perpetrated 
the violence brought extreme violence into the home and on a basic level poses a 
threat to the welfare of the child.209  

3.11.13  Supportive Policies Protocols, Procedures and Practices for 
Traumatised Children impacted by the consequences of Domestic 
Violence  

3.11.13.1
Tusla and Children and Young People’s Service Committees (CYPSC).210

3.11.13.1.1
During their engagement with the Study, the Child and Family Agency, Tusla outlined 
their pathways for services and support to children and families experiencing 
domestic abuse.211 

‘These pathways included provision of supports for early intervention/
prevention (through funded agencies and their own family support services) 
and intervention when there is a risk identified relating to harm/abuse of 
a child.  In addition to this, CYPSCs, which are chaired by Tusla, also have 

207  Department of Children and Youth Affairs, Children First: National Guidance for the Protection 
and Welfare of Children (2017).

208  Tusla, ‘Children First’ (2022) Available at: https://www.Tusla.ie/services/child-protection-
welfare/children-first (Accessed 21 February 2022). 

209  Key contributor interviews on 12 October 2020. 
210  CYPSC Children and Young Peoples Services Committees, ‘Home’ (2022) Available at: www.

cypsc.ie (Accessed 22 February 2022).
211  In depth interview on 12 March 2021.
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membership from statutory agencies …and have developed responses and 
protocols for critical incidences.’

3.11.13.1.2
The membership of Children and Young People’s Services Committees (CYPSC) 
consists of senior managers from all the major statutory, community and voluntary 
providers of services to children, young people and families in the CYPSC area. 
Members are of sufficient seniority to represent their organisation and to exercise 
decision-making power.212  In some areas of Ireland, Children and Young People’s 
Services Committees (CYPSCs), have developed inter-agency Critical Incident 
Protocols and as previously mentioned, they often take the lead in convening a 
Critical Incident Management Team in the aftermath of such incidents. These can 
be activated when an incident overwhelms a local community’s capacity to support 
children or young people and their carers affected by critical incidents and when 
existing services are unable to respond effectively in the aftermath of the incident 
and a coordinated response amongst several agencies is required. National and 
local level operational leadership of CYPSC is provided by Tusla, the Child and Family 
Agency, who have confirmed to this Study that this CYPSC assistance extends to 
supporting the development of a multi-agency critical incident protocol to ensure 
the necessary multi-agency responses are in place following a case of domestic 
homicide and familicide.213

3.11.13.1.3
Children and Young People’s Services Committees (CYPSC) are a key structure 
identified by Government to plan and co-ordinate services for children and young 
people aged 0-24, in every county in Ireland. Their purpose is to ensure effective 
inter-agency co-ordination and collaboration to achieve the best outcomes for all 
children and young people in their area. These county-level structures are designed 
to facilitate diverse agencies to work together and engage in joint planning and 
all organisations and agencies working locally on behalf of children and young 
people are represented on the CYPSC. The Committees are responsible for improving 
the lives of children, young people and families at local and community level by 
improving the delivery of key services. CYPSCs throughout the country have been 
developing Critical Incident Plans that clearly define the roles and responsibilities 
of all involved.  They have similar responses in place but there is a need to ensure 
greater consistency in terms of this response. A extract from the South Dublin 
CYPSC Critical Incident Protocol is one such example and can be accessed on its 
Critical Incident Hub. It explains:

‘South Dublin CYPSC Critical Incident Protocol is designed to coordinate the 
response of organisations involved in dealing with critical incidents that 

212  CYPSC Children and Young Peoples Services Committees, ‘Membership’ (2022) Available at: 
https://www.cypsc.ie/about-us/operation-and-membership.454.html (Accessed 22 February 
2022). 

213  In depth interview on 12 March 2021.
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impact on children, young people and their families in South Dublin County.  
The Interagency Critical Incident Protocol is required when an incident 
overwhelms a local community’s capacity to support children or young people 
and their carers affected by events and where more than one organisation is 
required for support.  The protocol does not replace the county emergency plan 
or any participating organisation’s own critical incident response.’214 

3.11.13.1.4
The South Dublin CYPSC Critical Incident Protocol215 outlines how, when a critical 
incident happens, the coordinated interagency response will generally involve: 216

1. screening of the incident; 
2. assessment of the impact on the child’s or young person’s family and 

wider community; 
3. planning a coordinated critical incident response plan;  
4. mobilising community resources and accessing other support systems; 
5. providing information and advice to parents, carers, front line staff and 

agencies and the wider community as they come to terms with the 
situation; 

6. supporting by providing consultation as needed to parents, carers, staff, 
front line agencies and the wider community;  

7. referral pathways: working with parents, carers, staff, front line agencies 
and the wider community to identify children and families who are most in 
need of additional ensuring that no child or young person falls through the 
net. 

3.11.13.1.5
This critical incident response can be triggered in two ways:217

1. Communicating with the appropriate Tusla Area Manager and/or HSE 
General Manager office 

2. Communicating via a dedicated email address for South Dublin that is 
checked daily. A vital part of the response is the Triage structure.   

3.11.13.1.6
A triage consists of the Tusla Area Manager, HSE General Manager, and a Garda 
Síochána Inspector, who liaise via a conference call and can decide whether to 
activate the Critical Incident Management  Team (CIMT). Prior to the conference call, 
the CYPSC Manager/Area Manager’s Office will liaise with the Interagency Critical 
Incident Steering Group advising them of the planned Triage and inviting inputs. 

214  CYPSC Children and Young Peoples Services Committees, ‘South Dublin CYPSC Critical 
Incident Information Hub’ (2022) Available at: https://www.cypsc.ie//south-dublin-cypsc-
critical-incident-information-hub.3072.html (Accessed 21 February 2022). 

215  CYPSC Children and Young Peoples Services Committees, ‘South Dublin CYPSC Critical 
Incident Protocol (2017) 3rd edition’ Available at: https://www.cypsc.ie//south-dublin-cypsc-
critical-incident-information-hub.3072.html (Accessed 21 February 2022)

216  ibid.
217  ibid.
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2.CIMT Formed

• Additional members of team identified

• Conference call/meeting arranged

• Decision made on requirement of FLOT

• Decision made on Media response

Communication made to Tusla Area Manager

•  Dublin South West am.dswkww@Tusla.ie 045-907-896

•  Dublin South Central am.dscdw@Tusla.ie 01-648-6534

Suspected Critical Incident
An incident occurs that may fulfil the criteria to activate the protocol

1.Triage Group Teleconference 

INTERAGENCY CRITICAL INCIDENT STEERING GROUP

Activation of Critical Incident Protocol: Phases of Response – Flowchart

Media Response
• Tusla/HSE led

• Press Statement

• Spokesperson ID’d

6. Review of Incident
• Steering group meets every 6 

months to review all protocol 
requests and interventions

• Survey monkey of set questions 
circulated to all members of the 
CIMT and FLOT within 2 weeks of 
final CIMT meeting

Review

Review

Close 
and

Review

MediaSkip Phase 3

3.FLOT
• FLOT lead identified by CIMT

• Meeting coordinated through 
identified lead

• Interventions identified

• FLOT lead reports back to CIMT lead

Phase 3: FLOT

Phase 2: CIMT

Phase 1: information collated and call coordinated

Figure 13
© Children and Young People’s Services Committees South Dublin

Close

4. Response: 
Coordinated Interagency Response

Phase 5: Report ln Interventions

5.CIMT Review
• Review of interventions

• Meeting coordinated with identified 
leads of CIMT and FLOT

• Interventions identified

• FLOT lead reports back to CIMT lead 
Decision made to close case or 
schedule another meeting to review

Protocol not activated:

• Decision communicated to CIP Steering 
Group, referrer and any other relevant 
groups

• Guidance given to referrer on local 
pathways and supports

• Referral and decision reviewed by 
Steering Group at 6 monthly meeting  

Contact

mailto:am.dscdw@tusla.ie
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If necessary, a Frontline Operational Team (FLOT) may be activated, where frontline 
staff will provide support on the ground. The process is outlined in Figure 13: 218

3.11.14 Parental Consent to Support and Child Capacity and Rights

3.11.14.1
Interviews with academics and service providers revealed that some children, 
adolescents and young people are being denied access to support services because 
of parental consent requirements. In many cases children cannot access support 
because both parents’ consent is required for therapeutic intervention for the child, 
and the parent perpetrating the violence violence, who is the father in most cases, is 
unwilling to consent. 

3.11.14.2
It is therefore important for law and policy to move towards a flexible concept 
of evolving capacity that is not dominated, by default, towards rights that are 
exclusively vested in both parents. This concept is applied by adults working to 
deliver services in the fields that include education, health, social services, where 
the capacity of the child, adolescent or young person to exercise rights on their own 
behalf is accommodated.219

3.11.14.3
While there is relatively little Irish data on child survivors of domestic homicide, the 
existing evidence is consistent in recognising the traumatic and lasting impact. 
However, with support, it is possible to build resilience and regain childhood. 
Key supports identified in the HSE National Domestic, Sexual and Gender-Based 
Violence Training Resource Manual 220  include ensuring support networks for 
the child are strong, including non-abusive family members, and professional 
support.221 This manual aligns with the Second National Strategy on Domestic, 
Sexual and Gender-based Violence (2016-2021), specifically in relation to Action 
1.100: Awareness-raising for professionals who work with persons who are at high 
risk, marginalised or have specific needs, and Action 1.500: Develop and deliver 
education/training modules, both initial training and developmental training, for 
continual delivery to specific target groups in the public sector and also responds 
to Ireland’s second National Action Plan on Women, Peace and Security (2015-2018), 
specifically under Pillar 3: Protection, relief and recovery. 

218 ibid.
219  Lansdown, G., ‘The evolving capacities of the child’ (UNICEF and Save the Children 2005) 

Available at: www.unicef-irc.org/publications/pdf/evolving-eng.pdf (Accessed 22 February 
2022). 

220  HSE, National Domestic, Sexual and Gender-Based Violence Training Resource Manual (2012).
221  ibid.
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3.11.15 Barnardos

3.11.15.1
Barnardos, in its submission to the Study,222 highlighted some of the programmes 
that it views as particularly relevant to those who have experienced domestic abuse, 
which as outlined previously finds its most violent form in domestic homicide or 
familicide. These include the Tender Loving Care Programme, the Non-Violent Resistance 
Programme (NVR) and family support using the Signs of Safety Framework.223 The TLC 
Kidz programme is a 12-week psycho-educational, group programme for children and 
mothers recovering from domestic abuse. It has been delivered on an inter-agency 
basis in North Tipperary since 2005 and more recently in South Tipperary, Carlow and 
Waterford.  

3.11.15.2
Partners include Ascend Domestic Abuse Service, North Tipperary Community Services, 
the HSE, Adult Mental Health, CAMHS, Primary care, Tusla Prevention, Partnership and 
Family Support (PPFS), social work and family support services, Tipperary Regional 
Youth Services, Barnardos, School Completion Programme, An Garda Síochána, Focus 
Ireland and Men Overcoming Violence (MOVE) North Tipperary. An evaluation of the 
TLC Kidz programme has shown that it has had benefits for mothers and children, 
the community, and organisational outcomes. The benefits for mothers and children 
addressed many of the key child outcomes and transformational goals indicated in 
Better Outcomes, Brighter Futures (2014). These include improved mental and physical 
wellbeing; increased school engagement; improved children’s safety and protection 
from harm, which helped children to develop positive relationships with their mother, 
siblings, peers and the wider community. In relation to the latter, professionals reported 
positive outcomes related to the inter-agency model of delivery. These included an 
increased awareness of the profoundly negative impact of domestic abuse on children 
and the necessity of providing suitable supports for their recovery; a culture shift in 
the practice of inter-agency partners in responding more sensitively and supportively 
regarding domestic abuse in general, particularly in supporting both female and 
male victims of intimate partner violence, rather than blaming them for not leaving 
the perpetrator; increased support for children and mothers in terms of the range of 
perspectives involved in co-delivery and in terms of enhanced referral plans for families 
following the programme.

3.11.15.3

The Tender Loving Care (TLC) programme, delivered by Barnardos in Thurles is now being 
rolled out in Limerick, Clare, Carlow, Clonmel, North Tipperary and Waterford, hosted 

222  Barnados, Submission to the Familicide and Domestic Homicide Review (2019). 
223  Signs of Safety, ‘What is Signs of Safety?’ (2022) Available at: https://www.signsofsafety.net/what-

is-sofs (Accessed 22 February 2022).
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by Barnardos as commissioned by Tusla, and in other areas, delivered by other 
agencies. Barnardos, in its submission, views this programme as a:

‘…particularly exciting initiative which has an ambitious plan to develop a 
national response model  for the future in terms of  a response to  children’s 
experience of domestic abuse, in recovery, in crisis/current abuse, and 
preventative measures …’224

3.11.15.4
It emphasises the importance of a multi-agency approach and outlines how links 
are developing between Tusla DSGBV, Barnardos, Trinity College Dublin, University 
College Dublin and domestic abuse services:

‘…with a focus on really trying to develop an appropriate response framework. 
Links are also being developed with agencies in Scotland with regard to 
children’s participation. This childhood domestic abuse response nationally 
will also consider the nature of intimate relationships young people develop as 
well’.225

3.11.15.5
In common with other NGOs and agencies Barnardos delivers a Non-Violent 
Resistance (NVR) child to a parent programme.

3.11.15.6
While these services are important, it is noteworthy that a pioneering service has 
been developed in Arizona in recognition of the complex needs of child survivors 
of intimate partner homicide. The development of this service was informed by 
the work of Neil Websdale director of the National Domestic Violence Fatality 
Review Initiative (NDVFRI) which is discussed in Chapter 5. The Arizona Child 
and Adolescent Survivor Initiative (ACASI) is a state-wide wraparound service for 
child survivors of intimate partner homicide and their caregivers. The principles 
of ‘wraparound service’ combine activity at team level with family and hands-on 
support people, at organisation level where the initiative is taking place and at 
system level i.e., community context and funding.226

3.11.15.7
The detailed description of the development of the Arizona Child and Adolescent 
Survivor Initiative programme indicates: 

‘ACASI uses the strengths perspective in social work, ecological systems theory 
(see Bronfenbrenner 2005), attachment theory (see Bowlby 1969), and the 

224  Barnados, Submission to the Familicide and Domestic Homicide Review (2019).
225 ibid.
226  Bruns, E., J., et al, Ten Principles of the Wraparound Process (National Wraparound Initiative 

Advisory Group 2004).
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ethical imperatives of service, social justice, and human rights as fundamental 
frames of reference.’227

3.11.15.8
The victim-driven programme involves considerable collaboration with a wide 
range of service providers and community agencies, including first responders, 
law enforcement, victim advocates, prosecutors, guardian ad litem, Department of 
Child Safety (DCS) personnel, mental health providers, family advocacy centre staff, 
and other victim service providers.  ACASI staff work with school counsellors and 
others to develop school-based trauma-informed responses and assist caregivers 
in working with schools to ensure child survivors receive support. ACASI services 
include trauma therapy, grief counselling, mentoring, peer support groups, intensive 
case management, advocacy, court accompaniment, victims’ rights information, 
and assistance with victims’ compensation and restitution.228 While the programme 
has not yet been evaluated, it is worth investigating further when considering an 
appropriate response to the needs of child survivors  in the Irish context.

3.12  Practical ‘All of Government’ Support Needs 
for the Bereaved

3.12.1 Accommodation

3.12.1.1
Access to secure accommodation was raised as an issue that needs to be 
addressed. Returning to live in the home where family members may have died is 
not always possible or desired. One family member  reported having to pay for the 
cleaning of the crime scene. Fiona explained:

 ‘We were advised to get crime scene cleaners in, which we did’.

It appears that there is no stated policy with respect to the arrangement and 
payment for the cleaning of a crime scene. However, the payment of this service is 
considered by An Garda Síochána on a case-by-case basis where the factors that 
may be considered include the ownership of the property e.g., if owned by a local 
authority or a commercial business. 

3.12.1.2
The family home may be tied to the perpetrator, for example through shared 
ownership, tenancy agreements or as dependents. Safe, secure, affordable 

227  Websdale, N., Child Survivors of Intimate Partner Homicide: Wraparound Intervention (Watts 
College of Public Service and Community Solutions 2020) p.14.

228 ibid.
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accommodation for victims of domestic abuse in all its forms is essential. When a 
perpetrator of domestic homicide  is on bail, there is the possibility that s/he may 
return to the family home, in the absence of a bail condition to the contrary. There is 
also a possibility that the perpetrator may inherit the deceased’s share of the family 
home. Succession rights are discussed in Chapter 7. 

3.12.1.3
In domestic or intimate partner violence cases where both parents of the 
deceased children are alive, complexities will present with respect to shared home 
ownership, the type of tenure in place and  mortgage repayments. In a situation 
where the family home is provided by a local authority, there may be a role for that 
authority to provide alternative accommodation for the convicted perpetrator’s 
needs, when parole is granted. In some situations, victims may already be living 
in accommodation provided by other service providers, for example housing 
associations or domestic violence organisations, where there may be scope to offer 
additional and ongoing support for their clients. In specific cases, the complexities 
will play out differently. Supportive accommodation like that provided by Sonas229 
may be appropriate in some situations.

3.12.1.4
Safe Ireland made recommendations in its 2021 Pre-Budget submission, which 
offers potential solutions to some of these issues.230 Safe Ireland recommends 
the development and resourcing of an interdepartmental Domestic Abuse Whole 
Housing National Strategy to improve access to safe and stable housing across all 
tenure types (social, private rented and private ownership) for victims of domestic 
abuse. It recommends that women and children in refuges need to be prioritised for 
social housing and  that domestic abuse status should be designated as a  priority 
need status for accessing social/local authority housing, with dedicated supply 
of short and long-term social housing  ring fenced. Referencing the Department 
of Employment Affairs and Social Protection (DEASP) domestic violence rent 
supplement, Safe Ireland recommends that this financial accommodation support 
needs to be extended beyond the pilot period of six months and needs to be 
integrated with the Housing Assistance Payments (HAP) system.

229  Holt, S. and Ward,  M., Evaluation of Sonas Safe Home Project (Sonas 2015).
230  Safe Ireland, Pre-Budget Submission (2021). 
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3.12.2 Financial Issues

3.12.2.1
Trauma and its repercussions are not equally distributed in society.231 Because 
marginalized populations are more likely to experience some types of current and 
historical trauma and generally have fewer resources with which to cope with 
trauma’s negative effects, shaping policy to be more trauma informed may have 
an especially meaningful impact on disadvantaged communities. It is important 
to note that following major traumatic events, those with fewer resources are more 
deeply impacted and may fall into a downward spiral in which the loss of one or 
more resources triggers further losses.232 This view has been identified by some 
family members and agencies who have given evidence to the Study. Such collective 
trauma can include loss of and/or interrupted employment, income and, in some 
cases, housing security. Such downward loss spirals can lead to anxiety, depression, 
and loneliness, as well as reduced social involvement, diminished interest in life, 
feelings of social detachment, and a sense of alienation.233 

3.12.2.2
Such lived experiences have been identified by family members and by members of 
the wider communities following domestic homicide and familicide. These vicious 
loss cycles must be interrupted and access to resources must be provided to 
facilitate community recovery.234 The required resources identified by contributors 
to the Study include psychological and emotional support, social work services, 
financial supports, education, training and employment supports. Some families 
have issues regarding access to the victim’s property, particularly when issues arise 
with respect to financial gain for the perpetrator, leading to problematic polarisation 
of family members,  where surviving family members of familicide victims are likely 
to have a pressing need for funds to pay funeral costs and other associated costs. 
Financial challenges such as those described bring  substantial added stress at a 
time of unimaginable trauma of the gravest kind. A mechanism for the preliminary 
release of finances from the estate of the deceased would assist in alleviating the 
distress encountered by such families. 

3.12.3 Income Supports

3.12.3.1
The complexities surrounding income security were raised in some of the Study’s 
interviews and submissions.  In some instances of domestic homicide, where family 

231  Bowen, E. A., & Murshid, N. S., ‘Trauma-informed social policy: A conceptual framework for 
policy analysis and advocacy’ (2016) American Journal of public health 106(2) pp.223-229.

232  Saul, J., Collective trauma, collective healing: Promoting community resilience in the 
aftermath of disaster (Routledge 2013 Vol. 48).

233  ibid.
234 ibid, pp. 5–6.
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members step in to provide care, the principal breadwinner may have died with 
that source of income no longer in existence. The traumatic effect of the incident 
could result in an inability to work on a long-term basis. Careers may therefore be 
disrupted when it is necessary to discontinue working in the wake of a domestic 
homicide or familicide because of trauma or the need to care for dependents or 
both. Assistance in the  management of debt incurred after a bereavement may be 
available from the Money Advice and Budgeting Service (MABS).235

3.12.3.2
The Department of Employment Affairs and Social Protection has a range of 
supports available for people following a bereavement, which include a Widow’s, 
Widower’s or Surviving Civil Partner’s Pension and the Widowed or Surviving Civil 
Partner once-off Grant. Such payments would apply in circumstances where an 
intimate partner murders the children of the family and then dies by suicide. Several 
of these payments may be paid for some six weeks after the bereavement. There is 
also an Exceptional Needs Payments (ENP) to assist people with essential, once-off, 
exceptional expenditure, currently awarded where a person could not reasonably 
be expected to meet expenditure from their weekly income.236 Many such 
payments are dependent on contributions previously made or on a means tested 
basis and elements of discretion exist in determining entitlement. It is stating the 
obvious to say that navigating what one may be entitled to following a domestic 
homicide is not easy. Therefore, having appropriate family tragedy payments 
automatically available to bereaved families in circumstances of domestic 
homicide and familicide would alleviate some of the distress described above. The 
designated local Department representative should be a member of the Critical 
Incident Team and be authorised to proactively determine customised immediate, 
interim and long-term financial support needs. Assistance with the administration 
of guardianship payments ought to be vested in the same representative.

3.12.3.3
Where the bereaved in domestic homicide cases are accessing State income 
supports, they may encounter systems where, despite being traumatised and 
grieving, they must alert State agencies to a death, for example in the case of child 
victims, where they are no longer eligible for child benefit payments. The process of 
informing State services and furnishing death certificate(s) can re-traumatise the 
individual. Participants in this Study have reported the pain of waiting in a public 
office for a death certificate alongside someone waiting for a birth certificate. They 
may have  more than one such encounter. The HSE in their community support role 
within the Critical Incident Team should be empowered to alleviate administrative 

235  Money Advice and Budgeting Service (MABS), ‘Bereavement and Debt’ (2022) Available at: 
https://mabs.ie/managing-money/unexpected-life-events/bereavement-and-debt/ (Accessed 
21 February 2022).

236  Department of Employment Affairs and Social Protection, ‘Exceptional Needs Payment’ (2019) 
Available at: https://www.gov.ie/en/service/80b24c-exceptional-needs-payments-swa/ 
(Accessed 21 February 2022).
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burdens of this nature.  It is acknowledged that there is no charge for a copy 
certificate for Department of Employment Affairs and Social Protection purposes but 
the expense of acquiring multiple death certificates is not insignificant for those 
who have little means in the immediate aftermath of domestic homicide. Multiple 
copies of death certificates should be provided to relevant family survivors free of 
charge following domestic homicide and familicide and should be made available 
as a matter of course without request from the family. It is noted that, on request, a 
Coroner can provide an interim death certificate.

3.12.3.4
The Tell Us Once system in the UK is an example of a service provided by most local 
authorities on behalf of the Department for Work and Pensions (DWP). The service 
allows the individual to inform central and local Government services of the death 
at one time rather than having to inform each service individually. The service is 
free to use and can save much time and effort and personal pain. Having such a 
centralised system would help to prevent such scenarios as described by Valerie 
after the death of her children at the hands of their father:

‘I got letters from social welfare, [asking] why wasn’t my children’s allowance 
picked up?’

3.12.3.5
The payment of pensions and life insurance is an issue that needs further 
exploration. Perpetrators may benefit from the estate of victims. The implications of 
the Succession Act are addressed elsewhere in this Study’s Report.

3.12.4 Employment Supports

3.12.4.1
As already stated in the aftermath of a traumatic event, it is difficult for the bereaved 
to continue to work. Work absence can have an impact on their job security and 
careers. An inability to work may be related to lack of childcare and may be because 
the surviving parent needs to provide care to surviving children and can only do 
so by exiting the labour market. The bereaved may feel they can no longer continue 
in their current employment or career and this may require support in accessing 
training/re-training at some stage. Consideration should be given to permitting 
those bereaved in the manner described qualifying for the myriad of family and 
childcare and training supports being delivered by the Department of Employment 
Affairs and Social Protection. Survivors in some employment, for example the public 
sector, could, if they request it, be offered alternative employment if appropriate and 
be offered flexible work structures to include the option to take a career break or the 
flexibility to work term time/flexitime/job share and/or remote work from home. 
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3.12.5 Supporting Access to Trauma Health Care 

3.12.5.1
Understandably, survivors’ health may suffer because of the trauma they have 
experienced. Safe Ireland, having worked with several survivors of domestic 
homicide/familicide have invaluable insights into the long-term needs of families 
and suggested:

‘…there should be almost the equivalent of a medical card for trauma for 
support for life for them…They shouldn’t have to ask for anything. “What do you 
need?”, You know, that’s the minimum standard we should be at.’237

3.12.5.2
This entitlement could extend to accessing wider support services, including 
mental health services ensuring that the bereaved do not find themselves in a 
situation where they are constantly having to replicate application processes for 
services and repeatedly provide proof of  income status. Where the survivor may 
have been categorised as a dependant of the perpetrator, there may be difficulties 
in providing proof of  income. In the aftermath of domestic homicide and familicide, 
survivors and their dependents should automatically be entitled to  the equivalent 
of a medical card, if financially necessary. Where survivors have private health 
insurance, altered income levels of the family  may result in difficulty maintaining 
premium payments and an interim arrangement ought to be introduced in such 
circumstances.

3.12.6 Criminal Injuries Compensation Scheme

3.12.6.1
Pursuing compensation following the death of a loved one is a challenging issue. 
Survivors may be hesitant in pursuing their rights because of feeling uncomfortable 
about  receiving such compensation, yet the compensation is often needed to 
enable the survivor to secure their future in difficult circumstances. If information 
regarding that  process was provided to and discussed with surviving family 
members in the context of other information briefings from supported services, the 
commencement of that process could be presented as a normative step, once the 
death is registered as a domestic homicide/familicide. Given the complex situation 
in which survivors endeavour to re-build their shattered lives, it is encouraging to 
note an announcement from the Minister for Justice in April 2021 introducing a 
revised scheme. Criminal Injuries Compensation legislation is addressed briefly in 
Chapter 7 of  this report.

237  In-depth interview on 19 November 2019.
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3.12.7 The Provision of Memorials

3.12.7.1
The need to commemorate the victims of domestic homicide and familicide was 
recognised as important to some family members and for the wider communities 
in which the deaths occurred, where  both memorial services and concrete symbols 
were referenced. This was particularly complex for the families and communities 
of perpetrators in circumstances where there was perceived vilification of 
the perpetrator and anyone aligned with him/her. For some, campaigns and 
commemorations that employed the name of a victim retraumatised  them every 
time they heard the name. It was observed that remembrance is a particularly 
important part of healing, yet it is difficult to manage the complexities of 
retraumatisation. It is necessary to consider who should lead such a response. Some 
are of the view  that there may be a role here for religious/faith leaders, educators, 
health services and other agencies. The necessity of having a restorative justice 
response was recommended in such circumstances, most particularly where the 
families of the deceased and the perpetrator are members of the same community.

Fiona

‘AdVIC…memorial services give me peace. I look forward to it every two years’.

3.12.8 Training for all service providers

3.12.8.1
It was reported to the Study by some family members that they felt that sometimes 
service providers and professionals lacked training around domestic and intimate 
partner violence. Any training for professionals needs to be repeated and ongoing, 
current and updated and duly  accredited by relevant professional bodies. Such 
Continuous Medical Education (CME) or Continuous Professional Development 
(CPD) especially for health care workers and other service providers should 
incorporate best multi-disciplinary trauma-informed practice incorporating any 
legal or national policy changes that impact the needs of the victim and the 
rehabilitation of the perpetrator.  

3.12.8.2
The Future of Policing recognises deficits in training and recommends that there 
should be a new Learning and Development Strategy238 which encompasses 
recruitment, in-training and continuous professional development (CPD). A 
foundation programme for recruits was introduced in partnership with the 
University of Limerick in 2014 which leads to a BA Degree in Applied Policing. 
The Future of Policing in Ireland finds that direct involvement of universities in 

238  Commission on The Future of Policing in Ireland, ‘The Future of Policing in Ireland’ (2018) p. 71.



171

C
H

A
PTER

 3
: D

O
M

ESTIC
 H

O
M

IC
ID

E AN
D

 FAM
ILIC

ID
E: M

EETIN
G

 TH
E SU

PPO
R

T N
EED

S O
F FAM

ILY M
EM

B
ER

S

developing and delivering recruit training would lead to a more rounded education 
for recruits and contribute to a more open and professional culture in the police. 
Where recruits  already have degrees, the Commission recommend the introduction 
of ‘top up’ modules provided by third level institutions throughout the country to 
facilitate accessibility. In the context of the crimes of intimate partner violence, 
domestic homicide and familicide, overall training would benefit from acquiring 
skills in  trauma-informed response methods. The Commission found that 
there was no CPD strategy for An Garda Síochána. It calls for a study of strategic 
partnerships currently in existence with higher education institutions with a view 
to developing a new learning and development strategy. It recommends a protective 
wellness programme be introduced for An Garda Síochána. Acknowledging 
that other police forces require mandatory counselling for members following 
involvement with a traumatic incident, it recommends this should be introduced 
in Ireland. It recommends the welfare service of An Garda Síochána should be 
adequately resourced to provide timely de-briefing. 

3.12.9 Creating Societal Awareness of Coercive Control and Intimate Partner 
Violence, towards Prevention 

3.12.9.1
There is a need for preventative education, for society in general to facilitate  
education around recognising coercive control and the signs of IPV. Coercive 
control is described in the definitions section of this Report as the deliberate 
and calculated pattern of behaviour and psychological abuse designed to isolate, 
manipulate and terrorise a victim into complete, fearful obedience. Ireland’s 
legislation239 indicates that coercive control occurs when the perpetrator causes 
the victim to ‘fear that violence will be used against him or her or causes serious 
alarm or distress that has a substantial adverse impact on his or her usual day-to-
day activities.’ A related phenomenon known as  ‘gaslighting’ was outlined in the 
Introduction section of this Study as psychological abuse that is rooted in unequal 
‘power-laden intimate relationships’ where the coercive control can take the form of 
the perpetrator abusing the victim to such an extent that s/he believes themselves 
to doubt their own sanity. All members of our society need to be informed of existing 
services for all victims of IPV, including children, regardless of socio-economic 
status. Intergenerational abuse can skew one’s judgement of what is ‘normal’, 
clouding perceptions of potential threats or dangers. 

3.12.9.2
A bereaved family member, Niamh said: 

‘…coercive control  - it’s so silent and so hidden.’ 

239  Domestic Violence Act 2018, Section 39.
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3.12.9.3
She continued to describe the victim’s isolation: 

‘[The victim] …was considered an outsider by the community…was seen as 
an outsider….whereas [the perpetrator] was very much at the forefront of any 
community activities….[the victim] …wasn’t deemed as part of the community…’

3.12.9.4
Another, Denise, said:

‘…. during the course of that marriage, she became really a very, very brittle and 
broken person. She had no mind of her own.  And he managed to ultimately 
isolate her from all of the rest of her family, ……’

‘And she was very manipulated and easily bullied, and she became basically his 
mouthpiece’.

‘She had no access to money, and suddenly no access to her children’

‘And it was very difficult for her. And she was so broken’.

3.12.9.5
Contributors to the Study advocated for education on family law issues, perhaps on 
the TV.240 Dissemination of information on support services to include social welfare 
entitlements as part of the school curriculum would enhance awareness of  the 
supports that exist that could enable them to safely exit a dangerous relationship. 
Those who are experiencing intimate partner violence and who are consequently in 
vulnerable situations need to know when to leave the abusive relationship. Health 
and social welfare professionals that they encounter need to be alert to signs and 
presentations of domestic violence and to appropriately support disclosures and 
then manage appropriate referrals. The development of education programmes for 
children will positively enable them to seek assistance when needed.

3.12.9.6
The school environment also has a role to play in prevention. In 1997 the Department 
of Education and Science issued Relationships and Sexuality Education (RSE) 
Policy Guidelines to assist schools with the process of developing a policy for RSE.241 
Resource materials to support the teaching of RSE at both Junior and Senior Cycle 
are provided for teachers. This policy and its implementation tools  provide an 
opportunity to build understanding among children, adolescents and young people 
around gender and power, healthy relationships, and the recognition  and facility to 
seek support when there is violence occurring in the home.  Comparable initiative 

240  In depth interview on 04 February 2021.
241  Department of Education, Relationships and Sexuality Education: Policy Guidelines 

(Government of Ireland 1997) Available at: https://www.sess.ie/sites/default/files/rse_policy_
guidelines.pdf (Accessed 22 February 2022).
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models in the United Kingdom to combat female genital mutilation (FGM) have 
worked to heighten teachers’ awareness of the warning signs and provide guidance 
on best intervention practice, when they believe a student might be at risk of being 
forced to undergo FGM by a family member. Such a model could be transferable 
to develop and tailor skillsets to detect and support the prevention of escalating 
violence in the home. Currently, The National Educational Psychological Service 
(NEPS) psychologists are mandated to report child protection concerns if they come 
to light during casework with a child or consultations with school staff or parents. 
Those psychologists have all completed the HSE child protection training.

3.12.9.7
As a result of consultation with educators during this Study,  information on 
accessing free legal aid for family law issues has been incorporated into one of the 
textbooks used on the  SPHE curriculum.242 The Framework for Junior Cycle (2015) 
which provides for a new area of learning called Wellbeing across the three years 
of Junior Cycle includes learning opportunities to enhance the physical, mental, 
emotional and social wellbeing of students. There is a need to equip those in 
vulnerable situations to know when to exit abusive relationships and to recognise 
danger signs such as coercive control. 

3.12.9.8
Reflecting on her deceased loved one Niamh said:

‘…..But I don’t think [the victim] knew ….she didn’t know that she was being 
manipulated [by the perpetrator].’

3.12.9.9
The current National Council for Curriculum and Assessment (NCCA) Guidelines 
for Wellbeing in the school curriculum243 provides an opportunity to educate 
schoolchildren regarding legal and social protection system in Ireland with respect 
to domestic violence in all its forms. All schools and centres for education will have 
initiated a dynamic Wellbeing Promotion Process by 2023, encompassing a whole 
school/centre approach. Schools and centres for education will be supported in this 
process using the Wellbeing Framework for practice and Wellbeing Resources which 
have been developed by the Department of Education. If not already anticipated, a 
protocol should be developed between the Department of Education and the HSE on 
the liaison process that should be in place between primary/post-primary schools, 
mental health services and supports such as NEPS, GPs, primary care services and 
specialist mental health services. This is needed to facilitate referral pathways to 
local services and signposting to such services, as necessary. 

242  Harrison, C. and Wilson, M., Make a Difference (Folens 5th edn 2021).
243  National Council for Curriculum and Assessment (NCCA), ‘Guidelines for Wellbeing’ (2017) 

Available at: https://ncca.ie/media/2487/wellbeingguidelines_forjunior_cycle.pdf (Accessed 
21 February 2022).
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3.12.9.10
The Civic, Social and Political Education module in secondary schools is part 
of a well-being programme in Junior Cycle designed to enable students to feel 
connected to and take responsibility for the wellbeing of others. It is also concerned 
with developing confidence, agency and engagement skills. There is scope within 
that programme to introduce education and training on intimate partner violence 
(IPV) and its prevention. In the Senior Cycle, the Politics and Society module aims 
to develop the learner’s capacity to engage in reflective and active citizenship, 
informed by the insights and skills of social and political sciences. The content 
of these subjects can support the development of an understanding of equality, 
inequality and diversity in society, that includes a range of concepts including 
gender, ethnicity and social class. Engagement in this Politics and Society 
module can contribute to the development of active and participatory citizenship 
through education. The desired learning outcomes aim to convey how social and 
political institutions operate at local, national, European, and global level, and the 
importance of political and social institutions in shaping our society. Sylvia Walby, a 
recognised expert in intimate partner violence (IPV), is identified as a key thinker on 
this module and her views on ‘male violence’ are quoted:

‘This is not random or individual as it might appear. Instead, it operates 
under patterned and systemic criteria. When states do little else other than 
condemning male to female violence, they effectively perpetuate it via non-
interference.’244

3.12.10 Developing a Multi-Agency Trauma Informed Response for all

3.12.10.1
Community resilience has been defined as: ‘a community’s capacity, hope and faith 
to withstand major trauma and loss, overcome adversity, and to prevail, usually 
with increased resources, competence and connectedness’.245 Individuals and 
communities need to be able to access and utilise biological, psychological, social, 
and spiritual resources to cope with the impact and immediate consequences 
of trauma, and to be able to promote long-term recovery and healing.246 Factors 
associated with community resilience have been identified as: the development 
of economic resources; the reduction of risk and resource inequities; attention to 
areas of greatest social vulnerability; the meaningful engagement of local people 
in every step of the mitigation process; relying on pre-existing organisational 
networks and relationships for rapid mobilisation and ongoing support; boosting 
and protecting natural support to ensure that communities and families retain the 

244  Curriculum Online, ‘The BIG Thinkers: Leaving Certificate Politics and Society – Sylvia Walby’ 
(2022) Available at: https://curriculumonline.ie/getmedia/9c9e7a1d-0337-4540-b1ae-
76507b30142d/Sylvia-Walby-V2.pdf (Accessed 21 February 2022).

245  Landau, J., ‘Enhancing resilience: Families and communities as agents for change’ (2007) 
Family process 46(3) pp.351-365. 

246  Lacoviello, B. M., & Charney, D. S., ‘Psychosocial facets of resilience: implications for preventing 
posttrauma psychopathology, treating trauma survivors, and enhancing community 
resilience’ (2014) European Journal of Psychotraumatology 5(1).
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capacity to exchange emotional and instrumental support; planning ahead, but at 
the same time planning for not having a plan.247 248

3.12.10.2
In responding to a disaster, communities must be flexible and be able to rely on 
reliable sources of information and communication when faced with overly complex 
events and circumstances. Promoting community resilience requires flexibility 
and creativity. The literature on trauma and resilience has presented evidence of 
a wide range of risks and protective factors. These have been reduced to a variety 
of frameworks of fundamental principles.249 One such model is The Three Pillars250 
for creating an environment that fosters healing and resilience: it identifies the 
importance of: 

a. safety, which entails an environment where one can feel secure, calm, and 
attend to normal developmental tasks; 

b. connections, which involves trusting relationships with caring adults and 
community supports such as sports teams, youth groups, and recreational 
programs; and 

c. coping, which enables the individual to meet life challenges as well as to 
manage emotions and impulses underlying traumatic stress. 

3.12.10.3
Having considered the representations of the bereaved family members and 
members of affected communities  who presented to this Study and having 
considered the submissions from and consultations with service providers, 
both statutory and from the NGO sector, and in-depth interviews with agencies, 
organisations and subject experts, this Study recommends that a multi-agency 
trauma informed response is required. An inter-agency structure would provide a 
range of supports to family members of domestic homicide and familicide victims. 
This approach is recommended in the Department of Health’s policy entitled 
Sharing the Vision.251 A trauma informed approach differs from the provision of 
trauma specific services or trauma systems and instead, refers to the context 
in which trauma is addressed as well as treatments and outcomes for trauma 
survivors, and incorporates the personnel involved in providing such services. A 
trauma-informed care approach recognizes the intersection of trauma with many 
health and social problems for which people seek services and treatment and aims 
to sensitively address trauma along with an individual’s other needs.252 The US 
Department of Health and Human Services Substance Abuse and Mental Health 

247  Saul, J. L. J., ‘Facilitating Family and Community Resilience’ (2004) in Living beyond loss: Death 
in the family (W. W. Norton & Company 2nd edn 2004) p.285.

248  Norris, F. H., et al, ‘Community resilience as a metaphor, theory, set of capacities, and strategy 
for disaster readiness’ (2008) American Journal of Community Psychology 41(1) pp.127-150.

249  Southwick, S. M., et al, ‘Resilience definitions, theory, and challenges: interdisciplinary 
perspectives’ (2014) European Journal of Psychotraumatology 5(1).

250  Bath, H., ‘The three pillars of trauma-informed care’ (2008) Reclaiming children and youth 17(3) 
pp.17-21.

251  Department of Health, Sharing the  Vision, A Mental Health Policy for Everyone (2020).
252  Abuse, S., SAMHSA’s concept of trauma and guidance for a trauma-informed approach 

(SAMHSA 2014). 
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Services Administration (SAMHSA) proposes that a trauma-informed approach is 
grounded in a set of four assumptions.253 The basic assumptions are: 

1. Realisation: in a trauma-informed approach, all people, at all levels of an 
organisation or system should have a basic realisation about trauma and 
understand how it can affect individuals, families, groups, organisations and 
communities. 

2. Recognition: people in an organisation or system must be able to recognize 
the signs of trauma. These signs may differ according to gender, age, and other 
factors. 

3. Response:  the programme, organisation, or system must respond by applying 
the principles of a trauma-informed approach to all areas of functioning. It 
must integrate an understanding that the experience of traumatic events 
impacts all people involved, whether directly or indirectly. 

4. Staff in every part of the organisation: must change their language, behaviours 
and policies to take into consideration the experiences of trauma among users 
of the services and among staff providing the services. 

3.12.10.4
Trauma-informed care is conceptualised as an organisational change process centred 
on principles intended to promote healing and reduce the risk of retraumatisation 
for vulnerable individuals.254 There is consensus in the literature that the principles 
underlying trauma-informed care include: safety, trustworthiness, transparency, 
collaboration, peer support, empowerment, choice, and the intersectionality of identity 
characteristics. Safety in trauma-informed care refers to programme efforts to ensure 
service users’ physical and emotional safety, meaning reasonable freedom from 
harm or danger, and to prevent further traumas from occurring. Trustworthiness and 
transparency include the extent to which an organisation maintains transparency in 
its policies and procedures, with the objective of building trust among all stakeholders 
including  staff, clients, and community members.255 

3.12.10.5
Collaboration in trauma-informed care means that agency staff view service users 
as active partners and experts in their own lives, an approach often operationalised 
through the formal and informal use of peer support.256 Empowerment includes efforts 
to share power with service users, giving them a strong voice in decision making at 
individual and agency levels. Having meaningful choice and options gives service 
users a level of control and is associated with better treatment outcomes in a variety of 

253  ibid.
254  Wolf M.R., et al, ‘’We’re civil servants’: the status of trauma-informed care in the community’ (2014) J 

Soc Serv Res 40(1) pp.111–120
255  Saul, J., Collective trauma, collective healing: Promoting community resilience in the aftermath of 

disaster (Routledge 2013) p.13. 
256  ibid, p.133.
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settings.257 Intersectionality incorporates an awareness of identity characteristics, 
such as race, gender, and sexual orientation. Culturally specific, trauma-informed 
practices are essential.258 

3.12.10.6
In an interview with this Study, an immigrant advocacy group representative259  
indicated that implementing such practices can be problematic for migrants in 
Ireland who have temporary residency and long-term visitor status with no access to 
State funds or have dependent visa status. Such gender-specific dependency can be 
used as a coercive control mechanism in guardianship matters within a potentially 
volatile domestic violence context. Similarly, the provision and resourcing of 
bereavement counselling incorporating cultural competencies is critical, most 
particularly in circumstances where repatriation of the deceased is desired by the 
bereaved. 

3.12.10.7
Racism and stereotypes can contribute to the failure of organisations and services 
to provide adequate resources and assistance to survivors. Survivors can have 
limited access to services in their first languages and/or limited interpreters who 
speak the native language. They may be afraid to interact with systems and in some 
cases fear deportation. There may be little cultural understanding and empathy 
from service providers. In this context, practices, guiding principles, and culturally 
specific resources have been developed to highlight the opportunities that exist to 
support the resiliency, autonomy, and self-determination of survivors.260 One such 
example from Australia is Culturally Informed Trauma Integrated Healing Approach 
(CITIHA).261

3.12.11 Trauma informed services for children

3.12.11.1
Regardless of the cause of the trauma, those working to support children can 
benefit from gaining a deeper understanding of how trauma affects child 
development and what intervention efforts have been effective in helping children 
heal.262 Student support staff have been identified as having a role in advocating for 
changes in school and service system policies and protocols that exacerbate, rather 

257  Saul, J., Collective trauma, collective healing: Promoting community resilience in the 
aftermath of disaster (Routledge 2013) pp.22-23.

258  We Al-li Pty Ltd, ‘Culturally Informed Trauma Integrated Healing Approach’ (2019) Available 
at: https://wealli.com.au/wp-content/uploads/Generic-We-Al-li-info-sheet-one-CITIHA.pdf 
(Accessed 21 February 2022).

259 In depth interview 23 October 2020 with The Immigrant Council of Ireland.
260  We Al-li Pty Ltd, ‘Culturally Informed Trauma Integrated Healing Approach’ (2019) Available 

at: https://wealli.com.au/wp-content/uploads/Generic-We-Al-li-info-sheet-one-CITIHA.pdf 
(Accessed 21 February 2022).

261 i bid.
262   Walkley, M., & Cox, T. L., ‘Building trauma-informed schools and communities’ (2013) Children 

& Schools 35(2) pp.123-126.
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than ameliorate, the experiences of trauma-affected children.263 Traumatic stress impacts 
children and adolescents’ daily functioning and various service systems approach 
trauma services differently.264 Service providers need to incorporate a trauma-informed 
perspective in their practices to enhance the quality of care for children. Such services 
include mental health, education, child welfare, first responder and criminal justice 
systems. When children and adolescents are screened for exposure to trauma, service 
providers should use evidence-informed practices. Service providers, survivors, and their 
families should have access to resources on trauma, with  continuity of care across 
service systems. Recommendations for the implementation of a range of services which 
are more trauma informed have been produced to meet this objective.265 

3.12.12 Trauma informed care for survivors of domestic violence and intimate 
partner violence

3.12.12.1
The importance of developing trauma informed practices with survivors of intimate 
partner violence (IPV) has been identified in the  literature.266 Research indicates that 
those experiencing IPV may distrust frontline caseworkers, who may have limited 
training, resulting in a tendency for survivors to underreport violence and as a result 
not receive potential benefits.267 Increasing trust should include efforts to enhance 
the training of frontline workers and more clearly articulate and monitor the role and 
nature of worker discretion in policy implementation.268 Such policies would involve 
fostering an environment that encourages disclosure of IPV.269 Creating an environment 
of trust would involve building good rapport with clients, ensuring and maintaining 
confidentiality, explaining the benefits of disclosure, asking clients about abuse, 
defining domestic violence broadly, using open-ended questions as well as behaviourally 
anchored questions, avoiding questions that may be stigmatising, and providing multiple 
opportunities for disclosure.270 271 These methodologies would involve facilitating the 
visibility of resources, helpline numbers, posters, leaflets etc. on intimate partner violence 
(IPV) and related services in waiting and other patient areas. 

3.12.13 Trauma informed care following homicide

3.12.13.1

263  ibid.
264  Abuse, S., SAMHSA’s concept of trauma and guidance for a trauma-informed approach (SAMHSA 

2014).
265  Cutuli, J. J., Alderfer, M. A., & Marsac, M. L., ‘Introduction to the special issue: Trauma-informed care for 

children and families (2019) Psychological services 16(1) 1.
266  Anyikwa, Victoria A., ‘Trauma-informed approach to survivors of intimate partner violence’ (2016) 

Journal of Evidence-Informed Social Work 13(5) pp.484-491.
267  Bowen, E. A., & Murshid, N. S., ‘Trauma-informed social policy: A conceptual framework for policy 

analysis and advocacy’ (2016) American Journal of Public Health 106(2) pp.223-229.
268 ibid.
269  ibid.
270  ibid.
271  ibid.
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The National Women’s Council (NWC), in its submission to the Study, recommended 
that the process and support services and specialised support services providing 
trauma-informed care should be sufficiently funded to ensure independent support 
for victims in the immediate, medium and long-term.  This approach should 
be cognisant of the victim’s safety, their ability to make empowered choices, 
to be engaged and collaborate within a transparent system and for services to 
understand the intersectional issues in trauma such as gender, disability, ethnic 
minority status, etc.272 

3.12.13.2
Of particular relevance to this Study is the U.S. Urban Institute’s evaluation 
of training and technical assistance (TTA) provided by the National Center for 
Victims of Crime (NCVC) in support of Multidisciplinary Responses to Families 
and Communities in Complex Homicide Cases.273 This Complex Homicide project 
aimed to enhance multidisciplinary responses to homicide that were victim-
centred, trauma-informed and effective in addressing the needs of families and 
communities after the most complex homicide cases. Researchers reviewed 
complex homicide documents and consulted with leaders and staff in seven sites. 
The evaluation indicated that National Center for Victims of Crime (NCVC) met its 
core training and technical assistance (TTA)  objectives, though some opportunities 
for improvement were noted. NCVC was found to have offered responsive assistance 
and diverse subject matter expertise, assessed and supported most victims.274

3.12.13.3
An important part of delivering a community response is the interaction between 
statutory, voluntary, and informal/family support. Trauma-informed policies 
should be based on the principles identified as central to the provision of trauma 
informed care.275 A framework for trauma-informed policy can serve as a basis for 
guiding policy advocacy and those who work with trauma-affected populations 
and communities should encourage social policy makers to integrate a trauma-
informed focus.276 This framework would help to shape policies to better reflect the 
realities of practice and lived experience, and policymakers would hear directly and 
learn from service providers and service users on the frontline.277

3.12.14 Victim Support and Advocacy 

272  National Women’s Council of Ireland, Submission to Familicide and Domestic Homicide 
Review (2019)

273  Nembhard, S., & Yahner, J., ‘Evaluation of Training and Technical Assistance during the 
‘Complex Homicide” Project’ (US Department of Justice 2020) Available at: https://www.ojp.
gov/ncjrs/virtual-library/abstracts/evaluation-training-and-technical-assistance-during-
complex (Accessed 21 February 2022).

274  ibid.
275  ibid.
276  ibid.
277  Powell T.J., et al, ‘Policymaking opportunities for direct practice social workers in mental health 

and addiction services’ (2013) Adv Soc Work 14(2) pp.367–378.
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3.12.14.1
An independent victim support agency for those bereaved through domestic homicide and 
familicide would provide specific supports, both therapeutic and legal for them. SAVE,278 
an advocacy group, in its submission to the Study, described in detail the form that this 
should take. They advocate for an agency which would be adequately funded, have fully 
trained staff, to meet the needs of such families, in a comprehensive and coordinated way. 
It recommends regional teams that would provide a free counselling service for individuals, 
families and communities. Working closely with the appropriate Government agencies could 
provide necessary financial support to compensate for loss of income in circumstances 
where there was a means deficit or where the estate of the deceased was tied up in 
administration issues. 

3.12.14.2
SAVE envisages that each family would have a designated liaison person allocated 
immediately to co-ordinate supports, advice and information in the immediate aftermath of 
the event. Ongoing supports would be provided for example in the Criminal Courts, Coroner’s 
Court and any other legal situations that may arise in the future, for example parole hearings 
or appeals. Workers could be fully trained in dealing with families and individuals who have 
experienced traumatic loss and this training could be updated as needs require. Such an 
agency could provide trauma-informed training and education to the judiciary, solicitors, 
barristers, An Garda Síochána and the media on how to engage with families and victims 
in the most compassionate and empathetic way possible. This suggested model is based 
on a British model of support which has been in place for the past forty years. SAVE calls 
for equivalent funding to that which is focused on perpetrators every year in Ireland, to 
provide the  supports outlined for victims and their families. The vision for this agency is 
that it would be autonomous in its operation and that it would benefit from peer support 
structures. 

3.12.14.3
In summary, the needs of family members and communities in the aftermath of familicide 
and domestic homicide are many and complex.  There is a need for information, practical 
and psychological support in the immediate aftermath and in the medium and long-
term. The Study Team recommends that multi-agency regional critical response teams be 
established to provide these supports. These multi-agency teams would consist of a wide 
range of statutory and voluntary services and central to this would be a properly funded 
victim support agency, which would be involved immediately after an incident. One of its 
roles would be to act as mediator between the families and wider society, including the 
media. The multi-agency response teams would link directly into the Domestic Homicide 
Review process as described elsewhere in this Report. The Study recommends that the 
agency would have a  trauma-informed approach to support families and communities. 
They would have a role in providing support from the very beginning in relation to providing 
practical, informational and emotional support, working closely in collaboration with the 
wide range of  statutory and NGO agency partners. 

278 SAVE, Submission to Familicide and Domestic Homicide Review (2019).
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3.13. Recommendations 

 
These recommendations need to be read 
in conjunction with the recommendations 
outlined in the previous and subsequent 
Chapters.

Recommendation Three 1:  
Critical Incident responses

Three 1.1  
Create Regional Multi-Agency Critical Planning and Response (MACPAR) Teams 
to include local stakeholders from the criminal justice sector, health, social care, 
welfare and education services, academics, practitioners and voluntary bodies. Each 
of their current critical incident policies and protocols should be amalgamated 
and new ones created. It is recommended in the Pillar B recommendations of this 
Report at Chapter 5 that (MACPAR) Teams would link directly into this Study’s 
recommended Domestic and Family Violence Death Reviews process.

Three 1.2  
There should be provision made for the arrangement and payment for the 
cleaning of a crime scene, to relieve bereaved family members from having to do 
so. Government policy should clearly indicate the responsible agency and make 
necessary resources available. 

Three 1.3  
A comprehensive multi-agency set of ‘fact sheets’ could be prepared and/or 
collated in collaboration with professionals and victim advocacy groups to address 
information gaps identified through the testimony of bereaved families in this 
Report. 

Three 1.4  
The relevant members of the proposed Regional Multi-Agency Critical Planning and 
Response (MACPAR) Teams should facilitate the immediate provision of necessary 
supports. Those administrative and financial supports should relieve the bereaved 
from further psychological trauma as they try to cope with the immediate, short-
term and long-term consequences of the loss of their loved ones.
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Recommendation Three 2:  
Victim Support

Three 2.1  
The aggravated nature of domestic  homicide or familicide warrants specific 
supports, as testified by bereaved families in this report. Such support should 
mirror current legislation for victims of crime generally and the Supporting the 
Victims Journey policy for victims of sexual crime.

Three 2.2  
Facilitate a restorative justice response between families of perpetrators and 
victims and their communities, where relationships have become fractured. Such 
responses must only occur where deemed appropriate and with the consent of all 
parties.

Three 2.3  
Facilitate the establishment of a victim support agency that would collaborate 
with the multi-agency therapeutic and legal supports recommended by this Study 
for those impacted by familicide and domestic homicide who have complex and 
ongoing needs.

Recommendation Three 3:   
Mental Health and Wellbeing with Training 

Three 3.1  
Put structures in place to create a dedicated panel of counsellors with expertise 
in the particular types of traumas that occur in cases of domestic homicides and 
familicides.

Three 3.2  
Prioritise the resourcing of family rooms and dedicated professional trauma-
informed support personnel for those families in mortuaries, to coincide with the 
identification of the deceased loved one. Creating dedicated medico-legal centres 
that incorporate the mortuary would be a good model to deliver the services and 
supports required.

Three 3.3  
Ensure that the appropriate trauma-informed support of a psychological nature is 
available to the bereaved. This support should address both trauma and grief to 
include crisis intervention in the immediate aftermath and appropriate counselling 
on an ongoing basis, to forestall the occurrence of prolonged grief disorder or 
intergenerational transmission of ineffective coping styles.

Three 3.4  
Provide trauma-informed guidance support and training for families and 
communities regarding how to support children who are impacted by domestic 
homicide and familicide, taking guidance from the programme designed by the 
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Irish Childhood Bereavement Network (ICBN) for the National Office for Suicide 
Prevention (NOSP).

Three 3.5  
Provide the resourcing requested by the Irish College of General Practitioners for 
primary mental health services in general practice. Also review the regulation of 
continuous practice development accreditation for general practitioners, including 
specific training on domestic violence.

Three 3.6  
Have policies in place and/or proactively implement such policies to ensure that all 
first responders attending the scene of a familicide or domestic homicide, or are 
providing support services, thereafter, have prompt and ongoing trauma-informed 
psychological support. 

Three 3.7  
Provide medical cards where necessary, facilitating liaison with the relevant contact 
person on the proposed Regional Multi-Agency Critical Planning and Response 
(MACPAR) Team, who could alleviate associated administrative burdens.

Recommendation Three 4:  
All of Government supports - Relevant Government Departments  
Action and/or Coordination 

Three 4.1  
Agree protocols for expeditious sharing of information which would emulate the 
processes adopted by the ‘Tell Us Once’ system in the UK.

Three 4.2  
Put policies and processes in place to facilitate regional representatives in the 
proposed Multi-Agency Critical Planning and Response (MACPAR) Teams to ensure 
the prompt administrative and financial supports for the children, families of both 
the victim and perpetrator and communities impacted by familicide and domestic 
homicide. 

Three 4.3  
Take steps to resource all the recommendations Review of the Coroner Service 
(2000), with a particular focus on the establishment of equivalent processes 
and procedures in each coronial district, dedicated local training on forensic 
requirements, the establishment of best practice in centralised annual continuous 
practice development accreditation and the centralisation and analysis of data from 
each district.

Three 4.4  
In liaison with the relevant the proposed Multi-Agency Critical Planning and 
Response (MACPAR) representative, make provision for expeditious and easy 
access to free legal aid advice and representation for family members attending 
inquests, to ensure that they are fully informed and briefed regarding the process 



184

C
H

A
PTER

 3
: D

O
M

ESTIC
 H

O
M

IC
ID

E AN
D

 FAM
ILIC

ID
E: M

EETIN
G

 TH
E SU

PPO
R

T N
EED

S O
F FAM

ILY M
EM

B
ER

S

and their rights within that process, in advance of the inquest.  Provision should 
be made for more than one representative per family in circumstances where their 
circumstances warrant separate representation.

Three 4.5  
Update the HSE’s Standards and Recommended Practices for post-mortem 
examinations in liaison with the Coroners Society of Ireland. 

Three 4.6  
Put a proactive protocol in place to disseminate information with respect to 
bereaved family members ‘opting into’ the Irish Prison Service Victim Liaison 
policies and protocols, to ensure that all the bereaved have been notified that that 
service exists. 

Three 4.7  
Prioritise the establishment of an interdepartmental National Strategy for 
Accommodation that has a specific focus on the needs of parents and children who 
are victims of domestic abuse and are at risk of homelessness.

Three 4.8  
Exceptional Needs Payments for those bereaved by domestic homicide or familicide 
ought to be available and appropriately assessed, in anticipation of funeral costs 
through liaison with the representative of the Department of Employment Affairs 
and Social Protection representative on each Regional Multi-Agency Critical Planning 
and Response (MACPAR) Team. 

Three 4.9  
A protocol should be developed between the Department of Education and the 
Health Service Executive to establish a prompt liaison referral process for primary/
post-primary schools. Such referral pathways to State services include but are 
not limited to mental health services, specialist mental health services, general 
medical practitioner services and all primary care services. This protocol should 
be incorporated in the planned National Council for Curriculum and Assessment 
(NCCA) Guidelines for Wellbeing. 

Three 4.10  
Government should prioritise the introduction of education and training on 
domestic violence in all its forms, in particular, coercive control and intimate 
partner violence (IPV) and its prevention. This training could be incorporated into 
the Secondary School Junior Cycle Civic, Social and Political Education module. 
Priority should also be given to the development of an understanding of equality, 
inequality and diversity in society, that includes a range of concepts including 
gender, stereotypes, gender identity, sexual orientation, ethnicity and social class in 
the Senior Cycle, Politics and Society module.
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Recommendation Three 5:  
Supporting Children

Three 5.1  
 There should be a representative on each Regional Multi-Agency Critical Planning 
and Response (MACPAR) Team to represent and advocate for children’s needs. The 
role of that representative should be to instigate and prioritise an initial primary 
care response for children of the victim and children of the community, in cases of 
domestic homicide and familicide. 

Three 5.2  
The rights of children and carers in informal family kinship care arrangements need 
urgent review and resolution. The application of best practice in assessing the best 
interests of the child should prioritise the pre-existing family relationship, especially 
in the wake of domestic homicide and familicide. There should be transparency in 
disseminating information regarding carer entitlement to guardianship payments. 

Three 5.3  
There should be customised expert risk assessment, to include the presence of 
coercive control, when the parent who perpetrated the violence wishes to exercise 
custody, guardianship or access rights. Such risk assessment should apply to the 
family of that perpetrator, where they wish to apply for such rights.

Three 5.4  
The welfare of children whose parent has been murdered by the other parent should 
be incorporated into the work of the Joint Protocol for An Garda Síochána and Tusla 
and the Child Protection Conference and the Child Protection Notification System. In 
addition, Tusla needs to be enabled to have  partnerships with medium- and long-
term therapeutic services and community support service providers.  

Three 5.5  
The diverse and unique needs of children who have had experiences of domestic 
abuse in any of its forms, should have one dedicated support person to represent 
and advocate for them. That suitably skilled person should ensure that the needs of 
the child are met by coordinating with multiple agencies, 

Three 5.6  
In addition to the work undertaken by the National Educational Psychological 
Service  (NEPS), schools should continually review and update their critical incident 
and emergency management plans for supporting children and their peers affected 
by domestic homicide or familicide, and with guidance and support from the 
HSE, supporting their teachers, child survivors, their peers, and the wider school 
community in the immediate, short-term and long-term.

Three 5.7  
Ensure that resources are available to support the rollout of CYPSCs to all counties 
in Ireland and that they have consistency in terms of their Critical Incident Plans 
response.  
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Three 5.8  
The training of school and community workers in identifying presentations, 
behaviours and trauma from the impact of domestic abuse in all its forms should 
be regularly reviewed and implemented for referral, as appropriate, to Tusla.

Three 5.9  
The Relationships and Sexuality Education (RSE) programme should include 
mandatory content on gender and power, healthy respectful relationships, and 
recognising and seeking support when there is violence or abuse occurring.

Three 5.10  
Prioritise the commission of research and the collation of data to create an 
evidence-based approach towards an analysis of the impact of domestic abuse 
in all its forms on children, to include coercive control, intimate partner violence, 
domestic violence, domestic homicide and familicide.

Three 5.11  
Facilitate the issue of death certificates in a manner that does not require the 
personal attendance of the bereaved family victim. 

Three 5.12 
Provide information and sensitive advice on the Criminal Injuries Compensation 
Scheme in the fact sheet noted at Three 1.3 above. 

 



  



  

Chapter 4: 

Reviewing the Role 
of the Media and 
their Methodologies, 
when Reporting on 
Domestic Homicide 
and Familicide 
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4.1 Introduction

4.1.1
On a societal level, reporting on domestic homicide and familicide is important 
because the public relies on the media as a source of information for understanding 
complex issues.1 The media holds critical power not only to report on individual 
incidents of violence, but to support greater understanding of the wider social 
context in which acts of violence occur, and the patterns that emerge when 
we examine these events over time. Accurate and informed reporting can also 
contribute to the prevention of domestic homicide and familicide by raising 
awareness of warning signs and disseminating other information that can 
contribute to prevention efforts. Accordingly, a key objective set out in the Terms of 
Reference for this research report is:

To consider, in consultation with [key stakeholders] how the media report 
on domestic homicides and familicides, to make recommendations on best 
practice, and to consider how social media deals with such events, engaging 
with relevant stakeholders, and make recommendations on how to progress 
this issue.

4.1.2
In line with these objectives, this section of the Report examines contrasting views 
on how traditional media reports on domestic homicide and familicide, before 
looking at the issues that stem from these conventions. The Chapter goes on to 
address international best practice that could be adopted in the Irish context. The 
second part of this Chapter explores social media responses to domestic homicide 
and familicide, and the challenges and opportunities presented by this new form of 
media, before making relevant recommendations. 

1  Galvin, A., The Media and its Representations on Murder Suicide (Unpublished and undated)
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4.2  Issues Surrounding Reporting on Domestic 
Homicide and Familicide

4.2.1
At the levels of the individual, families and communities, it is recognised that the 
heavy media presence following a domestic homicide or familicide contributes to 
the overwhelming stress and anxiety already present for people who have been so 
deeply traumatised.2 The media has a crucial role in reporting on domestic homicide 
and familicide. The way media actors might build on their stated practices3 of 
‘wanting to  do no harm’ to ensure  that media reporting does not compound the 
distress of those who have been directly affected, is explored in this Chapter. 

4.2.2
To develop this section of the Report, in addition to a desk review, the Study Team 
spoke with bereaved families of victims of domestic homicide and familicide, and 
experts in media monitoring and production to include the Press Ombudsman, the 
Broadcasting Authority of Ireland, the National Union of Journalists, Headline and 
the Samaritans. In speaking with families, what became immediately clear was 
that the trauma of these events ripples outwards, often impacting the lives of not 
only immediate and extended family members, but those in the wider community. 
Within families, schools, workplaces, neighbourhoods and other community spaces, 
individuals described struggling to cope with the trauma and devastation of these 
crimes. Though key contributors had different views as to the professionalism of 
some media actors and their media coverage, many did not know that they could 
refuse to engage with the media, and all acknowledged that increased media 
presence and scrutiny was an additional burden at a time of deep challenge and 
trauma. As one interviewee, Declan, said:

‘I accept that the public have a right to know and I accept that the media have 
an incredibly important role but it’s very, very difficult to deal with.’

4.2.3
By their nature, domestic homicides and familicides require high standards of 
ethical and sensitive reporting. However, in the context of a 24-hour news and 
media environment and considering the competitive business that is news and the 
pervasive pressure to be the first to not only publish a story, but to publish the most 
information and detail, some journalists can fail to meet those ethical standards, as 
is evidenced by commentary below from bereaved family members. In speaking with 

2   Cullen, P., O’Brien, A., & Corcoran, M., ‘Reporting on domestic violence in the Irish media: an 
exploratory study of journalists’ perceptions and practices’ (2019) Media, Culture & Society 
41(6) pp.774-790.

3 In-depth interview of 12 February 2021
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both bereaved families and experts, there were a range of experiences of interfacing 
with the media, both positive and negative. Most family members who engaged 
with the Study reflected on the difficulties associated with what they believed to be 
the media’s ‘intrusion’ into their lives.4 In a few cases, we heard of family members 
who welcomed media, and sought opportunities to tell their stories.5 Expanding the 
research to consider the international context also revealed a diversity of viewpoints. 
However, to understand how some of the stress of media coverage of domestic 
homicide and familicide could be alleviated, it is first important to understand how 
these stories are produced in Ireland.

4.2.4  Established and emerging issues with how domestic homicide and 
familicide is reported

 

4.2.4.1
In Ireland, when a domestic homicide or familicide occurs, a crime reporter 
is typically dispatched to the scene for reporting purposes.6 In the immediate 
aftermath, there is limited information. The key experts contributing to this Study7 
noted a high dependency on An Garda Síochána as a source of information which 
was regarded as primarily very reliable. One of them advised that this type of 
information was regarded as virtually the only source, especially in the intermediate 
aftermath of a crime. Often this is not an official source, and although the Garda 
Síochána Act 2005 prohibits leaks8, interviews conducted for this Study suggested 
that the Act is not completely effective in preventing leaks. The research for the 
Study indicates that this is a regular occurrence, but An Garda Síochána disagreed 
that they are the primary source of media information. Strengthening specialized 
training for Gardaí on the impact that leaking information has on bereaved family 
members in cases of familicide and domestic homicide would be welcomed by 
those bereaved families.  

4.2.4.2
In situations where journalists are relying on unofficial sources and working to 
publish a story as quickly as possible, the potential to do harm is heightened. 
The key contributors mentioned above spoke of a vacuum in relation to obtaining 
information which meant that they  ‘could feel like they need to do whatever  they 
believe is required to get information’. For example, in the process of gathering 
information this way, journalists sometimes inform extended family members 
and the community in advance of An Garda Síochána9 and some bereaved family 
members interviewed for this research reported learning of a loved one’s death 

4  In-depth interviews conducted on 18, 24, 25 September 2019; 1, 16 October 2019; 4, 6, 19 
November 2019. 

5 In-depth interview conducted on 1 March 2021. 
6 In depth interview conducted on 3 March 2021. 
7 In depth interview conducted on 3 March 2021.
8  Garda Síochána Act 2005, Section 62(1).
9 In depth interview conducted on 3 March 2021.
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through a radio or TV broadcast. A past practice of the broadcast media appeared 
to be that the victim was not identified on news channels until An Garda Síochána 
confirmed that family had been informed. Nowadays, such information is made 
available more or less immediately on social media, where the information can be 
retrieved in real time. 

4.2.4.3 
Interviewee, Declan said:

‘[I was given] a number and I rang back, and I talked to… one of the investigating 
officers and had the most bizarre conversation of my life…it was surreal but by 
the time I got to the scene I [saw that] the media were ahead of us.’

4.2.4.4 
Sharing her experience bereaved family member, Noreen said:

‘The guards actually did know but they… did not want me to find out over the 
phone…but in the meantime [it] was on the radio…that [was] all very traumatic.’

4.2.4.5 
Keith indicated when reflecting on his bereavement:

‘The only place I found anything was from basically the newspapers…that’s 
where I used to get my information….It was solely from the newspaper clippings 
that I knew… It was solely from the newspaper clippings that I knew…’

4.2.4.6 
Pauline, another bereaved family interviewee stated: 

‘We never got any official word, only what the people were telling us they heard 
on the news. We got no official word from anyone…until I rang the guards that 
night to find out what was going on… It was too lax… we should have been told… 
before anyone else was told. We should have been told.’

4.2.4.7
One key contributor to this Study expressed the view that official sources of 
information are generally not trusted to provide a full picture. Instead, reporters 
usually seek information through their own contacts within the Gardaí, which have 
been cultivated over many years, and often they will supplement this by seeking 
information from bereaved family members and the wider community.10

10  In depth interviews on 12 February 2020 and 3 March 2021. 
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4.2.5 Doorstepping Bereaved Relatives

4.2.5.1
The ‘doorstepping’ of bereaved relatives, a practice also referred to as ‘the death 
knock’11 refers to the practice of some journalists contacting people with a close 
relationship to a deceased individual, to gather information about them and their 
personal reflections on the death. The term is so named because often journalists 
who are pressured by impending print deadlines to get information, quotes and 
pictures, will show up on the doorsteps of the bereaved. One Irish newspaper report 
stated that this practice was  common in Ireland but other journalists challenge 
that suggestion.12 On a basic humanitarian level, the ‘death knock’ is problematic 
because a journalist is seeking to interview vulnerable people who are usually 
unprepared to deal with the media. Several research participants who are bereaved 
family members described their encounters with the media as overwhelming. 
Others communicated a feeling of unpreparedness. Bereaved family members 
Noreen and Keith relayed their experiences:

‘The doctor turned up [and] as he came down the drive there was a trail of cars 
that followed him, just ripped up the grass. Journalists, after a story.

The experience of the media was horrific... on top of everything else you would 
need a full-time PR executive and I mean that literally…the constant calls and 
the constant demands.’

4.2.5.2
In considering the ethics of ‘the death knock’ there is a fundamental tension 
between the right to privacy of the bereaved and journalists’ obligation to inform. 
The right to privacy is not viewed by the public as an absolute right.13 All journalists 
who receive their training in Ireland would have some understanding of ethical 
issues in journalism, as it is addressed during those courses. However, this does 
not always necessarily prepare them for practical decision-making when it comes to 
grey areas, such as the choices involved in approaching or pursuing bereaved family 
or community members in the wake of a domestic homicide or familicide.14 One key 
expert stated :

‘Reporters do try to be sensitive when knocking on doors, and trying to get more 
of a sense of the situation/family is part and parcel of the job, but sometimes 
the very presence of media can upset people, however unintentionally.’15  

11  Duncan S., ‘Sadly missed: The death knock news story as a personal narrative of grief’ (2012) 
Journalism 13(5) pp. 589-603. 

12  In depth interview conducted on 4 November 2019; and Anon, ‘Death knocks: the dark side of 
journalism’ (Irish Times 2014) Available at: |https://www.irishtimes.com/life-and-style/people/
death-knocks-the-dark-side-of-journalism-1.1937692 (Accessed 21 February 2022).

13  Kieran, M., Morrison, D. E., & Svennevig, M., ‘Privacy, the public and journalism: Towards an 
analytic framework’ (2000) Journalism 1(2) pp.145-169.

14  Duncan, S., & Newton, J., ‘How do you feel? Preparing novice reporters for the death knock’ 
(2010) Journalism Practice 4(4) pp.439-453.

15  National Union of Journalists, Submission to the Study on Familicide and Domestic Homicide 
Review (2021).
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4.2.5.3 
Another stated: 

‘The big gap in our coverage of these cases is from the official side – there is 
a certain amount of doorstepping etc. that happens purely because there is 
not enough official information available. The approach of the police in other 
jurisdictions is to share pictures and to officially communicate a certain 
amount of information about the investigation as it unfolds. Being able to 
interview detectives… would be helpful to get the facts out there without 
intruding too much on family grief.’16

4.2.5.4
Though codes of practice exist for the sector,17 the impact they have on the everyday 
production of news and its content is ambiguous and unclear not in the least 
because of the time pressures placed on journalists to comply with deadlines. The 
Study was informed that traditional journalistic in-house training of those recently 
qualified is unlikely to be available in a world where a lot of journalism has become 
freelance 18 19 or where work practices of ‘casualisation’ are employed. The many 
changes in the nature of journalism are currently being considered in the research 
literature.20

4.2.5.5 
However, this does not mean that all families’ experiences of the media are negative. 
One family member interviewed stated that he found the newspapers to be mostly 
reasonable in their approach, despite initial excessive photographs from the scene 
and one published photo from the funeral which was taken against the family’s 
expressed wishes. Another key contributor/interviewee acknowledged that even 
where interactions with media professionals are respectful, there is inevitable 
discomfort in being the family under scrutiny. As Keith told the research team:

‘During the Garda investigation and the criminal trial our family were deeply 
distressed, desolate with sadness, and very frightened. Our world had been 
turned upside down. It was a living nightmare as grim forensic details unfolded 
before our eyes, all reported on in detail by the media. Most of the journalists we 
encountered acted with professionalism and integrity. Being the family under 
scrutiny is a deeply intrusive experience.’

16  ibid.
17  Foley, M., Finally: an Ombudsman (Press Council and Code of Conduct for Ireland 2008).
18  In depth interviews on 12 February 2020.
19  Please see: Collins Dictionary, ‘Freelance Reporter’ (2022) Available at: https://www.

collinsdictionary.com/dictionary/english/freelance-reporter (Accessed 22 February 
2022). Someone who does freelance work or who is, for example, a freelance journalist or 
photographer is not employed by one organization but is paid for each piece of work they do by 
the organization they do it for.

20  Stafford, J., ‘The Future of Work in Journalism’ (The Centre for Future Work at the Australia 
Institute October 2021) Available at: https://australiainstitute.org.au/wp-content/
uploads/2021/11/Future-of-Journalism-WEB.pdf (Accessed 21 February 2022); and Bögenhold 
D., ‘Self-Employment, Journalism, and Hybridisation – The Decline of a Profession’ (2013) Global 
Business & Economics Anthology 2 pp.122-131.
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4.2.5.6
A key expert interviewed offered another perspective, sharing an anecdote where a 
journalist knocked on the door of a bereaved family, and was handed a statement 
prepared with the support of the family’s solicitor.21 Indeed, some research suggests 
that journalists are more critical of the death knock than its recipients, and are 
more likely to see it as ethically questionable.22 Research into the experiences of 
families who were prepared by police in advance to deal with intense media interest, 
felt let down when the media did not arrive. One key contributor/interviewee in such 
a situation described feeling as if her loved one’s death ‘counted for nothing’.23 
While the media presence surrounding a domestic homicide or familicide may 
never be entirely free of additional stressors for the bereaved, there appear to be 
opportunities to take measures to prevent media coverage causing avoidable harm. 
There are also opportunities to properly support families to harness the opportunity 
presented by media attention to share their stories and offer important perspectives 
in a way that feels safe.

4.2.6 The crime narrative

4.2.6.1
In addition to the sometimes intrusive nature of the way in which information is 
gathered, reports themselves can compound the suffering and trauma experienced 
by the bereaved. With the information gathered about a domestic homicide or 
familicide, journalists and editors often construct a ‘crime narrative’ to first 
convey the story to the public. A crime narrative centres on the criminal act and 
investigation. One study into the experiences of journalists and editors producing 
media on murder-suicide found that they did not see any alternative to this method 
of reporting.24 However, a crime narrative does not typically consider the wider social 
context in which the crimes took place. These types of narratives can often mask 
larger societal patterns of domestic violence by speculating about the motive or 
favouring narratives emphasising the likelihood of mental health issues over an 
understanding that many domestic homicides are an extreme form of domestic 
violence.25

4.2.6.2
Linked to the crime narrative is the way the perpetrators of these crimes are 
sometimes  portrayed within  a culture in Irish society of ‘respect for the dead’ and 
of ‘not speaking ill of the dead’. This can lead to  a ‘pillar of the community narrative’ 

21 In depth interview conducted on 12 February 2021.
22  Duncan, S., & Newton, J., ‘How do you feel? Preparing novice reporters for the death knock’ 

(2010) Journalism Practice 4(4) pp.439-453.
23  Newton, J., & Duncan, S., ‘Hacking into tragedy: Exploring the ethics of death reporting in the 

social media age’ in Keeble R. L., and Mair, J., The Phone Hacking Scandal: Journalism on Trial 
(abramis 2012).

24  Galvin, A., The Media and its Representations on Murder Suicide (Unpublished and undated).
25  Quinn, F., Prendergast, M., & Galvin, A., ‘Her name was Clodagh: Twitter and the news discourse 

of murder suicide’ (2019) Critical discourse studies 16(3) pp.312-329.
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which was acknowledged by key contributors as ‘problematic’ stating ’our job is 
to report what people’s reactions are – not to put words in their mouth or to censor 
their reactions’.26 However, in familicide and domestic homicide, family members 
have emphasised that it is crucial that reporters stand back and impartially identify 
different categories of death by describing the fact that the perpetrator murdered a 
partner or murdered children prior to dying by suicide.  

4.2.6.3 
Often details are scarce in the early stages of reporting, and initial reports can 
contain inaccuracies. Experts the Study spoke with, shared that it can take up to 
six days before the full details of a case have been ascertained.27 Research into the 
ways in which these stories are produced has found that much of the decision-
making power to determine how a story will be profiled, structured and placed, 
rests with editors.28 Some described this as a template or formula for an ‘impactful 
crime narrative’, and described it as highly preferred by editors over a social 
affairs narrative, which  takes social and contextual factors into account. Some 
interviewees stated that while it would be unlikely for an editor to send a social 
affairs correspondent to the scene of a crime, there are opportunities as a story 
unfolds over the course of the week to bring in a broader social narrative that helps 
the public to understand the crime in context.

4.2.7 Biased reporting

4.2.7.1 
News is ultimately constructed by those who report it, and this fact requires 
examination of the conscious and unconscious processes involved in its 
production.29 This involves understanding the culture of media organisations,30 the 
perspectives of individual journalists and editors, and why particular discourses 
or ‘story ‘construction’ might be dominant in media coverage. There is significant 
international research into the rationale of decisions made by journalists, and 
what influences those decisions.31 32 Within different media structures, journalistic 
decision making might be limited by the ethos of a particular media organisation, 
as well as editorial and production processes and organisational culture. 

26  National Union of Journalists, Submission to the Familicide and Domestic Homicide Review 
(2021).

27  Key contributor interview on 12 February 2021.
28 Galvin, A., The Media and its Representations on Murder Suicide (Unpublished and undated).
29  Berger, P. L., & Luckmann, T., The social construction of reality: A treatise in the sociology of 

knowledge (Penguin UK 1991).
30  Philo, G., ‘Active audiences and the construction of public knowledge’ (2008) Journalism 

Studies 9(4) pp.535-544.
31  See for example: Gardner, H., Csikszentmihalyi, M., & Damon, W., Good work: When excellence 

and ethics meet (Basic Books 2001); Powers, A., & Fico, F., ‘Influences on use of sources at large 
US newspapers’ (1994) Newspaper Research Journal 15(4) pp.87-97; Shoemaker, P. J., & Reese, 
S. D., Mediating the message (Longman 1996); and Shoemaker, P. J., Vos, T. P., & Reese, S. D., 
‘Journalists as gatekeepers’ (2009) The Handbook of Journalism Studies p.73.

32 Devereux, E., Understanding the Media (Sage 2013).
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4.2.7.2 
Much of the focus of the international research into how domestic homicide 
is portrayed in the media relates to how mental health stigma is combatted 
or promoted through reporting.33 An equally significant trend centres around 
how the media constructs intimate partner homicide with significant findings 
positing theories of ‘victim blaming’, which tends to minimise the responsibility of 
perpetrators, and to erase the larger social context in which incidents of domestic 
homicide occur.34 

4.2.7.3 
Most intimate partner homicide victims worldwide are women who are killed by a 
male current or former intimate partner.35  This gives a distinct gender dimension to 
the most frequent trends in biased and misleading reporting. This gendered skew 
on reporting is especially apparent where early media reports characterise domestic 
homicides of familicides as ‘inexplicable’.36 It is suggested in Unreported cases of 
domestic violence against women: towards an epidemiology of social silence, tolerance, 
and inhibition37 that using this ‘inexplicable’ descriptor for such crimes, may be 
a consequence of several information gaps. These gaps may include a failure to  
adequately research the case, or because the high rate of unreported incidents of 
domestic violence is ignored by the reporter. The absence of such information and 
context can skew the focus on reporting of domestic homicide and familicide. The 
dearth of data in Ireland in all domestic violence matters, as discussed earlier in 
Chapter 2, makes it difficult to have a comparative analysis with international data.

4.2.7.4
In reflecting on her experience, bereaved family member Kate felt that the 
‘patriarchal narrative’ is ‘the default’ position for the media in Ireland. Another 
family member, Kim, reflected on the way in which the victim’s murder was reported 
saying, ‘she [the victim] wasn’t [in my view] considered a person at all.’ Kim also 
expressed the view that in this case, a mental health narrative was constructed with 
little evidence and constructing a narrative that ‘excused’ the crime. She highlighted 
the ‘power of the media to do better and put these issues in the correct context’. 

4.2.7.5
Indeed, research into media representations of domestic violence finds that 
reporting generally mirrors stereotypes and societal constructions about violence 

33  Mellifont, D., ‘Mental Health and Media: A Study Exploring How Stigma is Promoted and 
Challenged Within National Newspaper Reporting on Neurodivergence in Australia’ (2019) 
Indian Institute of Mass Communication p.29.

34  Post, L. A., Smith, P. K., & Meyer, E., Media frames of intimate partner homicide. Violence against 
Women in Families and Relationships (Praeger/Greenwood 2009).

35 UNODC, Global Study on Homicide (UNODC 2013).
36  Flynn, S., Gask, L., & Shaw, J., ‘Newspaper reporting of homicide-suicide and mental illness’ 

(2015) BJPsych Bulletin 39(6) pp.268-272.
37  Gracia, E., ‘Unreported cases of domestic violence against women: towards an epidemiology of 

social silence, tolerance, and inhibition’ (2004) Journal of Epidemiology & Community Health 
58(7) pp.536-537.
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against women and is often both ‘sensational’ and ‘misogynistic’.38 Even where 
reporting follows industry good practice, which is discussed later in this Report, 
sensational headlines still perpetuate common stereotypes including depicting 
the murder of women as retaliation for perceived transgressions against narrowly 
defined gender roles characterised by faithfulness, obedience and subservience. 
This bias can be seen in headlines that use terminology such as ‘jilted lover’, 
‘suspected affair’ or ‘relationship comes to tragic end’. These stereotypes enable 
‘victim-blaming’, diminishing the crime, and sending a message to consumers of 
media that women shoulder some of the blame for their victimisation.39 This might 
emanate from the fact that immediately following a homicide there are few facts or 
reliable insights about the circumstances available. In conversation with research 
participants, it became clear that even where reporters follow good practice, editors 
may still assign an article a sensational headline. Focusing only on reporters is an 
insufficient approach; changing these practices requires engagement with media 
institutions and the decision makers within them, including editors. 

4.2.7.6 
Key experts in journalism who engaged with the Study were keen to emphasise 
that they want to ensure that they do no harm and that no harm is intended, and 
they are open to having guidelines around what they categorise as the rare crime 
of familicide. They indicated that, in journalistic terms, different reporting methods 
were warranted when reporting on different crimes. Distinct legal issues arise where 
the perpetrator is subject to criminal charges, as arises in domestic violence and 
domestic homicide offences, as opposed to familicide cases, where the perpetrator 
has died by suicide. They stated that the reporting of murder is often formulaic 
when constrained by court orders and/or the need to protect the integrity of the 
trial process more generally. Familicide is distinguished by the fact that a criminal 
prosecution will not occur and therefore it is perceived that there are no hard and 
fast rules. Media professionals, therefore, find themselves in a position where they 
are subjectively balancing principles of privacy against the public’s right to know 
and the freedom of the press.40 41 42

4.2.7.7
Evidence of bias becomes even more pronounced for victims who may be 
struggling with dependence on drugs and alcohol, victims who fight back, victims 
who are black or indigenous or who are ethnic minorities.43 These factors are 

38  Berns, N., Framing the victim: Domestic violence, media, and social problems (Transaction 
Publishers 2004).

39   Gillespie, L. K., et al, ‘Framing deadly domestic violence: Why the media’s spin matters in 
newspaper coverage of femicide’ (2013) Violence against women 19(2) pp.222-245.

40  Key contributor interview on 12 February 2021.
41  Cummins Gauthier, C., ‘Right to Know, Press Freedom, Public Discourse’ (1999)Journal of Mass 

Media Ethics 14(4) pp.197-212.
42  Richardson B., ‘The Public’s Right to Know: A Dangerous Notion’ (2004) Journal of Mass Media 

Ethics 19(1) pp.46-55.
43  Jiwani, Y., & Young, M. L., ‘Missing and murdered women: Reproducing marginality in news 

discourse’ (2006) Canadian Journal of Communication 31(4).
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often reported in such a way as to ‘explain’ the perpetrator’s violence. Through 
constructing the narrowest of definitions of what a credible or legitimate victim 
is, violence against women is discredited by media reporting, failing to reflect the 
reality of victimisation as it is experienced by women in all their diversity. Race 
and ethnic identity have also been identified as a factor in differential treatment 
of perpetrators, with one international study finding that media reports justified 
violence committed by white male perpetrators two and a half times more often 
than in cases where domestic or intimate partner abuse was committed by a black 
male perpetrator.44 

4.2.7.8
One Irish study found that in cases where the perpetrator is from a migrant or 
ethnic minority background, reporting often links the abuse to stereotypes about 
the perpetrator’s culture.45 This stands in stark contrast to patterns observed in 
coverage of cases where perpetrators are from the dominant (Irish) culture. In such 
cases, common reporting patterns included referencing the perpetrator’s good 
behaviour and his important status within the local community. One study found 
that, in general, journalists tend to reinforce stereotypes, oversimplify the context in 
which the deaths took place, and generally appear to empathise with the offender.46 
This was also revealed in an apparent bias towards representing the humanity of 
the perpetrator as fully as possible, through heavily featuring direct quotations from 
family and friends to generate a positive and well-rounded profile of the perpetrator, 
giving the individual background and context.

4.2.7.9
One expert interviewed for this Study expressed the view that, in her experience, 
when it comes to reporting on domestic homicide and familicide, ‘there is no value 
on women in the reporting’ and that ‘there is no status given to domestic abuse as 
a crime’.47 This view was reinforced across a significant number of expert interviews, 
including those conducted with family members, as well as in submissions 
from civil society organisations.48 One expert interviewed considered this to be a 
reflection of public opinion which, while ‘firmly against knife crime’ demonstrates 
persistent acceptance of domestic abuse.49 The interviewee felt that this will remain 
the same until the media report on domestic abuse as they do any other crime. 
The interviewee felt this would be possible to achieve in Ireland where recent and 
rapid social change has demonstrated that positive transformation can happen. 

44  Pepin, J. R., ‘Nobody’s business? White male privilege in media coverage of intimate partner 
violence’ (2016) Sociological Spectrum 36(3) pp.123-141.

45  Galvin, A., The Media and its Representations on Murder Suicide (Unpublished and undated).
46  Flynn, S., Gask, L., & Shaw, J., ‘Newspaper reporting of homicide-suicide and mental illness’ 

(2015) BJPsych Bulletin 39(6) pp.268-272.
47  Key contributor interview dated 19 November 2019. 
48  See, for example, key contributor interviews conducted on 24 & 25 September 2019; 16 

October 2019; 4, 6 November 2019; National Women’s Council of Ireland, Response to  Study 
on Familicide and Domestic Homicide Reviews (2019); and Women’s Aid, Submission to the 
Familicide and Domestic Homicide (2019). 

49 Key contributor interview on 12 February 2021.
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This interviewee also noted that the Irish media is, for the most part, sensitive and 
responsive, and capable of being ‘brought around’.50

4.3  Opportunities for More Accurate and 
Compassionate Reporting 

4.3.1
While the issues relating to reporting practices for domestic homicide and 
familicide are significant and complex, over the course of our research, several 
possible solutions emerged from interviews with key experts and through collating 
good practice from other jurisdictions. These opportunities for change seek to 
ensure more compassion and respect for victims and the bereaved, without 
compromising the integrity of journalists, or placing undue constraints on their 
work. Mainly, these solutions centred on raising awareness within the media as 
a sector so that reporters have a greater grasp of domestic and intimate partner 
abuse as a broader social issue, but also centred on providing support to families 
who wish to engage with the media, so that they can navigate it with a degree of 
confidence and control. These solutions focus on ways to ensure access to relevant 
information concerning a case in a way that also ensures the bereaved have the 
requisite space to grieve in peace and privacy. 

4.3.2 Regulation of the media in Ireland

4.3.2.1
A free media is prerequisite for a democratic society.51 However, the coverage of 
cases of domestic homicide and familicide reveals a tension between the right to 
privacy and freedom of expression. Among the current and former media workers 
interviewed for this research Report, it was recognised that reporting on domestic 
homicide and familicide is in the public interest and that journalists have a duty to 
report on these issues. Families at the centre of these cases described being thrust 
into the public eye for reasons that are inherently unforeseeable and feeling very 
vulnerable. 

4.3.2.2
Ireland’s system of print media regulation was established in 2008, and it is 
comprised of an independent Press Council and an Ombudsman tasked with 
safeguarding professional and ethical standards in print journalism. The Office of 

50 Key contributor interview on 12 February 2021.
51  Christians, C. G., et al, Normative theories of the media: Journalism in democratic societies 

(University of Illinois Press 2010).
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the Press Ombudsman aims to provide the public with a quick, fair and free method 
of resolving any complaints they may have in relation to member publications of the 
Press Council of Ireland. The Press Council52 provides an avenue for members of the 
public to seek redress in relation to concerns about accuracy, fairness, privacy or 
other principles set out in the Press Council of Ireland’s Code of Practice.53 However, 
adherence to the Press Council’s Code relies on the voluntary commitment of 
member, editors and journalists who choose to join. The membership publications 
section of their website54 lists all daily and Sunday newspapers published in the 
Republic of Ireland, most local newspapers, many Irish magazines, some online-only 
news publications and some student publications. However, there does not appear 
to be a publicly accessible Membership Register available. 

4.3.2.3
Both the Press Council and the Broadcasting Authority of Ireland have complaint 
processes. However, these were noted by bereaved family members for not being 
particularly useful for their situations. In the case of the Broadcasting Authority’s 
complaints procedure, one family member who avoided the news coverage during 
her grieving said that by the time she read an offensive report of her loved one’s 
death, the 30-day deadline for making a complaint had already passed.

4.3.2.4
 The Broadcasting Authority of Ireland (BAI)55 is the regulator of broadcasting in 
Ireland. One of their key functions includes the making of broadcasting codes 
and rules. Their Code of Programme Standards56 aims to promote responsible 
broadcasting and provides for the protection of audiences from harm. Their Code of 
Fairness, Objectivity and Impartiality57 deals with the application of those principles 
in news and current affairs matters.58 Key contributors indicated that the number of 
complaints upheld against broadcasters is quite low as those who fall within their 
remit are broadly compliant with their codes.59 These interviewees confirmed that 
their focus is on broadcasting law rather than on broadcasting ethics and outlined 
that they can impose administrative measures in the form of compliance warnings 

52  Press Council of Ireland and Office of the Press Ombudsman (2022) Available at: https://www.
presscouncil.ie/ (Accessed 21 February 2022).

53  Press Council of Ireland and Office of the Press Ombudsman, ‘Code of Practice’ (2022) 
Available at: https://www.presscouncil.ie/code-of-practice (Accessed 21 February 2022). 

54  Press Council of Ireland and Office of the Press Ombudsman, ‘Member Publications’ (2022) 
Available at: http://www.presscouncil.ie/member-publications (Accessed 21 February 2022).

55  The Broadcasting Authority of Ireland (2022) Available at: <https://www.bai.ie/en/> (Accessed 
21 February 2022). 

56  The Broadcasting Authority of Ireland, ‘Code of Programme Standards’ (2022) Available at: 
https://www.bai.ie/en/codes-standards/ (Accessed 21 February 2022). 

57  The Broadcasting Authority of Ireland, ‘Code of Fairness, Objectivity and Impartiality’ (2022) 
Available at: https://www.bai.ie/en/codes-standards/# (Accessed 21 February 2022).

58   Further details of those codes are retrievable from: The Broadcasting Authority of Ireland, 
‘Code of Fairness, Objectivity and Impartiality’ (2022) Available at: https://www.bai.ie/en/
codes-standards/#  (Accessed 21 February 2022); and The Broadcasting Authority of Ireland, 
‘Code of Programme Standards’ (2022) Available at: https://www.bai.ie/en/codes-standards/  
(Accessed 21 February 2022).

59 Key contributor interview on 04 February 2021.
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and notices, and they can also suspend, remove or terminate a broadcaster’s 
licence. They have a consultation process requesting submissions, when reviewing 
any of their codes and rules. The work of the BAI will be subsumed into the Media 
Commission, which will be discussed later.

4.3.2.5
 The Press Ombudsman’s and Press Council’s Code of Practice referenced above 
states that freedom of the press carries responsibilities including the duty 
that members of the press must maintain the highest professional and ethical 
standards. Their Code aims to set the benchmark for those standards. It is the duty 
of the Press Ombudsman and Press Council of Ireland to ensure that it is honoured 
in the spirit as well as in the letter, and it is the duty of Press Council print and 
online media members (the press) to assist them in that task. In dealing with 
complaints, the Ombudsman and Press Council interpret ‘the public interest’. Such 
interest is invoked in relation to a matter capable of affecting the people at large, so 
that they may legitimately be interested in receiving, and the print and online news 
media are legitimately interested in providing, information about it.60

4.3.2.6 
Contributors to this Study indicated that employers in the media sector sign up to 
and are bound by the Press Council and BAI Codes and newsrooms aim to ensure 
fair and accurate coverage. Journalists find that the two basic values of privacy and 
the public interest may be difficult to balance.61 They further indicated that cultural 
differences could manifest between broadsheet journalism and tabloid journalism. 
One contributor suggested that as local media answer much more directly to their 
readers and listeners that they can be more sensitive to privacy issues, sometimes 
being circumspect in reporting the detail of funerals or inquests. However,  family 
member experiences indicated a view that neither the media nor the families have 
a clear understanding of ‘where privacy starts and ends.’ An interviewee said that 
when families are struggling with the media attention, some are advised to contact 
the Press Council with complaints to see if the Council can mediate.62 The eleven 
principles of the Press Council’s Code of Practice are: 

Figure 14: Press Council of Ireland Code of Practice Principles

• Principle 1 - Truth and Accuracy

• Principle 2 - Distinguishing Fact and Comment

• Principle 3 - Fair Procedures and Honesty

• Principle 4 - Respect for Rights

60  Press Council of Ireland and Office of the Press Ombudsman, ‘Code of Practice’ (2022) 
Available at: https://www.presscouncil.ie/code-of-practice (Accessed 21 February 2022).

61 Key contributor interview on 12 February 2021.
62  Key contributor interview on 1 March 2021.
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• Principle 5 - Privacy

• Principle 6 - Protection of Sources

• Principle 7 - Court Reporting

• Principle 8 - Prejudice

• Principle 9 - Children

• Principle 10 - Reporting of Suicide

• Principle 11 - Publication and the Decision of the Press Ombudsman / Press 

Council

4.3.2.7 
Principle 5 focuses on the right to privacy. Although the Code deals with both the 
right to privacy and the importance of reporting on matters of public interest, 
the way one  balances rights and obligations remains open to the subjective 
interpretation of individual journalists.

4.3.2.8 
The National Union of Journalists (NUJ) also have a Code of Conduct, which was 
first established in 1936. This Code is part of the union’s rules, and its purpose is 
to advise journalist members as to how to perform their work to a high ethical 
standard. It has also been used by journalists to push back against unethical 
instructions or unreasonable institutional expectations for media content. Privacy 
is dealt with under Principle 6 in the Code. Other aspects of the Code also have 
a bearing on reporting of domestic homicide and familicide, such as Principle 3 
which relates to avoiding harmful inaccuracies and Principle 9 which prohibits 
discriminatory reporting.
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Figure 15: Code of Conduct of the National Union of Journalists

1. At all times upholds and defends the principle of media freedom, the right of 

freedom of expression and the right of the public to be informed.

2. Strives to ensure that information disseminated is honestly conveyed, accurate 

and fair.

3. Does her/his utmost to correct harmful inaccuracies.

4. Differentiates between fact and opinion.

5. Obtains material by honest, straightforward and open means, with the exception 

of investigations that are both overwhelmingly in the public interest and which 

involve evidence that cannot be obtained by straightforward means.

6. Does nothing to intrude into anybody’s private life, grief or distress unless 

justified by overriding consideration of the public interest.

7. Protects the identity of sources who supply information in confidence and 

material gathered in the course of her/his work.

8. Resists threats or any other inducements to influence, distort or suppress 

information and takes no unfair personal advantage of information gained in 

the course of her/his duties before the information is public knowledge.

9. Produces no material likely to lead to hatred or discrimination on the grounds of 

a person’s age, gender, race, colour, creed, legal status, disability, marital status, 

or sexual orientation.

10. Does not by way of statement, voice or appearance endorse by advertisement 

any commercial product or service save for the promotion of her/his own work or 

of the medium by which she/he is employed.

11. A journalist shall normally seek the consent of an appropriate adult when 

interviewing or photographing a child for a story about her/his welfare.

12. Avoids plagiarism.

4.3.2.9 
As with the Press Council Code, the NUJ’s Code of Conduct seeks a balance between 
the right to privacy, particularly in the context of grieving, with the exception being 
where doing so is ‘justified by overriding consideration of the public interest’.63 Key 
contributors from the media emphasised that journalists in Ireland are aware of the 
Code of Conduct drawn up by the NUJ, and that guidance is offered to them by their 
Ethics Council and an Ethics Hotline based in the UK that operates for members 
who might not be sure of how to proceed with a particular story in terms of ethics. 
Journalists who are unwilling to cover a story are protected within that structure.64 
They did highlight that the rarity of cases of familicide and domestic homicide 
means that there is ‘unlikely to be a huge body of specific expertise amongst 
reporters at large’. It was also conceded that ‘resources in various newsrooms can 

63  National Union of Journalists (NUJ), Code of Conduct, point 6. 
64 Key contributor interview dated 12 February 2021.
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vary and sometimes inexperienced reporters can find themselves covering these 
stories’.65  

4.3.2.10 
Experts interviewed for this Study expressed the view that making changes to 
either the Press Code or NUJ’s Code of Conduct is an extremely difficult undertaking. 
However, there are practical ways to streamline communications in the event of 
domestic homicide or familicide so that the victim and bereaved experience less 
direct exposure to journalists.

 

4.3.3 A Coordinated Media Response

4.3.3.1
Several key contributor interviews mentioned the possibility of developing a system 
for coordinated communications around a domestic homicide or familicide. As 
profiled earlier in this Chapter this type of system exists in other jurisdictions 
where the police hold a press briefing to inform the media of crucial facts about 
the case; the United Kingdom was cited as better practice for their use of this type 
of coordinated media response. It was suggested that this practice reduces the 
need for ‘the death knock’, or reporting directly from the crime scene, where details 
are few. Having a designated person from official sources to liaise with the media 
was noted as desirable as that liaison person could alert reporters regarding what 
doors should not be knocked on and identify family members that should not be 
approached. It was believed that this intermediary would need to be trained in 
journalistic norms of non-attribution and off-the-record communications.66    

4.3.3.2 
Those holding that view felt that such a system would also reduce the incidence of 
misleading or false information being disseminated through early reports. 

4.3.3.3 
Some media professionals interviewed for this Study expressed the view that 
official police sources often share too little, or poorly defined information, and 
consequently journalists seek detail from unofficial channels including their 
own contacts within members of An Garda Síochána. Where it is not possible to 
get information in that manner, the resultant vacuum is filled by engaging with 
bystanders and community commentators.67 Domestic abuse experts who engage 
with discourse on extreme domestic violence resulting in homicide or familicide, 

65  National Union of Journalists, Submission to the Familicide and Domestic Homicide Review 
(2021).

66 Key contributor interview dated 12 February 2021.
67 Key contributor interview dated 12 February 2021. 
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find fault with this engagement, as many of these bystanders and community 
commentators lack expert knowledge, and as a direct result of this may provide 
unreliable information and reinforce stereotypes about domestic abuse. However, 
many research participants agreed that, as is the case in other jurisdictions, in time 
the practice of coordinated press briefings will embed within the sector, and the 
‘death knock’ should begin to become an anomaly.68

4.3.3.4 
In terms of leadership and coordination of sharing relevant information with the 
press, research participants suggested that this role could complement that of 
the Family Liaison Officer (FLO). It was further suggested  that coordinated press 
briefings  could be organized  through the Garda Press Office. However, Garda 
policy is that this role is likely to be undertaken by either a Senior Investigating 
Officer (SIO) or a Superintendent who are appropriately trained and are the point 
of contact with the press, led by the force’s Press Office.69 It is unclear whether 
such Senior Investigating Officer or Superintendent would also have a role in the 
critical response team proposed in this Study where it is envisaged that trained 
person would be tasked with responding to domestic homicides and familicides. 
This Senior Investigating Officer or Superintendent  would need specific training 
in the issues of domestic homicide and familicide, as well as the wider context of 
domestic abuse, to include domestic and intimate partner violence and coercive 
control. It would be desirable that this individual would also liaise with the Family 
Liaison Officer to provide support to families, preparing and assisting them to be 
able to interact with the press in an informed manner. The FLO could also liaise with 
the Press Ombudsman on behalf of families when they have specific requests for 
privacy, such that the Press Ombudsman could mediate with relevant newspaper 
editors, and proactively remind all members of the Press Council of core standards 
in ethical reporting.

4.3.4 Addressing bias in reporting on domestic homicide and familicide.

4.3.4.1
The Press Council’s Code of Practice and the NUJ’s Code of Conduct were explored 
earlier in this Chapter for their role in setting ethical standards for the sector. As 
indicated above  by multiple interview participants, these Codes are difficult to 
change, and they do not go into informative detail. It would be futile to advocate 
for the inclusion of content explicitly addressing reporting on domestic homicide 
or familicide.70 However, in the years since the establishment of these Codes, both 
bodies have gone on to develop guidelines for reporting on major societal issues, 

68 Key contributor interviews dated 12 February 2021, 1 and 3 March 2021.
69 Engagement with Senior Garda Member on 29 March 2021.
70  Key contributor interviews dated 12 February 2021, 1 and 3 March 2021.
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particularly where there is a clear need for capacity building on the issue among 
journalists. 

4.3.4.2 
A submission from the National Union of Journalists gathered candid viewpoints 
from anonymous journalists and editors working in the field. In relation to the 
reporting of one particularly high-profile case that garnered significant public outcry 
for focusing on  the male perpetrator and ignoring the female victim, one journalist 
remarked that the central issue was that the victim’s life was not covered ‘first’.71 
The research participant expressed the view that the issue in that case was one of 
sequencing, rather than bias. International evidence does however suggest that 
bias, unconscious or otherwise, can ignore victims, particularly female victims72. The 
importance of guarding against this harmful reporting practice is highlighted in the 
reporting guidelines of several countries.73 

4.3.4.3
A question arises as to whether a view expressed by the anonymous journalist in 
this instance, that this type of reporting that ignored the prioritization of the female 
victim was ‘a one-off’ or whether it is indicative of a  more widespread and even 
institutional culture in terms of editors’ and journalists’ understanding of domestic 
violence and domestic homicide as broader social issues. This question flags a 
need for greater training and awareness-raising among editors and journalists, 
combined with reflection on the influence the media has in shaping attitudes 
towards victims of domestic violence. Ultimately, the priority should be ensuring 
that victims and their families are not subjected to additional trauma through 
reporting that is potentially complicit in propagating harmful cultural norms that 
normalise acceptance of violence against women. It is noted that the introduction 
of legislation which facilitates journalists in getting access to information on family 
law cases, where the identity of the parties to the case or any child to which the 
proceedings relate must not be disclosed, is a positive development in facilitating 
in factual reporting of domestic abuse.74 

4.3.4.4 
While several research participants expressed the view that domestic homicide 
and familicide were ‘too rare’ to justify their own reporting guidelines, one did 

71  National Union of Journalists, Submission to the Familicide and Domestic Homicide Review 
(2021).

72  See, for example: Richards, T. N., Kirkland Gillespie, L., & Dwayne Smith, M., ‘Exploring 
news coverage of femicide: Does reporting the news add insult to injury?’ (2011) Feminist 
Criminology 6(3) pp.178-202; and Taylor, R., ‘Slain and slandered: A content analysis of the 
portrayal of femicide in crime news’ (2009) Homicide Studies 13(1) pp.21-49.

73  See: Cullen, P., O’Brien, A., & Corcoran, M., ‘Reporting on domestic violence in the Irish media: 
an exploratory study of journalists’ perceptions and practices’ (2019) Media, Culture & Society 
41(6) pp.774-790; and Sutherland G, et al, ‘Guidelines for reporting on violence against women 
in the news media’ (2016) Australian Journalism Review 38(1) pp.5–17.

74 Courts and Civil Law (Miscellaneous Provisions) Act 2013, Part 2 (Sections 3 to 12).
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indicate that journalists would be ‘open’ to having such guidelines.75 The fact that 
these crimes occur in Irish society means that  they should not be shrouded in 
misinformation and mystery. Furthermore, as stated in the Introduction to this 
Report, domestic homicide and familicide are arguably the most extreme forms 
of domestic abuse and could be addressed in the context of broader guidelines 
on reporting of domestic abuse and gender-based violence. Domestic abuse is 
certainly widespread enough to warrant guidelines to ensure informed reporting 
that combats the propagation of harmful stereotypes. The Covid-19 pandemic has 
also thrown into stark relief the extent of domestic abuse in Irish society, and the 
urgent attention this issue needs. The Press Ombudsman is best placed to issue 
reporting guidelines for domestic abuse in all its forms, to include familicide. 
However, these should be developed in conjunction with key stakeholders including 
civil society actors. Development of the guidelines should also draw from the wealth 
of existing materials written to support accurate reporting on domestic homicide 
and familicide.

4.3.4.5
The Level Up campaign in the UK works to set reporting standards for fatal domestic 
violence incidents. Below, a ‘case time and checklist’ derived from their media 
guidelines, sets out key issues for journalists to consider at each stage of reporting 
on a case.76

75  Key contributor interview conducted on 12 February 2021.
76  Level Up, Dignity for Dead Women: media guidelines for reporting domestic violence deaths 

(2018).
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Figure 16: Case time and checklist derived from media guidelines developed 
by the Level Up campaign focusing on reporting standards for fatal domestic 
abuse.

 

What should journalists be mindful of at each stage in a case? 

Immediate aftermath

• Try not to let the urgency of reporting a breaking news story overshadow 

accuracy.

• If you want a quote from family members, go via the relevant FLO (Family Liaison 

Officer)

• Your article is a public record of someone’s life. Their children and families 

will be reading this coverage and you may re-traumatise them with hasty or 

inaccurate reporting. For you it’s an article, for them it has deep emotional 

impact. 

• If you can’t speak to a family member, don’t use a quote from a neighbour 

who may be unfamiliar with the reality of the perpetrator’s character or their 

relationship with the victim. This may negatively impact the justice process. 

• Fatal domestic abuse is a national rather than personal problem. If few details 

are known, quote national statistics on domestic homicide, familicide and 

gender-based violence to contextualise the death(s).

Perpetrator charged

• Centre dignified images of the victim(s) instead of the perpetrator. 

• Without making the perpetrator the focus, don’t shy away from publishing his 

photograph in the interest of public health and safety.

Case open in court

• Are you reporting a balance of prosecution and defence?

• Are you including context about the relationship’s history, or only reporting on 

the fatal attack? 

• Is your reporting sensitive? Are you mindful of its impact upon the victim’s 

family?

• Have you named it as fatal domestic abuse or fatal domestic violence? 

• Have you included the full context or are you oversimplifying to make it look like 

one trigger caused the fatal violence e.g. an “affair”? 

• Have you put the national domestic violence helpline footer? 

• Are you describing the perpetrator’s actions in an active voice rather than 

passive? Hold them responsible. 

• E.g. “A man killed a woman” instead of “A woman was killed.”

Life after

• Have you added the national domestic violence helpline footer? 

• Have you consulted expert opinion and national statistics on domestic abuse to 

best inform your piece?
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4.3.4.6 
One Irish news reporter who had covered several fatal domestic violence incidents 
expressed the view that the key aspect of covering such a case is to get to the area 
as quickly as possible and speak with as many people who are willing to speak on 
the record as quickly as possible. This reporter went on to say that ‘allowing for the 
fact that some will still be in shock at what has transpired, there is a sense that 
within the first 12 to 24 hours, people are more willing to talk, and that after that ‘the 
shutters come down’.77   

4.3.4.7
 The Samaritans offer guidance for reporting on murder-suicide, which can be a 
feature of domestic homicides and familicides.78 This guidance expands on the 
principle of ‘privacy’ within the Codes of both the Press Council and the National 
Union of Journalists. This guidance, issued by a civil society organisation, was noted 
for its influence on reporting practice in Ireland. 

4.3.4.8
As referred to earlier, media monitoring of domestic homicide and familicide cases 
has noted the tendency of reports to ‘excuse’ the perpetrator through assuming 
the murders were due to mental health issues, before this has been established. 
In some cases, though not the majority, mental health issues are revealed to 
be relevant as the facts unfold. When it comes to such cases, several research 
participants highlighted that Headline’s media guidelines79 for reporting on mental 
health and suicide reflect best practice. Headline is Ireland’s national media 
organisation for responsible reporting, and representation of mental ill health and 
suicide and a representative from it engaged with the Study. These guidelines were 
also noted for having been effective in positively influencing the media sector 
to report on mental health and suicide in a way that is responsible and combats 
stereotype and stigma.

4.3.5 Reporting on domestic homicide and familicide in context

4.3.5.1 
The way the media choose to cover social issues has ramifications for how the 
public interpret these issues and understand solutions.80 The media can play a 
significant role in dispelling myths about why domestic homicides and familicides 
occur, informing the wider public as to the nature and extent of these cases as a 
social issue. To illustrate, violence against women is a specific subset of domestic 

77  National Union of Journalists, Submission to the Familicide and Domestic Homicide Review 
(2021).

78  Samaritans, Guidance for Reporting on a Murder-Suicide (2020). 
79  Headline, ‘Suicide and Self-Harm’ (2022) Available at: https://headline.ie/suicide-self-harm/ 

(Accessed 21 February 2022).
80 O’Brien, M., Carolan, E., & O’Neill, A, Media Law in Ireland (Bloomsbury 2019).
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abuse and is by far the most common type of domestic homicide recorded 
internationally. A common theme identified is the tendency of the media to ignore 
this overarching social context in which violence against women occurs. 

4.3.5.2
Interview participants and submissions noted the French media for its use and 
deep understanding of the term ‘femicide’,81 which is defined as ‘the intentional 
killing of women or girls because they are female’.82 One interviewee noted that the 
Irish media was improving in its reporting, but that it had not yet caught up with 
the French media in terms of ‘creating a huge political and social awareness in 
bringing attention to the concept of femicide, making it clear that this is not a crime 
of passion or a domestic incident’.83 The French media was supported, informed and 
held accountable to a significant degree by the grassroots French campaign ‘Nous 
Toutes’ which translates to ‘Us All’. It has counterparts across the globe, including 
the ‘Ni Una Menos’ or ‘Not One [Woman] Less’ campaign, which started in Argentina 
and has spread across several South American countries.84 

4.3.5.3 
Domestic abuse in all its forms is not a rare occurrence, and media guidelines 
are urgently needed to ensure this issue is reported effectively. However, while 
media guidelines will contribute to addressing this issue, the organisations that 
produce stories on domestic homicide and familicide should also examine their 
current reporting processes and how these may be contributing to the reinforcing 
of harmful stereotypes. Experts consulted by the Study Team agreed that editors 
sending a crime reporter or a regional reporter to cover domestic homicides 
and familicides and formulating a story in accordance with an ‘impactful’ crime 
narrative, may be contributing to propagating such stereotypes.85 

4.3.5.4 
Acknowledging that increased sensitivity is required in the reporting of homicide, 
research participants suggested that the involvement of social correspondents 
was needed to situate incidents of domestic homicide and familicide in the 
wider context of domestic abuse and gender-based violence in Ireland. While 
it is acknowledged that editors might not want to send a social correspondent 
to report at the scene of a domestic homicide or familicide, experts consulted 
agreed that involving a social correspondent in the early stages of reporting was 
vital to ensuring these issues are understood in context and covered with an 

81 Key contributor interview dated 24 February 2020. 
82  Russell, D. E., ‘Defining femicide. In Introduction Speech Presented to the United Nations 

Symposium on Femicide’ UN Symposium, Vienna, 2012).
83 Key contributor interview dated 24 February 2020. 
84  See: Monckton-Smith, J., In Control: Dangerous Relationships and How They End in Murder 

(Bloomsbury 2021); and Terzian, P., The Ni Una Menos movement in 21st century Argentina: 
Combating more than femicide (2017) Dickinson College Honours Theses Paper 288.

85 Key contributor interviews dated 12 February 2021, 1 and 3 March 2021.
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informed and critical perspective. This is also a change that is potentially relatively 
straightforward, and which can be implemented in newsrooms across Ireland 
without significant delay. However, the social correspondent would not have the 
crime correspondents’ familiarity with members of An Garda Síochána, who in 
the opinion of journalists who engaged with this Study are often willing to share 
information.

4.3.5.5 
The involvement and perspective of a journalist that reports on social matters, 
which we will refer to as ‘a social correspondent’ could be further bolstered by 
strengthened training for all journalists around ethical reporting. There remains a 
need to engage social correspondents to look at the relevant social issues and the 
content in which domestic homicides and familicides occur but mainstreaming 
such a training would ensure that all trained media professionals have a basic 
awareness of the ethical issues involved in reporting on these crimes. 

4.4  The Challenges and Opportunities 
Presented by Social Media

4.4.1
When Ireland’s system for regulating the press was established in 2008, the 
boundaries of what constituted ‘media’ were narrower and clearer. In today’s media 
landscape, there are a growing number of online publications that are neither 
newspapers nor broadcasters, and social media has become a major mechanism for 
the dissemination of news. However, some leading social media platforms maintain 
that they are not ‘publishers’ of the content that is shared on their platforms and 
should not share the same obligations as print publications. Yet the influence of 
social media on social movements and even national elections is becoming clearer. 
As awareness develops, States are struggling to develop systems for regulating 
social media through law and policy, and in the interest of protecting against 
electoral interference and guarding against the rapid spread of misinformation.86 

4.4.2
Concern was expressed by contributors from traditional media that the lack of 
regulation of social media gives rise to certain difficulties. They cited the willingness 
of reporters and media organisations to observe requests from An Garda Síochána 
for media blackouts whereas social media does not restrain itself in such a manner. 
One reporter said that in one case while the media was observing a blackout, they 

86  Rochefort, A., ‘Regulating social media platforms: a comparative policy analysis’ (2020) 
Communication Law and Policy 25(2) pp.225-260



213

C
H

A
PTER

 4
: R

EVIEW
IN

G
 TH

E R
O

LE O
F TH

E M
ED

IA AN
D

 TH
EIR

 M
ETH

O
D

O
LO

G
IES, W

H
EN

 R
EPO

R
TIN

G
 O

N
 FAM

ILIC
ID

E AN
D

 D
O

M
ESTIC

 H
O

M
IC

ID
E

were receiving messages from people in the community asking what was going on, 
due to the speculation on social media.87

4.4.3 
A key contributor informed the Study that the advent of social media has resulted 
in traditional media also having an online presence and that development together 
with the nature of freelance journalism or where there is casualisation, often means 
that publications are online before they are in the print media, sometimes in the 
absence of a sub-editor filtering process.88 The NUJ stated that such absence of 
oversight would be deemed as unacceptable by them and it does not occur for all 
online publications, particularly the traditional media with an online presence. 

4.4.4 
The most recent Programme for Government has promised to expand on the Public 
Service Broadcasting Commission by developing a Future of Media Commission, 
which is intended to report on the future of print, broadcast and online media.89 
Following a consultation process, the Government published the General Scheme of 
the Online Safety Media Regulation Bill 2019, which, among other matters, proposes 
to address the transposition of the revised Audio-Visual Media Services Directive 
(EU) 2018-1808. The Media Commission will subsume the Broadcasting Authority 
of Ireland  and it is anticipated that this new regime will have a substantial impact 
on media and broadcasting companies in Ireland. The Bill also addresses the 
Government commitment to establish a regulatory framework for online safety by 
amending the Broadcasting Act 2009. 

4.4.5 
These proposed legal reforms are important, as research materials and interviews 
have highlighted the challenges for bereaved families when information about or 
photographs of the victim(s) are gathered through social media. While the deceased 
may have been happy to keep their social media accounts public, it is unlikely 
that they would have considered the information and images they house would be 
accessed by anyone other than friends and family.90 Yet some journalists interpret 
this information as being in the public domain and free for their use; some have 
even reportedly drawn quotes from the comments left on the Facebook pages 
of deceased individuals.91 One Irish journalist suggested to the Study that when 
families leave tributes on social media intending for them to be seen i.e. they do not 

87  National Union of Journalists, Submission to the Familicide and Domestic Homicide Review 
(2021).

88 Key contributor interview dated 12 February 2021
89   Department of the Taoiseach, Programme for Government: Our Shared Future  (Department of 

the Taoiseach 2020).
90  Newton, J., & Duncan, S., ‘Hacking into tragedy: Exploring the ethics of death reporting in the 

social media age’ in Keeble R. L., and Mair, J., The Phone Hacking Scandal: Journalism on Trial 
(abramis 2012).

91 ibid.
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make their social media accounts private, journalists should not be censored in 
using such material that is available publicly.  

4.4.6
Experts in ethical reporting have argued that ‘there is a duty on the journalist 
who is consciously using the information in a manner which is different from its 
intended purpose to at least consider the implications of wider publication for those 
concerned’.92 Arguably, gathering information in these ways is disempowering for 
family members, as it removes another degree of control over their story, which was 
identified as being of crucial importance to all the bereaved families with whom 
the Study Team spoke. It is important that the New Media Commission engage with 
these issues, to help define what ethical reporting means in today’s changed media 
landscape. 

4.4.7
However, it is worth noting that social media can have a positive influence as well. It 
presents new opportunities for reaching larger audiences with accurate information 
about domestic homicide and familicide to strengthen prevention efforts. 
Additionally, new media and traditional media have an interactive relationship that 
can challenge the dominance and conventions of mainstream media in important 
ways.93 Media reporting is increasingly shaped by social media ‘influencers’ who 
critique the way reporting is framed, and the positioning of stories. A key example 
of this was the criticism on Twitter of the Irish media’s construction of one widely 
reported familicide. This criticism was driven by the ‘#hernamewasclodagh’ hashtag. 
This hashtag was referenced by several media experts as having a potentially 
transformative impact on how the Irish media understands its obligations in 
reporting on domestic homicide and familicide. 

4.4.8 
These criticisms do not always have to come through the public ‘naming and 
shaming’ platform provided by social media. Indeed, several research participants 
felt that it was already widely recognised among journalists that, at editorial level, 
there appears to be a reticence to publish a piece that looks through a wide lens 
at the relevant social issues and the context in which domestic homicides occur. 
However, many journalists recognise that criminal justice organisations are 
embracing a victim-centred approach, and that the media needs to systematically 
do likewise and reflect this within their own work. Though this is widely recognised 
in journalistic circles, in the pressurised environment of the newsroom, there is 
rarely, if ever, time to create the reflective space to stand back and re-evaluate 
current approaches and practices. Until this present culture changes, traditional 
media may continue to face criticism from the public via Twitter and other 

92  ibid.
93  Reese, S. D., Rutigliano, L., Hyun, K., & Jeong, J., ‘Mapping the blogosphere: Professional and 

citizen-based media in the global news arena’ (2007) Journalism 8(3) pp.235-261.
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platforms. Though it is not the role of the public to regulate and shape traditional 
media through social media, the discourse on social media can positively 
contribute to reframing how issues are covered in mainstream media thereafter.94

94  Quinn, F., Prendergast, M., & Galvin, A., ‘Her name was Clodagh: Twitter and the news discourse 
of murder suicide’ (2019) Critical discourse studies 16(3) pp.312-329.
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4.5 Recommendations

 
These recommendations need to be read 
in conjunction with the recommendations 
outlined in previous and subsequent Chapters.

Recommendation Four 1:  
Journalism Practice and Accountability
 
Four 1.1 
Priority should be given to putting statutory measures in place to facilitate the  
notification of bereaved family members (of a domestic homicide or familicide). 
Such legal provision should provide that all media organisations and social media 
actors should be required to await confirmation from An Garda Síochána that all 
family members have been informed of their loved one’s death through domestic 
homicide or familicide, prior to identifying or publicising the circumstances of their 
deaths. Such provision should include the avoidance of identifying the bereaved in 
indirect ways e.g., geographical location or other circumstances associated with the 
fatality.

Four 1.2 
Exploratory discussions should occur between representatives of media regulators 
and An Garda Síochána to examine the feasibility of formalising how information 
is shared with media in the wake of a domestic homicide or familicide in a manner 
that is compliant with current and future journalistic codes and standards. 

Four 1.3
Ireland’s professional and academic training programmes for journalists should be 
required to have independent accreditation reviews that demonstrate the delivery 
of modules on ethical reporting. Such reviews should be external and be conducted 
by professional experts from academia and industry. The standards applied should 
be linked with a continuous practice development framework, as occurs in other 
professions. From the perspective of this Study, it is necessary to guard against 
unconscious bias. Journalists should guard against such bias by ensuring that 
their training and practice constantly give priority to the ethical issues surrounding 
the reporting on all domestic abuse crime, to include domestic violence, intimate 
partner violence and coercive control and also, all sexual violence and sexual 
exploitation crimes. 

Four 1.4 
Editors of major national and regional news outlets should review their policies of 
having a singular criminogenic focus on the reporting on domestic homicide and 
familicide. The need to create appropriate ways of involving social correspondents in 
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the early stages of reporting to ensure that coverage recognises the broader social 
context of domestic abuse in all its forms, in which these crimes take place. 

Recommendation Four 2:  
Enhanced Regulation

Four 2.1 
As the Media Commission is not expected to be operative in the near future,  
the Department of Justice should consider enacting some interim legislation 
to regulate social media to ensure that it does not intrude on the private grief 
and trauma of bereaved families of those who died in the crime of familicide or 
domestic homicide. 

Four 2.2 
See Recommendations in Chapter 7; Seven 11.2 to Seven 11.4 inclusive

Recommendation Four 3:  
An Garda Síochána

Four 3.1 
The current structure where a Superintendent or Senior Investigating Officer of An 
Garda Síochána briefs the press should be expanded to create a dedicated team of 
Gardaí with relevant media skills and training that can be deployed regionally as 
required in the wake of serious crimes such as domestic homicide and familicide.

Four 3.2 
An Garda Síochána should allocate a designated officer to the Multi-Agency Critical 
Planning and Response (MACPAR) Team proposed in this Study where it is envisaged  
that trained person would engage in a consultative process towards ensuring 
a coordinated response to media enquiries regarding domestic homicides and 
familicides.

Four 3.3 
An Garda Síochána should review the strengthening of training for Gardaí on the 
impact that leaking information has on bereaved family members and remind 
Gardaí of this at the start of each investigation. This recommendation is elaborated 
on in Chapter 7.
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Recommendation Four 4:  
The Press Ombudsman

Four 4.1
The role of the Press Ombudsman should be augmented to empower that role to 
manage compliance of individual journalists with current and augmented Codes 
and Standards.

Four 4.2 
The Press Ombudsman should consider having a readily accessible register of those 
who are members of the Press Council to support transparency regarding their 
stated policy of facilitating the public in seeking redress in relation to concerns 
about accuracy, fairness, privacy or other principles set out in the Press Council of 
Ireland’s Code of Practice.

Four 4.3 
Individual journalists should be required to sign up to a centrally controlled set 
of guidelines, as the powers of the Press Ombudsman to sanction for breach of 
voluntary Codes of Conduct is limited.

Four 4.4 
The Press Ombudsman should create guidelines for journalists with respect to the 
reporting of familicides and domestic homicides. This Ombudsman should aim to 
resolve the practice of journalists who engage in the ‘death knock’ by consulting 
with all relevant stakeholders to negotiate and embed a practice of coordinated 
press briefings in the type of cases discussed in this Study. Such guidelines should 
also incorporate regulation regarding the canvassing of uninformed bystanders and 
community members in the wake of such tragedies, especially when embracing 
narratives that may be seen to ‘excuse’ the perpetrator based on perceived mental 
illness grounds.

Four 4.5 
The Press Ombudsman should engage in consultations and engagements that 
include structures for liaison with designated skilled officers in An Garda Síochána. 
Structures should be created to mediate circumstances where the media aim to get 
information. Investigative journalism of this kind should be sensitive and aware of 
avoiding the augmentation of trauma for bereaved family members. Such agreed 
structures could play a dual role of supporting families to navigate engagement 
with the media in a manner that is both informed and empowered.

Four 4.6 
The Press Ombudsman should liaise with the relevant Government Department and 
the Office of the Data Protection Commission should convene  a public consultation 
process on the ‘public’s right to know’, to build on current journalistic codes of 
practice, so that journalists do not have to  subjectively balance principles of 
bereaved families’ privacy against freedom of the press principles. 
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Four 4.7 
In consultation with civil society, bereaved families, and other experts the Press 
Ombudsman should develop guidelines on reporting of domestic abuse and gender-
based violence; these guidelines should draw from existing international best 
practice, including the UK Level Up campaign, and issues in relation to reporting 
on domestic homicide and familicide should be sufficiently covered, including the 
ways in which reporting can reinforce harmful stereotypes relating to gender, racial, 
socio-economic and ethnic identities. 
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Chapter 5: 

International Best 
Practice in Domestic 
Homicide Reviews and 
a Proposed Domestic 
and Family Violence 
Death Reviews Model 
for Ireland
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5.1 Introduction
The purpose of this pillar, Pillar B, of the Study on Familicide, Domestic Homicide 
Reviews and Related Matters is outlined in the Terms of Reference for this research 
report as follows:

to identify international best practice in respect of domestic homicide 
reviews and to make recommendations in relation to their application to this 
jurisdiction.

5.2  Domestic and Family Violence Death 
Reviews 

5.2.1
In the UK, domestic and family violence death reviews (D&FVD Reviews) are called 
Domestic Homicide Reviews (DHRs), in the U.S., they are called Domestic Violence 
Fatality Reviews (DVFRs), in New Zealand, they are called Family Violence Death 
Reviews (FVDRs), and in Australia and Canada they tend to be called Domestic 
Violence Death Reviews (DVDRs). Concerns were raised within the project’s Advisory 
Group that the term ‘death’ review may sound passive and minimize the reality that 
these cases involve a victim being killed by a family member. On the other hand, in 
the UK, the term ‘homicide’ has been cited as an issue as not all relevant cases have 
a finding of homicide (e.g., they may review suicides of domestic violence victims). 
Considering this, without any intention to minimise these deaths, the Team felt that 
calling these reviews ‘death reviews’ would allow for the inclusion of other types of 
cases in future (e.g. suicides of domestic violence victims) and would also serve 
to highlight the standpoint that these killings do not require a perpetrator to be 
convicted of murder/manslaughter for a review to take place. Therefore, the term 
‘Domestic and Family Violence Death Reviews’ should be used in Ireland instead of 
‘Domestic Homicide Reviews’ in order to reflect the more inclusive approach to the 
types of deaths considered for review. 

5.2.2 
Domestic and family violence death reviews originated in the 1990s in the United 
States of America (U.S.), and since then have been introduced elsewhere including, 
for example, Canada (starting in Ontario in 2003), New Zealand (2008), Australia 
(starting in Victoria in 2009) and the UK (2011).1  Closer to home, Domestic Homicide 
Reviews were introduced in Northern Ireland in December 2020. Although there is 
considerable heterogeneity across countries in the remit, structure and processes of 

1  Bugeja, L., Dawson, M., McIntyre, S., & Poon, J., ‘Domestic/family violence death reviews: an 
international comparison’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.3-26.
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these reviews, they tend to share the overall purpose of “retrospectively examin[ing] 
system and human factors within the circumstances of domestic or family 
violence-related deaths”2 in order to learn lessons from these deaths, which may 
prevent such deaths from occurring in the future. These reviews can be likened to 
fatality/mortality reviews of tragedies like plane crashes and nuclear explosions,3 
in that they are undertaken because these deaths are considered preventable as 
they are often preceded by what is perceived as predictable factors.4 There are also 
similarities to the confidential maternal death enquiry process that has taken 
place in Ireland since 2009, which reviews all maternal deaths occurring during 
pregnancy or within one year of pregnancy.5 Similarly, in 2010 the Health Information 
and Quality Authority (HIQA) issued Guidance for the Health Service Executive for the 
Review of Serious Incidents including Deaths of Children in Care, which prescribed 
that the HSE establish a National Review Panel.6

5.2.3 
The main impetus for the introduction of D&FVD Reviews has varied in each 
country. Key drivers have included campaigns and concerns expressed by non-
governmental organisations (NGOs), feminist groups, the public, and Governments 
about the pervasive issue of intimate partner deaths, and in some jurisdictions, 
family violence deaths more broadly (e.g., Australia7, US8, UK9, and Canada10). High 
profile cases and media coverage have also been motivating factors. The first 
review in 1990, the “Charan Investigation’ followed a high-profile murder-suicide 
in San Francisco.11 In New Zealand, public discontent with high rates of child abuse 
and neglect as well as high rates of intimate partner violence ultimately led to 
the establishment of their review process.12 In Ireland, along with an increased 
awareness of DHRs in the UK, in the decade since they were first established, there 
have been calls from NGOs, advocacy groups and families of victims to implement 
such a process here. In Ireland, in 2019, a Domestic Violence (Amendment) Bill13 

2  Dawson, M., ‘Preface’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) p. viii.

3  Dawson, M., Jaffe, P., Campbell, M., Lucas, W., & Kerr, K., ‘Canada’, in Dawson, M. (ed.), Domestic 
homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.59-90.

4  Websdale, N., Town, M. Judge., & Johnson, B., ‘Domestic violence fatality reviews: from a culture 
of blame to a culture of safety’ (1999) Juvenile and Family Court Journal, Spring pp.61–74. 

5  See: Univerrsity College Cork (UCC), ‘Maternal Death Enquiry – Ireland’ (2022) Available at: 
https://www.ucc.ie/en/mde/ (Accessed 21 February 2022).  

6  HIQA, Guidance for the HSE for the Review of Serious Incidents including Deaths of Children in 
Care (2010). 

7  Butler, A., et al, ‘Australia’ in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.125-158.

8  Websdale, N., Celaya, A., & Mayer, S., ‘United States’, in Dawson, M. (ed.), Domestic homicides 
and death reviews: An international perspective (Palgrave McMillan 2017) pp.27-58.

9  Payton, J., Robinson, A., & Brookman, F., ‘United Kingdom’, in Dawson, M. (ed.), Domestic 
homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.91-124.

10  Dawson, M., Jaffe, P., Campbell, M., Lucas, W., & Kerr, K., ‘Canada’, in Dawson, M. (ed.), Domestic 
homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.59-90.

11  Sheehy. E., ‘A feminist reflection on domestic violence death reviews’, in Dawson, M. (ed.), 
Domestic homicides and death reviews: An international perspective (Palgrave McMillan 2017) 
pp.373-402.

12   ibid.
13 Domestic Violence (Amendment) Bill 2019.
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was introduced by the main Opposition party at the time to amend the Domestic 
Violence Act 2018 to make provision for the conduct of domestic and family violence 
death reviews in Ireland. In May 2019, the Bill was scheduled for Second Stage in 
February 2020 in order to allow for the publication of this FSDHR Report.14 However, 
the Bill lapsed due to the dissolution of the 32nd Dáil in January 2020. In interviews 
and submissions to this Study, a number of  agencies and family members of 
victims referred to the gap left by a lack of an inquiry like a death review into the 
death of their loved one/s. In its submission to this Study, St Patrick’s Mental Health 
Service15 emphasised:  

‘…Every person who dies deserves to be treated with respect and care. This 
includes the right in an unexpected death, to have the death fully and 
sensitively investigated in order to identify, where possible, a cause of death 
and to learn lessons for the prevention of future deaths.’   

5.2.4 
Several family members recounted how, in the absence of a review, questions and 
silence remain, and why there is a need for D&FVD Reviews. As Kim remarked:

‘…we have no answers to anything. To this day I am still searching, still asking 
questions. If I had done this, if I had done that, you know’. 

5.2.5 
Valerie, another family member explained:

‘…I was trying to put the jigsaw puzzle together of what happened…and there 
were still pieces missing’ 

5.2.6
Noreen expressed her shock that even when several people were killed, there was no 
review:

‘…The actual fact that then ……. children were murdered didn’t kick off a massive 
inquiry or a massive review of what had happened here, I just felt really kind of 
disappointed.’ 

5.2.7 
Noreen highlighted the silence around such events:

‘…Imagine that we didn’t have a domestic homicide review. Nobody knows our 
story other than what the press have printed’.  

14  Houses of the Oireachtas, ‘Domestic Violence (Amendment) Bill 2019: Second Stage [Private 
Members]’ (Dáil Éireann Debate 21 May 2019).

15  St Patrick’s Mental Health Service, Submission to the Familicide and Domestic Homicide 
Review (2019) p.3.
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5.2.8 
One family member, David suggested there is:

‘…need for change in society’s narrative to include the reality of the prevalence of 
domestic homicide in Ireland . Domestic homicide reviews have a role in this…’

5.2.9 
Steven explained how the lack of investigation was another aspect of an already 
painful experience:

‘….apart from all of the context of what happened here, and all of the grief and 
anything else, I was also disappointed, putting it very mildly, in the fact that 
there was no inquiry, public inquiry into the deaths…’

5.2.10
This silence was described by Pauline, a family member as:

‘…a burden too heavy to carry’

5.2.11
There is significant diversity among the operation of D&FVD Reviews in the U.S., 
Canada, Australia, UK and New Zealand. This diversity of models suggests there is 
no consensus internationally on one model of ‘best practice’. Furthermore, there 
has been little systematic work conducted on comparing and contrasting models 
internationally in order to identify commonalities or standard approaches.16 17 As 
such, in order to make recommendations for this Pillar of work, information was 
gathered from the range of sources as outlined in Chapter 2. Particular attention 
was paid to the elements that were perceived as working well in other countries. 
This included aspects of reviews that had evolved over time based on experience 
in practice, the challenges they faced, and how particular examples of promising 
practice could be translated to an Irish context. 

16  Dawson, M., ‘Preface’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp. vii-xiii. 

17  Rowlands, J., Reviewing domestic homicide–International practice and perspectives (Winston 
Churchill Memorial Trust 2020); and Queensland Government, Domestic and family violence 
death review and advisory board 2018–19 annual report (2019).
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5.3  Foundational Elements of Domestic/Family 
Violence Death Reviews 

5.3.1 Purpose of reviews  

5.3.1.1
The stated aims and objectives of review teams vary, but broadly speaking, they 
share the objective of learning from the circumstances of domestic and/or family 
deaths to identify how the domestic and family violence system can change for 
the ultimate purpose of preventing such deaths in the future. By ‘domestic and 
family violence system’, the Study Team is referring to the system of statutory and 
community and voluntary organisations tasked with supporting individuals and 
families when in need. The term ‘family violence workforce’ is used in New Zealand. 
In the proposed Domestic Violence (Amendment) Bill, the purpose of reviews 
was described as ‘[i]dentifying the circumstances surrounding and lessons to be 
learnt from the death’.18 This is broad enough to encapsulate the shared objective 
of reviews internationally, but it is important to expand it to include taking action 
based on lessons learned, to also ‘make recommendations to improve systemic 
responses to those in need/at risk’. The importance of learning from these deaths 
was emphasised in submissions and interviews with service providers and family 
members, as exemplified below:

5.3.1.2 
Valerie

‘…there is nothing being researched. There is nothing being learned from any of 
these cases’.

5.3.1.3 
Steven

‘…somebody should be finding what has happened…it doesn’t matter whether 
it’s a matter of domestic violence or whether it’s a matter of psychiatric care or 
non-care or whatever, it doesn’t matter…people have died. We need to learn. The 
professionals involved clearly need to learn.’

 
‘Although each tragedy has its own particular circumstances, in each case there 
is an overarching desire to fully know how the tragedy came about and to learn 
what can be done to prevent similar tragedies in the future.’ 

‘I’ve spoken to many people who have been in similar tragic circumstances and 
they are just looking for somebody to ask the question and somebody to speak 

18  Domestic Violence (Amendment) Bill 2019. 
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out about what has happened or what hasn’t happened...they are left in this 
limbo land...’

5.3.1.4 
Review teams may have other objectives – for example, a review of teams in the U.S. 
between 2008 and 2010 found that as well as promoting systemic change, teams 
aimed to improve knowledge on domestic violence through research, education 
and training, and to foster collaboration between key agencies responsible for 
responding to domestic violence.19 The New Zealand team also contributes to 
professional training, publishes articles in practice journals, and develops strategic 
plans to reduce family violence.20 Other jurisdictions have a strong focus on 
examining the risk factors associated with deaths (e.g., Ontario, Canada21 and all 
teams in Australia22) or identifying trends in deaths using state-wide/national 
data (e.g., New South Wales, Australia23 and New Zealand24). The Study Team 
believe that along with the purpose of learning lessons from deaths and making 
recommendations on same, other specific objectives of an Irish review process 
should be drawn up by the review team appointed as part of the establishment of 
the review process.  

5.3.2 Philosophy of reviews

5.3.2.1 
According to Websdale,25 ‘[a]t the heart of good review work is a philosophical 
approach that stresses the importance of trying to do no harm, of not blaming and 
shaming individuals and agencies for deaths, but rather of calling for accountability 
and understanding.’ Teams reviewing domestic and family violence deaths generally 
operate under a ‘no blame or shame’ ethos. Recognising that, ultimately, the 
perpetrator is responsible for the death, it is acknowledged that these deaths are a 
complex interplay of many factors in the victims’ and perpetrators’ lives and that the 
action or inaction of a single agency has not caused the death.26 The ‘no blame or 
shame’ philosophy is critical in review teams to ensure agencies can discuss their 

19   Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 
partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).

20   Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 
death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.

21   Dawson, M., Jaffe, P., Campbell, M., Lucas, W., & Kerr, K., ‘Canada’, in Dawson, M. (ed.), Domestic 
homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.59-90.

22   Australian Human Rights Commission, A national system for domestic and family violence 
death review (2016). 

23   NSW Government, NSW domestic violence death review team. annual report 2017-2019 (2020).
24   Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 

death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.
25   Websdale, N., ‘Domestic violence fatality review: The state of the art’ in Geffner, R., et al. (Eds.), 

Handbook of Interpersonal Violence and Abuse Across the Lifespan (Springer 2021) p.1.
26    Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 

partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010); and 
Websdale, N., Town, M. Judge., & Johnson, B., ‘Domestic violence fatality reviews: from a culture 
of blame to a culture of safety’ (1999) Juvenile and Family Court Journal pp. 61–74.
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involvement in a case in a safe and constructive environment.27 As one member of a 
review team in the U.S. stated: 

‘No blame or shame was important in terms of creating the right atmosphere 
for our discussions and encouraging people to come to the table. It was 
important for people to know that they were not going into this process to be 
attacked in the course of the meeting or … publicly as a result. You would never 
be able to have a trusting environment as a consequence.’28 

5.3.2.2 
This was reflected in the words of Steven, a family member:

‘… As I say, it’s not necessarily a question of pointing blame or making everybody 
else suffer from the fact that they have made a mistake….The issue is to learn 
what has gone wrong and what can we do in the future.’

5.3.2.3 
A key challenge for review teams is to resolve the tension between the ‘no blame 
or shame’ philosophy and accountability by organisations for certain actions/
inaction.29 The work of teams is a delicate balance between encouraging 
organisations to reflect on aspects of their work that may need improvement, while 
not judging or blaming them for what may have occurred in the interaction between 
their service and the victim, perpetrator or other relevant individual. With respect 
to accountability within agencies, it is assumed by teams that regardless of any 
outside review taking place, accountability procedures will be in place internally if 
there have been serious failures, misconduct or negligence. 

5.3.2.4
There is also the challenge of making the ‘no blame or shame’ philosophy work in 
practice. Despite the fact that domestic homicide reviews have been conducted in 
the UK since 2011, a recent review of their operation states ‘[t]here is still a fear of 
blame rather than learning the lessons and this culture needs to be addressed’.30 
As such, the ‘no blame or shame’ philosophy requires a concerted effort by teams 
to embed it into their way of working. It requires team members to make honest 
and open appraisals of their organisation’s involvement. It requires respectful, non-

27   Websdale, N., ‘Reviewing domestic violence deaths’ (2003) National Institute of Justice 
Journal 250 pp.26-31. 

28   Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 
partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).

29   Jaffe, P. G., Dawson, M., & Campbell, M., ‘Developing a national collaborative approach to 
prevent domestic homicides: Domestic homicide review committees’ (2013) Canadian 
Journal of Criminology and Criminal Justice 55(1) pp. 137-155; Watt, K. A., Domestic violence 
fatality review teams: collaborative efforts to prevent intimate partner femicide (University of 
Illinois at Urbana-Champaign PhD dissertation 2010).;

30   James, L., Domestic homicide reviews in Wales: Illuminate the past to make the future safer 
(Unpublished 2018); Manitoba Domestic Violence Death Review Committee, Annual report 
2016/17 (2018) p.9.  
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judgmental discussions, and it requires all members to be expressly dedicated to 
the overall purpose of the reviews. Underpinning all of this is the element of trust, 
which is critical for teams to function well.31 It takes time for trust to build, but 
committing to a ‘no blame or shame’ ethos goes some way to building it within the 
team. The proposed Domestic Violence (Amendment) Bill 2019 included a provision 
enshrining the principle of ‘no blame or shame’ in legislation, but only for statutory 
agencies.32 Such a provision would hopefully encourage transparency. Frank 
Mullane,33 in his written submission, indicates the necessity for compassion among 
the team:

‘The homicide, some media representation and individual agency disciplinary 
processes will have already created a harsh environment for those left behind. 
Because a Domestic Homicide Review is about learning and may help some 
achieve catharsis, it should be underpinned by compassion.’

5.3.2.5 
The domestic and family violence death review team in Ireland should work together 
to create a governance code to enshrine a set of guiding principles for the work 
of the team, including honesty and openness, respect and non-judgment, and 
commitment to the overarching purpose of the process.  
 

5.3.3 Legislation on reviews

5.3.3.1
Legislation in the UK, New Zealand and Australia has established or enabled the 
establishment of domestic and family violence review processes, whereas not all 
review teams in the U.S. or Canada act on a legislative basis.34 Reviews have been 
in place in Pennsylvania, U.S., since 1998 but are not enshrined in legislation and 
without legislation they cannot access confidential records.35 As mentioned, the 
Domestic Violence (Amendment) Bill 2019, which intended to establish the review 
process in Ireland, lapsed in January 2020. There were many positive elements 
to this Bill and its content will be considered throughout this Report and its 
reintroduction with some amendments recommended. A legislative mandate 
is crucial for these reviews to have a meaningful impact. Legislation on reviews 
may specify the purpose and structure of reviews, key stakeholders who should 

31   Jaffe, P. G., Dawson, M., & Campbell, M., ‘Developing a national collaborative approach to 
prevent domestic homicides: Domestic homicide review committees’ (2013) Canadian 
Journal of Criminology and Criminal Justice 55(1) pp. 137-155.

32  Domestic Violence (Amendment) Bill 2019.
33   Mullane, F. CEO AAFDA (England and Wales), Submission to the Familicide and Domestic 

Homicide Review (2019), p. 1.
34   Bugeja, L., Dawson, M., McIntyre, S., & Poon, J., ‘Domestic/family violence death reviews: an 

international comparison’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.3-26.

35   NDVFRI, ‘Starting an initiative’ (DVFRI Panel 2010). 
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participate in reviews, provisions for information sharing, confidentiality, and 
protections from liability for review teams.36

5.3.3.2 
In the UK and New South Wales, there were notable delays between the enacting 
of legislation and establishing their review processes.37 While a new Bill should be 
drafted as a priority to establish the domestic and family violence death review 
process in Ireland, in order to avoid such delays, in the interim it is recommended 
that work begins on establishing the structures needed for domestic and family 
violence death reviews as a priority. This could include identifying and engaging 
with key stakeholders relevant to such reviews, identification of members for the 
review team, developing training for members and determining the scope and terms 
of reference for these reviews.  

5.3.4 Definitions and criteria of cases for review

5.3.4.1 
The definition of deaths that review teams may consider is typically set out in 
legislation and/or the review team’s terms of reference. The type of cases eligible 
for review in the UK, New Zealand and in jurisdictions across the U.S., Canada and 
Australia are outlined in Table 1. Definitions used tend to be dependent on i) the 
relationship between the victim/s and the perpetrator and ii) the context in which 
the killing occurred. 

5.3.5 Relationship between victim/s and perpetrator
 

5.3.5.1 
As noted earlier, the initial impetus for reviews was in reaction to the prevalence 
of intimate partner deaths. As such, the remit of early teams tended to focus on 
the deaths of individuals perpetrated by a partner or ex-partner in the context 
of domestic violence. However, more recent teams have expanded their remit to 
include other family relationships including parents and children and extended 
family.38 

36   Dawson, M., Jaffe, P., Campbell, M., Lucas, W., & Kerr, K., ‘Canada’, in Dawson, M. (ed.), Domestic 
homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.59-90; 
Thompson, R. H., ‘Confidentiality and fatality review: Fatality review bulletin’ (2002) National 
domestic violence fatality review initiative; Websdale, N., ‘Reviewing domestic violence 
deaths’ (2003) National Institute of Justice 250 pp.26-31.

37   NDVFRI, ‘Starting an initiative’ (DVFRI Panel 2010).
38   Bugeja, L., Dawson, M., McIntyre, S., & Poon, J., ‘Domestic/family violence death reviews: an 

international comparison’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.3-26.
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5.3.5.2 
Table 1 shows that in the UK, New Zealand, U.S. and Australia, each jurisdiction 
includes cases where the death of a person has been caused by someone to whom 
they were related or who they were in an intimate relationship with previously 
or at the time of death. The relationship between the victim and perpetrator 
differs in different jurisdictions in Canada. For example, in Ontario, the team 
reviews ‘homicides that involve the death of a person, and/or his or her child(ren) 
committed by the person’s partner or ex-partner from an intimate relationship’,39 
whereas in Alberta ‘[v]ictims can include a current or former intimate partner, 
children, other family members or bystanders’.40

5.3.5.3 
In terms of differences in scope, the UK definition excludes child deaths, but 
includes ‘members of the same household’.41 In the U.S., some committees might 
also investigate near deaths, the killing of an ex-partner’s new partner (referred to 
in some literature as ‘sexual competitor killing’), suicides due to domestic violence 
and bystander deaths in the context of a domestic and family violence related 
killing.42 Reviews in Alberta, Canada also include bystanders,43 and the definitions 
used in Saskatchewan44 and Manitoba45 suggest they could also review the deaths 
of bystanders. New Zealand includes sexual competitor killing within its remit46 
and Australia includes those associated by kinship as per the cultural traditions of 
Aboriginal/ Torres Strait Islanders.47

5.3.5.4 
According to the team in New Zealand, who review deaths by intimate partner 
violence, interfamilial violence and child abuse or neglect, ‘[t]he advantage of 
reviewing all family violence deaths, and not only [intimate partner violence] 
deaths, is the ability to gain insights into and document the overlap between the 
different forms of family violence’.48 Reviewing a wider scope of deaths can also 

39   Office of the Chief Coroner Province of Ontario, Domestic violence death review committee 
2017 annual report (2018) p. 21. 

40   Alberta Government, Frequently Asked Questions - Family Violence Death Review Committee 
(undated) p.1

41   UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide 
reviews (2016). 

42  See Table 1 for definitions used in U.S. jurisdictions.
43   Alberta Government, Frequently Asked Questions - Family Violence Death Review Committee 

(undated) p.1.
44   Ministry of Justice Saskatchewan, Saskatchewan domestic violence death review report 

(2018) p.26 
45   Canada Homicide Prevention Initiative, ‘DVDRC committees: Manitoba’ (2022) Available 

at:http://cdhpi.ca/dvdrc-committees (Accessed 21 February 2022).
46   Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 

death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.
47   Australian Domestic and Family Violence Death Review Network, Australian domestic and 

family violence death review network data report (2018).
48   Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 

death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198; and Watt, K. 
A., Domestic violence fatality review teams: collaborative efforts to prevent intimate partner 
femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).
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increase the chances of identifying system gaps. Given the Terms of Reference of 
this Study, which includes killings of family members, and the fact that, in their 
evolution, review teams have expanded their definition of cases to review to include 
family members as well as intimate partners, the Study Team proposes that deaths 
of individuals by relatives or by those they were/had been in an intimate personal 
relationship with should be subject to review. This largely aligns with what had been 
proposed in the lapsed Domestic Violence Bill 2019, but it also included members 
of the same household,49 which could include for example, unrelated housemates. 
Members of the same household are also included in the UK definition for cases to 
review, however, experience there suggests such a broad definition leads to a larger 
pool of recommendations with a mix of those relevant and not relevant to domestic or 
family violence deaths.50 The New Zealand review team has noted that their definition 
is overly restrictive as it requires a family relationship to exist between victim and 
perpetrator, which excludes bystanders who are killed during an incident of domestic 
or family violence.51 Considering there will be similar dynamics at play in these deaths 
as in deaths of family members in the same incident, it is important to include these 
bystander cases in reviews as there will still be relevant lessons to be learned.

5.3.5.5 
There are other cases relevant to the work of domestic and family violence death 
review teams including sexual competitor killings, suicides of domestic and family 
violence victims, suicides of domestic and family violence perpetrators and near 
deaths of people following domestic and family violence incidents. In cases such 
as suicides and near deaths, there would be an added complexity in identifying 
domestic and family violence contexts. In order to keep the scope of the reviews in 
Ireland manageable for a newly established process, these will not be included in the 
definition of cases for review, however their importance is noted and may be revisited 
once a process has been established. To ensure this is possible, it is recommended 
that new legislation establishing the domestic and family violence review process in 
Ireland makes provision for the expansion of the definition of eligible cases for review 
to any death caused by or related to domestic or family violence.

5.3.6 Context of the death

5.3.6.1 
In the U.S.52 and Australia,53 deaths reviewed tend to be those that occur within a 
domestic or family violence context, and in Canada in a context of intimate partner 

49  Domestic Violence (Amendment) Bill 2019. 
50  Monckton-Smith, J., Personal Communication to Researcher, received January 2020.
51   Family Violence Death Review Committee, Third report: January 2011 to December 2012 (Health 

Quality and Safety Commission 2013). 
52   Websdale, N., Ferraro, K., & Barger, S. D., ‘The domestic violence fatality review clearinghouse: 

introduction to a new National Data System with a focus on firearms’ (2019) Injury epidemiology 
6(1) p.6. 

53   Australian Domestic and Family Violence Death Review Network, Australian domestic and family 
violence death review network data report (2018).
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violence,54 i.e. contexts where there has been a history of violence ‘such as 
controlling, threatening or coercive behaviour; having previously caused the other 
person to feel fear; or evidence of past physical, sexual or other abuse’.55 In New 
Zealand, they specify an ‘identifiable history of family violence’ but also include 
cases where the death was an ‘episode’ of family violence.56 A previous history of 
violence is not necessarily specified in the UK, which review deaths ‘resulting from 
violence, abuse or neglect’.57

5.3.6.2
In reviewing cases relevant to this project, it became apparent that restricting 
reviews in Ireland to examine only deaths occurring after a history of violence would 
exclude many cases that would still warrant examination for lessons to be learned, 
particularly within the mental health system. The text of the lapsed Domestic 
Violence Bill 2019 was the same as what is used in the UK and did not specify a 
history or pattern of ‘violence, abuse or neglect’ and as such appears broad enough 
to include fatalities that have occurred due to a final act of violence.58 

5.3.6.3 
The main caveat with a definition encompassing all family deaths and which does 
not specify a domestic or family violence context as in most other jurisdictions is 
that teams will need to understand and recognise the unique dynamics at play in 
different types of cases. For example, the death of an individual in a context of a 
history of intimate partner violence will differ to the death of an individual following 
a perpetrator’s acute mental health episode. This has implications for the scope 
of a review team, and in how they identify patterns in cases and learn lessons, 
notwithstanding that elements of such cases may still share common lessons. A 
recent consideration of the definitions used in review teams stated that: ‘A big-tent 
approach to defining domestic homicides, without differentiating between various 
types of situations and relationships, may make it difficult to identify common risk 
factors and target prevention efforts’.59

5.3.6.4 
In his interview with the Study Team, Frank Mullane from the victim advocacy group 
AAFDA indicated that the UK current practice can reflect this where a ‘hybrid review’, 
a combined Mental Health Review and DHR, can operate. He explained that ‘…the side 
effect is that you nurture collaboration and working together and all of that.’

54  See Table 1 for definitions used in Canadian jurisdictions.
55   Butler, A., et al, ‘Australia’ in Dawson, M. (ed.), Domestic homicides and death reviews: An 

international perspective (Palgrave McMillan 2017) pp.125-158.
56   Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 

death reviews: An international perspective (Palgrave McMillan 2017) p.162.
57   UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide 

reviews (2016).
58  Domestic Violence (Amendment) Bill 2019 .
59   Fairbairn, J., Jaffe, P., & Dawson, M., ‘Challenges in defining domestic homicide: 

Considerations for research and practice’ in Dawson, M. (ed.), Domestic homicides and death 
reviews: An international perspective (Palgrave McMillan 2017) pp. 27-58.
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Table 1.  Definitions of cases eligible for review in the UK, New Zealand, USA, 
Australia and Canada

Country Definitions of eligible cases for reviews
UK “A review of the circumstances in which the death of a person aged 16 or 

over has, or appears to have, resulted from violence, abuse or neglect by— 
(a) a person to whom he was related or with whom he was or had been in an 
intimate personal relationship, or (b) a member of the same household as 
himself”.60

New 
Zealand

“The unnatural death of a person (adult or child) where the suspected 
perpetrator(s) is a family or extended family member, caregiver, intimate 
partner, previous partner of the victim, or previous partner of the 
victim’s current partner, and where the death was an episode of family 
violence and/or there is an identifiable history of family violence.” 
Deaths of bystanders in a family violence context are excluded. Suicides 
of perpetrators are excluded. Suicides of family violence victims are 
excluded.61 

U.S. 
(general) 

Teams in some states in the U.S. may examine deaths and near deaths 
“caused by, related to, or somehow traceable to domestic violence”. These 
cases may include “intimate partner homicides, homicide-suicides, 
familicides, family killing (deaths involving non-intimate partners, e.g. 
children killing parents), near deaths, sexual competitor killing (e.g. former 
boyfriend killing new boyfriend), suicide and bystander deaths (e.g. co-
worker deaths in a domestic violence-related workplace killing).62

Australia In Australia, cases are selected by review teams if there was a homicide 
and a ‘domestic or familial relationship between the deceased and the 
offender’.63 Each review team in Australia recognizes current or former 
intimate partners (heterosexual and homosexual), family members (adults 
and children), and kin (person considered kin under Aboriginal and/or 
Torres Strait Islander culture), as relevant relationships. “Each jurisdiction 
can also review deaths where no direct domestic relationship exists 
between the deceased and offender but the death nonetheless occurs in a 
context of domestic and family violence. For example, this might include 
a bystander who is killed intervening in a domestic dispute or a new 
partner killed by their current partner’s former abusive spouse.” The final 
consideration is whether the homicide occurred in a domestic or family 
violence context. 

60   UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide 
reviews (2016).

61   Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 
death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198; and Watt, K. 
A., Domestic violence fatality review teams: collaborative efforts to prevent intimate partner 
femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).

62   Extracts from Websdale, N., Ferraro, K., & Barger, S. D., ‘The domestic violence fatality review 
clearinghouse: introduction to a new National Data System with a focus on firearms’ (2019) 
Injury epidemiology 6(1) pp. 2-3.

63   Extracts from Australian Domestic and Family Violence Death Review Network, Australian 
domestic and family violence death review network data report (2018) pp.39-42
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Country Definitions of eligible cases for reviews
Canada Ontario: “All homicides that involve the death of a person, and/or his or 

her child(ren) committed by the person’s partner or ex-partner from an 
intimate relationship” and where domestic violence has been recorded as 
an involved factor.64 

Saskatchewan: “Homicide or a related suicide that occurs in 
circumstances involving persons in an intimate relationship and their 
families. It often involves conflict between intimate partners or ex-
partners, including situations which lead to the death of a child or familial 
member”.65 

British Columbia: A death which occurred as a result of injuries inflicted 
by a current or former intimate partner, or the death occurred during an 
incident where a current or former intimate partner was the intended 
victim.66 

Alberta: “Family violence deaths related to intimate partner violence. These 
incidents may or may not involve children. Victims can include a current or 
former intimate partner, children, other family members or bystanders”.67 

Manitoba: “Homicides that occurred in the context of domestic violence”.68

New Brunswick: “A homicide or suicide that results from violence between 
intimate partners or ex-partners and may include the death of a child or 
other familial members”.69

5.3.7 When should a review take place?

5.3.7.1 
In other jurisdictions, cases for review are identified in a number of formal and 
informal ways, including referrals from law enforcement, legal professionals, 
Coroner’s offices, medical examiners, domestic violence authorities, local 
Government, health services, the public, and from newspaper articles.70 The Study 
Team recommends a formal approach be put in place for notifications as soon as a 
death happens, but that the identification of cases is also flexible and will consider 
other referrals (e.g. from the public) to ensure cases are not missed.

64   Office of the Chief Coroner Province of Ontario, Domestic violence death review committee 
2017 annual report (2018) p. 21. 

65   Ministry of Justice Saskatchewan, Saskatchewan domestic violence death review report 
(2018) p.3.

66   British Columbia Coroners Service, BC Coroners service death review panel. A review of 
intimate partner violence deaths 2010-2015: Report to the Chief Coroner of British Columbia 
(2016) p.9. 

67   Alberta Government, Frequently Asked Questions - Family Violence Death Review Committee 
(undated) p.1.

68   Canada Homicide Prevention Initiative, ‘DVDRC committees: Manitoba’ (2022) Available at: 
http://cdhpi.ca/dvdrc-committees (Accessed 21 February 2022).

69   Office of the Chief Coroner New Brunswick, Recommendations from the domestic violence 
death review committee (2015).

70   Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 
partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).
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5.3.7.2 
In establishing a review process, a decision has to be made regarding when a 
review can take place in relation to criminal and coronial processes. Reasons for 
waiting until criminal cases are closed include avoiding compromising criminal 
proceedings, and for practical reasons of accessing information such as the full 
homicide police file, prosecution materials and sentencing remarks.71 However, 
waiting until criminal cases are closed brings other risks. As it may take a number 
of years for a case to pass through the criminal justice system, waiting may 
delay learning key lessons in a timely way, and indeed recommendations for 
system change may become redundant within the time period.72 Furthermore, the 
implication for victims’ families for such a delay needs to be considered given that 
some families participating in this Study felt that criminal proceedings took priority 
over their needs. Family members who were interviewed stressed the tremendous 
difficulties associated with waiting for both the criminal justice system and the 
civil court system. This interfered with the grieving process. It is important to bear 
this in mind when considering timing of reviews.

5.3.7.3 
Conducting a review simultaneous to criminal proceedings requires extra 
consideration and not surprisingly it is more common in other countries to review 
criminal cases when the case is closed.73 In New Zealand, deaths are reviewed 
once a homicide case has been closed,74 and this is generally the process followed 
in reviews in the U.S..75 In Australia, in New South Wales and in the Australian 
Capital Territory, pilot teams review only closed cases, while Victoria and South 
Australia review closed criminal cases and open coronial cases.76 On the other hand, 
committees in the UK,77 Queensland78 and Western Australia79 are empowered to 
review open or closed cases. In Western Australia, the Ombudsman is empowered 

71   Australian Human Rights Commission, A national system for domestic and family violence 
death review (2016); and Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), 
Domestic homicides and death reviews: An international perspective (Palgrave McMillan 
2017) pp.159-198.

72   Jaffe, P. G., Dawson, M., & Campbell, M., ‘Developing a national collaborative approach to 
prevent domestic homicides: Domestic homicide review committees’ (2013) Canadian 
Journal of Criminology and Criminal Justice 55(1) pp. 137-155.

73    Bugeja, L., Dawson, M., McIntyre, S., & Poon, J., ‘Domestic/family violence death reviews: an 
international comparison’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.3-26.

74    Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 
death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.

75   Websdale, N., Ferraro, K., & Barger, S. D., ‘The domestic violence fatality review clearinghouse: 
introduction to a new National Data System with a focus on firearms’ (2019) Injury 
epidemiology 6(1) pp. 2-3.

76    Butler, A., et al, ‘Australia’ in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.125-158.

77   UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide 
reviews (2016)

78    Butler, A., et al, ‘Australia’ in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.125-158.

79   ibid.
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in the public interest to review cases and inform parliament and the public of 
issues and improvements regarding public administration without identifying 
specific cases.80 In the UK, where a perpetrator is arrested and charged, the UK’s 
statutory guidance states that the review may be suspended or conducted within a 
restricted scope until criminal proceedings finish.81 In relation to a restricted scope, 
they specify that teams should consider not interviewing individuals involved in 
the criminal proceedings until the case has closed. If the team does decide to go 
ahead with reviewing an open criminal case, the process is navigated in liaison 
with the senior investigating officer on the case. When reviewing an open case in 
the UK, families are notified, but not initially interviewed, then agencies known to 
the victim and perpetrator are requested to gather records, write up reports and 
work on recommendations. Any immediate learning from the case then needs to be 
identified and actioned with specific agencies. 

5.3.7.4 
There is a belief amongst certain stakeholders that having regard to the Law 
Enforcement Directive, as transposed by Part 5 of the Data Protection Act 2018, 
the most appropriate process in Ireland would be to review only closed criminal 
cases and coronial cases. Reservations arise for others with respect to the sub 
judice rule. The test for breach of the rule is whether the material published was 
intended to interfere with the administration of justice, or created the perception of 
such interference.82 However, the length of time it takes cases to pass through the 
criminal justice system and for Coroner reviews in Ireland is a concern in relation 
to information retention by agencies and in how reaching out to families about 
the review after such a period may impact on them. This may retraumatise family 
members, similar to how some interviewees re-experienced trauma when it came to 
perpetrator parole hearings. As one family member Fiona stated:

‘Like for the rest of your life. So, every two years, there’s never any peace like.’

5.3.7.5 
Anna’s words bring home the reality of what families have to face:

‘….and they don’t seem to realise what the impact of what ‘forever’ means. You 
know it’s not when the court case is over and it’s not when they’re released or 
rehabilitated. It’s forever. Until we die, you know. Until the last person speaks her 
name’.

80   Australian Human Rights Commission, A national system for domestic and family violence 
death review (2016). 

81   UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide 
reviews (2016).

82   See further discussion in Chapter 7 of this report regarding possible legislative reform in this 
regard
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5.3.7.6
As such, we strongly recommend that the review team be enabled through 
legislation to facilitate the gathering of as much information as possible once they 
are notified about a case. The review team should engage with relevant statutory 
bodies, other organisations and individuals, to request that they exercise due 
diligence in identifying all relevant information they possess that would be relevant 
to the review team, and to retain and securely store this information for review after 
the cessation of the criminal case and inquest. When undertaking a review of closed 
criminal and coronial cases, teams should also be cognisant of any civil litigation 
associated with the case.

5.3.7.7 
Depending on a particular case, there may be other reviews taking place 
simultaneous to domestic and family violence death reviews. For example, if a child 
or young person under 18 is killed in a domestic and family violence incident and 
had previously been known to Tusla, the Child and Family Agency, a child death 
review would take place. It is important that review processes align as much as 
possible in order to avoid multiple reviewers contacting family and agencies and to 
avoid any duplication of effort. Collaborating with other reviews can also provide an 
important opportunity for the cross-fertilisation of ideas from different processes.83 

The importance of multi-agency information sharing is addressed in Chapter 2.

5.4  Governance and Operational Structures of 
Domestic/Family Violence Death Reviews 

5.4.1 Governance of reviews

5.4.1.1
Typically, when reviews are set up in a jurisdiction, an established body is put in 
charge of the review process or an agency is selected to lead the review process.84 

Reviews are governed at a national level in the UK and New Zealand, while they 
are governed within smaller jurisdictions in the U.S., Canada and Australia.85 The 
National Domestic Violence Fatality Review Initiative (NDVFRI) in the U.S., the 
Australian Domestic and Family Violence Death Review Network (DFVDRN) and the 

83  Websdale, N., Personal Communication to Researcher, received March 2021.
84   Jaffe, P. G., Dawson, M., & Campbell, M., ‘Developing a national collaborative approach to 

prevent domestic homicides: Domestic homicide review committees’ (2013) Canadian 
Journal of Criminology and Criminal Justice 55(1) pp. 137-155.

85   Bugeja, L., Dawson, M., McIntyre, S., & Poon, J., ‘Domestic/family violence death reviews: an 
international comparison’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.3-26.
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Canadian Domestic Homicide Prevention Initiative (CDHPI) were all set up in response to the 
jurisdictional nature of reviews in their country in order to coordinate groups nationally and 
learn common lessons.86 

5.4.1.2
In the UK, reviews are under the remit of the Home Office, the ministerial body responsible 
for law and order, security and immigration.87 In New Zealand, the review committee is 
considered an independent statutory advisory body, part of the Health Quality & Safety 
Commission88, an independent statutory body working to improve health and disability 
support services. In Australia, reviews are conducted through:89

• the Coroner’s Office in Victoria
• the Department of Justice in New South Wales
• a partnership between the Office for Women and the Coroner’s Court in South 

Australia
• the Ombudsman’s Office in Western Australia
• a number of bodies in Queensland including the Coroner’s Office, the Attorney 

General, the Minister for Justice and the Minister for Training and Skills, and
• the Office of the Attorney General in the Australian Capital Territory. 

5.4.1.3 
Across jurisdictions in Canada, reviews are housed within the Coroner’s Office (Ontario90, 
British Columbia91 (which was a single review), New Brunswick92) or in Government 
departments (in the Minister of Community and Social Services in Alberta93 and the Ministry 
of Justice in Saskatchewan94). In the U.S., reviews are mostly based within domestic or family 
violence organisations, other Government departments and the Coroner’s Office.95 

5.4.1.4 
Where domestic and family violence death reviews are located will have political, practical 
and conceptual implications.96 These implications may include funding, scope, definitions 
of domestic and family violence, and capacity to implement review recommendations. 

86   Please see: ndvfri.org (U.S.); https://www.anrows.org.au/project/australian-domestic-and-family-
violence-death-review-network-national-data-update/ (Australia); and http://cdhpi.ca/about-us/about-
us (Canada).

87   UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide reviews (2016).
88   Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and death 

reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.
89   Butler, A., et al, ‘Australia’ in Dawson, M. (ed.), Domestic homicides and death reviews: An international 

perspective (Palgrave McMillan 2017) pp.125-158.
90   Office of the Chief Coroner Province of Ontario, Domestic violence death review committee 2017 annual 

report (2018).
91   British Columbia Coroners Service, BC Coroners Service Death Review Panel: A Review of Intimate Partner 

Violence Deaths 2010-2015 (2016).
92   Office of the Chief Coroner New Brunswick, Recommendations from the domestic violence death review 

committee (2015).
93  Family Violence Death Review Committee, Annual Report (Government of Alberta 2019).
94   Ministry of Justice Saskatchewan, Saskatchewan domestic violence death review report (2018).
95   Bugeja, L., Dawson, M., McIntyre, S., & Poon, J., ‘Domestic/family violence death reviews: an international 

comparison’, in Dawson, M. (ed.), Domestic homicides and death reviews: An international perspective 
(Palgrave McMillan 2017) pp.3-26.

96   NDVFRI, ‘Starting an initiative’ (DVFRI Panel 2010). 

https://www.anrows.org.au/project/australian-domestic-and-family-violence-death-review-network-national-data-update/ (Australia); and http://cdhpi.ca/about-us/about-us
https://www.anrows.org.au/project/australian-domestic-and-family-violence-death-review-network-national-data-update/ (Australia); and http://cdhpi.ca/about-us/about-us
https://www.anrows.org.au/project/australian-domestic-and-family-violence-death-review-network-national-data-update/ (Australia); and http://cdhpi.ca/about-us/about-us
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Regardless of where these reviews are located, it is key that they are independent, 
have authority and are adequately resourced. Independence of such reviews was 
stressed as a priority by interviewed families and also by a number of bodies who 
made submissions to this Report. 

 
5.4.1.5 
The Study Team believes, based on those family perspectives and stakeholder 
submissions, that provision should be made for a designated role in the Office 
of the Ombudsman, as occurs in Western Australia.  In Ireland the Ombudsman 
has independence in law in the performance of the functions of the office97 and is 
appointed by the President. The Ombudsman’s Office can carry out investigations 
and do reports and commentaries on its own initiative, motivated to ensure 
learning and prevent recurrence. This office is perceived as having already 
established a trusted reputation with the public in upholding best practice in public 
administration in an independent and impartial manner. It is therefore considered 
an appropriate body to house domestic and family violence death reviews due to its 
investigative expertise, functional independence and an established relationship 
with the public service. However, it is critical to acknowledge the distinction between 
investigating complaints for possible evidence of wrong-doing and reviewing cases 
to enhance understanding of domestic and family violence to inform preventative 
efforts, and this will necessitate a different approach by the Ombudsman’s Office. 
The multi-agency involvement recommended in other sections of this Report could 
be independently accommodated within the Ombudsman’s governance structures. 
If the Ombudsman’s Office is designated as the body responsible for the governance 
of D&FVD Reviews, it could be regarded as a ‘competent authority’ processing 
data for ‘law enforcement purposes’, for the ‘prevention’ of criminal offences of 
domestic violence, domestic homicide and familicide. Thereby, it could facilitate the 
necessary collation of relevant data from individuals and stakeholders to inform the 
review process and the bringing together of a multi-agency team for reviews.98

5.4.2 Operational structure of reviews

5.4.2.1
There is heterogeneity in the operating structure of domestic and family violence 
death reviews between and within countries. In the U.S., teams tend to operate as 
multi-agency/multi-stakeholder bodies permanently embedded in communities. 
Some states have only one team that analyses cases state-wide and these tend to 
be those with relatively lower populations99 (e.g., Oklahoma, with a population of 3.9 
million in 2018). Larger states such as Florida (population 21.3 million in 2018) may 

97   Ombudsman Act 1980, section 4
98  The Data Protection Act 2018 is discussed further in Chapter 7 of this report. 
99   Websdale, N., Celaya, A., & Mayer, S., ‘United States’, in Dawson, M. (ed.), Domestic homicides 

and death reviews: An international perspective (Palgrave McMillan 2017) pp.27-58.
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instead have a state-wide team as well as a network of county teams.100 Similarly, 
in New Zealand, there is a permanent national committee that is supported 
by four regional review panels who undertake in-depth reviews.101 Most of the 
Canadian review teams are permanent committees in their jurisdictions (Ontario,102 
Manitoba,103 New Brunswick,104 Saskatchewan,105 and Alberta106), while in 2010, British 
Columbia convened a one-time panel to review domestic homicide cases.107 All of 
the Australian jurisdictions with death review functions have a permanent review 
function operating at regional level.108 In the UK, teams are regional - a team may 
be a pre-existing committee in a region, a standing death review team, or it may 
be assembled on an ad hoc basis, depending on the case in question.109 Although 
teams in the UK operate under the Home Office, there is no national co-ordination 
of reviews and regional teams, and the system is more akin to reviews being 
conducted ‘in isolation’, meaning that lessons are not being shared and learned 
at a national level.110 A recent review of the system in Wales reported that ‘[t]
here is unanimous agreement among stakeholders that the current situation is 
[unsatisfactory] and urgently needs to change to safeguard the public, learn and 
share lessons, prevent further incidents and achieve best value’.111

5.4.2.2
Review team members in other jurisdictions appear to incorporate membership 
of the review team into their existing job roles. This could be a problem if review 
team members are expected to dedicate a lot of time to the review. Collating the 
information for review can be time consuming and jurisdictions differ in who is 
tasked with this. In a number of Australian states, the review team is supported 
by staff who work in the bodies/agencies under which the teams sit. The team in 
New South Wales is supported by a secretariat of a manager and a researcher.112 The 
committee in Victoria is assisted by the Coroner’s Prevention Unit (CPU), which sits 
in the Coroner’s Court of Australia. Researchers and clinicians in the CPU collect data 

100   ibid
101   Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 

death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.
102   Dawson, M., Jaffe, P., Campbell, M., Lucas, W., & Kerr, K., ‘Canada’, in Dawson, M. (ed.), Domestic 

homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.59-90
103  ibid.
104   ibid.
105   Ministry of Justice Saskatchewan, Saskatchewan domestic violence death review report 

(2018).
106    Dawson, M., Jaffe, P., Campbell, M., Lucas, W., & Kerr, K., ‘Canada’, in Dawson, M. (ed.), Domestic 

homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.59-90.
107    ibid.
108   Butler, A., et al, ‘Australia’ in Dawson, M. (ed.), Domestic homicides and death reviews: An 

international perspective (Palgrave McMillan 2017) pp.125-158.
109   UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide 

reviews (2016).
110   James, L., Domestic homicide reviews in Wales: Illuminate the past to make the future safer 

(Unpublished 2018).
111   ibid, p.3.
112   Butler, A., et al, ‘Australia’ in Dawson, M. (ed.), Domestic homicides and death reviews: An 

international perspective (Palgrave McMillan 2017) pp.125-158.
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and prepare case reviews for the review committee’s consideration.113 In Queensland, 
an independent death review and advisory board is responsible for reviewing 
deaths, and is supported by a group of permanent researchers with expertise 
in domestic and family violence who assist the Coroner’s Office.114 The situation 
differs in Western Australia, where death reviews are undertaken by a review team 
operating under the Ombudsman and include an assistant Ombudsman, a Director, 
a Principal Aboriginal Liaison Officer and investigating research officers.115 The 
situation in South Australia also differs, where it is largely the responsibility of a 
research officer based in the Coroner’s Court to conduct reviews, but they have 
access to a multi-agency advisory board.116 In New Zealand, two individuals sit on 
the four regional teams, and they are responsible for preparing case reports for the 
regional teams based on original agency files.117 In Ontario, one team member is 
tasked with collecting data and information for a particular case118 and in the UK, 
the independent chair of the team seeks information from various agencies, and 
conducts interviews with key informants.119 Considering what would be the most 
efficient model, the Study Team believes it is vital that there are permanent staff 
members dedicated to the domestic and family violence death review function who 
can support the review team and conduct the more time-consuming elements of 
the review process, such as information gathering and co-ordinating the review 
process.

5.4.2.3
As well as having teams who conduct reviews, a number of jurisdictions also have 
a multi-disciplinary group set up to advise on reviews (Victoria, South Australia, 
Western Australia),120 to quality assure and sign off on reviews (UK),121 or who are 
involved in the decision making of review teams (New Zealand,122 New South Wales123 

and Queensland124). In Ireland, there should be one permanent national domestic 
and family violence death review team established. Depending on where the review 
team is based, there should be protocols in place for quality assurance and sign off 

113   Bugeja, L., et al, ‘The implementation of domestic violence death reviews in Australia’ (2013) 
Homicide studies 17(4) pp.353-374.

114   Butler, A., et al, ‘Australia’ in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.125-158.

115    ibid.
116   ibid.
117   Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 

death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.
118   Office of the Chief Coroner Province of Ontario, Domestic violence death review committee 

2017 annual report (2018). 
119   UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide 

reviews (2016). 
120   Butler, A., et al, ‘Australia’ in Dawson, M. (ed.), Domestic homicides and death reviews: An 

international perspective (Palgrave McMillan 2017) pp.125-158.
121    UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide 

reviews (2016).
122   Family Violence Death Review Committee, Third report: January 2011 to December 2012 

(Wellington Health Quality and Safety Commission 2013).
123   Butler, A., et al, ‘Australia’ in Dawson, M. (ed.), Domestic homicides and death reviews: An 

international perspective (Palgrave McMillan 2017) pp.125-158.
124    ibid. 
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of reviews – for example, by a multi-disciplinary oversight or advisory group. 

5.4.3 Review team composition

5.4.3.1
Review teams tend to have diverse, multi-agency membership. The benefit of this 
approach is that bringing a range of perspectives and expertise together can ensure 
a more holistic and comprehensive approach to considering cases.125 Furthermore, 
having the appropriate representation on review teams can model the collaboration 
needed across organisations to address the issue of domestic and family violence.126 
Review teams may have standing membership and/or may add members if the case 
warrants additional expertise. Some review teams include family members of those 
who have died in the review process, this will be discussed later in this Chapter.

5.4.3.2
Other countries have included the following key stakeholders in review teams:127

• Criminal justice – law enforcement, coroner services, attorney general’s 
office, prosecutors, judiciary, probation officers, defence attorneys

• Health and welfare services – social workers, child protective services, 
medical examiners, public health representatives, doctors, GPs, nurses, 
midwives, sexual assault professionals, emergency services staff, 
substance abuse treatment, mental health providers, housing authorities

• Voluntary sector – domestic violence advocates, local domestic violence 
and abuse service representation (for victims and perpetrators)

• Community stakeholders: Schools, faith representatives, previous 
survivors of domestic violence, general public, local businesses

• Specialist expertise: Cultural advisors, researchers, academics, policy 
advisors, linguistic advisors 

5.4.3.3
The Study Team fully endorses an inclusive approach to membership to enable a 
more complete picture of events and more accurate portrayal of the systems (e.g., 
support services, criminal justice) in which the victim and/or perpetrator had been 
engaged. The review team should consist of standing membership of both statutory 

125   Albright, D., Banks, L., Broidy, L., Crandall, C., & Campos, G., ‘Ethical conundrums in fatality 
review planning, data collection, and reporting: Viewing the work of review teams through the 
lens of evaluation’ (2013) Homicide studies 17(4) pp.436-456.

126   Websdale, N., Ferraro, K., & Barger, S. D., ‘The domestic violence fatality review clearinghouse: 
introduction to a new National Data System with a focus on firearms’ (2019) Injury 
epidemiology 6(1) p.6.

127   Dawson, M., Jaffe, P., Campbell, M., Lucas, W., & Kerr, K., ‘Canada’, in Dawson, M. (ed.), Domestic 
homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.59-
90; Jaffe, P. G., Dawson, M., & Campbell, M., ‘Developing a national collaborative approach 
to prevent domestic homicides: Domestic homicide review committees’ (2013) Canadian 
Journal of Criminology and Criminal Justice 55(1) pp.137-155; Watt, K. A., Domestic violence 
fatality review teams: collaborative efforts to prevent intimate partner femicide (University of 
Illinois at Urbana-Champaign PhD dissertation 2010).
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bodies and non-governmental bodies such as those who specialise in domestic 
violence. The Study Team acknowledges that different cases might warrant the 
addition of bespoke members, for example for cultural reasons, or to facilitate the 
team in particularly challenging or complex cases.

5.4.3.4
The UK statutory guidance on reviews stipulates that members should be 
“independent of any line management of staff involved in a case and must be 
sufficiently senior to have authority to commit to decisions on behalf of their 
agency.128 Similarly, in New Zealand, members are “sufficiently senior to the capacity 
to take relevant learnings back to their organisations to promote changes.129 
Furthermore, in New Zealand, they expect each member to be “close enough to 
organisational practice to determine whether identified practises are common or 
aberrational”.130 The Study Team sees these criteria as valid guidance for choosing 
review team members. It is important to consider sensitivities surrounding possible 
situations where a member of the review team may represent or work for an 
organisation that the victim used/accessed.

5.4.3.5
In some jurisdictions (e.g. Ontario), team members from State bodies like criminal 
justice and health are expected to have expertise in domestic and family violence.131 
The Study Team believes that members should have enhanced knowledge of 
domestic and family violence to ensure they are adequately informed when 
reviewing cases. Appropriate and ongoing training can ensure all members have 
this enhanced knowledge. If the review team does not have this level of knowledge 
and awareness, it can be apparent in their reporting. For example, comments in 
UK domestic homicide reviews have referred to a victim of domestic violence 
as refusing ‘to co-operate’ with systems or supports,132 showing a clear lack of 
understanding of the reality of domestic violence situations. Frank Mullane,133 in his 
submission, emphasises the importance of reviewers having a good understanding 
of the role of gender in domestic homicides:

 ‘…There are other factors and nuances, like methods of escape available to each 
gender, how victims are perceived by society (Monckton Smith et al, 2014) and 
the impact of shame and humiliation (Websdale, 2010).’ 

128   UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide 
reviews (2016) p.12.

129    Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 
death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.

130    ibid.
131    Dawson, M., Jaffe, P., Campbell, M., Lucas, W., & Kerr, K., ‘Canada’, in Dawson, M. (ed.), Domestic 

homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.59-90.
132   Mullane, F., ‘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 (Palgrave McMillan 2017) pp.257-286.

133   Mullane, F. CEO AAFDA (England and Wales), Submission to the Familicide and Domestic 
Homicide Review (2019), p.2.
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5.4.3.6
It is imperative that these reviews not only avoid, but counteract, the damaging 
traditional narratives of domestic violence; including, for example, victim blaming.

 
5.4.3.7

The reality of review teams is that it can be difficult to ensure all members attend 
meetings and it can be challenging when members change roles. In order to 
guarantee there will always be appropriate representation at a review meeting, and 
to avoid institutional memory loss that can come with individuals changing roles, 
the Study Team recommend that more than one person from each agency be trained 
to be a review team member.

5.4.4 Review chair

5.4.4.1 
Review teams tend to have a chair or team leader. Chairs may manage or coordinate 
the entire review process and act as a liaison between the team and other key 
informants. In the UK, when a review is commissioned, an independent chair is 
appointed who has no direct association with the agencies included in the review 
teams.134  The independence of the team chair is particularly important to family 
members of victims as well as advocacy groups and domestic violence agencies in 
interviews and submissions to this Study.

5.4.4.2 
A challenge identified in the operation of the review process in the UK is the 
emergence of an implicit ‘hierarchy of importance’ within teams, whereby 
Government bodies tend to dominate or influence the work of teams.135 Given 
the complexity of these reviews, and the involvement of different agencies and 
disciplines, the chair needs to be an effective leader who can foster a collaborative 
process, and facilitate sensitive and potentially challenging discussions. S/he 
should also have enhanced knowledge and understanding of domestic and family 
violence. A chair or co-chairs should be appointed to coordinate the review team. A 
chair should be independent of the agencies within the team or associated with the 
case. The review chair position should have a fixed or rotating term of membership. 
A review chair should be skilled in leading and facilitating groups, particularly within 
collaborative and or complex settings. 

134   UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide 
reviews (2016).

135   Monckton-Smith, J., A study on intimate partner homicide (including familicide), domestic 
homicide reviews and related matters: interim considerations - A draft report on current 
practices in the UK (Unpublished 2019).
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5.5  Involvement of Families and Others 
Associated with Victims and Perpetrators in 
Reviews

5.5.1 
Family involvement (victims’ and perpetrators’) in reviews differs across countries. 
In Australia, families are not typically included in reviews, although some teams 
are mandated to source additional information if necessary, which may include 
information from families.136 The team in New Zealand is currently developing an 
approach to engage with family and friends, and have a family member of a victim 
who died by family violence sitting on their committee.137 Some teams in Canada 
may include family members and others associated with the victim or perpetrator 
in the death review process.138 For example, in Manitoba, the review team interviews 
‘families, friends, co-workers and other relevant representatives of the victim and 
offender’ who can provide important information for the review.139 In the U.S., review 
teams began including families in the review process since around 2000140 and it is 
estimated that approximately half the jurisdictions now involve families.141 In the UK, 
involvement of family, friends and others is seen as integral to the review process.142

5.5.2 
Families, friends and relevant others will have unique insight into the lives of 
victims and perpetrators and including their views can provide a more accurate 
picture of the circumstances preceding these killings.143 They can offer new 
information to support, clarify, or indeed challenge the information held by State 

136   Australian Human Rights Commission, A national system for domestic and family violence 
death review (2016).

137     Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 
death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.

138   Jaffe, P. G., Dawson, M., & Campbell, M., ‘Developing a national collaborative approach to 
prevent domestic homicides: Domestic homicide review committees’ (2013) Canadian 
Journal of Criminology and Criminal Justice 55(1) pp.137-155.

139    Manitoba Domestic Violence Death Review Committee, Annual report 2016/17 (2018).
140    Dawson, M., Jaffe, P., Campbell, M., Lucas, W., & Kerr, K., ‘Canada’, in Dawson, M. (ed.), Domestic 

homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.59-90.
141    Mullane, F., ‘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 (Palgrave McMillan 2017) pp.257-286.

142    Mullane, F., ‘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 (Palgrave McMillan 2017) pp.257-286; and Monckton-Smith, J., A study on intimate 
partner homicide (including familicide), domestic homicide reviews and related matters: 
interim considerations - A draft report on current practices in the UK (Unpublished 2019).

143    Payton, J., Robinson, A., & Brookman, F., ‘United Kingdom’, in Dawson, M. (ed.), Domestic 
homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.91-
124; Jaffe, P. G., Dawson, M., & Campbell, M., ‘Developing a national collaborative approach 
to prevent domestic homicides: Domestic homicide review committees’ (2013) Canadian 
Journal of Criminology and Criminal Justice 55(1) pp.137-155.
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agencies and other support services.144 Including the perspectives of those close 
to victims is a way of giving the victim a voice and connects the team to ‘a real 
human being’.145 Steven, a family member in interview, acknowledged the challenges 
involved for family members:

‘…investigations, they’re not going to be easy on everybody, of course not. The 
family will find them difficult and I have no doubt they will find them difficult….
but at the end of the day,  I think that the majority of people would welcome to 
have some kind of, some kind of final statement of  what went wrong or how 
did this go wrong, or a figure out would be essential you know or maybe nothing 
went wrong. Maybe it was, maybe it was inevitable and nobody could have done 
anything. That’s fine too but it has to be determined.’

5.5.3 
It has been reported that the experience of families and those who know victims 
the best in engaging with the review process is largely positive. People appreciate 
being given the opportunity. It can be cathartic and it can play a role in helping with 
grief, especially when they can see changes being made because of the review.146 
Another key point is that some families can feel this is their only opportunity to 
be heard because ‘they feel that so much of the criminal justice system appears 
to be closed off to them as victim/survivors’.147 A number of family members 
interviewed expressed strong concern that they were not consulted during criminal 
investigations or in the development of plans for perpetrator treatment or support 
as they had important information to contribute. This is an important lesson for 
D&FVD Reviews, that the families are experts. 

5.5.4 
Women’s Aid,148 in its submission to this Study, recommends that the review 
process should also involve friends, work colleagues, employers and other informal 

144    Mullane, F., ‘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 (Palgrave McMillan 2017) pp.257-286; Jaffe, P. G., Dawson, M., & Campbell, M., 
‘Developing a national collaborative approach to prevent domestic homicides: Domestic 
homicide review committees’ (2013) Canadian Journal of Criminology and Criminal Justice 
55(1) pp.137-155.

145    Payton, J., Robinson, A., & Brookman, F., ‘United Kingdom’, in Dawson, M. (ed.), Domestic 
homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.91-
124; Mullane, F., ‘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 (Palgrave McMillan 2017) p.274.

146   Mullane, F., ‘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 (Palgrave McMillan 2017) pp.257-286; and Dale, M., Celaya, A., & Mayer, S., ‘Ethical 
conundrums in the establishment and operation of domestic/family violence fatality reviews’ 
in Dawson, M. (ed.), Domestic homicides and death reviews: An international perspective 
(Palgrave McMillan 2017) pp.229-256.

147    Dale, M., Celaya, A., & Mayer, S., ‘Ethical conundrums in the establishment and operation of 
domestic/family violence fatality reviews’ in Dawson, M. (ed.), Domestic homicides and death 
reviews: An international perspective (Palgrave McMillan 2017) pp.229-256.

148   Women’s Aid, Submission to the Familicide and Domestic Homicide Review (2019).
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community networks of the victim and the perpetrator. It recommends that children 
and family members of the victim should be offered advocacy and support from a 
specialist State funded NGO to facilitate their involvement in the D&FVD Reviews 
process.

5.5.5 
Anna, a family member, highlighted the important contribution families and friends 
and other close contacts can make in the absence of  a paper trail:

‘…and the whole point about  this domestic homicide review is, the one thing 
that gets me going about it is, our going on information you get from agencies. 
Our [deceased] did not go to the guards…so there is no paper trail of the 
harassments. So, in relation to a Domestic Homicide Review there is no chain of 
events. There is eyewitness, loads of it but there is no paper trail…’

5.5.6 
Frank Mullane explained in his submission: 

‘…the family and friends of the victim. We are working to raise the status of 
these people who are experiencing complicated grief, whose energy levels may 
be low and who can be made to feel at fault for not protecting their own. They 
may also suffer trauma caused by agencies (Casey, 2011). We should not forget 
the children. They may benefit from contributing to the review and they should 
be offered specialist help.’

5.5.7 
Frank Mullane continued:

‘The families are interacting with agencies when they are at their most 
vulnerable  and it is easy for them to be unaware of the extent to which they can 
participate in statutory reviews and be unaware of the influence they can bring. 
That’s when the strength of independent, specialist, and expert advocacy can 
ensure that the family’s percipience is recognised.  This helps ensure that the 
families are given the opportunity to be integral to a review, rather than simply 
involved. That means having the opportunity to contribute as often and as they 
wish in ways that they choose including having legitimate influence on the 
scope, content, and impact of the review.’ 

5.5.8 
The victim advocacy group AAFDA provides a 7-step model for working with families 
and has a video on its website (www.aafda.org.uk) which explains the processes. It 
highlights how families bring context to the review. It stresses how family, friends, 
work colleagues and community contributions can enable the review to see a 

http://www.aafda.org.uk
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person as opposed to a victim or a statistic. Frank Mullane from AAFDA outlines 
seven elements for family involvement in reviews, in that families should:149

• Receive specialist and expert advocacy support (children to be given 
specialist help to contribute);

• Assist with scope and throughout if family wish to participate; 
• Contribute using preferred medium and may make empirical contribution;
• Meet review panel;
• Be updated regularly;
• Review draft report (in private and over plenty of time);
• Be a part of change.

5.5.9 
To enable a holistic view and accurate picture of a victim’s life and circumstances, 
at a minimum their family should be given the opportunity to make a submission 
to the review team. The involvement of children in a review will require careful 
planning and sensitive engagement. Experience in the U.S. and the UK has found 
that often the most valuable input comes from friends, colleagues, neighbours and/
or managers of the victim.150 151 The involvement of a wider circle of contacts should 
therefore also be considered. 

5.5.10 
There are numerous benefits and challenges to having family and significant 
others contribute to a review. A key challenge for review teams is to ensure they 
work with families in a sensitive and respectful way. It has been reported that when 
the review process was first introduced into the UK, engagement with families was 
often less than ideal.152 Families have already been through significant trauma, and 
if they are not treated appropriately during the review, it could cause secondary 
trauma.153 Furthermore, participating in the review and discussing elements of their 
loved one’s death will of course likely be upsetting for families.154 It is important 
that those who are liaising with and interviewing families are appropriately 
trained. Review teams also need to understand and acknowledge the importance 
of information from families. In some instances, in the UK, families have felt their 
input is not afforded the same weight as information from statutory agencies and 
is considered opinion in contrast to statutory information that is considered as 
fact.155 The limitations to family involvement in the review process need to be clearly 

149   Mullane, F., ‘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 (Palgrave McMillan 2017) pp.257-286

150   Dennehy, G., Personal Communication to Researcher, received February 2020.
151   Websdale, N., Personal Communication to Researcher, received March 2021.
152   Mullane, F., ‘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 (Palgrave McMillan 2017) pp.257-286

153    ibid.
154    Jaffe, P. G., Dawson, M., & Campbell, M., ‘Developing a national collaborative approach to 

prevent domestic homicides: Domestic homicide review committees’ (2013) Canadian 
Journal of Criminology and Criminal Justice 55(1) pp.137-155.

155   Mullane, F., The status of families after homicide needs to be raised (UK Home Office 2015).
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communicated from the outset. In many jurisdictions, due to the confidential 
nature of review team activities, family members will not necessarily receive much 
information on the case – only what can be made publicly available. Finally, a 
notable challenge for teams can be the differing perspectives of the victim’s and 
perpetrator’s families and this requires skill and sensitivity for teams to navigate 
during interviews and in reporting. Current best practice in restorative justice could 
be adapted to support family needs and to ensure necessary training for those 
intermediaries/facilitators/mediators. Such supports could possibly be explored in 
the context of strategic objective number 7 of the Department of Justice Action Plan 
2021, which aims to ‘deliver restorative justice safely and effectively’.156 Women’s Aid 
in its submission to this Study stated:157

‘Any DHR must also include the testimony of family members of the woman 
and the perpetrator and the informal community networks of both victim and 
perpetrator including friends, social groups, work colleagues and employers. 
We know from other jurisdictions that DHRs are a very important tool for 
families and loved ones to have their voices heard after often feeling let down 
by or voiceless in the Criminal Justice System. International research shows 
that family, friends and informal networks often have more information on the 
antecedents of a domestic violence fatality than statutory agencies. Families 
and friends bring to the table information often unknown to agencies as well as 
an understanding of the environment and of the constricted space for action 
the victim had faced. Family members are also invaluable to give the femicide 
victim a voice and a history that is not reduced to the manner of her death.’

5.5.11
They recognise the challenges involved and offer possible solutions:158

‘They do not attend every DHR meeting, which would be too traumatic for 
them and may not be conducive to agencies speaking openly about any 
shortcomings. Families should have the opportunity to be interviewed, review 
reports and attend a specially held panel meeting to ask questions on the 
report that they may have. They should also be consulted before publication of 
individual case reviews to make sure no sensitive or identifying information is 
published. While taking part in a DHR is often worthwhile for family members, it 
can also be very distressing. Therefore, families taking part in DHRs should be 
supported so as to minimise negative impact and maximise the potential for 
positive engagement.’

5.5.12
In its submission to the Review, the National Women’s Council of Ireland states:159

156   Department of Justice, Action Plan 2021 (2021) p.29. 
157    Women’s Aid, Submission to the Familicide and Domestic Homicide Review (2019).
158   ibid.
159   National Women’s Council of Ireland, Response to  Study on Familicide and Domestic 

Homicide Reviews (2019). 
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‘It is essential for there to be clear communication from the  outset with 
the family about the process and their role within it. Should they wish to be 
involved, they should be afforded every opportunity to comment on, inform  and 
improve services/responses to tackle domestic violence and abuse’.

5.5.13
The important insights that can be gleaned from family involvement in D&FVD 
Reviews have been highlighted in the literature.160 Family members can have 
invaluable insights into events prior to the death. The literature suggests that 
the family can represent the ‘absent voice of the victim’.161 A study of DHRs in the 
UK where there were children involved between 2011 and 2016 recognised that 
while there is a rhetoric around children’s voices, children appeared to be rarely 
invited to contribute to DHRs. Reasons given included: being too young; the 
risk of compounding trauma; and protecting anonymity. The study concluded: 
‘making children’s accounts and experiences more central to DHR narratives could 
strengthen both policy and practice in this area’.162 Recognising the capacity of 
children, adolescents and young people to inform prevention of, and responses to, 
domestic violence is key. Both Tusla and Barnardos have strong policies around the 
participation of young people in matters that impact their lives. Domestic violence 
deaths are not isolated incidents; trends in these deaths and in service responses 
must be used to inform decision-makers about where to target resources, and to 
change policies, laws and practices. It is important that experts on child welfare and 
child psychology are seen as integral to these processes, and that they play a role 
in ensuring young people’s voices and experiences are integrated into the review 
process. Death reviews evaluate the responses of agencies such as police, child 
protection, crisis accommodation or domestic violence services. Their evaluations 
must be harnessed towards the goal of ensuring agencies provide the most 
effective support possible, including for children, without causing further trauma to 
victims and their families. 

5.5.14 Interviewing perpetrators for reviews

5.5.14.1
There are many complexities when considering the inclusion of perpetrators as 
sources for reviews. It may be distressing to the victims’ surviving family members, 
it may be considered unnecessary or unfair as they will have already had their 
perspective represented in court, and the reliability of their input will be questioned. 
However, Professor Neil Websdale, Director of the National Domestic Violence Fatality 
Review Initiative in the U.S., recommends interviewing perpetrators for reviews.163 

160   Payton, J., Robinson, A., & Brookman, F., ‘United Kingdom’, in Dawson, M. (ed.), Domestic 
homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.91-124.

161   ibid.
162   Stanley, N. and Chantler, K., & Robbins, R., ‘Children and Domestic Homicide’ (2018) British 

Journal of Social Work 49 p.74.
163   Websdale, N., Personal Communication to Researcher, received March 2021
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This is because the information they provide may identify key lessons to be learned 
that would otherwise not be gathered from other sources. Ultimately, as the purpose 
of review teams is to learn lessons to prevent future similar deaths from occurring, 
it is recommended that the review team also interview perpetrators when seeking to 
understand a case. 

5.6  The Domestic and Family Violence Death 
Review  Process 

5.6.1 Selecting cases to review

5.6.1.1 
Review teams can differ as to whether they review all cases within their remit, 
or a selection of cases. In a recent analysis of review teams, 13 teams reviewed 
all relevant cases and 15 teams selected particular cases for review – based on 
specific referrals (from Coroners,, community members, review members or 
Government ministers) or on specific elements of the case (date of death, particular 
demographic factors).164 Similarly, a study of American review teams identified that 
half of the teams aimed to review all relevant cases, while the other half reviewed 
a subset based on information quality, specific case elements, cases known to 
members, cases members were interested in, or the impact of the case on the 
community.165 

5.6.1.2 
The selection of cases to review is one of the key ethical considerations of the review 
process. Examining a subset of cases can call into question reasons for prioritising 
certain cases over others and can increase the potential for bias in findings as a 
subset does not represent the entire spectrum of killings which have occurred.166 A 
consideration of the ethics of review teams suggested that if a review team decides 
to select a subset of cases, there should be clear rules or criteria for how cases are 
selected in order to mitigate ethical concerns.167 The ability of a team to review all 
cases will depend on the number of deaths that have occurred and the resources 
of time and funding made available to them. New Zealand has a similar population 

164   Bugeja, L., Dawson, M., McIntyre, S., & Poon, J., ‘Domestic/family violence death reviews: an 
international comparison’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.3-26.

165   Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 
partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).

166   Albright, D., Banks, L., Broidy, L., Crandall, C., & Campos, G., ‘Ethical conundrums in fatality 
review planning, data collection, and reporting: Viewing the work of review teams through the 
lens of evaluation’ (2013) Homicide studies 17(4) pp.436-456.

167   ibid.
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to Ireland and the review team there chooses a subset of cases to conduct in-depth 
reviews on (they do so using a prioritization framework – see Appendix H). However, 
the number of family violence deaths in New Zealand appears to be much higher 
than in Ireland. For example, Tolmie et al168 report that there were 126 family violence 
deaths in New Zealand between 2009 and 2012 with an average of 32 people per year. 
In Ireland, the public-domain data gathered for this Report estimates the figure here 
over that same period to be 33, with an average of 8 people per year (although this is 
likely to be an underestimation). Based on ethical considerations, and the potential 
number of cases in Ireland, this Report recommends that once the review team is 
established, it should review all eligible cases in a specified time period. 

5.6.2 Qualitative and quantitative approaches to the review process

5.6.2.1
There is considerable variation in the processes of reviews between and within 
countries. A study in the U.S. found that “the process teams used to review cases 
varied dramatically across settings’.169 However, common to the majority of death 
review processes is a systematic qualitative review of cases based on information 
from agencies and other individuals associated with the victim or perpetrator. 
Information on cases may be obtained from documentation and/or interviews with 
key informants. Figure 17 is a summary from the NDVFRI170 and Websdale (2020)171 

of the type of documentation that might be considered by review teams. Relevant 
information tends to be systematically extracted from sources using templates or 
frameworks developed for the purpose of the review. A range of the data collection 
templates used by review teams in the U.S. can be found at ndvfri.org. 

Figure 17.  Types of documentation reviewed in domestic and family violence 
death reviews

• Police department homicide logs

• Media accounts

• Crime scene investigation reports

• Detectives’ follow-up investigative reports including interview transcripts

• Details of any prior protective orders, temporary, and permanent

• Notice of service of protective orders

• Affidavits requesting issuance of protection orders

168    Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 
death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198

169   Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 
partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).

170   NDVFRI, ‘How many and what kinds of cases might a team review?’ (2016) Available at: https://
ndvfri.org/faq-items/many-kinds-cases-might-team-review/ (Accessed 21 February 2022).

171   Websdale, N., ‘Domestic violence fatality review: The state of the art’ in Geffner, R., et al, 
Handbook of Interpersonal Violence and Abuse Across the Lifespan (Springer 2021) p.9. 
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• Civil court data regarding divorce, termination of parental rights, child custody 

battles, or child visitation

• Any criminal histories of the perpetrators and victim

• Child protective agency summary data and prior abuse histories

• Summaries of psychological evaluations/reports appearing in public record 

documents such as police files

• Medical examiner/Coroner reports

• Autopsy report

• Crime scene photographs

• Workplace information

• Public health data including hospital emergency room data

•  Shelter/outreach data from advocates for battered women, if appropriate and 

legally permissible

• School data on children 

• Statements from neighbours, friends, witnesses, and so on. May be contained 

in police files as transcribed material, or in court documents/transcripts from 

trials

• Pre-sentence investigation report (probation)

• Parole information including notification of victims

• Information regarding weapons confiscation, purchase, background checks

• Drug and alcohol treatment data

• Mental health information

5.6.2.2
The depth of review can also vary. Some review processes may interrogate individual 
cases in significant detail, while others might entail more of a summary process. 
For example, the UK conducts detailed analyses of individual cases, while in the U.S. 
the Philadelphia Death Review team ‘reviews hundreds of women’s deaths per year, 
taking perhaps 30 minutes per review’.172 The extent to which cases are analysed will 
depend on the defined scope of the review process, what information the team has 
access to, and again, the number of cases to be reviewed in a year in relation to the 
time and funding afforded to the team.

5.6.2.3 
As well as reviewing cases on an individual basis, review teams may also gather 
data to produce regional or national statistics on the incidence of domestic and 
family violence deaths within their jurisdiction or country. The New Zealand team,173 

172   NDVFRI, ‘How many and what kinds of cases might a team review?’ (2016) Available at: https://
ndvfri.org/faq-items/many-kinds-cases-might-team-review/ (Accessed 21 February 2022).

173   Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 
death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.
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all Australian teams,174 Ontario,175 and Saskatchewan in Canada,176 and some teams 
in the U.S.177 conduct quantitative analyses on domestic and family violence deaths 
(depending on the definition they use) and do this alongside the qualitative case 
review process. This mixed-methods approach can help to ensure the best possible 
impact of the review team function. Examining individual cases can demonstrate 
the complexity and uniqueness of circumstances, and can keep a focus on the 
victim.178 On the other hand, collecting and reporting on population-level data can 
portray the scale and magnitude of the problem of domestic and family violence and 
identify important trends.179 A study of teams in America suggested that review team 
findings based on individual cases do well to persuade people to make changes at 
the local level, whereas the statistical approach can be persuasive for changes to 
policy and practice at the national level. In relation to this, a team member in the 
U.S. noted, ‘I think in order to get buy in, you need a combination of the two things, 
a powerful story and the numbers to back it up’.180 In the UK, there is no national 
reporting of data on deaths and this has been noted as a limitation to the current 
process.181

5.6.2.4 
Regardless of the domestic and family violence death review process, it is 
imperative to have robust national data on these deaths. The New Zealand team 
does not conduct in-depth examinations of all deaths, but they do collect and 
report on data from all family violence deaths. They first collect information on all 
homicides, and once they identify a death that falls within their remit they collect 
a standard set of details which forms their core data set.182 To access this data, 
they have agreements with key agencies that hold relevant data (Police, Ministry 
of Justice, Department of Corrections, Department of Children, Youth and Family, 
Ministry of Health and Coronial Service). In New South Wales, one of the core 
functions of their team is to ‘establish and maintain a database so as to identify 
patterns and trends relating to such deaths’.183 To establish the database, the team 
had to identify the data variables that were important to report on, and also conduct 
retrospective analysis of cases to include in the database. This was to ensure there 
was a sufficient number of cases to enable examination of patterns or trends in 

174   Butler, A., et al, ‘Australia’ in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.125-158.

175   Office of the Chief Coroner Province of Ontario, Domestic violence death review committee 
2017 annual report (2018).

176   Ministry of Justice Saskatchewan, Saskatchewan domestic violence death review report 
(2018)

177   Websdale, N., Celaya, A., & Mayer, S., ‘United States’, in Dawson, M. (ed.), Domestic homicides 
and death reviews: An international perspective (Palgrave McMillan 2017) pp.27-58.

178   Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 
partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).

179  ibid.
180  ibid.
181   James, L., Domestic homicide reviews in Wales: Illuminate the past to make the future safer 

(Unpublished 2018). 
182   Family Violence Death Review Committee, Third report: January 2011 to December 2012 

(Wellington Health Quality and Safety Commission 2013).
183   Domestic Violence Death Review Team New South Wales (NSW), NSW Domestic Violence 

Death Review Team: Annual Report 2017-2019 (NSW Government 2020) p. 3.
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deaths as ‘from a statistical perspective [these deaths] are relatively rare’.184 In New 
South Wales, they conducted retrospective analysis on deaths occurring on or after 
1 July 2000 – this specific date was chosen as it was when the National Coroners 
Information System (NCIS) was introduced.185 The NCIS is a national internet-based 
system that stores information about every death reported to an Australian Coroner 
since 1 July 2000.186 They also used CourtNet – the Coroner’s Court’s system, which 
includes detailed information on New South Wales case law. The New South Wales 
team is now able to maintain and update the data in the database as they continue 
to conduct in-depth reviews of all relevant cases in their jurisdiction. 

5.6.2.5 
Under the Australian Network, all death review teams are required to create and 
maintain a database of all relevant deaths. The following list is the national 
minimum data set that teams are required to collate and maintain to provide 
detailed population statistics on domestic and family violence deaths:187

• Homicide details (including event details, location of death, manner 
of death, criminal/coronial outcome, whether homicide offender was 
domestic violence abuser or victim (or both) in the life of the relationship);

• Demographic details of domestic violence victim and domestic violence 
perpetrator (including residency, age, country of birth, Aboriginal or Torres 
Strait Islander status, occupation, disability status and immigration 
status);

• Case characteristics (including histories of protection orders, current 
family law proceedings, separation, financial issues, unemployment, 
mental health issues);

• Histories of violence (including types of violence - emotional/
psychological, sexual, physical, verbal and social, and including 
disaggregated data, where available);

• Homicide victim and perpetrator characteristics (including psychiatric 
treatment history, substance abuse history, criminal record, service 
contact); and

• Relationship characteristics between homicide victim and offender.

5.6.2.6 
As mentioned earlier, it is important to differentiate between different types of 
deaths when reviewing and reporting on a case, due to the unique dynamic of every 
murder. When reporting on national statistics, it is important to disaggregate 

184   Domestic Violence Death Review Team NSW, NSW Domestic Violence Death Review Team: 
Annual Report 2010-2011 (NSW Government 2011) p.22.

185   Australian Human Rights Commission, A national system for domestic and family violence 
death review (2016).

186   Domestic Violence Death Review Team NSW, NSW Domestic Violence Death Review Team: 
Annual Report 2010-2011 (NSW Government 2011) p.22.

187   Domestic Violence Death Review Team NSW, NSW Domestic Violence Death Review Team: 
Annual Report 2013-2015 (NSW Government 2015) p.126.
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according to the type of killing, for example of intimate partners, of children, and 
of other family members. The review team should take a mixed-methods approach 
by conducting qualitative reviews of individual cases and providing national 
quantitative data on domestic and family violence deaths. This data should be in 
such format to be comparable, of utility for potentially reporting under Istanbul 
Convention requirements, and be available to access potentially in the public 
domain or under requests for example by researchers, policy makers etc. The body 
assigned responsibility for these reviews should immediately be enabled to reach 
out to various entities, to devise a plan to work towards a minimum dataset for 
national reporting on domestic and family violence deaths. These entities include, 
but are not limited to the following: the Department of Justice Criminal Justice 
Operational Hub (CJOH), which is led by that Department in collaboration with the 
following agencies: 

• An Garda Síochána; 
• the Courts Service; 
• the Irish Prison Service;
• the Probation Service; 
• the Legal Aid Board; 
• the Office of the DPP; 
• Forensic Science Ireland; 
• the Policing Authority; and 
• the Irish Youth Justice Service.188  

5.6.2.7 
This review team should also reach out to the Central Statistics Office. Other 
relevant data agencies that collect data that should be engaged with include: 

• Tusla; 
• the Office of the State Pathologist; 
• the Parole Board;  
• the Mental Health (Criminal Law) Review Board; 
• the Coroner’s Society of Ireland; 
• the General Register Office; 
• Women’s Aid; and 
• Maternal Death Enquiry-Ireland, and others.

5.6.2.8 
This plan should include consideration of any work underway for national reporting 
under the Istanbul Convention and the potential for making an appropriate version 
of the dataset available to researchers, and other data users. The review team should 
conduct retrospective analysis of domestic and family violence deaths in the State 
in order to facilitate the examination of patterns and trends in such deaths. In the 

188  Discussed in more detail  in Chapter 2: Data Collection and Prevalence of Domestic Homicide 
and Familicide in Ireland.
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interim period before a national minimum dataset becomes available, the data 
collected for this Study could be utilized as a starting point.

5.6.3 Collating and reviewing case information

5.6.3.1 
The information on cases available to teams for review will vary depending on 
legislation and local information sharing agreements. This will be discussed in 
more detail in the next section of this Chapter ‘Accessing information for reviews 
and consideration of confidentiality’. This, of course, has implications for how 
teams collate information. Teams collate information for review in various ways 
some teams will be provided with a detailed case file on relevant information 
gathered (e.g., from the Coroner in Ontario189) and others will be required to seek 
out this information. Teams in the UK and the team in New Zealand seek out this 
information from relevant bodies, although the manner in which they receive the 
information differs. In the UK, the assigned chair requests all relevant agencies 
to submit a standardised Individual Management Review (IMR) based on their 
interactions with the victim or perpetrator.190 In New Zealand, two team members 
read the original agency files to ensure a more independent perspective.191 Teams 
may also conduct interviews with agency representatives and/or family and others 
associated with the victim and perpetrator. 

5.6.3.2 
Teams attempt to describe and understand individual cases in a number of ways: 

• By extracting relevant information and coding it into a standardised data 
collection template;

• By developing a timeline of the case;
• By writing a narrative of events. 

 

5.6.3.3 
The more holistic and longitudinal nature of the D&FVD Reviews process can help to 
address the dissatisfaction expressed by some of the family members interviewed 
that inquests focus on what happened on the day of their family member’s death, 
rather than considering for example, the relationship history. Considering the 
context of their relative’s death more broadly offers important insight for prevention. 
As Valerie, a family member, stated:

189   Dawson, M., Jaffe, P., Campbell, M., Lucas, W., & Kerr, K., ‘Canada’, in Dawson, M. (ed.), Domestic 
homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.59-90.

190   UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide 
reviews (2016). 

191     Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 
death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.
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‘….they only concentrated on the morning of the event. That’s the only thing that 
came up the day of the inquest, the morning…’

5.6.3.4
The following extract from a New South Wales report can give an understanding of 
what teams may consider about individual cases:192

• Deceased/homicide perpetrator profiles – including demographic 
information such as: age; sex; ethnicity; family history; education history; 
relationship status; housing status; employment history; and criminal 
history; 

• A chronology of events – including any relevant events, both proximal and 
distal, to the death; 

• The domestic violence ‘status’ of the deceased/ homicide perpetrator, 
i.e. whether they were the domestic violence victim or domestic violence 
abuser in the relationship; 

• Relationship history – including the nature, duration and history of the 
relationship between the homicide victim and perpetrator; 

• Details of the death – as determined by the available material; 
• Any criminal justice outcome; and 
• Service contact and response history – including the availability and 

effectiveness of any services and systems, and any failures that may have 
contributed to, or failed to prevent, the death.

5.6.3.5 
Review teams will generally try to identify whether there were key opportunities 
for intervention, support and/or protection in systems and services that could be 
improved upon. Some review teams will also try to identify areas of best practice, 
for example, based on agency coordination, communication and collaboration.193 
The New Zealand team uses an analytic framework to examine the ways in 
which different agencies worked together, to identify whether there were missed 
opportunities for effective intervention in respect of the family violence, and whether 
there were systemic factors which may have prevented effective interventions194 (see 
Appendix I for this framework). 

5.6.3.6
Teams may also try to identify areas of risk in the lead-up to the killing. Teams 
vary in how they use risk markers – some may use those identified in the research 

192   Domestic Violence Death Review Team New South Wales (NSW), NSW Domestic Violence 
Death Review Team: Annual Report 2017-2019 (NSW Government 2020).

193   Websdale, N., Ferraro, K., & Barger, S. D., ‘The domestic violence fatality review clearinghouse: 
introduction to a new National Data System with a focus on firearms’ (2019) Injury 
epidemiology 6(1) 6.

194   Family Violence Death Review Committee, Third report: January 2011 to December 2012 
(Wellington Health Quality and Safety Commission 2013).
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literature, others may include risk factors based on their own practice wisdom, and 
in some cases, teams do not make it clear why they have included particular risk 
factors.195 See Appendix J for the list of risk factors examined by the Queensland 
review team in examining intimate partner homicides (their reports offer detailed 
descriptions of each risk factor).196 Identifying risk factors is a core part of the review 
process in Ontario. Using research evidence and their own work, they have developed 
a checklist of 40 risk factors, which they state, ‘capture the potential for lethality 
within a relationship’.197 They review case material and count how many risk factors 
were present in each particular case. Between 2003 and 2015, the Ontario team 
reviewed 261 cases and found that in around 70% of cases, 7 or more risk factors had 
been present.198 Four of the cases had none of the risk factors. The range in numbers 
of risk factors across cases was one to 25. The most common risk factors were a 
history of domestic violence (71% of cases) and an actual/pending separation (67% 
of cases). One caveat in the use of risk factors is that it must be noted that risk 
factors can also exist in circumstances which do not end up in murder, and as such 
are not ultimately predictive of murder.199 There will also be different types of risk 
factors depending on the type of family killing under consideration. Risks are further 
discussed in this Report in Chapter 6.

5.6.3.7 
In order to ensure a scientific approach to the case review process and to instil 
confidence in the validity and reliability of the team’s work, it is important that 
the team follows a standard, systematic approach for each case. A ‘coherently 
designed and consistently applied fatality review process with a well-documented 
standardized methodology’ was emphasized as critical in consideration of the 
ethics of review teams.200  

5.6.4 Accessing information for reviews and consideration of confidentiality

5.6.4.1 
Review teams get access to information necessary for their review in a number of 
ways they may be empowered through the legislation which has established them, 
or through legislation applicable to where they are housed (e.g the Ombudsman 
in Western Australia, the Office of the Chief Coroner in Ontario, Canada), and 
through agreements with respective agencies. The proposed Domestic Violence Bill 
2019 did make provision for the reviewer to ‘to seek and receive information and 

195   Dale, M., Celaya, A., & Mayer, S., ‘Ethical conundrums in the establishment and operation of 
domestic/family violence fatality reviews’ in Dawson, M. (ed.), Domestic homicides and death 
reviews: An international perspective (Palgrave McMillan 2017) pp.229-256.

196  Appendix J
197   Dawson, M., Jaffe, P., Campbell, M., Lucas, W., & Kerr, K., ‘Canada’, in Dawson, M. (ed.), Domestic 

homicides and death reviews: An international perspective (Palgrave McMillan 2017) p.68.
198   ibid.
199   ibid.
200   Albright, D., Banks, L., Broidy, L., Crandall, C., & Campos, G., ‘Ethical conundrums in fatality 

review planning, data collection, and reporting: Viewing the work of review teams through the 
lens of evaluation’ (2013) Homicide studies 17(4) pp.436-456.
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documentation from any person or legal entity that may have relevant information 
or documentation pertaining to the Domestic Homicide Review’.201 The Study Team 
strongly agrees with this intention, that the review team should have a legislative 
mandate to access information relevant to their work akin to the access afforded to 
inspectorates, regulatory authorities, and Ombudsmen. 

5.6.4.2 
Currently in Ireland, death reviews of children who have been in care or known to 
Tusla have no legislative mandate for accessing information.202 As a result, collating 
relevant information has relied on the goodwill of data holders and networks of 
professional contacts to encourage information sharing. Unfortunately, under this 
model, information has not always been forthcoming. The limitation to this approach 
has been recognized and there is a process underway to expand the powers afforded 
to these reviews. Without a legislative mandate a domestic and family violence death 
review team would likely receive patchy information, and this would undermine any 
systematic approach to case review. 

5.6.4.3 
Seeking and receiving information on victims and perpetrators is complex and 
even if legally mandated will require building relationships with key agencies 
and developing information sharing protocols. The advisory group has expressed 
their concern about the length of time these processes may take and have urged 
an efficient and expedient process building on pre-existing negotiations and 
agreements. 

5.6.4.4 
The balance of individual privacy rights and what is in the public interest is a 
challenge for the domestic and family violence review process.203 The victim’s right 
to privacy is something for review teams to consider, and has been an issue in some 
teams in the U.S. where some team members from domestic violence shelters would 
not share information on the victim as it was ‘the ultimate form of violating that 
woman’s sovereignty’.204 Conversely, other team members felt that this was a missed 
opportunity to help inform the work of the review team. Accessing information on 
living perpetrators may be a challenge, as privacy laws will protect from accessing 
their information if they do not consent to it being shared with the review process. In 
Ireland, the processing of personal data of living people is protected under General 
Data Protection Regulation (EU) 2016/679 (GDPR),205 but it should be noted that that 
Regulation does not apply to the processing of personal data of deceased persons 

201  Domestic Violence (Amendment) Bill 2019. 
202  Buckley, H., Personal Communication to Researcher, received February 2020.
203   Thompson, R. H., ‘Confidentiality and fatality review - Fatality review bulletin’ (2002) National 

Domestic Violence Fatality Review Initiative.
204   Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 

partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).
205  General Data Protection Regulation (GDPR) 2018.
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and it is therefore feasible that criminal justice agencies who have such data could 
be of service. Special category data such as health data is prohibited from being 
processed unless under particular circumstances. One of these circumstances is 
‘for reasons of substantial public interest […] on the basis of Union or Member State 
law which shall be proportionate to the aim pursued, respect the essence of the 
right to data protection and provide for suitable and specific measures to safeguard 
the fundamental rights and the interests of the data subject (Article 9.2 (g) and 
(j)).’ Similarly, while certain professionals are typically bound by confidentiality, 
they can share records or information on individuals in exceptional circumstances. 
A review of relevant codes of professional conduct/ethics finds that these bodies 
acknowledge that disclosure of confidential information may be necessary if 
required by law – which could occur if the review body are so empowered. Disclosure 
of confidential information may also occur:

• If in the public interest (registered medical practitioners);206

• If to protect the interests of society (nurses and midwives);207

• To prevent harm to the service user or a third party or to prevent harm to 
the public at large (social care workers);208

• If necessary to meet a statutory duty of candour (psychiatrists);209

• If in circumstances of actual or possible serious physical harm or death 
(psychologists).210

5.6.4.5 
The Study Team believe having access to data on a perpetrator would enhance 
the review team’s understanding of a case (e.g., their interactions with services/
supports) and accordingly help develop relevant recommendations which would 
fall under the category of ‘substantial public interest’. In the UK, the Department 
of Health has made clear their position: ‘where there is evidence to suggest that a 
person is responsible for the death of the victim their confidentiality should be set 
aside in the greater public interest’.211 In line with this, the Home Office statutory 
guidance gives health professionals the authority to share this information.212 
Despite this, the recent report on review teams in Wales found that some review 
teams had experienced challenges with local health boards refusing to disclose 
information on perpetrators.213 Interviews with stakeholders in the UK for this 
report suggested that disclosure was supported at local level, but health leaders 

206   Irish Medical Council, Guide to professional conduct and ethics for registered medical 
practitioners (amended) (8th edn 2019) p.27. 

207   NMBI, Code of professional conduct and ethics for registered nurses and registered midwives 
(2014) p.24.

208   CORU, Social care workers registration board code of professional conduct and ethics (2019) 
p.9.

209   Human Rights and Ethics Committee, Professional ethics for psychiatrists (College of 
Psychiatrists of Ireland 2019) p.9.

210  Psychological Society of Ireland, Code of professional ethics (2011) p.6
211   UK Home Office, Multi-agency statutory guidance for the conduct of domestic homicide 

reviews (2016) p.27.
212   James, L., Domestic homicide reviews in Wales: Illuminate the past to make the future safer 

(Unpublished 2018); and UK Home Office, Multi-agency statutory guidance for the conduct of 
domestic homicide reviews (2016).

213   James, L., Domestic homicide reviews in Wales: Illuminate the past to make the future safer 
(Unpublished 2018).
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had instructed local staff not to disclose. Reasons for these instructions despite the 
position of the UK Department of Health are unclear. What is clear from this example 
is that in Ireland, an agreement must be made between the responsible body for the 
reviews and relevant professional bodies, and effectively communicated to staff on 
the ground so that anyone who is asked to share confidential information with the 
review team feels secure and supported in their decision to share. They should also 
be confident in knowing how the information they share will be securely stored, how it 
will be used and reported, and how it will be destroyed.

5.6.4.6 
In review teams, having access to such sensitive information means that 
confidentiality is a key concern of teams and the agencies and individuals sharing 
their information.214 Confidentiality is also important in relation to particular areas of 
victims’ lives, especially sensitive information the team may have access to which 
may inform the review but is not relevant for anyone outside of the team to know. As 
such, it is standard practice for teams to sign confidentiality agreements stating that 
information shared and discussed within the review team cannot be shared outside of 
the team.215 Knowing that what is discussed in a review is confidential can encourage 
information sharing with the review team by relevant bodies and within the team 
itself.216 According to a review team member in the U.S.:

‘The benefit of confidentiality is that we get the information that we want, which 
we would not if people were afraid of it ending up in the newspaper or on the 
television. If people did not believe that the information they shared was going to 
be treated confidentially, whether it was a mother talking about her daughter or a 
Coroner talking about the autopsy, they would not give us the information’.217

5.6.4.7
A new Bill establishing the domestic and family violence death review process in 
Ireland should empower the review team to seek and receive information from any 
person or legal entity that may have relevant information or documentation pertaining 
to a particular case. A legislative review is required of legal entities who are required 
to collaborate with the review team to enable them to share information requested 
where they are indemnified in doing so. The body responsible for the review process 
should link in as appropriate with the regional Multi-Agency Critical Planning and 
Response (MACPAR) teams proposed in Chapter 3. They should engage with senior 
management within key agencies who will be expected to share information with 
the review team to make them aware of the legislation and to draw up information 
sharing agreements. This should then occur for each agency or body information 
is requested from depending on each case. The body responsible for the review 

214   Dale, M., Celaya, A., & Mayer, S., ‘Ethical conundrums in the establishment and operation of 
domestic/family violence fatality reviews’ in Dawson, M. (ed.), Domestic homicides and death 
reviews: An international perspective (Palgrave McMillan 2017) pp.229-256.

215   ibid.
216   Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 

partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).
217   ibid.
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process should also engage with senior representatives in the Medical Council, 
the Nursing and Midwifery Board of Ireland, the College of Psychiatrists Ireland, 
CORU, the Psychological Society of Ireland, the Irish Association for Counselling 
and Psychotherapy and any relevant others to agree an approach to professionals 
sharing information on living perpetrators, deceased perpetrators or deceased 
victims for the purpose of a domestic and family violence death review. This may 
include consultation with professionals around the assurances they need in the 
event they are asked to share information. The body responsible for the review 
process should agree a communication to be cascaded through each organisation/
representative body to outline any legislative basis for sharing information, the 
exceptional circumstances of a domestic and family violence death, how the 
review process is in the greater public interest and the rules of confidentiality the 
review team would be bound by. Review team members should take an oath of 
confidentiality and confidentiality agreements should be signed by team members 
at every meeting where case information is discussed.  

5.6.5 Liability of reviewers

5.6.5.1 
As well as ensuring those who share information with the review team are protected, 
it is important that protections are afforded to the members of the review team, and 
legislation is often used to do this. The text of the Domestic Violence Bill 2019 did 
seek to protect members from liability for damages for any of their work conducted 
as part of the review.218 

5.6.5.2 
In other countries, the work of the review team is protected from subpoena.219 Teams 
in the UK are not afforded this protection and there is some evidence to suggest 
this has hindered the work of their domestic homicide review teams.220  Future 
legislation should include a section on protecting review team members from 
liability for damages for any of the work they conducted as part of the review 
process, in circumstances where they abide by best practice and due diligence in 
the execution of their duties.221 Future legislation should also make provisions to 
protect any material collected or developed as part of the case review process from 
being subject to disclosure in litigation or subject to disclosure under the Freedom 
of Information Act.222  

218   Domestic Violence (Amendment) Bill 2019.
219   Websdale, N., ‘Reviewing domestic violence deaths’ (2003) National Institute of Justice 

Journal 250 pp.26-31; and Watt, K. A., Domestic violence fatality review teams: collaborative 
efforts to prevent intimate partner femicide (University of Illinois at Urbana-Champaign PhD 
dissertation 2010).

220   Monckton-Smith, J., A study on intimate partner homicide (including familicide), domestic 
homicide reviews and related matters: interim considerations - A draft report on current 
practices in the UK (Unpublished 2019).

221   See the detailed recommendations at the end of this Chapter.
222   See Recommendation Five 7 at the end of this Chapter.
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5.6.6 Making recommendations and monitoring their implementation 

5.6.6.1 
Review teams in other jurisdictions make recommendations on system changes,223 
and they may do this based on individual cases (e.g. in the UK) or on themes that 
have emerged across multiple cases. All jurisdictions in Australia are empowered to 
make recommendations to Government and non-governmental bodies.224 In the UK, 
recommendations for various bodies are made in partnership with representatives 
from the particular agencies (these may be review team members)225 and the 
team in New Zealand work extensively with key stakeholders who are the focus of 
recommendations.226 In the U.S., teams have found that making recommendations 
in conjunction with respective agencies has helped to resolve tensions between 
their ‘no blame or shame’ ethos and the issue of accountability in cases where there 
were clear system failures.227 

5.6.6.2 
A useful reference point when considering recommendations arising from 
reviews is a study in 2013 which examined the recommendations made in 
five child protection-related inquiries between 1993 and 2010 in Ireland.228 
All recommendations made by the inquiries and the extent to which these 
recommendations had been implemented were explored by the authors. 
Stakeholders related to these inquiries expressed some dissatisfaction in relation 
to the quantity, predictability, vagueness and repetitiveness of recommendations. 
Furthermore, the authors discovered that implementation of recommendations had 
varied - some were implemented, some were implemented locally but not nationally, 
some were implemented in the short-term but then practices had reverted back, 
and in some instances it was not possible to identify whether changes had 
been fully implemented by front-line practitioners. There was also a sense of 
‘recommendation fatigue’ due to a series of inquiries. These are key points for any 
review team to be cognisant of. One suggestion from one of the report authors was 
that recommendations be made in collaboration with the relevant stakeholders 
in order to foster a shared learning of the reason for the recommendation and so 
that recommendations can be shaped by stakeholders’ contextual knowledge. This 
method would hopefully limit negativity around recommendations, encourage buy-

223   Bugeja, L., Dawson, M., McIntyre, S., & Poon, J., ‘Domestic/family violence death reviews: an 
international comparison’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.3-26.

224   Butler, A., et al, ‘Australia’ in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.125-158.

225   Payton, J., Robinson, A., & Brookman, F., ‘United Kingdom’, in Dawson, M. (ed.), Domestic 
homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.91-124.

226   Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 
death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.

227   Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 
partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).

228   Buckley, H., & O’Nolan, C., An examination of recommendations from inquiries into events in 
families and their interactions with State services, and their impact on policy and practice 
(Department of Children and Youth Affairs 2013).
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in and ensure recommendations are more feasible and realistic. This report also 
offers a useful template for drafting recommendations – see Figure 18 below, which 
is taken verbatim from the report.

Figure 18: CLEAR template for developing review recommendations

 

Case for change: A convincing case for change needs to be outlined as change may 

require modification of norms, perspectives and behaviours, as well as structures 

and policies. 

 

Learning-oriented: Identify key learning points and any training/skill gaps that need 

to be addressed. 

 

Evidence-based: Recommendations must draw on an evidence base when 

identifying solutions to policy and practice deficits identified in the report. 

 

Assign responsibility: Each recommendation should identify the discipline, 

directorate or organization with responsibility for implementation, recognizing that 

some recommendations will require a collaborative response.  

 

Review: Recommendations should be written in a manner that facilitates review. 

This can be achieved by clearly specifying desired outcomes and time lines, and any 

additional resources required to achieve them.  

5.6.6.3 
One caveat to making recommendations in partnership with agencies is that in 
some cases in the UK, recommendations are being diluted by agencies due to 
defensiveness, lack of willingness to change and a lack of resources.229 What is 
notable is that these are typical barriers to implementing change230 and indeed 
have been reported as barriers to implementing recommendations in other review 
teams.231 Collaborating and negotiating with agencies to make realistic and 
useful recommendations requires skills in areas such as quality improvement, 
change management or implementation science. Indeed, the importance of these 
skills is further evidenced by findings in other countries that in some instances, 
recommendations from review teams have reached a saturation point232 – akin 

229   Monckton-Smith, J., A study on intimate partner homicide (including familicide), domestic 
homicide reviews and related matters: interim considerations - A draft report on current 
practices in the UK (Unpublished 2019).

230   Burke, K., Morris, K., & McGarrigle, L., An Introductory Guide to Implementation (Centre for 
Effective Services 2012); Storer, H. L., Lindhorst, T., & Starr, K., ‘The domestic violence fatality 
review: Can it mobilize community-level change? (2013) Homicide studies 17(4) pp.418-435. 

231   Starr, K., Hobart, M., & Fawcett, J., Findings and Recommendations from the Washington State 
Domestic Violence fatality review (Washington State Coalition Against Domestic Violence 
2004). 

232   Storer, H. L., Lindhorst, T., & Starr, K., ‘The domestic violence fatality review: Can it mobilize 
community-level change? (2013) Homicide studies 17(4) pp.418-435.
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to the repetition of recommendations found in the study of five previous child 
protection inquiries in Ireland. If recommendations are being repeated, it suggests 
that the same issues keep arising which may mean that previous recommendations  
 
 i) have not been implemented at all,  
 ii) have only been partially implemented, or  
 iii) have not been successfully implemented.  
 
This awareness of such challenges in making recommendations has been 
expressed and embodied in the processes of the New Zealand review team, who 
state that recommendations ‘are best understood as the beginning of a change 
conversation with an organisation’.233

5.6.6.4 
Although the key goal of reviews is to make recommendations to improve the 
systems and supports available to individuals and families, one of their key 
limitations is that their functions and deliberations do not tend to be explicitly 
informed by theories or knowledge of system change.234 It is also not clear whether 
the interlocking nature of the entire family violence system is considered when 
recommendations are being made. The most sophisticated level of scrutiny and 
consideration of the family violence system is apparent in New Zealand. The team 
in New Zealand initially followed the typical process of making recommendations 
for change to individual organisations.235  However, over time they began to feel 
this method was not enough – ‘It is impossible to reform a complex system by 
tinkering with one aspect of it at a time’.236 In turn, they evolved to also make 
recommendations for whole of system change and for changes needed in 
conceptual thinking to support system change.237 Indeed, in 2016 they changed 
their recommendation format entirely and provided only systemic reform 
recommendations.238 The New Zealand team highlighted an issue that is likely 
relevant to many countries, which is that the system of services responding to 
domestic and family violence is not a system by design. Rather it is a system by 
default, and is largely made up of services and supports based in other systems 
designed to deal with matters such as health or crime. In addressing this, in their 
most recent report, the New Zealand team sketched a visual map of their current 
domestic and family violence system and then proposed an alternative map of a 
more coherent system.239 

233   Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 
death reviews: An international perspective (Palgrave McMillan 2017) p.184.

234   Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 
partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).

235    Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 
death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.

236   ibid.
237   ibid; and Family Violence Death Review Committee, Fifth report: January 2014 to December 

2015 (Wellington Health Quality and Safety Commission 2016).
238   Family Violence Death Review Committee, Fifth report: January 2014 to December 2015 

(Wellington Health Quality and Safety Commission 2016). 
239    ibid.
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5.6.6.5 
In terms of ensuring agencies engage with the review process, the Domestic 
Violence Bill 2019 made provisions for statutory bodies to participate in the review 
process,240 of which implementing recommendations would be one element. This 
is common practice in other countries and the Study Team would recommend this 
approach in Ireland. Other ways to ensure the participation of non-governmental 
bodies may need to be considered, including, for example, a term in Government 
funding agreements that the grant recipient should participate in reviews. As for 
the monitoring of the implementation of review recommendations, some teams 
have reported that their role is to promote understanding and awareness with their 
recommendations, rather than ensuring action by making them happen. However, 
some teams have evolved over time to monitoring implementation once they 
realised there was no action being taken on their recommendations.241 According to 
a review team member in the U.S.: 

‘I think before we started doing this work most of the teams made 
recommendations that went in the report and sat there. Well, what happens 
to them and what is the purpose of developing them? How are people going 
to know that they are even there and the reason for them if you do not take it 
a step further? Because you can make all the recommendations in the world 
and if they are not looked at by the people who have the ability to change the 
policies and procedures, then you are just creating something to put on my 
shelf’.242 

5.6.6.6 
In some instances, teams that were not involved in making change eventually 
had challenges with member attendance and commitment and in the end some 
teams stopped operating.243 In the UK there is no mechanism for monitoring 
implementation and a recent report outlined this as a limitation to their process 
because ‘nobody knows whether they are making any difference at all, but the fact 
the same themes keep presenting themselves suggest they are not’.244

5.6.6.7 
As well as monitoring recommendations, review teams may also assist in 
implementation or less commonly, in developing an action plan for implementing 
the recommendation.245 In Victoria, Australia, agencies are mandated to give a 

240  Domestic Violence (Amendment) Bill 2019. 
241   Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 

partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).
242   ibid.
243   Dale, M., Celaya, A., & Mayer, S., ‘Ethical conundrums in the establishment and operation of 

domestic/family violence fatality reviews’ in Dawson, M. (ed.), Domestic homicides and death 
reviews: An international perspective (Palgrave McMillan 2017) pp.229-256.

244   James, L., Domestic homicide reviews in Wales: Illuminate the past to make the future safer 
(Unpublished 2018) p.3.

245   Watt, K. A., Domestic violence fatality review teams: collaborative efforts to prevent intimate 
partner femicide (University of Illinois at Urbana-Champaign PhD dissertation 2010).
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response on their progress in implementing actions.246 While recommendations in 
Ontario are not legally binding, agencies are requested to provide an update within a 
year.247 

5.6.7 Publishing reports

5.6.7.1 
Teams tend to make their reports publicly available, and they are most often 
published annually.248 Reports are published as they are in the public interest and 
are ultimately for preventative purposes. In the UK and parts of Canada, teams 
publish reports on individual cases whereas in, for example, New Zealand and 
Australia, findings from a number of cases are aggregated in the reports. The 
amount of detail on cases varies. For example:

• The UK reports are in-depth anonymised reviews of single cases that 
outline the life and death of an individual in detail;

• In New South Wales, they include an anonymised summary of all cases 
they have reviewed within a particular time period in one report; and 

• In New Zealand, their public facing report may include some case details 
(anonymised), but overall, they undertake a very cautious approach and 
ensure that case details are de-identified as much as possible due to 
concerns over confidentiality breaches. 

5.6.7.2 
Deciding how much detail to include in a public report can be contentious. The New 
Zealand team has noted that because of their strict rules around confidentiality 
they cannot report on personal stories and because of this they feel they are missing 
a ‘powerful tool’.249 However, they acknowledge that they have such wide-ranging 
access to information because of confidentiality assurances.250 As noted, reports 
are anonymised in the UK, although this can cause issues if a family wants details 
and/or names of victims to be made public. While the Study Team acknowledges 
and understands the desire of some families to make public details of their family 
member’s life and killing, the Study Team recommends a more cautious approach, 
and that any case details published in a public report be anonymised. The Study 
Team believes this is necessary for the confidentiality of the review process and for 
the protection of any children of the victims and/or perpetrators and other survivors. 

246    Bugeja, L., Dawson, M., McIntyre, S., & Poon, J., ‘Domestic/family violence death reviews: an 
international comparison’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.3-26.

247   Dawson, M., Jaffe, P., Campbell, M., Lucas, W., & Kerr, K., ‘Canada’, in Dawson, M. (ed.), Domestic 
homicides and death reviews: An international perspective (Palgrave McMillan 2017) pp.59-90.

248    Bugeja, L., Dawson, M., McIntyre, S., & Poon, J., ‘Domestic/family violence death reviews: an 
international comparison’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.3-26.

249    Tolmie, J., Wilson, D., & Smith, R., ‘New Zealand’ in Dawson, M. (ed.), Domestic homicides and 
death reviews: An international perspective (Palgrave McMillan 2017) pp.159-198.

250   ibid.
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The Study Team feels that, according to the role of the review team, it is in the public 
interest to publish what changes are being made and progress on same rather 
than details of individual cases. In the UK, reports are in-depth into one case and 
are based in a particular geographical region, meaning there are serious limits to 
their ability to truly anonymise cases. In Ireland, with a much smaller population 
this would be even more of a challenge and as such, individual reports are not 
recommended. 

5.6.7.3 
An examination of the publicly available reports in the U.S., Canada, the UK, New 
Zealand and Australia indicates that reports may include:

• Details on the establishment of the team;
• Details on the team’s processes – definitions used, cases selected and 

criteria for selecting cases, method of review, framework of analysis, terms 
of reference, membership;

• Regional/national statistics on domestic and family violence deaths;
• Details of specific case reviews – e.g. the chronology, the key points, risk 

factors; 
• Overarching lessons and recommendations;
• Specific focus on a particular theme – e.g., ethnic minorities and family 

murders;
• Progress on the previous year’s recommendations.

5.6.7.4 
The review team should publish reports that synthesise findings from a number 
of cases within a particular time period, and which are made publicly available but 
at the same time must protect the identity of survivors. The review team should 
publish reports on a regular basis (e.g. annually, biennially or triennially depending 
on report format and ensuring protection from identifying individual cases). On 
establishment, the review team should develop a template for an annual report. 
The review team should make every effort to de-identify case details to protect the 
anonymity of victims and those who have shared information with the review team. 
The review team should explore ways in which they can balance anonymity of case 
details with ways they can ensure victims are appropriately acknowledged and 
represented – for example, including quotes on the victim from family members at 
the beginning of the report. All reports of the review team should be made available 
to the public on a team website. 

5.6.8  Monitoring and evaluating the domestic/family violence death review 
process

5.6.8.1
When examining the models of domestic and family violence death reviews in 
other countries, it is clear that models in place tend to be dynamic and evolve over 
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time. They have refined and/or expanded their definitions of cases to review, they 
have changed their approach to review, they have expanded their scope with new 
objectives, they have introduced or amended legislation relating to reviews, they 
have evolved in how they include families and others associated with victims and 
perpetrators, and they have changed in whether they make recommendations, and 
in how recommendations are monitored. The model used in Ireland will also need to 
be responsive to change. The Study Team recommends instituting a review process 
to monitor how the model of domestic and family violence death review is working 
in Ireland. This process should include both an appraisal of initial implementation 
to address any early issues and a regular monitoring process once the model is 
established.

5.6.8.2 
Formal evaluations of the impact of domestic and family violence death review 
processes in other countries are not common.251  A key issue in considering the 
impact of these reviews is that their ultimate goal tends to be to reduce the number 
of people who die due to domestic and family violence, yet it would be extremely 
challenging to attribute a reduction in deaths to one single element. These reviews 
are just one element within the larger system of services that will need to improve 
in order to reduce deaths.252 A more meaningful and realistic approach to evaluation 
would be to consider the impact of these reviews on more proximal outcomes, 
namely, the more direct or tangible impact of recommendations made. For example, 
if a review team has recommended the development of a domestic violence 
awareness campaign for family and friends, an evaluation could examine whether 
this was created and consider whether it did have an impact on raising awareness 
among the general public on, say, signs of coercive control. The team agrees that 
best practice would be to evaluate whether the reviews are achieving what is 
intended. Such an evaluation would take place after the process is established in 
Ireland and enough time has passed for impacts to be visible.

5.6.8.3 
Implementation of the domestic and family violence death review process in Ireland 
should be reviewed after initial implementation and then regularly monitored at 
appropriate intervals, and where necessary, changes should be made to improve the 
process. The impact of the domestic and family violence death review process in 
Ireland should be routinely evaluated.

251  Bugeja, L., Dawson, M., McIntyre, S., & Poon, J., ‘Domestic/family violence death reviews: an 
international comparison’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.3-26; and Watt, K. A., Domestic violence 
fatality review teams: collaborative efforts to prevent intimate partner femicide (University of 
Illinois at Urbana-Champaign PhD dissertation 2010).

252  Bugeja, L., Dawson, M., McIntyre, S., & Poon, J., ‘Domestic/family violence death reviews: an 
international comparison’, in Dawson, M. (ed.), Domestic homicides and death reviews: An 
international perspective (Palgrave McMillan 2017) pp.3-26; and Storer, H. L., Lindhorst, T., & 
Starr, K., ‘The domestic violence fatality review: Can it mobilize community-level change? 
(2013) Homicide studies 17(4) pp.418-435.
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5.7 Conclusion

5.7.1
The purpose of this Pillar has been to identify international best practice in respect 
of domestic homicide reviews and to make recommendations in relation to their 
application to this jurisdiction. Given the significant diversity of how these reviews 
operate in the U.S., Canada, Australia, UK and New Zealand, it appears there is no 
consensus internationally on one model of ‘best practice’. There has also been little 
systematic work conducted on comparing and contrasting models internationally 
in order to identify commonalities or standard approaches. The suggested draft 
content for legislation to establish  the recommendations outlined below for the 
operation of a domestic and family violence death review process in Ireland, are 
based on a consideration of information from academic and grey (not specifically 
academic) literature, from review reports in other countries, and from insight from 
those with expertise in domestic homicide reviews in other countries. Particular 
attention was paid to the elements that were perceived as working well in other 
countries, challenges faced by review teams, and the aspects of reviews that had 
evolved over time, based on experience in practice. 

5.7.2
The consideration of how particular examples of promising practice could be 
translated to an Irish context was shaped by interviews with family members 
and other stakeholders, by submissions received by the Study Team and by the 
Advisory Group. These recommendations cover the establishment of the Domestic 
and Family Violence Death Review process in Ireland, the purpose and philosophy 
of domestic and family violence death reviews, setting up processes for data and 
information sharing with the domestic and family violence death review team, team 
membership, the approach to reviews, the review process, reporting, monitoring and 
evaluation of the review process. 
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5.8 Recommendations

 
These recommendations need to be read 
in conjunction with the recommendations 
outlined in previous Chapters. 

Recommendation Five 1:  
Establishing the domestic and family violence death review process in Ireland

Five 1.1 
The term ‘Domestic and Family Violence Death Reviews’ (D&FVD Reviews) should be 
used in Ireland instead of ‘Domestic Homicide Reviews’ to reflect a more inclusive 
approach to the types of deaths considered for review. 

Five 1.2 
There should be one permanent national domestic and family violence death 
review team (the Review Team) established in Ireland, supported by a management 
structure to set up and manage processes and permanent staff members to collate 
data and information and prepare case reports for the team to consider.

Five 1.3 
A new Bill should be drafted as a priority to establish the domestic and family 
violence death review process in Ireland. Proposed content for this new legislation is 
outlined at Five 9 below. 

Five 1.4 
Domestic and family violence reviews should be situated within the governance 
structures of the Office of the Ombudsman.

Recommendation Five 2:  
Membership of a domestic/family violence death review team 

Five 2.1 
The Review Team should be multi-agency and include standing representation from 
relevant Government bodies and relevant non-governmental bodies. This could 
include, but is not limited to, stakeholders from the criminal justice sector, health 
and welfare services, and voluntary bodies such as domestic violence services. 
Members with particular expertise relevant to particular cases should be added 
to the review team on a bespoke basis, for example, stakeholders who can act as 
cultural advisors. 
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Five 2.2 
All Review Team members should receive initial training before reviewing cases. 
Training should cover domestic and family violence death reviews, including 
appropriate engagement with families; domestic and family violence; change 
management, implementation science and/or quality improvement; system change 
and reform, and complex systems. 

Recommendation Five 3:  
The purpose and philosophy of domestic/family violence death reviews 

Five 3.1 
The purpose of domestic and family violence death reviews in Ireland should be to 
identify the circumstances surrounding the death, lessons to be learned, and to 
make recommendations to improve systemic responses to those in need or at risk, 
in order to help prevent similar deaths in future.  

Five 3.2 
The domestic and familyy violence death review process in Ireland should be 
conducted within a ‘no blame or shame’ philosophy.  

Recommendation Five 4:  
Data collation and information sharing with the domestic and family violence 
death review team

Five 4.1 
The Review Team should be empowered to seek and receive information from 
any person or legal entity that may have relevant information or documentation 
pertaining to a particular case. This provision should be part of a legislative review of 
legal entities who would be required to collaborate with the Review Team to enable 
them to share information requested and where they are indemnified in doing so.

Five 4.2 
The management structure should also link in as appropriate with the regional 
Multi-Agency Critical Planning and Response (MACPAR) teams proposed in this 
Study to support families of those recently bereaved due to domestic or family 
violence. 
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Recommendation Five 5:  
Cases eligible for a domestic and family violence death review

Five 5.1 
Cases considered eligible for review should be those where an individual has died by 
or through the actions of a relative or someone they were, or had been, in an intimate 
personal relationship with. A relative includes those in stepfamilies/blended 
families, adoptive families and foster families. The cause and context of death for 
cases for review should include deaths of persons that have resulted from or appear 
to have resulted from violence, abuse or neglect.

Five 5.2 
Cases where the death of a person has, or appears to have, resulted from violence 
by someone to whom the deceased was not related but which occurred during an 
incident of domestic or family violence should be considered eligible for review. 

Five 5.3 
In future, the expansion of the definition of cases to be included for review should 
be considered to account for other relevant case types, including the suicides of 
domestic violence victims and perpetrators and those referred to in some research 
literature as sexual competitor killings.

Recommendation Five 6:  
The domestic and family violence death review process

Five 6.1 
The management structure should be enabled through legislation to facilitate the 
gathering of as much information as possible once they are notified about a case. 

Five 6.2 
The Review Team  should agree a notification process with An Garda Síochána for 
timely identification and referral of relevant cases. This should automatically trigger 
a review. The Review Team should also consider the eligibility of any other cases 
brought to their attention through channels other than the formal notification 
system.

Five 6.3 
Once the Review Team  has been notified of a case, they should ask relevant 
agencies to prepare to assist the review process by retaining all relevant information 
about their interaction with the victim and/or perpetrator in anticipation of  the 
review taking place. 

Five 6.4 
The Review Team  should collaborate with those in charge of any separate reviews 
occurring at the same time to facilitate information sharing.
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Five 6.5 
The review process should include information from family members of the victim 
and/or perpetrator. The Review Team should also consider including information 
from others associated with the victim or perpetrator. 

Five 6.6 
The Review Team  should develop a policy for the involvement of families, including 
children, and others in the domestic and family violence review process. This 
policy should include how families will be informed about the review process, 
the scope of their potential involvement and should be underpinned by respect 
and an acknowledgment as to the importance of family members’ and others’ 
contributions.

Five 6.7 
Family members should have access to specialist advocacy support to i) help them 
understand the review process and decide about whether to participate and ii) 
support them through the review process if they decide to participate. 

Five 6.8 
The body or individuals providing specialist advocacy support to families need to be 
appropriately funded. This may include cultural/language  support.

Five 6.9 
Family members and others who take part in the review process should have 
applicable expenses paid to them. 

Five 6.10 
As the purpose of Review Teams is to learn lessons to prevent future similar deaths 
from occurring, it is recommended that the Review Team also interview perpetrators 
when seeking to understand a case.

Five 6.11 
Recommendations made by the Review Team should be informed by a consideration 
of the entire family violence system in Ireland. The Review Team should not only 
make recommendations for changes to individual agencies, but for whole-of-system 
change also, and with a consideration for how changes in one part of the system 
might impact on other parts of the system.

Five 6.12 
The Review Team should be enabled through legislation to monitor the 
implementation of their recommendations in relevant bodies. 

Five 6.13 
There should be protocols in place for quality assurance and sign off of reviews – for 
example, by a multidisciplinary independent oversight or advisory group.
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Recommendation Five 7:  
Domestic and family violence death review reports

Five 7.1 
The Review Team should publish reports that synthesise findings from a number of 
cases within a particular time period and which are made publicly available but at 
the same time must protect the identity of survivors by guaranteeing the privacy 
of their personal data and thereby creating an exemption under the Freedom of 
Information Act 2014.

Five 7.2 
Family members should be given the opportunity to review a draft of the final report 
and record points of disagreement or offer clarification if they wish.

Five 7.3 
The Review Team should publish reports on a regular basis (e.g. annually, biennially 
or triennially depending on report format and ensuring protection from identifying 
individual cases). They should also include information on the progress of 
implementation of recommendations.

Recommendation Five 8:  
Monitoring and evaluating the domestic and family violence death review process

Five 8.1 
The implementation and impact of the domestic and family violence death review 
process in Ireland should be routinely monitored and evaluated, firstly after the 
initial implementation stage and then monitored at appropriate intervals. 

 

Recommendation Five 9 and Figure 19:  
Draft Content for Legislation to establishment 
Domestic and Family Violence Death Reviews.

1    Establish Domestic and Family Violence Death Reviews 

a. The purpose of Domestic and Family Violence Death Reviews should be defined 
as reflecting an inclusive approach to the types of deaths considered for review

b. There should be an option to expand definitions through Ministerial regulation

c. The main objective of Domestic and Family Violence Death Reviews should be: 

i.   identifying the circumstances surrounding familicides and domestic 
homicides as defined in this Study:
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1. Familicide is: ‘…a multiple-victim homicide incident in which the 
killer’s spouse/partner or ex-spouse/partner and one or more children 
are slain’.

2. Domestic Homicide includes: homicides perpetrated by intimate 
partners or by other family members: siblings, parents, children, other 
blood relatives and other members of the family.

2    Structure

a. Domestic and Family Violence Reviews should be situated within the governance 
structures of the Office of the Ombudsman, in a separate permanent unit within 
that structure, with dedicated staff and independent chairperson.

b. Prior to becoming operational, all reviewers who are members of Domestic and 
Family Violence Review Team, should have combined multi-agency training

c. Reviewers who are members of Domestic and Family Violence Review Team, 
should be independent in their role but also accountable to applicable 
governance standards.

d. Domestic and Family Violence Reviews should be empowered to liaise with the 
Multi-Agency Critical Planning and Response (MACPAR) Teams  recommended in 
the Study on Familicide and Domestic Homicide Reviews, who will support those 
recently bereaved in such circumstances

e. Services should be legislated for and resourced that include but are not limited 
to psychological, legal, cultural and linguistic support for bereaved family 
members who engage with the Domestic and Family Violence Death Reviews.

3. Membership

a. The membership should be multi-agency with standing representation from 
relevant Government bodies, non-governmental organisations and include 
but not limited to representation from the criminal justice, health and welfare 
services.

a. Provision should be made for the transparent selection of appropriate and 
independent expertise nominated by relevant professional bodies.

4. Purpose 

a. The main objective of Domestic and Family Violence Death Reviews should 
the identification of circumstances surrounding familicides and domestic 
homicides as defined in the Definitions Section above.
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b. Such reviews should occur immediately after the closure of the associated 
criminal prosecution or inquest and should be cognisant of any civil litigation 
associated with the case.

c. Other objectives of Domestic and Family Violence Death Reviews should be to: 

 i. outline lessons learned from the review

ii.  where possible, engage with perpetrators in the context of learning what 
preventative measures could be put in place

iii.  make recommendations to improve systemic responses to those in need or 
at risk 

5. Data Collation and Information

a. There should be a provision to allow Domestic and Family Violence Death 
Reviews to seek and receive information from any person or legal entity that 
may have relevant information or documentation pertaining to a particular case 
that is commensurate with similar provisions recommended in this Study with 
respect to the sharing of data between members of the Multi-Agency Critical 
Planning and Response (MACPAR) Teams.

b. Make provision as appropriate within data protection law for privacy and 
confidentiality for those who give testimony to the independent Domestic and 
Family Violence Death Reviews to protect any material collected or developed as 
part of the review process from being subpoenaed or made subject to disclosure 
provisions of Freedom of Information legislation.

6. Eligible Cases

a. Cases considered eligible for review should be those where an individual has 
died by or through the actions of a relative or someone they were, or had been, in 
an intimate personal relationship with. 

i. A relative includes those in stepfamilies/blended families, adoptive families 
and foster families. 

b. The cause and context of death for cases for review should include deaths of 
persons that have resulted from or appear to have resulted from violence, abuse 
or neglect.

c. Cases where the death of a person has, or appears to have, resulted from 
violence by someone to whom the deceased was not related but which occurred 
during an incident of domestic or family violence should be considered eligible 
for review.
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d. Provision should be made for the expansion of the definition of cases for 
inclusion in Domestic and Family Violence Death Reviews, to account for other 
relevant case types, including the suicides of domestic violence victims and 
perpetrators.

7. Quality Assurance

a. Relevant statutory bodies, other organisations and individuals, should be 
required to exercise due diligence in identifying all relevant information they 
possess that would be relevant to the Domestic and Family Violence Death 
Reviews, and to retain and securely store this information for review after the 
cessation of the criminal case and inquest.

b. There should be a multidisciplinary structure or advisory group to oversee and 
approve the timely completion of reviews.

c. The review team or an external party nominated by them should be designated 
to monitor the implementation of Domestic and Family Violence Death Reviews 
recommendations in relevant bodies. 

8. Process

a. In circumstances where Domestic and Family Violence Death Review Team 
members abide by best practice and due diligence in the execution of their 
duties, they should be protected by being indemnified from liability for damages 
for any of the work they conducted as part of their Domestic and Family Violence 
Death Review process.

9. Reports

a. The review team should publish reports that synthesise findings from several 
cases within a particular time period and which is made publicly available. 

i. Such reports must protect the identity of survivors and should therefore be 
anonymised.

ii. Reports should not be published annually, as to do so in a small jurisdiction 
would immediately identify the circumstances of the case which would 
identify the bereaved families. 

iii. Reports should document the implementation or otherwise of their 
recommendations in prior reports
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10. Review Methodology for Domestic and Family Violence Death Reviews

a. The Review Team should use a mixed-methods approach by conducting 
qualitative reviews of individual cases and providing national quantitative data 
on domestic and family violence deaths. 

b. The Review Team should develop a systematic approach to extracting relevant 
information from sources for the case review. This could include developing a 
data collection template. 

c. The Review Team should develop a systematic approach to reviewing case 
information.

d. The Review Team should conduct retrospective data analysis on domestic 
and family violence deaths in the State in order to facilitate the examination 
of patterns and trends in such deaths. In the interim period before a national 
minimum dataset becomes available, the data collected for this Study could be 
utilised as a starting point. 

e. The unique dynamics of different relationships and contexts in family deaths 
should be recognised and represented in the work of the review team. 

f. The Review Team should make every effort to de-identify case details to protect 
the anonymity of victims and those who have shared information with the 
review team. The Review Team should also explore ways in which they can 
balance anonymity of cases details with ways they can ensure victims are 
appropriately acknowledged and represented – for example, including quotes 
about the victim from family members at the beginning of the report. 

g. All reports of the Review Team should be made publicly available.

Recommendation Five 10:  
Some Operational Protocol Suggestions for the 
Domestic and Family Violence Death Reviews

a. The review process should be adequately financially resourced and funding 
made available for participation of NGOs, services supporting families in the 
review process, and participating family expenses. 

b. Each relevant agency should identify more than one staff member who could 
sit on a Review Team. One person would act as the standing member, while a 
second could act as alternate or replacement as necessary.

c. A chair or co-chairs should be appointed to coordinate the Review Team.
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d. The team appointed to conduct domestic and family  violence death reviews in 
Ireland should develop specific objectives of the process in partnership with one 
another, drawing from and adding to objectives prevalent in other jurisdictions.

e. The team appointed to conduct domestic and family  violence death reviews in 
Ireland should work together to create a governance code to enshrine a set of 
guiding principles for the work of the team, including honesty and openness, 
respect and non-judgment, and commitment to the overarching purpose of 
the process. The overall governance of the Ombudsman would be the overall 
accountability framework.

f. The body responsible for the review process should engage with senior 
management within key agencies who will be enabled by legislation to share 
information with the review team to make them aware of the review process and 
to draw up information sharing agreements. This information sharing should 
occur for each agency or body as requested, on a case-by-case basis.

g. The body responsible for the review process should engage with senior 
representatives in the Medical Council, the Nursing and Midwifery Board of 
Ireland (NMBI), the College of Psychiatrists Ireland, CORU, the Psychological 
Society of Ireland, the Irish Association for Counselling and Psychotherapy and 
any relevant others to agree an approach for the sharing of information with the 
team by medical, health and social care professionals. This includes information 
on living perpetrators, deceased perpetrators or deceased victims for the 
purpose of the domestic and family  violence death review. This may include 
consultation with professionals around the assurances they need in the event 
they are asked to share information. 

h. The body responsible for the review process should agree a communication 
to be cascaded through each organisation/representative body to outline any 
legislative basis for information sharing, the exceptional circumstances of a 
domestic and family violence death, how the review process is in the greater 
public interest and the rules of confidentiality the review team would be bound 
by. 

i. The body assigned responsibility for the review process should immediately 
reach out to An Garda Síochána, Department of Justice’s  Criminal Justice 
Operational Hub and its collaborating agencies and other relevant data 
collectors such as the CSO, Tusla, the Office of the State Pathologist, the Parole 
Board, the Mental Health (Criminal Law) Review Board, the Coroner’s Society of 
Ireland, the General Register Office, Women’s Aid and Maternal Death Enquiry-
Ireland and relevant others to devise a plan to work towards a minimum data set 
for national reporting on domestic and family violence deaths. This plan should 
include consideration of any work underway for national reporting under the 
Istanbul Convention and the potential for making an appropriate version of the 
dataset available to researchers and other data users. 
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j. Confidentiality should be a key element of reviews to protect sensitive 
information on people’s lives and to encourage information sharing among 
review team members. 

k. Once the Review Team is established it should review all eligible cases in a 
specified time period. 
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Chapter 6: 

Risk Factors, 
Information Sharing 
and Prevention
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6.1 Introduction
 

6.1.1
When a domestic homicide or familicide occurs, often people in contact with the 
family identify warning signs that, in hindsight, seem obvious. Friends, neighbours, 
relatives, co-workers and others relay incidents that caused concern; they express 
regret that they had not done more or spoken up. Similarly, the police, social 
workers, domestic violence services, community services, children’s services, 
actors within the criminal justice system and other service providers can identify 
critical information that was held, but not shared. In their investigation of historical 
domestic homicide cases, particularly intimate partner homicides, experts have 
found many cases to have shared common risk factors.1 Indeed, what sets domestic 
homicide apart from other forms of homicide is that they appear to be among the 
most predictable, and therefore preventable, of all homicides.2 

6.1.2
In recognition of this, a key objective set out in the Terms of Reference for this 
research report is:

The identification, if possible, of potential warning signs and possible 
responses / actions including the development of protocols to allow relevant 
information to be shared by professionals or with family members.3 

6.1.3
In line with this objective, the following Chapter seeks to examine the growing 
field of literature and practice that aims to identify the risk factors for domestic 
homicide and familicide. It also explores the different models that countries use to 
assess, manage and eliminate the risk of abuse in the home. Finally, the Chapter 
ends with an analysis of how relevant information, key to safeguarding vulnerable 
adults and children, can be shared in an Irish context.

1  See, for example: Campbell, J. C. (1994). Domestic homicide: Risk assessment and professional 
duty to warn. Maryland medical journal: MMJ, 43(10), 885-889; Juodis, M., Starzomski, A., Porter, 
S., & Woodworth, M. (2014). A comparison of domestic and non-domestic homicides: Further 
evidence for distinct dynamics and heterogeneity of domestic homicide perpetrators. Journal 
of Family Violence, 29(3), 299-313; Eke, A. W., Hilton, N. Z., Harris, G. T., Rice, M. E., & Houghton, R. 
E. (2011). Intimate partner homicide: Risk assessment and prospects for prediction. Journal of 
Family Violence, 26(3), 211-216.

2  See Adams, D., Why do they kill?: Men who murder their intimate partners (Vanderbilt 
University Press 2007); and Websdale, N., Reviewing domestic violence deaths (2003) National 
Institute of Justice Journal 250 pp.26-31.

3  See Appendix A: A Study on Familicide, Domestic Homicide Reviews and Related Matters 
Purpose and Terms of Reference dated May 2019. 
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6.2  Warning Signs of Potential Domestic 
Homicide or Familicide

6.2.1 
At the international level, the World Health Organisation (WHO) has adopted the 
ecological model for understanding the interrelated factors that lead to violence. As 
stated in the World Report on Health and Violence:

‘[N]o single factor explains why some individuals behave violently toward others 
or why violence is more prevalent in some communities than in others. Violence 
is the result of the complex interplay of individual, relationship, social, cultural 
and environmental factors.’4

6.2.2 
Identifying the risk factors for familicide and domestic homicide is not an exact 
science. However, a growing body of literature seeks to review cases and draw out 
the common risk factors they share. A developing field of practice seeks to use this 
information to manage and eliminate the risk of serious harm and death. 

6.2.3 Risk Factors for Domestic Homicide

6.2.3.1 
During the process of researching the risk factors for domestic homicide, what 
became quickly apparent is the fact that most of the available literature focuses 
on intimate partner homicide. The term ‘domestic homicide’ includes homicides 
perpetrated by a range of family members: parents, children, siblings, other blood 
relatives and other members of the family or household.5 However, these types of 
domestic homicide are less common. This poses challenges for researchers who 
require a sufficient number of cases to analyse and determine common risk factors. 
The prevalence of intimate partner homicide has been well-documented and studies 
find, without exception, that women are at the greatest risk of becoming victims of a 
domestic homicide, most often perpetrated by a male current or former partner.6

6.2.3.2 
As a result, the literature predominately focuses on a specific profile that reflects 
most cases: that of an intimate partner homicide perpetrated by a man against 
a woman who is a current or previous intimate partner. Because of this, from the 
outset it is important to note the dearth of literature on domestic homicides 

4  Krug, E. G., Mercy, J. A., Dahlberg, L. L., & Zwi, A. B., The world report on violence and health (2002) 
The Lancet 360 pp.1083–1088.

5  United Nations Office on Drugs and Crime (UNODC), Global study on homicide: Gender-related 
killing of women and girls. (UNODC 2018) 

6 UNODC, Global Study on Homicide (UNODC 2013).
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that fall outside of these parameters, which points to a need for further research 
concerning domestic homicides that differ from the most common profile. 

6.2.3.3 
Though this Report is limited by a lack of empirical research on intimate partner 
homicide in the Irish context, international literature on the risk factors for domestic 
homicide are generally uniform in their conclusions. Though not all domestic 
homicides are preceded by a recorded pattern of violence, within the literature, 
the most common risk factor for domestic homicide is frequently identified as a 
previous history of domestic abuse.7 Studies have repeatedly found that 70-75% of 
victims were physically abused before their deaths by the same intimate partner 
who killed them. This is followed closely by actual or pending separation (70%).8 

6.2.3.4 
A study that explored the commonalities between domestic homicides occurring 
across eleven U.S. cities found a number of significantly associated risk factors, 
including: a prior history of domestic violence; separation; the presence of a 
weapon (particularly a firearm); coercive control; strangulation or use of restraints.9 
A Canadian study largely echoed these conclusions, but added additional risk 
factors including: obsessive behaviour by the perpetrator; perpetrator depression; 
perpetrator threats of suicide; escalation in frequency or severity of violence; victim 
intuitive sense of fear; threats by the perpetrator to kill the victim; and perpetrator 
unemployment.10

6.2.3.5 
Further studies have identified additional risk factors including stalking11 and 
perpetrator exposure to violence during childhood.12 The age of the victim has also 

7  See: Campbell, J. C., Prediction of homicide of and by battered women. Assessing 
dangerousness: Violence by bat-terers and child abusers, (Springer Publishing 2007) p.2; and 
Dawson, M., & Piscitelli, A., ‘Risk factors in domestic homicides: Identifying common clusters 
in the Canadian context’ (2017) Journal of Interpersonal Violence.

8  ibid.
9  Campbell, J. C., et al, ‘Risk factors for femicide in abusive relationships: Results from a 

multisite case control study’ (2003) American Journal of Public Health 93(7) pp.1089-1097.
10  Dawson, M., & Piscitelli, A., ‘Risk factors in domestic homicides: Identifying common clusters 

in the Canadian con-text’ (2017) Journal of Interpersonal Violence.
11  See: McFarlane, J. M., et al, ‘Stalking and intimate partner femicide’ (1999) Homicide Studies 

3(4) pp.300-316; and Campbell, J. C., et al, ‘Risk factors for femicide in abusive relationships: 
Results from a multisite case control study’ (2003) American Journal of Public Health 93(7) 
pp.1089-1097.

12  See: Kolbo, J. R., Blakely, E. H., & Engleman, D., Children who witness domestic violence: A 
review of empirical literature (1996) Journal of interpersonal violence 11(2) pp.281-293; Peled, 
E., ‘Parenting by men who abuse women: Issues and dilemmas’ (2000) British Journal of 
Social Work 30(1) pp.25-36; Levendosky, A. A., & Graham-Bermann, S. A., Parenting in battered 
women: The effects of domestic violence on women and their children’ (2001) Journal of 
family violence 16(2) pp.171-192; Kitzmann, K. M., Gaylord, N. K., Holt, A. R., & Kenny, E. D., ‘Child 
witnesses to domestic violence: a meta-analytic review’ (2003) Journal of Consulting and 
Clinical Psychology 71(2) p.339; and Whitfield, C. L., et al, ‘Violent childhood experiences and 
the risk of intimate partner violence in adults: Assessment in a large health maintenance 
organization’ (2003) Journal of Interpersonal Violence 18(2) pp.166-185



290

C
H

A
PTER

 6
: R

ISK FAC
TO

R
S, IN

FO
R

M
ATIO

N
 SH

AR
IN

G
 AN

D
 PR

EVEN
TIO

N

been noted as a risk factor, with women in their 30s and early 40s comprising 40% 
of all victims.13 Age difference between partners is also a risk factor, with women 
most at risk in relationships where the male partner is ten or more years older than 
the female partner.14 Other risk factors include presence of children from a prior 
relationship, sexual assault, and abuse of alcohol and other substances.15 Violence 
has been shown to escalate in pregnancy and the post-natal period,16 which points 
towards antenatal appointments as a key opportunity for screening.17 The presence 
of children in the household is associated with nearly double the risk of domestic 
violence for women.18 While there is generally consensus around the risk factors for 
domestic homicide, assessing the imminence of the risk of domestic homicide is 
a complex process. Methods of conducting such a risk assessment for domestic 
homicide and familicide are explored later in this Chapter.

6.2.4 Risk Factors for Familicide

6.2.4.1 
When compared with domestic homicide, familicide is an under-researched and 
less understood phenomenon. It is also significantly less common. However, 
in reviews of the literature on familicide, many common risk factors emerged. 
Several studies have identified a basic set of common risk factors that include the 
perpetrator sharing a household with the victims, relationship difficulties or recent 
or pending separation, and financial difficulties.19

13  Aldridge, M. L., & Browne, K. D., ‘Perpetrators of spousal homicide: A review’ (2003) Trauma, 
Violence, & Abuse 4(3) pp.265-276; and Garcia, L., Soria, C., & Hurwitz, E. L., ‘Homicides and 
intimate partner violence: A literature review’ (2007) Trauma, violence, & abuse 8(4) pp.370-
383.

14  Caetano, R., McGrath, C., Ramisetty-Mikler, S., & Field, C. A., ‘Drinking, alcohol problems and 
the five-year recurrence and incidence of male to female and female to male partner violence’ 
(2005) Alcoholism: Clinical and Experimental Research 29(1) pp.98-106.

15  McFarlane, J., Parker, B., & Soeken, K., ‘Abuse during pregnancy: Frequency, severity, perpetrator, 
and risk factors of homicide’ (1995) Public Health Nursing 12(5) pp.284-289; and Baldry, A. C., & 
Pagliaro, S., ‘Helping victims of intimate partner violence: The influence of group norms among 
lay people and the police’ (2014) Psychology of Vio-lence 4(3) p.334.

16  McFarlane, J., Campbell, J. C., & Watson, K., ‘Intimate partner stalking and femicide: Urgent 
implications for women’s safety’ (2002) Behavioral Sciences & the Law 20(1-2) pp.51-68.

17  O’ Brien Green, S.B., Domestic violence and pregnancy in Ireland: women’s routes to seeking 
help and safety (Trinity College Dublin, School of Social Work & Social Policy, 2020).

18  Walby, S., & Allen, J., Domestic violence, sexual assault and stalking: Findings from the British 
Crime Survey (UK Home Office 2004).

19  See, for example: Alder, C. M., & Polk, K., ‘Masculinity and child homicide’ (1996) The British 
Journal of Criminology 36(3) pp.396-411; Chan, C. Y., Beh, S. L., & Broadhurst, R. G., ‘Homicide–
suicide in Hong Kong, 1989–1998’ (2003) Forensic Science International 137(2-3) pp.165-171; 
Hamilton, L. H. A., Jaffe, P. G., & Campbell, M., ‘Assessing children’s risk for homicide in the 
context of domestic violence’ (2013) Journal of Family Violence 28(2) pp.179-189; Liem, M., Levin, 
J., Holland, C., & Fox, J. A., ‘The nature and prevalence of familicide in the United States, 2000–
2009’ (2013) Journal of Family Violence 28 pp.351–358; Liem, M., & Reichelmann, A., ‘Patterns of 
multiple family homicide’ (2014) Homicide Studies 18 pp.44–58; Logan, J. E., Walsh, S., Patel, N., 
& Hall, J. E., ‘Homicide-followed-by-suicide incidents involving child victims’ (2013) American 
Journal of Health Behavior 37 pp.531–542; and Nordlund, J., & Temrin, H., ‘Do characteristics of 
parental child homicide in Sweden fit evolutionary predictions?’ (2007) Ethology 113 pp.1029–
1037. 
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6.2.4.2 
While these risk factors are broadly supported by research into familicide, another 
study identified the most common risk factor as being a history of the perpetrator 
making threats to kill themselves or family members, which is followed closely by 
the second most common risk factor: a history of domestic violence.20 The authors 
highlighted that a history of domestic violence is not a standalone risk factor, but 
becomes a risk factor for familicide in combination with other risk factors already 
mentioned. They also cited separation as a key catalyst for a sharp escalation in 
violence. In many ways these risk factors for familicide mirror those identified risk 
factors for domestic homicide. 

6.2.4.3 
Several studies have also sought to develop a profile of the perpetrator. One study 
formulated a ‘bio-psychological risk profile’ of the perpetrator, which included 
childhood trauma, a history of domestic violence, borderline personality disorder 
and/or antisocial personality disorder, and psychodynamic risk factors, including 
the need to control or dominate one’s partner.21 Again, except for the above-
mentioned personality disorders, these risk factors mirror the warning signs for 
domestic homicide. Some other studies also narrow in on mental health, however, 
their findings differ. One study found that in about half of the cases, the perpetrator 
had sought contact with mental health services in the year preceding the offence, 
in relation to symptoms of depression, psychosis, and exhaustion.22 Studies 
concerning the mental health profile of the perpetrator acknowledge that many of 
the risk factors, such as depression or category B personality disorders, are very 
common in the general population, which makes it challenging to use them in 
screening for potential perpetrators.23 Health professionals working with individuals 
who have these risk factors are advised to be aware of other indications of risk 
within this population, such as disclosure of a history of committing domestic 
violence. 

6.2.4.4 
Attempting to draw conclusions about the risk factors for familicide poses 
challenges. Many of the risk factors for familicide are common in the general 
population, making screening for risk factors generally ineffective. Most studies 
rely on small sample sizes, and most of them are collected within just two regions 
- Europe and North America. Much of the literature also explores familicide as a 
subset of domestic homicide, and either does not draw conclusions specifically 
about familicide at all, or focuses on familicides perpetrated by an intimate partner, 

20  Sachmann, M., & Harris Johnson, C. M., ‘The Relevance of Long-Term Antecedents in Assessing 
the Risk of Familicide-Suicide Following Separation’ (2014) Child abuse review 23(2) pp.130-141.

21  Karlsson, L. C., et al, ‘Familicide: A systematic literature review’ (2021) Trauma, Violence, & 
Abuse, 22(1) pp.83-98.

22  ibid.
23  ibid.
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as opposed to other subtypes of familicide.24 Perpetrator characteristics, especially 
the perpetrator profile, vary greatly between studies, limiting the conclusions that 
can be reached. 

6.2.4.5 
Existing research on familicide recognises the emergence of different models for 
assessing risk of intimate partner homicide, but concludes that there is not enough 
evidence that these tools are effective in predicting familicide.25 However, experts in 
this field largely agree that the way forward points to a need for further research into 
the risk factors for familicide, and a coordinated and integrated case management 
system, where crucial information may be exchanged, and a comprehensive plan 
for managing and eliminating risk can be developed and implemented.26 Such 
systems for tracking and reviewing cases not only support existing victims, but 
contribute to the prevention of future domestic homicides and familicides through 
the generation of knowledge and good practice.

6.2.5  The importance of quality of services for the prevention of domestic 
homicide and familicide

6.2.5.1 
As covered in the previous section, studies have repeatedly found that a prior 
incident of domestic abuse is the greatest indicator of the potential for abuse to 
become serious and even fatal. Whenever a victim makes a report of domestic 
abuse, in addition to recording their report, a risk assessment must be undertaken. 
It goes without saying, then, that any barriers to services will hinder prevention 
efforts. It has been documented that marginalised groups face barriers when it 
comes to accessing appropriate services that are non-discriminatory and tailored 
to the needs of diverse populations.27 These include, but are not limited to: older 
women; women in rural communities; child victims; LGBTI+ people; teens and young 
adults in dating relationships; migrant and ethnic minority communities; victims 
whose partners serve in the police or military; and male victims.28 One research 
participant expressed the need for an audit of services, to ensure they were trained 
and equipped to meet the needs of victims in all their diversity.

24  For example, avuncuicide, nepoticide, prolicide (filicide, infanticide, neonaticide), siblicide 
(fratricide, sororicide), parricide (mariticide, patricide), etc.

25  Johnson, C., & Sachmann, M., ’Familicide-suicide: From myth to hypothesis and toward 
understanding’ (2014) Family Court Review 52(1) pp.100-113; Karlsson, L. C., et al, ‘Familicide: 
A systematic literature review’ (2021) Trauma, Violence, & Abuse, 22(1) pp.83-98; Sachmann, 
M., & Harris Johnson, C. M., ‘The Relevance of Long-Term Antecedents in Assessing the Risk of 
Familicide-Suicide Following Separation’ (2014) Child abuse review 23(2) pp.130-141.

26  Sachmann, M., & Harris Johnson, C. M., ‘The Relevance of Long-Term Antecedents in Assessing 
the Risk of Familicide-Suicide Following Separation’ (2014) Child abuse review 23(2) pp.130-
141; Johnson, C., & Sachmann, M., ’Familicide-suicide: From myth to hypothesis and toward 
understanding’ (2014) Family Court Review 52(1) pp.100-113

27  Jaffe, P., Scott, K., & Straatman, A. L., ‘Future directions on promoting domestic homicide 
prevention in diverse populations’ in Jaffe, P., Scott, K., & Straatman, A.L., (eds) Preventing 
Domestic Homicides (Academic Press 2020) pp. 281-297.

28 ibid.
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6.2.5.2 
Research participants articulated a range of views of current service provision for 
domestic abuse in Ireland. One research participant praised One Family for their 
provision of counselling supports and childcare supports. Participants Pauline and 
Laura commented on the problematic nature of unfunded, or underfunded, supports 
for which they felt the Government is not taking adequate responsibility. Interviewee 
Noreen shared frustration at experiences where the Gardaí and non-governmental 
organisations could not answer all their questions. Others, including Valerie and 
Tony, felt that those they encountered were not adequately trained. One participant, 
Noreen, praised services provided by non-governmental organisations, but said she 
stopped using the service because they felt as if they were ‘taking advantage’ of 
unpaid volunteers. 

6.2.5.3 
One expert interviewee expressed the view that when it comes to services for 
victims of domestic abuse, there should be more frontline provision by the State 
and less emphasis on non-State supports.29 In this expert’s view, there needs to be 
more consistency in reporting practices. For instance, this interviewee highlighted 
that in other European countries, there are stronger links between non-State 
supports and the police, and a report can be made from within the safe space of a 
refuge, without a victim having to present to a police station or make their report 
twice (first to the frontline service and then to the police). This interviewee also 
highlighted that in Ireland, the Department of Justice is very policy-oriented, with 
services delegated to non-State actors and Tusla, the Child and Family Agency. Under 
the Istanbul Convention, the State has ultimate responsibility for service provision. 
At the time of writing, an audit has been undertaken, looking at how services are 
being delivered by a range of actors30 and a Third National Strategy on Domestic, 
Sexual and Gender-based Violence (DSGBV) is imminent and promises to place an 
emphasis on prevention and reduction of such crimes.31 It is vital to ensure services 
are delivered systematically and to a consistently high standard; this should also 
be supported by a ring-fenced, independent budget secured for services, linked to 
Ireland’s obligations under the Istanbul Convention.

29 Interview dated 16 November 2020.
30  Department of Justice, Domestic, Sexual and Gender Based Violence: An Audit of  

Structures (2021).
31  Department of Justice, ‘Department of Justice Public consultations on the Third National 

Strategy on Domestic, Sexual and Gender-based violence’ (2021) Available at: https://www.
justice.ie/en/JELR/Pages/TNS (Accessed 21 February 2022). 
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6.3  Risk Assessment Models

Risk assessment is a decision-making process through which we determine the 
best course of action by estimating, qualifying or quantifying risk.32

6.3.1 
There are many reasons to consider implementation of a standardised, validated 
risk assessment model in Ireland. Through a standardised tool to assess the level 
of risk, combined with an understanding of the specific needs of the victim, risk 
assessment guidance and tools aim to deliver victim safety plans that are tailored 
to individual needs. Conducting ongoing risk assessments also documents the 
progression of cases, providing a record for future research, and information for 
prosecutors who may decide to pursue a case in the event of the victim withdrawing 
their complaint. Risk assessment also supports service providers in making 
accountable, evidence-based decisions about the safety of the victim and the 
management of perpetrators. There are three main types of approaches to domestic 
violence risk assessment, and most specialist instruments for accessing risk fall 
within them. This section explores the most common types of risk assessment 
used for domestic violence, including its most extreme forms, drawing out the 
benefits and drawbacks of different approaches and synthesising what is known 
about their efficacy.

6.3.2 
Within the EU and internationally, the most common approaches to domestic 
violence risk assessment are: (i) unstructured clinical decision-making (ii) an 
actuarial approach and (iii) a guided clinical approach.33 The most informal 
approach, unstructured decision-making, is also the most prevalent, including in 
Ireland. According to this approach, individual stakeholders gather information on 
their own, and assess risk based on their own subjective judgment and discretion, 
justified by the professional’s qualifications and experience.34  While this approach 

32  Nicholls, T., Desmarais, S., Douglas, K., & Kropp, R., ‘Violence risk assessments with 
perpetrators of intimate partner abuse’, in Hamel, J., & Nicholls, T.L. (eds), Family interventions 
in domestic violence: A handbook of gender-inclusive theory and treatment (Springer 
Publishing 2007) pp.275-301.

33  See: Campbell, J. C., at al, ‘Risk factors for femicide in abusive relationships: Results from a 
multisite case control study’ (2003) American journal of public health 93(7) pp.1089-1097; 
Kropp, P. R., & Hart, S. D., SARA-V3: user guide for the third edition of the spousal assault risk 
assessment guide (ProActive ReSolutions Incorporated 2005); Storey, J. E., et al, ‘Assessment 
and management of risk for intimate partner violence by police officers using the brief 
spousal assault form for the evaluation of risk’ (2014) Criminal Justice and Behavior 41(2) 
pp.256-271; and The European Institute for Gender Equality (EIGE), Risk assessment and 
management of intimate partner violence in the EU (Publications Office of the European Union 
2019).

34  Guo, B., & Harstall, C., Spousal violence against women: preventing recurrence (Institute of 
Health Economics 2008).
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offers flexibility, its dependence on subjective judgment means its reliability is low, 
and makes it less accurate than structured forms of risk assessment.35

6.3.3 
The second approach is known as the actuarial approach to risk assessment. 
This approach aims to predict violent behaviours using a list of evidence-based 
risk factors. This usually takes the form of a checklist where each item has been 
shown to be statistically linked to repeated acts of violence and/or lethality. With 
this method, each risk factor is designated a specific numerical value. When 
interviewing the victim, the service provider conducting the assessment records 
which risk factors are present, and then adds the value of these risk factors 
together. Through this cumulative method, a number is reached, which corresponds 
to a low, medium or high level of risk. The benefits of this approach are that it 
provides a standardised framework for assessing risk that is rooted in evidence. 
While emerging evidence suggests that some degree of training is needed to use 
the actuarial method of risk assessment accurately,36 it does not require as much 
professional experience and expertise as the unstructured approach. 

6.3.4 
The actuarial approach also provides a consistent practice that service providers 
can use to create the momentum needed to generate sufficient safety plans for 
cases that raise numerous red flags for serious harm or lethality. 

6.3.5 
However, this approach has its limitations. As the risk factors are static and 
standalone, they do not capture the dynamic nature of risk and how it may suddenly 
escalate, including through the interaction of certain risk factors. In this method, 
there is also less focus on professional judgment, although most actuarial methods 
allow for some degree of professional judgment, but discourage the prioritisation 
of cases that score below a certain threshold. Commonly used, credible risk 
assessment tools include the Ontario Domestic Assault Risk Assessment (ODARA) 
and the UK’s Domestic abuse, stalking and harassment and honour-based violence 
risk identification and Assessment Management Model (DASH), and the Danger 
Assessment (DA) which emerged out of research exploring the commonalities 
between domestic homicide occurring across 11 U.S. cities.37

35  EIGE, Risk assessment and management of intimate partner violence in the EU (Publications 
Office of the European Union 2019).

36  Turner, E., Medina, J., & Brown, G., ‘Dashing hopes? The predictive accuracy of domestic abuse 
risk assessment by police’ (2019) The British Journal of Criminology 59(5) pp.1013-1034; and 
Robinson, A. L., et al, What works: Crime Reduction Research - Risk-led policing of domestic 
abuse and the DASH risk model (Cardiff University, College of Policing, and UCL Department of 
Security and Crime Science 2016).

37  Campbell, J. C., at al, ‘Risk factors for femicide in abusive relationships: Results from a 
multisite case control study’ (2003) American journal of public health 93(7) pp.1089-1097
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6.3.6 
The third type of risk assessment model is the guided clinical approach, which is 
in many ways a synthesis of the first two approaches. It provides more guidance 
than the unstructured clinical approach. However, it is not as rigid as the actuarial 
approach. According to this method, service providers are given guidelines and 
tools for risk assessment. This includes a minimum number of risk factors to be 
considered, in addition to guidelines that reflect current theories, professional 
knowledge and evidence in relation to serious and lethal violence. It also includes 
guidance around sharing information about violence with other relevant agencies. 
This method provides a structure through which a service provider can use their 
judgment to make an informed decision about risk. Existing tools that use this 
approach are the brief spousal assault form for the evaluation of risk (B-SAFER), the 
domestic violence screening inventory, and the spousal assault risk assessment 
(SARA).

6.3.7 
The models above are focused on assessing and managing the risks associated 
with domestic violence, including the risks of serious harm and lethality. In recent 
years, a fourth emerging field of literature has focused on the escalation of risk 
towards intimate partner homicide specifically. New research, such as the ‘Eight 
Stage Progression to Intimate Partner Homicide’ draws on literature relating to 
both domestic violence and temporal sequencing in homicide studies.38 These 
approaches indicate that clusters of certain risk factors interacting with each other 
are more predictive than sheer numbers of risk factors added together. For example, 
the ‘Eight Stage Progression’ cites statistics that show that where there is coercive 
control, violence and a separation after living together, there is a 900% increase in 
the potential for domestic homicide.39 However, these are emerging approaches, and 
there is a lack of sufficient evidence from the literature or from practice to confirm 
their efficacy. 

6.3.8 
Within EU Member States, the tools that are most used or adapted are: the spousal 
assault risk assessment (SARA); the brief spousal assault form for the evaluation 
of risk (B-SAFER); and the Danger Assessment (DA).40 Most EU Member States have 
their own risk assessment frameworks, tailored to the national context, but use 
these in conjunction with internationally validated frameworks.41

38  Monckton Smith, J., ‘Intimate partner femicide: Using Foucauldian analysis to track an eight 
stage progression to homicide’ (2020) Violence against women 26(11) pp.1267-1285.

39   NCICP (2003) National Center for Injury Prevention and Control. Costs of intimate partner
 violence against women in the United States. Atlanta, GA: Centers for disease control and
 prevention in Monckton Smith, J. (2020). Intimate partner femicide: Using Foucauldian
 analysis to track an eight stage progression to homicide. Violence against women,  
 26(11), 1267-1285.
40  EIGE, Risk assessment and management of intimate partner violence in the EU (Publications 

Office of the European Union 2019).
41  ibid.
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6.3.9 
There is currently no standardised risk assessment tool that is used across 
service provision in Ireland, though some research participants including An 
Garda Síochána, social workers and victim support services described using their 
own original tools, or a range of internationally validated tools. While research 
participants interviewed were confident in the efficacy of many of the tools used, 
and some experts have dedicated significant time to researching the validity of 
their chosen tools, these tools are not in any way consistently used i.e., different 
sectors and services are not speaking the same ‘language’ when it comes to 
risk assessment. Research participants coming from a social work perspective 
expressed the urgent need for Ireland to transition towards a more structured 
national approach to risk assessment. One research participant described how, 
in the absence of a standardised risk assessment framework in Ireland, she uses 
a combination of the DASH checklist and the Eight Stage Progression to assess 
the level of risk for victims.42 However, these practices have no basis for use in 
Ireland. That research participant conveyed that she feels inadequately supported in 
decision-making, which creates pressure and overwhelming responsibility for her as 
a service provider. 

6.3.10 
The same interviewee stated that when she asks a victim to describe ‘the worst 
thing that could happen’, the response she sometimes receives is ‘he is going to kill 
me’.43 Service providers know that it is of vital importance to take these statements 
seriously. However, research participants underscored that the absence of an agreed 
risk assessment framework for Ireland not only makes it difficult to authoritatively  
quantify risk, but it also undermines the ability of service providers to determine 
the appropriate level of response needed to develop an effective safety plan for the 
victim even when clear red flags for a high-risk case are present. 

6.3.11 
Ultimately, there is a need for the Department of Justice to work together with 
experts and practitioners to develop a ‘common language’ for risk, and an agreed 
framework for risk assessment that can be implemented on a national level across 
the Gardaí, domestic violence services, prosecutors, domestic violence refuges, 
probation and prison services, perpetrator rehabilitation programmes, victim 
support services, health services and child protection services, among others. 
This call for change has emerged previously in the literature on domestic violence 
in Ireland44 and is central to the Action Plan that accompanies Ireland’s Second 
National Strategy on Domestic, Sexual and Gender-based Violence 2016 - 2021.45 In 

42 Key contributor interviews on 10 November 2020. 
43 Key contributor interviews on 10 November 2020.
44  Kearns, N., Coen, L., & Canavan, J., Domestic Violence in Ireland: an overview of national 

strategic policy and relevant international literature on prevention and intervention initiatives 
in service provision (2008).

45    The Department of Justice and Equality. (2016). Action Plan: Sexual and Gender-based Violence 
 2016 - 2021.
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developing a risk assessment framework for Ireland, what is most important is that 
those drafting the procedures understand the existing theoretical approaches, and 
the ways that the tool will be used in practice. Current International and European 
best practice has been outlined in this section, highlighting that the guided clinical 
approach should be strongly considered for implementation nationally in Ireland. 

6.3.12 Assessing Risks to Children

6.3.12.1 
Of the existing models for risk assessment, a persistent challenge is effective risk 
management for children. When assessing intimate partner violence where there 
are children in the home, there is more than one victim; as raised earlier in this 
Report, by virtue of witnessing violence in the home, children are automatically 
victimised, regardless of whether they are directly targeted with physical or other 
forms of abuse. In these cases, the victims being assessed have needs that are 
linked, and also needs that differ. One study examining incidents of domestic 
violence that were referred by the police to child protection services in England 
found that risk assessments focused exclusively on adult victims.46 There is also a 
need for the State to develop adequate, age-appropriate risk assessment methods 
that take account of the different dimensions of a child’s life, and risks to their 
safety and wellbeing.47 Tools such as the DASH checklist suggest a possible way 
forward. This tool provides a ‘joined-up approach’ across services, with an integrated 
system of referral to provide a full assessment of child safety. The version of the 
DASH tool used by police is similarly joined-up, but differs slightly to account for the 
different responsibilities of the police in relation to domestic violence. Ultimately, 
these tools are aligned and enable all services to be able to come together to 
speak a ‘common language’ when it comes to risk assessment, and by extension 
to develop collaboratively developed, jointly owned risk assessments of individual 
cases.

6.3.12.2
In addition to exploring risk assessment tools, this Chapter goes on to examine 
the ways in which information can be shared effectively once a high-risk situation 
has been identified. Researchers focusing on both the risk factors for domestic 
homicide and familicide point to the importance of coordinated information 
sharing systems, which allow for development of a shared analysis of a case, which 
brings together the perspectives of victims’ advocates, the police, health workers, 
social workers, experts on child protection, domestic violence services, actors from 
within the criminal justice system among other relevant perspectives. Emerging 
models for information sharing reveal how risk assessments can be carried out 

46  Stanley, N., Miller, P., Foster, H. R., & Thomson, G., ‘Children’s experiences of domestic violence: 
Developing an integrated response from police and child protection services’ (2011) Journal of 
Interpersonal Violence 26(12) pp.2372-2391.

47  Buckley, H., Holt, S., & Whelan, S., ‘Listen to me! Children’s experiences of domestic violence’ 
(2007) Child Abuse Review 16(5) pp.296-310.
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for both adult and child victims, and brought together to form a comprehensive 
picture of the risks that must be addressed. Specific coordinated, inter-agency risk 
assessment models are explored later in this Chapter.

Figure 2048  Current risk assessment practices as set out in the Domestic 
Abuse Intervention Policy (2017) of the Garda Protective Services

1. If a member of An Garda Síochána has a reasonable cause to suspect that a 

person’s life is at risk, a lawful arrest should be made. 

2. As part of the standard procedure following a report of domestic abuse, details 

of any outstanding risk from the perpetrator must be provided to the Garda 

Communications Room. 

3. In cases where a continuing risk of harm from the perpetrator has been 

identified, the Member-in-Charge of the Garda Station must be informed of 

same by responding Gardaí. The Member-in-Charge will ensure details of this 

incident and such counting risk are brought to the notice of the oncoming 

unit, and the nominated Inspector with responsibility for domestic abuse 

intervention in the division. 

4. In addition to the various powers of arrest available in respect of offences 

against children, Gardaí attending incidents of Domestic Abuse will also keep 

in mind powers available under section 12, Child Care Act, 1991 (permitting 

members of An Garda Síochána to remove a child to safety) in relation to an 

immediate risk in respect of the safety of children. 

5. Investigating Gardaí must identify if there are any children present at the 

address at the time of the incident, or when a follow-up call is made. Where the 

investigating Garda suspects that there is a risk to the health, safety or welfare 

of any children involved, Tusla will be notified without delay as per ‘An Garda 

Síochána Policy on the Investigation of Sexual Crime, Crimes Against Children 

and Child Welfare’ 

6. The policy concludes with recognition that in cases of Domestic Abuse crimes, 

even where an alleged offender has been charged and brought before the courts 

by An Garda Síochána, the abuse tends to continue, with victims at elevated risk 

where the defendant has been remanded on bail. 

48  An Garda Síochána Protective Services. (2017). Action Plan: Domestic Abuse and Intervention 
Policy 2021.
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Figure 2149  Commitment to implementing a national risk assessment 
framework, detailed in the Action Plan which accompanies Ireland’s 
Second National Strategy on Domestic, Sexual and Gender-based 
Violence 2016 - 2021: 

1. An Garda Síochána will develop and implement a Risk Assessment Matrix for all 

victims of domestic violence and sexual crime.

2. Domestic violence perpetrator programmes will continue to be developed during 

the term of the strategy, including through the introduction of risk assessment 

with a view to tailoring the approach to individual needs.

3. Following every report of domestic violence incident, the investigating member 

or another member of An Garda Síochána will carry out an in-depth risk 

assessment, among a suite of other actions pertaining to follow-up, recording 

a statement, providing information, and recording the incident in the PULSE 

system. 

4. An Garda Síochána will ensure consistent and professional pro-active responses 

to incidents of domestic and sexual abuse, including through the use of risk 

assessment processes, among other key actions.

6.3.13 The Efficacy of Risk Assessment Frameworks
 
6.3.13.1
When it comes to efficacy of risk assessment frameworks, the results are mixed. 
At present, there is a relatively small body of evidence to evaluate risk assessment 
tools for domestic violence. Within that, there is an even smaller evidentiary 
basis for assessing efficacy of tools for assessing the risk of domestic homicide. 
Internationally validated tools generally have some evidence to support their 
reliability,50 and can be said to have at least moderate predictive validity.51 However, 
this statement needs to be balanced against the fact that domestic violence risk 
assessment is a relatively new field. Additionally, in the absence of nationally 
accredited training programmes for those administering risk assessment tools, 
users may fail to administer the tool appropriately. This makes it difficult to 
definitively measure the predictive validity of these tools at this stage in their 
implementation.52 

49  The Department of Justice and Equality. (2016). Action Plan: Sexual and Gender-based Violence 
2016 - 2021.

50  Graham, L. M., Sahay, K. M., Rizo, C. F., Messing, J. T., & Macy, R. J., ‘The validity and reliability of 
available intimate partner homicide and reassault risk assessment tools: A systematic review’ 
(2021) Trauma, violence, & abuse 22(1) pp.18-40.

51  See: Messing, J. T., & Thaller, J., ‘The average predictive validity of intimate partner violence 
risk assessment in-struments’ (2013) Journal of interpersonal violence 28(7) pp.1537-1558; 
Nicholls, T. L., Pritchard, M. M., Reeves, K. A., & Hilterman, E., ‘Risk assessment in intimate 
partner violence: A systematic review of contemporary approaches’ (2013) Partner abuse 4(1) 
pp.76-168; and Svalin, K., & Levander, S., ‘The Predictive Validity of Intimate Partner Violence 
Risk Assessments Conducted by Practitioners in Different Settings—a Review of the Literature’ 
(2020) Journal of Police and Criminal Psychology 35(2) pp.115-130.

52  Northcott, M., Intimate partner violence risk assessment tools: A review (Department of Justice 
Canada 2012).
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6.3.13.2 
Another study notes that evaluations of the effectiveness of risk assessment tools 
may be impacted by poor data collection:

‘Responding to a call for service is… an often rushed and stressful endeavour, 
not always the best setting for establishing the rapport necessary for securing 
a full disclosure to sensitive questions… the officers and citizens involved 
in these interactions are often encountering each other from very different 
gender, ethnic, and professional vantage points, which is likely to produce an 
endless combination of misunderstandings, judgment errors, and procedural 
mistakes.’53

6.3.13.3 
Risk assessment in numerous contexts, including Ireland, has been hindered by 
poor data collection, including consistent recording of information as basic as the 
relationship between the perpetrator and the victim. In the UK, an evaluation of 
police risk assessment found that a failure to understand the gender and power 
dynamics that underpin coercive control resulted in assessments that overlooked 
the dangerous patterns of behaviour that precede domestic homicide.54 It is vital 
that, in developing risk assessment guidance and tools for Ireland, the use of these 
tools is scaffolded by sufficient training to support service providers to use them 
as effectively as possible. This includes building understanding that risk must be 
seen as dynamic, and as something that should be reassessed at critical points to 
understand how the level of the risk may change at particular moments in time, for 
example upon separation.55 

6.4  Responding to Escalating Risk - Systems 
and Protocols

6.4.1 
Risk assessment is not an end in itself, but one part of an ongoing process of 
preventing avoidable violent deaths. Risk assessment is likely to be ineffective if not 
scaffolded by an information sharing process and a coordinated risk management 
structure. Though the Terms of Reference for this research report request an 
‘information sharing protocol’, among research participants there is general 
agreement that a simple protocol would be insufficient. Without a structured 
system of collaboration and delegation of duties, overall coordination and 

53  Jose Medina Ariza, J., Robinson, A., & Myhill, A., ‘Cheaper, faster, better: Expectations and 
achievements in police risk assessment of domestic abuse’ (2016) Policing: A Journal of Policy 
and Practice 10(4) pp.341-350.

54  Robinson, A. L., Myhill, A., & Wire, J., ‘Practitioner (mis) understandings of coercive control in 
England and Wales’ (2018) Criminology & Criminal Justice 18(1) pp.29-49.

55  Graham, L. M., et al, ‘The validity and reliability of available intimate partner homicide and 
reassault risk assess-ment tools: A systematic review’ (2021) Trauma, violence, & abuse 22(1) 
pp.18-40.
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responsibility for cases is likely to remain unclear. In layman’s terms, serious cases 
may ‘fall between the cracks’ of the various agencies and services that encounter 
information regarding the victim(s) and perpetrator(s), where that information is 
shared in an ad hoc manner.

6.4.2 
In the available body of literature, many researchers, including those specialising in 
prevention of domestic homicide and familicide, agree that there is a need to adopt 
a multi-agency approach for domestic violence services.56 The consensus points to 
the importance of developing a system for information-sharing between agencies 
to develop jointly owned risk assessments and risk management plans. Though 
Tusla is piloting a new information sharing system,57 Ireland currently does not have 
formalised multi-agency processes for risk assessment of the most serious cases. 

6.4.3 
The recommendation of this Report is that a standardised risk assessment 
framework should be developed for use by all relevant agencies and service 
providers across Ireland, and that this should be complemented by development 
of a multi-agency risk assessment framework, which brings key service providers 
together to discuss the most high-risk cases, share information, and work together 
to develop effective plans for eliminating risk. Below, one such coordination 
framework, the UK’s multi-agency risk assessment framework (MARAC) is explored 
in a detailed case study. While the authors of this Report do not necessarily endorse 
this framework, it was cited repeatedly by research participants as a model of good 
practice, and worth exploration. The following case study explores the mechanisms 
and methodology of this coordinated system for sharing information.

Figure 22: Case study: the Multi-Agency Risk Assessment Committee (MARAC)

The Multi-Agency Risk Assessment Committee (MARAC) process is a victim-

focused information sharing and risk management meeting attended by all key 

agencies where high-risk cases are discussed and assessed, with the ultimate aim 

of developing a safety plan that will be implemented to remove risk. Committees 

are comprised of individuals who represent services including social care, local 

police, probation, health, child protection, housing practitioners, victim advocates, 

and other statutory and voluntary sector practitioners. However, core members 

are understood to be the police and independent victim advocates. Committee 

members come together to discuss the needs of domestic abuse victims at 

high risk of serious harm or lethal violence and collaboratively develop an overall 

understanding of the potential risk facing a victim of domestic abuse. The ultimate 

aims of MARACs are to:

56  Kearns, N., Coen, L., & Canavan, J., Domestic Violence in Ireland: an overview of national 
strategic policy and relevant international literature on prevention and intervention initiatives 
in service provision (2008).

57  USLA, ‘Tusla’s new National Integrated Information System goes LiveTusla - Child and Family 
Agency’ (2020) Available at: https://www.Tusla.ie/news/Tuslas-new-national-integrated-
information-system-goes-live/ (Accessed 21 February 2022).
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1. [S]afeguard adult victims; 

2. make links with other public protection arrangements in relation to children, 

perpetrators and vulnerable adults; 

3. safeguard agency staff; and 

4. address the behaviour of the perpetrator.

Ideally, each representative serving on the MARAC is able to undertake tasks, and 

commit resources on behalf of their organisation. The MARAC process begins with 

giving a full picture of a case, to inform the case approach. From there, individual 

agency representatives can offer specific sector knowledge and expertise to expand 

the range of options for developing an appropriate response. Building inter-agency 

trust is essential for agencies to successfully share sensitive information and 

overcome bureaucratic hurdles to provide the best and most timely services to 

victims. 

The MARAC process was set up in response to the review of a number of domestic 

homicide cases where common trends emerged including poor understanding 

and identification of risk by frontline service providers, and no mechanisms for 

information sharing between stakeholders including medical professionals and 

the police. This hindered the development of effective safety plans. Furthermore, 

a vacuum of specialist support left victims struggling to navigate support from 

myriad services that were not in any way joined up, which sometimes resulted in 

creating a greater burden for victims to coordinate their own safety plans across 

services, sometimes causing overwhelm and deterring them from seeking further 

support.

At MARAC meetings, multiple cases are discussed, so victims cannot attend in 

person. However, victims have the option of being represented by an independent 

victim advocate to be the ‘voice’ of the victim during the meeting to communicate 

their views on the best possible response and outcome.

6.4.4
As cited and highlighted previously, throughout the literature on preventing 
domestic homicide and familicide, researchers agree that there is a need to adopt 
a multi-agency approach for domestic violence services. Research participants, 
both from Ireland and abroad, repeatedly referred to the multi-agency risk 
assessment committees (MARAC) as the ‘gold standard’ of coordinated approaches 
to information sharing and case management. However, the MARAC system is 
not without its challenges and critics. Challenges to MARAC participation include 
significantly increased workload and lack of incentives to participate.58 Training and 

58  Robinson, A. L., Domestic Violence MARACs (Multi-Agency Risk Assessment Conferences) for 
Very High-risk Victims in Cardiff, Wales: A Process and Outcome Evaluation (Cardiff University 
School of Social Sciences 2004).
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knowledge dissemination has been found to be crucial to securing the buy-in of 
relevant professionals and agencies.59 

6.4.5 
Feedback from MARAC members has also highlighted that, with a high volume of 
cases, reviews of each case can feel too rushed.60 In-depth interviews conducted 
for this Study highlighted that cases where the criminal justice system is involved 
are few, and as a result few perpetrators will be on the radar of the MARAC system.61 
Additionally, the MARAC process has been criticised for the level of investment 
required for its resource-intensive process.62 However, this is disputed. It has been 
estimated that for every £1 invested in the MARAC process, £6 can be saved in 
direct costs to agencies, and that as low as 16% of MARAC cases would have to be 
successful for investment in the system to be value for money.63

6.4.6 Responding to the highest risk cases

6.4.6.1
In the process of carrying out risk assessment, some cases will be flagged for the 
highest level of risk. In these cases, there must be a standardised and streamlined 
response without delay. Over the course of conducting research for this Report, 
the Study Team spoke with one interviewee, Jill, who survived an attempted 
domestic homicide, and whose life was further threatened after the perpetrator’s 
imprisonment. While in prison Jill received formal information from An Garda 
Siochana, through their Garda Information Message (GIM) process that her life 
remained under threat and at high risk. Even though her ex-partner was in prison, he 
continued to find ways to send messages to her and to use access to their child as a 
method to contact her. 

6.4.6.2 
Jill expressed a view to this Study that it is vital to assess risk on an ongoing basis. 
She said this type of perpetrator behaviour highlights the importance of assessing 
risk on an ongoing basis, and not just on a one-off basis. This risk assessment 
should be a standardised procedure for all those who are at high risk of serious or 
even fatal violence. Those circumstances should immediately initiate a tailored 
support package which responds to the needs of the victim(s). 

59  McCoy, E., Butler, N., & Quigg, Z., Evaluation of the Liverpool Multi-Agency Risk Assessment 
Conference (MARAC) (Centre for Public Health, World Health Organisation Collaborating Centre 
for Violence Prevention 2016).

60  ibid.
61  Key contributor interviews on 12 October 2020. 
62  Key contributor interviews on 12 October 2020.
63  Coordinated Action Against Domestic Abuse (CAADA), Coordinated Action Against Domestic 

Abuse: Saving lives, Saving money: MARACs and high risk domestic abuse (CAADA 2010).
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6.4.6.3 
Additionally, electronic monitoring (EM) is becoming increasingly common in 
the EU, including monitoring the movements of dangerous domestic violence 
offenders after they have been released from prison. According to a 2010 Council 
of Europe survey, electronic monitoring was used or legislated for in 27 Council of 
Europe Member States.64 Ireland has piloted it, and among the twelve countries 
that did not use electronic monitoring at the time the survey was conducted, some 
indicated that they were planning to transition towards its use.65 In the interview 
with the research participant who had survived an attempted domestic homicide 
and familicide, she expressed the view that these developments were ultimately 
positive, and would be an important safety measure for her and her family. One 
research participant with a background in law concurred, arguing that there is a 
case for electronic monitoring where there have been repeated breaches of a barring 
order.66 Though electronic monitoring must also be analysed from a civil liberties 
perspective, it may prove to be an important protective measure to consider when 
an offender has been released from prison, or is out on bail. 

6.4.6.4 
In speaking with Jill, she described the fear and anxiety that surrounded making 
submissions to the Parole Board and victim impact statements, knowing that 
her ex-partner would receive a copy. The transparency is necessitated by due 
process, however, in relation to submitting a statement to the Parole Board, she 
felt that making it would inevitably increase the risk of receiving further threats 
and attempts on her life. During the attempted domestic homicide, Jill’s mother 
was also victimised. Though invited to make a submission to the Parole Board, 
the woman’s mother declined as she was too afraid of retaliation. More support to 
victims is required in the interest of ensuring that they and other witnesses can 
freely make representations without fear, at any and all stages of the process. The 
implementation in July 2020 of the Parole Act 2019,67 presents an opportunity to 
create such supportive structures for victims and other witnesses, as is discussed 
further in Chapter 7.

6.4.6.5 
One agency supporting victims stressed how re-traumatising the parole process 
can be and highlighted that victims and their families often feel unprepared and 
unprotected.68 In line with the Action Plan accompanying Ireland’s Second National 
Strategy on Domestic, Sexual and Gender-based Violence, it is crucial that risk 
assessment is not only carried out with the victim, but also conducted with the 
perpetrator to assess what risk they pose if released. Models of best practice exist, 

64  Nellis, M., ‘Understanding the electronic monitoring of offenders in Europe: Expansion, 
regulation and prospects’ (2014) Crime, Law and Social Change 62(4) pp.489-510.

65  ibid.
66  Interview conducted on 14 November 2020.
67  Parole Act 2019.
68  Interview dated 1 March 2021.
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for example the Spousal Assault Risk Assessment (SARA), a 24-item structured 
guide for spousal risk evaluations in individuals who are suspected of, or who are 
being treated for, spousal abuse. The SARA helps characterise the risk an individual 
poses to a spouse/partner, children, other family members, in term of likelihood, 
imminence and severity. This action item from Ireland’s national action plan should 
be implemented fully, and the outcomes of such assessment should be a factor in 
bail and parole hearings. 

6.4.6.6 
Separately, Ireland’s Witness Security Programme is administered by the Attorney 
General and operated by An Garda Síochána’s Special Detective Unit (SDU) as part of 
the Garda Crime and Security Branch (CSB). It is used in cases of serious, organised 
crime and terrorism. Some research participants highlighted that the Government 
should consider expanding this programme to other areas of crime, including 
serious domestic violence, where there is a risk of fatality. However, this extreme 
solution, which would require relocation of the victim family in another jurisdiction, 
should not be necessary. Irish society and its structures needs to ensure that those 
subjected to domestic abuse in all its forms are protected through the creation of 
sufficiently resourced risk assessment preventative tools and ongoing integrated 
service provision.

6.5  The General Data Protection Regulation 
(GDPR) and Information Sharing

6.5.1
Multi-agency information sharing is key to prevention efforts for the obvious reason 
that it allows professionals in contact with the victim and perpetrator to piece 
together all the available information towards more comprehensive and accurate 
risk assessment. Exploring models for putting these multi-agency processes, 
such as the UK’s multi-agency risk assessment framework (MARAC), into practice 
may raise questions about General Data Protection Regulation (GDPR) compliance. 
It is important to remember that the aim of GDPR is not to restrict the flow of 
information for legitimate purposes, but to ensure the basis on which data is used, 
processed and retained is rooted in transparency and accountability.

6.5.2 
Many reviews of serious cases highlighted poor information sharing, which 
resulted in missed opportunities for information and keeping the victim(s) safe.69 

69  UK Government, Information Sharing, Advice for Practitioners Providing Safeguarding Services 
to Children, Young People, Parents and Carers (2018).
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Coordinated responses are ‘widely recognised as the best way forward’.70 Fears 
about sharing information, or a lack of clarity about how General Data Protection 
Regulation applies cannot stand in the way of legitimate work to safeguard the 
health, lives and well-being of people at risk. It is vital that frontline practitioners 
feel informed of and confident in sharing information in line with the legal basis for 
doing so. Where abuse is explicitly disclosed, the decision to share information is 
clear. In other cases, the signs of abuse may emerge over time, and decision-making 
about what information to share and when may require more judgment. 

6.5.3
In Ireland, the Data Protection Act 2018 places limitations on the rights of the ‘data 
subject’ for the purposes of ‘protecting the life, safety or well-being of any person’.71 
This somewhat mirrors the UK Data Protection Act 2018, which allows practitioners 
to share information without consent for reasons including ‘safeguarding… children 
and individuals at risk’.72 Section 18 of the UK Act73 provides further details around 
the lawful grounds for the processing of a special category personal data without 
consent if it is justified and necessary for:

• protecting an individual from neglect or physical, mental or emotional 
harm;

• protecting the physical, mental or emotional well-being of an individual. 

Where that individual is: 

• Under 18 or, 
• Over 18 and at risk
• At-risk is defined as someone who:
• has needs for care and support
• is experiencing or at risk of neglect or any type of harm 
• is unable to protect themselves. 

6.5.4 
The section still expects consent will be obtained wherever possible, unless it would 
compromise the central purpose of safeguarding the person at risk. 

6.5.5 
Further research is needed to understand the experiences of frontline service 
providers in Ireland, in particular the interaction of their work and the current 
provisions outlined in the Data Protection Act 2018. This would shed light on whether 
the current provisions of the Data Protection Act 2018 are sufficient to support 

70  Hague, G., & Bridge, S., ‘Inching forward on domestic violence: The ‘co-ordinated community 
response’ and putting it in practice in Cheshire’ (2008) Journal of Gender Studies 17(3)  
pp.185-199.

71 Data Protection Act 2018 (UK), Part 5, section 94(3)(f).
72 Data Protection Act 2018 (UK).
73 Data Protection Act 2018 (UK), section 18.
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effective information sharing or if more explicit amendment legislation, including 
appropriate application of the Law Enforcement Directive as transposed into Irish 
legislation is needed to ensure sufficient legal basis for sharing certain type of 
information, without consent, for safeguarding and crime prevention purposes. 
Current legislative structures in Ireland may demonstrate that amendment of the 
Data Protection Act 201874 may not be necessary. If Ireland does opt to introduce a 
framework for coordination information sharing, such as the UK’s multi-agency risk 
assessment framework (MARAC) committee model, it would be important to ensure 
this amendment of the application of data protection law is accompanied by clear 
guidance around information sharing. This is particularly so with regard to General 
Data Protection Regulation (GDPR), so that it is not perceived to be a barrier to 
timely and necessary action to protect abuse victims who are at risk. Below are two 
examples of guidance provided by UK authorities clarifying when information can 
and should be shared.

Figure 23:75   Advice issued by the Government of the United Kingdom details 
seven ‘golden rules’ for sharing information:

1. The General Data Protection Regulation (GDPR) and human rights law are not 

barriers to justified information sharing, but provide a framework to ensure 

personal information is shared appropriately.

2. Be open and honest with the individual (and/or their family, where appropriate) 

from the outset about why, what and with whom information will or could be 

shared, and seek their agreement, unless it is unsafe or inappropriate to do so.

3. Seek advice from other practitioners or your workplace’s GDPR lead if you are in 

doubt about sharing a piece of information, without disclosing the identity of 

the individual(s) concerned, if possible.

4. Where possible, share information with consent, and where possible respect the 

wishes of those who do not consent to having their information shared. Under 

the GDPR, you may share information without consent if, in your judgment, there 

is lawful basis to do so, such as where a person’s safety may be at risk. Your 

judgment should be based on the facts of the case. When you share information 

in such a case, be mindful that the relevant individual(s) might not expect 

information to be shared.

5. Consider safety and well-being: base your information sharing decisions on 

consideration of the safety and well-being of the individual and others who may 

be affected by their actions. 

6. Stick to the principles of necessary, proportionate, relevant, adequate, accurate, 

timely and secure. This means ensuring that the information you share is 

necessary for the purpose for which you are sharing it, is shared only with those 

who need to have it, is accurate and up-to-date, is shared in a timely fashion, 

and is shared securely. 

74   Data Protection Act 2018.
75 Data Protection Act 2018 (UK).
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7. Keep a record of your decision and the reasons for it - whether it is to share 

information or not. If you decide to share, then record what you have shared, with 

whom and for what purpose. 

Figure 24:76  Advice issued by the Government of the United Kingdom provides a 
quick Q&A sheet to help practitioners determine when and how to 
share information:

When and how to share information 

When asked to share information, you should consider the following questions to 

help you decide if, and when, to share. If the decision is taken to share, you should 

consider how best to effectively share the information. A flowchart follows the text. 

When 

Is there a clear and legitimate purpose for sharing information? 

• Yes – see next question 

• No – do not share

Do you have consent to share? 

• Yes – you can share but should consider how 

• No – see next question 

Does the information enable an individual to be identified? 

• Yes – see next question 

• No – you can share but should consider how

Have you identified a lawful reason to share information without consent? 

• Yes – you can share but should consider how 

• No – do not share 

How

• Identify how much information to share 

• Distinguish fact from opinion 

• Ensure that you are giving the right information to the right individual 

• Ensure where possible that you are sharing the information securely 

• Where possible, be transparent with the individual, informing them that that the 

information has been shared, as long as doing so does not create or increase the 

risk of harm to the individual. 

All information sharing decisions and reasons must be recorded in line with your 

organisation or local procedures. If at any stage you are unsure about how or when to 

share information, you should seek advice on this. You should also ensure that the 

outcome of the discussion is recorded. 

76  Data Protection Act 2018 (UK).
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Clear guidance, such as the examples provided above, can and should be integrated 
into a national standardised framework for risk assessment, its accompanying 
tools and training programmes for those carrying out risk assessments.

6.6  The Role of Domestic Homicide Reviews in 
Identification and Management of Risk

6.6.1
The work of Domestic Homicide Reviews internationally is explored in depth in the 
Chapter dedicated to this topic (Chapter 5) with a recommendation that Ireland’s 
model should be entitled Domestic and Family Violence Death Reviews. However, as 
such reviews are so crucial to informing and strengthening risk assessment efforts, 
this aspect of their role is discussed in the following section. Indeed, the central role 
of Domestic and Family Violence Death Reviews is not to place blame on anyone but 
the perpetrator; it is intended to develop recommendations to strengthen services, 
procedures, awareness and communication based on what could have prevented 
the killing of the victim(s)77 and what could, in future, prevent deaths in similar 
circumstances.78 Most Domestic and Family Violence Death Reviews report patterns 
in risk factors that were known before the domestic homicide occurred, and the 
reviews often make recommendations around improvements in training, resources 
and improved collaboration between agencies.

6.6.2 
Tangibly, the outcome of the work of Domestic and Family Violence Death Reviews is 
policy recommendations in relation to the coordination of services and information 
sharing, risk assessment and risk management, the promotion of education and 
public awareness campaigns, improved training for service providers, changes 
or overhaul of justice programmes (such as bail hearings), changes to existing 
systems or procedures such as those followed in policing, and areas for further 
research.79 The review process also identifies missed opportunities, including for 
perpetrator intervention. These recommendations are most often of relevance to 
key sectors, such as the police, community services, health care and the criminal 
justice system.80 The committees can also evaluate those recommendations over 
time, to assess their efficacy. For example, risk assessment in Ontario, Canada is 
continually being strengthened; a list of 26 potential risk factors is updated on an 
ongoing basis as research identifies new and emerging risk factors.81 

77   Jaffe, P. G., Dawson, M., & Campbell, M., ‘Developing a national collaborative approach to 
prevent domestic homicides: Domestic homicide review committees’ (2013) Canadian Journal 
of Criminology and Criminal Justice 55(1) pp.137-155.

78 Weil, S., Corradi, C., & Naudi, M., Femicide across Europe (Policy Press 2018) p.200. 
79  Jaffe, P. G., Dawson, M., & Campbell, M., ‘Developing a national collaborative approach to 

prevent domestic homicides: Domestic homicide review committees’ (2013) Canadian Journal 
of Criminology and Criminal Justice 55(1) pp.137-155.

80  ibid.
81 ibid.
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6.6.3 
The same jurisdiction also makes recommendations that can be broadly 
categorised under four main themes: (i) awareness and education, (ii) assessment 
and intervention, (iii) resources, and (iv) child-related issues, with the majority of 
recommendations coming under the first category.82 No single sector addresses 
violence on its own,83 and Domestic and Family Violence Death Reviews should 
be multi-sectoral, with representation from, and coordination between relevant 
Government departments; service providers including the police, health workers, 
social workers, domestic violence services, community services, children’s services 
and the criminal justice system, among others. 

6.6.4 
In order for Domestic and Family Violence Death Reviews to function effectively, it is 
crucial firstly that the Government takes a strong position in viewing domestic and 
family violence, in all its forms, as unacceptable. Secondly that there is recognition 
that domestic violence and its most extreme forms of domestic homicide and 
familicide are preventable.84 Other requirements which facilitate Domestic and 
Family Violence Death Reviews to work with maximum impact and effectiveness 
include the resources needed to do their work, effective data collection systems, 
and legal governance.85 Domestic and Family Violence Death Reviews should also 
include a mechanism to track implementation of their recommendations. This does 
not mean that every recommendation is necessarily implemented; on occasion 
there may be legitimate reasons for deferring or rejecting a recommendation. 
However, tracking progress is key, and persistent gaps in practice should be tracked 
and accounted for. Additionally, Domestic and Family Violence Death Reviews, 
with the support of an accompanying domestic homicide research unit, should 
be facilitated to stay up to date on new evidence and emerging practice, such as 
advancements in risk assessment, including in the field of predictive modelling.

82 ibid.
83  Bugeja, L., Dawson, M., McIntyre, S. J., & Walsh, C., ‘Domestic/family violence death reviews: An 

international comparison’ (2015) Trauma, Violence, & Abuse 16(2) pp.179-187.
84 ibid.
85 ibid.
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6.7 Recommendations

These recommendations need to be read 
in conjunction with the recommendations 
outlined in previous and subsequent Chapters. 

Recommendation Six 1:  
Risk Assessment

Six 1.1  
The implementation and resourcing of a national risk assessment framework as 
detailed in the Action Plan which accompanies Ireland’s Second National Strategy 
on Domestic, Sexual and Gender-based Violence 2016 – 2021 is of paramount 
importance and as may be further detailed in the Third National Strategy on 
Domestic, Sexual and Gender-based Violence due for publication in early 2022. 

Six 1.2  
The national rollout of the implementation of a pilot risk assessment matrix by 
Divisional Protective Services Units of An Garda Síochána.

Six 1.3  
The Department of Justice in consultation with NGO partners, An Garda Síochána 
and relevant agencies should develop a standardised domestic violence risk 
assessment framework and accompanying tools, in consultation with and for 
use by all service providers and agencies that work with victims. This framework 
and accompanying tools should adhere to the guided clinical approach, drawing 
on internationally validated tools, whilst being tailored to the Irish context, and 
providing scope for professional judgment. In particular, that professional judgment 
should  always accommodate processes of a consultative nature to ensure that a 
potential victim’s own sense of impending risk can be discussed and acted upon.

Six 1.4  
The Department of Justice in consultation with NGO partners, An Garda Síochána 
and relevant agencies to develop domestic violence risk assessment tools that are 
tailored to assessing risks to the wellbeing and safety of children, and which are 
fully aligned with the standardised national framework.

Six 1.5  
The Department of Justice to ensure training is provided to professionals within 
relevant services and agencies and experts in the Domestic Homicide and Family 
Deaths Reviews, to ensure that the standardised national domestic violence risk 
assessment framework and tools are implemented effectively. Protocols for regular 
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external evaluation of the efficacy of the application and standards applied to that 
framework and its training standards must be agreed.

Recommendation Six 2:  
Quality of Services

Six 2.1  
The Department of Justice should review current service delivery practices to ensure 
it is meeting its obligations under the Istanbul Convention. This includes reviewing 
and strengthening services to ensure that they are being delivered systematically 
and to a consistently high standard, in line with best international practice. To 
ensure consistent and high-quality service  delivery, there must be a ring-fenced, 
independent budget secured for services, linked to Ireland's obligations under the 
Istanbul Convention. 

Six 2.2  
It is essential to ensure that services are appropriate, non-discriminatory and 
tailored to the needs of diverse populations.86  Studies have repeatedly found that a 
prior incident of domestic abuse is the greatest indicator of the potential for abuse 
to become serious and even fatal. These service needs include, but are not limited 
to, older persons, rural communities, child victims, LGBTI+ people, teens and young 
adults in dating relationships, migrant and ethnic minority communities, victims 
whose partners serve in the police or the military.

Recommendation Six 3:  
High Risk Cases

Six 3.1  
An Garda Síochána’s standardised Garda Information Message (GIM) procedure for 
alerting those at highest risk for serious or fatal violence should be incorporated 
into future protocols for risk management and assessment.

Six 3.2  
Amendments to data sharing legislation or the application of current legislation 
should make provision for the separate collation of data on high-risk cases. That 
database should be complemented by having a tailored support package, which 
responds to the needs of those victim(s).

Six 3.3  
In the interest of protecting victims, and of ensuring they can participate freely 
and without fear at all stages of a case, the Government should explore the use of 

86   Jaffe, P., Scott, K., & Straatman, A. L. (2020). Future directions on promoting domestic homicide 
prevention in diverse populations. In Preventing Domestic Homicides (pp. 281-297). Academic 
Press.



314

C
H

A
PTER

 6
: R

ISK FAC
TO

R
S, IN

FO
R

M
ATIO

N
 SH

AR
IN

G
 AN

D
 PR

EVEN
TIO

N

electronic monitoring of the most dangerous perpetrators when on bail or after 
release from prison. 

Six 3.4  
Spousal risk evaluations should be carried out for individuals who are suspected 
of, or who are being treated for, spousal abuse. Such evaluations would be in line 
with the Action Plan accompanying Ireland’s Second National Strategy on Domestic, 
Sexual and Gender-based Violence 2016 – 2021 and whatever enhancements of that 
process are published in the subsequent National Strategy. The outcomes of these 
assessments should be a factor in bail and parole hearings. 

Recommendation Six 4:  
General Data Protection Regulation (GDPR) and Information Sharing

Six 4.1  
The Department of Justice in consultation with NGO partners, An Garda Síochána 
and relevant agencies to address the gap in coordination of information sharing 
by developing a mechanism to ensure information about the highest risk cases is 
routinely shared between agencies and services, with clear roles and responsibilities 
to ensure leadership in management of each case. 

Six 4.2  
The Department of Justice to conduct further research into the experiences of 
frontline service providers in Ireland to understand whether the Data Protection 
Act of 2018 is acting as a barrier to effective and timely information sharing in 
the context of domestic abuse and violence. If this is found to be the case, the 
State should introduce necessary amending legislation for data sharing and the 
application of the Law Enforcement Directive for the purposes of safeguarding, 
explicit and clear when legislating for the prevention of these crimes.

Six 4.3  
Create protocols, to improve all aspects of data collection and analysis, legislating 
as necessary, as recommended throughout this Study; risk assessment in 
numerous contexts has been hindered by poor data collection, including 
inconsistent recording of information as basic as the relationship between the 
perpetrator and the victim. Information-sharing between agencies to develop jointly 
owned risk assessments and risk management plans should be incorporated into 
such protocols.  

Recommendation Six 5:  
Research, Education and Public Awareness

Six 5.1  
The Department of Justice in partnership with the Department of Education and 
NGO partners to ensure that  modules focusing on identifying the warning signs and 
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risk factors of domestic abuse and its most extreme forms of domestic homicide 
and familicide, are integrated within School curricula.

Six 5.2  
The Department of Justice in consultation with NGO partners to develop and roll out 
national awareness raising campaigns to increase understanding of the risk factors 
and signs of domestic abuse that may be escalating towards lethality, and the 
referral pathways through which support can be sought, to engage communities in 
effective bystander intervention.

Recommendation Six 6:  
The Role of Domestic and Family Violence Death Reviews in monitoring 
Effective Prevention Systems

Six 6.1  
The Department of Justice to ensure Domestic and Family Violence Death Reviews  
have a mechanism for tracking the implementation of recommendations, 
particularly those relating to risk assessment, and by extension, prevention. 

Six 6.2  
The Department of Justice should ensure that the work of Domestic and Family 
Violence Death Reviews has a specialized research function to track new and 
emerging practice in assessing risk for domestic homicide and familicide, with 
a focus on addressing identified research gaps. This function should be carried 
out by experts within the Review structure, who could also report on Ireland’s 
implementation of the Istanbul Convention.
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Chapter 7: 

Domestic Homicide 
and Familicide: 
Considering the Legal 
Landscape
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7.1 Introduction    

7.1.1 
The Terms of Reference for the Study encourages the establishment of appropriate 
protocols and guidelines to govern cases of domestic homicide and familicide. 
Recommendations regarding policies, protocols, procedures and practices have 
been presented in the preceding Chapters dealing with data collation and analysis, 
support needs for the bereaved associated with the crime perpetrated, the needs of 
children, the methodologies of the media, the consequences of domestic homicide 
and risk assessment and prevention. 

7.1.2 
It is noted the that the Terms of Reference state that: 

‘The Minister believes that it is necessary to establish appropriate protocols and 
guidelines to govern ... The development of these protocols and guidelines is to 
be underpinned by this study.’

7.1.3 
That ‘underpinning’ must occur within structures that impact the rights and 
obligations of citizens and State agencies and institutions, all of which exist within 
well-defined legal structures. This Chapter therefore aims to explore the existing 
legal structures and suggest new ones.  

7.1.4 
Specifically, some of the Terms of Reference relevant in the context of this Chapter 
request are as follows:

‘To consider the adequacy and suitability of current policies, protocols, 
procedures and practices of state services in supporting close family members 
of those who die in familicides (where all legal processes are completed) and to 
make recommendations.’

‘To consider how to develop an integrated procedure to support close family 
members of those who die in familicides in the most competent, caring, 
effective and efficient way in the future.’

‘To consider, in consultation .. how the media report on such events, and make 
recommendations on best practice.’ 

‘ To consider how social media deals with such events, engaging with relevant 
stakeholders, and make recommendations on how to progress this issue.’  
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7.1.5 
There was a specific request:

‘To take account of the provisions of the Criminal Justice (Victims of Crime) 
Act 2017, the Coroners Act 1962, as amended, and the recommendations of the 
Commission on the Future of Policing in Ireland for the establishment of Crisis 
Intervention Teams.’

7.1.6 
Requested outcomes included:

‘The identification, if possible, of potential warning signs and possible 
responses/actions including the development of protocols to allow relevant 
information to be shared by professionals or with family members.’

‘The development of clear protocols by State agencies and other agencies and 
individuals for sharing information with immediate family members.’

‘The development of an emergency team protocol ..and crucially, identify what 
supports are needed by family and community.’

‘To identify international best practice in respect of domestic homicide 
reviews and to make recommendations in relation to their application to this 
jurisdiction.’

7.1.7 
As stated in the introduction to this Report, a review of the legal issues surrounding 
domestic homicide and familicide in Ireland is a matter for the legislature and was 
not a specified aspect of this Study’s Terms of Reference. However, the outcomes 
of the Study’s response to some of the Terms specified above, the additional focus 
on data and on children, together with the testimony of bereaved family members, 
subject experts, advocacy groups and others who contributed to the Study, required 
a broad-ranging inquiry into the relevant issues. 

7.1.8 
Therefore, a non-exhaustive desk review has been undertaken, to suggest a 
compilation of some legislative and regulatory changes for consideration by 
legislators in considering one or more of the following:

• the resourcing of current legislation;
• amendments or creation of secondary legislation (statutory instruments) 

regarding current legislation;
• completion of previously agreed reviews of legislation; 
• creation of new legislation.
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7.1.9 
The issues dealing directly with and tangential to Domestic and Intimate Partner 
Violence, Domestic Homicide and Familicide traverse a broad legal landscape that 
encompasses the Constitution, criminal and civil law, a review of which is beyond 
the remit of this Report. A non-exhaustive alphabetical list of such legislation (to 
include matters mentioned in the body text of this Chapter is presented at  
Appendix J.

7.1.10 
As requested, the Study will focus on the provisions of the Criminal Justice (Victims 
of Crime) Act 2017 and  the Coroners Act 1962, as amended, as they relate to the 
support needs of those bereaved through domestic homicide and familicide. 

7.1.11 
New legislation will flow from the consideration of the recommendations of 
the Commission on the Future of Policing in Ireland for the establishment of 
Crisis Intervention Teams. This legislation could synchronise with the Study’s 
recommendation to amalgamate various agency crisis intervention protocols 
in the structure of the proposed Regional Multi-Agency Critical Planning and 
Response (MACPAR) Teams. Recommendations, recommendations for legislative 
amendments would be needed to enable changes to data sharing and interventions 
by mainstream and social media. Similarly, the initiation of structures for risk 
management and prevention measures will require a legislative lens. New 
legislation will also be required to establish a structure for Domestic and Family 
Violence Death Reviews.

7.1.12 
In particular, the necessary expansion of the Terms of Reference by the Study Team 
to include a focus on data collection and a focus on children brings those areas of 
law into perspective when considering the adequacy of the tools available through 
Irish legislation. Incorporating effective, protective, reformative and compassionate 
legislation should meet the needs of those who are impacted by domestic abuse 
and violence in all its forms, to include familicide and domestic homicide. 

7.1.13 
This Chapter will firstly look toward the recommendations of each of the 
preceding themed Chapters to suggest what legislation may emanate from the 
recommendations made.  Secondly, it will focus on some primary sources of 
existing and pending legislation, asking the following research questions: 

• What are the legal issues surrounding domestic homicide and familicide 
in Ireland?

• What current legislative provisions work well?



322

C
H

A
PTER

 7: D
O

M
ESTIC

 H
O

M
IC

ID
E AN

D
 FAM

ILIC
ID

E: C
O

N
SID

ER
IN

G
 TH

E LEG
AL LAN

D
SC

APE

• What pending legislation is likely to have a positive impact?
• What legal, regulatory and policy changes have been suggested by 

contributors to the Study, to ensure that the law can protect vulnerable 
children and adults, delivering a more compassionate and supportive 
approach for families when domestic homicide and familicide does occur?

• Are there gaps in the resourcing of current legislation?
• What amendments or creation of secondary legislation (statutory 

instruments) regarding current legislation ought to be considered?
• What previously agreed reviews of legislation remain incomplete or not 

operationalised?
• What new legislation should be initiated to include legislative processes 

that are likely to be required to assist in the implementation of the 
recommendations of this Report?

7.2 Data Sharing and Collection 

7.2.1 Mobilising Law Enforcement Directive tools 

7.2.1.1 
A proactive review is required regarding any unintended consequences of a strict 
interpretation of Regulation (EU) 2016/679 of the European Parliament and of the 
Council of Europe of 27 April 2016 on the protection of natural persons regarding the 
processing of personal data and on the free movement of such data.1  The General 
Data Protection Regulation (GDPR) was given further effect in this jurisdiction by the 
Data Protection Act 2018 (the 2018 Act). 

7.2.1.2 
The Data Protection Commission2 is of the view that the implementation of the 2018 
Act has worked well, having been incorporated into all aspects of Irish society under 
its careful guidance and monitoring. The Data Protection Commissioner, Helen 
Dixon, commented in the Commission’s 2020 Annual Report:

‘The progress the DPC has made in 2020 provides a solid platform on which  
to build across our enforcement and complaint-handling functions in 
particular. The GDPR must be understood as a project for the now, but 
equally for the longer-term. The DPC intends to continue as a leader in its full 
implementation.’3

1  European Parliament and Council, Regulation (EU) 2016/679.
2  Data Protection Commission (DPC), ‘Home’ (2022) Available at: https://www.dataprotection.ie/ 

(Accessed 21 February 2022).
3  DPC, Annual Report (2020) p.7.
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7.2.1.3 
There have however been critiques that many organisations ‘hide behind’ data 
protection regulations in a defensive manner, to avoid transparency in responding 
to requests to share data. Such incidents manifest as ‘access complaints’ received 
by the Data Commissioner:

‘The majority of cases concluded by the DPC in 2020 involved Access Requests 
(30%)’.4

7.2.1.4 
Where Irish legislation is deemed a barrier to expeditious information-sharing 
to support the bereaved in the wake of domestic homicide and familicide, 
changes are required. Where Irish legislation favours the prioritisation of a victim-
centred safeguarding model in all aspects of domestic abuse in all its forms, 
relevant secondary legislation should issue to break down those barriers. Part 
5 of the Data Protection Act 2018, dealing with the ‘Processing of Personal Data 
for Law Enforcement Purposes,’ should provide for data sharing that safeguards 
potential and actual victims. This Part of the 2018 Act gives effect to the Law 
Enforcement Directive (LED), the operation of which is outlined below at Figure 
25. The designation of ‘competent authority’ status within the meaning of 
current legislation should therefore draw heavily on current structures, without 
the necessity of an elongated review process.  This Study’s recommended new  
structures include the Regional Multi-Agency Critical Planning and Response 
(MACPAR) Teams and the Domestic and Family Violence Death Reviews. Their 
successful operation will be dependent on focused consolidated data sharing. 
The recommendation in Chapter 5 for a best review model for Ireland’s Domestic 
and Family Violence Death Reviews, conceives that work operating within the 
Ombudsman’s remit, which is already a designated ‘competent authority’. 

4 DPC, Annual Report (2020) p.15
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The Law Enforcement Directive 

The Law Enforcement Directive, or ‘LED’, is a piece of EU legislation, parallel to the GDPR, 

which also has effect from May 2018. As suggested by its name, the LED deals with the 

processing of personal data by data controllers for ‘law enforcement purposes’ – which 

falls outside of the scope of the GDPR. The LED is a Directive rather than a Regulation, 

and this requires transposition into Irish domestic law to take effect. This transposition 

is achieved through the Data Protection Act 2018 (‘the Act’), primarily through ‘Part 5 

– Processing of Personal Data for Law Enforcement Purposes’……. There is effectively a 

two-step test to satisfy before you can determine whether the processing in question is 

within the scope of the LED and Part 5 of the Act: firstly, the data controller responsible 

for the processing in questions must be a ‘competent authority’ as defined by Section 

69 of the Act; but secondly, the processing in question must actually be for ‘law 

enforcement purposes’, as defined in Section 70 of the Act.

If the first step of this test is met, but not the second, then – although the controller 

may ordinarily be a competent authority for the LED and Part 5 of the Act (such as An 

Garda Síochána) – in this case the processing in question does not fall under the scope. 

In such a case, the non-law enforcement processing being carried out by the competent 

authority, may fall within the scope of another legislative regime, such as the GDPR (for 

example processing for Garda HR matters).

Key Questions when Determining if a Matter is within the Scope of the LED

Is the body/entity in question a 

public authority, competent for law 

enforcement purposes?

Per Section 69(1)(a) of the Act; if so, then 

they may be a ‘competent authority’ and 

potentially subject to LED.

Is the body/entity in question any 

other body or entity authorised by law 

to exercise public authority and public 

powers for law enforcement purposes?

Per Section 69(1)(b) of the Act; if so, then 

they may be a ‘competent authority’ and 

potentially subject to LED.

Is the competent authority in question a 

data controller or processor?

See Section 69 of the Act for the 

definition of controller and processor.

Is the processing in question being 

carried out by or on behalf of the data 

controller?

Per Section 70(1), Part 5 only applies 

where processing is carried out by or 

on behalf of a data controller who is a 

competent authority.

Is the processing in question being 

carried out for the purposes of ;

• the prevention of criminal offences

• the investigation of criminal offences

•  the detection of criminal offences

• the prosecution of criminal offences

• the execution of criminal penalties

Per Section 70 of the Act, the LED and Part 

5 may apply where the processing carried 

out by or on behalf of the controller is 

for any of the purposes listed. If the 

processing is for another purpose, and 

not for law enforcement purposes, the 

processing may not be in the scope of 

the LED and Part 5 – however it is then 

worth checking if the processing falls 

under the GDPR.
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Is the processing in question occurring 

in the course of activity falling outside 

the scope of the law of the European 

Union ?

Per Section 70(2) of the Act, and Article 

2(3) of the LED, such processing is not in 

the scope of Part 5 or the LED.

Is the processing in question being 

carried out by an institution, body, office 

or agency of the European Union?

Per Section 70(2) of the Act, and Article 

2(3) of the LED, such processing is not in 

the scope of Part 5 or the LED.

Is the processing in question such to 

which section 8(1)(b) applies?

Per Section 70(2)(c) of the Act, such 

processing is not in the scope of Part 

5. This covers processing under the 

Criminal Justice (Forensic Evidence and 

DNA Database System) Act 2014 or the 

Vehicle Registration Data (Automated 

Searching and Exchange) Act 2018.

Figure 25 The Law Enforcement Directive source https://www.dataprotection.ie/ 

7.2.1.5
Such legislative steps should aim to prevent crimes in the intimate relationship 
and domestic sphere. It should do so by providing expeditious support for all those 
impacted by all forms of domestic abuse, including coercive control, intimate 
partner abuse and domestic violence and its aggravated forms, domestic homicide 
and familicide. Preventative and service-delivery ambitions embracing the needs of 
potential and actual victims should have structures to collate administrative data 
held by authorities, agencies and specialised services, using gender mainstreaming 
tools, as appropriate. 

7.2.1.6 
In the wake of fatal crime in the sphere examined by this Study, these information-
sharing structures should be readily mobilised to expeditiously share relevant and 
appropriate data with families and service providers in the public and private sector. 
Further aspects of the necessity to provide for data sharing are itemised later in this 
Chapter.

7.2.2 Data Collection to determine Prevalence

7.2.2.1 
Legislation may be required to ensure the use of data protection compliant identifier 
tools across all agencies to ensure compatibility and consistency.   
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7.2.2.2 
The creation of a national database, reporting on domestic and family violence 
deaths, as outlined in multiple areas of this Report, could be facilitated within 
current legislation and policy frameworks in a manner that is mutually compatible 
with the Garda PULSE system and the proposed Criminal Justice Operational 
Hub. Ensuring cohesion in the parameters, structures and methodologies of data 
collection and analysis would maximise victim-centred efficiencies and expeditious 
and effective data sharing, which may require regulation. That efficacy could in turn 
yield a focus on the actions and intentions of perpetrators, towards prevention.

7.2.2.3 
Enabling legislation should ensure that the Domestic and Family Violence Death 
Reviews work with the Central Statistics Office and other relevant stakeholders to 
devise a plan to develop a minimum dataset for national reporting on domestic and 
family violence deaths. The detail of such collation has been explored in Chapters 2 
and 5.

7.2.2.4 
Such data sharing systems would need to incorporate the needs of children, as 
there is a dearth of data on their victimisation and its consequences when they 
are witness to and victims of domestic abuse in all its forms, including fatalities. 
Protecting their anonymity using customary protocols would require specific new 
structures, within existing child protection norms where Children First: National 
Guidance for the Protection and Welfare of Children 20175 and the Children First Act 20156 are 
the driving force. Children have been categorised by expert stakeholders engaging 
with this Study as the ‘invisible victims’ of all forms of domestic abuse. 

   

7.3  Meeting the Needs of those impacted by 
Domestic Abuse and Violence

7.3.1 
There was a specific request in the Study’s Terms of Reference to: 

‘…consult and consider the experiences of close family members of those who 
die in familicides, in relation to their experiences in the aftermath and their 
support needs, particularly with reference to the period from the start of the 
year 2000 to date.’

5 Tusla, Children First: National Guidance for the Protection and Welfare of Children (2017). 
6  Children First Act 2015.
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7.3.2 
A further request required the consideration of: 

‘…the adequacy and suitability of current policies, protocols, procedures and 
practices of state services in supporting close family members of those who 
die in familicides (where all legal processes are completed) and to make 
recommendations’.

7.3.3 
Chapter 3 of this Report has focused on the experiences of the family members 
and recommendations regarding policies, protocols, procedures and practices, 
appropriately highlighting where some current legislation was not in force during 
the relevant period from 2000 to 2018. Building on those recommendations, existing 
relevant legal structures will be discussed and new ones will be suggested.  

7.3.4 Critical Incident responses

7.3.4.1 
Where deemed necessary to implement the recommendation for the formation of 
new legal structures, enabling legislation should be considered to amalgamate 
the stakeholders specified at Chapter 3. Specifically, structures are required to 
form Regional Multi-Agency Critical Planning and Response (MACPAR) Teams to 
enable them to work together in a multi-disciplinary manner. To avoid disparity 
between agencies who need to work together towards a common goal, their current 
critical incident policies and protocols should be amalgamated and they should 
be facilitated in creating new ones, as appropriate. The necessity for synchronised 
and compatible data collection and analytical methodologies has been previously 
highlighted. Furthermore, whatever legal structures are required should be devised 
to enable a direct link between Regional Multi-Agency Critical Planning and 
Response (MACPAR) Teams to the proposed Domestic and Family Violence Death 
Reviews process. 

7.3.4.2
The Commission on the Future of Policing as discussed in Chapter 3 outlines that 
An Garda Síochána must work in partnership with other agencies and information 
sharing is required.  It states: ‘Effective multi-disciplinary approaches must 
be in place between the police and other public agencies and services both 
nationally and locally.’7 Therefore, the multi-disciplinary amalgamated structures 
proposed are compatible with the Commission’s vision. The General Scheme 
of the Policing, Security and Community Safety Bill 2021, which emanated from 
the recommendations of the Commission on the Future of Policing will have a 

7 Commission on The Future of Policing in Ireland, The Future of Policing in Ireland (2018) pp.6-7.
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Policing and Community Safety Authority that could fruitfully engage with these 
multidisciplinary structures.

7.3.5 Supports provided by the Victims of Crime Directive 

‘When victims die as a result of the crime, their family members become 
victims too. Under [The Victim’s Directive8] family members of deceased victims 
will enjoy the same rights as direct victims, including the right to information, 
support, protection and compensation. Family members of surviving victims 
also have the right to support and protection.’9

7.3.5.1 
Those family members bereaved through domestic homicide or familicide in Ireland 
between the years 2000 and 2018, were victims of crime under that definition. 
However, the support and the protection of the Victims’ Directive, as transposed into 
Irish Law through the Criminal Justice Victims of Crime Act 2017, was not available 
until that legislation was commenced in November 2017 with two final sections 
commencing in May 2018. The testimony of those family members who engaged 
with this Study therefore had no experience of that legislation’s impact.

7.3.5.2 
As mentioned above, Directive 2012/29/EU of the European Parliament and of the 
Council of 25 October 2012 (the Victims’ Directive) established minimum standards 
on the rights, support and protection of victims of crime. It outlined very specific 
victim support services (Figure 26) which have relevance to the needs of the victims 
of domestic abuse in this jurisdiction in all its forms.

7.3.5.3
In the absence of the Victims’ Directive the bereaved who engaged in the Study 
did not have the support benefits outlined and they were very specific in their 
recommendations that appropriate trauma-informed psychological support 
should be available to the bereaved, including crisis intervention in the immediate 
aftermath and appropriate counselling on an ongoing basis.

8  European Parliament and Council, Directive 2012/29/EU (established minimum standards 
on the rights, support and protection of victims of crime, and replaced Council Framework 
Decision 2001/220/JHA) (2012).

9  Jourová, V., The Victims’ Rights Directive What does it bring? (Directorate-General for Justice 
and Consumers and European Commission 2017).
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Right to access victim support services

1. Member States shall ensure that victims, in accordance with their needs, have 

access to confidential victim support services, free of charge, acting in the 

interests of the victims before, during and for an appropriate time after criminal 

proceedings. Family members shall have access to victim support services in 

accordance with their needs and the degree of harm suffered as a result of the 

criminal offence committed against the victim.

2. Member States shall facilitate the referral of victims, by the competent authority 

that received the complaint and by other relevant entities, to victim support 

services.

3. Member States shall take measures to establish free of charge and confidential 

specialist support services in addition to, or as an integrated part of, general 

victim support services, or to enable victim support organisations to call on 

existing specialised entities providing such specialist support. Victims, in 

accordance with their specific needs, shall have access to such services and 

family members shall have access in accordance with their specific needs 

and the degree of harm suffered as a result of the criminal offence committed 

against the victim.

4. Victim support services and any specialist support services may be set up 

as public or non-governmental organisations and may be organised on a 

professional or voluntary basis.

5. Member States shall ensure that access to any victim support services is not 

dependent on a victim making a formal complaint with regard to a criminal 

offence to a competent authority.

Figure 26 Available at: https://eur-lex.europa.eu/legalontent/EN/TXT/

HTML/?uri=CELEX:32012L0029&rid=4#d1e806-57-1

7.3.6 Criminal Justice (Victims of Crime) Act 2017

7.3.6.1 
Ireland’s legislation implementing the Victims Directive is the Criminal Justice 
(Victims of Crime) Act 201710 (the 2017 Act). The associated Victims’ Charter outlines 
the rights and entitlements of victims of crime in broad terms with respect to 
State agencies working with crime victims. Those agencies include the Crime 
Victims’ Helpline, An Garda Síochána, the Courts Service, the Office of the Director 
of Public Prosecutions, the Probation Service, the Prison Service, the Legal Aid 
Board, the Coroner Service, and the Criminal Injuries Compensation Tribunal. 
Some commentary and recommendations regarding some of these agencies as 
suggested by the testimony to this Report are discussed below.

10  Criminal Justice (Victims of Crime) Act 2017.
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7.3.6.2 
Neither the 2017 Act nor the Victims’ Charter specifically mention the types of 
supports outlined in the Directive. Irish legislation in this area would benefit 
from amendment or further implementation regulation, together with relevant 
resources to ensure that the supports envisaged at EU level are delivered to those 
who are bereaved through crime. Such legislative enhancement is a particular 
priority for those victims of aggravated crimes of domestic abuse including 
domestic homicide and familicide. As previously emphasised, customised support 
for children ought to be provided. Given the impact on children and others in 
the community when children are murdered, consideration should similarly be 
extended towards their support needs. Reference is made below to suggested 
expansion of the free legal aid support available to victims of domestic homicide 
when attending the criminal courts and/or the Coroner’s Court. 

7.3.7 An Garda Síochána

7.3.7.1 
Garda policy has rolled out victim support through Family Liaison Officers who 
liaise with the victim of the types of crime outlined in this Study. Their role has 
been discussed in detail in Chapter 3. The majority of those giving testimony to the 
Study were high in their praise of the standard and value of that support with others 
indicating what could be done better.  Family Liaison Officers are supported by the 
Garda Victim Liaison Office (GVLO), which is part of the Garda National Protective 
Services Bureau (GNPSB). The latter have been very proactive in their engagement 
with victims of domestic abuse crime, particularly during the Covid-19 pandemic 
and are keenly focused on prevention of such offending. 

7.3.7.2 
At Chapter 6 this Study indicates that previous crimes of domestic abuse are key 
predictors of escalated violence, to include domestic homicide and familicide. It 
is therefore of paramount importance that this area of legislation continues to be 
regularly evaluated by the Gardaí themselves and externally. There should be ring-
fenced resourcing  for the services that they need to deliver and for focused and 
continuous professional development for Garda members, to ensure that these 
most vulnerable of victims of crime are protected and vindicated.

7.3.8 Victim Support in Court

7.3.8.1 
Those giving testimony who attended the trial of the perpetrator who murdered 
their loved one were highly complementary of the level of support received from 
the Courts Service itself. That support service has been enhanced since victims’ 
legislation became incorporated into their policies and protocols. Pre-trial tours of 
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the court venue and reserved seating were perceived by the bereaved as enormously 
supportive. Voluntary services provided by Victim Support at Court (V-SAC) and 
Children at Risk in Ireland (CARI) within the Courts Service was regarded as 
invaluable. 

7.3.8.2 
However, our legislators should have such services enhanced by delivering State 
resources to specialist resources, at no cost to the victim, to the level requested 
throughout Chapter 3 and in a manner that matches the specificity of the Right to 
access victim support services specified in the originating Directive. 

7.3.9 Irish Prison Service Victim Liaison Scheme 

7.3.9.1 
The opt-in nature of the Irish Prison Service Victim Liaison Scheme,11 which aims 
to comply with the tenor of the Victims’ Directive as it applies in this jurisdiction 
requires review. Many of the bereaved family members who engaged with this Study, 
were unaware of a facility to alert them to the possible release of the perpetrator 
on temporary release or parole. Indeed, in many cases, this was because current 
legislation was not in place between 2000 and 2018. However, given the potential for 
traumatised family members to be unable to absorb multiple pieces of information 
as they grieve their loved ones, a proactive legislative provision to have the 
bereaved officially informed of the Irish Prison Service Victim Liaison Scheme would 
demonstrate a victim-centred approach, to ensure necessary knowledge transfer. 
Such a provision could specify the choice of the victim to opt in or otherwise. 

7.3.10 Restorative Justice 

7.3.10.1 
Legislation to create restorative justice schemes as denoted in the 2017 Act 
should be extended and resourced to dove-tail with the aspirations of the Justice 
Plan 2021.12 In the context of the recommendations of this Study, such schemes 
should be devised to facilitate healing by families and communities in the wake 
of domestic homicides and familicides. As testified to this Study, relationships 
between perpetrator and victim families and between members of their respective 
communities can become fractured in the wake of domestic homicide and 
familicide. Where such victims consent, restorative interventions may lessen the 
long-term consequences of such trauma.

11  Irish Prison Service, ‘Victim Liaison Scheme’ (2022) Available at: https://www.irishprisons.ie/
victim-liaison/ (Accessed 21 February 2022).

12 Department of Justice, Action Plan 2021 (2021).
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7.3.11 Supporting the Journey of family victims

7.3.11.1
A scheme that is analogous to the recent initiative regarding victims of sexual 
crime, Supporting a Victim’s Journey13 could be initiated for the family victims of 
domestic homicide or familicide offences. A legislative exception should be devised 
in circumstances  where a prosecution in the courts is not possible because the 
perpetrator has died by suicide. It was clear from testimony received by the Study 
that between 2000 and 2018 there was an absence of necessary supports and 
dearth of information available to those bereaved with respect to what they could 
expect as they dealt with multiple State institutions. There are recommendations 
in this Report regarding ways in which educational dissemination and training 
would benefit such victims and their communities. Discreet supports to include 
the establishment of a victim support agency as recommended at Chapter 3, 
must be put in place to assist them as they journey through the legal landscape 
that includes, police investigation, initial coronial matters, trials where they occur, 
inquests, interaction with prisons and the parole process.

7.3.12 Coronial System

7.3.12.1 
In providing a public service, Coroners aim to provide closure for those who are 
bereaved and identify matters of public health and safety concerns. A Review of the 
Coroner Service in 200014 issued 110 recommendations. 

7.3.12.2 
The structure of the coronial system as experienced by those who gave testimony to 
this Study, having been bereaved through domestic homicide or familicide within 
the timeframe of the Study (2000-2018) has been detailed at Chapter 3. Since that 
time in the Parole Act 2019 (which was commenced in 2020) delivered on many of 
the recommendations of the Review of the Coroner Service. It would nevertheless 
be erroneous to assume that all the issues identified by the bereaved were met in 
that enactment. In reviewing the status quo therefore, their voices should resonate 
when doing a needs assessment of whether the desired intended outcomes of Irish 
society and its policy makers are being met, through the delivery of an inclusive and 
egalitarian coronial system. 

13  Department of Justice, ‘Supporting a Victim’s Journey: A plan to help victims and vulnerable 
witnesses in sexual violence cases’ (2021) Available at: https://www.justice.ie/en/JELR/Pages/
Supporting_a_Victims_Journey (Accessed 21 February 2022).

14 Department of Justice and Equality, Review of the Coroner Service (2000).
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7.3.12.3 
In response to a Parliamentary Question on 16 June 2021 for the Minister for Justice, 
Minister of State at that Department, Hildegarde Naughton TD, outlined the progress 
that has been made since 2000:15

‘The majority of the recommendations of the 2000 Review related to the 
strengthening of the legal provisions relating to the work of the coroner and 
have been implemented, including through amendments to Coroners Act 1962 
in 2005, 2011, 2013, 2019 and 2020 as follows:

• The Coroners (Amendment) Act 2005 ended the restriction on the 
number of medical witnesses allowed at inquest.

• The Civil Law (Miscellaneous Provisions) Act 2011 provided for the 
restructuring and amalgamation of coronial districts. Coroner districts 
within counties have been amalgamated as the opportunities have 
arisen. There were 48 districts in 2000, there are 39 now and will reduce 
to 38 within 2021.

• The Courts and Civil Law (Miscellaneous Provisions) Act 2013 provided for 
Legal Aid and Legal Advice by certification by the coroner to the Legal Aid 
Board in relation to inquests.

• The Coroners (Amendment) Act 2019 clarified, strengthened and 
modernised Coroner’s powers in the reporting, investigation and 
inquest of deaths. The scope of enquiries at inquest was expanded 
beyond being limited to establishing the medical cause of death, to 
seeking to establish, to the extent the coroner considers necessary, the 
circumstances in which the death occurred. The Act also broadened 
the Coroner’s powers relating to mandatory reporting and inquest 
into maternal deaths, deaths in custody or childcare situations and 
significant new powers to compel witnesses and evidence at inquest.

• The Coroners (Amendment) Act 2021 made provision for the temporary 
additional coronial resources to Coroners in districts significantly 
impacted by the Covid-19 pandemic.’

7.3.12.4 
Improvements in the policy pipeline referred to by the Minister of State are eagerly 
anticipated by all victim families in this Study who universally lamented the lack of 
information that was available to them:

‘A Code of Practice for Families at Inquest as provided for under section 31 of 
the Irish Human Rights and Equality Commission Act 2014. The Code has been 
agreed between IHREC, the Coroners Society of Ireland and my Department and 
will provide an extensive information resource and guidance for families. The 
Code will be put on a statutory basis by an Order to be made by the Minister for 
Children, Equality, Disability, Integration and Youth.’16

15  Houses of the Oireachtas, ‘Coroners Service’ (Dáil Éireann Debate 16 June 2021) Available at: 
https://www.oireachtas.ie/en/debates/question/2021-06-16/230/ (Accessed 21 February 2022).

16  Houses of the Oireachtas, ‘Coroners Service’ (Dáil Éireann Debate 16 June 2021) Available at: 
https://www.oireachtas.ie/en/debates/question/2021-06-16/230/ (Accessed 21 February 2022).
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7.3.12.5 
Earlier in April 2021 there was a less edifying assessment of the improvements in 
the delivery of the 2000 Review’s recommendations in Death Investigations, Coroners’ 
Inquests & the Rights of the Bereaved: an ICCL report.17  In their press briefing the Irish 
Council for Civil Liberties (ICCL)18 referred to, 

‘… 52 recommendations for urgent root-and-branch reform of the system’.

 
7.3.12.6 
These recommendations were broadly grouped into three categories:

• Put families at the centre of the process …
• Fund an independent consistent and fully professional service … [and] 
• Introduce Minimum Standards of Practice’19

7.3.12.7 
Some of these recommendations were echoed by the bereaved families who 
engaged with this Study. The Study therefore recommends: 

• the establishment of equivalent processes and procedures in each 
coronial district;

• the establishment of best practice in centralised annual continuous 
practice development accreditation; and 

• the centralisation and analysis of data from each coronial district.

7.3.13 Resources for the Coroner Service

7.3.13.1 
Lack of resources was identified by this Study as an impediment to meeting Coroner 
system needs assessments documented in Chapter 3. Specifically, there is a need to 
prioritise the resourcing of infrastructural facilities available to the Coroner Service 
nationally, and to bereaved families who visit their loved ones after the completion 
of the post-mortem examination. Those bereaved persons need immediate trauma-
informed support services from on-the-ground dedicated professional support 
personnel. It is unfair to expect anatomical pathology technologists (APTs) in 
attendance, to continue to step outside their defined roles, as they altruistically 
extend what humanitarian support they can give. 

17  Scraton, P., and McNaull, G., Death Investigations, Coroners’ Inquests & the Rights of the 
Bereaved: an ICCL report (ICCL 2021).

18  ICCL, ‘ICCL Left Out in the Cold: ICCL press briefing on the Coroners System in Ireland’ (2021) 
Available at: https://www.iccl.ie/left-out-in-the-cold-press-briefing-on-iccl-coroners-report/ 
(Accessed 21 February 2022).

19 ibid.
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7.3.13.2 
It is acknowledged that there was a provision introduced in the Courts and Civil 
Law (Miscellaneous Provisions) Act 2013 to provide for legal aid and legal advice in 
relation to inquests and this process was through certification by the Coroner to the 
Legal Aid Board. 

‘Section 30(3)(a) of  the Civil Legal Aid Act 1995 (‘the Act’) provides that the Legal 
Aid Board (‘the Board’) may establish and maintain a panel of solicitors who 
are willing to provide legal aid and advice to persons who are in receipt of legal 
services.  

The Board has now decided to establish and maintain a panel of solicitors who 
are willing to provide services to persons who have been granted a legal aid 
certificate by the Board for the purpose of  advice and representation in relation 
to any of the 8 categories of cases set out in Section 60 (5) of the Coroners 
Act 1962 (inserted by Section 24(b) of the Courts and Civil Law (Miscellaneous 
Provisions) Act 2013)

The panel shall be known as the Private Practitioner Coroners Inquest Panel 
(“the Panel’).’20

7.3.13.3 
The Legal Aid application process currently in place puts the onus on the bereaved at 
a time of great trauma to engage with the terms of section 60(1) of the Coroners Act 
1962, if they are aware that they have a right to do so. The bereaved must additionally 
satisfy financial eligibility requirements in respect as outlined in section 29 of 
the Civil Legal Aid Act 1995 and contribute towards the cost of providing the legal 
services proffered. Fees payable to designated solicitors in their delivery of such 
services do not cover the fees of any barrister that might be retained by them.

7.3.13.4 
The cohort of bereaved families in this State who are impacted by the crimes of 
domestic homicide and familicide and subsequent criminal trials and inquests is 
a discrete and ascertainable number but their experiences are disproportionately 
traumatic due to the crime being perpetrated by a family member. In circumstances 
where the State is motivated towards meeting the needs of such families, 
consideration should be given to having free legal aid and advice immediately 
allocated to them. The Study recommends that the administration of such a 
scheme be managed by a designated member of the previously recommended 
Regional Multi-Agency Critical Planning and Response (MACPAR) Team. Such 
resourcing would ensure that they are fully informed and briefed regarding the 
criminal trial and/or inquest process and their rights within that process, in 
advance of the proceedings regarding their lost loved ones. 

20  Legal Aid Board, ‘Legal Services in respect of certain inquests’ (2022) Available at: https://
www.legalaidboard.ie/en/lawyers-and-experts/legal-professionals-in-civil-cases/inquests/ 
(Accessed 21 February 2022).
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7.3.13.5 
There is of course a larger group of bereaved persons outside of this group and 
outside the Terms of Reference of this Study who may wish to lobby for similar 
automatic access to free legal aid at inquests. A charity in the neighbouring 
jurisdiction in the United Kingdom campaigns for non-means-tested public funding 
for families in State-related inquests.21 

7.3.13.6 
Key to all service delivery in the Coroner Service is the establishment of agreed 
protocols for expeditious sharing of information which would emulate the 
processes adopted by the ‘Tell us Once’ system in the UK.22 It is proposed that on 
initiating an analogous service in this jurisdiction, a designated nominee of the 
Regional Multi-Agency Critical Planning and Response (MACPAR) Team, with family 
consent, would liaise with the Coroner and the Registrar of Deaths to facilitate the 
issue of an interim death certificate. Coroners currently provide this service but 
having the possibility of the issue of that certificate, within a process like that in the 
UK, would alleviate family member burdens by providing a wrap-around service that 
reports a death to most Government organisations in a single act process.  

7.3.14 Unworthiness to Succeed and Disinheritance 

7.3.14.1 
It was mentioned in Chapter 3 that perpetrators are prevented from taking any 
share in the deceased estate. An exploration of such matters and the implications 
of the Succession Act 1965 in such circumstances are not specifically requested 
in the Terms of Reference of this Study. It would nevertheless be remiss, on a 
broad interpretation of the needs of the family of victims of domestic homicide 
and familicide, not to recognise the far-reaching legal consequences of crimes of 
domestic homicide and familicide in sectors outside of the criminal justice system. 
An outline of the status quo in such circumstances, should however not be omitted 
from a consideration of the legal landscape around the commission of such crimes.

7.3.14.2 
Primary legislation regarding the exclusion of persons from inheriting from their 
wrongdoing is provided for in section 12O of the Succession Act 1965:23

21  INQUEST: Truth, Justice & Accountability, Legal aid for inquests (2022) Available at: https://
www.inquest.org.uk/legal-aid-for-inquests (Accessed 21 February 2022).

22  UK Government Department for Work and Pensions, ‘Tell us Once’ (2022) Available at: https://
www.gov.uk/after-a-death/organisations-you-need-to-contact-and-tell-us-once (Accessed 22 
February 2022).

23  Succession Act 1965, section 120.
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120.—(1) A sane person who has been guilty of the murder, attempted murder or 

manslaughter of another shall be precluded from taking any share in the estate of 

that other, except a share arising under a will made after the act constituting the 

offence, and shall not be entitled to make an application under section 117. 

… (4) A person who has been found guilty of an offence against the deceased, or 

against the spouse or any child of the deceased (including a child adopted under 

the Adoption Acts, 1952 and 1964, and a person to whom the deceased was in loco 

parentis at the time of the offence), punishable by imprisonment for a maximum 

period of at least two years or by a more severe penalty, shall be precluded from 

taking any share in the estate as a legal right or from making an application under 

section 117.

7.3.14.3 
All citizens, including those who have committed crime retain their property rights 
under the Constitution of Ireland24 as outlined in Article 43 and Article 40.3.2 as 
follows: 

Article 43 

1.1° The State acknowledges that man, in virtue of his rational being, has the natural 

right, antecedent to positive law, to the private ownership of external goods.

1.2° The State accordingly guarantees to pass no law attempting to abolish the right 

of private ownership or the general right to transfer, bequeath, and inherit property.

2.1° The State recognises, however, that the exercise of the rights mentioned in the 

foregoing provisions of this Article ought, in civil society, to be regulated by the 

principles of social justice.

2.2° The State, accordingly, may as occasion requires delimit by law the exercise of 

the said rights with a view to reconciling their exercise with the exigencies of the 

common good.

Article 40.3.2° 

The State shall, in particular, by its laws protect as best it may from unjust attack 

and, in the case of injustice done, vindicate the life, person, good name, and property 

rights of every citizen.’

7.3.14.4 
In 2014 the Law Reform Commission published an Issues Paper25 on a review of 
section 120 of the Succession Act 1965 (the Succession Act), outlined above and the 

24  Bunreacht na hÉireann (Constitution of Ireland) 1937. 
25  Law Reform Commission, Issues Paper on Review of section 120 of the Succession Act 1965 

and Admissibility of criminal convictions in civil proceedings (LRC IP 7-2014) (2014).
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admissibility of criminal convictions in civil proceedings. That Paper resulted from 
recommendations by a High Court Judge in 2011 in a domestic homicide case.26 That 
judge specifically requested that the principles of the Succession Act should be 
applied not only under succession law but also to prevent an offender benefitting 
in any other context, whether under a joint tenancy or otherwise e.g., a life insurance 
policy or a pension. One year later, the Law Reform Commission published their 
Report on Prevention of Benefit from Homicide27 where 24 recommendations pointed 
towards necessary comprehensive legislative reform.  There was a draft Bill annexed 
to the report.

7.3.14.5 
The founding principle of the recommendations reiterates the purpose of s.120 of 
the Succession Act 1965, holding that a person should be prevented from benefitting 
from his or her wrongdoing, especially from an act of homicide. This principle was 
extended to encompass the prevention of gaining benefit from any of the victim’s 
property to include joint tenancy, a pension or death insurance.

7.3.14.6 
Where the perpetrator of the homicide is found guilty in the criminal court of 
manslaughter, in circumstances where he or she was defending themselves against 
a long-term domestic abuser, judicial discretion should be permitted when the civil 
court is deciding whether the perpetrator should be disinherited. It is recommended 
by this Study that such discretion is incorporated into  a revision of s.120 of the 
Succession Act. 

7.3.14.7 
There is an element of premeditation in the commission of many crimes. In a 
relationship where coercive control is present, there is often a perpetrator intent to 
control the victim’s finances and property. It is conceivable that such a desire to 
control could extend to actions that disinherit the victim or his or her heirs. 

7.3.14.8 
Whilst acknowledging the right of any individual to disinherit another, within the 
confines of current legislation, provision should be made in future legislation for the 
reversal of such transactions which may have fraudulent intent within a domestic 
abuse context. Consideration should be given to amending Irish succession law 
and Ireland’s offence of coercive control, with regard to research done by Erin Sheley, 
Associate Professor at California Western School of Law. She takes a lateral thinking 
approach towards proving elements of the crime of coercive control28 which could be 
helpful to Irish legislators.  She argues that law makers: 

26 Cawley and Others v Lillis [2011] IEHC 515
27 Law Reform Commission, Report on Prevention of Benefit from Homicide (LRC 114-2015) (2015). 
28  Sheley, Erin L., ‘Criminalizing Coercive Control Within the Limits of Due Process’ (2020) Duke LJ 

70 p.1321.
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‘…could combine the due process limits to traditionally enterprise-related 
offenses such as fraud and conspiracy with the goals of domestic abuse 
prevention to create a new offense based upon the fraud-like nature of 
coercively controlling behavior. … the most useful legal framework for defining 
coercive control is similar to that of common law fraud, … legislatures should 
adapt the scienter requirements of fraud to the actus reus of coercive control. 
In so doing, … it is risky for legislatures to punish gender-correlated offenses 
with specialized legal solutions, rather than recognizing the interrelationship 
between such offenses and other well-established crimes.’ 

7.3.14.9 
Scienter is ‘a legal term that refers to a culpable state of mind. In other words, 
scienter is a defendant’s knowledge that an act or conduct is wrongful and intent to 
act despite this knowledge.’ 29 

7.3.14.10 
If that fraud construct was used to redefine coercive control, any intent of a 
perpetrator to disinherit the victim’s successors would be easier to categorise as a 
fraudulent transaction for the purposes of civil succession law proceedings, where 
those inheritance rights could be reinstated.

7.3.15 Parole Law

7.3.15.1 
Parole in Ireland has been given a statutory structure under the Parole Act 2019 (the 
Parole Act) which came into force on 30 July 202130 and has defined parole for the 
first time in an Irish context at section 2 (1):

‘… the release from prison pursuant to a parole order of a person serving a term 
of imprisonment prior to the expiry of that term;’

7.3.15.2 
The Parole Board was established the following day, comprised of a gender-balanced 
group of experts, some nominated and others selected through a competitive Public 
Appointments Service process. It is chaired by a judge of the High Court.

7.3.15.3 
Parole is a challenging landscape as it endeavours to reconcile the frequently 
conflicting needs of victims, prisoners and the public. General penological 
discussion in this sphere debates whether a justice system is retributive or 

29  Thomson Reuter Practical Law, ‘Scienter’ (2022) Available at: <https://uk.practicallaw.
thomsonreuters.com/w-000-3646?transitionType=Default&contextData=(sc.
Default)&firstPage=true> (Accessed 28 February 2022).

30  Parole Act 2019. 
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rehabilitative in how it chooses to manage those in society who engage in criminal 
acts. Victims get solace when the perpetrator of the crime has their liberty denied 
to them and they do not in most cases relish a time when that liberty is restored 
to the perpetrator, as expressed by the victims who contributed to this Study. In 
circumstances where the public has a fear of those who commit crime and where 
there is little information available to them regarding certain State processes, 
they too are reticent to accept the re-integration of a sentenced person into their 
communities.

7.3.15.4 
Parole is often referred to as ‘being released on licence’ with supervision for the 
remainder of the court-imposed sentence. It is a discretionary type of conditional 
release, for long-term prisoners. The assessment of risk to society is a key decision-
making factor in reaching a conclusion that some of the relevant sentence should, 
under supervision, be served in the community. Evidence of the rehabilitation of the 
prisoner, medical and behavioural assessments and supervision plans are also key 
factors in determining the suitability of that person to commence re-integration 
into society. 

7.3.15.5
Periods of ‘temporary release’ are amongst other tools that facilitate the 
management of prisoner sentences leading to assessments of suitability for parole. 
The Minister for Justice has these powers and related principles and safeguards 
provided for in legislation.31 

7.3.15.6 
The Parole Board established on 31 July 2021 faces many challenges as it manages 
a backlog of reviews that need to be equitably prioritised. Where any emerging gaps 
in the detail of the Board’s practice and procedure arise, they can, in consultation 
with the Minister, suggest regulations that could be introduced by the Minister 
under section 4 of the Parole Act. With its 41 sections and with resources that have 
been doubled, the Parole Act 2019 has the potential to yield levels of transparency 
that were hitherto unavailable. It can also work towards achieving parity of esteem 
between the rights of the prisoner and those of the victim of the crime. The Parole 
Board will be able to transparently share information as it carries out its functions 
and evaluates its objectives, to demonstrate its role to the public.

7.3.15.7 
A significant change enacted will be of particular interest to the family of victims 
of domestic homicide and familicide. Section 24 (10) of the Parole Act provides 
that a person serving a life sentence cannot apply for parole until twelve years 
of the sentence have elapsed, which is an increase of five years on the previous 

31  The Criminal Justice (Temporary Release) Act 2003; the Prisoners (Temporary Release) Rules 
2004 (S.I. No. 679/2004 and S.I No. 680/2004).
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qualifying time served. Under section 30 of that Act, the prisoner will be entitled to 
receive a written reasoned decision for a refusal to grant parole, and when deemed 
appropriate by the Parole Board, under section 30(4)(b) of the Act, that written 
decision may be shared with the victim. Legal Aid Schemes for the prisoner and the 
victim may, subject to Government resourcing, be created under section 14 of the 
Parole Act.

7.3.15.8 
Other changes include the capacity of the Parole Board to undertake, commission 
or assist in research on identified gaps, which have the possible consequence of 
creating regulations or other amendments to the Parole Act 2019, some of which are 
listed for consideration:

• Clearly defining the purpose of parole in a manner that balances the due 
process rights of liberty with the rights of the victim to advocate;

• Create transparent specific structures on how risk is assessed;
• Devise safeguarding metrics for victims where a perceived danger during 

the trial process necessitated witness protection;
• Assess international best practice in determining interventions by victims 

or their civil society representatives, and define rules regarding the format 
of victim statements and how they should be weighted proportionately in 
the context of due process; 

• Design a multi-disciplinary inquiry into the measurement of the 
therapeutic value of victim interventions and involvement in the parole 
process and the potential for their re-traumatisation, where the sentence 
being considered for review is a life sentence. In that context, explore 
the supports that could assist a future parole process, where alternative 
therapeutic interventions are facilitated in the immediate or a short time 
after the criminal trial process;

• Consider collaboratively how legislative plans regarding the integration of 
restorative justice principles could assist willing participants in the parole 
process as part of an exploration of having separate therapeutic services 
that could positively impact the victim and the perpetrator;

• Create a process whereby family victims are informed regarding the 
rehabilitative and treatment steps successfully undertaken by the 
prisoner;

• Work with other stakeholders to facilitate family members who wish to opt 
into the Irish Prison Liaison Service;

• Devise a list of guidelines regarding the supervision of the parolee that 
outline a suite of general and specific conditions that could be imposed 
by the Parole Board to include transnational arrangements. Guidelines 
that impose geographical restrictions would benefit from standardised 
parameters for the drafting of exclusion zones for the perpetrator. 
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7.3.16 The Needs of Children

7.3.16.1 
Children are traumatised when they witness domestic abuse in all its forms 
including the loss of a parent through domestic homicide at the hands of the other 
parent or a family member. Chapter 3 details this traumatic impact and the gaps 
that exist internationally and in this jurisdiction. It itemises the necessity for data 
collation and analysis structures: 

‘Of all the traumatic events that children can experience, none can be more 
horrific than witnessing the murder of one parent by another’.32

7.3.16.2 
As stated in Chapter 3, there is a concern that where the parent is the perpetrator, 
their unmonitored presence may compromise the child’s recovery. For contextual 
convenience statements in this regard are reproduced in summary form below, to 
lay the ground for recommendations for amendments to legislation that follow.

7.3.17 Proceedings in Family Court

7.3.17.1 
Family law proceedings will frequently deal with custody and guardianship matters. 
Structurally and otherwise criminal law and family law are separate procedures 
except when the breach of an order under the civil legislation that is the Domestic 
Violence Act 201833 necessitates charges in the criminal courts. 

7.3.17.2 
From a Courts Service perspective there is no concurrent and amalgamated 
gathering of information from family cases where the perpetrator/defendant and 
the victim/applicant in the criminal and civil courts respectively are in fact the 
same parties to litigation in each of the two venues. It is respectfully submitted that 
this data gap ought to be remedied. One outcome from such transparency would 
be an assessment of how many perpetrators of family abuse in all its forms, get 
incremental and full access to their children. Such amendment may require revision 
of the ‘in camera rule’ where the anonymity of the parties to the family proceedings 
is maintained. That ‘in camera rule’ is derived from what are described as ‘special 
and limited cases’ in our Constitution:

‘Article 34.1 of the Constitution of Ireland, 1937 provides that justice shall be 
administered in public, save ‘in special and limited cases as may be prescribed 
by law’. Family law and child law proceedings are part of this ‘special’ category 

32  Burman, S., & Allen-Meares, P., ‘Neglected victims of murder: Children’s witness to parental 
homicide’ (1994) Social work 39(1) pp.28-34.

33 Domestic Violence Act 2018.
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of cases. The Oireachtas has engaged both different techniques and different 
statutory phrases, such as, inter alia, ‘in camera’ and ‘otherwise than in public’ 
to regulate these hearings’.34

7.3.17.3 
Such changes, if implemented, would need to be accommodated to implement the 
recommendations in this Report and specifically those recommendations making 
provision for data sharing and analysis. Changes were made to the ‘in camera 
rule’ in an amendment to section 40 of the Civil Liability and Courts Act 200435 which 
permitted the media to report on childcare cases and other family law matters. 
There were strictly defined conditions to protect privacy but public access to 
information was possible. Further amendment of this rule regarding data collection 
and analysis to inform evidence-based policy reform and research and practice 
ought therefore to be possible. An ad hoc practice sharing of information currently 
exists, regarding concurrent proceedings in both court systems, between lawyers, 
judges, assessors and the parties to the proceedings.36 It is recommended that such 
practices are absorbed into legislative reform and placed on a statutory footing.

7.3.17.4 
Anecdotally, it has been suggested that in negotiating civil family law settlements 
that a victim may withdraw associated criminal charges to achieve the desired 
result associated with child custody, property retention, separation or divorce. In 
the absence of access to evidence-based data from civil family law proceedings, it 
is unclear and unverifiable how common such criminal charge withdrawal is, and 
to what level the victim is fully aware of his or her rights in such circumstances. In 
any examination of attrition in the prosecution of domestic abuse in criminal court, 
there needs to be transparency and disclosure of the prevalence of such practices in 
civil court, that operates within the parameters of the Law Enforcement Directive.37 

7.3.17.5 
Parties engaging with the Study drew attention to some matters of family law in 
practice and proposed legislative amendment that could adversely impact child 
victims of the crimes discussed in this Study.

34  Craven-Barry C., ‘Transparency in Family and Child Law Proceedings: Disentangling the 
Statutory Techniques and Terminology’ (2019) Irish Judicial Studies 3.

35 Civil Liability and Courts Act 2004 (as amended).
36  Expert interview of 05 January 2021
37  Data Protection Commissioner, ‘Law Enforcement Directive’ (2022) Available at: https://www.

dataprotection.ie/en/organisations/resources-organisations/law-enforcement-directive 
(Accessed 21 February 2022).
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Disparity exists between district and higher courts when assessing the best welfare 
of the child, where the qualifications of the assessors and the time allocated are not 
the same. The issues of assessments have been ventilated elsewhere.38 

• Head 5 of the General Scheme of the Family Court Bill39 was addressed by 
the Law Society Submission on the General Scheme of The Family Court Bill 
Submission to the Joint Oireachtas Committee on Justice February 2021 
when they stated that:

‘…mediation is not suitable for a domestic violence application because of the 
risk of a power imbalance’.40

7.3.17.6 
Where domestic abuse in all its forms including coercive control, is present in a 
family dispute that culminates in family court proceedings, mediation or alternative 
dispute resolution is not suitable. Due care should be taken in the drafting of the 
proposed legislation to provide for this type of case, to ensure that there is no 
legislative mandatory requirement for engagement in mediation.

7.3.18 Guardianship and Care Orders 

7.3.18.1 
Sometimes, therapeutic interventions for traumatised children can be put on 
hold until final care orders are made settling their care status. Pre-trial and post-
conviction, the perpetrator parent who murdered the other parent, is often the sole 
remaining guardian under the Guardianship of Infants Act 1964.41 Where there is an 
interim or voluntary care order in such circumstances, guardianship should not 
be retained by that prisoner and the child should be committed to the care of the 
health board. The Child Care Law Reporting Project (CCLRP) expressed a view to this 
Study, that a parent convicted of the murder or manslaughter of the other parent 
should not retain guardianship of the surviving child or children. 

7.3.18.2
Fatal domestic violence should automatically raise concerns about child welfare, 
and those concerns must override the guardianship rights of the parent who 

38  McGowan D., ‘Hopscotch hotchpotch Guidelines on the assessment and preparation of ‘voice-
of-the-child’ reports place significant obligations on parties and their legal representatives’ 
(Law Society Gazette, April 2020) Available at: https://www.lawsociety.ie/gazette/in-depth/
voice-of-the-child (Accessed 21 February 2022).

39  Department of Justice, ‘Family Court Bill General Scheme’ (September 2020) Available at: 
https://www.justice.ie/en/JELR/Family%20Court%20Bill%20General%20Scheme.pdf/Files/
Family%20Court%20Bill%20General%20Scheme.pdf (Accessed 22 February 2022).

40  Law Society of Ireland, Submission on The General Scheme of The Family Court Bill 
Submission to The Joint Oireachtas Committee on Justice (2021) p.8

41  Guardianship of Infants Act 1964 (as amended).
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perpetrated the violence. The constitutional rights of the perpetrator parent would 
entitle that parent to engage in litigation, exhausting all rights to appeal, for a 
considerable period of the traumatised child’s life, impacting that child’s recovery. 
Furthermore, assessments are necessary when there is a suggestion to place the 
child victim with the perpetrator’s family when applying the principles of Children 
First: National Guidance for the Protection and Welfare of Children,42 which sets 
out the steps which should be taken to ensure that the child or young person is 
protected from harm.  

7.3.18.3 
Similarly, court-ordered contact cannot ignore the fact that the parent who 
perpetrated the violence poses a threat to the welfare of the child. Rehabilitative 
and restorative justice principles should apply to all perpetrators and it is therefore 
possible that guardianship rights could be restored to the parent who perpetrated 
the death of the victim parent. However, restoration of guardianship rights should 
be contingent on successful completion of an effective rehabilitation programme.  

7.3.18.4 
It is therefore recommended that the Child and Family Relationships Act 2015,43 or 
other relevant legislation, must be amended to ensure that a parent convicted of 
the murder or manslaughter of the other parent does not retain guardianship of the 
surviving child or children. 

7.3.18.5 
It is further recommended that section 16 of the Child Care Act 199144 be amended, 
requiring the Child and Family Agency to initiate proceedings to secure a section 
18 care order in circumstances where a child is in voluntary care or subject to 
an interim care order, and his or her parent is in custody accused of, or serving a 
sentence for, the murder or manslaughter of the child’s other parent.

7.3.19 Kinship Care

7.3.19.1 
Kinship care is a concept for describing where a family member ensures that 
children are cared for either formally or informally by people they already know 
and are connected to. Some of the children who are victims of domestic homicide 
fall into this category. Gaps identified by the NGO, Kinship Care45 which provides 
information and support to families meeting these care challenges highlighted 

42  Tusla, Children First: National Guidance for the Protection and Welfare of Children (2017).
43 The Child and Family Relationships Act 2015. 
44  Child Care Act 1991. 
45  Kinship Care, ‘Home’ (2022) Available at: https://www.kinshipcare.ie/ (Accessed 22 February 

2022).  
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a dearth of emotional, financial and legal supports in their engagement with this 
Study. 

7.3.19.2 
Concerns were expressed regarding the use of  foster care assessment thresholds 
rather than customised assessment which can result in kinship carers not notifying 
the State that they have taken on the responsibility of caring for the children. Often 
accessible dissemination of information on entitlement to guardian payments and 
orphan payments is absent to such carers.  In the context of domestic homicides, 
further complexities identified revolve around families’ feelings of grief (victim’s 
family) or shame and guilt (perpetrator’s family), where sometimes there can be 
ongoing conflict between the victim and perpetrator’s families e.g., the appointment 
of proxy caregivers. Research carried out on behalf of Kinship Care entitled ‘Private 
Family Arrangements’ for Children in Ireland: The Informal Grey Space In-Between State Care 
and the Family Home46 focuses on some of the legal conundrums that legislators need 
to focus on:

‘…informal kinship care placements where a child is cared for by relatives but 
is not formally in the legal care of State authorities… known by professionals as 
‘private family arrangements’… receive less support and oversight from State 
authorities than formal care placements..’

7.3.19.3 
The consequences of the informality of ‘private family arrangements’ are that 
children in this situation have

‘…family members providing care under this model have no legal rights or 
responsibilities in respect of the child(ren). This places the child(ren) in a 
precarious position and raises concerns regarding a lack of equity of care.’

7.3.19.4 
The Child and Family Agency when facilitating ‘private family arrangements’ are 
arguably complying with principles commensurate with family first policies by 
keeping children with their families and communities. 

46  Burns, K., Brennan, R. & O’Mahony, C., ‘Private Family Arrangements’ for Children in Ireland: 
The Informal Grey Space In-Between State Care and the Family Home’ (2021) British Journal of 
Social Work 51 pp.1203-1220.
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Article 42A of the Irish Constitution states:

1. The State recognises and affirms the natural and imprescriptible rights of all 

children and shall, as far as practicable, by its laws protect and vindicate those 

rights.

2. 1° In exceptional cases, where the parents, regardless of their marital status, fail 

in their duty towards their children to such extent that the safety or welfare of 

any of their children is likely to be prejudicially affected, the State as guardian of 

the common good shall, by proportionate means as provided by law, endeavour 

to supply the place of the parents, but always with due regard for the natural and 

imprescriptible rights of the child. 

7.3.19.5 
Where there is no voluntary care order under section 4 of the Child Care Act 1991 
or an application for a care order under section 16 of the same Act, the voluntary 
informal nature of the private family arrangement gives no rights to those caring 
for the child. Also, there is little or no supervision of the quality of care delivered to 
the relevant children. It is arguable therefore, that there is a failure in the State’s 
obligation to the child under Article 42A.2 of our Constitution, to supply the place of 
the absent parents. Furthermore, once a child who is the subject of such informal 
arrangements reaches adulthood, they have no entitlement to aftercare supports 
under the Child Care (Amendment) Act 201547 which came into force on 1 September 
2017. Section 5 of that 2015 Act strengthened the provisions of section 45 of the 
Child Care Act 1991.

‘Aftercare provision includes advice, guidance and practical support. The social 
worker, aftercare worker, young person, carer and others consider what the 
young person will need for support and how this will best be met.

This could include:
• education
• financial support
• social network support
• training

A key feature of aftercare support is to advocate on behalf of young people to 
promote their development as a fulfilled adult in their community. The most 
important requirements for young people leaving care are for secure, suitable 
accommodation, access to further education, employment or training and 
supportive relationships.’48

47  Child Care Amendment Act 2015. 
48  Department of Children, Equality, Disability, Integration and Youth, ‘Aftercare Provision’ (2019) 

Available at: https://www.gov.ie/en/policy-information/86ee99-aftercare-provision/ (Accessed 
22 February 2022).
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7.3.19.6 
In conclusion, it is recommended that in conjunction with the Child and Family 
Agency and Kinship Care that the Department of Justice should initiate a review 
for the purpose of amending relevant legislation to meet the State’s obligations 
towards children in informal family arrangements. That review should make 
provision for the delivery of inclusive, comprehensive and transparent information 
regarding State supports including accessible information on guardianship and 
orphan payments. The interests of those children and their entitlement to the 
benefit of family first policies, should prioritise that they are  cared for by their 
families and within their communities. Consequently, there should be customised 
carer assessment criteria applied where a child’s family members choose to step 
into that carer role. This retention of family links is most particularly important 
for those children who are the victims of domestic homicide crime. Their family or 
kinship carers, including those who proceed to adoption, require a specific focus on 
the delivery of trauma-informed services to meet their immediate, interim and life-
long needs. 

7.3.20 Miscellaneous Health and Safety needs of Children who are victims of 
Domestic Abuse 

• Laws governing the age of medical consent must be amended so that 
parental consent is no longer a barrier to children, adolescents and young 
people accessing the therapeutic services they need, in circumstances 
where a parent who is the perpetrator of coercive control, intimate and 
domestic violence endeavours to withhold such consent.

• When legislating for the needs of children traumatised by domestic 
abuse in all its forms, including fatalities, vulnerable migrant and ethnic 
minority children and young people in society face additional challenges in 
accessing supports and good quality intercultural healthcare services as 
outlined in The Second National Intercultural Health Strategy 2018-2023.49 

• Where not already legislated for, ensure the designation of a single support 
worker is responsible for ensuring the needs of the child are met by all 
agencies, simultaneously, sharing data as necessary.  

• Where not already empowered under legislation, health and child 
protection services should be enabled to provide trauma-informed 
guidance support and training for families and communities regarding 
how to support children who are impacted by domestic homicide and 
familicide, taking guidance as appropriate from the programme designed 
by Irish Childhood Bereavement Network (ICBN) for National Office for 
Suicide Prevention (NOSP).

49  HSE, The Second National Intercultural Health Strategy 2018-2023 (2018).
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7.3.21 Legislation for Miscellaneous Family Needs  

7.3.21.1 
It is possible that some of the recommendations in this section adhere to policy 
decision making and ring-fencing of resources, rather than the creation of new 
legislation or secondary legislation. Nevertheless, for clarity, they are listed based on 
the engagement of bereaved families and stakeholders with this Study, to create an 
awareness where such enabling legislation may be necessary. 

• Reforms to the Criminal Injuries Compensation Scheme in April 2021 are 
welcome. The removal of the pre-existing prevention of awards where 
the perpetrator is a family member is a welcome development from the 
perspectives of those victimised through domestic homicide. It is also 
welcome that further legislative changes are anticipated in this area 
of law.50 It is recommended that new legislation makes provision for 
transparent and accessible information, personal information sharing 
within data protection norms, and sensitive advice on criminal injuries 
compensation to victims of domestic homicide and familicide through 
the recommended Regional Multi-Agency Critical Planning and Response 
(MACPAR) Teams. Such provision should alleviate the reticence of victims 
to apply within tight time limits, as they can sustain associated vicarious 
trauma when taking such steps.  

•  If not already provided for in the delivery of mental health services, the HSE 
should be enabled to provide the supports requested by the Irish College 
of General Practitioners with respect to its resourcing of mental health 
services in general practice as requested by the Irish College of General 
Practitioners during their engagement with this Study.

7.3.21.2 
The HSE indicates their provision of a wide range of community and hospital based 
mental health services in Ireland:

‘.. these services have seen dramatic changes and developments over the past 
twenty years. These changes continue, as we move from the hospital model to 
providing more care in communities and in clients’ own homes’.51

7.3.21.3 
In A Future Together Building a better GP and Primary Care Service52 the HSE focus on 
the changes that will be necessary for the enhancement of primary care, including 
mental health services and the need for that provision to be encapsulated in their 
negotiation of GP contracts. 

50  Department of Justice, ‘Minister McEntee announces reforms to the Criminal Injuries 
Compensation Scheme’ (2021) Available at: https://www.justice.ie/en/JELR/Pages/PR21000092 
(Accessed 21 February 2022). 

51  HSE, ‘Mental Health Services’ (2022) Available at: https://www.hse.ie/eng/services/list/4/
mental-health-services/ (Accessed 21 February 2022).

52  O’Dowd, T., et al, A Future Together Building a better GP and Primary Care Service (HSE 2017). 
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‘...There were a number of ideas between GPs and consultants for areas of 
improvement. ... Also, mental health, with a focus on lifestyle improvements, 
was seen as an area in need of resources. … When it came to additional services, 
over 1,000 patient respondents made suggestions for additional services in 
their general practice. Top of the list were mental health services…’53

• Legislate as necessary for an interdepartmental Domestic Abuse Whole 
Housing National Strategy prioritising parents and children in refuges as 
recommended by SAFE Ireland54 and all parents and children who are in 
danger of homelessness as a consequence of domestic violence.55 

• Legislate as may prove necessary to make particular provision for 
Exceptional Needs Payments for those bereaved by domestic homicide or 
familicide in anticipation of funeral and related costs through liaison with 
the representative of the Department of Employment Affairs and Social 
Protection representative on the proposed Regional Multi-Agency Critical 
Planning and Response (MACPAR). 

• Amend Domestic Violence and Department of Education and Department 
of Health legislation, as necessary, to facilitate education and training for 
all sections of society on coercive control and intimate partner violence 
(IPV) and its prevention. Specifically, the Secondary School Junior Cycle  
Civic, Social and Political Education module and the Senior Cycle, Politics 
and Society modules in schools and the resources of CYPSCs could be 
mobilised to support prevention and protection policies. 

7.4 Media Methodologies and Regulation
‘To consider, in consultation with [key stakeholders] how the media report 
on domestic homicides and familicides, to make recommendations on best 
practice, and to consider how social media deals with such events, engaging 
with relevant stakeholders, and make recommendations on how to progress 
this issue’.

7.4.1 Privacy rights versus Freedom of the Press

7.4.1.1 
The United Nations Doha Convention Promoting a Culture of Lawfulness56 in 
considering the right of victims to an adequate response to their needs declares 
that: 

53  ibid, pp.45-46.
54  SAFE Ireland, Programme for Government Priorities: Tackling Domestic Violence and Coercive 

Control (2020).
55  Mayock, P. and Neary, F, Domestic Violence and Family Homelessness (Focus Ireland 2021).
56  UNODC, Doha Declaration on Integrating Crime Prevention and Criminal Justice into the Wider 

United Nations Agenda to Address Social and Economic Challenges and to Promote the Rule 
of Law at the National and International Levels, and Public Participation (2015).
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“Victims should be treated with compassion and respect for their dignity.” 

 

7.4.1.2 
Family members of deceased victims are regarded as victims of crime with all of the 
legal protection that that entails. 

7.4.1.3 
When referencing freedom of the press, the European Parliament Liaison Office in 
Ireland states:

‘Press freedom is not just about media and journalists. It concerns every citizen. 
The media industry is not just another ‘business as usual’. It plays a crucial 
role as a platform for every social group to express itself, to provide every 
citizen with access to information so that they can participate fully in political 
processes and make informed choices’.57

7.4.1.4
Media regulation in Ireland, as detailed in Chapter 4 combines the endeavours and 
codes of practice of the Press Ombudsman, the Press Council and the Broadcasting 
Council of Ireland. The Data Protection Commissioner has a supervisory role with 
respect to ePrivacy Regulations58.  The introduction of the Harassment, Harmful 
Communications and Related Offences Act 2020,59 the Digital Safety Commissioner 
Bill60 and Online Safety Media Regulation Bill 201961 has or will strengthen specific 
aspects of this regulation. The need for tighter regulation is evidenced by the setting 
up of the Future of Media Commission by the Government in September 2020, 
where their remit is to examine the future of the media in Ireland. This examination 
includes Ireland’s public service broadcasters, commercial broadcasters, print and 
online media platforms.62

7.4.1.5 
A public consultation process led by the Press Ombudsman or such other 
designated entity on behalf of Irish citizens is recommended, to review the 
balancing of the individual’s right to privacy and the freedom of the press in 
advocating for ‘the public’s right to know’ ought to determine how the privacy of 
those impacted by domestic abuse crime, to include fatalities should be protected.  
Where it is possible to accommodate those privacy rights under the GDPR, that 

57  European Parliament Liaison Office in Ireland, ‘Freedom of the Press’ (2022) Available at: 
https://www.europarl.europa.eu/ireland/en/news-press/freedom-of-the-press (Accessed 22 
February 2022).

58  European Communities (Electronic Communications Networks and Services) (Privacy and 
Electronic Communications) Regulations 2011 Statutory Instrument S.I. No.336/2011. 

59  Harassment, Harmful Communications and Related Offences Act 2020. 
60  Houses of the Oireachtas, Digital Safety Commissioner Bill 2017.
61  Online Safety Media Regulation Bill 2019.
62  Future of Media Commission, ‘Home’ (2022) Available at: https://futureofmediacommission.

ie/ (Accessed 21 February 2022). 
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should be considered. Whereas there are very specific rules emanating from the 
legal and constitutional sources that are respected by most sections of the media 
regarding due process through the courts processes e.g., contempt of court rules 
and respecting anonymity, no such rules apply where a family has been annihilated 
through familicide or murder-suicide. 

7.4.1.6 
The absence of the prosecution of a perpetrator in familicide and murder-
suicide cases, should not however nullify the rights of the bereaved to respectful 
consideration when publishing their personal data. The Study does not have a 
specific recommendation on how best those privacy rights ought to be protected. 
However, on behalf of many of the bereaved who engaged with the Study who have 
been subjected to a disregard for their privacy rights, the State and its organs 
are entreated to creatively explore the establishment and enforcement of a fair 
balance between privacy rights and the freedom of the press. It is respectfully 
suggested that the voluntary membership of a Press Council and compliance with 
the standards set by them falls short of the protection that the bereaved impacted 
by such crimes require. It is further suggested that in circumstances where a 
traumatised family member of a victim uses their own social media profile to 
eulogise their lost loved one, that such data, including photographs of the deceased, 
should receive General Data Protection Regulation protection and be exempt from 
harvesting by media personnel. 

7.4.1.7 
A primary concern in this context is the lack of regulation of social media. It is 
heartening that there is a Government Action Plan for Online Safety 2018-201963 

and that the legislation mentioned above i.e., the Harmful Communications and 
the Related Offences Act 2020 has been enacted and that the potential enactment 
of the Online Safety Media Regulation Bill 2019, which, among other matters, 
proposes to address the transposition of the revised Audio-Visual Media Services 
Directive (EU) 2018-1808.64 It is also noted that a Digital Safety Commissioner Bill is 
forthcoming.

7.4.1.8 
In anticipation of the outcomes from the above-mentioned Future of Media 
Commission, interim regulation is required to reduce the harms that are visited 
on families of the victims of domestic homicide, murder-suicides and familicides. 
The trauma that they suffer has been searingly ventilated in the testimony they 
gave to this Study. The aggravated harm and trauma that can arise when dealing 

63  Department of Tourism, Culture, Arts, Gaeltacht, Sport and Media, Action Plan for Online Safety 
2018-2019 (2018).

64  European Parliament and of the Council of Europe, Visual Media Services Directive (EU) 2018-
1808.
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subsequently with some social media and mainstream media commentary and 
interaction has also been documented. These bereaved persons are victims of crime 
who deserve the protection of the victims of crime legislation and by extension 
they deserve the protection of the law generally and in an online context to prevent 
aggravated harm of a psychological or psychiatric nature that has the potential to 
cause a substantial adverse impact on their day-to-day activities. 

7.4.1.9 
Similar victim protection should take priority when mainstream media actors 
engage in ‘doorstepping’ and ‘death-knock’ practices of such victims, or where they 
rely on or publish unverifiable bystander commentary when deciphering what the 
circumstances of the domestic homicide or familicide may have been. 

7.4.2 Privacy obligations of members of An Garda Síochána 

7.4.2.1 
The Code of Ethics for An Garda Síochána65 states:

‘I will recognise and respect every person’s right to privacy. I will interfere with 
this right only when it is lawful and necessary to achieve a legitimate objective. 
To do its work, the Garda Síochána must collect, access and manage personal 
and other information, including sensitive information…

I will not improperly convey Garda information to the media or any third party’.

7.4.2.2 
The Garda Síochána Act 2005 at section 62(1) states: 

A person who is or was a member of the Garda Síochána or of its civilian staff or who 

is or was engaged under contract or other arrangement to work with or for the Garda 

Síochána shall not disclose, in or outside the State, any information obtained in the 

course of carrying out duties of that person’s office, employment, contract or other 

arrangement if the person knows the disclosure of that information is likely to have 

a harmful effect.

7.4.2.3 
The disclosure of the information referenced above has a harmful effect if as 
described in section 62(2)(h) 66

‘results in the publication of personal information and constitutes an unwarranted 

and serious infringement of a person’s right to privacy…’

65  Policing Authority, Code of Ethics for The Garda Síochána (2017) p. 17.
66  The Garda Síochána Act 2005, section 62.
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7.4.2.4 
A Garda member who breaches this law is liable on summary conviction, to a fine 
not exceeding €3,000 or imprisonment for a term not exceeding 12 months or both, 
or on conviction on indictment, to a fine not exceeding €50,000 or imprisonment 
for a term not exceeding 5 years or both. The Garda Síochána Ombudsman 
Commission (GSOC) is empowered to examine practice, policy and procedure of the 
Garda Síochána including breaches of section 62 and An Garda Síochána carry out 
investigations when such crimes occur.

7.4.2.5 
Interviews conducted for this Study suggested that neither the compliance 
requirements regarding the Policing Authority Code of Ethics for An Garda Síochána 
nor the specific legislative provisions of the 2005 Act are entirely effective in 
preventing leaks regarding the circumstances of tragic cases such as those 
considered in the Study. An Garda Síochána disagree that they are the primary 
source of media information. Whilst strengthening specialized training for Gardaí 
on the impact that leaking information has on victims would be helpful, legislators 
ought to consider what legislative amendments might provide citizens with the 
privacy rights envisaged in the 2005 Act.

7.5  A proposed model for Ireland’s Domestic 
and Family Violence Death Reviews

7.5.1 
The Study’s Terms of Reference requested an identification of:  

‘…. international best practice in respect of domestic homicide reviews and to 
make recommendations in relation to their application to this jurisdiction.’

7.5.2 
That identification and subsequent significant and detailed recommendations 
at Chapter 5 went on to specify the proposed content for new Irish legislation on 
Domestic and Family Violence Death Reviews. They are comparable with Domestic 
Homicide Reviews in other jurisdictions but aim to be more inclusive of the 
types of deaths that ought to be reviewable. These recommendations have been 
summarised in the Executive Summary. It would therefore be superfluous to 
reiterate them here.
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7.5.3 
It should be noted that there is some crossover between the recommendations 
regarding the review of data protection law and the associated Law Enforcement 
Directive in Chapter 5, to facilitate requisite data collection and sharing in a 
timely, consistent and confidential manner and similar recommendations in other 
Chapters.

7.5.4 
In addition to the previously mentioned recommendations, provision ought to be 
made for an assessment of the presence and impact of coercive control in the 
context of Domestic and Family Violence Death Reviews. The prosecution of that 
crime is of recent vintage, having been introduced by section 39 of the Domestic 
Violence Act 2018.67 Section 39 is in force since 01 January 2019 and it is set out 
below at Figure 27.

7.5.5 
The Study focused on domestic homicides between 2000 and 2018, that had been 
dealt with by the criminal justice system, where appropriate. Coercive control was 
not an offence in this jurisdiction at that time and it would therefore be prudent to 
future proof the new Domestic and Family Violence Death Reviews to ensure that all 
forms of domestic and intimate partner violence can be reviewed.

7.5.6 
The testimony of some bereaved family members engaging with this Study 
described the constituent parts of coercive control, to include gaslighting, when 
reflecting on the abuse witnessed between the perpetrator and the victim prior to 
the commission of the fatal offence of either domestic homicide or familicide. Given 
the nature of the level of ‘life and death’ control exerted in domestic homicide and 
familicide cases, it therefore behoves our legislators to ensure full ventilation of 
discussion regarding this new offence. Similarly specific provision ought to be made 
to the constituents of coercive control in the drafting of legislation to establish 
Ireland’s Domestic and Family Violence Death Reviews.

67  The Domestic Violence Act 2018. 
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Offence of coercive control

Section 39.  

1. A person commits an offence where he or she knowingly and persistently engages 

in behaviour that—

(a) is controlling or coercive,

(b) has a serious effect on a relevant person, and

(c) a reasonable person would consider likely to have a serious effect on a 

relevant person.

2. For the purposes of subsection (1), a person’s behaviour has a serious effect on a 

relevant person if the behaviour causes the relevant person—

(a) to fear that violence will be used against him or her, or

(b) serious alarm or distress that has a substantial adverse impact on his or her 

usual day-to-day activities.

3.  A person who commits an offence under subsection (1) is liable—

(a) on summary conviction, to a class A fine or imprisonment for a term not 

exceeding 12 months, or both, and

(b) on conviction on indictment, to a fine or imprisonment for a term not 

exceeding 5 years, or both.

4.  In this section, a person is a “relevant person” in respect of another person if he or 

she—

(a) is the spouse or civil partner of that other person, or

(b) is not the spouse or civil partner of that other person and is not related to 

that other person within a prohibited degree of relationship but is or was in an 

intimate relationship with that other person.

Figure 27

7.6 Risk Assessment Information Sharing and 
Prevention 

The identification, if possible, of potential warning signs and responses/actions 
including the development of protocols to allow relevant information to be 
shared by professionals or with family members.

7.6.1 
Legislators intend that prevention of breaches of the law is supported by having 
deterrents. That is the case in circumstances where domestic abuse in various 
forms occurs, resulting in prosecutions for crimes of coercive control, assault and 
domestic homicide, accompanied by appropriate penalties. In the civil sphere, the 
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courts are empowered to deliver interim barring, barring and safety orders, which 
in turn bear criminal sanction when breached. It is of paramount importance 
that all these protections are inclusive, applying to all residents of the country. 
A particular need  identified in the Study’s consultations was that amendment 
of laws applicable to those residents in Ireland on spousal visas ought to be 
initiated to protect those spouses in a domestic abuse context, independent of any 
immigration law impediments.

7.6.2 
Research in the context of domestic and intimate partner violence as outlined 
earlier in Chapter 6 has found that a prior incident of domestic abuse is the greatest 
indicator of the potential for abuse to become serious and even fatal. That potential 
warning sign necessitates the creation of necessary structures, including legislative 
amendments. 

7.6.3 Istanbul Convention

7.6.3.1 
The Council of Europe Convention on preventing and combating violence against 
women and domestic violence (CETS No. 210)68 has a strong focus on prevention 
and saving lives that includes setting up treatment programmes for perpetrators of 
domestic violence and for sex offenders whilst involving the media and the private 
sector in eradicating gender stereotypes and promoting mutual respect. Article 
23 of that Convention recommends that specialised women’s shelters should be 
available in every region. During the Covid-19 pandemic, when Ireland experienced 
a surge in the incidence of domestic violence, 1,351 women were denied a place 
of refuge due to a lack of space, according to Safe Ireland.69 It is imperative in 
circumstances where there is stated policy to end the scourge of domestic violence 
that sufficient ring-fenced resources are allocated to operationalise Ireland’s 
obligations under the Convention. 

7.6.4 Risk Evaluation

7.6.4.1 
In line with the Action Plan accompanying Ireland’s Second National Strategy on 
Domestic, Sexual and Gender-based Violence 2016 – 2021, legislative provision is 
required to carry out spousal risk evaluations on individuals who are suspected of, 

68  Council of Europe, Convention on preventing and combating violence against women and 
domestic violence (CETS No. 210) (The Istanbul Convention) (2011)

69  Ledwidge, S., et al, ‘Two years on: Ireland is ‘failing to act in spirit’ of agreement to help women 
escaping domestic violence’ (The Journal 2021) Available at: https://www.thejournal.ie/ireland-
domestic-violence-istanbul-convention-5373599-Mar2021/ (Accessed 21 February 2022).
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or who are being treated for, spousal abuse. The outcomes of these assessment 
should then be a factor for consideration in bail and parole hearings.

7.6.5 Bail

7.6.5.1 
Bail can be refused on a prevention of crime basis:

‘Where an application for bail is made by a person charged with a serious 
offence, a court may refuse the application if the court is satisfied that such 
refusal is reasonably considered necessary to prevent the commission of a 
serious offence by that person.’70

7.6.5.2
In Ireland there is a constitutional requirement that it is only in respect of serious 
offences that bail may be denied for preventative reasons. A serious offence is 
one where the offence is punishable by at least five years imprisonment and is 
scheduled to the Bail Act 1997. However, the current law does not include domestic 
abuse in all its forms as a serious offence.

7.6.5.3 
A court that considers a bail hearing can in the circumstance of an individual 
case impose any condition that it considers as appropriate, upon a successful 
application for the accused person to release him/her on bail. Such conditions may 
include the place of residence of the accused, a requirement to register with a local 
Garda station at specified intervals, restrictions on travel and travel documents, 
non-attendance at certain specified premises, a requirement to stay away from a 
geographical area associated with the victim’s residence and requirements to avoid 
contact with specified persons, including the victim of the alleged crime.

7.6.5.4
In an unpublished paper shared with the Study A Memorandum to explore the 
refusal of bail on preventative grounds for breach of a domestic violence order 
under s.33 of the Domestic Violence Act 2018,71 it is posited that victims of domestic 
violence may be put at risk of future domestic violence committed whilst the 
defendant is on bail, as bail cannot be refused under current provisions of the 
Bail Act 1997 for breach of a domestic violence order. The author of this paper has 
completed a comparative analysis of other jurisdictions in reaching the conclusion 
that such breaches ought to be designated as serious offences. 

70  Bail Act 1997, section 2(1).
71  Murphy J., A Memorandum to explore the refusal of bail on preventative grounds for breach 

of a domestic violence order under s.33 of the Domestic Violence Act 2018 (Unpublished and 
undated). 
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7.6.5.5
In considering the impact of such an amendment in this jurisdiction, it was 
recommended that the Domestic Violence Act 2018 could be amended to provide 
that breach of domestic violence order would be a hybrid offence triable either on 
indictment i.e., before a jury or summarily i.e., in the District Court, before a judge 
sitting alone.  Such a categorisation would satisfy the serious offence condition for 
the purposes of personal liberty rights under Article 40.4.6 of the Constitution and 
the conditions of the Bail Act 1997 but the alleged offence could also be a summary 
trial, when the breach was deemed to be less serious in its nature. 

7.6.5.6 
The nature of domestic abusers is that the perpetrator is a recidivist. Recidivism in 
general, including re-offending of domestic violence perpetrators, was reviewed by 
Department of Justice in 2020 in An Evidence Review of Recidivism and Policy Responses, 
an international evidence review, by Prof. Ian O’Donnell.72 In circumstances where that 
perpetrator does not successfully engage in rehabilitative therapies, it is entirely 
predictable that that domestic abuser will re-offend. A deterrent is necessary to 
prevent the commission of a similar offence. Categorising the offence of breach of 
a civil order pursuant to the Domestic Violence Act 2018 as ‘a serious offence’ that 
is listed in the Schedule under the 1997 Act will provide such a deterrent in both 
District and the High Court bail applications.

7.6.6 High Risk Cases

7.6.6.1 
In high-risk cases where serious violence to include threats of fatal injury or 
attempted homicide have occurred, where bail is granted the protecting of the 
victim or potential victim is paramount. Electronic monitoring should be an option 
for consideration in such circumstances when the perpetrator is on bail or has been 
given temporary release or is released from prison on parole. Whilst views are mixed 
on the successfulness of such monitoring and its value in monetary terms73 it could 
be supportive from a preventative perspective for the relevant cohort of victims that 
this Study is concerned about. 

7.6.6.2
Similarly, there ought to be an exploration of extending a programme like the 
Witness Protection Programme to victims of domestic abuse who are deemed 
to be at continued high risk of serious or fatal abuse at the hands of a former 
intimate partner, and who wish to avail of such protection. In circumstances where 

72  O’Donnell, I., An Evidence Review of Recidivism and Policy Responses, an international 
evidence review Department of Justice and Equality in Ireland (Department of Justice 2020). 

73  Gallagher, C., ‘Prison Service abandons electronic tagging for offenders’ (Irish Times 2021). 
Available at: https://www.irishtimes.com/news/crime-and-law/prison-service-abandons-
electronic-tagging-for-offenders-1.4757358 (Accessed 22 February 2022).
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the perpetrator is eligible for parole, such risks would, of necessity, have to be a 
significant aspect of the Parole Board’s risk assessment.  The Witness Protection 
Programme set up in 1997 to combat attempts by criminals to prevent the normal 
functioning of the criminal justice system including, threats of violence and 
intimidation of witnesses, has its detractors, but its values could be transferrable.

7.6.6.3
For those identified as being at the highest risk of serious or event fatal abuse, 
they should be placed on the high-risk register and linked to the Garda Information 
Message (GIM) system as a matter of standard procedure, legislating as may be 
necessary to affect such change. 

7.6.6.4
The gap in coordination of information sharing addressed earlier in this Chapter 
should warrant the development of a mechanism to ensure information about the 
highest risk cases is routinely shared between agencies and services, with clear 
roles and responsibilities to ensure leadership in the management of each case. 
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7.7 Recommendations 

 
These recommendations need to be read 
in conjunction with the recommendations 
outlined in previous Chapters.

Recommendation Seven 1:  
Data Sharing Legislation and Regulation

Seven 1.1 
The Data Protection Act 2018 Part 5 Law Enforcement Directive (LED) dealing with 
the ‘Processing of Personal Data for Law Enforcement Purposes’ should specifically 
apply to data sharing that safeguards potential and actual victims of domestic 
violence in all its forms. 

Seven 1.2 
Review whether it is possible to designate ‘competent authority’ status within the 
meaning of current legislation by relying on current structures. It is noted that 
the recommendation in Chapter 5 for a best review model for Ireland’s Domestic 
and Family Violence Death Reviews, conceives that work operating within the 
Ombudsman’s remit, which is already a designated ‘competent authority’.

Seven 1.3 
Enable the successful operation and linking of new structures recommended in 
this Study i.e., the Regional Multi-Agency Critical Planning and Response (MACPAR) 
Teams and the Domestic and Family Violence Death Reviews by amending and/
or initiating legislation to ensure data sharing in cases of domestic homicide and 
familicides.

Seven 1.4 
Make provision in the General Scheme of the Policing, Security and Community 
Safety Bill 2021, regarding the establishment of a Policing and Community Safety 
Authority, such that it can engage effectively with the recommended Regional Multi-
Agency Critical Planning and Response (MACPAR) Teams and the Domestic and 
Family Violence Death Reviews.

Recommendation Seven 2:  
The Needs of Bereaved Family Members and all Victims

Seven 2.1 
Legislate to ensure that the State provides specific and resourced trauma-
informed supports are available to bereaved families and all community victims. 
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Such supports should include the creation of crisis intervention processes in the 
immediate aftermath of the crime of domestic homicide or familicide and the 
provision of appropriate counselling on a long-term basis and to put structures in 
place to create a dedicated panel of counsellors as outlined in recommendation 
Three 3.1.

Seven 2.2 
Make legal provision to ensure that victim families are proactively informed about 
the Irish Prison Liaison Scheme, so that they can opt-into that service to keep them 
informed about the rehabilitation, temporary release and parole applications of the 
perpetrator of the death of their loved one.

Seven 2.3 
The Department of Justice Action Plan 2017 envisages the development of 
restorative justice support for victims and perpetrators who consent to that process. 
Specific schemes should be devised to facilitate the healing of the conflict that can 
arise between the grieving family of the victim and the perpetrator’s family and to 
the communities of those families that are fractured because of these crimes.

Recommendation Seven 3:  
Supporting the Journey of the Bereaved Family Victims

Seven 3.1 
Protocols and policies have been recommended to provide discrete supports for 
bereaved family victims to include the establishment of a victim support agency 
as recommended at Chapter 3. They need assistance in their engagement with the 
legal process, including police investigation, initial coronial matters, trials where 
they occur, inquests and interaction with prisons and the parole process. Legislation 
may be necessary to deal with the anomaly of murder-suicides and familicides 
where there is no perpetrator to prosecute; those family victims need a framework 
through legislation whereby they are supported during the police investigation, 
initial coronial matters, and inquests.

Recommendation Seven 4:  
Coronial System

Seven 4.1 
The establishment of equivalent processes and procedures in each coronial district.

Seven 4.2 
The establishment of centralised accredited annual continuous practice 
development for Coroners.

Seven 4.3 
The centralisation and analysis of data from each coronial district should be linked 
into the structures of  previous data sharing recommendations in this Study.



363

C
H

A
PTER

 7: D
O

M
ESTIC

 H
O

M
IC

ID
E AN

D
 FAM

ILIC
ID

E: C
O

N
SID

ER
IN

G
 TH

E LEG
AL LAN

D
SC

APE

Seven 4.4 
There should be provision of necessary resources to give automatic and immediate 
free legal aid and advice to families bereaved through domestic homicide and 
familicide. Such resourcing would ensure that they are fully informed and briefed 
regarding the criminal trial and/or inquest process and their rights within that 
process, in advance of the commencement of proceedings regarding their lost loved 
ones. It is further recommended that this free legal aid scheme is managed by a 
designated member of the Regional Multi-Agency Critical Planning and Response 
(MACPAR) Team, a structure recommended by this Study.

Seven 4.5 
Legislate for and provide resources for a combined multi-disciplinary establishment 
of a dedicated medico-legal centre that incorporates the immediate trauma-
informed counselling needs of families attending a mortuary for the purpose of 
identifying the body of the victim and information on the legal aspects of State 
post-mortem examinations. 

Seven 4.6 
Amend the current Legal Aid provision for bereaved families to automatically give 
them free legal aid services. It is necessary to ensure that they are fully informed 
and briefed regarding expectations involving the criminal trial and/or inquest 
processes and their rights within that process, in advance of any proceedings 
regarding their lost loved ones.

Recommendation Seven 5:  
Unworthiness to Succeed and Disinheritance 

Seven 5.1 
The Law Reform Commission’s recommendations for amended legislation based on 
their review of current succession law in their Report on Prevention of Benefit from 
Homicide should be implemented without delay.

Seven 5.2 
Judicial discretion should be incorporated into a review of succession law where the 
killing of the victim occurred where the perpetrator was defending himself or herself 
against a long-term domestic abuser. 
 
Seven 5.3 
Make provision in future legislation for the reversal of transactions which 
have proven fraudulent intent within a domestic abuse context, including the 
disinheritance of the victim’s family.  Such provision may require a redefinition of 
coercive control to align it with wrongful conduct proofs present in fraud crimes. 



364

C
H

A
PTER

 7: D
O

M
ESTIC

 H
O

M
IC

ID
E AN

D
 FAM

ILIC
ID

E: C
O

N
SID

ER
IN

G
 TH

E LEG
AL LAN

D
SC

APE

Seven 5.4 
The definition of coercive control should be reviewed to give effect to 
recommendation Seven 5.3 to reverse any fraudulent transaction by a coercive 
perpetrator for the purposes of disinheriting the victim’s successors.

Recommendation Seven 6:  
Parole Law

Parole 
The implementation of the reforms culminating in the Parole Act 2019 must be 
resourced. 

Seven 6.1 
Continue the implementation of the Parole Act 2019 through secondary legislation or 
amendment, as appropriate to accommodate recommendations Seven 6.2 to Seven 
6.9.

Seven 6.2 
Clearly define the purpose of parole in a manner that transparently balances the due 
process rights of liberty of the prisoner with the rights of the victim to advocate at a 
parole hearing. 

Seven 6.3 
Assess international best practice in determining interventions by victims or 
their civil society representatives in the context of parole hearings, and define 
rules regarding the format of victim statements and how they should be weighted 
proportionately in the context of due process.

Seven 6.4 
Create transparent specific structures on how risk is assessed in a determination 
regarding the safe reintegration of the prisoner into society.

Seven 6.5 
Devise safeguarding metrics for victims where a perceived danger during the trial 
process necessitated witness protection.

Seven 6.6 
For the purposes of reviewing the effectiveness of legislation, devise a multi-
disciplinary inquiry into the measurement of the therapeutic value of victim 
interventions and involvement in the parole process and the potential for their 
re-traumatisation, where the sentence under consideration is a life sentence. In 
that context, explore the supports that could assist a future parole process, where 
alternative therapeutic interventions are facilitated in the immediate or short time 
after the criminal trial process.
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Seven 6.7 
Explore legislative integration of restorative justice principles to assist willing 
participants in the parole process, as part of an exploration of having separate 
therapeutic services that could positively impact the victim and the perpetrator.

Seven 6.8 
Create a process whereby family victims are informed regarding the rehabilitative 
and treatment steps successfully undertaken by a prisoner, who has an entitlement 
to parole.

Seven 6.9 
Devise a publicly available transparent set of guidelines regarding the 
standardisation of the supervision of parolees, outlining with specific condition 
options that could be imposed by the Parole Board, inclusive of geographical 
restrictions and transnational arrangements. 

Recommendation Seven 7:  
The Needs of Children

Seven 7.1 
The Courts Service should be enabled under data sharing legislation for the 
purposes of law enforcement to synchronise court proceedings data associated 
with civil and criminal family law litigators. Such data gathering should assess the 
numbers of perpetrators of family abuse who get incremental and full access to 
their children. This legislative amendment may require a revision of the ‘in camera 
rule’ where the anonymity of the parties to the family proceedings is maintained. 

Seven 7.2 
The sharing of information regarding concurrent proceedings in both criminal and 
civil court between lawyers, judges, assessors and the parties to the proceedings 
should be placed on a statutory footing.

Seven 7.3 
There should be legislation in place to prohibit the inclusion by those involved in 
the negotiation of civil family law settlements of any inducement to  withdraw any 
ongoing criminal proceedings e.g., where allegations of child abuse or domestic 
violence or marital rape are being investigated or prosecuted in the criminal courts.

Seven 7.4 
Make provision for equivalent processes for determining the best welfare interests 
of the child i.e., the qualifications of the assessors must be the same in the District 
Court and other courts and the time allocated in each court for the assessment 
should be the same. 

Seven 7.5 
Due care should be taken in the drafting of the proposed legislation regarding 
mediation or alternative dispute resolution in family law proceedings, to ensure that 
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there is no legislative mandatory requirement for engagement in such processes 
where domestic abuse in all its forms including coercive control, is present. 

Seven 7.6 
Current legislation should be amended to ensure that a parent convicted of the 
murder or manslaughter of the other parent does not retain guardianship of the 
surviving child or children, and the child/children of those parents should be 
committed to the care of the health board.

Seven 7.7 
Section 16 of the Child Care Act 1991 should be amended, requiring the Child and 
Family Agency, Tusla, to initiate proceedings to secure a section 18 care order in 
circumstances where a child is under voluntary care or an interim care order, and 
his or her parent is in custody accused of, or serving a sentence for, the murder or 
manslaughter of the child’s other parent. 

Seven 7.8 
Court-ordered contact in circumstances where a parent is in custody accused of, 
or serving a sentence for, the murder or manslaughter of the child’s other parent, 
should consider the fact that the parent who perpetrated the violence poses a threat 
to the welfare of the child.

Seven 7.9  
It is recommended that in conjunction with the Child and Family Agency and the 
NGO, Kinship Care, that the Government should initiate a review for the purpose of 
amending relevant legislation to meet the State’s obligations towards the children 
in informal family arrangements especially children who are victims of domestic 
homicide. That review should review the accessibility of information on State 
supports to include the provision of guardianship and orphan payments. 

Seven 7.10 
There should be a specifically customised carer assessment process where 
a kinship care plan is being considered, as retention of family links is most 
particularly important for those children who are the victims of domestic homicide. 
That assessment must assess any conflict that exists between the family of the 
victim and the family of the perpetrator. There should be a specific focus on the 
delivery of trauma-informed services to meet the immediate, interim and life-long 
needs of those children, as appropriate. 

Recommendation Seven 8:  
Miscellaneous Health and  Safety needs of Children who are victims of 
Domestic Abuse 

Seven 8.1 
Laws governing the age of medical consent should be amended so that parental 
consent is no longer a barrier to children, adolescents and young people accessing 
the therapeutic services they need, in circumstances where a parent who is the 
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perpetrator of coercive control, intimate and domestic violence endeavours to 
withhold such consent. 

Seven 8.2 
Particular regard should be had towards vulnerable migrant and ethnic minority 
children and young people in Ireland when legislating for the needs of children 
traumatised by domestic abuse in all its forms, including fatalities.

Seven 8.3 
Where not already legislated for, ensure the designation of a single support 
worker is responsible for ensuring the needs of the child are met by all agencies, 
simultaneously, sharing data as necessary.  

Seven 8.4 
Where not already provided for in legislation, health and child protection services 
should be enabled to provide trauma-informed guidance support and training for 
families and communities regarding how to support children who are impacted 
by domestic homicide and familicide, taking guidance as appropriate, from the 
programme designed by Irish Childhood Bereavement Network (ICBN) for National 
Office for Suicide Prevention (NOSP).

Recommendation Seven 9:  
Legislation for Miscellaneous Family Needs

Seven 9.1  
New legislation should make specific provision for transparent and accessible 
information, personal information sharing within data protection law, and sensitive 
advice on criminal injuries compensation to victims of domestic homicide and 
familicide through the recommended Regional Multi-Agency Critical Planning 
and Response (MACPAR) Teams. Recent amendments to the Criminal Injuries 
Compensation Scheme where the perpetrator was a family member should be 
linked with this recommendation. 

Seven 9.2 
If not already provided for in the delivery of mental health services, the HSE should 
be enabled to provide the supports requested by the Irish College of General 
Practitioners (ICGP) to implement HSE policy to create easier access to multi-
disciplinary, user-centred supports at primary care level, that will result in better 
outcomes;  ICGP state that the current resourcing of mental health services in 
general practice is inadequate.

Seven 9.3 
Make legal provision for a wrap-around service to the families of victims of 
a familicide or domestic homicide, where a death can be reported to most 
government organisations in one  single act process e.g. the UK ‘Tell Us Once’ 
process. 
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Seven 9.4 
Legislate as necessary for an interdepartmental Domestic Abuse Whole Housing 
National Strategy for accommodation that has a specific focus on the needs of 
parents and children who are at risk of homelessness.

Seven 9.5 
Legislate as may prove necessary to make provision for Exceptional Needs Payments 
for those bereaved by domestic homicide or familicide in anticipation of funeral 
and related costs through liaison with the representative of the Department of 
Employment Affairs and Social Protection representative on the proposed Regional 
Multi-Agency Critical Planning and Response (MACPAR). 

Seven 9.6 
Amend Domestic Violence and Department of Education and Department of Health 
legislation, as necessary, to facilitate education and training for all sections of 
society on coercive control, to include gaslighting and intimate partner violence 
(IPV) and its prevention. Specifically, the Secondary School Junior Cycle  Civic, Social 
and Political Education module and the Senior Cycle, Politics and Society modules 
in schools and the resources of CYPSCs should be mobilised to support prevention 
and protection policies. 

Recommendation Seven 10:  
Media Methodologies and Regulation 

Seven 10.1 
Recommendation Four 1.1 is reiterated here to have statutory measures in place to 
disallow publication of the identity of a deceased victim, until An Garda Síochána 
have confirmed that all family members have been informed.

Seven 10.2 
A review of the balancing of the individual’s right to privacy and the freedom of 
the press in advocating for ‘the public’s right to know’ ought to be conducted with 
respect to domestic homicides and familicides. The absence of a perpetrator who 
can be prosecuted and murder-suicide cases, should not mean that those family 
victims have less privacy rights. Where it is possible to accommodate those privacy 
rights under the GDPR, that should be considered.

Seven 10.3 
Future legislation to regulate social media should prevent aggravated harm of a 
psychological or psychiatric nature that has the potential to cause a substantial 
adverse impact on the day-to-day activities of the families of victims of the crimes 
of domestic homicide and familicide. 
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Seven 10.4 
Apply the GDPR, through new legislation to protect family victims, when the protections 
of criminal trial ‘due process’ are absent i.e., when the perpetrator has died by suicide. 

Seven 10.5 
The Digital Safety Commissioner, when established, should be enabled through 
legislation to enforce robust and immediate ‘take-down’ measures where harmful 
material is published.

Seven 10.6 
Recommendation Four 4.1 regarding the augmentation of the powers of the Press 
Ombudsman to manage compliance by individual journalists, is reiterated.  

Recommendation Seven 11:  
Privacy obligations of members of An Garda Síochána 

Seven 11.1 
Review the implementation and adequacy of current An Garda Síochána legislation 
that prohibits the leaking of information on crimes under investigation, to ensure 
that citizens are guaranteed the privacy rights envisaged in that legislation. As 
necessary, make provision for specialized training for Gardaí on the impact that leaking 
information has on victims. 

Recommendation Seven 12:  
A proposed model for Ireland’s Domestic and Family Violence Death Reviews

Seven 12.1 
The identification and subsequent significant and detailed recommendations at 
Chapter 5 specify proposed content for new and inclusive Irish legislation on Domestic 
and Family Violence Death Reviews, comparable with Domestic Homicide Reviews in 
other jurisdictions. Those recommendations are reiterated here and include legislation 
for requisite data collection and sharing in a timely, consistent and confidential 
manner. 

Seven 12.2 
Provision ought to be made for an assessment of the presence and impact of the 
recently created criminal offence of coercive control in the context of Domestic and 
Family Violence Death Reviews. 

   
Recommendation Seven 13:  
Risk Assessment Information Sharing and Prevention

Seven 13.1 
Current procedures and supports for the application for independent permission of 
non-EU and non-EEA persons to remain in the State, should be reviewed. Focus should 
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be brought to bear on an evaluation of the accessibility of these procedures and 
supports, for those who are victims of domestic abuse in all its forms, where their 
dependent Immigration Permission is linked to the perpetrator of that abuse.

Seven 13.2 
In compliance with Ireland’s obligations under the Istanbul Convention, sufficient 
specialised women’s shelters should be available in every region, to aid the 
prevention of harm to victims of domestic abuse in all its forms. It is imperative 
in circumstances where there is stated Government policy to end the scourge 
of domestic violence that sufficient ring-fenced resources are allocated to 
operationalise Ireland’s legal obligations under that Convention. Additionally, 
resources are required for the provision of shelters for men who are victims of 
domestic abuse in all its forms.

Seven 13.3 
In line with the Action Plan accompanying Ireland’s Second National Strategy on 
Domestic, Sexual and Gender-based Violence 2016 – 2021, legislative provision is 
required to carry out spousal risk evaluations on individuals who are suspected of, 
or who are being treated for, spousal abuse. The outcomes of these assessments 
should then be a factor for consideration in bail and parole hearings. 

Seven 13.4 
The Domestic Violence Act 2018 could be amended to provide that breach of 
domestic violence order would be categorised as a serious offence. It should 
be hybrid in nature i.e.  triable either on indictment before a judge and jury or 
summarily, in the District Court before a judge.  Such a categorisation would satisfy 
the ‘serious offence’ condition for the purposes of personal liberty rights under the 
Constitution and the conditions of current Bail legislation, but the alleged offence 
could also be a summary trial, when the breach was deemed to be less serious in 
its nature.  The Schedule to the Bail Act 1997 would have to be amended to include 
the new serious offence of a breach of domestic violence order, under the Domestic 
Violence Act 2018. 

Seven 13.5  
In high-risk domestic violence cases, where serious violence including threats 
of fatal injury or attempted homicide have occurred and where bail has been 
granted pending trial, the protecting of the victim or potential victim is paramount. 
Electronic monitoring should be an option for consideration in such circumstances 
when the perpetrator is on bail. A similar provision should apply when such an 
offender has been given temporary release or is released from prison on parole. 

Seven 13.6  
Similarly, there ought to be an exploration of extending a programme like the 
Witness Protection Programme to victims of domestic abuse who are deemed 
to be at continued high risk of serious or fatal abuse at the hands of a former 
intimate partner, and who wish to avail of such protection. In circumstances where 
the perpetrator is eligible for parole, such risks would of necessity have to be a 
significant aspect of the Parole Board’s risk assessment.  
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Seven 13.7 
For those identified as being at the highest risk of serious or even fatal abuse, they 
should be placed on the high-risk register and linked to the Garda Information 
Message (GIM) system as a matter of standard procedure, legislating as may be 
necessary to affect such change. 

Seven 13.8 
The gap in coordination of information sharing addressed across the 
recommendations of this Report should warrant the development of a mechanism 
to ensure information sharing about the highest risk cases. This information should 
be routinely shared between agencies and services for case management purposes.
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Appendix A

TERMS OF REFERENCE May 2019

A Study on Familicide, Domestic Homicide Reviews and Related Matters
Purpose and Terms of Reference

Introduction
The Minister for Justice and Equality is commissioning a study focussed on two 
pillars – (A) Familicide and (B) Domestic Homicide Reviews.

Familicide, where a perpetrator murders a number of close family members in 
quick succession and may also commit suicide is relatively rare in Ireland. When 
familicide does occur, this harrowing crime is devastating for survivors and can 
surface complex issues, including those of a practical nature, for all the parties 
concerned.

The Minister believes that it is necessary to establish appropriate protocols and 
guidelines to govern such cases. The development of these protocols and guidelines 
is to be underpinned by this study.

The related area of domestic homicide, where a person is killed by a current/former 
partner or close family member, is generally a crime with particular features which 
require careful analysis. 

Domestic Homicide Reviews have taken place for a number of years in England and 
Wales and involve “a multi-agency review of the circumstances in which the death 
of a person aged 16 or over has, or appears to have, resulted from violence, abuse 
or neglect by a person to whom they were related or with whom they were, or had 
been, in an intimate personal relationship, or a member of the same household as 
themselves” (as defined by the UK Home Office).
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Terms of Reference 

Pillar A: Familicide

Meeting the Future Support Needs of Family Members 
1.  To consult and consider the experiences of close family members of those 

who die in familicides, in relation to their experiences in the aftermath and 
their support needs, particularly with reference to the period from the start of 
the year 2000 to date. Such consultation may only take place in cases where 
all legal processes have been completed. 

2.  To consider the adequacy and suitability of current policies, protocols, 
procedures and practices of state services in supporting close family 
members of those who die in familicides (where all legal processes are 
completed) and to make recommendations.

Methodology
3. To draw on relevant peer-reviewed research.

4. To consult with the close family members of victims of familicide. 

5.        To consider the ways in which support services are delivered in other 
comparable jurisdictions and identify successful practices which might be 
helpful to those affected in Ireland.  

6.         To consider how to develop an integrated procedure to support close family 
members of those who die in familicides in the most competent, caring, 
effective and efficient way in the future. 

7.          To consider the range of supports which should be provided, in The 
immediate, short and long terms, to local communities impacted by such 
crimes. 

8.   To take account of the provisions of the Criminal Justice (Victims of Crime) 
Act 2017, the Coroners Act 1962, as amended, and the recommendations of 
the Commission on the Future of Policing in Ireland for the establishment of 
Crisis Intervention Teams.  

9.  The following state agencies and other stakeholders should be consulted:

 a. An Garda Síochána.

 b. Acute hospitals including accident and emergency departments. 

 c. GPs through the Irish College of General Practitioners.

 d.    The Probation Service.

 e.  The Royal College of Physicians in Ireland, Faculty of Pathologists.
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 f.   Tusla.

 g.   The Coroners Service. 

 h. Irish College of Psychiatry.

 i.   The Mental Health Commission and mental health services as 
appropriate.

 j The Mental Health (Criminal Law) Review Board.

 k.   National Educational Psychological Services and, where appropriate 
school management. 

 l.  The National Suicide Research Foundation.

 m.  The HSE National Office for Suicide Prevention and HSE Regional Officers 
for Suicide Prevention. 

 n.   Any other state service, which has a significant role in supporting family 
members or NGOs providing services under contract by a state agency. 

 o.         Any other relevant agencies or NGOs.

The Role of the Media
10.  To consider, in consultation with the Press Ombudsman, The Broadcasting 

Authority of Ireland, the National Union of Journalists, Headline (Ireland’s 
national programme for responsible reporting and representation of mental 
illness and suicide), Samaritans Ireland and any other relevant bodies, how 
the media report on such events, and make recommendations on best 
practice. 

11.   To consider how social media deals with such events, engaging with relevant 
stakeholders, and make recommendations on how to progress this issue. 

Requested Outcomes
12.  The objective is that, on completion of this study, a series of 

recommendations will provide for enhanced information and 
supportive arrangements to the family members of victims of 
familicide and others affected by these harrowing crimes. 

13.  The identification, if possible, of potential warning signs and possible 
responses/actions including the development of protocols to allow relevant 
information to be shared by professionals or with family members.  

14.  The development of clear protocols by state agencies and other agencies and 
individuals for sharing information with immediate family members 

15.     The development of an emergency team protocol which would bring together 
key officials as soon as possible after an incident to review information known 
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at the time, identify agencies who might hold relevant files, and crucially, 
identify what supports are needed by family and community and whom is best 
placed to provide this.

Pillar B: Identifying International Best Practice in Domestic Homicide Reviews
The second pillar of the research should address the issue of Domestic Homicide 
Reviews.

Methodology
16. To draw on relevant peer-reviewed research.

17. To consult with the close family members of victims.

18 To consult with NGOs working in this field.

19.  To consult with appropriate experts, state agencies and any other agency/
organisation in jurisdictions with experience of domestic homicide reviews 
in comparable foreign jurisdictions. 

20.      The following state agencies and other stakeholders should be consulted:

• An Garda Síochána 
• The Probation Service. 
• Tusla. 
• The Mental Health Commission and mental health services as 

appropriate. 
• The Mental Health (Criminal Law) Review Board. 
• Acute hospitals including accident and emergency departments. 
• Any other state service or relevant agencies.

Requested outcome
21.  To identify international best practice in respect of domestic homicide 

reviews and to make recommendations in relation to their application to this 
jurisdiction. 

Practical Arrangements 

22.   Both pillars of the study will be led by an experienced suitably qualified 
person and appropriate experts will be contracted to assist the lead person.

23.   The study will be submitted to the Minister for Justice and Equality within 
twelve months or as soon as possible thereafter and will be published. 
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Appendix B

Familicide and Domestic Homicide Study (“the Study”)

Privacy Notice (Transparency Statement)
Explaining the use of your personal information in the Study 

November 2021
This privacy notice provides information about how your personal information 
(personal data) has been collected and used for the purposes of the Study, and what 
will happen to your personal information once the Study is completed.  The Study 
will be completed once a final report on the issues is provided to the Minister for 
Justice. 

This privacy notice (and the information in it) is provided to you for compliance with 
the data protection obligations contained in data protection law – especially in the 
EU General Data Protection Regulation (GDPR). 

Who is responsible for (controls) your personal information as used in the 
Study? 
I, Maura Butler, am the appointed Study Lead for the Study since June 2020.  I 
succeeded the previous appointed Study Lead, Norah Gibbons (deceased), and took 
over responsibility for your personal information from her.  I am an independent 
appointee of the Minister for Justice, and I am appointed in order to review the 
issues set out in the attached Terms of Reference and to write a report to the 
Minister based on the Terms of Reference.  

As the independent Study Lead, I make the decisions about what is done with 
your personal information.  From the perspective of the data protection rules (as 
contained in the GDPR and Irish Data Protection Act 2018), this means that I am the 
data controller of your personal information (personal data).  Neither the Minister 
nor the Department of Justice are data controllers of your personal information.  The 
Department has provided and will be providing confidential storage for the records 
of the Study, under my instructions and control – please see more information about 
this below.  

My contact details are as follows:
(supplied in the document)

I am also the data protection officer in relation to the Study.  This means that if you 
have any questions about this privacy notice or about the data protection practices 
related to the Study, please contact me. 
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Personal information (personal data) that the Study has collected and used 
about you
The Study has collected, used, and the data controller is storing the following 
personal information about you:

• Your name and contact details.

• The contents of your testimony / submission / contribution to the Study, 
which would include personal information directly about you, your personal 
experiences and your opinions concerning matters that were reviewed as part of 
the Study.  

• The reason why you provided testimony / submission / contribution to the 
Study, i.e.  

• Because you had a family relationship with the victim of a familicide or 
domestic homicide,

• Because you are a member of a community impacted by a familicide or 
domestic homicide,

• Because you made a voluntary contribution by contacting the Study to 
provide details of your experiences,

• Because you are employed by an organisation which operates in areas 
covered by the Terms of Reference, and you made a submission and/or gave 
views on behalf of that organisation,

• Because you represent a particular sector (e.g. educational support services) 
and you made a submission and/or gave views on behalf of or relevant to 
that sector. 

• Personal information about you and your experiences, as related by a family 
member who provided testimony to the Study. (Note that some family members 
who spoke to the Study talked about the experiences of their other family 
members.) 

Please note that your testimony / submission / contribution has been recorded and 
stored in the following formats: 

• Interviews were recorded and were then sent to an independent stenography 
service in order to transcribe the interviews.

• Written submissions were received via email. 

• All records (including the audio file of interviews, the transcripts of interviews, 
and submissions) were stored on a designated project database provided by the 
Department of Justice. The transcripts and submissions were all encrypted when 
they were shared via email.  

• In addition, certain records (including interview transcripts and submissions) 
were copied and stored on to three encrypted USBs in order to supply the records 
to one existing researcher who moved to remote working during the pandemic 
and two researchers who commenced work with the Study in Phase 2 (from 
August 2020). 
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The legal basis for the collection, use, storage and other processing of your 
personal information
I’ve explained above that I, as the data controller, have been appointed by the 
Minister to conduct the Study in accordance with the Terms of Reference and to 
provide the Report to the Minister.  

This means that my legal basis for collection, use, etc. of your personal information 
is for “the performance of a task carried out in the public interest and in the exercise of 
official authority vested in the data controller”.  This is a legal basis that is provided 
for under Article 6(1)(e) of the GDPR.  In addition, to the extent that I am collecting, 
using, etc. what the GDPR describes as “special category data”, then my legal basis 
for collection, use, etc. of this special category data is processing that is necessary 
for “reasons of substantial public interest” (provided for under Article 9(2)(g) GDPR) 
and/or processing that is necessary for historical research purposes (provided for 
under Article 9(2)(j) GDPR).  

Special category data is defined under Article 9(1) GDPR as personal information 
(personal data) that reveals a person’s racial or ethnic origin, political opinions, 
religious or philosophical beliefs, trade union membership, genetic data, biometric 
data (used for the purposes of uniquely identifying a person) and personal 
information concerning a person’s health, sex life or sexual orientation.  

How the Study has used your personal information
Your personal information has only been collected and used for the purposes of the 
Study. 

What this means is that I, as data controller (and Norah Gibbons (deceased), 
who preceded me) have only collected and used your personal information for 
the purposes of considering the issues set out in the Terms of Reference and 
for drafting the Report to the Minister.  For any private individuals who provided 
testimony to the Study, some quotes from their testimonies are used in the 
Report, but on a de-identified basis (i.e. a different name has been given to the 
relevant person, and their real name is not used).  For individuals who submitted 
or contributed to the Study on behalf of an organisation or sector (e.g. educational 
service providers), where considered appropriate, they have been quoted or 
paraphrased in the Report and their submission or contributed is attributed to 
them. 

How long your personal information will be retained 
Your personal information (listed above) will be retained by me for six months 
following the provision of the Report to the Minister. Specifically:

• I currently retain all of your personal information (electronic and paper copy) 
securely. 

• I have made arrangements to have the records of your personal information 
confidentially retained on my behalf by the Department (which will act as my 
data processor). The records will be stored electronically, and not in paper form.    
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When and how your personal information has been or will be shared with 
others 
I have described above how your personal information will be used in the Report, 
which will be provided to the Minister and by extension the Department of Justice 
and will be published.  

Separately, the Study has used the following resources:-

• Two employees of the Department of Justice were seconded to the Study (one 
full-time and one part-time) to assist with administration. These two employees 
were later replaced by two other Department employees due to career changes of 
the original employees who were seconded.  All of these individuals were subject 
to confidentiality obligations as part of their employment and were subject to 
additional confidentiality obligations with regard to the Study data. They had 
access to the personal information collected and used as part of the Study. 

• The Study engaged researchers and (separately) individuals for copy-editing 
and proof-reading, to assist in the review of all material gathered by the Study 
(including review of testimonies, submissions and other contributions) and 
with the drafting and proof-reading of the Report.  All of these individuals signed 
confidentiality agreements with me (or, as appropriate, signed them with Norah 
Gibbons) which require them to keep confidential all personal information 
collected and used by the Study. 

• The Study had a separate Advisory Group, consisting of voluntary members, to 
advise on matters covered by the Study Terms of Reference.  Some members 
of the Advisory Group were asked to be “readers” of the draft Report, on a 
confidential basis.  All of these individuals signed confidentiality agreements 
with me. 

• As outlined above, I have arranged for the Department to store the records of the 
Study following its conclusion, and the Department acts as a data processor 
on my behalf.  (A data processor, for the purposes of the GDPR, is someone 
who processes personal data (e.g. by storing it) on a data controller’s behalf, 
strictly under the data controller’s control and subject to the data controller’s 
instructions.) On my instruction, the Department will be deleting these records 
six months after my delivery of the Study report to the Minister for Justice. 

It should also be noted that two email communication systems/platforms were 
used for email communications connected with the Study: an @fsdhr address 
and separately Norah Gibbons and Grainne McMorrow, Senior Manager and Jane 
Monckton-Smith, Senior Manager,  used  personal Gmail accounts to send certain 
email communications for the purposes of the Study. Email communications 
with family members was always from the info@fsdhr.ie email address, and all 
attachments associated with family members were encrypted/password protected.  

mailto:info@fsdhr.ie
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Your legal rights concerning your personal information 
Under certain circumstances, you have rights under data protection law in relation 
to your personal information.  These rights are summarised as follows:-

• Right to know whether I, as data controller in relation to the Study, am collecting, 
using, storing or am otherwise “processing” your personal information.  This 
privacy notice assists with your information about this. 

• Right of access to your personal information, with a linked right to specific 
information in connection with any personal data to which the request for 
access relates. 

• Right to correction of any inaccurate personal information and the right to have 
any incomplete personal information completed/updated. 

• Right to erasure of your personal information (sometimes referred to as the 
‘right to be forgotten”) in certain circumstance.  For example, this right would 
apply if it is the case that it is no longer necessary for me to be processing your 
personal information in the context of the Study.  As such, I will follow through 
on the decision made by Norah Gibbons to delete the Study files (including your 
personal information) six months after the Report has been provided to the 
Minister. 

• Right to have the collection, use, storage or other processing of your personal 
information restricted, again in certain circumstances. For example, this would 
apply if you have contested the accuracy of the personal information that I hold, 
and the request for restriction would apply for the time it takes to consider the 
accuracy of the personal information on the files. 

• Right to ‘data portability’. This means that you have the right, in certain 
circumstances, to receive your personal information in (effectively) a structured, 
electronic format.  

• Right to object to the use of your personal information for the purposes of 
making automated (computer-made) decisions about you and/or for the 
purposes of profiling you.  I have not and do not intend to use any of your 
personal information for the purposes of such automated decision-making or 
profiling. 

Some of these rights are qualified and/or may not apply to the actual use of your 
personal information that I am making in the context of the Study, as explained 
above.

Note also that, as set out above, my intention is to delete all Study records, 
including the records of your personal information, six months after I provide 
the Report to the Minister, so if you consider that you need or would want to 
exercise any of the above rights, I’d encourage you to do this well before the 
six-month retention period expires.  
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You also have the right to make a complaint at any time to the data protection 
regulator which is the Data Protection Commission – see www.dataprotection.ie.

Finally, again, if you have any queries in relation to this privacy notice, please 
contact me. 

Attachment: Terms of Reference for the Study (at Appendix A of this Study).

http://www.dataprotection.ie
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Appendix C

Advisory Group - Terms of Reference
As a member of the Advisory Group you will assist in the developing work of the 
Familicide and Domestic Homicide Study (The Study), adhering to the programme 
and outcomes set out by the Minister.

• Bring your own expertise to the table (not a representative body view).

• Raise any issues not being covered by the Study Team, within the parameters of 
the Study.

• Consult confidentially, as required, to larger appropriate groupings.

• Provide non-binding Strategic Advice to the Study Team.

• Provide unbiased insights and ideas from a third-party point of view.

• Provide ‘wise counsel’ on issues raised by the Study Team.
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Appendix D

Confidentiality Agreement for Advisory Group Members

This agreement is between (insert Advisory Group Member name) and Maura Butler, 
Solicitor, (Study Lead) for

The Study on Familicide and Domestic Homicide Reviews

Position: Advisory Group Member 

I agree to:

1.  treat all discussions at the Advisory Group and otherwise within the FSDHR Team and 
Secretariat as confidential

2.  share expertise regarding my own research, data collection, risk analysis and other 
pertinent information with The Study Lead, Researcher(s) and The Advisory Group,  

3.  keep all the research information shared with me confidential. I will not discuss 
or share the research information with anyone other than with the Study Lead, 
Researchers, Advisory Group colleges or others identified to me by the Study Lead.

4.  keep all research information that is shared with me by the Researchers secure while 
it is in my possession.

5.  return all research information to the Study Secretariat, on behalf of the Study Lead, 
when I have completed the research tasks or upon request, whichever is earlier.

6.  destroy all research information regarding this research project that is not returnable 
to the Researcher(s)/ Study Secretariat on behalf of the Study Lead, after consulting 
with the Study Lead.

7.  comply with the instructions of the Study Secretariat, on behalf of the Study Lead, 
about requirements to physically and/or electronically secure records (including 
password protection, file/folder encryption, and/or use of secure electronic transfer of 
records through file sharing, use of virtual private networks, etc.).

8.  not allow any personally identifiable information to which I have access to be 
accessible by anybody (unless specifically instructed otherwise in writing by the Study 
Lead).

9.  comply with best practice research ethics guidelines with respect to all aspects of my 
engagement with this study 

Signed:

Name in Capitals

Date:  
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Appendix E
Confidentiality Agreement for Researchers

This agreement is between: (insert Researcher name) and Maura Butler, Solicitor, 
(Study Lead) for

The Familicide Study and Domestic Homicide Review

Position: Researcher

I agree to:

1.  comply with best practice research ethics guidelines with respect to all aspects 
of my engagement with this study 

2.  treat all discussion within the FSDHR Team (Study Lead and Researchers) and 
the Secretariat and at the Advisory Group as confidential

3.  share expertise regarding my own research, data collection, risk analysis and 
other pertinent information with The Study Lead, Researcher(s) and The Advisory 
Group,  

4.  keep all the research information shared with me confidential and not discuss 
or share that information with anyone other than with the Study Lead, other 
Researchers, Advisory Group members (as deemed appropriate by The Study 
Lead for presentations) or others identified to me by the Study Lead.

5.  keep all research information that is shared with me by the FSDHR Team secure 
while it is in my possession; 

6.  return all research information to the Study Secretariat, on behalf of the Study 
Lead, when I have completed the research tasks or upon request, whichever is 
earlier.

7.  destroy all research information regarding this research project that is not 
returnable to the Researcher(s)/ Study Secretariat on behalf of the Study Lead, 
after consulting with the Study Lead.

8.  comply with the instructions of the Study Secretariat, on behalf of the Study 
Lead, about requirements to physically and/or electronically secure records 
(including password protection, file/folder encryption, and/or use of secure 
electronic transfer of records through file sharing, use of virtual private 
networks, etc.).

9.  not allow any personally identifiable information to which I have access to be 
accessible by anybody (unless specifically instructed otherwise in writing by the 
Study Lead).

Signed:

Date:
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Appendix F
Confidentiality Agreement for Editorial Team Members

This agreement is between: (insert Team Member name)  and Maura Butler, Solicitor, 
(Study Lead) for

The Familicide Study and Domestic Homicide Review (FSDHR)

Position: Copy Editor/ Proof Reader/ Footnote, Referencing and Index Editor

I  agree to:

1.  comply with best practice research ethics guidelines with respect to all aspects 
of my engagement with this study 

2.  treat all discussion within the FSDHR Team (Study Lead and Researchers) and the 
Secretariat and at the Advisory Group as confidential

3.  keep all the research information shared with me confidential and not discuss 
or share that information with anyone other than with the Study Lead, other 
Researchers, or others identified to me by the Study Lead.

4.  keep all research information that is shared with me by the FSDHR Team secure 
while it is in my possession; 

5.  return all research information to the Study Lead, when I have completed the copy 
editing and proofreading or upon request, whichever is earlier.

6.  destroy all and any research information regarding this research project that is 
not returnable, after consulting with the Study Lead.

7.  comply with the instructions of the Study Lead, about requirements to physically 
and/or electronically secure records (including password protection, file/folder 
encryption, and/or use of secure electronic transfer of records through file 
sharing, use of virtual private networks, etc.).

8.  not allow any personally identifiable information to which I have access to be 
accessible by anybody (unless specifically instructed otherwise in writing by the 
Study Lead).

Signed:

Date: 
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Appendix G
Confidentiality Agreement for Expert

Confidentiality Agreement (insert name) and Maura Butler, Solicitor, (Study 
Lead) of

The Study on Familicide Study and Domestic Homicide Review (The Study)

 Position: Independent External Reader in Discussions with Study Researcher or 
Study Lead

This Agreement is being entered into to protect the interests and sensitivities 
of bereaved family members of those who have fallen victim to familicide and 
domestic homicide and to protect the interests of the Study Lead, the Study 
Researchers, The members of the Study’s Advisory Group, its Secretariat and the 
interests of Ireland’s Department of Justice and Equality.

 I agree to:

1. treat all discussions as confidential;

2.  keep all the research information shared with me by (researcher/Study Lead)  
confidential.

3.  share expertise regarding my own research, that will inform approaches that 
(researcher/Study Lead) may wish to recommend to the Study Team;

4.  destroy any notes that I relate to discussions with (researcher/Study Lead);

5.  not allow any personally identifiable information to which I have access to be 
accessible by anybody (unless specifically instructed otherwise in writing by the 
Study Lead).

6.  comply with best practice research ethics guidelines with respect to all aspects 
of my engagement (researcher/Study Lead).

Signed: 

Date:

Signed:

 (delegated by the Study Lead in this matter)

Date

Note: (Expert)  will appear in the list of experts consulted in the Acknowledgements 
Section of the Study’s Report
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Appendix H
Family Violence Death Review Committee (2013) Third Annual Report: December 
2011 to December 2012 Wellington: Health Quality & Safety Commission. Available 
at: https://www.hqsc.govt.nz/assets/Uploads/FVDRC-3rd-Report-FINAL-locked-
June-2013.pdf p.89
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Appendix I
Family Violence Death Review Committee (2013) Third Annual Report: December 2011 
to December 2012 Wellington: Health Quality & Safety Commission. Available at:
https://www.hqsc.govt.nz/assets/Uploads/FVDRC-3rd-Report-FINAL-locked-
June-2013.pdf p.86 
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Appendix J

Example of Risk Factors Considered In Intimate Partner Homicides

© of Queensland Death Review and Advisory Board | Annual Report 2018–19 
Available at: https://www.courts.qld.gov.au/__data/assets/pdf_file/0006/630159/
domestic-and-family-violence-death-review-and-advisory-board-annual-
report-2018-19.pdf  at Appendix B p. 132 of the Report.

Intimate Partner Homicide Lethality Risk Factor Form
A = Evidence suggests that the risk factor was absent 

P = Evidence suggests that the risk factor was present 

Unk = Unknown

Risk Factors Code (A,P, Unk)
1. History of violence outside of the family by perpetrator

2. History of domestic violence

3. Prior threats to kill victim

4. Prior threats with a weapon

5. Prior assault with a weapon

6. Prior threats to commit suicide by perpetrator

7.  Prior suicide attempts by perpetrator* (if check #6 and/or #7 only count as 
one factor)

8. Prior attempts to isolate the victim

9. Controlled most or all of victim’s daily activities

10. Prior hostage-taking and/or forcible confinement

11. Prior forced sexual acts and/or assaults during sex

12. Child custody or access disputes

13. Prior destruction or deprivation of victim’s property

14. Prior violence against family pets

15. Prior assault on victim while pregnant

16. Choked/Strangled victim in the past

17. Perpetrator was abused and/or witnessed domestic violence as a child

18. Escalation of violence

https://www.courts.qld.gov.au/__data/assets/pdf_file/0006/630159/domestic-and-family-violence-death-review-and-advisory-board-annual-report-2018-19.pdf
https://www.courts.qld.gov.au/__data/assets/pdf_file/0006/630159/domestic-and-family-violence-death-review-and-advisory-board-annual-report-2018-19.pdf
https://www.courts.qld.gov.au/__data/assets/pdf_file/0006/630159/domestic-and-family-violence-death-review-and-advisory-board-annual-report-2018-19.pdf
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19. Obsessive behaviour displayed by perpetrator

20. Perpetrator unemployed

21. Victim and perpetrator living common-law

22. Presence of stepchildren in the home

23. Extreme minimization and/or denial of spousal assault history

24. Actual or pending separation

25. Excessive alcohol and/or drug use by perpetrator

26. Depression – in the opinion of family/friend/acquaintance - perpetrator

27.  Depression – professionally diagnosed – perpetrator (If check #26 and/or #27 
only count as one factor)

28. Other mental health or psychiatric problems – perpetrator

29. Access to or possession of any firearms

30. New partner in victim’s life

31. Failure to comply with authority – perpetrator

32. Perpetrator exposed to/witnessed suicidal behaviour in family of origin

33. After risk assessment, perpetrator had access to victim

34. Youth of couple

35. Sexual jealousy – perpetrator

36. Misogynistic attitudes – perpetrator

37. Age disparity of couple

38. Victim’s intuitive sense of fear of perpetrator

39.  Perpetrator threatened and/or harmed children Other factors that increased 
risk in this case? Specify:
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Appendix K
Legislative Acts, Bills, and Other
 
Bail Act 1977 and Bail (Amendment) Act 2016 

Child Care Act 1991

Childcare Support Act 2018 

Children Act 2001 Revised

Children and Family Relationships Act 2015 

Children First Act 2015

Children’s Health Act 2018

Civil Law and Criminal Law (Miscellaneous Provisions) Act 2020

Civil Partnership and Certain Rights and Obligations of Cohabitants Act 2010 

Civil Registration Act 2004

Coroners Act 1962 and Coroners (Amendment) Act 2005 and Coroners (Amendment) Act 
2019 and Coroners (Amendment) Act 2019 (Commencement) Order 2020

Criminal Justice Act, 1999 Section 41 Intimidation etc. of witnesses, jurors and others. 

Section 401 Criminal Justice Act 2007 (29/2007), Part 2 [re Bail}

Criminal Justice (Victims of Crime) Act 2017

Data Protection Act 2018

Data Sharing and Governance Act 2019

Domestic Violence Act 2018 and Istanbul Convention

Electronic Tagging – in different pieces of legislation and draft and proposed legislation 
(Irish Prison Service Policy for Electronic monitoring V 21/12/2017)

Family Home Protection Act 

1976 Family Law Act 1981

Family Law Act 1995

Family Law (Divorce) Act 1996

1   Witness Security Programme: Section 41 specifies the offence as harming, threatening or menacing, or 
in any other way intimidating or putting in fear another person who is assisting in the investigation of 
an offence by the Garda Síochána, with the intention of causing the investigation or course of justice 
to be obstructed, perverted or interfered with. The offence is punishable on indictment by a fine and/
or a term of imprisonment of up to 15 years. Section 40 of the same Act makes it an offence for any 
person, without lawful authority, to make an attempt to identify the whereabouts or any new identity of 
a witness who has been relocated under the programme. The offence is punishable on indictment by a 
fine and/or a term of imprisonment of up to five years.
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Family Law (Maintenance of Spouses and Children) Act 1976 Guardianship Of Infants 
Act 1964 Revised

Harassment, Harmful Communications and Related Offences Act 2020 Judicial 
Separation and Family Law Reform Act 1989

Maintenance Act 1994

Mental Health Act 2001 Revised

The Ombudsman for Children Act, 2002 Parole Act 2019

Protection of Children (Hague Convention) Act 2000 Status of Children Act 1987

Succession Act 1965 Revised Section 120 Exclusion of persons from succession. 

Unworthiness to Succeed and Disinheritance

ACTS NOT YET COMMENCED
Mental Health (Amendment) Act 2018 – not commenced

BILLS
Bail (Amendment) Bill 2017 ((lapsed) New Version currently)

Civil Liability (Amendment) (Prevention of Benefits from Homicide) Bill 2017 (lapsed)

Criminal_Law_(Sexual_Offences)_(Amendment)_Bill_2018_6_March_2018 - 
General Scheme Criminal_Law_(Sexual_Offences)_(Amendment)_Bill_2018_6_
March_2018 - General Scheme (lapsed - New Version currently)

Domestic Violence (Amendment) Bill 2019 (lapsed) Family Court Bill 2020

Online Safety and Media Regulation Bill 2021

OTHER
Community Safety and Preventing Crime https://www.oireachtas.ie/en/debates/
debate/dail/2020- 11-18/22/

The Management of Sex Offenders (electronic tagging proposals) http://www.justice.
ie/en/JELR/FINAL%20REPORT.pdf/Files/FINAL%20REPORT.pdf

The Future of Media Commission: Submissions and Thematic Dialogue https://
futureofmediacommission.ie/

Commission on the Future of Policing http://www.policereform.ie/

Children First: National Guidance for the Protection and Welfare of Children 2017 and 
the Children First Act 2015. https://www.hse.ie/eng/services/list/2/primarycare/
childrenfirst/whatischildrenfirst/#:~:text=Childr en%20First%20refers%20to%20

http://www.oireachtas.ie/en/debates/debate/dail/2020-
http://www.oireachtas.ie/en/debates/debate/dail/2020-
http://www.justice.ie/en/JELR/FINAL%20REPORT.pdf/Files/FINAL%20REPORT.pdf
http://www.justice.ie/en/JELR/FINAL%20REPORT.pdf/Files/FINAL%20REPORT.pdf
http://www.policereform.ie/
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Children,the%20Children%20First%20Act%202015.&text=Children% 20First%20
sets%20out%20specific,with%20suspected%20abuse%20and%20neglect.

Free Speech, the Common Good and the Rights Debate http://www.
theirelandinstitute.com/wp/free-speech-the-common-good-and-the-rights-debate/

Ombudsman https://www.ombudsman.ie/

Ombudsman for Children https://www.facebook.com/OCOIreland/

Memorandum of Understanding (MoU) between the Office of the Ombudsman and 
the Ombudsman for Children https://www.ombudsman.ie/publications/mou/mou-
with-the-ombudsman-for- children/

Press Council Code of Conduct https://www.presscouncil.ie/code-of-practice

Violent Offender Registers (“VOR’s”) https://advic.ie/general-legal-info/violent-
offender-register/ 

http://www.theirelandinstitute.com/wp/free-speech-the-common-good-and-the-rights-debate/
http://www.theirelandinstitute.com/wp/free-speech-the-common-good-and-the-rights-debate/
http://www.ombudsman.ie/
http://www.facebook.com/OCOIreland/
http://www.ombudsman.ie/publications/mou/mou-with-the-ombudsman-for-
http://www.ombudsman.ie/publications/mou/mou-with-the-ombudsman-for-
http://www.presscouncil.ie/code-of-practice
https://advic.ie/general-legal-info/violent-offender-register/
https://advic.ie/general-legal-info/violent-offender-register/
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A
abuse, fatal, 359, 370
abuser(s), 8, 22, 32-33, 257, 260, 338, 359, 363
access victim support services, 329, 331
accommodation, 164-165
all of Government, xxvi, 11, 164, 183
An Garda Síochána (AGS) / Garda, xxv-xxviii, 6, 28, 49-53, 57-59, 62-63, 67, 76, 78-79, 86-89, 91-94, 102, 

105, 108, 124, 128, 140, 150, 156, 162, 164, 171, 180, 185, 191-192, 205, 212, 216-218, 258, 276, 283, 297, 
299-300, 304, 306, 312-313, 324, 327, 329-330, 353-354, 368-369    

  see code of ethics for An Garda Síochána, 353-354
  see Commission on the Future of Policing in Ireland / Future of Policing in Ireland,  xxiii, 50, 62, 

84, 143-144, 170, 320-321, 327
  see Policing Authority (below), 50-52, 62, 79, 258, 354
  see privacy obligations of members of An Garda Síochána, 353-354

B
Bail Act, 358, 359, 370
  see serious offences, 358, 359, 370
  see breach of domestic order s.33 Domestic Violence Act 2018, 370
Barnados, 162
bereavement, 89, 97-98
  see children bereavement pyramid map, 148 
  see adult bereavement pyramid map, 149 
Broadcasting Authority of Ireland (BAI), 190, 201, 202, 299

C
caregivers, 152-155, 163-164, 346
care orders, 344-345
  see children at risk in Ireland, 140
Child and Family Agency, 102, 156-158, 239, 345-348, 366
  see Tusla (below), 59, 79, 102, 150, 155-160, 162-163, 185-186, 239, 252, 258, 262, 283, 293, 299, 302, 

326, 366   
Child and Family Relationships Act, 345
children, xxiii, xxv-xxviii, 5, 8-9, 11, 14-16, 21, 28, 32, 35-36, 38-41, 56, 59, 67, 70-72, 74, 84, 98-100, 102, 119, 

121, 130, 140, 145-178, 182-186, 196, 209, 224-225, 232, 235-236, 249-250, 252, 255-256, 262, 270, 
277-279, 287-290, 298-299, 307, 312, 319-322, 326, 330, 342-350, 365-368      

  see guardianship of children, 344-345, 348, 366
  see  kinship care, xxvi, 154, 185, 345-348, 366
children and young people, 28, 102, 109, 149, 155, 157-160, 348, 367
  see complexity of children’s needs, 149 
Children at Risk in Ireland (CARI), 140, 331
Children First / Children First Act, 146, 157, 326, 345
child victims / child-victims, 37, 39, 64, 70, 71, 76, 113, 116, 151, 167, 292, 299, 313, 343
  see traumatic impact on individual children, 181
CIMT (critical incident management team), 102-103, 158-159
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civil court, 126, 237, 255, 338, 342-343
coercive control, x, xxiv, xxv, 7, 8, 10, 22, 28-34, 54, 55, 57, 76, 78, 83, 156, 157, 171-173, 177, 184-186, 206, 

216, 272, 289, 296, 301, 325, 338-339, 344, 348, 350, 355-356, 363, 366-369    
  see creating social awareness, 171-173
Commission on the Future of Policing in Ireland, xxiii, 62, 84, 320-321 
consent, 20, 120, 161, 182, 204, 262, 307-309, 331, 336, 348, 362, 366-367
  see parental consent to support child capacity rights, 161
Constitution of Ireland, 133, 337, 342
conviction(s), 30, 42, 57, 64, 68, 141, 150, 338, 344, 354, 356
coroner / coroner service, xxiii-xxviii, 43, 59, 67, 79, 84, 92-96, 124, 128-131, 167, 180, 183-184, 232, 236, 

238, 240, 242-244, 253, 255-261, 283, 320, 330, 332-336, 362
  see coronial system, 332-334
  see inquest(s), (below) 94, 103, 107, 128-131, 183-184, 202, 239, 259, 279, 281, 332-336, 362-363
court(s) service (of Ireland), 49, 52, 53, 57, 59, 67, 69, 79, 124, 140, 258, 329-331, 342, 365
criminal convictions, 42, 338
Criminal Justice Operational Hub (CJOH), xxv, 49, 59, 75, 78-79, 140, 258, 283, 326
criminal justice system, xxvii, 23, 49, 50, 52, 56-58, 75-76, 79, 110, 124, 125, 177, 237-238, 248, 251, 287, 

298, 304, 310-311, 336, 355, 360 
  see attrition in domestic violence cases, 58, 343
  see domestic and family violence reviews / domestic/family violence reviews, 253-273, 274, 279
  see management team  102-103, 158-159
  see SAVE (Sentencing and Victim Equality), 122, 124, 180 
  see trauma informed perspectives, 177
  see sharing risk information, 183, 296-300
  see warning signs and hindsight, 288-291, 314
criminal justice system and data collection
  see accountability analytics in data collection, 75-76
  see Criminal Justice Operational Hub (CJOH), xxv, 49, 59, 75, 78-79, 140, 258, 283, 326
  see database, 75, 79
  see data collection, 47-80
  see increase in domestic violence cases, 58 
Criminal Justice (Victims of Crime) Act 2017, xxiii, 84, 108, 140, 320, 329-330
criminal injuries compensation, 169
crisis intervention teams (CITS), xxiii, 12, 84, 143-144 
critical incident(s), 130–32, 172–73, 187–88, 214, 449 26, 130, 
  see Activation of Critical Incident Protocol: Phases of Response – Flowchart, 160 (Figure 13)
  see critical incident response recommendations, 181
  see critical incident response (CYPSCS), 159, 181
  see critical incident response (NEPS), 101-103, 181
  see critical incident response (HSE), 106-107, 181
  see Department of Employment Affairs and Social Protection and critical incidents, 167
  see NEPS definition of critical incident, 102
  see management plan for critical incidents, 102, 185
  see protocol and policies in responding to critical incidents in schools (NEPS), 103
  see Report on the Joint Working Group on Mental Health Services and the Police 2009, 143-144
CSO (Central Statistics Office), 47, 50, 53, 59-62, 65, 67, 78, 79, 258, 283, 326
CYPSCS (Children and Young People’s Services Committees), 102, 157-160, 185, 350, 368
  see Activation of Critical Incident Protocol: Phases of Response Flowchart (Figure 13) 160
  see critical incident protocol, 158-160
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D
data collection, 17, 47-80
  see GDPR (below), xxvii, 11, 14, 262, 306-310, 314, 322, 324, 351, 352, 368
  see Law Enforcement Directive (LED), xxvi, 14, 77, 238, 308, 314, 322-325, 343, 355, 361
data controller, 21, 324, 379-383
data processor, 381-382
death certificate(s), 167, 186, 336
death reviews, 44, 63, 223-282, 310-312, 315, 354-355, 369
death(s), xxv, 13, 16, 37, 41, 51, 63-73, 79, 83, 85, 86, 88, 89, 92, 94, 97, 107, 108, 110, 121, 127-129, 131, 136, 

138, 145, 147, 150-151, 167-169, 181, 186, 191, 193-196, 199, 201, 205-206, 209, 216, 218, 223-283, 288-
289, 301, 310-312, 326-327, 333-334, 336, 338, 345, 353-355, 361-362, 367, 369  

Department of Education, 99, 101-103, 172-173, 184, 314, 350, 368, 
Department of Employment Affairs and Social Protection, 98, 165, 167, 168, 184, 350, 368, 
Department of Justice, xii, xiv, xxi, 3, 6-7, 20, 48, 75, 79, 109, 119, 140-141, 217, 251, 258, 283, 293, 297, 312-

315, 348, 359, 362  
disinheritance, 336-339, 363
domestic abuse, x, xiii, xxiv, xxvi-xxvii, 5, 7-9, 21-22, 28, 34, 54-55, 59, 61-62, 65, 65, 83, 119, 151, 157, 162-

165, 184-186, 199, 205-209, 211, 216-217, 219, 289, 292-293, 295, 299, 302, 306, 313-315, 321, 323, 
325-326, 328, 330, 338-339, 343-344, 348, 350-351, 356-360, 363, 366-370 

  see fatal, 360, 370
  see victims of, xxvi, 5, 28, 62, 164-165, 184, 293, 326, 328, 330, 348, 360, 366, 369-370 
domestic abuse and gender-based violence, 208, 211, 219
domestic abuse and violence, xiii, xxiv, 314, 321, 326
Domestic and Family Violence Death Review Network (DFVDRN), 239-240
domestic homicide and familicide, xxiv, xxv, xxvi, 5, 8-14, 19, 34, 44, 62-75, 84, 86, 109, 111,117, 135, 145, 

147-150, 155, 156, 158, 166-170, 175, 179, 182, 185, 186, 189-191, 199-200, 203, 206-208, 210-211, 214, 216-
217, 219, 241, 287, 290, 292, 298, 302-303, 305, 311, 315, 320-323, 325, 330-331, 335, 336, 340, 348-
349, 355, 361, 363, 367-368  

domestic homicide(s) xxiv, xxv, xxvi, 5, 8-14, 16, 19, 34, 44, 62-75, 84, 86, 109, 111,117, 135, 145, 147-150, 155, 
156, 158, 166-170, 175, 179, 182, 185, 186, 189-191, 199-200, 203, 206-208, 210-211, 214, 216-217, 219, 241, 
287, 290, 292, 298, 302-303, 305, 311, 315, 320-323, 325, 330-331, 335, 336, 340, 348-349, 355, 361, 
363, 367-368  

  see definition of domestic homicide(s) xxv, 16 
domestic homicide and familicide in Ireland, 5, 11, 13-14, 62-74, 84, 320-321,
domestic homicide reviews, 253-273, 274, 279
domestic violence, x, xxiii-xxvii, 3-8, 12, 17, 22-44, 53-54, 56-68, 76, 79, 83-84, 91, 109, 120, 142, 145-146, 

150-152, 155-157, 165, 171-173, 177-178, 183-186, 195, 197-198, 205, 207-210, 216, 223-225, 227-257, 260-
262, 264-272, 274, 276, 280, 287, 289-291, 294, 296-307, 311, 312, 325, 342, 344, 348, 350, 355, 357-
359, 361, 365, 367-368, 370     

  see domestic violence/abuse, xxv
  see domestic violence abusers, 8, 257, 260
  see domestic violence deaths, 252
  see domestic violence homicides, 65
  see history of domestic violence, 39, 79, 261, 289, 291
  see victim(s) of domestic violence, 22, 30, 44, 62, 207, 245, 300, 358, 361
domestic and family violence death review model for Ireland 274-282, 354-355
  see context of the death, 233 
  see definitions and criteria of cases for review, 231 
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  see governance, 239 
  see legislation on reviews, 230
  see operational structures, 241
  see philosophy of reviews, 228 
  see purpose of reviews, 227 
  see qualitative and quantitative approach, 254
  see relationship between victim/s and perpetrator, 231 
  see review chair, 246
  see review team composition, 244
  see selecting cases to review, 253
  see when should a review take place, 236
Domestic Violence Act 2018, 28, 29, 225, 342, 355, 358, 359, 370
domestic violence in Ireland, 7, 26, 27, 47, 151, 297
domestic violence perpetrator(s), 257, 300, 359
  see domestic violence abusers, 8, 257, 260
DPC (Data Protection Commission), xxvi, 77, 80, 218, 322, 351
DVA (domestic violence and abuse), 120-121, 244, 252
dyadic deaths in Ireland, 63, 66

E
employment supports, 166, 168
ethics / ethical, 20, 163, 190, 193, 195, 200-204, 206, 212-214, 216, 253-254, 261, 264, 353-354   
  see ethics of the death knock, 193-194, 205-206  
  see broadcasting ethics, 191, 201-203
  see ethics council, 204
  see ethics hotline, 204
  see ethics of review teams, 253
  see code of ethics for An Garda Síochána, 353-354

F
familicide, risk factors for, 290-292
familicide and domestic homicide, xii, xxiii-xxiv, xxvi-xxvii, 3, 4, 10, 12, 21, 48, 62-65, 68, 76, 85, 102, 108-

109, 120-121, 124, 135, 138, 146-147, 151, 180, 182-183, 191, 196, 204, 279, 288, 321
  see definition of familicide, xxv, 15, 35, 38, 44
familicide and domestic homicide in Ireland, xxiii, 64-65, 68, 121
familicide and domestic homicide review, 253-273, 274, 279
familicide cases, 36, 38, 198, 210, 355
familicide/filicide, xx
familicide perpetrators, 36
familicide victim(s), 166, 175
families
  see perpetrator’s family / family of the perpetrator, 140, 154, 157, 345-346, 362, 366
  see victim’s family / family of the victim, 37, 154, 209, 346, 362, 363, 366, 
families and communities, 86, 105, 109, 111, 118, 121-122, 147, 169, 179-180, 182, 190, 331, 346, 348, 367
family home, 164-165, 346
family court, 127, 342-344
family violence death review committee, 253-273, 274, 279
family violence death review team, 63, 230, 233, 243, 262, 273, 274-275, 281
female genital mutilation (FGM), 172
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femicide, x, 7, 17, 37, 63-64, 66-68, 70, 73, 83, 211, 251  
femicide watch reports, 64, 66-67
financial issues, 165-166
FLOS (Family Liaison Officers), 89, 91-92, 125, 330
freedom of the press, xxvii, 198, 202, 218, 350-353 
FSDHR (familicide study and domestic homicide review), 225
funeral(s), 96-100, 194, 202
  see funeral cost(s), 166, 184, 350, 368

G
An Garda Síochána (AGS)
  see An Garda Síochána (above) under ‘a’
Garda homicide investigation review team, 50-51
Garda liaison officer, 87-88, 90
Garda Síochána homicide investigation review team final report, 50-51
Garda Victim Liaison Office (GVLO), 91-92, 330 
gaslighting, xi, 8, 31-34, 83, 171, 355, 368, 
GDPR (General Data Protection Regulation), xxvii, 11, 14, 262, 306-310, 314, 322, 324, 351, 352, 368
  see data collection (above), 47-80
  see Law Enforcement Directive (LED ) (above), xxvi, 14, 77, 238, 308, 314, 322-325, 343, 355, 361
gender based violence, 7, 17, 21, 26-28, 54, 59, 62, 120, 161, 208-209, 211, 293, 297, 300, 305, 312, 314, 357, 

370
GNPSB (Garda National Protective Services Bureau), 62, 91, 143, 330
grief, 84-85, 95, 107, 110, 113, 115-116, 125, 134-138, 147-149, 151, 154, 162-164, 204, 217, 226, 248-249, 346 
  see disenfranchised, 115-116, 147
guardianship and care orders, 344-345, 348, 366

H
high risk cases, xxvii, 302, 313-314, 359-360
history of violence, 36, 234
homicide (intrafamilial), 15, 35
homicide victims, 37, 110, 197
HSE (Health Service Executive), 58, 89, 93, 95, 100-103, 105-107, 114-115, 117, 121-123, 159, 160-162, 167, 173, 

184-185, 224, 348-349, 367   
 see critical incident response (HSE), 106-107, 181
 see Sharing the Vision, 121-123
 see National Office for Suicide Prevention Group (NOSP) (below), 59, 102, 105-107, 147, 183, 348, 367
human rights, 24-27, 29, 44, 56, 122, 133, 163, 308, 333 
human rights law, international, 24

I
ICBN (Irish Childhood Bereavement Network), 146-148, 348, 367
incidents of family violence, 66-70 
income supports, 166-168 
information sharing, xxvii-xxviii, 14, 120, 143-144, 231, 239, 259, 262, 264, 273, 275-276, 283, 306-310, 

314, 323, 327, 349, 356-360, 361, 367, 369-370
inquest(s), 94, 103, 107, 128-131, 183-184, 202, 239, 259, 279, 281, 332-336, 362-363
interpersonal violence, 134
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intimate partner violence (IPV), x-xi, xxiv-xxv, 7-10, 17, 21-22, 29, 53-54, 57, 59, 61, 66, 72, 77-78, 83, 119-
120, 122, 146, 151, 156, 162, 165, 170-174, 178, 184, 186, 206, 216, 224, 232, 234, 236, 298, 321, 350, 355, 
357, 368  

  see intimate partner homicide, xi, 8, 16, 36, 64, 67, 163, 197, 235, 261, 287-289, 292, 296 
intimate partner abuse, 23, 55, 199, 200, 325
  see domestic violence (above), x, xxiii-xxvii, 3-8, 12, 17, 22-44, 53-54, 56-68, 76, 79, 83-84, 91, 109, 

120, 142, 145-146, 150-152, 155-157, 165, 171-173, 177-178, 183-186, 195, 197-198, 205, 207-210, 216, 223-
225, 227-257, 260-262, 264-272, 274, 276, 280, 287, 289-291, 294, 296-307, 311, 312, 325, 342, 344, 
348, 350, 355, 357-359, 361, 365, 367-368, 370     

  see domestic violence/abuse xxv
  see domestic violence abusers, 8, 257, 260
  see domestic violence deaths, 252
  see domestic violence homicides, 65
involvement/impact of family members, 247-253, 277
Ireland’s domestic and family violence death reviews, 323, 354-356, 361, 369
Irish Prison Service (IPS), 49, 52, 53, 59, 79, 124, 184, 258, 331
  see IPS and victims, 140-141, 331

J
Joint Working Group on Mental Health Services, 143-144

K
kinship care, xxvi, 154, 185, 345-348, 366

L
Law Enforcement Directive, xxvi, 14, 77, 238, 308, 314, 322-325, 343, 355, 361
Level-Up Campaign, 208-209, 219
  see media guidelines (below), 145, 208-211 
literature review, 5, 11, 17-18, 36 
LGBTI+, 27, 123, 292, 313
  see same-sex relationships, 8, 22, 39
  see homosexual, 235

M
MABS (Money Advice and Budgeting Service), 102, 166
MACPAR (multi-agency critical planning and response), xxvi, 181, 183-185, 217, 264, 275, 279-280, 321, 

323, 327, 335-336, 349-350, 361, 363, 367-368 
Maternal Death Enquiry Ireland, 79, 258, 283
media 
  see online media, 202, 213, 351
media guidelines, 145, 208-211
  see Press Council of Ireland Code of Practice Principles, 202-203 (figure 14), 205-206
  see code of conduct of the National Union Journalists, 204-206
  see Level-Up Campaign, 208-209, 219
media reports, 15, 35, 63-63, 66, 116, 134, 145, 189, 197, 199
  see reporting on domestic homicide and familicide in context, 210-212
memorials, 169-170
Men’s Aid, 55
Mental Health Commission, 59, 119, 123
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mental health services, 106, 121-123, 130, 135, 143-145, 169, 173, 175, 183-184, 291, 349, 367 
  see future of policing and mental health support, 143-144
  see HSE (above), 58, 89, 93, 95, 100-103, 105-107, 114-115, 117, 121-123, 159, 160-162, 167, 173, 184-185, 

224, 348-349, 367   
  see mental health support voluntary sector, 144-145
  see population-based planning approach for effective and efficient person-centered system, 123 

(figure 10)
  see Sharing the Vision (HSE) (above), 121-123 
Mental Health (Criminal Law) Review Board, 59, 79, 133, 142-143, 258, 283 

N
National Women’s Council of Ireland (NWCI), 251
NCCA (National Council for Curriculum and Assessment), 173, 184
NDVFRI (National Domestic Violence Fatality Review Initiative), 163, 239, 252
NEPS (National Educational Psychological Service) 58, 99-104, 107, 172-3, 185
  see Protocol and Policies in Responding to Critical Incidents in Schools, 103
NMBI (Nursing and Midwifery Board of Ireland), 265, 283
NOSP (National Office for Suicide Prevention), 59, 102, 105-107, 147, 183, 348, 367

O
offence, 15, 28-31, 35, 57–58, 108, 132, 140, 198, 241, 291, 299, 324, 329, 332, 337-338, 351-352, 355-356, 

358-359, 369-370   
Office of the State Pathologist (OSP), 9, 48, 62-63, 65-68, 73, 76, 79, 92, 95, 139, 258, 283  

P
parole, xxvi-xxvii, 127, 141, 165, 255
  see parole board, 59, 79, 133, 134, 140-141, 142, 258, 283, 305
  see parole hearings, 132-133, 180, 238, 306, 314
  see parole law, 339-341
  see parole process, 142, 305, 332, 341, 362, 364-365
  see risk assessment and parole, 304-305
  see risk evaluations and parole hearings, 306, 314
  see trauma and parole, 238, 305
Parole Act 2019, 141-142, 305, 332, 339-341, 364
perpetrator and [the] victim(s), xxiv, 8, 15, 35-36, 301, 314, 355 
  see victim and perpetrator, 79, 154, 183, 232-233, 238, 251, 257, 259-260, 289, 306, 346
personal data, 20, 262, 278, 307, 322-324, 352, 361 
  see GDPR (above), xxvii, 11, 14, 262, 306-310, 314, 322, 324, 351, 352, 368
  see personal information, 308, 349, 353, 367, 
Policing Authority, 50-52, 62, 79, 258, 354
  see An Garda Síochána (above) xxv-xxviii, 6, 49-53, 57-59, 62-63, 67, 76, 78-79, 86-89, 91-94, 102, 

105, 108, 124, 128, 140, 150, 156, 162, 164, 171, 180, 185, 191-192, 205, 212, 216-218, 258, 276, 283, 297, 
299-300, 304, 306, 312-313, 324, 327, 329-330, 353-354, 368-369    

  see code of ethics for An Garda Síochána, 353-354
  see Commission on the Future of Policing in Ireland / Future of Policing in Ireland,  xxiii, 50, 62, 

84, 143-144, 170, 320-321, 327
post-mortem, 92-95, 107, 129-131
  see post-mortem examination, 92-95, 107, 129-131, 184, 334
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Press Council of Ireland / Office of the Press Council of Ireland, 201-203, 218
prevalence of domestic violence, 56
prevalence of domestic homicide, 62-74 
prevalence of familicide, 37, 68
prevention of domestic homicide and familicide, 189, 292, 302
  see the importance of quality services for the prevention of domestic homicide and familicide 

292
Prison Victim Liaison Service, 133, 140-141
privacy rights, xxiv, 262, 350-354, 368, 369
Probation Service, 49, 52-53, 59, 79, 132, 141, 258, 329
PTSD (post-traumatic stress disorder), 84, 117, 133-134, 136, 147, 154

R
reporters, 192-193, 196, 198, 200, 204, 205, 212
reporting on domestic violence, xxvi, 65
research participants, 193, 198, 206-207, 210-211, 214, 293, 297, 301-303, 306  
restorative justice, 118-119, 170, 182, 251, 331, 341, 345, 362, 365 
rights (guardianship), 150, 156-157, 344-345
risk assessment, xxvi-xxviii, 10, 13, 17, 43-44, 120, 141, 142, 156, 185, 287, 290, 292, 294-315, 319, 356, 360, 

369, 370 
  see responding to highest risk cases 304
  see risk factors for domestic homicide 288
  see risk factors for familicide 290
risk assessment tools, xxvii, 295, 298, 300-301, 312
  see assessing risks to children 298
  see efficacy of risk assessment frameworks 300
risk factors, 36, 39, 63, 68, 79, 151-153, 156, 228, 234, 261, 271, 287-292, 294-315

S
Safe Ireland, 56, 91, 113, 129, 131, 135, 165, 168, 350, 357
SAVE (Sentencing and Victim Equality), 122, 124-125, 180
St Patrick’s Mental Health Services, 123
systematic review, 15, 35-38, 136
serious offence, 358-359
stalking, xi, 27, 54, 289-290, 295

T
trauma
  see collective trauma, 116-118
  see community trauma, 115-116
  see developing a multi-agency trauma informed response for all, 174-177
  see long-term trauma, 133
  see relational trauma, 111-115
  see supporting access to trauma healthcare, 168-169
  see survivor adult/parent, 119
  see trauma regarding children, 145-164
  see vicarious trauma (VT) / secondary trauma, 116, 138-139
trauma-informed care, 177-179
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training, 51, 56-57, 62, 93, 95, 98,112, 121, 145-149, 155, 161, 166, 168, 170-171, 173, 178-180, 182-184, 186, 191, 
194, 207, 212, 216-217, 228, 231, 240, 245, 251, 267, 275, 279, 295, 300, 301, 303, 310, 312-313, 332, 
347-348, 350, 354, 367-369   

  see training deficits, 170
Tusla, 59, 79, 102, 150, 155-160, 162-163, 185-186, 239, 252, 258, 262, 283, 293, 299, 302, 326, 366   
  see Child and Family Agency (above), 102, 156-158, 239, 345-348, 366

V
vicarious trauma (VT) / secondary,  116, 138-139
  see trauma (above)
victim and perpetrator, 79, 154, 183, 232-233, 238, 251, 257, 259-260, 289, 306, 346
  see perpetrator and [the] victim(s), xxiv, 8, 15, 35-36, 301, 314, 355 
victim-blaming, 64-65, 198
victims of domestic homicide and familicide, 169, 190, 336, 340, 349, 367
victim support, xxvi, 92, 119, 126, 140, 179-180, 182, 297, 328-332, 362 
victim support agency, 124, 179-180, 182, 332, 362
victim support services, 297, 328-329, 331
victims of crime, 51, 91-92, 99, 108-109, 119, 139-140, 179, 182, 320, 328-330, 351, 353
Victims of Crime Directive, 26, 328

W
women and domestic violence, 27, 60, 357
Women’s Aid, 26, 54-55, 63, 66, 70, 79, 113, 248, 251, 258, 283
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