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Abstract
Purpose Family involvement is a key element of Domestic Homicide Review (DHR), the form of Domestic Violence Fatality
Review (DVFR) found in England and Wales. Family involvement is framed as having dual purposes: first, as a benefit to
DHRs, enabling a fuller picture of victims’ experiences; second, as a benefit to families themselves, notably as a therapeutic
or cathartic opportunity. However, these dual purposes have been little considered. This conceptual article responds to this
absence by interrogating the purpose, process and outcomes of family involvement within DHRs.
Method To explicate purpose, process and outcomes, we synthesise policy, practice and the extant empirical and theoretical
literature relating to family involvement in DHRs. We supplement this by engaging with a broader body of emerging research
on family involvement in other review systems, analysing this through a lens of citizenship and participation.
Results Family involvement in DHRs is little explicated and there is a need to better engage with how family are involved
in DHRs, as a way of increasing transparency for family rights. By way of response, a tentative conceptual framework is
proposed which situates family involvement as demonstrative of systems- and relational-repair.
Conclusions The article concludes by arguing for greater attention to the Theory(s) of Change underpinning both the place of
the family and their testimony, as well as the DHR system as a whole. Such clarity would benefit family, both as the subject
of professional interactions but, critically, as agents in the DHR process in their own right.
Keywords Domestic homicide · Family · Repair · Fatality review · Theory of change · Participation
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Fatal domestic abuse1 is a significant issue in England and
Wales. There were 357 domestic homicides2 recorded by
police between April 2016 and March 2019 in England
and Wales, and 77% (274) of these victims were women
(Office for National Statistics, 2020). Patterns of coercive,
1

In this article, we use the term “domestic abuse” to capture a wide
range of physical and non-physical harms which may precede death.
This is particularly important for acknowledging deaths like domestic
abuse-related suicides. However, in both practice and in the literature,
it is commonplace to refer to “Domestic Violence Fatality Reviews”.
We use this term when referring to particular jurisdictions or the
wider body of literature.
2
The Office for National Statistics (2020: p.22) defines a domestic homicide as “An offence of murder, manslaughter or infanticide
where the relationship between a victim aged 16 years and over and
the perpetrator falls into one of the following categories: spouse,
common-law spouse, cohabiting partner, boyfriend or girlfriend, exspouse, ex-cohabiting partner or ex-boyfriend or girlfriend, adulterous relationship, son or daughter (including step and adopted relationships), parent (including step and adopted relationships), brother
or sister, other relatives”.
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controlling and intimidating behaviours commonly precede
these fatalities. These patterns, some argue, indicate that
domestic homicides are preventable if the circumstances
leading up to the fatality are properly examined.
The introduction of Domestic Violence Fatality Review
(DVFR) has been one response to these homicides and represents an intervention for increased visibility and insight
into this pervasive, societal problem. Beginning in the
United States, DVFR systems have since been established
in a number of high-income countries including Australia,
Canada, New Zealand, and Portugal, as well as England
and Wales (where they are known as Domestic Homicide
Reviews (DHRs) (Websdale, 2020). Comparisons of these
different DVFR processes show differences reflecting the
jurisdictional mandate for and manner of establishment and
governance, the cases considered, operation, and reporting
(Bugeja et. al., 2015). These differences have implications
for how these different fatality reviews make sense of, and
generate learning from, homicides (Rowlands, 2020a).
Although DVFR systems take different forms, they share
a common approach. A multi-agency review team comes
together to review domestic-abuse related deaths (most
commonly, but not exclusively, intimate partner homicides)
to understand the circumstances before a death and, based
on any learning identified, making recommendations to
improve responses to domestic abuse and prevent future
homicides (Bugeja et al., 2015). Most review teams draw
heavily on administrative (commonly court and police) data,
which is then complemented by information from other
agencies (Websdale et al., 2019). This data is largely from
documented interactions between a victim and/or perpetrator
and professionals.
Review teams may also draw on testimony from/of those
who had a personal relationship with a victim, most prominently their family.3 The practice of involving families is
increasingly recognised as a valuable, if challenging, part of
DVFR, though there has been some hesitancy in doing so.
This reflects practical concerns, including confidentiality, as
well as the emotional burdens of contributing. These concerns centre around a family’s experience of loss, their post
homicide journey (including the potential for alienation during the criminal justice process, insensitive treatment and/or
lack of information) (Armour, 2002), and the risk of further
(or re) traumatisation by the review itself (Jaffe et al., 2013).
Although the prospect of secondary victimisation is
an enduring concern, it has not stopped consideration of

3
The focus of this article is on the victim’s family, for example, a
parent, sibling or other relative. However, DVFRs may also engage
with other testimonial networks, including a victim’s friends, colleagues and/or community memberships, and sometimes the perpetrator and their family.
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family involvement in DVFR altogether. In this context,
family involvement in DVFR may also provide a chance
for accountability and renewed public confidence in the
State’s ability to protect citizens. As Websdale (2012, p. 27)
writes, DVFR can locate families in closer proximity with
the State and community, to “embody a potentially subversive democratic ethic that prioritizes community safety and
security”. Most notably, in England and Wales, the involvement of family is a central requirement in the DHR process and reflects a “unique” model of advocacy (Mullane,
2017, p.260), one that is yet to be developed to the same
extent in other jurisdictions. Family involvement can thus
have broader implications for citizenship, community, and
repair. However, the lack of empirical and theoretical literature on family involvement prevents a clear articulation of
their place in review processes and their interactions with
other active parties.
The key question that this article seeks to respond to is
therefore: how is family involvement currently conceptualised in DHR in England and Wales? The article approaches
this question in four parts. First, we summarise our analytical approach, locating family involvement within a broader
framework of citizenship and participation. Second, we
address the DHR system in England and Wales, summarising its distinctive governance and structure. Third, we
tease out the tensions that emerge in the practice of family involvement, considering purpose, process and potential
outcomes. In particular, we trace family involvement over
the course of a DHR, offering a detailed examination of this
process with relevance to both those involved in DHRs but
also international readers for whom this may inform the
development of family involvement in other DVFR systems. We also examine the evidence relating to outcomes
for family involvement in DHRs and, given this is limited,
additionally draw on learning from other review systems in
England and Wales.
Finally, we bring together these issues to call for
greater attention to the Theory(s) of Change underpinning DHRs. We do not contend that there is no Theory
of Change per se but that assumptions embedded within
interventions, such as DHR, require interrogation so
that how and why an intervention works can be clearly
articulated. A Theory(s) of Change would also identify
which actors are asked to participate, how and at which
stage, and with what outcomes in mind. The process of
forming a Theory of Change may not necessarily arrive
through consensus but through “adjudication” (Stame,
2004, p. 62) between multiple stakeholders (who, as we
shall discuss, may have different notions of purpose or
outcomes) (Pawson & Tilley, 1997). Central to this realist approach to Theory(s) of Change is not the question of
‘does it work?’ but instead ‘what works, for whom, and
in what circumstances?’ (Pawson & Tilley, 1997). Such
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attention is essential if the prospects of family involvement in DHRs for repair are to be fully realised. With
this in mind, and to provide a basis for further conversations and research, we conclude by presenting a tentative
conceptual framework.

Analytical Approach
This article focuses on the DHR system in England and
Wales4 because family can and may be directly involved in
this process. In contrast, in other jurisdictions, family commonly feed into but are not typically part of DVFR. Thus,
although family may be approached (perhaps being interviewed or invited to speak to a review team), they are often
unable to access the findings from the DVFR specifically
relating to their loved one because any deliberations are confidential (for example: Florida Coalition Against Domestic
Violence, 2017). In other cases, family input is indirect, via
for example their involvement in the coronial process (for
example: Office of the Chief Coroner Province of Ontario,
2019). As a result, the final product the family can access is
likely the anonymised, aggregated report produced by that
review team, which may include anonymised vignettes of the
victim (for example: New South Wales Domestic Violence
Death Review Team, 2020). The DHR process in England and
Wales is therefore unique with regard to family involvement.
Despite the rapidly expanding body of research into DVFR,
as well as DHRs specifically, the involvement of families in
fatality reviews has been little investigated. As a result, our
knowledge of how family perceive their involvement is largely
limited to personal accounts (Websdale, 2010). Thus, for the
most part, how family are or are not involved is little analysed
(for two exceptions: Lewis, 2014; Mullane, 2017). The lack of
critical engagement prevents us from conceptualising family
involvement and the position of family within a broader system of change. Indeed, questions remain about the purpose,
value and role of family involvement across different types
of fatality review (McCarroll et al., 2020) and how families
operate in relation to other parties.
Such questions are important because DHRs, like all
forms of DVFR, routinely involves actors from crime
and justice, health, non-governmental organisations (like
domestic abuse support services), and social services.
However, this is not a form of pure “dialogic democracy”;

4
We focus on England and Wales for the purpose of this paper as
DHRs have only been undertaken in Northern Ireland since December 2020 (see https://www.nidirect.gov.uk/articles/domestic-homic
ide-reviews-dhrs) while in Scotland “multi agency domestic homicide reviews” have been proposed but have not yet been introduced
(see https://www.gov.scot/policies/violence-against-women-and-girls/
equally-safe-strategy/).

review teams must navigate interactions between actors
who occupy uneven fields of power and exercise their
participation in different ways (Websdale, 2012: p. 32). It
is within this contested space that any family involvement
must occur. Yet, as Arnstein (1969) argues, for authentic
citizen participation to take place, a reallocation of power
is required that speaks to different gradations of decisionmaking, ownership, and respect. This can be considered a
benefit for both procedural aspects and outcomes of participation. Addressing family involvement matters both
for bereaved families who are already forced to contend
with extreme emotional upheaval, but also for realising
the place of family as citizens in terms of both their relationship with the State (i.e. following a homicide) and
systems-change (i.e. the prevention of future domestic
abuse, including domestic homicide).
Locating DVFR in a lens of citizenship and participation provides a useful framework through which to view the
purpose of family involvement. Indeed, the relationship of
citizens and State is central to normative justifications of
the State's authority to regulate (dis)order. These accounts,
as Zedner (2020: n.p.) writes, are “premised upon a contractarian account of the state-citizen relation, according to
which, in return for the promise of state protection and good
order, citizens are obliged to obey the law”. Interventions are
required to restore the contract between State and citizen,
one that has been broken by violations. For victims, these
violations are fatal. For victims’ families, these violations
disrupt expectations about safety (a violation which action
to hold the perpetrator to account via prosecution may not
address).
A DVFR can signal an intention to learn lessons to protect publics and public order, as well as rebuilding the relationship between State and wronged citizens (or at least,
their surviving family). In this respect, DVFR might be considered an attempt by the State at (re-) enacting its responsibilities to citizens to learn from failures and prevent them
from happening again. However, the lack of empirical and
theoretical literature on family involvement inhibits a clear
articulation of the place of family and their interactions with
other parties in DVFR. Critically, that includes how any
involvement is undertaken, including whether the invitation – both in its offer and delivery – is limited, partial or a
means to a genuine partnership (Arnstein, 1969).
This article responds to this omission by examining the
practice of family involvement in DHRs. We review all publicly available policy documents, published by the Home
Office (the government department responsible for, among
other matters, crime and justice) as part of their DHR series,5

5

https://www.gov.uk/gover nment/collections/domestic-homicide-
review.
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Table 1  List of Relevant Policy Documents Relating to DHRs
Home Office (2011) Multi-Agency Statutory Guidance For The Conduct Of Domestic Homicide Reviews
Home Office (2013a) Criteria for considering domestic homicide review reports
Home Office (2013b) Multi-agency Statutory Guidance for the Conduct of Domestic Homicide Reviews
Home Office (2016a) Domestic Homicide Reviews: Key Findings From Analysis Of Domestic Homicide Reviews
Home Office (2016b) Multi-agency Statutory Guidance for the Conduct of Domestic Homicide Reviews
Home Office (2021) Guidance for Domestic Homicide Review chairs—Support for families

Table 2  List of Expectations Relating to Family Members
a) meet with family members and others at the earliest opportunity and offer signposting to specialist and expert advocacy support services…
b) communicate, where appropriate, directly or, if preferred by the family, through a designated advocate…
c) take into account their ethnic, cultural and linguistic needs
d) make a decision regarding the timing of contact with the family based on information from the advocate and taking account of other ongoing
processes…
e) ensure initial contact is made in person (but make clear there are different ways in which friends, family members and others can contribute to
the review…)
f) ensure regular engagement and updates on progress through the advocate…
g) explain clearly how the information disclosed will be used… [and if it] will be published…
h) explain how their information has assisted the review and how it may help other[s]…
i) …ensure… adequate time is given to the family to consider and absorb the report, identify if any information has been incorrectly captured
and record any areas of disagreement…
k) maintain reasonable contact with the family… even if they decline involvement
k) invite the family to help create the change after the review
Note. Adapted from Multi-agency Statutory Guidance for the Conduct of Domestic Homicide Reviews, by Home Office, 2016b, pp 18–19

that provide guidance on conducting and/or quality assessing this process in England and Wales (see Table 1) and/or
make explicit reference to the role or purpose of families
within the review process. This enables the identification of
key components of, tensions with, and the lack of coherent
conception about, family involvement in DHRs and therefore
implications for DHR practice and policy.
This is supplemented with insights from a broader body
of research on family participation in other reviews processes. Here, sources were selected for inclusion if they
reported on qualitative research directly with bereaved
family members who had been involved in a death investigation process in the United Kingdom (UK) or the Republic of Ireland (ROI) including fatal work incidents, suicides, state-related deaths, and case reviews (for example,
Morris et al., 2015; Ngo et al., 2018; Shaw & Coles, 2007;
Snell & Tombs, 2011; Spillane et al., 2019). Although
these review processes have different foci and governance
structures, this literature highlights challenges in relation
to family involvement and provides context to the particularities of the DHR system in England and Wales, which
we turn to next.
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Domestic Homicide Reviews (DHRs)
in England and Wales
In England and Wales, DHRs were introduced in the Domestic Violence, Crime and Victims Act 2004 but were not
implemented as a requirement until 2011 (Payton et al.,
2017). Where a domestic abuse-related death (either a homicide or a suicide) is deemed to have met the threshold,6
a DHR is commissioned by the local Community Safety
Partnership7 where the victim was normally resident. The
Community Safety Partnership appoints an independent
chair (hereafter: the chair) to lead a review team (known
as the “review panel”) comprised of representatives from
the police, adult and child social services, health, probation,
non-governmental organisations (notably domestic abuse
support services), and other agencies as required for the case
6

DHRs can be commissioned where the death of someone, aged
16 or over, has, or appears to have, resulted from violence, abuse or
neglect by a family member, a former or current intimate partner, or
member of the same household.
7
Community Safety Partnerships – or “Crime and Disorder Reduction Partnerships” – bring together a range of local agencies and have
a statutory responsibility for reducing crime and disorder, substance
misuse and re-offending in a local area.
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(for an account of the DHR process, including a critique of
its unity as a national system, see Rowlands (2020a)).
The DHR system has a distinctive model offering involvement by, and specialist and expert advocacy support services
(hereafter: advocacy services) for, families who have been
bereaved by domestic homicide. In DHRs, family involvement is (at least in principle) a central requirement. The
statutory guidance that governs the conduct of DHRs directs
that families should be “integral” to DHRs and be treated as
a “key stakeholder” (Home Office, 2016b, p. 17). This is in
contrast to a family’s status in the criminal justice process
which, as Mullane (2017) explains, can be alienating for a
bereaved family.
The development of the DHR system has been analysed
elsewhere, but in explaining the role of family, accounts
acknowledge the formative impact of the Pemberton Review
(see Payton et al., 2017). The Pemberton Review was completed following the murder of Julia and Will Pemberton in
2003 (Walker et al., 2008). Although DHRs were in statute,
the relevant legislation had not been implemented and the
bereaved family, led by Julia’s brother Frank Mullane, campaigned successfully to have a DHR. Frank Mullane later
founded the charity, Advocacy After Fatal Domestic Abuse
(AAFDA)8 which has set a standard for advocacy services,
emphasising the importance of specialism and expertise in
this work, as well as the value of peer support.
At the start of a DHR, family should be approached and
invited to be involved. The nominal status afforded to family
is evident in the inclusion of several rights, from the beginning to the conclusion of a DHR, in the statutory guidance,
with the latest iteration setting out expectations in this regard
(Home Office, 2016b, pp. 18–19) (see Table 2).
Yet, these practices of family involvement have developed
over time. In its earliest form, the statutory guidance was
primarily concerned with how family should be included in
DHRs (Home Office, 2011, pp. 15–16). However, there was
not a requirement for families to be notified about the decision to commission a DHR (Mullane, 2017). Later iterations
of the statutory guidance strengthened the rights of family,
notably requiring that they be notified of the decision as to
whether or not to undertake a DHR (Home Office, 2013b,
p. 9). Over time, families also acquired a degree of agency,
perhaps best illustrated regarding the scope of the DHR,
as set out in case-specific Terms of Reference. Here, family involvement moved from being something “to consider”
(Home Office, 2011, p. 12), to a requirement that family be
informed (Home Office, 2013b, p. 13), before family finally
acquired “the opportunity to influence the scope, content

8
AAFDA provides specialist and expert advocacy and peer support
to those left behind after domestic homicide. For more information,
go to: https://aafda.org.uk.

and impact of the review” (Home Office, 2016b, p. 17). As
agents in a DHR, the purpose of family involvement was
articulated as “allowing the Review Panel to get a more complete view… in order to see the homicide through the eyes of
the victim and/or perpetrator” (Home Office, 2013b, p. 16).
It is of note that, preceding this description, the notion of
family involvement informing a DHR is premised on it being
“constructive”, which carries an implicit question of what
constructive involvement is and who makes this judgement.
Having said that, family contributions were also recognised
as being nuanced, with the current guidance noting that they
may provide “factual information as well as testimony to
the emotional effect of the homicide” (Home Office, 2016b,
p. 17). As part of a quality assurance assessment process,
chairs are required to evidence the nature of family involvement (or their attempts to involve families) (Home Office,
2013a). However, while policy has increasingly recognised
the value of family involvement, practice is opaque regarding how family are involved and to whose benefit. In the
following section, we present our analysis of relevant policy
documents and existing literature.

Tensions in Family Involvement: Purposes,
Process and Outcomes
Locating Family Knowledge
In England and Wales, when referring to the involvement
in DHRs of those who had a personal relationship with a
victim, in particular family, these types of relationships have
been described as “informal networks” (Sharp-Jeffs & Kelly,
2016, p.45). Looking beyond DHRs, this term developed to
recognise and better account for the role of friends and family in outcomes for survivors (Gregory et al., 2017; Klein,
2012).
Describing testimony of this kind as being from an “informal network” is potentially problematic. First, testimony itself
is not neutral, being subject to an assessment by a listener as
to its trustworthiness. Testimonial “trustworthiness” can be
reduced if the speaker is perceived to have a lesser authority
to speak and/or if a listener’s prejudice undermines the veracity of an account. Fricker has described this as an “epistemic
injustice” (2007). In the context of a DVFR, where different
sources of information are brought together, depending on
how the role of family is understood and the value of their
contribution is perceived, a review team may be more or less
able to hear their testimony (Stauffer, 2015). Second, and
reflecting an assessment of trustworthiness, the descriptor
“informal network” juxtaposes this knowledge against the
“formal” knowledge generated by practitioners, while also
simultaneously implying it to be of lesser status or more unreliable (Monckton Smith et al., 2014). Yet, depending on how
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the purpose of the DHR is framed, and how the role of the
State and citizen-family is understood, family knowledge may
be of no lesser epistemic value than knowledge derived from
the accounts of practitioners. Indeed, family and practitioner
accounts are both derived from interactions with victims, perpetrators or children and can be described as ways of experiential knowing (Heron & Reason, 1997), albeit mediated
through different social relations and contexts. For this reason,
we refer to “testimonial networks”.

Purpose of Family Involvement
The rationale and purpose for family involvement are often
framed through a dual-lens: the first speaks to a form of
systems-repair that family testimonies might help enable and
the second to the possibility of relational-repair for family
through their participation in a DHR.
In terms of systems-repair, family can be conceptualised
as contributing to the functioning of the DHR process, both
in the diagnosis and identification of any system-failures
before a death, as well as their involvement in generating
potential solutions. This is, in part, a recognition that reliance
on administrative data and practitioner accounts will only
produce a partial picture, with family being a rich source of
additional information (Sharp-Jeffs & Kelly, 2016; Websdale,
2020). There is a body of evidence that demonstrates high
rates of disclosure by victims to family and friends about
the experience of intimate partner violence (Gregory et al.,
2017; Klein, 2012). Family, therefore, offer potential insights
unknown to administrative data. Through a feminist lens,
Sheehan et al. (2015) conducted phenomenological interviews
with family and close friends bereaved by intimate partner
homicide which demonstrated the first-hand knowledge that
these networks possessed regarding the barriers to accessing
services and forms of controlling behaviour that their relative
experienced, as well as indicators of risk and lethality. The
input of families is therefore of benefit, principally because
they may bring information (about a victim’s experiences,
contact with services, etc.) that would otherwise be unknown
and/or unavailable to agencies. The breadth of understanding
this allows is conceptualised as enabling a DHR to “see the
homicide through the eyes of the victim and/or perpetrator”,
“help[ing] the panel understand the decisions and choices”
they made by bringing, through family testimony, “different
perspectives of the case” (Home Office, 2016b, p. 17).9
9

A perpetrator, usually after the conclusion of the criminal trial, may
also be invited to contribute to a DHR. Clearly, while there may be
benefits to perpetrator involvement, including understanding their contact with services and/or identifying potential opportunities to intervene, there are also risks. Their involvement may offer a perpetrator
a way to justify their behaviour, or even abuse after a death by way of
any account offered. This practice, its extent, and if and how perpetrators contribute, is unknown and is beyond the scope of this article.
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Meanwhile, relational-repair can be conceptualised as
premised on the presumed therapeutic or cathartic value of
family involvement in a DVFR process (Jaffe et al., 2013).
The limited research in this area has signalled potential
benefits to families such as opportunities to tell their story,
make sense of what happened, and being able to contribute
to a process that might prevent future homicide (Monckton
Smith et al., 2014; Mullane, 2017). Websdale (2012) views
DVFR through a lens of civic engagement and accountability, describing how family involvement can bring review
teams into closer contact with communities and foster a
sense of cohesion and ownership of problems between different agencies. For families, this perhaps offers an opportunity for repair, counter-balancing the sometimes clinical
nature of providing testimony in courts or to the police,
particularly due to the “forensic” narratives that centre the
perpetrator (Monckton-Smith, 2012). This speaks to the
possible relational-repair that these processes can offer: the
potential to make sense out of a traumatic event (by, perhaps,
an improved understanding of what happened before the
death and/or having any questions answered, see Mullane,
2017) and, as a result of being part of systems-repair, be part
of a dialogue that seeks to prevents these incidents from happening again, as well as the potential for repair to relations
between citizen and State (Mullane & Welch, 2013). This
duality mirrors, for example, the experience of survivors
of domestic abuse, for whom participating in research may
be both difficult and simultaneously lead to gains, not least
being heard and the opportunity to help others (Buchanan
& Wendt, 2018).
Taken together, these conceptions of systems- and relational-repair illustrate the way that DHRs can be understood as a intervention to develop an alternative narrative
of a homicide. Thus, there is a recognition that administrative data and practitioner accounts have limitations and
that, within a DHR, families may be able to share different
kinds of information, with this being of benefit to the findings of the DHR itself. These different concepts of purpose
can materialise in different aspects of family involvement
which shall be explored in the next section. Yet, despite the
centrality of family involvement, how this is understood and
its mechanisms, are largely unexplored. It is to these we
now turn.

Process of family involvement
Although family involvement is held central to DHRs, its
shape or form is unclear. The most recent guidance released
around supporting families includes no substantive advice
as to how to work with families, beyond re-stating the statutory guidance requirements and describing a referral pathway to advocacy services (Home Office, 2021). This dearth
is reflected in the literature, with little published on how
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family engagement is undertaken and reported on in DHRs.
Sharp-Jeffs and Kelly (2016) represent one exception: they
identified that the level of family involvement varied considerably and that the methods used to engage families are
not always clear. The actual practice of family engagement
is therefore little documented.
The role of advocacy services in explicating exactly how
DHRs can better involve families is influential. In this context, AAFDA have identified several key aspects, including
raising the status of family, valuing their contribution, communication and regular updates, and delivery on commitments (see also Mullane, 2017).10 Here, family involvement
is understood to have the potential to develop preventative
responses. However, in practice, it is not clear how these
aspects are understood by those involved in DHRs, including if they inform practice and enable family to be integral
to the DHR process.
In approaching families, usually, the chair acts as the
interlocutor, albeit often assisted by an advocacy service.
Frequently, an initial approach is facilitated via a police
Family Liaison Officer11 and should also have been preceded
by contact by the Community Safety Partnership, explaining the decision to conduct the DHR. However, there can
be delays in making contact commonly because, in contrast
to DVFR processes internationally, DHRs commence at
the point of the homicide. Thus, the criminal proceedings
may initially limit family involvement (Benbow et al., 2019;
Sharp-Jeffs & Kelly, 2016).
There is evidence that indicates family do want the option
to participate in learning exercises after domestic homicide,
including DHRs. In one recent study, in nearly half (45%)
of the DHRs sampled, there was information indicating that
the family (or friends) were aware of domestic abuse within
the relationship, suggesting they contributed (Chantler et al.,
2020. This finding was replicated in a report into DHRs in
London, which reported over half (56%) of the sample had
family involvement (Montique, 2019).
However, these indicative results suggest that in around
half of DHRs, family do not participate. Whether this is by
choice or because of issues with how they were approached
is unclear. For example, although it has been recommended
that repeated approaches should be made (Montique, 2019),
the practices adopted by different chairs have not been

10
AAFDA have developed a 7-step model to underpin the role of
family in DHRs. For more information: https://aafda.org.uk/resou
rces/AAFDA’s%207%20step%20model%20for%20working%20with%
20families%20in%20DHRs.
11
There is also little empirical research into the role of the Family
Liaison Officer, who may have already provided basic details and
rationale for the DHR before a family is introduced to the chair. Thus,
a Family Liaison Officer could influence how a family first understand and then go onto engage with the DHR process.

investigated. As a result, an unknown number of families,
in line with the statutory guidance, may be approached soon
after a homicide (when they may be least likely to engage),
with a non-response being taken as an informed decision
not to be involved.
A further complication is the absence of an agreed definition of family. This means 'family' is not always interpreted
consistently (including how widely this is interpreted and
thus who is included and excluded, including at the point of
the first approach) and/or may be viewed as a homogenous
unit. In some circumstances, relatives may act as gatekeepers and may refuse access to other family members (even
if others wish to participate). There may also be fractured
relationships, particularly given that a homicide is a traumatic life event. There may also be disagreements about
participation or contradictory accounts of the victim and/
or perpetrator, while in the course of their involvement, one
family member may reveal information about other family
members without their consent. As a result, in practice, family dynamics and relationships are much more complex than
identifying a single point of contact.
Family can include both relatives of victims and perpetrators, particularly in cases of adult family homicide (Home
Office, 2016a). In their study of 32 DHRs, Sharp-Jeffs and
Kelly (2016) speculated that a kinship relationship makes
participation more difficult as the family is frequently related
to the victim and perpetrator. They noted that only a quarter of adult family DHRs had family involvement (25%),
which was less than half of the rate in intimate partner homicide DHRs (58%). While studies to date have taken steps
to explicate what this may mean conceptually in terms of
the differences between intimate partner and adult family
homicide (Benbow et al., 2019; Sharp-Jeffs & Kelly, 2016),
by and large, they have not addressed implications for the
DHR process itself. The extent to which DHRs engage with
the families of perpetrators in intimate partners homicides
is also unknown.
References to family may also obscure the involvement
of children bereaved by domestic homicide, as these tend to
refer to an adult family member(s). There has been a developing understanding of the impact of domestic homicide on
children, which has been described as a “unique combination
of trauma, loss and hardship” (Alisic et al., 2017, p. 2). In
this context, DHRs may be a potentially important tool to
attend to the experience of children after domestic homicide,
considering both their support but also their involvement.
Yet, although the statutory guidance recommends that children should have specialist support (Home Office, 2016b,
p. 17), practice here is fraught with complexities and little
understood.
There is also an unacknowledged question as to whether
family can indeed give voice to homicide victims by way
of their testimony. Previous research speaks to the capacity
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of families to “speak for and about the living and the dead”
as both personal and political activist responses to violent
bereavement (Cook, 2021; Rock, 1998, p. 128). This thinking may also be extended to DHRs, with relatives acting as
proxy voices for the deceased, so reasserting the centrality
of the victim. However, there is little known about what this
means in practice.
That advocacy services are presumed to have a central
role in this context speaks more broadly to an active
voluntary sector that supports victims of serious violence
(Rock, 2000). Yet, one recent study concluded that the
involvement of these services was relatively low, with just
under a fifth (19%) of families known to have had such
support (Montique, 2019). While this figure should perhaps
be treated with caution – as the data was drawn from 84
DHRs conducted between 2011 and 2018 in only one
region, and as reported may include double counting – it
does raise questions about the robustness of the pathway
to, or perhaps the efficacy of, the advocacy service model.
Understanding what constitutes best practice in terms of
specialist and expert advocacy is critical, particularly given
recent changes to their commissioning (a sub-contracting
arrangement between AAFDA and the provider for the UK
Government’s Homicide Service (Victim Support) ended in
March 2020, and the latest guidance (Home Office, 2021)
does little to clarify working practices between the services).
If families do engage, they have several opportunities
to influence the DHR. This includes, if they are involved
from the start, influencing the Terms of Reference, perhaps
by identifying any questions they want asked or concerns
they want explored. Family may then go onto contribute
directly. Most commonly, this is by way of an interview
with the chair, although family may also meet the review
panel. However, there is no published research documenting
how these encounters are conducted or how the information
gathered is then used to inform review panel discussions
or textually within the published DHR, although others
report that family voice can be given less weight (Robinson
et al., 2019). Critically, it is unclear if, why and how family
testimony is left unused by DHRs.
Family should also have the opportunity to see and comment on the draft report of the DHR, including the option
to “record any areas of disagreement” (Home Office, 2016a,
p. 19). It is also important to note that family involvement
should not be presumed to conclude prematurely, for example at the point the DHR report is published. In addition to
being consulted around publication, family may also wish
to be part of the process of monitoring the implementation of recommendations (again, if and how this happens
is unclear).
Collectively, as with many other aspects of the DHR system, it is uncertain to what extent and by what manner these
different opportunities for involvement are offered, as well
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as how this may vary by area. Such variance might reflect
practices of an individual chair or the responsible Community Safety Partnership, but also perhaps the processes of
negotiation between various stakeholders that might create
a hierarchy of testimony. Families lack automatic status in
DHR and, therefore, their testimony must be self-advocated
or advocated by others. Collectively, this highlights the interdependencies between system- and relational repair: DHRs
may counter-balance the aforementioned forensic narrative
and contribute to systems-repair (particularly if the lessons
produced are primarily consumed by systems), while simultaneously relational-repair is impeded as a consequence of
epistemic injustice.

Outcomes of family involvement
Considering research to date, we know very little about family (and others) experience of DHRs, beyond a small number
of previously mentioned family accounts, including feelings
about, and satisfaction with, their involvement and the outcomes achieved (Rowlands, 2020a). However, there are two
notable exceptions.
The first is based on an account of working directly within
an advocacy service for families involved in DHRs and, as
proposed, could be understood as an example of authentic
citizen participation (Arnstein, 1969). Here, Mullane (2017)
identified five outcomes of family involvement. First, families can corroborate and correct the victim and perpetrator
histories presented by agencies, enabling a more accurate
account. Second, families can provide insight into what services looked like to victims, how they perceived barriers
to access, and possible improvements. Third, families can
offer knowledge of service experiences that agency representatives do not hold. Fourth, the process “may provide
comfort for families when they feel it has provided answers
to their questions and attempted to address future safety
issues” (Mullane, 2017, p. 270). Finally, this model can
position families as drivers of change where they perceive
it is needed most.
The second is based upon a study of family engagement
with DVFR in the United States (Lewis, 2014). This study
identified some important findings, not least that while
participation could be challenging, it was also often positive (in both instances, for the reasons stated above). Yet,
there were issues here too: for example, a lack of follow-up
with, and feedback to, family was also reported. This study
is itself illustrative of the challenge of family involvement:
family members were not themselves participants, instead,
data were drawn from interviews with review team members
about their perspectives on this issue.
The evidence regarding outcomes of family involvement
is therefore limited. However, there is emerging research
that discusses family involvement in other review processes
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in England and Wales from which some comparable observations might be drawn. This body of work examines
families’ experiences of case reviews (Morris et al., 2015),
state-related deaths (Shaw & Coles, 2007), coronial inquests
into fatal work incidents (Ngo et al., 2018; Snell & Tombs,
2011), and suicides (Spillane et al., 2019), and reports a
mixed experience for families. These different review processes do not work in the same manner as DHRs (including
how they involve family) and such differences are beyond
the scope of this article to describe. However, they are all
examples of how statutory inquiry encounters family and
thus illuminate the potential benefits and costs of family
involvement.
In the context of case reviews where a child has died or
been severely injured as a result of abuse or neglect, Morris
et al. (2015) investigated rationales for family participation.
Based on interviews with professionals, advocates, and families, they suggested four broad drivers for family involvement: family involvement as a fundamental right; keeping
the child central through the family accounts of their life;
family testimony as a source of knowledge; and in recognition of altruistic and cathartic motives (Morris et al., 2015,
p. 202). The practitioner approach to family participation is
important here as it speaks to the perceived purpose of family involvement and how their testimony is utilised.
In the context of state-related deaths, such as deaths in
custody, the inquest process reflects a similar dynamic of
active inter-agency working and a lack of provision for
the support of families through the system. A report, published by INQUEST,12 speaks to this, presenting findings
from questionnaires, interviews and casework studies with
bereaved families (Shaw & Coles, 2007). Among the challenges that families faced during the process were issues
such: as access to legal representation; lack of timely and
sensitive information regarding how the death would be
investigated and how family could participate; feelings that
families were being investigated rather than the circumstances leading up to the death; and the variable disclosure
of investigative reports. Indeed, Shaw and Coles reported
that over two-thirds of families were dissatisfied with the
inquest, in both process (how they were treated) and impact
(what the outcome was) (2007).
The involvement of advocacy support, such as that provided by INQUEST and AAFDA, can be an important factor in supporting families through the process. Yet not all
bereaved families have access to support. Snell and Tombs
(2011) investigated fatal work incidents in the coronial

12
INQUEST is a charity that provides advocacy, legal casework and
expertise on state-related deaths such as those that occur in immigration detention, prison, police custody, care and mental health settings.
For more information, go to: https://www.inquest.org.uk/.

process, commenting on some families’ sense of loss of
control. The authors concluded that: “The majority of the
families found no solace in the official conclusion, and many
were left to blame themselves for lacking the knowledge
and finances to continue the fight” (Snell & Tombs, 2011,
p. 216). This may have the adverse effect of amplifying
and exacerbating the grief of bereaved families, rather than
relieving it.
The available research on suicide-bereaved family experiences of inquests is comparable. Although some families
report positive outcomes, inquests can also compound grief.
Spillane et al. (2019) reported on qualitative interviews
with 18 suicide-bereaved family members in Cork, Ireland.
They demonstrated that a lack of information and clarity in
the process and the rigid structure imposed by the inquest
system (in particular, as these are public in Ireland) led to
heightened emotional distress.
Within the context of prison suicide, families can find
inquests intimidating, which risks re-traumatising those who
are already dealing with complex grief without any publicly funded specialist support. Tomczak (2018) notes the
complicated experience of families in prison-suicide inquest
processes in England and Wales because of the multiple
agencies involved in death investigations. The lack of legal
representation and reliable access to decisions, information
and verdicts can create substantial burdens upon families.
Thus, while inquests may potentially provide “closure” and
the alleviation of blame and guilt (Spillane et al., 2019, p.
7), it is uncertain if this is always achieved.
While these review processes are very different to DHRs,
the evidence from these other systems highlight the key sites
of tension in the (perceived) outcomes of family involvement. These tensions are illustrative of a lack of clear
Theory(s) of Change and the place of families within DHRs.
The following section considers the implications of these
tensions and highlights the need to articulate a Theory of
Change, not only for respecting the emotional burdens of the
process but situating families as actors in achieving change.

Tensions as illustrative of the absence
of a clear Theory(s) of Change
In explicating the purpose(s), process(es), and outcome(s)
of family involvement, we have identified some of the
tensions that may arise. Moreover, the failure to articulate this within the DHR system may lead to unevenly
applied practices, miscommunications over purpose, and
a lack of transparency about what is expected of both
families and practitioners. These raise several questions
and point to sometimes contradictory practices. If family
testimony is so critical to a DHR (and also contributes
to relational-repair for families), why is information not
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Fig. 1  A Tentative Conceptual Framework of Family Involvement in DHR

more consistently communicated to families and practice
inconsistent? If the aim of DHR is system-repair (including structural reform), does family testimony fall to the
periphery? If relational-repair is in part dependent on the
achievement of system-repair, how can families hold agencies to account for implementing change (and critically,
how can agencies re-allocate power to ensure this happens)? Without articulating Theory(s) of Change which
captures different perceptions of purpose, process and outcome, we cannot recognise conflict nor the potential for
alignment. Moreover, without an articulation of the place
of family in such a theory, we lack knowledge about which
forms of testimony are considered of epistemic value.
Approached through a lens of citizenship and participation, and by way of response, a conceptual framework
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is presented below which situates family involvement as
demonstrative of systems- and relational-repair and connects it to the prospect of prevention (Fig. 1).
The scarcity of empirical research on family needs and
their experiences of DHRs (and other review processes) is a
point that we have returned to frequently in this discussion.
As such, we offer this as a framework tentatively as a way to
begin to imagine the key components of family involvement,
as identified in this paper, and how they might interact with
one another.
In our framework, we identify the DHR as the key
intervention and family involvement as one (of many)
mechanism(s) within DHR which provide opportunities
for two symbiotic outcomes: systems- and relational-repair.
These forms of repair are dynamic in their effect. For
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example, providing families with a stake in change might
increase public confidence and accountability for policymaking on domestic abuse (Websdale, 2012). Similarly, if a
DHR can show a demonstrable change through, for example,
reforming organizational practices, and this can be communicated to families, those involved in DHR can better recognise the emotional burdens of family involvement.
The process of identifying the Theory(s) of Change
standardises the what and how of achieving change but also
makes explicit who (i.e. families) should be involved and at
which stage (Stame, 2004; Pawson & Tilley, 1997). This is
particularly important when, as part of the DHR, a review
panel considers material and testimonies from such a range
of sources (including administrative data, as well as accounts
from testimonial networks). The offer of a platform to participate, as Websdale (2012) notes, is one mechanism by
which different forms of knowledge, albeit from different
speakers with different status, come into dialogue.
In other words, a DVFR (including a DHR) is an opportunity for tabling different forms of knowledge. However, as
Websdale (2012) recognises, there can be power imbalances
in these exchanges. Perceived as a source of information,
families may be situated as mere providers of information
rather than having a stake in shaping findings, or as units
who should have had increased awareness of abuse. This
potentially overshadows other possible “benefits” of involvement. Returning to Arnstein (1969), this means any invitation to involvement may in reality not be participation at
all, or at best tokenistic. Indeed, some argue that this risks
family involvement being reduced to being merely “punctual”: as Neuilly (2013, p. 343) writes in the context of the
US, “in public health the public is considered as subject, the
population on which prevention strategies are to be acted”.
Even in England and Wales, as noted previously, where family involvement is located within an advocacy model, there
are reports that family voice can have lesser status (Robinson
et al., 2019).
This speaks to the possibility of instrumentalization of
family testimony. What is considered as expertise, or to be
of epistemic value, is judged according to the perceived purpose: what knowledge is required to answer the question(s)
posed by a DHR? The statutory guidance recognises this by
pointing to the “risk of ascribing a ‘hierarchy of testimony’”
where some expertise or knowledge is prioritised over others
(Home Office, 2016b, p. 17). This potentially overshadows
other possible benefits of involvement, including relationalrepair between the State and citizens and risks instrumentalization of family testimony.
Without a clear articulation of purpose, the utilisation of
family testimony is likely to be variable both by place and
by person. Assumptions may be made about the capacity and
resilience of families to manage their involvement in DHRs.
While these assumptions may deprive some families of the

support they need to participate, they also deprive others of
the opportunity to contribute because of a perceived fear
they are too vulnerable.
The lack of a clear Theory(s) of Change also presents
problems for the intended and actual outcomes of involvement for families. For DHRs (and other review processes),
there is a mixed picture of family involvement. It is unclear
whether recommendations are fully implemented by agencies and, even more, whether these changes are communicated to families. This raises the question as to whether
families would still be willing to contribute to the process
without the promise of change (i.e. systems-repair). As such,
DHRs may well be reparative for families, but there is a
question of whether this in part depends upon achieving
reform and accountability. Recognising this distinction, in
the context of NHS inquiries, Ryan (2019, p. 227) argues for
the term “leading to demonstrable change” rather than “lessons learned” to recognise the emotional investment families
have in change and seeing it delivered. Articulating a clear
Theory(s) of Change for DHRs would afford transparency
in the seeking and use of testimony, but also be of benefit to
family by clarifying their place as agents in the DHR process in their own right (including respecting the emotional
work involved, the limits of participation, and prospects for
change).

Strengths and Limitations
Although this article’s examination of policy and practice,
and its proposed tentative conceptual model, is a basis for
further conversations and research, there are a number of
limitations to the approach and material utilised. Firstly, the
model of advocacy in England and Wales is, as mentioned
above, unique and it is therefore both challenging to make
comparisons with other jurisdictions and also to draw out
the influence that advocacy, in comparison to the DHR system itself, has on family participation. Secondly, the lack of
qualitative research with bereaved families regarding their
experiences of DHR, among other reviews processes, prevents a more systematic account of families’ experiences
(particularly across the various, intersecting death investigation systems). To develop this further, there is an urgent need
for empirical work to explore the role of, and outcomes for,
family in DHRs.

Conclusion
A DHR comes about because, in part, there has been a
fatal systems-failure to protect a victim of domestic abuse.
The potential for these failings to be repeated within a
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DHR must be avoided. This is of conceptual and practical value but also an ethical imperative: what constitutes
ethical conduct when involving family? There has been
relatively little research into ethics in DVFR (Dale et al.,
2017), although Albright et al. (2013) have emphasised
the ethical implications of involving family, Bent-Goodley
(2013) has pointed to the need for cultural competence,
and Rowlands (2020b) has explored the ethics of victim
voice. Yet, by any reckoning, engaging with bereaved
families is a sensitive research topic. In this context, a
feminist informed research ethics would question how
participation is understood, with a particular focus on
power (Ackerly & True, 2020). We might ask: How should
issues like informed consent, the rights of an interviewee,
or aftercare be approached? How should testimonial network interviews be structured? And to what extent should
testimonial networks be understood as co-constructing the
knowledge produced by DHRs, with implications for how
equal status is enacted? These questions also raise issues
for the professionals in DHRs. One might ask about the
skills of the chair as an interviewer, as well as their reflexivity, in particular regarding power imbalances, but also
as an arbiter (with the review panel) of the representation
of someone’s loved one. Whether there is harm and/or
benefit, there is emotional work in any involvement that
should be recognised if we are to value the integrity of
family testimony, not just as data, but as a memory of the
deceased.
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