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Responses to questions posed by the Special Rapporteur on Violence Against Women, its causes and consequences

1 April 2021

1. On the existence, or progress in the creation, of a national femicide watch and/or femicide observatory and/or observatory on violence against women with a femicide watch role; observatories at Ombudspersons’ office or Equality Bodies; academic institutions and/or NGOs, or any plans to create one.
The Family Violence Death Review Committee (FVDRC), housed within the Health Quality & Safety Commission collates information on femicide cases as they relate to family violence. This includes femicides where the offender was an (ex)-intimate partner, parent, sibling, child or other family member. As highlighted in the NZ Police Homicide Victims Report (produced on an annual basis),
 in the majority of femicide that occurs in Aotearoa, a familial relationship exists between the victim and the offender.

The FVDRC collates police, health and sentencing reports on family violence death events for the purpose of:

“reducing the numbers of deaths of those classes or persons, and to continuous quality improvement through the promotion of ongoing quality assurance programmes” (New Zealand Public Health & Disability Act, Section 59E(1)(a))

The FVDRC was established in 2012, and currently holds information on family violence deaths for the period 2009-2021.

2. On other measures including research and studies undertaken to analyse femicides or gender related killings of women and girls, or homicides of women by intimate partner or family members and other femicides. If available, please share a copy of such studies.

The FVDRC produce regular, substantive, reports to understand family violence, including femicides. Recent reports have focussed on men who use violence against their intimate partners to identify opportunities to intervene,
 as well as thinking required to produce an integrated family violence response system.

Academic articles are also produced, focussing on responsiveness in the mental health and addictions care context,
 and a soon to be produced call for family violence experts in the criminal court.

3. On the results of analysis of femicide cases, including the review of previous court cases and recommendations and actions undertaken in this respect.

The FVDRC undertakes an in-depth analysis of 2-4 family violence death events each calendar year. The learnings from these reviews contribute to the production of substantive reports, academic articles, and training with Judiciary, Police and Health Care providers. In-depth review reports are confidential as they involve the collection and review of administrative records for all family members to understand opportunities to change service delivery. The review process follows the SCIE model for case review.
 Agency review days bring together those government and non-government agencies who were involved in the life of the family to review contact points and offer explanations for ways of working. Together, recommendations are produced for agencies to improve their identification of, and response to, violence experience.

4. On the concrete measures taken to improve support to victims of violence and to prevent femicide, (risk assessment, efficiency of protection orders), in connection with the information gathered via femicide watches or observatories.

The FVDRC can not respond to this question as we are not a service delivery organisation.

5. On good practices and challenges in implementing an evidence-based response to the prevention of femicide.

The FVDRC is an independent, statutory appointed, committee. Data collected and analysed by the FVDRC is reported directly to the Health Quality & Safety Commission. The legislative mandate of the FVDRC provides access to a significant amount of government and non-government information about the lived experiences of the family. It provides the opportunity for the FVDRC to produce a socio-cultural analysis of the lived experience and opportunities for improved service delivery.

Government and non-government agencies agencies involved in the response to family violence obtain information from the FVDRC through a number of mechanisms:

· Agency representation on in-depth review panels;

· Collaboration with the FVDRC (relational practice);

· Publicly available reports.

However, there is currently no accountability mechanism to ensure agencies address the recommendations made by FVDRC in either substantive reports or through in-depth reviews. The implementation of an evidence-based response requires on-going stakeholder engagement by the Senior Specialist of the FVDRC. Activities to facilitate the up-take of recommendations include stakeholder engagement days, membership on working groups and participation in agency education, as well as submissions on government legislation and ensuring that senior government agency officials are aware of the content of public FVDRC reports.

� � HYPERLINK "https://www.police.govt.nz/sites/default/files/publications/homicide-victims-report-2018.pdf" �https://www.police.govt.nz/sites/default/files/publications/homicide-victims-report-2018.pdf� Accessed 26 March 2021


� � HYPERLINK "https://www.hqsc.govt.nz/assets/FVDRC/Publications/FVDRC6thReport_FINAL.pdf" �https://www.hqsc.govt.nz/assets/FVDRC/Publications/FVDRC6thReport_FINAL.pdf� 


� � HYPERLINK "https://www.hqsc.govt.nz/assets/FVDRC/Publications/FVDRC-5th-report-Feb-2016-2.pdf" �https://www.hqsc.govt.nz/assets/FVDRC/Publications/FVDRC-5th-report-Feb-2016-2.pdf� 


� � HYPERLINK "https://www.hqsc.govt.nz/assets/FVDRC/Publications/Short-et-al-2019-International-Journal-of-Mental-Health-Nursing.pdf" �https://www.hqsc.govt.nz/assets/FVDRC/Publications/Short-et-al-2019-International-Journal-of-Mental-Health-Nursing.pdf� 


� Family Violence Experts in the Criminal Court: The need to fill the void DOI:10.1080/13218719.2021.1894262 


� S. Fish, E. Munro, and S. Bairstow., SCIE Report 19 Learning together to safeguard children: developing a multi-agency systems approach for case review. London: Social Care Institute for Excellence (SCIE), October 2008; S. Fish, E. Munro, and S. Bairstow., SCIE Guide 24 Learning together to safeguard children: developing a multi-agency systems approach for case review, London, SCIE, January 2009; SCIE., At a glance 01 Learning together to safeguard children: a ‘systems’ model for case reviews. London, SCIE, January 2012; Available at � HYPERLINK "http://www.scie.org.uk/topic/people/childrenyoungpeople/protectingchildren" �http://www.scie.org.uk/topic/people/childrenyoungpeople/protectingchildren�
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