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chapter 1

Executive Summary

Executive Summary

Chapter One
While crime rates across the country have dropped, the rate at
which women are murdered by their male current or former
intimate partners has been consistent since 1976. Washington
State crime statistics indicate that, consistent with the rest of the
nation, about 30% women murdered are killed by a current or
former husband or boyfriend. Further, official crime statistics
do not track the murders of friends, family members, or police
officers, which occur as a result domestic violence. Tracking news
reports in Washington State suggests that the number of these
fatalities is significant.
In response to the recognition that no mechanism existed to
systematically examine the circumstances leading up to domestic
violence related fatalities, battered women’s advocates in
Washington urged the development of a Domestic Violence
Fatality Review Project. Based on models for child fatality reviews,
a domestic violence fatality review can be an important tool for
identifying gaps in system response to domestic violence,
identifying critical points for intervention and prevention, and
providing a forum for increasing communication and
collaboration amongst those involved in a coordinated
community response to domestic violence.

“

He took it upon
himself to become
her judge, jury
and executioner
for a crime she
didn’t commit, for
being a loving and
caring mother, a
concerned and
responsible
adult...
(family member of a victim of
murder at sentencing hearing)

”

Four major considerations shaped the development of the
Washington State model: lack of access to confidential records,
a reluctance to risk influencing active criminal or civil cases, a
belief that locally based, interdisciplinary reviews would result
in higher quality information, and agreement that state level
coordination and dissemination of information would increase
the impact of recommendations generated at the local level.
Given these goals and constraints, procedures, case information
forms and policies were developed in consultation with an
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“

[my husband] try
looking for me,
and call me back
home, but I don’t
want to go back
home, because he
so crazy right
now. Please, I
want him to get
away from me
and the kids. I
don’t want to
see him.

”

(from the protection order of a
woman who was later murdered by
her abuser, along with her mother)

Advisory Committee. The project purpose emphasizes promoting
cooperation and communication and identifying gaps in the
system in order to increase victim safety and perpetrator
accountability.
To test the model, three pilot regions were chosen to represent
the diverse conditions within the state. Domestic Violence
Fatality Review Teams were convened in each region, and at least
two domestic violence fatality reviews took place in each region.
Most of people invited to serve on a panel did so willingly and
enthusiastically. Reviews raised a number of issues, which had
previously received little attention in state level policy discussions
of domestic violence, but none-the-less affect many battered
women’s lives. With adequate preparation and strong facilitation,
reviews were focused and generated high quality discussion. In
most cases, relying exclusively on public records provided enough
information for a productive Review. Participants consistently
endorsed the value of the project, emphasizing the usefulness of
an interdisciplinary discussion.
Locally based, state coordinated, multi-disciplinary reviews
proved a useful tool for gaining insight into local and state systems
for response to domestic violence, identifying gaps in the system,
and increasing communication and collaboration amongst those
involved in a coordinated community response to domestic
violence.
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chapter 2

Introduction

Chapter Two
Background
The Washington State Domestic Violence Fatality Review Project
came about as a result of battered women’s advocates’ concern
about the significant number of women murdered each year by
current or former intimate partners. No mechanism existed in
the state to systemically examine the circumstances of these
murders. Advocates believed that careful examination of these
deaths could yield important insights into the response to
domestic violence, and a greater understanding of the lethal
potential of domestic violence. They hoped domestic violence
fatality reviews would serve as a powerful tool to catalyze
knowledge and action from tragedy and to ensure that victims
of domestic violence homicides are remembered.
Four major considerations shaped the development of the
Washington State model: lack of access to confidential records,
a reluctance to risk influencing active criminal or civil cases, a
belief that locally based, interdisciplinary reviews would result
in higher quality information, and agreement that state level
coordination and dissemination of information would increase
the impact of recommendations generated at the local level. Those
involved with the Washington State Domestic Violence Fatality
Review set out to create a model which would be as useful as
possible, given these considerations.

Case by case review
is a strength of the
project – the pace is
good and it allows for
exploration of details

The Washington State Domestic Violence Fatality Review
eventually defined its primary goals as promoting cooperation,
communication and collaboration among agencies investigating
and intervening in domestic violence; identifying patterns in
domestic violence related fatalities; and formulating
recommendations regarding the investigation, intervention and
prevention of domestic violence.
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I n t ro d u c t i o n

The project seeks to accomplish these goals by bringing together
key actors in local social service, advocacy and justice systems
for detailed examination of fatalities. Focusing on public records,
panels analyze community resources and responses to prior
violence, and generate information relevant to policy debates
about domestic violence.

“

I observed a
picture of a
female...the
picture had
several bullet
holes in it...[the
suspect] said he
was upset at a
girlfriend again...
(police report describing scene of
the home of an abuser who
murdered his girlfriend three years
later)

”

The model described here does not assign blame for fatalities to
individuals, agencies or institutions. The perpetrator of the
homicide or suicide is always ultimately responsible for the
fatality. It also does not seek to identify patterns of individual
pathology on the part of the batterer or battered woman; nor
does it provide a mechanism for identifying and reviewing all
domestic violence related fatalities. Finally, it does not provide
the information needed to create a lethality assessment.
This report seeks to distill the insights gained over eighteen
months of organizing a state-wide Domestic Violence Fatality
Review in Washington State. The author has sought to identify
the key issues, challenges and questions Washington State faced
in putting together a Domestic Violence Fatality Review, and to
explain what choices Washington State made in response.

What is in this report
The report is divided into seven sections: an overview of domestic
violence fatalities, a discussion of the role of domestic violence
fatality reviews in a community response to domestic violence, a
review of the key issues faced in initiating a domestic violence
fatality review, a discussion of confidentiality and access to
information, descriptions of setting up a review and the process
of doing a review, and finally, findings from Washington State’s
project. The reader will also find an extensive set of attachments,
which represent many of the forms and policies developed by
the Washington State Domestic Violence Fatality Review Project.
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chapter 3

Defining “Domestic Violence Fatality” and
Understanding the Scope of the Problem

Chapter Three
How do law enforcement agencies identify domestic violence
homicides?
Law enforcement agencies and FBI crime reports identify
domestic violence homicides through the victim/offender
relationship. “Domestic violence” crimes are those in which the
relationship of the victim to the perpetrator is that of a family or
household member, or someone whom the victim is dating or
has dated. Some states, like Washington, include same gender
relationships in their definition.
“Intimate partner homicides” form a significant subgroup of the
larger category of “domestic violence homicides.” These are the
homicides in which the victim is the current or former wife,
husband, boyfriend or girlfriend of the perpetrator. Homicides
in which the victim was the child, parent, sibling, or any family
relationship other than marriage are excluded from this category.

What do crime statistics tell us about the number of domestic
violence fatalities?
The Bureau of Justice Statistics reports indicate that an average
of 1,444 women were murdered each year from 1990 to 1996
by their current or former intimate partners. Annual reports of
the Washington Association of Sheriffs and Police Chiefs
(WASPC) indicate that between the years 1990 and 1996, an
average of 26 women were killed by their intimate partners each
year.
The majority of the victims in intimate partner homicides are
women. The Department of Justice reports that three out of every
four victims of intimate murder were female in 1996. Overall, a
current or former intimate partner perpetrates 30 to 50% of
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murders of women. An intimate partner commits about 5% of
all murders of men. In Washington State, homicides committed
by current or former intimate partners accounted for 29% of all
murders of females and 3.6% of all murders of males between
1994 and 1997.
Evidence suggests that a history of violence and abuse against
the female partner precede most homicides between intimate
partners. A study of 1988 murder trials in large urban counties
found that men’s murders of their female intimate partners often
occurred in the context of abuse and women’s murders of their
male partners often occurred in the context of self defense.
Recent evidence indicates that, like other violent crimes, overall
rates of intimate partner homicide are falling. However this drop
reflects a decrease in women’s murders of their male intimates,
but not the reverse. Nationally, men killed by a female intimate
comprised 11.2% (1357 homicides) of all male homicide victims
in 1976, but only 5.4% (516 homicides) in 1996. The rate of
men’s murders of their female intimates has not changed
significantly since 1976, hovering around 30% (1326 homicides
in 1996) of all murders of women.

What are the limitations of crime statistics?
I have found the
Domestic Violence
Fatality Review
interesting and
informative. So often
one only knows a
tiny part of the
entire picture of the
dynamics of domestic
violence and its
impact across
community agencies
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Crime statistics like those cited above are useful for sketching
out the scope of the problem of domestic violence fatalities, but
they also have limitations. An exclusive focus on official crime
statistics results in an undercount of the lives lost due to domestic
violence for five reasons:
1) In their drive to gain power and control over their intimate
partners, abusers sometimes kill people other than their
intimate partner. Methods for tracking crimes which focus
exclusively on the victim/offender relationship as opposed
to the circumstances surrounding the homicide do not
reliably identify domestic violence related deaths of law
enforcement officers, bystanders, advocates, or the battered
woman’s friends and family.

Domestic Violence Fatality Review Report

D e f i n i n g “ D o m e s t i c V i o l e n c e Fa t a l i t y ” a n d
U n d e r s t a n d i n g t h e S c o p e o f t h e P ro b l e m

Further, while crime statistics do count the murders of
children by parents or relatives as domestic violence, it is
impossible to distinguish revenge oriented child
“assassinations” (the calm, planned murder of children after
a battered woman announces her intention to leave, for
example) from other child homicides.
2) Crime statistics cannot identify non-homicide domestic
violence related deaths. Suicides committed by battered
women as a result of the despair and entrapment they
experience are not reflected in crime statistics. In addition,
murder/suicides attributable to domestic violence are also
often obscured and not captured in official statistical counts.
3) Crime statistics are not updated when a murder is solved
after the statistics are reported. Thus, a portion of the cases
in which the victim/offender relationship was unknown at
the time of reporting are later identified as domestic violence
related but this is not reflected in the statistics.

chapter 3

“

[the suspect]
offered that he
struck [the
victim] multiple
times in the face
with an open
hand.

”

(police report, describing abuser’s
telling of events leading to the
murder of his girlfriend)

4) Some jurisdictions do not submit statistics to crime reporting
agencies.
5) Some domestic violence homicides are mistakenly classified
as “accidental” and thus never make their way into crime
statistics.

How should we define domestic violence fatality?
Domestic violence fatalities are those fatalities, which arise from
an abuser’s efforts to seek power and control over their intimate
partner. (Attachment 1)
The definition of domestic violence fatality used in Washington
State’s project is both wider and narrower than the one used by
most criminal justice system reporting agencies.
It is wider, in that it takes into account that abusers sometimes
kill non-family members. It is narrower in that the project
definition excludes some cases in which family members and
cohabitants kill one another but the deaths do not take place in
the context of intimate partner abuse. Thus, some cases in which

Domestic Violence Fatality Review Report
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siblings kill siblings or children kill parents, and some death by
child abuse cases will be excluded.

“

The defendant
admitted to
Detective L that
he had an
argument with
the victim [two
days before the
murder] and
ended up striking
her. Testimony
will show that she
went to the
hospital with a
reopened wound
on her head on
that date.

”

(Prosecutor’s trial memorandum)

Using this definition, domestic violence fatalities include:
1) All homicides in which the victim was a current or former
intimate partner of the perpetrator.
2) Homicides of people other than the intimate partner, which
occur in the context of domestic violence or in the context
of attempting to kill the intimate partner. (For example,
situations in which an abuser kills their current/former
intimate partner’s friend, family or new intimate partner, or
those in which a police officer is killed while intervening in
domestic violence.)
3) Homicides occurring as an extension of or in response to
ongoing abuse between intimate partners. (For example, when
an ex-spouse kills the children in order to exact revenge on
their partner.)
4) Suicides which may be a response to abuse.

How does using this broader definition change what we
know about number the of domestic violence fatalities?
An examination of clippings from Washington State newspapers
regarding domestic violence related deaths occurring in calendar
year 1997 indicated a total number of more than twice as many
domestic violence homicides as the intimate partner homicides
reported by WASPC. While WASPC reported 22 intimate partner
homicides (17 women and 5 men), utilization of the broader
criteria which includes murders of friends, police officers and
family by abusers, yielded a total of 44 domestic violence related
homicides: a 100% increase.
Including the deaths of the 14 people who committed murder/
suicides, and two abusers who were killed by police officers, the
documented death toll in Washington State for 1997 was at least
60 people, 175% higher than official crime statistics indicate.
However, even this must be considered an undercount, since it
does not encompass domestic violence related suicides of women,
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unsolved murders, and deaths, which were mistakenly classified
as accidents.
In 1997, victims of domestic violence homicide in Washington
State included:
•

23 women killed by current or former husbands/boyfriends
(35% more than reported in the WASPC annual report –
indicating that perhaps not all suspects were identified at
the time statistics were gathered.)

•

6 instances in which the abuser killed his partner’s mother.

•

6 children who were “assassinated” — killed in planned, calm
murders (often combined with suicide) which took place in
the context of abuse between the adult intimate partners.

•

5 men killed by current or former wives/girlfriends.

•

4 instances in which friends and relatives of the abused
woman were murdered.

•

1 law enforcement officer who was shot by an abuser.

The death toll for 1997 also includes:
•

2 cases in which an abuser took actions during the course of
police intervention, which forced the police to kill him.

•

14 suicides committed by the abuser after the murder of an
intimate partner and/or child(ren).
Diverse panel
members broadened
the perspective
outside individual
employment areas.
The Project is a
natural way to bring
multiple diverse
agencies together to
network and
(hopefully) to develop
a unified community
response to domestic
violence.

Domestic Violence Fatality Review Report
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The Role of a Domestic Violence Fatality Review
in a Coordinated Community Response to
Domestic Violence

Chapter Four
What is a fatality review?
Domestic violence fatality reviews, like child fatality reviews and
hospital mortality reviews, build on a public health model of
identifying prevention and intervention strategies based on
detailed examination of a relatively small number of fatalities.
The fatality review process assumes that the circumstances of
untimely deaths are likely to be repeated and that detailed
examination can lead to important insights regarding risks,
intervention and prevention efforts. The process rests on the
notion that in-depth analysis of small number of cases can provide
a window into problems with system response, which may affect
a large number of people.

What can be accomplished by a domestic violence fatality
review?
While domestic violence fatality reviews may take varied forms
and have slightly different primary goals, those who have taken
part in them consistently mention several major areas of benefit.
(Attachment 2)
Examinations of domestic violence fatalities conducted in other
states suggest that the police, courts or social service systems are
often involved with the domestic violence victim or perpetrator
prior to intimate partner homicides. These systems analysis
reviews have revealed missed opportunities for stronger, more
effective interventions prior to the fatality.
As communities work to achieve a coordinated community
response to domestic violence, systematic examination of the
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circumstances leading up to domestic violence fatalities can be a
means to learn more about how a community’s justice and social
service systems respond to domestic violence.
Reviews may also suggest avenues for prevention, such as arenas
in which education and access to information should be increased.
They can help communities identify training needs, gaps in
system response to domestic violence, and areas in which practice
does not conform to policy or policy could be improved.

chapter 4

“

Slain woman
might have
been stalked
(The Olympian 7/28/98)

”

When participation is interdisciplinary and locally based,
domestic violence fatality reviews provide a forum for individuals
from the organizations involved in a coordinated community
response to come together. During the course of fatality reviews,
panel members have the opportunity to educate one another,
increase communication, problem solve, and identify needs and
opportunities for collaboration.
Some domestic violence fatality reviews are investigative. They
seek to identify domestic violence related deaths, which have
previously gone uncounted, such as suicides and homicides
mistakenly classified as accidents. Identifying these deaths can
lead to recommendations for changes in investigations, autopsy
procedures, and record keeping in order to more accurately reflect
the toll of domestic violence.
Finally, domestic violence fatality reviews draw attention to the
high cost of domestic violence in terms of human life, and they
can help ensure that the pain and suffering which often precedes
domestic violence fatalities are not easily forgotten or minimized.
In this capacity, they contribute to public education and ensure
that victim’s lives are not invisible and forgotten.

Can Domestic Violence Fatality Review be used to develop
lethality assessments to help focus criminal justice system
efforts?
While Domestic Violence Fatality Review may prove useful in a
variety of ways, assisting in the development of a lethality

Domestic Violence Fatality Review Report
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“

Jolted awake by
an intruder, a 16
year old boy
called 911. While
on the phone with
a dispatcher, he
overheard the
fatal shooting of
his mother and
her male friend.
(The News Tribune, 7/20/97)

”

assessment is not one of them. The Washington State Domestic
Violence Fatality Review determined early in the project that
while interest on the part of some law enforcement agencies and
others existed in the development of a lethality assessment tool,
the Project could not contribute to the development of such a
tool.
Lethality assessments are often intended to inform the allocation
of resources–more to the most dangerous cases, relatively less to
the rest. These sorts of allocation priorities could impact victim
safety and access to assistance, and thus must be considered very
carefully. Domestic violence fatality reviews can highlight policies
and practices which may be helpful to all battered women, but
they are not a reliable tool for identifying who should and should
not receive extra attention.
Domestic violence fatality reviews focus only on cases in which
a death occurred, and yield no information about comparable
situations in which no one died. Without this comparison, it is
impossible to know whether or not individual variables/
characteristics occur primarily within the relationships, which
end in death, or are also common in the many abusive
relationships, which do not result in death. Thus, findings cannot
be used to distinguish between abusers who may kill from those
who never would.
For example, a fatality review team may note that death threats
preceded domestic violence homicides quite frequently. But death
threats may be quite common in abusive relationships. In this
case, a high incidence of such threats in cases, which actually
ended in murder, is not surprising, nor will it distinguish cases,
which end with a fatality from all domestic violence cases. The
conclusion from a domestic violence fatality review may be that
all death threats must be taken seriously, not that some deserve
particular focus and others do not.
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chapter 5

Key Issues in Setting up a Domestic Violence
Fatality Review

Chapter Five
Who should be involved in deciding whether or not to
initiate a Domestic Violence Fatality Review?
The impetus for the Domestic Violence Fatality Review Project
in Washington State came from domestic violence advocates
within the Washington State Coalition Against Domestic
Violence and the Department of Social and Health Services. The
discussion was expanded in the context of state planning meetings
for Violence Against Women Act (VAWA) grants, and eventually
included leaders from law enforcement, prosecution, social
services, and the State Office for Crime Victims Advocacy. With
the agreement of this group, a proposal for to create a model for
a statewide domestic violence fatality review project was funded
by a grant from the VAWA Grants Office within the US
Department of Justice.
As work on the Project began, it immediately became clear that
many decisions needed to be made about the focus, structure
and policies of a domestic violence fatality review. An Advisory
Committee to the project was formed in order to bring a broad
spectrum of expertise into this decision making process.
The Advisory Committee consisted of experts on domestic
violence in various disciplines: law enforcement, judiciary,
prosecution, community based advocacy, public health, research,
legal advocacy, batterer’s treatment, and probation. Committee
members were also recruited with attention to gaining
representation from tribal communities and both urban and rural
counties.
The Advisory Committee met several times over the initial nine
months of the project to think through the following issues: What

Domestic Violence Fatality Review Report

page

13

chapter 5

Key I s s u e s i n S e t t i n g u p a D o m e s t i c V i o l e n c e F a t a l i t y R ev i ew

do we want to achieve with a domestic violence fatality review?
What constraints does such a project face? Who should participate
in domestic violence fatality reviews? Should reviews be locally
based or occur at the state level? What information should be
gathered, and what should be done with it? What procedures
and policies are needed?
Project Mission

What do we want to achieve with a Domestic Violence
Fatality Review?
Enthusiasm for the idea of a Domestic Violence Fatality Review
Project was considerable among the Advisory Committee
members. Many on the committee saw the benefits that the
Project might bring. However, the Advisory Committee also
pointed out that important constraints also existed which would
affect what the Project could achieve. It became clear that the
mission of the Domestic Violence Fatality Review Project would
be a compromise between what it was possible to do and what it
was most desirable to do.

A judge noted the
Domestic Violence
Fatality Review
Project had been
“very valuable to me.
Important to have
third party reaction
to proceedings to
reevaluate the
decisions made.”

The Advisory Committee agreed that it would be desirable to
obtain as much information as possible about all domestic
violence fatalities in the state. Maximum information would yield
the most informed recommendations and paint the most accurate
picture of the lethal nature of domestic violence.

What are the constraints?
However, several critical constraints were noted early on:
resources, access to information, and the reluctance to risk
affecting the outcome of criminal or civil cases. Each of these is
discussed in some detail below. Given these constraints, the
Advisory Committee created a mission statement, which reflected
the worthwhile goals, which were attainable.
The mission of the Washington State Domestic Violence Fatality
Review emphasizes careful analysis of the community response
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to domestic violence and increasing communication and
coordination.

The Mission of the Washington State Domestic Violence
Fatality Review Project
Through the process of conducting a formal review of selected
fatalities in which domestic violence is considered a significant
factor, the Washington State Domestic Violence Fatality Review
Project will:
1) Increase safety for victims and accountability for perpetrators
of domestic violence by:
•

Promoting cooperation and communication among
agencies investigating and intervening in domestic
violence.

•

Identifying gaps in services and accountability structures
and formulating recommendations for policies, service
and resources to fill those gaps.

“

A 34 year old
transient was
charged with
second degree
murder yesterday
in the fatal
beating of his
girlfriend in a
camp under
Interstate 5 at the
Swift-Albro exit.
(Seattle Post Intelligencer 7/3/97)

2) Identify and describe patterns in domestic violence related
fatalities by:
•

Documenting information from domestic violence
fatality reviews conducted throughout the state and
publishing periodic reports based on the aggregated
findings of reviews.

3) Formulate recommendations for collaboration on domestic
violence investigation, intervention and prevention.
Participants, responsibilities and statewide
structure

Who should participate in fatality reviews?
The mission of the Washington State Project reflects the
preference of the Advisory Committee for state level coordination
of locally based review panels made up of agencies concerned
with victim safety and batterer accountability.

Domestic Violence Fatality Review Report
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Should locally based reviews be coordinated at the state
level?

“

In the course of
the argument, I
pointed the gun at
her in order to
scare her...

”

(written plea statement by man who
killed his girlfriend on her birthday.)

Three models were identified for involvement in domestic
violence fatality review panels: Experts, Involved Agencies, and
Advocates. (Attachment 3)
Members of the Advisory Committee expressed a strong
preference for the locally based Involved Agencies model.
However, advocates from some communities warned that the
knowledge base in their communities was not adequate to
formulate recommendations, which would help and not harm
battered women. In response to these concerns, the Project went
forward with the emphasis on local involvement, but also held
open the possibility of a state level expert Board meeting once or
twice a year to review findings and recommendations made at
the local level. An alternative to a state level Board would be a
greater investment of project staff time in research and analysis
of findings and recommendations.

How can the benefits of locally based reviews be maximized
and the limitations minimized?
Emphasis on local reviews with state level coordination
represented a departure from the original vision of the project,
which was for a single state level review board composed of experts
in the field. It is also distinct from a model like that in California,
where legislation has placed the responsibility for initiating and
funding locally based reviews at the local level, and provided
minimal coordination at the state level.

What are the advantages of locally based reviews
coordinated at the state level?
The locally based/state coordinated approach has several
advantages:
•
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Local investment in the process and the recommendations
which come out of it.
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•

Reviews sensitive to specific characteristics of communities.

•

Opportunity to build expertise and leadership at the local
level.

•

Better access to detailed information about how the justice
and social service systems work in particular communities.

•

Consistent procedures and information gathering throughout
the state.

•

Combined information from all reviews is an efficient way
to paint a comprehensive picture for greater impact and
identification of statewide trends than would be possible with
multiple local level reports.

•

The possibility of state level meetings of experts provides a
point of involvement for experts, stakeholders, and state level
organizations, which does not exist at the local level.

What should the geographic scope be of the locally based
Domestic Violence Fatality Review Panels?

“

Man killed after
taking family
hostage. A
marriage not yet
3 months old
ended tragically
when [the man]
took a shot at his
wife and a ...
Sheriff’s deputy
shot him dead.
(The Spokesman Review 7/26/97)

”

Following upon the agreement for locally based panels, the Project
had to decide on the geographic scope of local reviews.
Washington has several sizable cities, but the majority of its 39
counties are rural.

How can we capture the multiple jurisdictions a woman
may have moved between?
Review panels in rural areas will be composed of two or three
counties for the following reasons:
•

Battered women may move between towns and counties while
trying to escape domestic violence. For this reason, they may
have contacts with the justice system in several jurisdictions.
Multi-county reviews can provide a greater chance of
capturing all institutional contacts, and flexibility exists to
invite representatives from other jurisdictions if the history
of domestic violence included contacts with those
jurisdictions.

•

Multi-county reviews provide the opportunities for panel
members to learn from people in neighboring counties and
thus avoid insularity.

Domestic Violence Fatality Review Report

page

17

chapter 5

K ey I s s u e s i n S e t t i n g u p a D o m e s t i c V i o l e n c e F a t a l i t y R ev i ew

“

[the defense
attorney]
contended that
[the defendant]
was mentally ill
when he put his
wife into a choke
hold... Less than
three weeks
before her death,
[the murder
victim] suffered
severe neck
injuries...
(The News Tribune 5/22/97)

”

•

Some counties already work together quite closely. Multicounty reviews can take advantage of these pre-existing
relationships.

•

Multi-county reviews reduce the total number of review
panels, making better use of resources.

In densely populated urban counties, how can we balance
the need for broad representation with the need to keep the
panel size manageable?
Review panels in urban areas will encompass only one county.
This is because the number of domestic violence fatalities in the
urban counties is relatively high. Combining counties would
result in an unrealistic workload for the review panel.
In addition, urban counties encompass numerous municipal
jurisdictions and many social service agencies. Organizers face
balancing broad representation with limiting the size of the panel
so that it does not become unwieldy. When panels swell to more
than 20 people, the review can easily lose its focus and clarity.
Limiting the geographic scope to one county can help mitigate
this problem.
This Project has considered several alternatives for structuring
the Domestic Violence Fatality Review in the most densely
populated urban county in Washington:
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•

A panel composed of experts from within the county, as
opposed to seeking representation from all the municipal
jurisdictions and social service agencies in that county.

•

Creating a large pool of panel members from jurisdictions
and agencies throughout the county, but having only those
most closely connected to the case attend each review.

•

Splitting the county into several sub-regions and creating
domestic violence fatality review panels within these regions.
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Local domestic violence fatality review panels, state
review board, and the state office

Local Domestic Violence Fatality Review Panels
The Advisory Committee to this project thought that the
following list represented the core disciplines which should be
represented on local panels: (Attachment 4)

Who should be represented?
•

Domestic violence victim services programs

•

Law enforcement

•

Judiciary

•

Batterer’s intervention programs

•

Probation

•

Prosecutors

•

Victim witness advocates

•

Domestic violence court advocates

•

Animal cruelty investigators

•

Child protective services

•

Medical examiner/coroner

•

In areas with significant sub-communities (i.e., immigrant
groups, non-English speaking groups, people of color, etc.)
representatives from agencies trusted within those
communities should also be invited

“

[the Chief of
Police] said
officers are
trained to defuse
domestic violence
situations by
separating the
combatants,
giving them a
chance to cool off.
‘It usually
works,’ he said

”

(Chief of police quoted in relation to
a decision not to arrest a man who
had threatened his wife with an
assault rifle, and later killed a police
officer. The News Tribune, 9/3/97)

What mix of people will maximize information about
system response?
In Washington, each agency sending a representative signed an
inter-agency agreement, which affirms the importance of
representation from each of these disciplines. Additionally, spirit
of flexibility was maintained from review to review, holding open
the possibility of inviting representatives from specific agencies
involved with the family prior to the fatality, or people with
specific expertise, which may bear on the issues, discussed. For
example, if the events leading up to a fatality included a difficult

Domestic Violence Fatality Review Report
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custody battle, the panel may want to locate a local expert on
custody decisions and domestic violence.

What role do battered women’s advocates play on local
panels?
Even when confidentiality requirements prohibit them from
disclosing specific interactions with a particular battered woman,
the presence of battered women’s advocates on the panel is of
critical importance. Of all the varied panel members, advocates
are the most likely to have had contact with battered women
over an extended period of time. Unlike the relatively short, goal
directed interactions law enforcement officers, prosecutors and
medical professionals may have with battered women, advocates’
interactions are often less structured and leave more room for
open-ended discussion. For this reason, advocates often possess
detailed knowledge of the challenges women face as they seek
safety and cope with abuse. This insight is valuable, even when
(for confidentiality reasons) the advocate must speak in general
terms and not about specific women.

Who should be on the panel to ensure that discussions do
not become victim blaming or reinforce complacency?
I believe the review
of (a specific case)
was helpful in
learning what
measures were tried
and how the courts
failed to defuse an
ongoing domestic
violence problem.

Generally, domestic violence fatality reviews will be most
effective when the review panel includes individuals who:
•

Can speak in detail about the day to day struggles battered
women face.

•

Can help the panel see how a battered woman might have
thought about her options and perceived institutions.

•

Can envision the possibility of change.

•

Know the “best practice” for various disciplines.

•

Can resist the pull of the status quo and hopelessness.

Knowledgeable panel members and strong panel facilitation
can ensure that the review does not become a forum for:
•
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Victim blaming (“if she had only done X, we could have
helped her, or it wouldn’t have happened”).
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•

Building agreement that the death was inevitable (“you just
can’t help that sort of person”).

•

Complacency (“no one could have been expected to do more,
there was nothing more that could have been done”).

•

Simplistic thinking which blames racial or cultural differences
for the death instead of examining the role institutional
racism or lack of culturally relevant resources might have
played (“it’s a tradition for those people to handle conflict
this way; they won’t come get help from us”).

•

Overly individualized analysis, which does not reflect on how
a particular fatality might indicate systemic problems or gaps
(“this was a fluke”).

“

I always feared
he would kill her
because of so
many things and
so many signs.

”

(victim impact statement from the
friend of a woman murdered by her
boyfriend)

Local Review Panel responsibilities
The following responsibilities were identified for the local
review panels:
•

Assist in identification of deaths.

•

Identify which deaths to review.

•

Assist in gathering public records regarding cases to be
reviewed and forward to project staff.

•

Each member to review their own agency records.

•

Participate in reviews.

•

Identify local/regional issues, make recommendations.

•

Send representative(s) to the Domestic Violence Fatality
Review Board.

State Domestic Violence Fatality Review Board – why have
a state level board?
This Project has anticipated the formation of a state level
Domestic Violence Fatality Review Board. A state level board
provides a point of contact with the Project for experts and
stakeholders within state level institutions and organizations
which does not exist at the local level. Those involved with the
project believed that broad involvement is a good way to build
broad investment in the outcomes of a project. (Attachment 5)
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What are the Board’s responsibilities?

“

She was my only
mother, my life,
and all I lived for
was to get a high
school diploma
to please her...

”

The State Domestic Violence Fatality Review Board’s
responsibilities would be to:
•

Review the issues and recommendations raised in the local
domestic violence fatality reviews in order to identify
common themes as well as state level policy and training
issues.

•

Assist with developing and refining recommendations,
ensuring that characterizations of present policy are accurate,
and proposals for changes are well thought out, and that the
recommendations do not create new burdens or barriers for
battered women.

•

Serve as a resource bank of experts for local review panels.

•

Consult on the content of the annual report.

(victim impact statement from son
of a woman murdered by her
boyfriend)

Who would serve on the State Domestic Violence Fatality
Review Board?
The Washington State Domestic Violence Fatality Review Project
did not convene a State Domestic Violence Fatality Review Board
as part of this grant. However, we anticipate its membership
to be composed of:
•

Representatives from local review panels.

•

Recognized experts in varied disciplines.

•

Liaisons and those with domestic violence expertise from state
agencies such as the Attorney General, Department of Health,
Department of Social and Health Services, Governor’s Office.

•

Representatives from state level organizations such as the
Washington State Coalition Against Domestic Violence, the
Washington Association Of Sheriffs And Police Chiefs, and
the Washington Association of Prosecuting Attorneys.

•

Researchers.

Are there alternatives to a state level board?
With a statewide project fully implemented, local review panels
will generate a great deal of information, issues, and
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recommendations. One option is to simply document all of these
without an effort to evaluate, refine or prioritize, and present it
in an annual report. However, this may not be the most effective
means of making recommendations public.
If there is a desire to research, refine, and prioritize
recommendations, then some resource must be brought to bear
on this set of tasks. An alternative to the State Review Board
model would be to provide sufficient staff resources to accomplish
this work.

State Domestic Violence Fatality Review Office
A State Domestic Violence Fatality Review Office facilitates the
work of local domestic violence fatality review panels and the
state level Board. It ensures consistency across local panels, and
in the initial stages of the project, initiates the formation of review
panels in each region.

State office responsibilities.
Tasks for a State Office are:
•

Identify domestic violence related deaths using news service
and existing databases.

•

Convene, facilitate and document local domestic violence
fatality reviews.

•

Recruit local domestic violence fatality review panel members.

•

Coordinate information gathering on cases.

•

Summarize public records, issues and recommendations raised
during local reviews.

•

Create and maintain a database to record information
obtained through reviews.

•

Convene and document State Domestic Violence Fatality
Review Board meetings.

•

Issue annual report.

•

Locate financial resources for the Project.

Domestic Violence Fatality Review Report
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What skills should project staff possess?
Project staff should have a detailed understanding of domestic
violence, battered women’s experiences, and the public policy
response to domestic violence. They also need to be able to
understand the constraints present in institutions and still think
critically about their possibilities. Familiarity with research
methods, statistics and database management are helpful. Staff
should also have strong skills in meeting facilitation, oral and
written communication, and project management.
Siting the project

Where should the Domestic Violence Fatality Review Project
be sited?
Those involved with writing the VAWA grant to initiate the
Washington State Domestic Violence Fatality Review had to
decide where to site the project. They chose the Washington State
Department of Social and Health Services (DSHS) for two
reasons: In conjunction with the Department of Health, the
Children’s Administration of DSHS has conducted child fatality
reviews on children who were involved in the child protection
system. Second, while state funding for domestic violence shelter
programs is administered through DSHS, the agency was likely
to be seen as a neutral state level facilitator of the Domestic
Violence Fatality Review Project.
Possible sites for domestic violence fatality reviews are state
domestic violence coalitions, Departments of Health,
Departments of Social Services, public policy institutes situated
in university departments of public health, social work or public
administration, the Attorney General’s office, or the Governor’s
office.
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Ideally, the site of a domestic violence fatality review project
would meet the following criteria:

What makes some sites better than others?
•

The mission of the parent agency connects to the goals of a
fatality review project, and resources and expertise useful to
the project exist within the agency.

•

Leadership of the agency will be invested in the success of
the project.

•

The agency has a fund of expertise in at least some of the
following: domestic violence prevention, systems analysis,
collaborative policy evaluation and analysis.

•

The agency is seen as neutral enough to ensure
multidisciplinary participation.

•

The agency has expertise in working with the media and
releasing reports, which may be controversial or provocative.

The Domestic
Violence Fatality
Reviews have allowed
us to talk about a
number of issues
from many points of
view as well as from
many different
disciplines. Very
informative and a
great learning tool
for all of us. I find
them to be very
valuable...

Domestic Violence Fatality Review Report
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Access to Information, Confidentiality and
Documentation

Chapter Six
What information should we seek out for reviews?
Questions concerning information were central to the planning
process in Washington State. It quickly became clear that any
discussion of information was inevitably shaped by three
concerns:
A strength of the
project is the fact
that we are all
willing to work
together to find out
more about each
others’ contributions
to stopping domestic
violence. It is
wonderful that we all
share so many
different parts of the
pie and we are
willing to come
together and discuss
what our particular
pie slices and
expertise are. As we
work together more,
we have become a
better whole and we
all learn how to do
things better.

•

The ability to obtain an adequate amount of information to
do a fatality review.

•

Constraints on access to information.

•

Ensuring that the information was used responsibly and
productively.

Who should decide what review panels focus on?
A subcommittee of the Project Advisory Committee took on the
task of identifying what information was necessary to conduct
reviews consistent with the Project’s mission statement. The
subcommittee approached this task by setting aside concerns
about access to information in order to freely identify all the
kinds of information which might be helpful to a fatality review
panel in understanding the circumstances leading up the fatality.
Augmenting the Advisory Committee subcommittee, a group of
domestic violence victim advocates met to discuss how review
panels could identify the issues advocates saw affecting battered
women’s ability to access help or seek safety, and the community’s
ability to hold batterers accountable.

The Case Information Form
Out of these efforts, an extensive, three part Case Information
Form was developed to guide reviews. (Attachments 6A-C) It
was clear that in many cases review panels would not have perfect
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access to information, and would not be able to answer all
questions on this form. However it was agreed that it might be
as useful for panels to be aware of what they did not know as to
identify what they did know.
The Case Information Form focuses on two areas: Information
about the individuals involved, and information about the
context in which previous domestic violence and the fatality
occurred.

What should we know about the individuals involved in
the fatality?
While the greatest proportion of domestic violence homicide
victims are the current or former intimate partner of the
perpetrator, victims can also include bystanders, law enforcement
officers, friends, children, the domestic violence victim’s relatives
or new romantic interest. Based on the understanding that a
domestic violence fatality results from a perpetrator’s efforts to
gain power and control over an intimate partner, the Case
Information Form focuses on the history and circumstances of
the domestic violence victim and the domestic violence
perpetrator.

“

Over the past five
months he
threatened my
life about murdersuicide. He said
he would kill me
and himself.

”

(from the protection order of a
woman who was later murdered by
her ex boyfriend while she was
7-1/2 months pregnant. He then
killed himself.)

Why ask about race, income, educational level, etc?
Information requested in the Case Information Form about the
domestic violence victim and the domestic violence perpetrator
fall into four major categories. These are history of domestic
violence, past and pending civil or criminal actions, prior points
of intervention, and socio-economic indicators such as race, age,
level of education, and income. Social and economic factors are
highlighted in order to further understanding of the potential
barriers to seeking/receiving help, obstacles to effective
intervention, accessibility of helping resources, and constraints
on the domestic violence victim’s options.

Could this information be misused?
In response to concerns of the Advisory Committee members
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and battered women’s advocates that collected information could
be used to reinforce negative stereotypes, a policy statement
regarding the use of data collected was developed. (Attachment
7)

What do we need to know about the context?
Information on the individuals involved is not enough to
understand the circumstances leading up to the fatality. Domestic
violence fatalities occur in the context of a community and its
response to domestic violence. To identify strengths, gaps and
problems in the system response, the panel must gain a sense of
the context in which the abuse took place.
The Case Information Form directs attention to the justice
system’s responses to prior domestic violence and the availability
of community resources. Perhaps most importantly, it directs
attention to the training, policies, and practices of the agencies,
which came into contact with either the domestic violence victim
or perpetrator.
Obtaining information about the community context and how
the systems function encourages the panel to evaluate the victim’s
resources for gaining safety or leaving. The process asks panels to
carefully consider the readiness of various community resources
to recognize and respond appropriately to domestic violence.
Confidentiality and constraints on access to
information

Concerns about confidentiality impacted decisions as to the
nature of information gathered by the project. Unlike California,
Nevada and Delaware, Washington State does not have a statute
in place which gives permission for system actors to reveal
confidential information during a domestic violence fatality
review.

What kind of information is accessible?
Panel participants are neither asked nor expected to compromise
legal or professional confidentiality requirements. Instead, the
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project identified several categories of information relevant to
the review process which do not compromise individual or
professional confidentiality restrictions:
•

Public records related to all the parties involved in the
domestic violence fatality
Public records include protection orders, divorce documents,
police incident reports and investigative notes, prosecutor’s
charging papers for homicides and previous assaults, victim
impact statements, sentencing information, and trial
transcripts if available.

•

Knowledge of institutions’ policies and practices
Panel participants can often provide insight into how
particular agencies and institutions function, including their
training in domestic violence, how they receive and make
referrals and how they prioritize cases. This information,
while not specific to individuals involved in fatalities, can be
of enormous importance in understanding the circumstances
leading up to domestic violence fatalities, including what was
likely to happen when the particular agency/institution came
in contact with the abuser or the victim.

•

Local knowledge of community resources
Gaining a full understanding of a case often involves
examining what resources were available to the abused woman
when/if she had attempted to stay safe from the abuser, and
what resources were available to the system as it worked to
hold the abuser accountable.

•

These are good
learning sessions for
all of us.

Knowledge of best practice regarding domestic violence within
various disciplines
Bringing this information into the review process provides a
standard against which to compare existing resources, policy
and practice.

What is public record?
One of the Advisory Committee’s tasks was a comprehensive
review of the state and federal statutes and administrative codes

Domestic Violence Fatality Review Report
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Killing came just
hours before man
was to appear on
assault charges
(The News Tribune, 4/10/98)

”

relating to public records and release of information. (Attachment
8) This review revealed that some documents were unequivocally
public record (civil and criminal filings, for example), and some
could be released based on a discretionary decision (law
enforcement incident reports) or in the context of research.
Reviewing confidentiality requirements in detail proved useful
for obtaining the fullest possible access to information.

How can access to information be expanded?
While public records can often provide a great deal of
information, some gaps will persist. Generally, information about
medical visits, information about contacts with domestic violence
programs, batterer’s treatment, contacts and content of
discussions with probation, and child protective services cannot
be obtained.
To augment public information, the following options have been
considered:
Release of information to be distributed to battered women
through domestic violence programs

What other avenues exist for obtaining information?
In conjunction with the Washington State Coalition Against
Domestic Violence, the project developed a release of information
for victims using domestic violence services and a model policy
for its use in domestic violence programs. This release allows the
domestic violence program to share information about her in
the event of her death, and also provides the opportunity for her
to direct the release of other information as well. (Attachment
9)
Interviews with family, friends and neighbors.
Interviews with friends, neighbors and family members can be
an invaluable source of information about events and concerns,
which are undocumented in the official record. In many cases,
family members also have the power to direct the release of
otherwise confidential records.
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Interviews should be done by someone with crisis intervention
and/or grief counseling training, and resources for support and
information should be offered during the interview.

Should legislation to open access to information be
considered?
As mentioned, some states have passed legislation to establish
Domestic Violence Fatality Reviews. Legislation typically covers
two key areas: permission for system actors to share confidential
information in the context of the review, release of liability for
individuals participating in the reviews, and protection of the
review process from discovery in legal proceedings. (Attachment
10)
The following should be considered in any decision making
process regarding legislation:
•

Should domestic violence fatality review panels have the
power to demand information? Or should it simply be an
option for agencies to reveal information at their discretion?

•

What problems might be associated with opening otherwise
confidential records in fatality reviews? Is there any concern
about creating a precedent for domestic violence programs
to reveal information about the victims who have used the
program? Could legislation undermine or erode current
confidentiality or privileged communication protections for
domestic violence advocates?

•

Is it desirable to limit what sorts of information should be
shared during a domestic violence fatality review? For
example, is it preferable to specify that a domestic violence
program could indicate if someone used the program, for
what services and when, but no further specifics?

•

Is it possible to ensure that fatality reviews don’t become
forums to brush problems under the rug and remove cases
from public scrutiny? Should legislation spell out what should
be released to the public from reviews?

Domestic Violence Fatality Review Report
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The Nuts and Bolts of Setting Up a Domestic
Violence Fatality Review Project

Chapter Seven
What steps need to be taken?
The Washington State Domestic Violence Fatality Review Project
evolved over almost two years of research, meeting with the
Advisory Committee, multiple drafts of forms and procedures,
recruiting pilot review panels, and implementing several local
fatality review panels. What follows is a brief timeline of the
steps taken in setting up the Washington State Domestic Violence
Fatality Review Project.
Month

Activities

1-3

Research existing models for child and domestic
violence fatality reviews; interview people who
have reviewed fatality review panels; review
literature on domestic violence fatalities

2-3

Recruit and convene an Advisory Committee

4-9

Work with the Advisory Committee and its
subcommittees to:
• Refine a project mission statement
• Identify core constituencies for local domestic
violence fatality review panels
• Research confidentiality and release of
information codes
• Create a proposed structure and procedures
for the Project
• Create the Case Information Form

10
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With Advisory Committee, identify three pilot
regions for testing the model developed
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Month

Activities

11-13

Identify local review panel participants, travel
to pilot regions to meet with and orient
participants

14

Hold initial meetings for pilot local review
panels. Agenda for this meeting: everyone to
meet, review purpose and policies, identify and
prioritize fatalities for review, plan for initial
review

15-16

chapter 7

Prepare for initial reviews

16

Hold domestic violence fatality reviews in each
pilot region and choose next fatality for review

17

Follow up on initial reviews
Revise policies and procedures

18-19

Prepare for next set of reviews

19

Hold second domestic violence fatality review
in each pilot region

20

Follow up from reviews

Anticipated

Recruit and convene additional local review
panels throughout the state

Anticipated

Convene State Domestic Violence Fatality
Review Board to create recommendations and
consult on the Annual Report

Why Pilot Projects?
Three pilot regions were chosen for the initial implementation
of the Domestic Violence Fatality Review panels. It was hoped
that experience in pilot regions would allow the Project to quickly
identify the strengths and problems of the model, which had
been developed in consultation with the Advisory Committee.
The pilot regions were chosen to represent the diverse conditions
within the state. They varied in their population density, access
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The analysis of an
old case in
comparison to how
the system has
adapted was
constructive. It
certainly points to
the need for
continuing victim/
community education
and clearly additional
training for defense
attorneys, judges and
guardians ad litem.
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to major population areas, and presence of immigrant
communities, tribal lands and military bases. (Attachment 11)

“

A... man used his
computer at work
to search the
Internet for
advice on killing
his wife in the
weeks before he
reported her
missing,
prosecutors said
yesterday...[the
defendant] had
been searching
the Internet for
topics such as
‘kill+spouse’
(South County Journal 9/5/98)

”

Gaining commitment and cooperation at the local
level

The model created in Washington relies heavily on local panel
members’ commitment and cooperation. Local domestic violence
fatality review panel members have primary responsibility for
obtaining public records and forwarding these to the state office.
They must also review their own confidential records, and attend
reviews.

What concerns did local participants have about the
Project?
Some local review panel members perceived risks involved with
participation in the Domestic Violence Fatality Review Project.
Common worst fears included having mistakes exposed, and
being made the scapegoat for the fatality. Some expressed concern
that challenging others on the review panel could add tension to
working relationships.

Meeting people on their own turf
Potential participants took in information more fully and felt
more free to ask questions and discuss concerns when they were
approached in their own office and could take part in a one to
one conversation. Project staff traveled to rural towns and tribal
headquarters to meet with potential participants to discuss the
project. In some cases, staff met with small groups of two to four
people who had close working relationships. (The prosecutor
and victim advocate, for example.)

Tying the Project to local concerns and goals
Potential participants were often asked what they thought their
community might find useful in a detailed review of domestic
violence fatalities. Whenever possible, points of overlap between
their vision and the project mission were emphasized. Most
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participants (especially law enforcement and victim services)
appreciated knowing that the reviews would emphasize the
inability of any single agency to solve the problem of domestic
violence alone and the need for a coordinated response.

Emphasizing learning, not blaming
The mission statement for the Washington Domestic Violence
Fatality Review Project clearly focuses on learning and
collaboration over blaming. While recruiting panel members, this
focus was repeatedly emphasized. The fear that blame would be
assigned for deaths was explicitly discussed and rejected in
meetings with potential participants.

Group Agreement
In response to concerns about the tone of the domestic violence
fatality reviews, a Group Agreement was created. All participants
were asked to agree to the Group Agreement, and given the
opportunity to add or dispute any point within it. (Attachment
12)

Confidentiality Agreements
The Advisory Committee and panel members thought that the
conversation that takes place during the course of the review
should remain confidential. Panel members need to feel they can
speak freely during the review without concern as to whether
their comments will be repeated out of context. In response to
this concern, three separate confidentiality agreements were
drafted: (Attachments 13 A-C)
1) Individual review panel member.
2) Inter-agency agreements for each agency represented on the
review panel.
3) An agreement to be signed at each meeting.

Quarterly Meetings
Anticipating the formation of multiple review panels combined
with limited staff resources, quarterly Domestic Violence Fatality
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Review meetings were proposed to potential participants. Panel
members generally seemed to agree that quarterly meetings were
manageable, and were able to set aside an entire afternoon for a
meeting once a quarter. Clearly, quarterly meetings limit the
number of reviews, which may be accomplished, but the trade
off is a time commitment, which even the resource scarce agencies
were willing to accommodate.

Off setting transportation costs
In the pilot region that encompassed three rural counties, some
panel members had to travel over 100 miles to participate in
meetings. The Washington State Domestic Violence Fatality
Review Project had budgeted to reimburse participants for
mileage.
What resources are needed to set up a Domestic
Violence Fatality Review Project?

What kind of staff time is necessary?

The opportunity to
bring together all the
players in a total
system is definitely a
good thing, and
fosters a different
level of
understanding and
cooperation.
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The Washington State Domestic Violence Fatality Review began
with half time staff for project development and pilot
implementation. This is significantly more than many fatality
reviews, and was sufficient during start up phases. However, it is
not enough to sustain a statewide review effort as set forth in
this model.
The model presumes the bulk of preparation and follow up work
will be done by the state office staff as opposed to local panel
members. This was because (at least initially) local participants
were interested in participating but were not invested enough in
the project to make commitments beyond attending meetings
and looking up records; in rural areas and tribal communities,
local agencies did not have the extra resources to take on
additional tasks, and in some cases, the panel members could
not agree on one agency or individual for leadership.
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Given these realities, it is estimated that each fatality reviewed
consumes about 20 staff hours:
Month

Activities

1

Track down records, follow up with panel
members regarding forwarding of public
documents

6

Reading, sorting records and creating a
chronological summary for the review panel

1

Assembling mailings prior to each review

8

Travel

4

Synthesizing information from review,
preparing and mailing out summaries

20

Hours total

This Project anticipates forming a total of 14 review panels. Once
panels are formed throughout the state, if each panel conducted
an average of 4 reviews per year for a total of 56 reviews, this
alone comes to about 1120 hours, or 28 weeks of full time work.
Of course, as participants and staff gain experience in conducting
reviews, it is possible that the process will become more efficient
and each review will take less time.
Domestic violence fatality review projects may want to consider
budgeting for additional staff and paid, graduate level interns
from public health, public administration or social work
departments. (Attachment 14)

Collaboration with academic researchers
Collaboration with university researchers may bring more
resources into a domestic violence fatality review project.
Researchers in a variety of disciplines may be interested in
collaborating with a domestic violence fatality review project.
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In evaluating the value of collaboration, it may be useful to ask
the following questions:
What is this particular researcher’s agenda for participation? Is it
one, which those involved with the review project support? What
skills and resources can the researcher bring into the Project?
(possibilities are statistical analysis, database set up, graduate
student interns, physical space for meetings, information about
studies and scholarship related to questions raised in the reviews.)

What does it take to keep everything organized?
Tools for Organization
To maintain efficiency, a statewide domestic violence fatality
review project have adequate resources to stay organized. Project
staff must keep track of a large number of people and a great
deal of information.
For example, in Washington State:
14 review panels x 20 panel members = 280 people
8 reviews per year x 14 panels = 112 reviews
112 reviews x (1 prep mailing + 1 follow up mailing) = 224
mailings
112 reviews x 5 sources of public information = 560 sources of
records
A flexible, customizable database for tracking addresses and
contacts with review panel members and for generating mailings
is very helpful and can increase the efficiency of the project.
A database for tracking progress towards reviews as well as the
information obtained in them is also desirable.
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Review

Chapter Eight
How do we identify domestic violence fatalities?
Identifying the names of the victims and perpetrators involved
in domestic violence fatalities proved challenging. While death
records are public information, County Coroners are under no
obligation to assemble and release information about particular
kinds of deaths. The Washington Association of Sheriffs and
Police Chiefs (WASPC) release fairly detailed information about
domestic violence homicides, but this information does not
include names. And, as already noted, many deaths that met the
Project’s criteria would not be included in the WASPC listing.

“

A man accused of
killing his
girlfriend told
investigators he
didn’t mean to kill
her when he
aimed a gun at
her head and
pulled the trigger.
(The News Tribune, 10/27/98)

”

Several strategies for identifying domestic violence fatalities
were pursued:
•

Law enforcement and prosecutor’s assistance was requested
to correlate names with WASPC data, which included the
month of the homicide, the county, age and race of the victim
and perpetrator, victim/offender relationship and weapon.
This turned out to be relatively simple and very effective in
rural areas that did not have large numbers of fatalities. It
was less effective in the urban pilot region, for which there
were at least 10 domestic violence fatalities a year.

•

A data sharing agreement was made with the State office of
vital statistics to obtain all recorded death information from
1990 to 1996, in order to correlate names with the
information provided by WASPC.

•

Use of the newspaper clipping service.

Using news accounts of domestic violence fatalities
The Domestic Violence Fatality Review Project hired a newspaper
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clipping service to clip articles fitting the following criteria from
all newspapers in Washington state:
1) Homicides (and attempted homicides) in which the victim’s
current or former intimate partner (boyfriend, girlfriend,
husband, wife, lover) is the suspect. (include gay and lesbian
relationships).
2) Suicides and murder/suicides.
3) Any homicide, which mentions domestic violence, spouse
abuse, or involves a family relationship.
4) Homicides in which a current or former intimate partner
kills their ex’s new love interest, friend, or family member.
5) Reports of missing adult women and unsolved murders of
adult women.
Information from articles was entered into a spreadsheet. The
spreadsheet tracked names and ages of those involved, victim/
offender relationship, charges filed and outcome, circumstances
of the death, mention of prior domestic violence and address
information. (Attachment 15)
News accounts of fatalities proved very useful for identifying
domestic violence related fatalities that would not be captured
in official crime statistics relying on the victim/offender
relationship.
After a year of collecting news reports, it became possible to
correlate names with WASPC’s reports of domestic violence
homicides. This comparison provided some perspective on
WASPC statistics, and made clear the substantial number of
domestic violence related fatalities which domestic violence crime
statistics do not capture.
Finally, the newspaper database also served as a powerful
educational tool. Information from the news database merged
easily into a document which summarized reported fatalities by
county or chronologically. (Attachment 16)

Which cases should (and should not) be examined?
The project defined “domestic violence related fatality” as any
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fatality which occurs as a result of the efforts of an abuser to
obtain power and control over their intimate partner. However,
this criteria did not clearly identify a method for selecting specific
cases for review.
The following criteria were developed for case selection: the
perpetrator was already identified by the criminal justice system;
the case was closed with no appeal pending; and the fatality was
as recent as possible, given the other constraints. Another way to
approach selection would be to focus on types of cases: homicide
suicides or those involving teens, for example.
This Project’s criteria rules out unsolved homicides, deaths which
were classified as accidental and thus never triggered a criminal
investigation, and cases in which prosecution, a civil suit, or an
appeal was pending.
Four factors influenced this narrowing of the universe of cases
for review:
1) The practical difficulties of sorting through large numbers
of deaths (particularly in the urban counties) in order to
identify those which might be domestic violence related, but
not recognized as such by the justice system.
2) A reluctance on the part of panel members to risk jeopardizing
or influencing an active criminal prosecution or civil action.
3) Lack of access to the confidential records that would be
necessary to identify previously unidentified domestic
violence fatalities. (i.e., deaths classified as “accidents” and
some suicides)
4) A conviction that much could be learned through analysis of
the many known domestic violence related homicides.
Using this criteria clearly limits the ability to review all domestic
violence related deaths in a particular year. However, given the
constraints posed by lack of access to confidential information
and lack of protection of the review process itself from discovery,
this narrowing of the universe of cases to be reviewed was seen as
necessary.

Domestic Violence Fatality Review Report

It is extremely
important to step
back and take an
objective look at what
led up to these
homicides, discussing
them with people
from other
disciplines, to
determine what could
have been done, and
what can be done in
the future, to stop
the violence from
escalating, and break
the cycle. These
reviews so far have
been very valuable in
accomplishing that.
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What kind of preparation is necessary for the fatality
review?

“

Two...children
were shot in their
beds early the
morning of April
5. [The abuser’s]
wife had told him
that week she
wanted a divorce,
and he kept her
up all night at
gun point,
threatening to
take her life and
his own. When
she escaped...he
shot the two
children...
(Peninsula Daily News 5/28/97)

”

Advisory Committee members and review panel members
expressed a desire to receive a summary of the public information
available about the fatality prior to the review. Some domestic
violence fatality reviews operate differently, with each member
of the panel being responsible for bringing information from
their agency to the table, and sharing it during the course of
discussion. After considering this option, it was felt that the
ability to review and reflect would enable a more effective review.
For each review, civil and criminal public records are obtained
by panel participants and forwarded to project staff at least one
month prior to the scheduled review.
In Washington, the individual law enforcement officers on the
review panels are not empowered to release incident reports.
Therefore, Project staff makes official requests to law enforcement
agencies for release of incident reports, dispatch records and
investigative notes regarding homicide investigations and prior
incidents.
Information from public records are then condensed into a
chronological summary. A list of questions for discussion is also
generated. (Attachments 17 A and B) The summary and questions
is mailed to each panel member. In some cases, additional
materials are also enclosed, such as news articles and protection
order narratives.

What happens during a review?
Conducting the domestic violence fatality review
Reviews were scheduled three to four hours on a quarterly basis.
Depending on the complexity of a case and the amount of
discussion, this allowed time to review one or two cases.
The process begins with introductions of everyone present and a
review of the confidentiality agreements and group agreement.
From there, the committee examines the chronology of events
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leading up to the fatality, and asks questions. Project staff
facilitates the meeting and keeps notes regarding unanswered
questions and policy related issues. Staff also ensures that the
questions contained in the case information form are posed.
Review panels in Washington’s pilot regions have not gone
through the Case Information Form question by question.
However, this may be an option when review panels have a
difficult time staying focused or tend to lapse into victim blaming.
Review of the case ends with review of issues raised,
recommendations for change and unanswered questions. The
meeting ends with planning for the next review. Cases are selected
and responsibilities for obtaining public records are assigned. A
meeting date is set.

What happens after the review of a case?
After the review, project staff writes up a summary of the issues
raised during the course of the review. (Attachment 17 C) This
is sent to panel members for correction, elaboration or
clarification. The “issues summary” does not contain policy
recommendations. Specific recommendations are avoided in this
document because of the desire to have recommendations
discussed thoroughly before they are put forth in writing by the
Project, to avoid recommendations focusing on individual cases,
agencies or communities and, instead, to have recommendations
be part of the state level review in the annual report.
The Project anticipates convening a state level Domestic Violence
Fatality Review Board, which will review the issues and summaries
generated in the local review panels. This group of experts will
work to refine recommendations as well as identify patterns and
needs across the state.

How will information from reviews be documented?
Documentation should relate to the project purpose. In
Washington, this means a focus on system response, the
availability of resources, and possible barriers to intervention.

Domestic Violence Fatality Review Report

page

43

chapter 8

T h e P ro c e s s fo r D o m e s t i c V i o l e n c e Fa t a l i t y R e v i ew

The names of individuals who had contact with either the victim
or perpetrator (i.e., law enforcement officer, CPS worker) are
not documented, as the focus is on systems, not individuals.
While the review panel may examine in detail perceived flaws or
shortcomings in response, no agency or individual is held
responsible for the fatality in the documentation of the review.

What will go in the annual report?
The Case Information Form and a summary of issues raised
during review comprise the documentation from individual
reviews. Neither of these is intended for public distribution in
and of themselves. Rather, these function as sources of
information for the Annual Report.
It is anticipated that the Washington State Annual Report will
be disseminated to member programs of the Washington State
Coalition Against Domestic Violence, judges, policy makers,
educators and state level agencies and organizations such as the
Washington Association of Sheriffs and Police Chiefs and the
Washington Association of Prosecuting Attorneys. It will include
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•

Summary of known crime statistics regarding domestic
violence fatalities.

•

Summary and analysis of the information gathered in local
domestic violence fatality reviews.

•

Overview of the issues and problems noted in reviews without
identifying failings or strengths of particular agencies or
communities.

•

Recommendations for change.
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Findings from the Washington State Domestic
Violence Fatality Review Project

Chapter Nine
Response from participants and others
Panel members and others throughout the state found the project
valuable and participated enthusiastically. Almost everyone asked
to serve on the Advisory Committee or a local Domestic Violence
Fatality Review panel said yes.
Participants on the pilot review panels consistently endorsed the
value of the project, and wanted to continue to hold domestic
violence fatality reviews. (Attachment 18) Local review panel
members appreciated being able to participate in a process which
they found valuable but did not require extensive preparation
time on their part. In spite of the enthusiasm of the panel
members, consistent attendance proved hard to maintain,
particularly for those involved with trials (judges, prosecutors
and court advocates.)
Advocates found the information developed through the project
valuable for public education.

Quality of Discussion
Issues which had previously received little attention in state level
policy discussions but which assuredly affect many battered
women’s lives were raised in the reviews.
Some examples of these included: the problem outstanding
criminal warrants pose for battered women as they seek help from
the justice system; lack of education and resources about suicide
and how to respond to suicide threats, especially when they come
from a batterer; the way in which a custody battle can become a
forum for an abuser’s power and control tactics.

Domestic Violence Fatality Review Report

The strength of the
project lies in
reviewing all possible
factors: previous acts
of violence and
threats, proximity of
abuser, effectiveness
of protection/no
contact orders,
resources available to
victims, their
awareness of them,
and knowledge of
how to access them,
missed opportunities
to intervene, support
systems available to
all parties, access to
weapons/laws
regarding same,
diverse cultural
norms, etc. Diversity
of backgrounds in the
group is a big
strength, as is
intensive review of
just one or two cases
in each meeting.
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“

...the Court finds
that...[the father]
has never once
admitted any
responsibility for
the troubled
marriage, the
resulting
separation, the
alienation of the
children, the
frustration of
counseling, or the
violations of both
the spirit and the
content of the
court orders in
this matter... He
refuses to accept
any counseling
that defines him
as part of the
problem...

Reviews required strong facilitation, as some teams had a
tendency to wander. Reviews worked best when three to five key
questions/issues focused the group.
Two reviews were conducted without distribution of a summary
of public record information ahead of time to the group. While
some valuable information was obtained, these reviews did not
have the clarity and focus of those reviews in which materials
were made in advance. Panel members clearly preferred entering
the review with a chronology of events and the chance to prepare
questions.

Relying on local panel members to obtain records
Relying on local review panel members to obtain public records
and for ward these to project staff had mixed success.
Responsibilities for obtaining records must be clearly allocated,
and some follow up may be necessary. Especially in rural areas,
local panel participants may not have time to review long and
complex records to decide which parts should be copied. In one
case, which involved an extensive custody battle, project staff
traveled to the location to review and copy records rather than
rely on local participants.

”

(from a judicial decision affirming
the father’s primary custody of the
children. He murdered his ex-wife
the following year.)
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Conclusion

Chapter Ten
During the grant period (March 1997 to December 1998), 43
women were killed by their current or former intimate partners
in Washington State. In an addition, 13 friend or family members
of battered women were killed. Finally, 7 children were killed by
their fathers in the context of domestic violence between their
parents.
The detailed domestic violence fatality reviews conducted in the
pilot regions reinforced for all participants the importance of
coordinated response to this problem. It is only through a
coordinated community response to domestic violence that
communities can reduce the number of domestic violence
fatalities. The model described in this report can play an
important role in creating and maintaining that response. As
one panel member noted: “The project is a natural way to bring
multiple and diverse agencies together to network and to
(hopefully) develop a unified community response to domestic
violence.”
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1

RCW 10.99.020 and RCW 26.50.010.

2

Bureau of Justice Statistics, “Violence by Intimates” March
1998 (NCJ-167237).

3

Id.

4

Washington Association of Sheriffs and Police Chiefs Annual
Reports 1994-1997.

5

Bureau of Justice Statistics “Spouse Murder Defendants in Large
Urban Counties” (NCJ-153256).

6

Supra note 2.

7

For more information on child fatality reviews, see A Nation’s
Shame: Fatal Child Abuse and Neglect in the United States, A
report of the U.S. Advisory Board on Child Abuse and Neglect,
(US Government Printing Office) 1995. Copies may be
obtained by calling 800/394-3366.

8

See, for example, San Francisco’s Response to Domestic
Violence: The Charan Investigation 1991, report by the
Commission on the Status of Women City and County of San
Francisco, and A Study of Domestic Violence and the Justice
System in Manitoba, by Honorable Mr. Justice Perry W.
Schulman, Commissioner of the Commission of Inquiry in
the deaths of Rhonda Lavoie and Roy Lavoie, June 1997.

9

Judges can play an important role in the review process, and
reviews are beneficial for judges. Judges responded to requests
for their participation in a variety of ways. Some were quite
interested in serving on panels. Others were unsure whether
or not participation would violate judicial ethics regarding
impartiality. If possible, obtain a statement from the state
judicial ethics board condoning involvement.
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The release of information was discussed in Coalition
membership meetings several times over a one-year period. In
addition, several shelters discussed the possibility of such a
release with battered women in support groups. Participants
expressed an openness to the release. Most were not surprised
at the thought that their abuser may kill them, as many already
feared for their lives. Some expressed that they liked the idea
of the release because they did not want their abuser protected
in any way. They saw the domestic violence fatality review as
one more forum in which the abuser’s acts would be discussed
and named as unacceptable.

11

In a personal communication, Marie DiSantis wrote about her
experience with interviews as part of a domestic violence fatality
review in California: “My opinion is that people are overall
very grateful for the opportunity to talk because most everyone
else is trying to avoid the subject right at the time friends and
family are most acutely reliving the events that led to the
murder...I am always amazed how much people want to talk.
I’m also always impressed with the amount of information we
gain from these interviews. In domestic violence homicides,
different from most other homicides, friends and family have
usually been intimate witness to the situation over very long
periods of time. They generally know a lot. We also give people
the option of keeping their name out of any final report. Often
they begin taking that option and then later on give us
permission to put their name in.”

12

The Project has not yet pursued this option because other
methods resulted in the identification of more deaths than
could be reviewed during the grant period in each pilot region.

13

Those interested in such a model may be interested in the
domestic violence fatality review process in Philadelphia which
seeks to do just this.

14

The Advisory Committee members expressed concern that
identifying particular agencies in public documentation of the
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reviews may result in liability for those agencies. In addition,
it was felt that many issues identified in local review panels
may be common throughout the state, and it was unnecessary
to draw attention to a particular community in order for the
information to have value. Thus, the annual report might say
something like, “review panels noticed that battered women
who had outstanding warrants seemed to avoid contact with
the police, and were often arrested when they did attempt to
enlist the assistance of police” or, “Panels in rural counties
consistently noted problems with access to legal advocacy as a
difficulty victims faced.”
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Washington State Domestic Violence Fatality Review Project

Definition of
Domestic Violence
Fatality

A domestic violence fatality is a fatality that occurs as a result
of the efforts of an abuser to obtain power and control over an
intimate partner. This includes:
All homicides in which the victim was a current or former
intimate partner of the perpetrator.
Homicides occurring in conjunction with an attempted or
completed homicide of the perpetrator’s current or former
intimate partner. (For example, situations in which someone kills
their current/former intimate partner’s friend, family, child, legal
advocate….).
Homicides occurring as an extension of or response to ongoing
abuse between intimate partners. (For example, when an ex
spouse kills the children in order to exact revenge on a partner).
Suicides that appear to be a response to abuse (as determined
by information indicating prior domestic violence or knowledge
from a particular committee member/agency about the
circumstances leading to the suicide).

Criteria for Review

The Domestic Violence Fatality Review Project seeks to identify as
accurately as possible all fatalities that occur as a result of domestic
violence. Domestic Violence Fatality Review Panels will conduct
detailed reviews of selected domestic violence related fatalities.
Because of constraints on confidentiality and access to information,
fatalities to be reviewed must conform to the following criteria:
All civil and criminal actions related to the death are closed with
no appeal pending.
In cases of homicides, the perpetrator has been identified by the
criminal justice system.
The fatality is as recent as possible, given the first two criteria.
Eventually, the Project hopes to be able to review fatalities which fall
outside these limits, including unsolved homicides of women known
to have histories of abuse and cases which may not be classified as
homicides by the police/prosecutors or coroners/medical examiners,
but members of the committee suspect may be domestic violence
related. The legal and confidential issues related to review of these
sorts of fatalities remain unresolved at present.

Attachment 1

Washington State Domestic Violence Fatality Review
Investigative versus Systems Analysis Models for Domestic Violence Fatality Reviews
Investigative Fatality Review

Systems Analysis Fatality Review

Priority

Identify DV fatalities which have not previously been
identified as DV related by police, prosecutors and coroners

Identify how accountability systems and helping systems
were or were not effective for batterers and DV victims
involved in DV related fatalities

Goals for
reviews

Understand how or why deaths were not classified as DV
related

Understand how CJS and social service policies and practices
did or did not achieve goals of identifying and ending
domestic violence

Work toward more accurate identification of DV related
deaths

Potential
Outcomes

Improved protocols for coroners and others investigating
deaths

Policy initiatives, better practice, identification of systems
gaps, training needs, increased public awareness

More accurate counts of how many people die each year in
DV related fatalities
Increased public awareness

Numbers

Identifying
DV related
deaths

Greater emphasis on ensuring the entire pool of DV related
deaths are identified

Greater emphasis on what can be learned from the deaths
which are identified versus identifying every DV related death

Any discussion of trends must be careful to acknowledge the
limits of the data

Any discussion of trends must be careful to acknowledge the
limits of the data

Will require a great deal of “footwork”: obtaining a list of
“unexpected deaths” from Coroner / ME, then panel
participants check against records

Identifying every single DV related death is not necessary to
achieve systems analysis goals

Attachment 2

Relying on newspaper coverage and knowledge of
participants on review panel will result in the identification of
a significant number of DV related fatalities

Washington State Domestic Violence Fatality Review Project
Three Models for Fatality Review Panel Participants
Experts

Involved Agencies

Advocates

Brief
description

Subject matter experts are identified within
each discipline to participate in the review

Representatives of the agencies /
organizations / institutions in the region
participate in the review

Participants identify primarily as battered
women’s advocates (but may work in a
variety of disciplines)

Contact with
case

Experts may not have had any contact with
particular cases

Goal is to involve agencies who had contact
with particular cases

Advocates may have had contact with the
case but not necessarily

Information
obtained

Experts receive information/records
regarding the case

Agency representatives bring information
they have on the case; public record
information may be distributed to all
participants; family and friends may be
interviewed

Advocates seek out all available public
records regarding the case, and may
interview family, neighbors and friends for
additional information

Standard
against
which
information
is measured

Information is compared against “the state
of the discipline” as understood by domestic
violence experts in each discipline

Information is compared against the “state
of the discipline” as it is understood by
participants (who may not be experts)

Information is compared against the “state
of the discipline” and explicitly feminist
visions for women’s empowerment

How does
the review
impact
practice

Generate recommendations for change on
several levels: agency, system, regional,
state are made and distributed to individual
agencies, perhaps to regional and state
coalitions

Panel participants will undoubtedly be
affected by their experience on the panel

Results of reviews can be publicized and
used in education of the general public and
systems players

Periodic report by state coordinating body
can become a tool for policy makers,
advocates and educators

Group discussion may lead to
recommendations for change on several
levels: agency, system, regional, state
Individual representatives to the panel may
be stimulated to rethink practice issues and
policies in their own agencies, whether or
not the panel identifies a need for change in
their agency’s practices
Periodic report by state coordinating body
can become a tool for policy makers,
advocates and educators
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Advocacy centered review panels may put
pressure on agencies to explain or improve
their policies and practice
Recommendations for change and exposure
of problems may address local, county and
statewide issues
Periodic report by state coordinating body
can become a tool for policy makers,
advocates and educators

Advantages

Reviews may go more quickly because of
shared understandings about domestic
violence and optimum response to it

Direct participation leads to direct
emotional/intellectual impact on people
involved with DV victims

Small workable group of people with a
shared understanding of domestic violence
may facilitate efficient and incisive reviews

Workgroup can be small, increasing
efficiency

A broader range of people receive
information, the review process creates an
environment in which people can build
expertise

Discussion is likely to be forward looking
and change/prevention oriented, likely to
avoid victim blaming and the pull of
complacency

Higher quality information about agency
interactions, policies, because people bring
verbal as well as written information with
them, insider’s view of how agency works
and why, etc.

Advocates’ familiarity with the day to day
struggles battered women face adds
dimension to the review

Possibly too many people at the table, too
cumbersome

A limited number of people in a narrow
range of disciplines have the opportunity to
engage in the process and thereby learn
from it

Relationships may be easier to build
because of common investment in DV, and
the depersonalized nature of examining
other people’s work and decisions

Disadvantages

Difficult access to information, low quality
information. When DCFS child fatality
reviews take this form, CPS turns over an
agency file that contains quite a bit of info.
Doubtful that multiple agencies involved
with adult DV victims and perpetrators will
consent to turn over their records for other
people to discuss. No analogous agency to
CPS exists for these sorts of reviews
Potentially contributes little to community in
terms of building expertise or insight in
people who do not already have it

Challenges gaining local commitment and
consistency in attending reviews
Risk that voices of battered women’s
advocates and DV experts may be
unproductively diluted, resulting in victim
blaming or proposed “solutions” which do
not take in battered women’s realities
If local expertise regarding the state of the
discipline is weak this can interfere with
identifying problems and proposing
recommendations

May be the best solution in areas in which
local players are unfamiliar with domestic
violence, victim blaming, or hostile to
change

Results of advocates’ reviews may be
dismissed by agencies that were not
included, and/or may be perceived to be
antagonistic
Potentially contributes little to community in
terms of building expertise or insight in
people who do not already have it

Washington State Domestic Violence Fatality Review Project
Key Participants in Regional Domestic Violence Fatality Review Panels

Dept.
Dept.ofof
Health
Health

Law
Law
Enforcement
Enforcement
Court
CourtAdvocates
Advocates
Medical
Medical
Examiner
Examiner/ /
Coroner
Coroner
Batterer’s
Batterer’s
treatment
treatment
programs
programs

CCPPSS
Battered
Battered
Women’s
Women’s
Programs
Programs

Probation
Probation

medical
medical
professionals
professionals

Prosecutors
Prosecutors
Regional Panel

Judges
Judges
Regional Panel

A coordinated statewide system can be created
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Washington State Domestic Violence Fatality Review
Flow of information

Responsibilities and tasks

protocols
technical assistance
deaths for review
summary reports
forms

identify deaths
recruit panel members
locate financial resources
convene, facilitate and document
meetings
issue annual report

common issues
and concerns

data on fatalities
from reviews
assist in
identifying deaths
for review

State
StateDV
DV
Fatality
Fatality
Review
ReviewOffice
Office

State
StateDV
DV
Fatality
Fatality
Review
Review
Board
Board

Regional
Regional//
County
County
Review
ReviewPanel
Panel
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identify statewide trends and
policy issues, advise on
annual report

assist in recruitment of panel
members
identify which deaths to review
conduct and document review
identify regional issues

Washington State Domestic Violence Fatality Review

State
State DV
DV
Fatality
Fatality
Review
Review Office
Office
State
StateDV
DV
Fatality
FatalityReview
Review
Board
Board

Regional
Regional//
County
County
Review
ReviewPanel
Panel

Tasks:
Identify domestic violence related deaths
Recruit review panels and state board
Coordinate information gathering on
cases
Summarize public records, issues and
recommendations related to reviewed
fatalities
Convene, facilitate and document fatality
reviews
Issue annual report
Locate financial resources

Washington State Domestic Violence Fatality Review

State
StateDV
DV
Fatality
FatalityReview
Review
Office
Office
State
State DV
DV
Fatality
Fatality
Review
Review Board
Board

Regional
Regional//
County
County
Review
ReviewPanel
Panel

Membership:
Regionally diverse
Review panel representatives
Recognized experts in varied disciplines
Representatives from other state
agencies ie, department of health, washington

association of police chiefs and sheriffs

Washington state coalition against DV
County level domestic violence policy
Activist lawyers
Academics

Washington State Domestic Violence Fatality Review

State
StateDV
DV
Fatality
FatalityReview
Review
Office
Office
State
State DV
DV
Fatality
Fatality Review
Review
Board
Board

Regional
Regional//
County
County
Review
ReviewPanel
Panel

Tasks:
Develop recommendations in response
to issues raised in local reviews
new or refined law
changes in practice
training
increased resources
Prioritize recommendations
Serve as a resource bank of experts
throughout the project
Consultation on content of the annual
report

Washington State Domestic Violence Fatality Review

State
StateDV
DV
Fatality
FatalityReview
Review
Office
Office
State
StateDV
DV
Fatality
FatalityReview
Review
Board
Board
Regional
Regional //
County
County
Review
Review Panel
Panel

Membership:
Battered women’s program(s)
Court advocate
Law enforcement
Medical professionals
Judges
Victim witness
Child protective services
Probation
Prosecutor
Batterer’s treatment
Medical examiner/coroner
Culturally specific programs
Animal cruelty investigators

Washington State Domestic Violence Fatality Review

State
StateDV
DV
Fatality
FatalityReview
Review
Office
Office
State
StateDV
DV
Fatality
FatalityReview
Review
Board
Board
Regional
Regional //
County
County
Review
Review Panel
Panel

Tasks:
Assist in recruitment of panel
members
Assist in identification of deaths
Identify which deaths to review
Gather public records and forward to
project staff
Each member reviews their agency
records
Participate in review
Identify local/regional issues, make
recommendations
Send representative(s) to State DV
Fatality Review Board

Washington State Domestic Violence Fatality Review

State
StateDV
DV
Fatality
FatalityReview
Review
Office
Office
State
StateDV
DV
Fatality
FatalityReview
Review
Board
Board
Regional
Regional //
County
County
Review
Review Panel
Panel

Burden on local level is light,
for the following reasons:
Lack of local leadership which
everyone would endorse
Lack of resources in rural areas
(no agency is well funded enough to
devote staff time)

Investment in the project must
be developed

Washington State Domestic Violence Fatality Review
protocols and forms
deaths for review
case summaries
resources and best practice
annual report

Flow of information
State
StateDV
DV
Fatality
Fatality
Review
ReviewOffice
Office

recommendations

State
StateDV
DV
Fatality
Fatality
Review
Review
Board
Board

deaths for review
Case information for reviews
(public records)
recommendations

Regional
Regional//
County
County
Review
Review
Panel
Panel

Washington State Domestic Violence Fatality Review Project
Case Information Form
definition of terms:
decedent(s): person(s) whose death is under review. If there are multiple decedents, please fill out a separate decedent information
sheet for each person.
domestic violence perpetrator: person who is identified as the primary abuser in the relationship. This is the person who held the
balance of power in the relationship over time, perhaps had a record of assaulting the dv victim, and who otherwise made threats or
acted in ways consistent with common definitions of domestic violence. This person may be either the decedent, the person directly
responsible for another’s death, or play another role.
domestic violence victim: person who is identified as the victim of ongoing domestic violence prior to the death under review. This is
the person who held the balance of fear in the relationship over time, perhaps had a record of seeking help to end the abuse, and who
otherwise had experiences consistent with being abused. This person may be the decedent or the perpetrator of homicide or play
another role.
Contents of the Case Information Form
A. Type of Incident ................................................................................................................................................................................ 3
B. Demographic information: ............................................................................................................................................................... 3
C. Immigrant / Refugee / Citizenship status........................................................................................................................................ 6
D. Relationship Information................................................................................................................................................................. 6
E. Family Information............................................................................................................................................................................ 7
F. Information about the circumstances of death .............................................................................................................................. 7
G. Prior Threats To Kill / Knowledge Of Level Of Dangerousness ................................................................................................. 10
H. Criminal Justice System response to the fatality ........................................................................................................................ 10
I. Status of Children after the fatality................................................................................................................................................. 12
J. Criminal Justice System involvement prior to the fatality........................................................................................................... 12
K. Batterer’s Treatment/Perpetrator’s Intervention Programs......................................................................................................... 13
L. Civil Actions .................................................................................................................................................................................... 13
M. CPS/CFS involvement prior to the fatality.................................................................................................................................... 14
N. Domestic Violence Perpetrator History Of Violence Towards Others........................................................................................ 15
O. School, Workplace and Public Assistance Response................................................................................................................. 15
P. Medical............................................................................................................................................................................................. 16
Q. Access To Helping / Accountability Resources........................................................................................................................... 17
R. Communication, Translation And Accessibility.......................................................................................................................... 18
S. Substance Abuse / Mental Health.................................................................................................................................................. 21
T. Domestic Violence Victim’s Efforts To Leave / End The Violence.............................................................................................. 21
U. Domestic Violence Fatality Review Panel summary.................................................................................................................... 22
V. Which agencies were present and participated in the review? .................................................................................................. 23
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Washington State Domestic Violence Fatality Review
This face sheet to be stored separately from rest of data
Case #
date review initiated:

county/tribe/region of review:

date review completed:
Identifying Information:
For cases of homicide, or when a death occurs in the course of self defense:
name of person directly responsible for the fatality:

Gender

relationship to decedent(s)

If deceased,
date of death

Date of Birth

date of death

Date of Birth

Aliases/AKAs
Did this person commit suicide following a completed
or attempted homicide?

yes

no

unknown

Decedents:
decedent(s) name

Gender

relationship to perpetrator of
homicide

Aliases/AKAs
Please note: none of the information on this page except for the case number will be entered into a permanent database. This
information, which connects a set of names to a case number, will be kept long enough to ensure that fatalities are not reviewed more
than once by different regions, and then destroyed. Thus, all documentation of the case in the records of the Domestic Violence Fatality
Review Project will be designated by case # and not names.

Date of review:

Domestic Violence Fatality Review Case
#___________

Short narrative overview:

A. Type of Incident
homicide

suicide

multiple homicide

was a suicide involved as well?

suspicious accident

Check all that apply:
deceased

person(s) who are the direct cause of death

domestic violence perpetrator

domestic violence perpetrator

domestic violence victim

domestic violence victim

children of dv victim

child of dv victim and / or perpetrator

children of dv victim and perpetrator

person hired by or acting on behalf of: domestic
violence perpetrator

children of dv perpetrator, but not
the dv victim’s

person hired by or acting on behalf of: domestic
violence victim

other family of dv victim

law enforcement

other family of dv perpetrator

other (specify):

friends of dv victim
new intimate partner of dv victim
advocates/lawyers for dv victim
co workers of dv victim
police officer
bystanders
other (specify):
B. Demographic information:
Identification of dv victim and dv perpetrator
Has the panel identified a domestic violence victim and a domestic violence perpetrator?

yes

no

If yes, what did the panel base this identification on?
Filings for any of the civil orders for protection

histories of arrest and prosecution for dv

testimony from friends and family

histories of seeking help from programs for victims of dv

perpetrator treatment records

Race
Please note that racial identifications can be complicated by citizen/immigrant status as well as assimilation/acculturation. Panel
members should take care to consider race in relation to immigration/citizen status.
Domestic violence victim’s racial identification

Domestic violence perpetrator’s racial identification
white / non Hispanic
African/African American

tribe:

Native American

tribe:

Hispanic / Latino
specify:

Asian

specify:

specify:

mixed race

specify:

specify:

other

specify:

Gender
Domestic violence victim’s gender

Domestic violence perpetrator’s gender
man
woman

specify:

other

specify:

Age
Domestic violence victim’s date of birth

Domestic violence perpetrator’s date of birth

Education
Domestic violence victim’s educational attainment

Domestic violence perpetrator’s educational
attainment
no high school
some high school
high school degree
GED
some college
AA degree
BA
M.A.
Ph.D.
J.D.
other license/certificate
Unknown

Economic status
Domestic violence victim’s

Domestic violence perpetrator’s

estimated income: $

estimated income: $

source of income:

source of income:
employed
on SSI / SSD
receiving food stamps
unemployment
On AFDC
on TANF
minimum wage job
spousal support
family
no income
Other
unknown

Law Enforcement / Military
Was either the domestic violence victim or the domestic violence perpetrator employed by the law enforcement or the military?
no

yes. If yes, specify below:

domestic violence victim

domestic violence perpetrator
employed in law
enforcement
specify position
employed in military
specify position

Please specify the country if the law enforcement or military experience was for an institution other than the US:
Sex Industry
Is there any evidence that the domestic violence victim was involved in the sex industry?

yes

no

unknown

Is there any evidence that the domestic violence perpetrator encouraged or coerced the domestic violence victim to participate
yes
no
unknown
in the sex industry?

C. Immigrant / Refugee / Citizenship status
Please check all that apply:
domestic violence victim’s status

domestic violence perpetrator’s status
citizen of the United States
documented immigrant/refugee
undocumented immigrant / refugee
in the process of attaining documented
legal status
sponsor

sponsored by:

sponsored by:

domestic violence perpetrator

domestic violence victim

employer

employer

filing individually based on status as
a battered woman

other specify:

other specify:
If the domestic violence victim was an immigrant or refugee, is there any evidence that the domestic violence perpetrator held the
domestic violence victim’s passport or other important legal documentation?
yes
no
unknown

D. Relationship Information
Domestic violence perpetrator’s relationship to domestic violence victim at time fatality occurred:
(check one in each column)
legal status of relationship

living together status

emotional status

children

no legally recognizable
relationship / never
married

living together
since:

relationship current at time of
death

had children in common

married
date

previously lived together,
not living together at time
of death

in process of breaking up/victim
had stated intention of leaving

no children, in common or
otherwise

separated
date

always maintained
separate dwellings

broken up/ separated/divorced
at time of death
date of separation:

children in the household,
but not in common

dating history existed, but
indicators of a serious
reciprocal relationship not
present

pregnant at time of fatality

divorced
date

registered as domestic
partners

how many months?
were children living with
someone other than parent?
specify
Fostercare

relatives

E. Family Information
number of children living in the domestic violence victim’s home

age and gender of each:

(if different) number of children living in the domestic violence perpetrator’s home ages

genders

legal relationships to children:
children living with
domestic violence victim

children living with domestic
violence perpetrator (if
different)
parent
stepparent
relative
guardian
no legally recognized relationship
other

Number of others living in domestic violence victim’s home:
relationship(s)
other

parent

sibling

cousin
Yes

Was the domestic violence victim pregnant?

friend
No

acquaintance

husband/boyfriend/partner (different than abuser)

Unknown

If yes, was the domestic violence perpetrator the father?

Yes

No

Unknown

F. Information about the circumstances of death
Where the death occurred
check an appropriate range for the population of the city and county in which the death occurred:
county population
Did the death take place on:

under 15,000

15,000-40,000

40,001-70,000

a reservation or tribal land? specify

70,001-400,000

400,001 and up

military land? specify

Nature of the location where the death or the injurie(s) which resulted in the death occurred:
domestic violence victim’s home

domestic violence perpetrator’s home

street/parking lot

home of friend/family

public building specify

Unknown

hospital

public land/park/forest specify

other

domestic violence victim’s workplace

domestic violence perpetrator’s workplace

If death or the injurie(s) which resulted in death occurred at a home, where?
kitchen

bathroom

bedroom

living room

yard

garage

basement

barn or other outbuilding

other (please specify):

Medical Care
Did the death occur under medical care?

yes

no if yes, specify (hospital, trauma center, private doctor)

Did the decedent receive any medical attention for the fatal injurie(s) prior to death?

Who provided medical intervention:
Emergency Medical Team
local hospital emergency room personnel

Fire department personnel
police
regional trauma center emergency room personnel

Ambulance personnel
other_____________

What sort of medical intervention took place?
Did the decedent have to be transported to a regional trauma center (i.e., Harborview)? By what means? How long did this take?
Access to / use of firearms
If a gun was used, was it available in the home?
was it available in the car?

No

Unknown

Yes

No

Unknown

domestic violence perpetrator

Who owned the gun?
When was it purchased?

domestic violence victim

yes

no

yes

no

If yes, when was it stolen?

unknown

yes

Were all required registrations in place?

no

unknown

unknown
(date) from where was it stolen?

Did the dv victim or prosecutor ever request on a court order that guns be surrendered or destroyed?
Did a court ever order that the guns be surrendered or destroyed?
Were they?

yes

other (specify)

Date:

Was it acquired legally?

Was the gun stolen?

Yes

no

yes

no

yes

no

unknown

unknown

unknown

Did law enforcement ever have the legal authority to remove guns from the home?

yes

no

unknown

If the dv victim and perpetrator lived together, did the dv victim ever request directly to the police that guns be removed from the home?
yes
no
unknown
Were they removed?

yes

no

unknown

date of removal:

Were they returned?

yes

no

unknown

date of return:

Federal prohibitions on gun ownership/possession
Had the person in possession of the gun ever been convicted of a domestic violence misdemeanor or felony?
yes

no

unknown

Had the person in possession of the gun ever been a respondent to a domestic violence protection order (not NCO or RO)?
yes

no

unknown

Did the domestic violence perpetrator own large guns not covered by laws limiting offender’s right to own guns?
yes

no

unknown

Motor vehicle involved:
If Motor vehicle incident/crash, check all that apply
domestic violence victim

domestic violence perpetrator
Driver
passenger

pedestrian
Who investigated the scene of the accident:
specialized auto accident unit within the local jurisdiction
specialized auto accident unit from State Patrol
non specialized unit
Was there any history reported to any agency of “crazy driving” as an abusive tactic?
Yes
No
Unknown
Who was present at the scene of the fatal attack / fatality / accident?
Who was present? (on same
property, in same house, nearby…)
check as many as apply

Did they witness the fatal attack /
fatality / accident?
Yes

no

Children (list by age / gender)

other family
friends
acquaintances
strangers/bystanders
new intimate partner
coworkers
helping professionals/advocate
Emergency Medical Tech
Fire Dept Personnel
Ambulance personnel
other
Did anyone hear excited utterances before the death occurred?
If yes, were the excited utterances documented?

yes

yes
no

no

unknown

unknown

unknown

G. Prior Threats To Kill / Knowledge Of Level Of Dangerousness
Do any law enforcement reports, charging papers or protection order narratives include descriptions of the following (if yes, indicate
dates if possible):
law enforcement
reports

charging papers

protection order
narratives

reported in
counseling /
advocacy

Reported to /
witnessed by family
/ friends

threats to kill dv
victim
threats to kill
children ,family
members or
friends
suicide threats
suicide attempts
choking
knife brandished
knife used
gun brandished
gun used
blunt object
brandished
blunt object used
suspected or
charged in death
of former intimate
partner
former intimate
partner died in an
accident

H. Criminal Justice System response to the fatality
Law Enforcement
What agency(s) responded to the fatality (or incident which resulted in a fatality)?
Did law enforcement arrive

before or

after the fatality occurred?

What sort of call were law enforcement responding to:
domestic violence
shots fired

barricaded

other (specify)

possible suicide

possible DOA

suspicious circumstances

If the situation was a barricade or hostage situation, were negotiators brought in?

yes

no

unknown

Were police forced to defend themselves or otherwise act with deadly force? (blue suicide/suicide by police)

yes

no

Was there enough information to immediately identify a suspect?
If no, how long did it take to identify a suspect?

date suspect identified:

Was an arrest made at the scene of the fatality/fatal injury/attack?
Was there a tentative identification of a suspect or identification of a person of interest?
How much time elapsed between the fatality and arrest of suspect?

yes

no

unknown

date of arrest:

Did law enforcement investigations identify enough information to charge the suspect?

yes

no

unknown

Prosecution and Courts
Were criminal charges filed related to the fatality?

Yes

No

Unknown

If No, were charges not filed because:
it was a suicide/homicide

it was a suicide (no homicide involved)

it was ruled self defense
No for other reasons, please explain:
Against whom were charges filed?

domestic violence perpetrator

domestic violence victim

the original charges

plead down to:

1.

1.

2.

2.

3.

3.

4.

4.

other(s)

What amount was bail set at?
Did the suspect make bail?
Was the suspect offered a plea bargain?
What factors informed the decision to offer a plea bargain:

If defendant did not plea, was the case tried before a jury?
trial date

length of trial

Sentencing date:
Disposition:

acquitted

probation # years/months:

prison #
years/months:

jail # years/months

treatment

credit for time
served
(months/days)

suspended?
If on probation, what were the conditions of release?
Were any court orders issued? (i.e., a No Contact Order)
Were parental rights severed?

yes

no

unknown

I. Status of Children after the fatality
Had CPS/CFS been involved with the family prior to the fatality?
yes

Were children placed immediately after the fatality?

yes
no

no

unknown

unknown

Where were children placed?
Foster care

group home

relatives of the domestic violence perpetrator

relatives of the domestic violence victim

other (specify)

If children were placed in foster care, was a relative ever identified for permanent placement?

yes

no

How long did it take to identify a relative for placement?
Were the policies of the Indian Child Welfare Act followed?
Was the children’s tribal status assessed?
If the children were members of a tribe, was the tribe contacted?
What factors influenced the placement decision?
Were children expected to testify at a trial?
What counseling / support did children receive after the fatality?
J. Criminal Justice System involvement prior to the fatality
(please fill out a Criminal Justice System prior to the fatality form for each contact)
Pending criminal actions at time of the fatality
court date

court date

protection order violation

stalking

no contact order in place

sexual abuse of domestic violence victim

no contact order violation

sexual abuse of children

assault

other

Were domestic violence related charges ever dismissed against this domestic violence perpetrator with this dv victim?
yes

no

How many times?

unknown
Official reason for dismissal

Does the domestic violence perpetrator have a prior history of domestic violence towards other victims?
Yes

No

Unknown

How many?

unknown

Was there ever any indication that the domestic violence perpetrator pressured the domestic violence victim to refuse cooperation with
the prosecution, or to change the story from the initial statements?
Yes
No
Unknown
K. Batterer’s Treatment/Perpetrator’s Intervention Programs
How many times had the domestic violence perpetrator been ordered to batterer’s treatment?

to anger management?

Was the domestic violence perpetrator ordered to batterer’s treatment by more than one jurisdiction?
How many times had the domestic violence perpetrator successfully completed batterer’s treatment? Or anger management?
If the domestic violence perpetrator was in batterer’s treatment, was there ever any talk of homicide or suicide?
Yes

No

Unknown If yes, explain:

If yes, what actions were taken with reference to victim safety?
victim contacted and warned

dv perpetrator expelled from program

law enforcement notified

other

L. Civil Actions
Past, disputed and pending Civil Actions:
in place (date)

disputed

divorce
parenting plan
primary physical custody
visitation
parenting evaluation
child support collection
civil orders
Temporary protection order
Permanent protection order
restraining order
anti harassment order
Tribal Peacemaker Circle or other
traditional dispute resolution order
other
Custody
What were the custody arrangements? (check all that apply)
domestic violence victim

domestic violence perpetrator
had sole legal physical
custody
joint custody
unsupervised visitation
supervised visitation
overnight visits

pending action/decisions (date)

no visitation
Threats regarding the children:
Is there any indication that the following threats were ever made (indicate person threatening, nature of threat/action)
domestic violence perpetrator

domestic violence victim

threatened to

threatened to

actually did

actually did

take the children to a location unknown by the other for reasons
other then their own or the parent’s safety (please make a
distinction between seeking safe shelter and ‘kidnapping’)
harm the children
kill the children
for how long?
Specify
relationship

otherwise deny the other person contact to the children
harm family members, new love interests, or friends

for how long?
Specify
relationship
Yes

Guardian ad Litems

No

Unknown

Had a guardian ad litem or Court Appointed Special Advocate been appointed?
Had this person received training in identifying and responding to domestic violence?
Parenting Evaluations
Had a parenting evaluation taken place?
Did the evaluator identify domestic violence?
Were considerations for the domestic violence victim and children’s safety built into the
recommended plan?
Visitation
Had the victim indicated fear of or reluctance for an arrangement including unsupervised
visitation?
Do affordable supervised visitation centers exist in the domestic violence victim’s or the
domestic violence perpetrator’s community?
M. CPS/CFS involvement prior to the fatality
According to CPS/CFS, were there any founded or unfounded (in CPS/CFS terms) allegations of child abuse filed against the domestic
violence victim?
Yes
No
Unknown
date

allegation

child involved

did CPS/CFS find the
allegation to be founded
or unfounded ?

consequences / follow
up

According to CPS/CFS were there any founded or unfounded (in CPS/CFS terms) allegations of child abuse filed against the domestic
violence perpetrator?
Yes
No
Unknown
date

allegation

child involved

did CPS/CFS find the
allegation to be founded
or unfounded ?

consequences / follow
up

According to CPS/CFS, had either the victim or perpetrator of domestic violence received services as victims of abuse when they were
children? If yes, check off boxes below:
Domestic violence victim

Domestic violence perpetrator
Unfounded reports filed
Founded reports filed (specify year and
nature of report)
Was removed from home

If yes, specify years in foster care:

Placed in foster care?

If yes, specify years in foster care:
yes

no

unknown

Had the CPS/CFS worker received training regarding the identification of domestic violence
and its role in child abuse?
Did the CPS/CFS worker screen for domestic violence?
Was domestic violence identified as an issue by the CPS/CFS worker?
Was the dv victim given referrals to a dv program or legal advocacy by the CPS/CFS worker?
Did domestic violence victim safety figure into the CPS/CFS plan for the family? (specify)

N. Domestic Violence Perpetrator History Of Violence Towards Others
Is there any evidence that the domestic violence perpetrator was violent towards other people? (i.e., bar brawls, complaints filed by
people other than the domestic violence victim, previous intimate partners, fighting with police…)
date

source of this
information

type of incident

Relationship to the victim

was an agency
involved? If so,
specify

outcome

Is there any evidence that the domestic violence perpetrator was violent or abusive towards animals?
date

source of this information

type of incident

was an agency involved? If so,
specify

outcome

O. School, Workplace and Public Assistance Response
Was the domestic violence victim was in school?
If yes, specify type of campus:

high school

yes

no

community college

private 4-year institution

public university

yes (specify)

no

unknown

Had the domestic violence perpetrator harassed,
threatened or assaulted the victim at school or on the way
to school?
Were school officials notified of the existence of domestic
violence?
Were any provisions for the domestic violence victim’s
safety on campus implemented?
Does the school have a policy for responding to domestic
violence?
Does the school have on campus resources for victims of
domestic violence?
Did the domestic violence victim hold a job prior to the fatality ?

yes

no if yes, please answer the following:

yes (specify)

no

unknown

Had the domestic violence perpetrator harassed,
threatened or assaulted the victim at the workplace or on
the way to work?
Were supervisors aware of the existence of domestic
violence?
Were any provisions for the domestic violence victim’s
safety in the workplace implemented?
Does the workplace have a policy for responding to
domestic violence?
Does the workplace provide any resources for victims of
domestic violence?
Was the domestic violence victim on any form of public assistance prior to the fatality?
Yes (specify

yes

no If yes, answer the following:
No

Unknown

What training had the case worker had regarding domestic
violence?
Did the caseworker screen for domestic violence?
If the domestic violence victim was on TANF, had she
qualified for the domestic violence exceptions?
P. Medical
yes
Had the victim suffered prior injuries as a result of domestic violence?
Do hospital records make any note that injuries were domestic violence related?
Do hospital records note having provided referrals/resources for domestic violence?
If the domestic violence victim was pregnant in the 5 years prior to the fatality:
Had the domestic violence victim received prenatal care?

no

unknown

If yes, starting what month of pregnancy?
Did the prenatal care provider routinely screen for domestic violence?
Was abuse identified during the course of prenatal care?
Summary of history of visits for injuries, accidents and trauma to hospital/medical by domestic violence victim
Date of visit

chief complaint

admit/discharge

disposition

domestic violence
discussed?

Summary of history of visits to hospital/medical by children in the home for injuries, accidents and trauma
Date of visit

chief complaint

admit/discharge

disposition

any suspicion of
abuse?

Q. Access To Helping / Accountability Resources
Did the domestic violence victim have access to a working telephone?
If yes, where?

In the domestic violence victim’s home
At friend/family/neighbor’s

yes

no

unknown

At the domestic violence victim’s place of work
Other (specify)

How far did the domestic violence victim have to travel to access community resources in person?
Did the domestic violence victim have access to transportation?
If yes, specify:

own car

borrowed car

yes

public transportation

no

unknown

other (specify)

To the panel’s knowledge, were any of the following agencies involved with the domestic violence victim or the domestic violence
perpetrator in the past 5 years prior to the fatality? Check all that apply and list specific names:
dv
victim

dv
perpetrator

Organization

dv
victim

dv
perpetrator

Organization

law enforcement

domestic violence victim
shelter/safehouse

city prosecutor

religious community / church /
temple / mosque

county prosecutor

community based legal
advocacy

court/judges (specify)

court based legal advocacy

superior
municipal
family court

district
Protection order advocacy
program

dv
victim

dv
perpetrator

Organization

dv
victim

dv
perpetrator

Organization

municipal court

immigrant advocacy
organization

probation

animal control/humane society

parole officer

Dept. of Child and Family
Services (CPS, FRS)

anger management program

culturally specific organization

batterer’s intervention
program

TANF office

substance abuse program

TANF employment program

mental health provider

homeless shelter

health care provider

sexual assault program

supervised visitation/drop off
center

other domestic violence victim
services (i.e., support group,
one to one counseling….)

regional trauma center

other social services agency:
specify

local hospital

private/HMO Dr.

Fire department

emergency medical technician

ambulance services

daycare

R. Communication, Translation And Accessibility
Disability
domestic violence victim

domestic violence
perpetrator
Physical disability (specify)
was the disability work related?
What sorts of accommodations were
required for accessibility?
Cognitive disability (specify)
was the disability work related?
What sorts of accommodations were
required for accessibility?

Communication and access to information
domestic violence victim

domestic violence perpetrator
spoke English as a 2nd language

1
(none)

2

3 4

5

(excellent spoken English)

Degree of fluency in spoken English

1
(none)

2

3 4

5

(excellent spoken English)

domestic violence victim
1
(could not read)

2

3 4

domestic violence perpetrator
Degree of fluency in written English

5

1

(reads at 8th grade level+)

(could not read)

2

3 4

5

(reads at 8th grade level+)

specify 1st or primary language
1
(could not read)

2

3 4

Degree of literacy in written 1st language

5

(reads at 8th grade level+)

1

2

(could not read)

3 4

5

(reads at 8th grade level+)

could speak/vocalize enough English to
do the following without a translator /
signer?
yes

no

unknown

give a statement to law enforcement

yes

no

unknown

yes

no

unknown

understand spoken instructions or
questions from law enforcement

yes

no

unknown

yes

no

unknown

receive meaningful counseling/advocacy
in spoken English

yes

no

unknown

Translation
If the domestic violence victim possessed a limited capacity in spoken English, who provided translation in the following
circumstances?
With law enforcement

for protection orders

in criminal hearings

In probation meetings

no one
children
neighbor
relative
domestic violence perpetrator
professional translator
bilingual law enforcement
officer or court personnel
language bank
Access to community resources for the domestic violence victim
service

community based
legal advocacy
victim’s shelter

exists in community
in domestic violence
victim’s primary
language?

domestic violence
victim accessed in
primary language

is there affordable
translation available
to make accessible?

domestic violence
victim accessed via
translation

accessible to a
person with the
domestic violence
victim’s physical or
cognitive
disabilities?

service

exists in community
in domestic violence
victim’s primary
language?

domestic violence
victim accessed in
primary language

is there affordable
translation available
to make accessible?

domestic violence
victim accessed via
translation

accessible to a
person with the
domestic violence
victim’s physical or
cognitive
disabilities?

translation available
to make accessible?

domestic violence
perpetrator obtained
service via
translation

accessible to a
person with the
domestic violence
perpetrator’s
physical or cognitive
disabilities?

support groups
mental health
substance abuse
homeless shelter
criminal proceedings
civil proceedings
court based legal
advocacy
supervised
visitation/drop off
police department
domestic violence
unit
specialized dv
prosecutor’s unit
immigrant women’s
advocacy
organization
police DV unit
prosecutor DV unit
probation
specialized DV
unit
municipal
state
immigrant advocacy
organization
Access to community resources for the domestic violence perpetrator
service

batterer’s treatment
mental health

exists in community
in domestic violence
perpetrator’s
primary language?

domestic violence
perpetrator obtained
service in primary
language

substance abuse
probation officer
muni

state

criminal
proceedings
civil proceedings
defense attorney
S. Substance Abuse / Mental Health
domestic violence victim
no

Drugs

domestic violence perpetrator
alcohol

drug, if known

affected by drugs or alcohol at the time of the
fatality?

has a history of substance abuse indicated
by
enrollment in substance abuse
treatment (specify program)
police reports

no

Drugs

drug, if known
has a history of substance abuse
indicated by
enrollment in substance abuse
treatment (specify program)

convictions

self identification

alcohol

police reports

convictions

self identification

other:

other:

had history of mental illness indicated by
(specify clinic, program or doctor)

had history of mental illness indicated
by (specify clinic, program or doctor)

crisis mental health response

crisis mental health response

inpatient treatment

inpatient treatment

outpatient treatment

outpatient treatment

prescriptions for :

Substance abuse providers

prescriptions for :

Yes

No

Unknown

Did the substance abuse provider have a dv assessment tool in place?
Do the substance abuse counselors receive training regarding domestic violence?
Mental health providers
Did mental health programs have a dv assessment tool in place?
Did mental health providers have training regarding domestic violence?

T. Domestic Violence Victim’s Efforts To Leave / End The Violence
If the victim was living with the domestic violence perpetrator at the time of death, had she/he attempted to move out and/or leave the
relationship at a prior time?
Yes
No
Unknown
If yes, how many times?

Housing
Is there any evidence that the domestic violence victim sought shelter (please check ):
type of program:

sought out and succeeded in
obtaining shelter

sought out and did not
succeed in obtaining shelter

domestic violence shelter

for how long?

Reason, if known:

homeless shelter

for how long?

Reason, if known:

transitional/long term shelter

for how long?

Reason, if known:

subsidized housing

for how long?

Reason, if known:

unknown

What is the average number of requests for shelter turned down by the domestic violence shelters in the area?
Were waiting lists for subsidized housing open in the domestic violence victim’s area in the year prior to fatality?
How long would a domestic violence victim expect to wait for an opening in subsidized housing?
Was there an unusually low vacancy rate in the domestic violence victim’s area, making rents high?
yes

no

unknown

What does the panel estimate rent would cost for the domestic violence victim (and her children)?
Making ends meet
What percentage of the dv victim’s income would have to go to rent?
What percentage of the total income would have to go to child care?
Is there any indication (for example, statements to friends, relatives, attorneys or advocates) that the domestic violence victim
could not afford to leave the domestic violence perpetrator and still provide housing, clothing and food for the children?
yes

no

unknown

Are there any indications that the domestic violence perpetrator prevented the domestic violence victim from succeeding in
yes
no
unknown
work environments?
Other barriers
If it seems the domestic violence victim was seeking to escape the relationship, what other barriers to leaving were identified
by the review panel?
U. Domestic Violence Fatality Review Panel summary
Based on the information available to the Domestic Violence Fatality Review Panel, does the Panel agree that this is a domestic
Yes
No
violence related death?
If not, please note why:

What prevention activities would the committee like to propose? (please elaborate)
increase existing services for domestic violence victims

changes in government agency practice

create new services for domestic violence victims

changes in non profit agency practice

increase services for domestic violence perpetrators
create new services for domestic violence perpetrators
Legislation change
community safety project
public forum
education activities in schools

changes in other agency/organization practice (specify)
new programs
increased coordination / cooperation / communication
between ____ and ____
increased training for ____________ on ______________
changes in TANF policy/implementation

education through media
What if any, recommendations would this panel make as a result of case review?

V. Which agencies were present and participated in the review?
shelter/safehouse

batterer’s intervention program

law enforcement

other social services agency: specify

city prosecutor

court advocate

county prosecutor

animal control/humane society

family court

Dept. of Child & Family Services (CPS/CFS, FRS)

municipal court

TANF case worker

mental health provider

Probation

court based legal advocate

parole

community based legal advocate

court/judges

health care providers

other

Health department program (specify)

municipal

state
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This form to be filled out for each contact with the criminal justice system prior to the fatality.
Criminal Justice System Involvement prior to the fatality
This is _________ of __________ total Criminal Justice System contact forms
Is there any indication that the domestic violence perpetrator and the domestic violence victim may have had contact
with multiple law enforcement agencies and multiple jurisdictions? (ie, did they move from another county/city?)
yes
no
unknown
Was the panel able to obtain information from all agencies which were suspected or known to have contact with the
domestic violence victim and domestic violence perpetrator?
yes
no
unknown
Police
Date police contacted:

time of initial contact:
911

police contacted via

non emergency line

other (specify)

Who contacted the police?
domestic violence victim
yes

Were officers dispatched?

domestic violence perpetrator
no

child

neighbor

other

unknown

If not, why not?
If yes, to what sort of call were officers dispatched?
Domestic disturbance

suspicious circumstances

other

Who was present when police arrived? Check all that apply:
domestic violence victim

domestic violence perpetrator

children

other family member(s)

other acquaintance(s)

neighbors

yes

Did officers take a report?

no

unknown

If no, why not?
yes

Did the suspect have a gun?

no

unknown
yes

If yes, did the officers confiscate the weapon(s)?
Did officers arrest a suspect?
If no, why not?

yes

no

probable cause not established

no

unknown

unknown
suspect not present

other (specify)

Were both the domestic violence victim and the domestic violence perpetrator arrested? (mutual arrest)
yes

no

unknown

If the suspect was not present, did the officers make an effort to locate the suspect?
What injuries (if any) did the domestic violence victim report?
No injuries

other (specify

What injuries (if any) did the domestic violence perpetrator report?
No injuries

other (specify

Did any one require medical attention? (check all that apply)
medical attention:

yes

no

unknown

needed

offered

refused

dispensed
on site

transported
to hospital

domestic violence victim
domestic violence perpetrator
child(ren)
other family member(s)
other acquaintance(s)
other
Did law enforcement give domestic violence victim information about resources?
pamphlet or other written material

verbal information

unknown

Was there any follow up investigation?
Did the department possess adequate equipment/resources to investigate the case?
Did law enforcement return to take pictures of bruises? Or other injuries?
Did law enforcement forward the case to the prosecutor?

yes

no

unknown

If no, why not?
If yes, date case forwarded:
Arraignment
If the domestic violence perpetrator was taken into custody, how long were they held before released?
yes

Were they released on bail?

no

Were they released prior to arraignment?

unknown If yes, in what amount?
yes

no

unknown

Were any conditions attached to the domestic violence perpetrator’s release?
Was a no contact order issued as a condition of release?
yes

Was a no contact order issued at arraignment?

no

unknown

Was the no contact order dropped at some point?
Who initiated dropping this order?

Prosecutor

dv perpetrator

dv victim

What factors influenced the decisions about bail amounts, release and conditions for release?
Prosecution:
Date prosecutor received case:
Did the prosecutor’s office attempt to contact the domestic violence victim?
How?

Letter

phone call

domestic violence victim initiated contact

Did the prosecutor’s office succeed in contacting the victim
If yes, who did the victim talk to?

yes

advocate

prosecutor

no
other:

unknown

Did the prosecutor file charges?

yes

no

unknown

If no, what factors influenced the decision not to file charges?
charges filed

defendant plead to

1.

1.

2.

2.

3.

3.

Did the prosecutor accept a plea bargain and / or dismiss some charges?
What factors influenced the decision to accept a plea / or dismiss charges?
If the case went to trial:
date of trial:
sentencing date:
Did any new assaults/violations of protection orders or calls to law enforcement for assistance occur between the
yes
no
unknown
initial contact on these charges and the trial date?
If so, please reference dates of these contacts and ensure separate contact with CJS sheets are filled out.
Outcome:
charges
1.

2.

disposition
acquitted

probation

time served

dropped/dismissed

jail time:

prison time

guilty

batterer’s treatment

deferred sentence

substance abuse treatment

stipulated order of
continuance

other

acquitted

probation

time served

dropped/dismissed

jail time:

prison time

guilty

batterer’s treatment

deferred sentence

substance abuse treatment

stipulated order of
continuance
3.

Sentence/conditions (specify length)

other

acquitted

probation

time served

dropped/dismissed

jail time:

prison time

guilty

batterer’s treatment

deferred sentence

substance abuse treatment

stipulated order of
continuance

other

The prosecutor
asked for (check
all that apply)

The court ordered (check all
that apply)

Program successfully
completed? (date of
completion if yes)

batterer’s treatment
batterer’s evaluation
anger management
substance abuse treatment
restitution
victim’s education or counseling
court costs

specify amount

other(specify)
Was the victim asked to testify?
Did the victim

not testify

yes

no

unknown

recant her original statements

Did the victim have contact with a court advocate?

yes

testify to the crime
no

unknown

Courts and monitoring of court orders:
Court orders were issued in

district court

municipal court

superior court

no court

What mechanisms exist for timely monitoring of treatment enrollment and completion in the jurisdictions in which it
was ordered?
Did municipal court have a probation department?
If yes:

yes

no

unknown

Did probation officers have specialized training in domestic violence?

yes

no

unknown

Is it common practice for probation officers to contact victims?

yes

no

unknown

Was the victim contacted in this case?

yes

no

unknown

Did probation officers have specialized training in domestic violence?

yes

no

unknown

Is it common practice for probation officers to contact victims?

yes

no

unknown

Was the victim contacted in this case?

yes

no

unknown

Did the district court have a probation department? If yes:

If conditions of court orders were violated, what consequences were imposed?
Date
condition

condition ordered

date consequences imposed for
failure to comply to condition

what were the consequences?

Washington State Domestic Violence Fatality Review
Official Records of Death and Cause of Death (to be filled out for each decedent, using additional forms if necessary)
DV Fatality Review Case #_______________
This form is #

of

total related to this case

Decedent is one of

total homicides and

suicides

Decedent committed suicide
Deceased (check one)

person(s) who are the direct cause of death

DV perpetrator

law enforcement officer

DV perpetrator

DV victim

bystanders

DV victim

children of DV victim

other (specify):

child of DV victim and / or perpetrator

other family of DV victim

person hired by or acting on behalf of: DV
perpetrator

children of DV perpetrator, but
not the DV victim’s

other family of DV perpetrator

person hired by or acting on behalf of: DV
victim

other family of DV victim

friends of DV victim

law enforcement

children of DV victim and
perpetrator

specify:
other family of DV perpetrator

new intimate partner of DV
victim

friends of DV victim

advocates/lawyers for DV
victim

new intimate partner of DV
victim

co workers of DV victim

advocates/lawyers for DV
victim

law enforcement officer

co workers of DV victim

other (specify):

bystanders
other (specify):

Relationship of victim of homicide to perpetrator:
Autopsy and official record of death
Yes

Was an autopsy performed?
if yes, by who?

No

Medical Examiner

Unknown
Pathologist contracted by a Coroner

Category of death listed on death certificate:
natural

accident

suicide

homicide

What is the official cause of death?
Was blood alcohol level determined?
Yes

No

Unknown

Results?

Were tests conducted to determine the presence of drugs?

undetermined

other

yes

no

unknown

Results?

How the death occurred
Agent of injury:
blunt weapon specify:
motor vehicle
burns
hanging
knife
specify: kitchen hunting

rifle
handgun
fire
hatchet/ax

automatic
automatic

suffocation/strangulation
poisoning
striking
other specify:

other

If homicide:
yes

Did the fatal assault include a sexual assault?
Did the decedent die

in the midst of an attack or

no

unknown

some time later as a result of injuries arising from that attack?

If decedent died sometime later as the result of an attack, what sorts of injuries were sustained?
How much time had passed between the attack and receipt of medical care?
Who provided medical care / first aid after the attack? Check all that apply:
fire department

emergency medical technicians

hospital emergency room

police

How much time passed between the attack and the death?
Where did the decedent die?

At the scene of the attack

Did any other medical factors contribute to the fatality?

in hospital
yes

in transport to hospital
no

other (specify)

Unknown

if yes, check all that apply:
infection

post-surgical

other medical problems
were these the result of DV?

congenital medical
condition

cancer

yes

no

unknown

yes

no

unknown

prior injuries
were these the result of DV?

Washington State Domestic Violence Fatality Review Project

Policy on the collection and recording of information from
Domestic Violence Fatality Reviews
The Washington State Domestic Violence Fatality Review Project will
Two ways to
engage in two primary methods of information gathering:
gather
information on
1. county/regional reviews of specific fatalities (these are
domestic
detailed, multidisciplinary examinations of the
violence
circumstances leading up to a particular fatality)
fatalities
2. analysis of existing publicly available databases (i.e.,
Washington Association of Sheriffs and Police Chiefs)
Purpose of
gathering
information

County /
regional
reviews of
specific
fatalities

Each of these methods of gathering information may contribute to
achieving the project purpose which is to
•

identify trends and patterns in domestic violence related
fatalities

•

increase safety for victims and accountability for
perpetrators

•

formulate recommendations for collaboration on domestic
violence investigation, intervention and prevention

County/regional reviews of specific fatalities allow for detailed
discussion of individual cases (making use of public records for
information). Interdisciplinary groups thinking through circumstances
of these cases can identify training and resource needs as well as
gaps in local systems. Discussion will also increase understanding
of the complex nature of domestic violence, the challenges battered
women face in escaping violence, and the policies and constraints
each institution/organization works within in responding to domestic
violence.
Some information obtained in these reviews will be entered into a
database in order to facilitate identification of common themes
between cases, and avoid reviewing the same fatality twice.
Common themes identified in these detailed reviews can raise issues
for discussion regarding policy and practice around the state and will
help focus analysis of existing databases.
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Analysis of
existing data
bases

Existing databases (vital statistics, Uniform Crime Report
compilations by the Washington Association of Sheriffs and Police
Chiefs) can be used to identify quantitative information regarding
domestic violence. For example, these sources of information can
help identify how many deaths are currently identified as domestic
violence related. We may be able to track what percentage of
women murdered by current and former partners had obtained
restraining orders against their partners, or had sustained traumatic
injury in the years preceding the fatality. Such information may
guide inquiry in the future and form the basis of policy proposals,
educational information and training materials.

In the future…

Examining existent databases in order to track domestic violence
related fatalities might lead to the formulation of recommendations
regarding the compilation of such information.

Protection of
confidentiality

The database created from the information gathered in
county/regional fatality reviews will not include the name of the victim
or perpetrator or the county in which the death took place. Such
identifying information will be stored separately and destroyed
regularly.

Reports

Domestic Violence Fatality Review Project Annual Reports will
include two kinds of information:
1. quantitative information from publicly available databases such as
WASPC, (how many women and men died, numbers of
homicide/suicides, how many children died, etc.)
2. identification of common themes from county/regional reviews
(for example, a commonly felt need for increased training for a
particular profession)
Reports will not focus on particular fatalities, but will instead seek to
identify trends, patterns and general recommendations. If a
particular case is specifically referenced, identifying information will
not exceed information available in public records or in newspaper
coverage of the fatality.

Collaboration

Domestic Violence Fatality Review Project reports may contain
interpretations of data and information obtained from reviews as well
as recommendations and policy suggestions. These will be
formulated in collaboration with county/regional review panels,
domestic violence experts in the law enforcement, prosecution,
batterer’s treatment, probation, judicial, child protective and medical
professions, community based battered women’s advocates, and the
Washington State Coalition Against Domestic Violence.

How
demographic
information
will be used

Particulars such as race, income level, educational attainment and
language ability will be gathered during fatality reviews in order to
further understanding of the following:
•

potential barriers to seeking/receiving help

•

obstacles to effective intervention and accountability

•

accessibility of helping resources

•

constraints domestic violence victim’s options

As in all aspects of the review, the focus is on understanding system
response to domestic violence victims and perpetrators, and
identifying ways to increase victim safety and perpetrator
accountability.
Avoiding
misuse of
information

All evidence indicates that the capacity for violence resides in every
human population. In interpreting information from reviews, care will
be taken to avoid drawing inferences about the inherent
characteristics of particular populations.
Except in cases of self-defense, no person deserves to be abused or
die at the hands of another. Interpretation of information from
reviews should not imply that victims of domestic violence are
responsible for or deserved their victimization or death.

The case
information
form

The case information form was created in collaboration with an
Advisory Committee consisting of judges, prosecutors, law
enforcement officers, medical personnel, probation officers, battered
women’s advocates, child welfare workers, and the Washington
State Coalition Against Domestic Violence.
The form contains many questions regarding the abuse and the
context in which it took place. It reflects the many factors experts on
the Advisory Committee believed may affect a domestic violence
victim’s ability to obtain safety, and a community’s ability to hold an
abuser accountable for violence.
In many cases, the panel will not be able to answer all the questions
posed in the form. However, it is important to resist equating
available information with relevant information. Reflecting on what
we do not know about the circumstances leading up to a fatality may
be as important as reflecting on what we do know.

Relevant codes

Public
Record?

Additional notes

Law enforcement
911 tape and RCW 9.73.030Computer
090
Assisted
Dispatch
records

yes and no

911 tapes are public record if they are admitted into evidence in the course of prosecution. Tapes
not admitted into a record of court proceedings are not public record. If tapes are not made into
public record via court proceedings, then to obtain release, the consent of the party taped is
required (or, if that person is a deceased, the consent of a family member.)
911 operators also often function as dispatchers and decision-makers. They enter a great deal of
info into the Computer Assisted Dispatch system (CAD) which may also be saved and requested.
Each 911 center has a policy for destruction of tapes and CAD databases, usually every 90 days,
unless otherwise requested by police or prosecutor.

police
incident
report

RCW 10.97

yes, with
some
limitations
for open
cases under
active
investigatio
n

Closed cases: releasable, but criminal justice agency must include in any released information the
dispositions of all charges and arrests. Records which include non conviction data may be
disseminated to individuals and agencies for the express purpose of research, evaluative, or
statistical activities.
Open cases: the state Supreme Court clarified 11/26/97 in David Newman v King County that
when a criminal case is still open and investigation active, RCW 42.17.310 (1) (d) allows for a law
enforcement agency to refuse to disclose the (otherwise) public documents contained therein
when “ disclosure would render law enforcement efforts ineffective or violates personal privacy
interests.”
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Relevant codes
disposition of RCW 10.97
charges

Public
Record?
yes

Additional notes
10.97.45 (1) conviction records may be disseminated without restriction
10.97.46 (4) Criminal history record information that includes non-conviction data may be
disseminated to individuals and agencies for the express purpose of research, evaluative or
statistical activities pursuant to an agreement with a criminal justice agency. Such agreement
must authorize the access to non conviction data, limit the use of that information which
identifies specific individuals to research, evaluative or statistical purpose, and contain
provisions giving notice to the person or organization to which the records are disseminated
that the use of information obtained and further dissemination of such information are subject
to the provisions of this chapter and applicable federal statutes and regulations, which shall be
cited with express reference to the penalties provided for a violation thereof.
10.97.120 Violation of the provisions of 10.97 constitute a misdemeanor

detective
follow up
Prosecutor

RCW 10.97

Much of this may be releasable based on the Domestic Violence Fatality Review Project being
evaluative and/or research, as noted in RCW 10.97.46

RCW 10.97

Prosecutor records are also covered by RCW 10.97, please see above under police

prosecutor
notes

no

Attorney work products are protected from discovery (but does not necessarily mean that
attorneys or agencies are prohibited from discussing them)

Certification
of Probable
Cause

yes

These are public record. These are usually based on initial police work. They may contain
inaccuracies, and will vary in degree of detail. Cases that are very circumstantial may include
more detail in order to build a case.
These are in the court clerk’s office, looked up by cause number (which can be obtained if one
knows the name of the person charged.)

