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INTRODUCTION 

I 
n October 1998, professionals from around the countr3' gathered together at Domestic Violence 
Fatality Reviews: A National Summit (Summit) to advance the state of the art of domestic violence 
fatality reviews, a potentially invaluable tool by which courts and related agencies across the nation 

can improve their response to cases involving domestic violence. 

The Summit was organized and sponsored by the Family Violence Department of the National Council of 
Juvenile and Family Court Judges and the Governor's Task Force on Domestic and Sexual Violence, 
Florida Department of Community Affairs. It was funded by the State Justice Institute; and by the Office 
for Victims of Crime in the Office of Justice Programs, U.S. Department of Justice. 

Participants at the Summit heard briefings from a variety of experienced and thoughtful practitioners of 
domestic violence fatality reviews. They participated as members on simulated fatality review teams and 
worked concurrently on four reality-based cases, set in hypothetical but realistic community contexts. On 
the basis of the informational presentations, the hypothetical cases, and their expertise, the teams 
developed recommendations on structure, procedures, and policies for conducting domestic violence 
fatality reviews. An educational module accompanies the recommendations. 

Those recommendations follow. 

i 
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FATALITY R E V I E W  T E A M S :  

| 

H 
P U R P O S E  AND GOALS 

F 
atality review teams across the country have been established for a variety of reasons. Some 
communities established their domestic violence fatality review teams in direct response to 
domestic violence fatalities. In each such instance, the murder provided the impetus for drawing 

together professionals and community members to analyze the death in hopes of identifying ways to 
prevent such deaths in the future or to help the community heal from the fatality. In other communities, 
fatality review teams are the outgrowth of coordinating councils or other coordination bodies, and may 
have been established as a mechanism for ongoing review of  policies and case practice. In some areas, 
fatality review teams seek to identify the degree to which domestic violence contributes to the 
community's overall mortality. Because reviews are operated with an end in mind, often related to 
systems improvements, many fatality review teams have issued reports with key recommendations that 
have led to changes in their communities' responses to domestic violence. For examples of reviews 
conducted and the reports and systems changes derived from those reviews, see Domestic Violence 
Fatality Reviews: Summarizing National Developments. t The Summit participants felt that, regardless of 
a community's reasons for establishing its review committee, it is crucial for the committee to define 
clearly its purpose and goals. They identified two major purposes of  fatality review teams: 

1. Homicide/suicide prevention 

2. Communi ty  awareness 

Other goals for fatality review teams identified by participants include: 

• Prevention of domestic violence 

• Identification of domestic violence-relateddeaths 

• Systems improvement 

• Identification of gaps in community systems, particularly related to those groups traditionally 
underserved 

• Coordination of  information 

• Early intervention 

Note. For the Summit, participants worked with a predetermined purpose." to conduct a single-case 
review with the intention of  making recommendations for systems improvements to prevent future 
fatalities. 

z Websdale, Neil, Sheeran, M., Johnson, B. (1998). Domestic Violence Fatality Reviews: Summarizing National 
Developments. This publication was distributed at the Domestic Violence Fatality Reviews: A National Summit. 
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TEAM STRUCTURE/ORGANIZATION 

S 
ummit participants developed recommendations for such issues related to team structure and 
organization as: formation, administration, membership, and leadership. 

Formation of the Team 

The purpose and resource needs of a fatality review team are special considerations in determining how to 
form a team and institutionalize its authority. How teams are formed will determine many issues: the 
degree of  formality or informality of  a team; its ability to access information, subpoena records, receive 
funding, and protect members from liability; who can or will serve on the team, etc. 

In selecting preferences for how a team should be formed, Summit participants identified four preferred 
options for formation of  fatality review teams: 

1. Formed by legislative mandate  

2. Formed by a domestic violence victim service provider 

3. Formed under the auspices of  a domestic violence council  or task force 

4. Formed separately from a domestic violence council  or task force 

Of the four major preferred options, many participants voiced a particular preference for mandating 
fatality review teams legislatively. These participants felt a legislative mandate would help address 
problems of  access to information, provide authority for the reviewing body, create a funding mechanism 
for the team's work, send a clear message about the importance of  the team's work, mandate participation 
by key players, and address confidentiality and liability. 

Other methods of  formation recommended include: 

• Through a research project 

• Through grant funding 

• By requirement of  a federal Violence Against Women grant 

• By administrative order of the court 

• By commission of  a governor 

Informal reviews: It is important to note that the Summit and this document focus on formal fatality 
review teams and procedures. Yet, a handful of  presenters and Summit participants expressed a desire that 
professionals working to end domestic violence also remember the benefits derived from reviewing 
domestic violence fatalities informally, without convening a team or developing review procedures. 

I 
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Administration of the Team 

Summit participants made recommendations on such administrative issues related to fatality reviews as 
team staffing, funding, housing, and meeting location. 

S t a f f i n g :  Summit participants recommended staff be dedicated to the fatality review team. They 
suggested that teams could be staffed by either full-time or part-time paid or voluntary staff. 

F u n d i n g :  Summit participants suggested that fatality review teams should be funded and that the funds 
could be derived from state legislatures or grants. 

H o u s i n g :  Summit participants indicated the following preferences for where the fatality review team is 
housed (at the community level): 

1. Local shelter/domestic violence victim services program 

2. Domestic violence coordinating council or task force 

3. University with access to grants/interns/research (could be state level) 

Other ideas for housing a fatality review team at the community level include: 

• Medical examiner's office • Private business 

• District attorney's or prosecutor's office • Medical center 

• Law enforcement office • Public health agency 

• Court administrator's office 

For fatality review teams operating at the state level, participants indicated the following preferences for 
housing the team's operations: 

1. Office of  chief medical examiner (state) 

2. Office of  the state attorney general 

3. Supreme court 

4. Domestic violence coordinating council 

5. University with access to grants/interns/research (could be community level) 

As outlined by participants, criteria for deciding where to house the fatality review team include: 

• Whether there is an official or legislative 
mandate 

• Potential for ongoing funding 

• Political climate 

• Diversity 

• Representation of  key stakeholders 

• Relationships with law enforcement, health, 
and human service agencies 

• Potential for legislative authority 

• Whether there has been an initial informal 
review 

• Whether there are initial startup funds 
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Location: The main preference for meeting location was a community center. Considerations in 
selecting the meeting location included whether it was accessible by public transportation and the 
convenience of  parking. Summit participants also stressed that a neutral location be sought or that the 
meeting sites rotate. 

Membership of the Team 

One of the greatest assets of  a fatality review team is its membership. These are the professionals and 
community members committed to the mission of  the team and on whom the team can rely for 
information and expertise. The committee should identify members of  the community who come into 
contact with victims or perpetrators of  domestic violence or their children as a way of  identifying 
potential members for the committee. Teams should be careful to ensure that the broadest representation 
is achieved, while limiting participation to a workable group size relative to the community. 

Summit participants recommended that fatality review teams strive to be: 

• Diverse in terms of  race and ethnicity • Trained in the fatality review process 

I 
I 
I 

• Diverse in terms of  professions and • Productive 
expertise 

• Confidential 
• Rich in knowledge and experience 

• Accountable 
• Committed to the mission 

• Ethical 
• Accepting of  diverse perspectives 

I 
It is crucial to keep the teams to a workable size. Key members of  a team vat3' depending upon the 
dynamics of  a community and could include: 

I 
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• Survivor of  domestic violence 
• Domestic violence service provider 
• Law enforcement representative 
• Prosecutor 
• Domestic violence advocate within a 

prosecutor's office 
• Batterer intervention provider 
• Medical examiner/coroner 
• Judges of  civil and criminal jurisdictions 
• Clerk of  the court 
• Child protective service worker 
• Civil attorney working for victims of  

domestic violence, possibly through the 
legal aid office 

• Clergy member 
• Animal control officer 
• Health care professional 
• Probation/parole officer 
• Mental health provider 
• Educator 
• Military liaison (for communities near 

military installations) 
• Business sponsor 
• Local government representative 
• Clerical support staff 

Summit participants also ~dentified other professions or community members who might serve on the 
fatality review team. Those include: 

• Rape crisis advocate • Researcher 
• Public defender • Statistician 

I 
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• Homicide support group member 
• Culturaitask force representative 

• Substance abuse specialist 

• Child fatality review team member 
• Day care provider 

• Tribal representative 
• Emergency services personnel 
• Employment assistance or human resources 

professional 

• Representatives from communit iesofcolor  

• Migrant worker expert 

• Immigration expert 
• Gay and lesbian coalition representative 

• Representative from the media 

• Community leader 

• Prostitution expert 
• Representatives from community service 

agencies, such as welfare-to-work programs 

Team Leadership 

Summit participants agreed that a strong leader was an important element to ensuring a well-functioning 
team or committee. In selecting a chair for the committee, team members should look for a person who: 

• Has both connections with business and communi ty  support  

• Is able to get others to the table 

• Knows opposition and supporters  

Both domestic violence program providers and law enforcement officials were selected as potential chairs 
for the committee. In some communities, a judge serves as chair. One suggestion was to have an open 
chair. 
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S C O P E  

O 
nce the team has clearly defined its goal and purpose, it can begin to determine the scope of cases 

I to be reviewed. Among the factors which influence scope are geography, type of deaths, and 
disposition of  cases. Another consideration affecting scope of  cases is whether to review new 

fatalities or other non-fatalities. 

Geography 

The committee may select all cases occurring within a certain geographic area, such as a city, county, 
state, judicial district, coroner's district, etc. 

Type of Deaths/Assaults 

Tying back to their goals, Summit participants suggested teams review all domestic violence-related 
deaths and directly related child deaths. This would include homicides, suicides, accidents, and suspicious 
deaths. 

Disposition of Cases 

For many reasons, fatality review teams must consider very carefully the disposition of cases to be 
reviewed. Summit participants grappled with whether to review open cases, i.e., those that had not been 
fully adjudicated. Generally, participants agreed that for many reasons - confidentiality, discover)', 
liability, etc. - closed murder cases or open murder/suicide cases were the most appropriate to review. 

Non-fatalities 

Summit participants suggested that useful information could be gleaned by reviewing cases that involved 
not only deaths, but also life-threatening injuries, attempted murder/suicides, severe repeated assaults, 
animal cruelty, and disappearances. 

I 
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INFORMATION GATHERING 

A variety of  factors influence the ways in which fatality review teams gather information. Some 
information is confidential (see confidentiality section). Some information can come directly from 
the membership, e.g., the law enforcement representative on the team gathers information about 

that agency's involvement in the case. 

Screening for cases 

Key to initiating a fatality review process is the identification of  cases that match the scope of  the team's 
work. Participants identified the following as ways to screen for cases to be reviewed: 

• Identify all deaths (every death certificate) and have members flag cases for in-depth review (after 
committee members are trained to identify key "markers") 

• Identify deaths through media reports 

• Have the domestic violence agency identify cases for review 

• Identify cases through vital statistics or the health department 

Information Sources 

Participants identified the following case-related materials as potential sources of  information helpful to a 
review team's work: 

• Law enforcement repor ts -  all incident 
reports and call history, 911 tapes 

• Court f i l e s -  all cases, including criminal, 
civil, family, juvenile 

• Mental health records 
• National Crime Information Center (NCIC) 

or criminal history records 
• Juvenile records 
• Weapons records 
• Shelter/domesticviolence service provider 

records 
• Court advocate records 
• Probation files 
• Child protective services records 
• Social services (such as welfare, housing) 

records 

• Medical and dental records, including 
photographs from emergency room visits 

• Interviews with perpetrator's former 
intimate partners 

• Information from victim's and perpetrator's 
family members and friends 

• Interviews with medical personnel (prenatal 
nurse, ob/gyn, pediatrician) 

• Photographs from emergency room visits 
• Prosecution records 
• Newspaper articles/mediaaccounts 
• Witness interviews 
• Autopsy reports 
• Pre-trial service records 
• Batterer intervention services reports 
• Landlord or apartment building maintenance 

and complaint files 

I 
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o Interviews with security guards 
o School records 
o Genograms with family his toryofviolence 
o Interviews with witnesses and neighbors 
o Insurance policies 
o Records of  or interviews with other services 

(suicide hotline, child support enforcement, 
job training programs, legal services) 

o Records of  or interviews with service 
providers in other communities of  residence 
for the perpetrator or victim 

o Animal control reports 
o Marriage counseling files 
o Interviews with clergy and congregation 
o Records from victim advocate in the police 

department 
° Employment records 
o Military records 
o Adoption records 
o Attorney files 

Barriers to Obtaining  rfformation 

Many barriers exist to obtaining all the information necessary for a thorough fatality review. Summit 
participants identified the most common barriers, including: 

o Confidentiality/privilege 
o Statutory restrictions (including those on 

NCIC dissemination) 
o Professionalethical requirements 
o Agency or departmental policies 
o Fear of l iabi l i tyor  self-incrimination 
o Personal resistance from individuals due to: 

- grief 
- lack of  trust 
- invasion of  privacy 
- guilt/denial 
- media exposure 

o Missing/incomplete/altered records 
o Inadequate or untrained staff 
o Difficulty in finding information by name or 

time lapses 
o Lack of  subpoena power 

o Lack of  releases of  information by victims 
o Lack of  standardized data collection 
o Lack of  standardized number systems 
o Victim-blaming 
o Turf protection 
o Domestic violence issues not seen or 

understood 
o Implication of  defendant through disclosure 
o Personal relationships of  system players, 

especially in rural/small communities 
o Open cases and their accompanying 

complications 
. Seal ing/expungingofrecords related to 

domestic violence misdemeanors 
o Sources of  information unknown or no 

longer available 

Sonutions 

Summit participants identified a variety of  potential solutions to barriers to information. The three tools 
recommended most were: 

1. Legis lat ive  mandate s  for s u b p o e n a i n g  medical  personne l  or for e x e m p t i o n s  to conf ident ia l i ty  

2. In teragency  agreement s  

3. S tand ing  court  order  for chi ld protect ive  services  to release i n f o r m a t i o n  as a p p r o p r i a t e  
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Other solutions include: 

• Develop confidentiality releases 

Secure information after the investigation is 
complete and police and court records 
become public information 

Request permission from the victim's 
family/estate for release of the victim's 
records from a domestic violence program, 
unless counselor-victim privilege ends at 
death 

• Subpoena records 

• Secure transcripts of other proceedings 

• Get reports verbally 

• Apply semi-public pressure 

Secure information pursuant to the Freedom 
of Information Act 

Develop data form 

Develop advisory committee of decision- 
makers 

Develop policies and protocols within each 
agency coordinated with those of the other 
agencies 

Engage in an inter~,iew process 

Ensure that key players, including potential 
detractors, are invited to participate prior to 
developing the team 

Confidentiality 
Key to the successful operation of a fatality review team is ensuring the confidentiality of both the 
information brought to the meetings and the team's deliberations. Summit participants developed 
recommendations for enhancing confidentiality related to fatality reviews and identified key elements of a 
confidentiality policy for review teams. 

Recommendations for enhancing confidentiality 

• Enacting legislation that addresses protections for the team, its records, and its participants; creates 
exemptions for civil liability; and excludes records from discovery, subpoena, or use in disciplinary 
process. 

• Establishing guidelines and activities to address competing confidentiality conflicts. 

• Developing a media policy and designating one person to communicate with the media. 

• Establishing procedures to define breech of confidentiality and procedures for enforcement/redress. 

• Using raw data to produce an annual report and recommendations to the public, then returning the 
data to the information sources that produced it. 

• Establishing and clarifying procedures for obtaining copies of records, tapes, etc.; and 
restricting/prohibiting material from being taken away from the meetings. 

• Establishing a confidentiality agreement is to be signed by each member at each meeting. 

I 
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Contents of a Confidentiality Policy 

• All information is to be kept confidential, except recommendations and aggregate statistics. 

• Documents and files are to be brought in and taken out by the agencies providing them. 

Communications, oral and written, and documents related to all aspects of  a fatality review are to be 
confidential, not subject to disclosure or discoverable* in any criminal or civil case by any third party, 
including but not limited to the representatives o f  the deceased, the accused, any governmental 
agency, the media, and the general public. 

• All case-related information discussed at the fatality review committee and all related subcommittee 
meetings are to be kept confidential. 

Members are to keep confidential all information obtained through the process and are not to use any 
material or information obtained for any reason other than for which the review committee intends it 
to be used. 

• Any fatality review committee member is to notify the fatality review team if she/he is subpoenaed 
for information in this capacity. 

• Information is to be released only in the aggregate outside of  committee meetings. 

• Any member who violates confidentiality is to be removed from the committee. 

• Any member who leaves the committee must return all information received to the committee chair. 

If, in the course o f  the review, there is information which may be indicative of  a new crime, the team 
chair is to report it promptly to the most appropriate authority. The team is to decide whether the 
review should be suspended as a result of  these actions. 

• The annual report and recommendations are public and are to be released to family members. 

• Summary information of  small jurisdictions may need to be combined in aggregate form in order to 
protect the confidentiality of  individuals. 

• Members are to abide by the confidentiality procedures established by and for the committee. 

*May not be possible in all jurisdictions. 
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FAMILY-MEMBER PARTICIPATION 

S 
ummit participants discussed at length the participation of  family members in the fatality review 
process and, in general, produced conflicting suggestions about family member involvement. 
Following is a list of  all suggested approaches from all of  the teams regarding family member 

involvement: 

• Limited participation from the family as witnesses and information sources will be allowed, but the 
review process cannot be used as grief counseling. 

In order to lessen the impact on families, the team will make screening sheets and a victim impact 
statement for family, neighbors, and witnesses. A subcommittee of individuals will do interviews for 
the purpose of  fact-finding. 

• The team will identify victim-assistance programs that provide counseling and survivor funds for 
psychiatric care. 

On a case-by-case basis, family and friends will have an opportunity to give input at the beginning of 
the process, either in person or through a victim-advocate program. The team will provide a good 
explanation of  why further participation is not appropriate. 

• The review team will invite the family to attend one meeting for a specific time. Family members will 
be allowed to provide and raise their concerns, but will not receive information. 

• The fatality review team will give the case report to the family prior to public release. 

• The fatality review team will send a special team to interview the family and explain the team's 
purpose. 

• The victim-witness program will develop a brochure explaining the fatality review process to the 
family. Input from the family will be received in writing rather than in person. 

Family members will be permitted to provide information at the outset of  the review. This 
information can be provided through staffand may include a victim-impact statement. However, 
family members will not appear before the review team. 

Families will be allowed to participate within the following parameters: 
- A victim advocate chairs a sub-committee to develop and document the process and identifi,, and 

interview family members 
- A questionnaire is sent to family members 
- Family members are given opportunities for input in their choices of  format 
- Perpetrator's family is interviewed if they have important information for the review 

I 
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P R O C E S S  RECOMMENDATIONS 

B 
ased on their experiences at home and in their hypothetical communities and their mock reviews, 
Summit participants offer the following recommendations and advice for running efficient, 
inclusive fatality review teams: 

• Structure meetings to allow fuller participation 

• Evaluate process on an ongoing basis 

• Emphasize regular attendance by key players 

• Have a strong facilitator (not necessarily the most visible person; this could mean an outside 
facilitator) 

• Set up ground rules for interaction at the outset 

• Manage t imewisely 

• Develop a policy for replacing members who miss meetings 

• Maintain a sense of  humor as a means of  dealing with emotions 

I 
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DOMESTIC VIOLENCE INTERVENTIONS: SUGGESTED 
IMPROVEMENTS 

A 
s stated earlier, participants were divided into simulated fatality review teams and worked 
concurrently on four reality-based cases, set in hypothetical but realistic community contexts. 
Based on their review of  the cases, they identified improvements to domestic violence 

interventions in their "communities," improvements which, in combination with effective fatality review, 
they believe will be helpful to all communities seeking to end domestic violence. 

Those suggested improvements include: 

Developing a multi-disciplinary, community-wide advocacy system 
- Computers linking all agencies 
- Closer collaboration between and among agencies 
- Case management system 
- Central advocacy unit 
- On-call victim advocates, 24 hours per day, with a toll-free number 

Holding perpetrator accountable by means of  
- Certified batterer intervention program with 30-day judicial review and further options 
- Police training on enforcement of  protection orders, stalking, firearm confiscation, lethality 

assessments 
- Domestic violence coordinator/investigatorin police department 
- Community-based policing 
- Coherent prosecution and consistent sentencing and supervision 
- Interagency communication about the batterer 

Developing vertical prosecution consisting of  
- Domestic violence court (one family, one court) with qualified personnel 
- Dedicated domestic violence detective 

Training, developing protocols, and increasing awareness by means of  
- Better training for everyone on risk assessment and domestic violence dynamics, including 

responding to protection order violations 
- Training for judges on issues 
- Requiring the training of  other professionals, including health care practitioners, mental health 

care providers, and attorneys 
- Child protective services (CPS)/domestic violence cross-training 
- Trainin~protocols for employers 
- CPS protocol for children who witness domestic violence 
- CPS policy/protocol related to domestic violence, including provision of  treatment and services 
- Public awareness campaigns (TV, newspapers, schools) - bilingual, targeting neighbors, 

employers: "Domestic Violence - it is your business" 
- General domestic violence education through posters at day care centers, gun shops, thrift stores, 

etc. 

I 
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Telephone company-provided domestic violence information about harassing phone calls, and 
use o f  cell phones 
Outreach through the faith communi ty -  recruiting volunteers, educating religious leaders through 
a summit for agency representatives, "Domestic Violence in Faith Community" 
Joint domestic violence awareness campaign co-sponsored with sister communities 

Domestic violence summit featuring 
• Local government official to convene 
• Commitment/buy-in from designated agencies 
• Domestic violence information day 
• "Selling" concept to community 
• Involvementof the  faith community 
• Focus on cost domestic violence imposes on the community 
• Focus on life 

I m p r o v i n g  i n t e r a g e n c y  c o m m u n i c a t i o n s / c o o r d i n a t i o n  by 
Information-sharing/protocols among agencies so people know what is available 
Case-staffing component of  coordinated community coalition to focus on cases that seem to be 
falling through the cracks 

- Data systems integration for all courts and law enforcement, including 911 
- Multiple and coordinated lethality assessment (initial/baseline- subsequent) 

• I m p r o v i n g  s e r v i c e s / a d v o c a c y w i t h  

- Alternative safe housing 
- Police-based victim advocacy 
- Special services and response for teens 
- Supervised probat ion-  better monitoring/assessment from first offense 
- Males against violence - leadership on issue of  domestic violence 
- Hotline or website to identify batterers for pre-dating inquiries 
- Increased funding foradvocacy 
- Neighborhood Watch - organizing neighborhoods to assist in victim identification, surveillance 

(sponsored by victim groups, faith, public health communities) 

O t h e r s  including 
- Weapons screening policy 
- Court W a t c h -  with civic group assistance 
- Survivor impact statements at three- and five-year intervals (post-death) 
- Suicide reviews - suicide is a flag for domestic violence 
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Officers 

Hon. J. Dean Lewis 
President 
Spotsylvania Juvenile Court 
Spotsylvania, Virginia 

Hon. Stephen B. Herrell 
Immediate Past President 
Multnomah County Courthouse 
Portland, Oregon 

Hon. Gerald E. Rouse 
President Elect 
County Court, 5 th Judicial District 
Seward, Nebraska 

Hon. Paul R. Wohlford 
Vice President 
Bristol, Tennessee 

Hon. Emestine S. Gray 
Vice President/Treasurer 
Orleans Parish Juvenile Court 
New Orleans, Louisiana 

Hon. Leonard P. Edwards 
Secretary 
Santa Clara County Superior Court 
San Jose, California 

Trustees 

Hon. Mary Beth Bonaventura 
Superior Court-Juvenile Division 
Gary, Indiana 

Hon. Constance Cohen 
Polk County Juvenile Court 
Des Moines, Iowa 

Hon. Richard J. FitzGerald 
Jefferson Family Court 
Louisville, Kentucky 

Hon. Martha K. Glaze 
Clayton County Juvenile Court 
Jonesboro, Georgia 

Hon. Dale Hurter Harris 
Lynchburg Juvenile and Domestic 
Relations District Court 
Lynchburg, Virginia 

Hon. Douglas F. Johnson 
Separate Juvenile Court 
Omaha, Nebraska 

Hon. William G. Jones 
District Court 
Charlotte, North Carolina 

Hon. Dennis J. Kehm 
Circuit Court 
Hillsboro, Montana 

Hon. Dale R. Koch 
Multnomah Count5' Courthouse 
Portland, Oregon 

Hon. D. Bruce Levy 
Dade County Courthouse 
Miami, Florida 
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Hon. Gordon A. Martin, Jr. 
Brookline District Court 
Brookline, Massachusetts 

Hon. Sharon P. McCully 
Third District Juvenile Court 
Salt Lake City, Utah 

Hon. Kenneth M. Millman 
Delaware Family Court 
Georgetown, Delaware 

Hon. George W. Mitchell 
Superior Court of DC 
Washington, DC 

Hon. Frederick E. Mong 
Hocking County Juvenile Court 
Logan, Ohio 

Hon. Veronica E. Morgan-Price 
Harris County District Court 
Houston, Texas 

Hon. Robert W. Page 
Superior Court 
Camden, New Jersey 

Hon. Frances Pitts 
Wayne County Probate Court 
Detroit, Michigan 

Hon. Maurice Portley 
Maricopa County Juvenile Court 
Mesa, Arizona 

Hon. James A. Ray 
Family Court Center 
Toledo, Ohio 

Hon. Stephen M. Rubin 
Pima County Superior Court 
Tucson, Arizona 

Hon. Martin Schiff 
St. Louis County Circuit Court 
Clayton, Missouri 

Hon. Chet Vahle 
Illinois Circuit Court 
Quincy, Illinois 

Hon. Coleman B. Yeatts, Jr. 
Pittsylvania Juvenile and Domestic 
Relations Court 
Chatham, Virginia 
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National Council of Juvenile and Family Court Judges 

Louis W. McHardy 
Dean and Executive Director 

Family Violence Department 

Meredith Hofford 
Director 

Sue Dansie 
Assistant Director 
Operations and Services 

Billie Lee Dunford-Jackson, JD 
Assistant Director 
Law and Policy 

Ruthann Axtell 
Planning Specialist 

Jill Comcowich, JD 
Staff Attorney 

Vicki Hall 
Administrative Assistant 

Cleo Hanson 
Administrative Assistant 

Arika Marquez 
Administrative Assistant 

Maureen Sheeran 
Policy Analyst 

Amy Saathoff 
Information Specialist 

Debbie "Sam" Smith 
Information Specialist 

Elizabeth Stoffel, JD 
Policy Analyst 

Consultant 

Lonnie Weiss 
Weiss Consulting 

I 
Domestic Violence Fatality Reviews." Recommendations from a National Summit 21 



a~ 

| 

H~ 

| 

| 

m 

n~ 
n~ 

| 

~n 

W 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 



{ 
o 

! ~o 

o o 

q 

~ ~ ~At E cE.ae 

~I =~j DOMESItC v1~ 

g 

EXTRA va tit 00',"* 
cOPieS ~ NC¢~ ~40V'~ 

• ~3 SLIO;:~G 
O iso ~ C~At~g I 

A CI DOUBt 

I 

-' /  ~ --::~°-2e-% '-''Nc'~EN" • , . I - ...... 

pRoPERTY ~ ~  
5-~e Or.( 
!ceaSe.~O P ~  " ~ ( ~ - - - - - - ' - - ' - - - - -  

, ~ ~ ~  

LOG F- - - - - - - - - -_  C~F~ o 

8 ' G ERSON ~ uc~- ,c~b l :u  PERSON C] I N C I D E N T  
:~ /"- ' -  ~ ,  ~ f,- ......... 

~L~ 

o ,~  ,',J&-c/<. - / ~ C - - D  

I 

I 
il 

I! 

I0 

la 
O 

8 

EXTRA 
CO~IES 

I2 ISO 
l~ Oa ! 
f .  CA 
L~ P&p 

£ J ~  , .  

I r~ ~ "~ ~ • HOUSE ~ tMgtHICO~g~M#DUM (~ Bat;k: 
• 0 [UHOrEt ROOM IJ 0~'FIC£ BUIlOl;:O 

12 DUPLEXl£OURpl £ x ~O MED:CAL OFF/C~ 
( J MOBILE HO*,IE {2 DRUG STOR~ 
[J GARAGE t2 BAR 

, l J  DRIVEWAy fJ LIQUOR STOR[ 
l , o , , ,H_~_~_ .~_ .  / :L '~3~""  'ODDs 

. . . .  oo,, ~ f L]NOIeMOVABLE ( SI GLE ! 1 Slid rig r . . . .  S YP/G ~ ;" OTHER 
tJ CRANK Iyp[ J OOUBLE %v., --. lOOR 

I ' Bl o ( ? ROOF t~] FIREARM LJ DOUBLE HU I ~ 0I • , 
C] LOUVEREO ' G f ~ H[AO I2 WALL (O gtlIF[ 

HY~IBAL WP O- '/I'm ALB~AOy Ot ~ 10'lHER '~" f 1 O/HER PREMISES 
to O,~KU0;V ~ ~ 7 " ~ (  

, . ,  ;,, O00S/GUlse 
Z3 UtCYCL[ St, L E ~  [ L£ 
f ~, PAWN S~ OPIS ,¢0 HA IO 
( ]  LAUt:OROI. LEA tErS 
LJ C05;40P TED ~,ACHI,, E- 

P H O . ' ~  

r; ~"AREHOus[IS ORag[ U l 
L~ MA~;U~ACIUR j O FIR' 
~J COt~STRucIIOt; S " ' 
E] F[KCEU S/O 
#] BOX C 4 ~  
/~E ̀o 

Slt~ 
fJCON~Et;I[ CE STORE 
[;  0 fHER 

L~ S I R ~  '* Y/ALLEy tO 801OOL 
I ]  pARK/pLAyG R , 0 
[3 PARMt~O , ,  
l~ POBLI UILOIt C, 
rICH, H 
[J ~ SPIIAt 

CUT PaDlOck 
<T R, ~ MOVED l J t:O;¢E 

] VEH~ F / L~ S&D' 
f] U' JOe,' ORCt IJ SI ,II/R tG 

ill 

Ig 
Ill 

D 
,,.~,o ,,~o,o°~77 
tlrROCK :lorHcn II 

Know . 
al] Porsons by thoso P f O s o n l s :  Tho l  

Stale ol 

| 

| 
:,,urrro~---?oovo,. as a / 

ha o Zhls day maoe. li 

J ~ n s ~ i ~ e  Governor's Task Force on 
Domest i c  8,: Sexual Violence 

Florida Department  of  C o m m u n i t y  Aft'airs 

Advocating for the fair 
Treatment of Crime Victims 

OF jUVI'NILE 

%t COURT IUDGES 

I! 

li 

II 

II 




