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In 1990, Veena Charan was shot to death by her estranged husband, 

Joseph Charan, as she was dropping her son off at school. Joseph committed 

suicide at the scene. Prior to her murder, Veena had obtained a restraining 

order and contacted numerous agencies, including the San Francisco Police 

Department and the San Francisco County District Attorney’s Office, about abuse 

and threats by Joseph. The agencies contacted by Veena were not only aware 

of Joseph’s threats, they were also aware that he owned a gun. Moreover, 

Joseph was on probation for domestic violence against Veena at the time he 

committed the murder. 

The San Francisco Commission on the Status of Women launched an 

investigation to determine whether systemic failures in the way city and county 

agencies responded to Veena’s case contributed to her risk of murder. The 

investigation revealed, among other problems, a lack of effective communication 

and information-sharing among agencies that had contact with Veena, a need 

for improved data collection systems for domestic violence cases, and a need for 

increased training on domestic violence for law enforcement officers, probation 

officers, and civil and criminal court judges.. A report issued by the Commission 

concerning its investigation of Veena’s murder made over 100 recommendations 

for improving San Francisco’s response to domestic violence.

Ten years later in San Francisco, Claire Joyce Tempongko was stabbed to 

death by her ex-boyfriend, Tari Ramirez, while her two children watched. Like 

Veena, Claire had secured restraining orders and called the police numerous 

times during the year prior to her murder in order to protect herself and her 

children from Tari. Like Joseph Charan, Tari was on probation when he killed 

Claire. At the time of Claire’s murder, less than half of the recommendations 

promulgated by the Charan investigation had been implemented and there were 

no formalized procedures for ensuring that implemented changes were being 
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consistently and effectively applied by local agencies. Given the disturbing 

similarities between Veena and Claire’s cases, Claire’s murder resulted in another 

city-wide investigation into local agency responses to domestic violence.1  

Understanding the circumstances of past domestic violence deaths can 

save the lives of women currently at risk of intimate partner murder. A meaningful 

analysis of individual murders can uncover systemic gaps in services and legal 

protections, and provide government agencies and practitioners with valuable 

strategies for increasing victim safety and ultimately reducing the incidence of 

domestic violence murder in their communities.2  The two primary ways that 

government agencies and the domestic violence community attempt to analyze 

and “learn” from domestic violence murders is through data collection and the 

establishment of local death review teams.
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D A T A  C O L L E C T I O N

 

Comprehensive data collection is critical to understanding and preventing 

intimate partner murder.3  Data sets can be used to identify common trends and 

circumstances among intimate murders, such as the extent to which prior cases 

have involved a history of violence in the relationship, attempts by the victim to 

seek help from legal and community agencies for abuse, or evidence of suicidal 

tendencies and other mental health issues among victims and perpetrators.4  

Based upon this information, practitioners can assess whether there are certain 

“risk factors” for domestic violence homicide. Evidence of “risk factors” can 

lead to legislative and policy reforms that improve system responses and save 

women’s lives.5

 Despite these benefits, one of the most challenging aspects of collecting 

data on domestic violence homicide is that intimate murder, by its very nature, 

is resistant to statistical analysis.6 The dynamics of intimate partner violence and 

murder are often so complex that standardized data collection, while good 

for tracking general trends, may be insufficient to support a comprehensive 

examination of intimate murder in the context in which this violence occurs.7 The 

“cold hard facts” can often seem far removed from victims’ actual experiences 

as they fail to capture unquantifiable, yet still significant, factors such as victims’ 

perceptions and fears and unique social, cultural and economic dynamics or 

pressures that contributed to the murder.8 Accordingly, advocates, researchers 

and government agencies have struggled to find the right balance of data 

collection and analytical techniques that provide a meaningful analysis of these 

cases. 
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H O W  F A R  H A V E  W E  C O M E ?

National Data Collection

The U.S. Department of Justice (USDOJ) has collected national data on 

crimes through its Uniform Crime Reporting Program (UCRP) since 1930.9 Data 

collected by the UCRP comes from monthly crime reports sent by state and local 

law enforcement agencies to the Federal Bureau of Investigation (FBI). Currently, 

law enforcement agencies participating in the UCRP represent approximately 

93 percent of the nation’s total population.10

The USDOJ has collected and analyzed data on intimate partner murder, 

specifically, since 1976.11 Federal data on intimate partner murder includes 

information about the age, race, and sex of victims and offenders, the victim-

offender relationship (e.g., current or former spouse, boyfriend, or girlfriend) 

and the type of weapon used in the murder.12

Although the federal government has been collecting intimate partner 

homicide data for almost thirty years, for much of this period the data was 

incomplete13 and was not being analyzed or disseminated in a way that 

provided meaningful information and guidance to the public and government 

agencies. Consequently, in 1994, the Violence Against Women Act (VAWA) 

required the U.S. Attorney General to investigate how federal and state 

agencies were collecting data on domestic violence crimes, including domestic 

violence homicide, and make recommendations to Congress for improving and 

centralizing data collection efforts.14 In addition, VAWA provided six million 

dollars in grants to state and local governments to improve data collection 

relating to domestic violence and stalking.15

The USDOJ’s Bureau of Justice Statistics (BJS)16 and National Institute of 

Justice (NIJ)17 were charged with the responsibility for investigating national data 
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collection practices as mandated by VAWA.18 Forty-seven states and territories, 

including California, participated in a study conducted by the BJS and NIJ and 

the results were issued in a 1996 report entitled, Domestic and Sexual Violence 

Data Collection: A Report to Congress Under the Violence Against Women 

Act.19

The study found that, although the federal and a majority of state 

governments were collecting data on domestic violence offenses, definitions of 

“intimate partner violence” and established data reporting systems differed so 

widely among states that aggregate data was hard to accurately and completely 

analyze on a national level.20 These reporting problems were exacerbated by 

the fact that over 25 percent (12 of 47) of the surveyed states and territories 

were not collecting any information on domestic violence or domestic violence 

homicide at the time of the study.21 

The BJS/NIJ study also raised concerns that existing federal and state data 

collection systems were insufficient for tracking the level of detailed information 

needed to engage in a meaningful analysis of domestic violence crimes.22  

During this time, the UCRP was a summary-based reporting system that only 

tracked aggregate data concerning specified crimes.23 Crime data collected 

under the UCRP would reflect, for example, the total number of homicides that 

occurred in given time period and, depending on the data collection practices of 

individual states and localities, the total number of homicides that were domestic 

violence-related.24 The BJS/NIJ researchers noted that the lack of detail inherent 

in aggregate data made summary-based reporting more suitable for tracking 

general crime trends rather than analyzing commonalities among domestic 

violence crimes or informing policy in this area.25

Although the federal government decided in the mid-1980s to change 

the UCRP from a “summary-based” to an “incident-based” reporting system 

called the National Incident-Based Reporting System (NIBRS), the study found 

that many states were slow to follow this transition.26, 27 The incident-based 
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reporting system requires agencies to collect information on 53 different data 

elements for every crime incident handled by state and local law enforcement 

agencies.28 The victim-offender relationship, substance abuse by the offender, 

and circumstance of the murder (i.e. “lover’s triangle,” “brawl due to influence 

of alcohol,” etc.) are some of the data elements tracked under the NIBRS with 

regard to homicide crimes.29 Moreover, the NIBRS links initial incident reports 

to subsequent criminal arrests, thereby indicating the proportion of domestic 

violence offenses that result in arrest.30

While the BJS/NIJ researchers touted the benefits of switching to a national, 

uniform incident-based data collection system, they noted that the attainment 

of this goal would require a substantial commitment of federal resources.31  

Given that the criminal justice system is not the only government system that 

has regular contact with domestic violence victims and offenders, the study also 

recommended that data collection be expanded to include domestic violence-

related data from health and social services agencies.32

In addition to the data collected through the UCRP, the BJS collects national 

data on intimate partner violence through its National Crime Victimization 

Survey (NCVS). The NCVS was established in 1973 to supplement FBI crime 

data.33 NCVS data is gathered through surveys conducted twice a year among 

a nationally representative sample of households.34 Approximately 150,000 

individuals ages 12 and over are surveyed annually.35 The NCVS’s interview-

based method allows for the collection of detailed information on criminal 

victimization, as well as the collection of data on crimes that were not reported 

to law enforcement. This method, however, does not allow for the collection of 

data on homicide crimes, as the victims in such cases cannot be interviewed. 

The BJS uses the data collected through the NCVS to produce national 

estimates on the incidence of, and trends associated with, criminal victimization 

in our country. In the early 1990s, the BJS completed a substantial redesign of 
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the NCVS in order to increase the accuracy of its data and broaden the scope 

of the survey.36 One of the primary objectives of the redesign was to enhance 

the NCVS’s capacity to collect meaningful information about the nature and 

consequences of violence against women, including intimate partner violence.37 

The BJS began releasing and analyzing data on intimate partner violence 

collected through the redesigned survey in 1993. 

Federal data has provided criminal justice and community agencies with 

valuable information and insight on intimate partner violence and intimate 

partner murder. The BJS has published numerous reports analyzing federal 

data on intimate partner violence obtained through FBI crime reports and the 

NCVS. In 2000, the BJS released Intimate Partner Violence, Special Report. The 

report found that the percentage of female murder victims who were killed by an 

intimate partner during the period 1976 through 1998 remained fairly constant 

at 30 percent.38 African American men experienced the greatest decrease in 

intimate partner murder, dropping 74 percent during this same period, with an 

overall decrease of 60 percent in the number of male victims of intimate partner 

murder.39 Caucasian females were the only category of victims for whom there 

had not been any substantial decrease in intimate partner murder since 1976.40  

The report also found that several common factors were associated with higher 

rates of intimate violence.41 Among female victims, these factors included being 

African-American, young, divorced or separated, earning lower incomes, living 

in rental housing and living in an urban area.42  

The BJS report, Intimate Partner Violence and Age of Victim, 1993-99, 

highlighted further trends in intimate partner violence regarding the age of 

the victim.43 Younger women generally experienced higher rates of domestic 

violence in comparison with older women during the period 1993 through 

1999, with women ages 16 to 24 being the most vulnerable to nonfatal intimate 

partner violence.44 Women ages 35 to 49, however, were found to be the 

most vulnerable to intimate murder.45 In fact, the report noted that women in 
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this age group experienced the smallest percentage decline in intimate partner 

murder, as compared to other age groups, and that they actually experienced 

an increase in intimate partner murder between 1997 and 1999.46 

Federal data has also been used by private organizations to advance 

policy regarding intimate partner violence. The Violence Policy Center has 

produced a series of reports entitled, When Men Murder Women, based on 

federal homicide data.47 These reports summarize national data on female 

homicide victims, including examining the age and race of victims, the victim-

offender relationship, the type of weapon used, and the circumstances of the 

homicide (i.e., victim killed during the course of an argument).48 The purpose 

of these reports is to highlight the importance of reducing access to firearms 

among individuals involved in intimate partner violence. In fact, the Violence 

Policy Center noted that guns were the most common weapon used by men 

to murder women in 2001, and that having a gun in the home significantly 

increases a woman’s risk of intimate partner murder, even when the woman 

bought the gun for her own protection.49

The Violence Policy Center also ranks each state according to its rate of 

intimate partner femicide. California ranked twenty-second in the nation with 

regard to the number of females murdered by male intimate partners, with a 

homicide rate of 1.42 per 100,000 people.50 The national average for 2001 

was 1.35 per 100,000.51 State comparisons are helpful in placing California’s 

intimate partner murder rate into a national context.

In addition to data collection, the federal government, through the NIJ and 

other federal agencies, also provides grants to private researchers to conduct 

targeted studies on risk factors and dynamics of intimate homicide that are 

difficult to capture and assess through hard data alone.52 For example, one 

new approach among federally-funded researchers to studying intimate murder 

is to survey women who were victims of “attempted” murder by their intimate 

partner.53, 54 Focusing on attempted murder cases allows researchers to have 
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the benefit of interviewing the actual victim of domestic violence to gain a more 

accurate and complete understanding of the history and escalation of violence 

in the relationship, the victim’s state of mind, and other relevant factors that may 

only be known to the victim.55  

One study surveyed thirty (30) victims of attempted intimate murder to 

determine whether they shared similar characteristics or experiences that could 

provide guidance to practitioners in identifying and assisting women at risk 

of lethal domestic violence.56 Interviews were conducted with victims covering 

topics such as the nature of the victim’s intimate relationship with the perpetrator, 

the victim’s perceptions of danger, and the victim’s interactions with criminal 

justice and community agencies.57 

The study’s findings highlight the importance of conducting more targeted, 

in-depth examinations of actual and attempted intimate murder cases, as 

opposed to mere data collection. For instance, researchers found that, although 

the vast majority (28 of 30) of victims had experienced past physical abuse 

and/or highly controlling behavior by the perpetrator, many women reported 

being more concerned about problems other than abuse at the time they were 

attacked, such as infidelity and alcohol or drug abuse by the perpetrator.58 

Almost half of the victims did not suspect that their lives were in danger.59 

Moreover, researchers found that, while the majority of victims were attacked 

when they were trying to leave the relationship, most of these women decided 

to end the relationship for reasons other than abuse.60 

Based on these findings, the researchers concluded that clinicians and 

practitioners should be vigilant in advising all victims of domestic violence about 

their risk of intimate murder, instead of waiting until the victim expresses fear for 

her life or safety before counseling her on these matters.61 Researchers further 

concluded that clinicians and practitioners should never force victims of intimate 

violence or abuse to leave the relationship before dealing with the possible 

safety issues that the victim may face in doing so.62 Such studies demonstrate 
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the value of using targeted, federally-funded studies to supplement and inform 

current federal data collection information and techniques.63   

California Data Collection

Although the California Department of Justice (CADOJ) has collected crime 

information from local governments and agencies since 1955, the department 

did not begin collecting data on intimate partner murder until 1979.64 The 

CADOJ collects data on intimate partner murder under the purview of general 

homicide data collection. State homicide data collection tracks, among other 

factors, the relationship between the victim and the perpetrator of the murder 

and whether domestic violence was a precipitating event to the murder. In 

addition, the CADOJ tracks the race of the victim and perpetrator, as well as 

the location of the murder and the weapon used.65 Moreover, since as early as 

1981, CADOJ has also tracked homosexual intimate partner murders, which is 

a progressive category of analysis for the nation.66 

Aside from collecting data, the CADOJ does not engage in extensive 

analysis of its homicide data to identify statewide trends in intimate partner 

murder. Total numbers of intimate partner murders, including breakdowns 

by gender and race, are included in annual homicide reports issued by the 

CADOJ.67 Thus, although an increase or decrease in rates of intimate partner 

murder may be tracked each year, the CADOJ’s analysis of intimate partner 

murder rarely extends beyond this level.68

In 1995, the California Legislature attempted to rectify this deficiency 

by enacting Penal Code Section 11163.5 which encourages the coordination 

of state and local data to create a “body of information to prevent domestic 

violence deaths.”69 Section 11163.5 authorizes, but does not mandate, the 

California Department of Justice to: (1) produce an annual report on domestic 
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violence homicides based on state and local data collected, analyzed and 

interpreted, (2) develop a state and local database of domestic violence deaths, 

and (3) distribute the report on domestic violence homicides to public officials 

and county agencies that respond to domestic violence or investigate domestic 

violence deaths.70 The structure of Section 11163.5 mirrors earlier child death 

review team and data collection legislation.71 It was introduced with the purpose 

of setting up review strategies almost identical to child death cases.72 However, 

the provisions of Section 11163.5 have not been implemented, likely due to a 

lack of funding.

In addition, in 1996 the state legislature created a pilot data collection 

program by designating the San Diego Association of Governments (SANDAG) 

as a clearinghouse for criminal justice data on domestic violence in San Diego 

County.73 In establishing this regional clearinghouse, the legislature found that 

there was a serious dearth of data on the characteristics of, and commonalities 

among, domestic violence victims who seek services from community and 

government agencies.74 The legislature further found that tracking such information 

was necessary to developing a victim profile that would allow community and 

government agencies to learn how they can better prevent and intervene in 

domestic violence situations.75 SANDAG developed a standard intake form for 

San Diego County shelters, which tracked detailed information about the victim.76 

In addition, San Diego County added a supplemental data collection form to 

their standard police report to gather more detailed information on domestic 

violence crimes.77 In 2000, SANDAG issued a report on the information on 

domestic violence and domestic violence victims that it had collected through 

San Diego’s enhanced data collection procedures.78

  

The data collected by local domestic violence shelters resulted included 

the following findings:79

• Almost 70 percent of the domestic violence shelter clients were 
 women of color;
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• More than half of the shelter clients had been staying at a place 
      other than their own residence prior to seeking shelter;

• Seventy-four (74) percent of the clients came with their children 
      to the shelter;

• Sixty-six (66) percent of the clients reported they sustained some 
 type of injury in the most recent incident of domestic abuse;
 
• Forty (40) percent of the clients reported having obtained 

restraining orders against their current partner;

• Seventy-three (73) percent of clients reported having police come 
 to their household as a result of domestic violence;

• Fifty-five (55) percent of victims reported that their batterers had 
 been previously charged with domestic violence;

• Thirty-nine (39) percent of the clients had previously received 
services related to domestic abuse; and

• About 50 percent of the clients, and over 80 percent of their 
batterers, had witnessed abuse while growing up. 

The data collected from supplemental law enforcement police reports 

included the following findings:80  

• Victims of a domestic violence incident were predominantly 
female (82 percent) and Caucasian (55 percent); 

• The most frequent type of weapon used against victims were the 
 suspect’s hands (88 percent; knives and firearms were used in less 
 than 3 percent of the cases);

• There were children present in over 50 percent of the incidents 
and, in 58 percent of these cases, the children present actually 
witnessed the abuse;

• In 80 percent of the incidents, there was a history of prior abuse 
by the suspect against the victim and about 40 percent of the 
suspects had been previously arrested;
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• A high proportion of incidents involved injury to the victim and 
 substance abuse on the part of the suspect at the time of the 

incident;

• Thirty-one (31) percent of the suspects were arrested at the scene 
of the incident;

• Over 75 percent of arrests were for felony charges, with the most 
 common charge being the infliction of corporal injury on a 

spouse/cohabitant;

• The primary reasons arrests did not take place were: the suspect 
was not present at the scene,  the victim did not want the suspect 
to be arrested, there was no visible injury to the victim, and 
officers determined the incident to be mutually combative; and

• Over 50 percent of the cases that were referred to the prosecutor 
by law enforcement were rejected. 

SANDAG’s findings revealed critical information about the nature and 

dynamics of domestic violence among victims and perpetrators who come into 

contact with law enforcement and victims who are forced to seek shelter from 

abuse. Although the SANDAG study focused on domestic violence generally, not 

intimate partner murder, the data collected and the development of an effective 

data collection protocol is instructive for intimate partner murder analysis. 

W H E R E  A R E  W E  N O W ?

National Data Collection

Nationally, many states and local agencies have not yet converted to 

an incident-based data collection and reporting system that complies with the 

NIBRS. As of 2004, approximately 5,300 law enforcement agencies contributed 

incident-based NIBRS data to the FBI.81 These agencies represent 20 percent of 
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the U.S. population and 16 percent of the crime statistics collected through the 

UCRP. Consequently, the collection and tracking of comprehensive, incident-

based federal data on intimate partner murder remains an elusive goal. 

In addition, discrepancies between the FBI and BJS’s definition of “intimate 

partner” for purposes of federal data collection may cause federal statistics 

on intimate violence and intimate murder to be inconsistent and significantly 

understated. In conducting the NCVS, the BJS defines “intimate partner” as 

including current and former spouses, current and former boyfriends/girlfriends, 

and same sex relationships.82 

The FBI’s NIBRS, on the other hand, tracks the following categories of 

“intimate partners”: spouse, common law spouse, ex-spouse, boyfriend/

girlfriend, and homosexual relationship. Although the FBI purports to include 

former boyfriends/girlfriends in its definition of “intimate partner,” it does not 

include a separate category for these relationships in its data collection and 

reporting system.83 Rather, the FBI includes former boyfriends/girlfriends in its 

general “boyfriend/girlfriend” category. 

If there is no separate category for former boyfriends/girlfriends, law 

enforcement agencies participating in the UCRP that report intimate partner 

murders or crimes could misreport on the front-end, by not considering former 

boyfriend/girlfriend relationships to qualify as “intimate partner” relationships. 

Such discrepancies are particularly significant with regard to FBI data on intimate 

murder, as the NCVS does not have the capability to track data on homicide 

crimes. Researchers have estimated that excluding former boyfriends/girlfriends 

from intimate murder data collection practices may result in federal statistics 

being understated by as much as 11 percent.84 
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California Data Collection

Statewide data collection and analysis has also failed to result in reliable 

and comprehensive information on intimate partner murder due to systemic 

problems, which include a lack of funding and ineffective inter-agency 

communication and collaboration. CWLC’s interviews with advocates and 

practitioners revealed the following challenges and shortcomings with respect 

to state data collection practices:

T h e  r a n g e  o f  d a t a  c o l l e c t e d  b y  s t a t e  a n d  l o c a l  
a g e n c i e s  i s  i n s u f f i c i e n t  t o  a l l o w  f o r  a  m e a n i n g f u l  
a n a l y s i s  o f  i n t i m a t e  p a r t n e r  m u r d e r  i n  o u r  s t a t e .

The CADOJ database is constructed from “summary-based” county criminal 

reports sent on a monthly basis to the Criminal Justice Statistics Center by local 

law enforcement agencies.85 The Attorney General’s office has been working 

to move California toward “incident-based” reporting for criminal databases, 

which would allow more details and circumstances of crimes to be analyzed.86  

A pilot program for incident-based reporting was launched in a few counties.87  

Unfortunately, the last incident-based report was received in June 2004.88 The 

pilot program contained 53 data fields, including a flag for “domestic violence 

related” incident.89 The state has not been able to implement incident-based 

reporting on a state level or even maintain the pilot program due to a lack of 

funding, although some local agencies have converted to such a system.90  

Moreover, as mentioned above, the collection of comprehensive data 

on domestic violence homicides authorized by Penal Code Section 11163.5 

has not become a reality, likely due to a lack of funding. As a result, little 

progress has been made toward creating a centralized, statewide domestic 

violence homicide database.91 Intimate murder data continues to be entered 

into the state’s general homicide database92 and California has not published 
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a formal report specifically analyzing its domestic violence homicide data to 

date.93  However, the Attorney General’s office recently affirmed the importance 

of collecting comprehensive criminal justice data on domestic violence incidents 

and recommended that the CADOJ develop a web-based system that allows 

local criminal justice agencies to report extensive data on domestic violence 

cases to the state.94

Finally, the subtle complexities of intimate partner murder, such as the 

history of domestic violence, previous criminal activity, and mental health of the 

perpetrator or victim, are not quantified in state homicide reports nor collected 

by the statistics department.95 More specialized information is needed to capture 

trends in intimate partner murder and learn from these crimes. Although many 

agencies, including social service agencies and shelters, collect data on cases 

involving domestic violence, this information is rarely shared among agencies 

and this data is not being collected and analyzed in any meaningful way on a 

statewide basis.

C a l i f o r n i a ’ s  d a t a  o n  i n t i m a t e  p a r t n e r  h o m i c i d e  i s  

i n a c c u r a t e  a n d  s u b j e c t  t o  u n d e r r e p o r t i n g  

Several problems were identified as contributing to inaccuracies and 

underreporting in state data on intimate murder: 

•  LACK OF UNIFORM DATA COLLECTION STANDARDS AND ACCOUNTABILITY AMONG LOCAL 
 AGENCIES

There are 58 counties and over 500 law enforcement agencies in California, 

many of which have divergent data collection and reporting practices.96 

Variances in data collection and reporting systems, technologies and resources 

at these local levels, make it difficult to gather uniform and accurate intimate 

partner murder data on a statewide basis. 
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Moreover, there is evidence that some local agencies may be reporting 

inaccurate numbers to the state. CADOJ statistics show, for example, that there 

was only one intimate murder in Ventura County in 1999 and that this case 

involved the murder of a woman by her boyfriend.97 CWLC’s search of local 

news stories, however, identified at least three intimate murders in Ventura 

County that year.98 One murder was a highly publicized case of a woman who 

shot her husband and dismembered his body, yet CADOJ statistics show no 

record of any husband murders in Ventura County in 1999.99   

One reason for the transmission of inaccurate data is that a murder may 

not be fully resolved and classified as an “intimate murder” until the completion 

of a lengthy investigation and/or criminal trial. Criminal investigations and trials 

can take over a year to complete, causing the crime to be omitted from reported 

intimate murder data in the year in which the crime occurred. Another reason 

for inaccuracies at the local level, however, is that some agencies are simply 

failing to fulfill their reporting requirements to the state. 

•  NEED FOR GREATER INTER-AGENCY COLLABORATION AND SPECIALIZED TRAINING ON IDENTIFYING 
 INTIMATE MURDER

California’s homicide database tracks cases where domestic violence 

was a precipitating event to the murder. For a murder to be included in this 

category, however, it must have been properly investigated and identified by 

a local law enforcement agency as involving domestic violence. Whether a 

domestic violence murder is missed or mislabeled, therefore, greatly depends on 

the training, resources, and priorities of local law enforcement agencies. 

Indeed, intimate murder is not always easy to identify and corroborate. 

In order to properly classify intimate murders, or confirm suspicions that what 

appears to be an “accidental” death is actually an intimate murder, it is often 

critical that investigators know how to detect the warning signs of intimate 

murder and establish effective collaborations with medical, social services and 

community agencies that had prior involvement with the victim or perpetrator. 
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One type of murder that was repeatedly cited by practitioners as being 

easily mislabeled by investigators is strangulation murder cases. A 1996 San 

Diego study uncovered significant findings regarding the use of strangulation in 

domestic violence cases. The study examined 100 cases over a five-year period 

in which a woman reported being choked or strangled by her intimate partner. 

Findings included the following:

• Ninety (90) percent of the women surveyed reported prior abuse 
 by the partner who strangled them;100 

• In most cases, strangulation of the victim produced no visible 
injuries or only produced minor injuries, such as red marks;101 

• Because strangulation often produced no immediate, visible signs 
of serious injury, police tended to treat such cases as a minor 
incidents and failed to arrest or prosecute the suspect;102 and

• Even when strangulation resulted in serious injury, police reports 
 generally lacked relevant details about the incident, including 
 victims’ symptoms and complaints of injury, and many police 
 photos were blurry and unusable as evidence of the injury.103

Moreover, the study noted that victims of strangulation murders, in general, 

are predominantly female104 and that strangulation was one of the most lethal 

forms of domestic violence. In fact, the study noted that strangulation was 

commonly used as a form of domestic violence precisely because it is a way of 

silencing and causing serious injury to the victim, while leaving no marks.105

 

The study proposed a comprehensive training curriculum for law 

enforcement, coroners and prosecutors.106  The training was aimed at improving 

how these agencies identify strangulation, collect and document useful evidence 

of strangulation, and work together to prosecute strangulation and strangulation 

murder cases.107 

Several practitioners interviewed by CWLC also emphasized the important 

role that county coroner’s offices play in identifying and collecting data on 

The accuracy of statewide 
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ment agencies and coroner 

departments.
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intimate partner murder and the need for better collaboration among these offices 

and law enforcement investigators. The coroner is responsible for inquiring into 

and determining the circumstance, manner, and cause of all violent, sudden, 

or unusual deaths.108 A coroner’s ability to accurately identify signs of intimate 

murder, particularly where someone has died under suspicious circumstances, 

has an important impact on intimate murder data collection. 

In fact, in our 100-Case Survey, several murders were thought to be 

accidents at the scene, only to have coroner’s offices uncover more suspicious, 

but less conspicuous, causes of death such as strangulation or bludgeoning. In 

the case of Kristine Fitzhugh, Kristine was found dead at the bottom of the stairs. 

Her husband, Kenneth, insisted that she must have fallen down the stairs, by 

slipping on some plastic while wearing “slippery” shoes. 

Law enforcement investigators labeled the scene an accidental death 

and did not investigate further. However, the coroner discovered signs of 

strangulation and determined that her cause of death was a blow to the head, 

unrelated to falling down the stairs. The death was then labeled a homicide to 

be criminally investigated, and Kenneth was ultimately found guilty of murder.109  

In Kristine Fitzhugh’s case, the coroner’s report was the first indication of intimate 

partner murder. This case underscores how critical it is that law enforcement 

and coroners have the appropriate tools, training and collaboration needed to 

properly identify cases of intimate partner murder. 

•  LACK OF CONCRETE DATA ON DOMESTIC VIOLENCE-RELATED DEATHS

Another problem that contributes to under-representative data on domestic 

violence-related deaths, is the failure to identify and track deaths that are caused 

by domestic violence, but are not the result of a domestic violence murder. 

One example that surfaced in a roundtable discussion conducted by CWLC 

involved a case where a woman, who was part of a battered women’s support 

group, was killed in a car accident when the car that she and her batterer were 

driving in went off the side of the road and crashed.110 This woman described to 
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her group, on numerous occasions, how her batterer would lock her in his car 

and beat her as he drove around town.111 Members of her support group were 

convinced that her death was caused by the batterer losing control of the car 

on such an occasion.112 

 Another example involves domestic violence against elderly women. 

Studies show that abused and neglected elders have significantly higher mortality 

rates than their non-abused peers, even after controlling for other health factors 

such as chronic diseases.113 Elderly women who die prematurely due to health 

problems that are caused or exacerbated by ongoing domestic violence are 

not reflected in existing data on domestic violence fatalities. Similarly, battered 

women’s suicides resulting from ongoing abuse are typically not considered, or 

labeled as, domestic violence related deaths.114  

•  LACK OF CONCRETE DATA ON THE NUMBER OF COLLATERAL VICTIMS OF INTIMATE PARTNER MURDER  

In 1 out of every 5 cases surveyed in our 100-Case Survey, a person other 

than the intended victim was either injured or killed at the time that the murder 

took place. A total of 27 people were killed in addition to the 100 intended 

intimate murder victims. Victims included children, friends, relatives, neighbors, 

current intimate partners of the victim, and co-workers. It is critical to find ways 

to identify and track these types of domestic violence-related deaths in order to 

gain a true picture of domestic violence fatalities in our state. 
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W H E R E  D O  W E  G O  F R O M  H E R E ?

• Local, state and federal definitions of “intimate partner” should be standardized and 

clearly articulated to advocates, researchers and law enforcement. Unifying and expanding definitions 

of “intimate partner” will allow intimate violence and intimate murder to be accurately counted. Current and former 

spouses, current and former dating partners and same-sex relationships must be included in the definition of “intimate 

partner” at all levels of data collection and entry. 

• More state and federal funding should be committed to helping agencies convert to 

incident-based data collection and reporting systems. Incident-based reporting is a move in the right 

direction because it tracks more meaningful details and paints a more complete picture of intimate murder. Law 

enforcement agencies in California and across the nation would like to implement effective incident-based data 

collection and reporting systems, but lack the funding and resources to do so. 

• Existing incident-based reporting standards should be expanded to include other 

significant factors relating to intimate partner murder. Current models of incident-based reporting still 

fail to capture important data on intimate partner murders (i.e. perpetrator’s prior history of abuse, prior convictions, 

prior arrests, etc.). Instead, detailed information gathering and analysis on intimate murder is primarily occurring 

locally through private research and the work of county domestic violence death review teams (see Domestic 

Violence Death Review section below). Further investigation and research is needed to identify additional relevant 

factors that could be tracked through incident-based reporting on intimate murder and to determine the feasibility of 

imposing expanded reporting requirements on local agencies. 

• State funding and resources should be directed toward establishing a separate, statewide 

data collection and analysis program on domestic violence deaths, as authorized by Penal Code 

Section 11163.5. The full implementation of Penal Code Section 11163.5 should be made a higher priority. Given 

the preventable nature of intimate murder, it is vital that state and local agencies engage in a more detailed level of 

data collection and analysis than that which is currently performed for stranger murder or other violent crime. 

• Law enforcement investigators and coroners should receive specialized training on 

identifying and documenting data on intimate murder. Properly determining a person’s cause of death 

is central to collecting accurate data on intimate murder. As the primary agencies responsible for making these 
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determinations, law enforcement and corners must have the tools and training needed to effectively investigate and 

identify cases of intimate murder.

• State and local agencies should explore ways to identify and collect data on non-homicide, 

domestic violence-related deaths. In order to gain a true picture of domestic violence fatalities in our state, 

domestic violence-related deaths, such as battered women suicides, collateral deaths and premature deaths due 

to domestic violence injuries and stress, should be included in state and local data collection efforts. Identifying 

and collecting data on such cases, however, is extremely challenging and would require strong commitments and 

collaborations among various agencies that respond to domestic violence in the community. For counties with active 

domestic violence death review teams, analysis and tracking of these cases may be performed within the review 

team setting. However, data collection and analysis of these cases should be standardized and centralized on a 

statewide basis.

• State and local agencies should explore ways to require data collection and reporting 

on domestic violence from health and social services agencies. Preventing intimate murder requires 

gaining a better understanding of domestic violence generally, including victims and perpetrators’ interactions with 

agencies outside of the criminal justice system. Many public health, social services and shelter agencies engage in 

some level of data collection and documentation on cases involving domestic violence. However, this information is 

rarely shared among agencies and it is not being tracked or analyzed in any meaningful way on a statewide basis. 

Further, investigation is needed to identify information that can be tracked by these agencies on a statewide basis 

and to determine the feasibility of imposing data collection and reporting requirements on these agencies.
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D O M E S T I C  V I O L E N C E  D E A T H  R E V I E W

The demand for more detailed data collection and analysis of intimate 

partner murder led to the establishment of domestic violence death reviews in 

California and across the nation. Although domestic violence death reviews are 

performed after an intimate murder has already occurred, the underlying goal 

of “death review” is to prevent future homicides from occurring and ultimately 

reduce the incidence of these murders in the community.

 To this end, general objectives of domestic violence death reviews 

include: (1) collecting detailed information about the history and circumstances of 

particular intimate murder cases; (2) identifying agency or systemic failures that 

may have contributed to a victim’s risk of murder; (3) making recommendations 

for improving agency responses to domestic violence; (4) building interagency 

collaboration and communication about intimate violence and murder; and 

(5) increasing public and agency understanding about domestic violence 

generally.115  

 The establishment of domestic violence death reviews represents a shift 

in focus among government and community agencies from protecting individual 

victims and holding their perpetrators accountable, toward addressing and 

improving broader systemic responses to domestic violence.116 Two types of 

domestic violence death reviews have developed in California: government-

sponsored death review teams and independent death reviews. 

H O W  F A R  H A V E  W E  C O M E ?

Government-Sponsored Domestic Violence Death Reviews Teams

 

Government-sponsored domestic violence death review teams (“DVDRTs”) 

are typically formed on a county-wide basis and are composed of members from 
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various government and community agencies that play a role in responding to 

domestic violence in that community. Team members may include prosecutors, 

coroners, law enforcement officers, probation and parole officers, mental 

health and health care professionals, child protective service workers, victims’ 

advocates, batterer’s treatment counselors and representatives from community 

agencies who deal with a significant population of domestic violence victims, 

such as victim-witness assistance and immigration agencies.117

The multi-agency review process of DVDRTs allows for a comprehensive 

examination of intimate murders. DVDRT meetings provide a confidential forum 

for each agency involved in a particular intimate murder to come forward with 

relevant information that can assist the team in tracking exactly what happened 

in that case and how different agencies could have better protected the safety 

of the victim.118 Indeed, central to the mission of most DVDRTs is the creation 

of a safe and collaborative environment that promotes systemic change and 

improvement, rather than imposing blame on individual agencies for perceived 

failures or mistakes in responding to domestic violence.119 

 The first DVDRTs in the U.S. were established in the early 1990s.120  

DVDRTs were largely modeled after child abuse fatality review teams, which 

originated in the late 1970s and were considered successful in improving 

systemic responses to child abuse and neglect.121 Consequently, DVDRTs share 

many common characteristics with child abuse fatality review teams, such as 

interagency collaboration and an underlying conviction that intimate partner 

murders, like child abuse deaths, are often preventable.

 The Charan Investigation, mentioned in the case study at the start of 

the section, was the first government-sponsored domestic violence death review 

in the nation.122 The investigation was conducted in response to the 1990 

murder-suicide of Veena Charan and her estranged husband, Joseph Charan. 

In this case, Veena did everything she could to protect herself from her abusive 

husband. She separated from Joseph and obtained custody of their then 9 year-
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old son. She obtained a civil restraining order against Joseph. Moreover, during 

the 15 months prior to her murder, Veena made numerous calls to police to 

report domestic violence by Joseph against herself and other family members, 

but these reports were not taken seriously by police. 

 Although Joseph was eventually arrested and convicted of domestic 

violence, investigators failed to provide the prosecutor with complete information 

about Joseph’s past history of abuse against Veena. As a result of the conviction, 

Joseph was placed on probation, the terms of which included participation in 

domestic violence counseling and the Sheriff’s Work Alternative Program. On 

January 15, 1990, less than two weeks after he was placed on probation, 

Joseph showed up at his son’s school and shot and killed Veena before killing 

himself. 

 The Charan Investigation was conducted by the San Francisco 

Commission on the Status of Women at the request of the San Francisco 

Domestic Violence Consortium.123 In 1991, the Commission issued a report 

stating its findings and recommendations from the investigation of the Charan 

case. The Commission found that Veena’s murder highlighted systemic problems 

with the way that San Francisco’s civil and criminal justice agencies responded 

to domestic violence, and that future domestic violence murders could be 

prevented if significant changes were made.124 In fact, the Commission noted 

that, if Veena’s domestic violence complaints had been taken seriously by law 

enforcement and information about her case had been effectively communicated 

between law enforcement, prosecutors and the probation department, stronger 

criminal justice measures could have been taken against Joseph to prevent the 

escalation of violence that led to Veena’s murder.125  

 In particular, the Commission’s investigation revealed four significant 

gaps in services: (1) a lack of effective communication and coordination 

between the various city agencies that deal with domestic violence cases (i.e., 

police department, municipal court, adult probation); (2) a lack of systematic 
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data collection and centralized information about domestic violence cases; (3) 

barriers to accessing services, including insensitivity among city agencies to 

cultural and gay/lesbian issues; and (4) insufficient training on multicultural 

awareness issues.126 The Commission made over 100 recommendations for 

improving agency response to domestic violence in San Francisco and then 

worked with local agencies to implement their recommendations.127 Changes 

included the establishment of an inter-agency council to coordinate domestic 

violence services throughout the city and the establishment of specialized 

domestic violence units within local police, district attorney and probation 

departments.128

 A few years later, in October 1994, Santa Clara County established 

one of the first on-going, multi-agency DVDRTs, which has served as a model 

for teams across the nation.129 The Santa Clara Domestic Violence Death Review 

Committee was established as a sub-committee of the Santa Clara Domestic 

Violence Council.130 Since 1997, the Committee has issued annual reports 

summarizing data on domestic violence murders occurring in the county each 

year, analyzing trends and significant issues concerning these murders, and 

making recommendations for improving local responses to domestic violence.

G r o w t h  a n d  S t a n d a r d i z a t i o n  o f  C o u n t y  D o m e s t i c  
V i o l e n c e  

D e a t h  R e v i e w s

In 1995, California enacted legislation authorizing the establishment 

of domestic violence death review teams in all California counties (“1995 

Authorizing Legislation”).131 Although state law does not require every county 

to have a review team, it encourages the formation of such teams and sets forth 

general principles and standards for their operation.132  

Penal Code Section 11163.3 describes the general objectives of county 

DVDRTs to include the following: (1) identifying and reviewing domestic violence 
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deaths, including homicides and suicides; (2) facilitating communication among 

agencies involved in domestic violence cases; and (3) reviewing agency 

involvement in domestic violence incidents to develop recommendations aimed 

at reducing the incidence of domestic violence in the community.133  

Section 11163.3 also lists categories of professionals who should be 

included on county DVDRTs, including forensic pathology experts, coroners, 

prosecutors, law enforcement personnel, medical professionals, battered 

women’s advocates, and representatives from child abuse agencies.134 Moreover, 

Section 11163.3 authorizes counties to develop protocols and written reporting 

procedures to assist coroners and others who perform autopsies in identifying 

whether a person had been a victim of domestic violence prior to death and 

whether domestic violence was the actual cause of death for a victim.135  

The number of county DVDRTs in California grew with the passage of 

the 1995 Authorizing Legislation. Currently, there are at least twenty-four (24) 

counties in California that have on-going, formalized DVDRTs.136 The growth 

of DVDRTs led to a growing need among counties for guidance on how to 

effectively carry out the objectives articulated in Penal Code Section 11163.3. 

Areas of particular concern included general protocol development, data 

collection, and confidentiality issues among team members.

GENERAL PROTOCOL DEVELOPMENT

 

The 1995 Authorizing Legislation required the California Attorney 

General’s Office to create a statewide protocol to assist counties with developing 

and implementing DVDRTs.137 Shortly after the 1995 legislation was enacted, 

the Attorney General’s Office and Department of Health Services began 

gathering information for the statewide protocol by conducting focus groups 

with professionals involved in domestic violence prevention and response, and 

meeting with existing domestic violence death review teams.138 In addition, in 
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1998, the Attorney General’s Office established a Domestic Violence Death 

Review Protocol Advisory Committee (“Protocol Advisory Committee”) to assist 

the office with defining the statewide protocol.139  

 Published in 2000, the statewide protocol provides guidance to 

counties in the following areas: team goals, team membership, case review, 

confidentiality, data collection and policy recommendation development.140  The 

protocol outlines state law standards in each of these areas and supplements 

these standards with recommended practices developed by the Protocol Advisory 

Committee. With regard to team membership, for example, the protocol states 

that, in addition to the list of core team members set forth in Penal Code Section 

11163.3 (i.e., forensic pathology experts, coroners, prosecutors, law enforcement 

personnel, etc.), Protocol Advisory Committee members recommended having 

professionals such as probation officers, judges, and rape crisis advocates 

on county DVDRTs.141 The statewide protocol also includes an appendix of 

important resources for teams, such as sample confidentiality agreements and 

data collection forms.142

 The statewide protocol is not mandatory, but rather, is intended as a 

guide for existing and future DVDRTs.143 County review teams are free to develop 

their own mission statements, protocols, and forms in conformance with state law. 

This flexible structure has the benefit of allowing counties to tailor their review 

team in a way that best meets their community’s needs. However, divergence in 

strategies and procedures among teams may make it difficult to gather uniform, 

statewide data on domestic violence deaths.

 In addition to developing the statewide protocol, in 2002, the Attorney 

General’s Office held two regional conferences for California DVDRTs.144 These 

conferences provided a valuable opportunity for teams to share information 

about strategies for conducting death reviews, important trends and risk factors 

identified through local death reviews, and recommendations for preventing 

future domestic violence deaths.145 However, due to budget restraints, the Attorney 
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General’s Office has no current plans to hold additional regional conferences 

in the future.146 The office does hope to produce an on-line newsletter for teams, 

as well as a team listserv, both of which will better enable teams to share 

information and resources.147  

The National Domestic Violence Fatality Review Initiative (NDVFRI) has 

also served as an important resource for DVDRTs.148 The NDVFRI is funded 

by a grant from the U.S. Department of Justice’s Office on Violence Against 

Women.149 NDVFRI provides technical assistance, training and resources for 

DVDRTs throughout the country. In addition, each year, the NDVFRI holds a 

national Domestic Violence Fatality Review Conference to help foster the growth 

and development of local teams. The California Attorney General’s Office 

encourages county teams to attend these annual conferences.150  

DATA COLLECTION

 

Another purpose of the 1995 Authorizing Legislation was to create a 

“body of information to prevent domestic violence deaths.”151 Section 11163.5, 

which was enacted as part of the 1995 legislation, authorizes the California 

Department of Justice (“CADOJ”) to issue an annual report analyzing state and 

local data on domestic violence deaths, including the data collected by local 

DVDRTs.152 To this end, Section 11163.5 authorizes the CADOJ to establish 

minimum data collection standards for DVDRTs in order to better assess the data 

collected by local teams on a statewide basis.153   

Although more than 10 years have passed since the enactment of Penal 

Code Section 11163.5, the state has not been successful in creating a statewide 

“body of information” on domestic violence deaths. Moreover, the CADOJ has 

yet to issue a report analyzing state and local data on domestic violence deaths. 

The delay in achieving these goals may be attributed, in part, to the difficulty of 

standardizing and coordinating state and local data collection efforts. Indeed, 
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although the CADOJ intends to develop a standardized data collection form for 

county DVDRTs,154 there are currently no minimum data collection standards for 

local teams.

In 1999, Penal Code Section 11163.6 was enacted to ensure more 

consistent and uniform data collection by county death review teams. Section 

11163.6 promotes standardized data collection by defining what qualifies as a 

“domestic violence death” for purposes of conducting local domestic violence 

death reviews.155 Pursuant to Section 11163.6, county review teams may, but are 

not required to, consider the following deaths in conducting their reviews:

  
• Deceased was murdered by an intimate partner;156 

• Deceased committed suicide and was a victim of domestic 
violence committed by an intimate partner;

• Deceased committed suicide after murdering an intimate partner;

• Deceased murdered an intimate partner and was then killed in 
connection with the domestic violence incident;

• Deceased was the child of the victim and/or perpetrator of a 
domestic violence homicide;

• Deceased was an intimate partner of the domestic violence 
perpetrator’s intimate partner;

• Deceased was a law enforcement officer, emergency medical 
personnel, or other agency representative responding to a 
domestic violence incident;

• Deceased was a family member of the domestic violence 
perpetrator, other than those identified above;

• Deceased murdered a family member, other than those identified 
above; and

• Deceased is someone who is not included in one of the above 
categories, but whose murder was related to domestic violence.
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Section 11163.6 allows a wide range of murders and suicides to be 

reviewed by county DVDRTs. However, because Section 11163.6 does not require 

that local teams use its expansive definition of “domestic violence death,” these 

provisions, while instructive, do not guarantee that teams are utilizing uniform 

definitions in selecting and reviewing cases. 

CONFIDENTIALITY ISSUES

Confidentiality is critical for the effective operation of county DVDRTs.  

Without a safe and confidential environment, team members may be reluctant or 

unable to share their agency’s information about a particular case or speculate 

about how agency omissions and/or failures may have contributed to the 

victim’s risk of murder.157 Even with a confidential environment, however, a team’s 

authority to gather and assess information about a case is not without its limits. 

Teams must balance their interest of conducting an effective and comprehensive 

case review with the community’s interest in ensuring that the team’s efforts do 

not unlawfully infringe on a person’s or agency’s privacy rights. 

 There are generally two levels of confidentiality when it comes to a 

team’s case review process: team confidentiality and member confidentiality.158  

Team confidentiality covers all communications and activities that occur during 

a team meeting.159 Member confidentiality applies on an individual level, and 

requires that each team member keep specific case information confidential and 

not discuss this information with anyone outside the group, including others in 

their member agency.160

 The 1995 Authorizing Legislation addressed confidentiality issues 

for DVDRTs by enacting Penal Code Section 11163.3(e) which states that all 

communications and documents shared within, or produced by, a DVDRT 

relating to a case review are confidential and, therefore, are not subject to 

disclosure or discoverable by a third party.161 The same privilege applies to 
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communications and documents shared between a third party and a DVDRT 

relating to a case review.162 In addition, recommendations developed by a 

DVDRT may be publicly disclosed only when a majority of death review team 

members agree on publishing the recommendations.163

 In 1999, Penal Code Section 11163.3 was amended to further clarify 

confidentiality rules concerning a DVDRT’s case review process.164  Penal Code 

Section 11163.3(f) specifically authorizes agencies that are members of a DVDRT 

to share information their agency has about a particular victim or case under 

review with other team members, even if the information is otherwise deemed 

to be confidential or privileged. For example, if a team member represents a 

battered women’s shelter at which the victim subject to review had previously 

sought assistance for domestic violence, Section 11163.3(f) allows that team 

member to share his/her agency’s records concerning the victim with the DVDRT, 

despite the fact that such records may be prohibited from disclosure under the 

domestic violence victim-counselor privilege (Evidence Code Sections 1037, et 

seq.). Section 11163.3(f) states that information disclosed by a member agency 

to the team under these circumstances is confidential. 

 Penal Code Section 11163.3 (g), which was also enacted in 1999, 

allows DVDRTs to make written requests to third party agencies for information 

relating to a case review, including that which is confidential or privileged under 

state law.165 Pursuant to Section 11163.3(g), information requested by a team 

may include the following: 

• Medical information; 

• Mental health information; 

• Information concerning a report or investigation of elder abuse, 
except for the identity of the person who made the report; 

• Information concerning a report or investigation of child abuse, 
except for the identity of the person who made the report; 
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• Criminal history and criminal offender information;   

• Information concerning mandated reports by health practitioners 
of injuries inflicted by a firearm or assaultive or abusive conduct, 
including information concerning whether a physician referred the 
injured party to local domestic violence services as recommended 
under state law;

• Information in juvenile court proceedings;

• Information maintained by the family court;

• Information provided to probation officers in the course of their 
duties, including, but not limited to, the duty to prepare reports; 
and 

• In-home supportive services records, unless federal law prohibits 
the disclosure of such records. 

The broad range of information that DVDRTs are authorized to request 

pursuant to Penal Code Section 11163.3(g) is among the most expansive in the 

nation.166 However, DVDRTs cannot compel individuals or agencies to provide 

them with the information described above. 

 The California Attorney General’s statewide protocol recommends 

having DVDRT members and guests sign a confidentiality agreement at the 

beginning of every meeting that sets forth the team’s confidentiality rules.167 

The protocol further recommends that members and guests also be verbally 

reminded at the beginning of each meeting that information shared or discussed 

during the meeting cannot leave the room.168  

 The only exception to the confidentiality agreement recognized by the 

statewide protocol involves the rare situation where a prosecutor learns new 

information during a team meeting that he/she is constitutionally mandated to 

disclose to the defense in a case where the perpetrator is awaiting trial or has 

already been convicted.169 All other breaches of confidentiality should result, at 

a minimum,170 in the offending member being removed from the team.171 
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K e y  F i n d i n g s  F r o m  D o m e s t i c  V i o l e n c e  D e a t h  R e v i e w  
Te a m s :  A n n u a l  R e p o r t s

Annual reports are one of the most important products of DVDRTs. These 

reports summarize the data collected from the team’s review of county domestic 

violence deaths during the prior year, analyze trends or patterns illustrated by 

this data, and list the team’s recommendations for improving local responses to 

domestic violence. Included below is a summary of important highlights from 

some of the most recent annual reports issued by DVDRTs in California.

SANTA CLARA COUNTY DOMESTIC VIOLENCE DEATH REVIEW COMMITTEE

The Domestic Violence Death Review Committee of the Santa Clara County 

Domestic Violence Council issues an annual report at the end of each calendar 

year. The Committee’s most recent annual report reviews six (6) domestic violence 

deaths occurring in Santa Clara County in 2004.172

Key Findings

Key findings included, but were not limited to, the following:

• Only six (6) domestic violence deaths (2 homicides, 1 homicide/
suicide, 2 suicides after an attempted homicide) occurred in the 
county in 2004, which represented a dramatic decrease from the 
twenty-one (21) identified cases that occurred the year before. 
The Committee attributed this decrease to a number of factors, 
including increased reporting of domestic violence incidents, 
improved responses by law enforcement and prosecutors, 
increased community awareness of domestic violence, 
and member agency’s application of what they learn from 
participating in the Committee to their every day work;

• People close to the victims and perpetrators of the murder knew 
that something was seriously wrong in the relationship, but did 
nothing to intervene;
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• Perpetrators of fatal domestic violence shared common 
characteristics which included making prior threats of murder or 
suicide, exhibiting signs of anger or depression, perpetrating prior 
physical violence against the victim or a prior intimate partner, 
and engaging in highly controlling and obsessive behavior 
against the victim; and

• Domestic violence deaths occurred in nearly every jurisdiction 
in the county and involved different racial and socio-economic 
groups. Individuals from middle and upper-middle classes made 
up the majority of deaths.173

Policy Recommendations

As a sub-committee of the Santa Clara Domestic Violence Council, 

the Committee makes its recommendations directly to the Council. Policy 

recommendations made by the Committee to the Santa Clara Domestic Violence 

Council included, but were not limited to, the following:

• Encourage community members to report domestic violence;

• Continue to educate the public about domestic violence issues, 
including ethnic minority and immigrant communities;

• Continue to encourage victims to obtain restraining orders;

• Promote legislation requiring all mental health professionals to 
have domestic violence education; 

• Encourage local school districts to develop curriculum addressing 
domestic violence, dating violence and stalking; and

• Continue to educate the public about gun restrictions for domestic 
violence offenders.174

SAN DIEGO COUNTY DOMESTIC VIOLENCE FATALITY REVIEW TEAM

The San Diego County Domestic Violence Fatality Review Team 

(“SDDVFRT”) was established in 1996 and issued its first report in 2001. The 
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SDDVFRT’s most recent annual report reviews twenty-five (25) cases occurring 

in 2002 and 2003 and combines these findings with findings from previous 

SDDVFRT case reviews, analyzing a total of sixty-one (61) domestic violence 

fatalities occurring from 1997 to 2003.175 

Key Findings

Key findings included, but were not limited to the following:

• The SDDVFRT identified the following eight (8) major risk factors 
for domestic violence lethality (listed in order of importance): 
history of domestic violence, access to firearms, victim ended 
the relationship prior to death, alcohol and/or drug abuse in 
the relationship, mental health issues in the relationship, suicidal 
tendencies, death threats against victim by perpetrator, and victim 
obtained a restraining order prior to death;176

• Firearms were used in 44 percent of fatalities, including 
suicides;177

• In 43 percent of the cases, victims did not access any services 
or receive support from the criminal justice system prior to their 
death;178 and

• A total of 52 children were impacted by the death of one or both 
of their parents, with 12 children actually witnessing the murder 
of their parent(s) and 4 children being the first ones to find the 
victim’s body.179

Policy Recommendations

The SDDVFRT focused the recommendations in their 2004 Report on 

“access to firearms” due to the high percentage of cases (44 percent) in which 

firearms were used to perpetrate a homicide or suicide. They recommended that 

agencies (i.e., courts, law enforcement, prosecution and probation) be more 

proactive in ensuring that domestic violence offenders subject to court-ordered 
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gun restrictions actually relinquish their weapons, including taking the following 

steps: 

• Law enforcement should inquire if there are weapons in the 
home and if the weapons were used in the incident, as well as 
confiscate any weapons found at the scene of a domestic violence 
incident;

• A registered firearms check should be made at the first court 
hearing in a domestic violence case and, after conviction, 
court orders should require that the defendant show proof of 
relinquishment of firearms as a condition of probation;

• A registered firearms check should be made in a domestic 
violence restraining order proceedings upon the entry of an order 
after a hearing. The firearms registration information should be 
included in the restraining order; and

• Local courts, law enforcement and prosecutors should work 
together to develop and implement standardized policies 
and procedures for the safe relinquishment and destruction of 
weapons.180

The SDDVFRT also made recommendations for improving their case review 

process, including placing a greater focus on attempted domestic violence 

murders and suicides with a history of domestic violence, conducting follow-up 

services for children who have lost their parent(s) due to a domestic violence 

fatality and refining their case investigative reports to be more inclusive of 

lethality risk factors.181 

SACRAMENTO COUNTY DOMESTIC VIOLENCE DEATH REVIEW TEAM

The Sacramento County Domestic Violence Death Review Team 

(“SCDVDRT”) is a sub-committee of the Sacramento County Domestic Violence 

Coordinating Council. The SCDVDRT was established in 1998 and issued its 

first annual report in 2000. Its most recent report reviews six (6) cases occurring 

from November 2002 to September 2003 and combines these findings with the 
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findings from previous SCDVDRT case reviews, analyzing a total of thirty-one 

(31) cases occurring from 1993 through September 2003.182

Key Findings

Key findings included, but were not limited to, the following:

• There was a history of domestic violence in virtually all of the 
thirty-one (31) reviewed cases;183

• There were a disturbing number of cases in which the victim had 
previous contact with agencies (e.g., law enforcement, courts, 
probation, child protective services, etc.), but still lost her life;184

• Of the six (6) cases occurring from November 2002 to September 
2003, eleven (11) children were exposed to domestic violence, 
with one child dying after a premature birth due to injuries cause 
in utero;185

• Two of the six (6) victims killed from November 2002 to 
September 2003 were pregnant at the time of their murder;186 
and

• There is a serious shortage of shelter beds available to domestic 
violence victims.187

Policy Recommendations

The SCDVDRT’s policy recommendations, which were presented to the 

Sacramento County Board of Supervisors and the Sacramento County Domestic 

Violence Coordinating Council, included the following:

• The County should seek outside funding to implement model 
guidelines for effectively intervening in domestic violence and 
child maltreatment cases;188

• The County should seek ways to raise public awareness about the 
impact of domestic violence on children;
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• The County should seek funds to increase shelter bed capacity;189

 
• The County should encourage all service providers to explore 

the implementation of lethality assessments to better identify 
and address the safety needs of families experiencing domestic 
violence;190 and

• The County should explore the idea of funding support staff for 
the SCDVDRT to increase the team’s ability to collect and analyze 
data on domestic violence fatalities.191

CONTRA COSTA COUNTY DOMESTIC VIOLENCE DEATH REVIEW TEAM

The Contra Costa County Domestic Violence Death Review Team 

(“CCDVDRT”) was established in 1998 and issued its first annual report in 

2000.192 The CCDVFRT’s most recent annual report bases its analysis on the 

team’s review of 38 deaths occurring from 1997 through 1999, only twenty (20) 

of which were determined to be domestic violence deaths.193 

Key Findings

Key findings included, but were not limited to, the following:

• The time of separation is the most dangerous time in the 
relationship;194

• Firearms were used in the majority of homicides and suicides in 
domestic violence cases;195

• Domestic violence deaths are not confined to any specific region 
or specific ethnic/cultural group in the county;196

• Children remain both direct and indirect victims of domestic 
violence;

• The majority of individuals involved in the reviewed cases were 
not known to have sought services from public or private domestic 
violence service agencies; and
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• A majority of deaths involved individuals who were neither subject 
to or protected by restraining orders.197

Policy Recommendations

Policy recommendations included, but were not limited to, the following:

• All people working with individuals in violent relationships should 
be aware of the potential for lethality during separation and 
promote the development of safety plans in such situations;

• When restraining orders are in place and/or arrests occur, 
firearms should be confiscated whenever possible; 

• Community outreach, education and services must reflect the 
cultural/ethnic diversity of the County;

• The safety and welfare of children should be assessed and 
documented in all domestic violence incidents;

• Government and private agencies must continue to develop and 
implement  methods for identifying and coding cases involving 
domestic violence; and

 • Public and private agencies that provide domestic violence-related 
services should be provided with ongoing fiscal and political 
support.198

The fact that various DVDRT annual reports make the same findings and 

recommendations for improving legal and community responses to domestic 

violence underscores the need for improved statewide coordination of data 

collected by the local DVDRTs, as well as collaborations aimed at implementing 

county recommendations on a regional and/or statewide level. 



D a t a  C o l l e c t i o n  a n d  D e a t h  R e v i e w C h a p t e r  E i g h tD a t a  C o l l e c t i o n  a n d  D e a t h  R e v i e w 275D a t a  C o l l e c t i o n  a n d  D e a t h  R e v i e w

Independent Domestic Violence Death Reviews

 Independent domestic violence death reviews are conducted by private 

individuals or grassroots advocacy groups that have no connection to government 

supervision or funding. Independent reviews typically do not operate within 

a team setting or have the benefit of open communication and cooperation 

with government agencies, such as local police departments and prosecutor’s 

offices. Rather, these reviews tend to involve more individualized investigative 

work, including combing through public records and conducting interviews with 

the families and friends of the victim and perpetrator.199 

 Independent reviews were developed largely in response to the belief 

among victim’s advocates that government-sponsored reviews fail to promote open 

and meaningful evaluations of domestic violence deaths. Because government-

sponsored reviews are conducted primarily by the very agencies that may 

have, in fact, contributed to the victim’s risk of murder, some advocates believe 

that such reviews involve inherent biases and conflicts that inhibit true agency 

assessment and reform. In fact, independent death reviews are often conducted 

as a form of grassroots advocacy when local criminal justice agencies have 

failed to take action or make adequate reforms after a particularly egregious 

intimate murder occurs in a community. 

 Independent reviews of domestic violence homicides by grassroots 

advocacy groups began to surface as counties first experimented with DVDRTs 

in the mid-1990s. Two organizations that were responsible for conducting some 

of the first independent reviews of domestic violence homicides in California 

are the Purple Berets and the Women’s Justice Center. Over the past decade, 

these organizations have worked together and separately to produce more 

than a dozen independent reviews of domestic violence deaths in Northern 

California.200

Independent reviews were 

developed largely in re-

sponse to the belief among 

victim’s advocates that gov-

ernment-sponsored reviews 

fail to promote open and 

meaningful evaluations of 

domestic violence deaths.



D a t a  C o l l e c t i o n  a n d  D e a t h  R e v i e wC h a p t e r  E i g h t276 D a t a  C o l l e c t i o n  a n d  D e a t h  R e v i e w

 The Purple Berets and the Women’s Justice Center describe the two 

primary goals of conducting an independent review as: (1) humanizing the 

victim and (2) exposing the ineffectiveness of local agency responses to domestic 

violence.201 Unlike DVDRTs, these organizations do not keep the detailed 

information that they gather about a case confidential. To the contrary, they 

publicize this information in order to incite public outrage and action by directly 

and unabashedly pointing out problems with how specific agencies respond to 

domestic violence.202 In fact, the Purple Berets and Women’s Justice Center have 

advocated for reforms in local agency responses to domestic violence by using 

case information to organize media campaigns, lobby for local and statewide 

policy changes, make direct pleas for reforms to public officials and offending 

agencies, and stage public demonstrations.203 

 The most noted campaign conducted by the Purple Berets and Women’s 

Justice Center involved the murder of Maria Teresa Macias by her husband, 

Avelino Macias. On April 15, 1996, Teresa was shot in the head and killed by 

Avelino as she and her mother arrived for work. Avelino then shot and seriously 

injured Teresa’s mother before shooting and killing himself.204 Advocates from 

the Purple Berets and Women’s Justice Center became interested in the case 

after reading about the murder-suicide in a local newspaper.205 Within a few 

days, they began a month-long investigation into the history of Teresa’s case.

 The Purple Berets and Women’s Justice Center searched court documents 

and conducted interviews with family members, friends, and other witnesses to 

produce a detailed chronology of events leading up to Teresa’s murder.206  The 

chronology documented Teresa’s repeated attempts to seek help from government 

and community agencies for domestic violence by Avelino. In the year prior to 

her murder, Teresa fled to a battered women’s shelter with her children, solicited 

the help of family members, friends and counselors, obtained a restraining order 

against Avelino, and contacted law enforcement more than 20 times to report 

stalking, violence and restraining order violations by Avelino.207  
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The Purple Berets and Women’s Justice Center organized a memorial vigil 

for Teresa where they announced the results of their investigation, including 

detailing the history of law enforcement’s failure to protect Teresa.208 This event 

ignited a public campaign aimed at putting pressure on local law enforcement 

and prosecutors to institute reforms addressing the failures evidenced by Teresa’s 

case.209 In addition, the organizations used the information gathered through 

their investigation to point out inaccuracies in law enforcement and prosecutor’s 

accounts of their prior contacts with Teresa. For example, when then Country 

Sheriff Mark Ihde told the media that his office had no records of Teresa’s 

restraining order, the Purple Berets published an article countering this statement 

with information from witnesses who confirmed that Teresa delivered a copy 

of her restraining order to the Sheriff’s substation soon after it was issued and 

that she would always show a copy of her order to sheriff deputies when they 

responded to her calls for assistance.210 

 Ultimately, the organizations used their information on the Macias 

case to file a federal civil rights lawsuit against the Sonoma County Sheriff’s 

Department for failing to adequately respond to Teresa’s complaints of domestic 

violence by Avelino. The lawsuit resulted in a landmark Ninth Circuit Court of 

Appeal decision recognizing that domestic violence victims have a constitutional 

right to non-discriminatory police services, as well as a $1 million settlement for 

Teresa’s family.211

 In addition to conducting their own investigations, both the Purple Berets 

and the Women’s Justice Center also encourage private individuals to conduct 

independent reviews of domestic violence murders involving women they know 

or women in their community. Both organizations have even developed step-

by-step investigation guides for conducting an independent review.212 These 

guides include information on how to research public documents, strategies 

for conducting personal interviews, and tips for documenting findings from the 

investigation.213 Further, the organizations advise individuals on how to publicize 

and advocate for reforms concerning their findings.214
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Independent reviews are a valuable complement to the reviews performed 

by county DVDRTs. As mentioned above, because county DVDRTs are government 

agency-driven, much of the information discovered and shared during team 

meetings is confidential, not to be shared with the general public. Independent 

reviews empower communities and individuals to take matters into their own 

hands by investigating and publicizing what went wrong in a particular 

case. In fact, even the National Domestic Violence Fatality Review Initiative 

has recognized the value of, and need for, more grassroots investigations of 

domestic violence deaths.215 

W H E R E  A R E  W E  N O W ?

CWLC conducted interviews with both county DVDRTs and organizations 

that conduct independent death reviews to gain insight into the current status of 

domestic violence death review in California.

Government-Sponsored Domestic Violence Death Review Teams

There are currently 24 county DVDRTs in California.216 CWLC surveyed 

ten (10) DVDRTs, covering both urban and rural counties, in order to assess 

current practices and gather feedback on possible improvements from teams. 

Questions were posed to the Chairs of the DVDRTs and covered issues such as 

team organization and structure, areas of strength, suggestions for improvement, 

and current frustrations.217

T e a m  E s t a b l i s h m e n t

• The establishment of county DVDRTs was often community driven. 

Most teams (9 out of 10) established their DVDRT due to the 

individualized efforts of government agency representatives (i.e., 
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prosecutors, health department directors, etc.) and/or advocates 

who were currently working in the domestic violence field, or 

in response to community events, such as the establishment of a 

county domestic violence council or the occurrence of an egregious 

intimate partner murder. Only one team formed solely due to the 

1995 Authorizing Legislation.

• All teams had a written protocol, with the majority of teams (6 out of 

10) copying the statewide protocol or another county’s protocol. 

T e a m  M e m b e r s h i p

• The number of team members on each DVDRT depends largely on 

the size of the county that the team represents. Smaller counties 

reported having anywhere from 7 to 12 team members, while 

larger counties reported having as many as 27 members. 

• Agencies represented on the 10 surveyed DVDRTs include the 

following: law enforcement (i.e., local police, county sheriffs and 

state highway patrol officers), district attorneys, city attorneys, county 

counsel, coroners, probation officers, family court personnel, family 

law attorneys, criminal defense attorneys, victim-witness assistance 

representatives, child protective services representatives, public 

health workers, mental health professionals, military personnel, 

battered women advocates and shelter workers, sexual assault 

advocates, and community advocates specializing in public policy, 

immigration and gay/lesbian issues.

• Most DVDRTs teams (7 out of 10) feel that all relevant agencies 

were adequately represented on their team. Only 3 teams 

identified a need for greater depth and diversity of involvement on 
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the team, particularly with regard to family members of the victim, 

medical professionals (e.g., representatives from local hospitals, 

health care workers, etc.) and community advocates who represent 

marginalized groups, such as the gay/lesbian, disabled and 

immigrant communities. 

• Almost all of the teams (9 out of 10) feel that the DVDRT functions 

well in bringing in new domestic violence agencies as team 

members and guests, when needed. Five (5) of the teams attributed 

their success in this area to the fact that there are generally strong 

working relationships among all local domestic violence-related 

agencies in their community.

T e a m  F u n d i n g  

• Most (7 out of 10) DVDRTs do not have any source of funding to 

support their work. Rather, team members participate on a volunteer 

basis as part of, or in addition to, their regular job duties. Two (2) 

teams have their costs absorbed by the county, and one team has a 

coordinator who is funded to spend up to 5 percent of his/her time 

on team activities pursuant to a federal grant. 

C a s e  S e l e c t i o n

•    A majority of teams (6 out of 10) identify cases by having local 

agencies (i.e., law enforcement, coroners offices, district attorney 

offices, and probation departments) flag suspected domestic 

violence deaths for review by the team. Four (4) teams review all 

deaths that have occurred in the county to see whether they qualify 

as a domestic violence death, without utilizing any initial screening 

process. One of these teams has reviewed all county deaths dating 

Most DVDRTs do not have 

any source of funding to 

suppport their work.
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back 18 years. Having an initial screening process for selecting 

cases was especially critical for teams from large counties where, 

due to their large populations, it would be impossible for these 

teams to review every domestic violence death, let alone every 

death, in their county.

• The types of domestic violence deaths reviewed by each team varied 

among counties. With regard to domestic violence homicides, half 

of the teams (5 out of 10) have a policy of only reviewing “closed 

cases” in which all the parties have died (i.e., murder-suicides) or 

all civil and criminal proceedings involving the case are completed, 

though some teams do not wait until all criminal appeals are 

exhausted before starting their review. Two (2) teams have more 

flexible “closed case” policies that allow them to review deaths in 

pending criminal cases, if needed, and 3 teams have no policy 

one way or the other. Only 3 teams also review individual suicides 

where there has been a history of domestic violence, and only one 

team reviews blue suicides218 and domestic violence-related fatal 

accidents in addition to the above deaths.

• Four (4) out of 10 teams are planning to expand the range of 

domestic violence deaths that they review to include cases such as 

suicides with a history of domestic violence, attempted domestic 

violence homicides, and domestic violence-related fatal accidents.
 

C a s e  R e v i e w  P r o c e s s

• Most teams meet on a monthly basis. Only one team met less often 

due to the fact that their county only experienced a few domestic 

violence deaths each year. Teams reported that participation at any 

given meeting tends to fluctuate due to the fact that many members 

participate on the team in addition to their other job functions. 

The range of domestic vio-

lence deaths reviewed by 

each DVDRT varies among 

counties.
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• All 10 teams use a confidentiality agreement which they have 

members and guests sign before each meeting. All teams feel that 

the use of confidentiality agreements is beneficial to the review 

process.

• A majority of teams (6 out of 10) gather case information by 

having team members bring relevant information and research 

from their respective agencies to team meetings that relates to the 

case subject to review, as well as contacting non-member agencies 

for information, when needed. Two (2) teams designate a specific 

person on the team to collect information from agencies on cases. 

One team had members review and give input on the coroner’s 

report during a case review meeting. For 4 of the teams, the 

DVDRT Chair was responsible for doing the majority of work and 

research for case reviews. Finally, two (2) teams had the person 

who investigated or prosecuted the case present the case to the 

team for review.

• Although no agency may be compelled to produce case-related 

information, all teams reported that they generally function well in 

obtaining information for their reviews. They attributed this success 

to good working relationships between agencies, coupled with 

guarantees of confidentiality. However, several (3 out of 10) teams 

identified difficulties in getting access to shelter information and 

information from family members of victims and perpetrators.

• Eight (8) of the 10 teams made it a point to consider and quantify 

cultural factors, race and sexual orientation in their analysis of 

cases. However, one of the teams that did not consider these factors 

has only experienced cases of domestic violence murder between 

white husbands and wives in their county. 

Most teams make it a point 

to consider and quantify 

cultural factors, race and 

sexual orientation in their 

analysis of cases.
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• Teams reported the following trends from their recent case 

reviews: 
  
  Increase in the involvement of children in domestic   

 violence homicides and murder-suicides; increase in   
 extremely heinous and brutal murders;

  Increase in domestic violence deaths among immigrant 
  communities;

  Several teams reported that murder-suicides were the most 
  common form of domestic violence deaths in their county;

  Noticeable connections between intimate murders and 
  elder abuse; and

  Some teams reported overall decreases, while others 
  reported increases, in the number of domestic violence      

 deaths in their county.

D a t a  C o l l e c t i o n  a n d  R e p o r t i n g

• Nine (9) of the 10 teams use a data collection form for gathering 

and documenting case information. One team documents its data in 

a timeline format, and another team uses meeting notes to compile 

information. 

• Four (4) of the teams felt that having standardized data collection 

forms for DVDRTs would be beneficial for ensuring consistent and 

accurate data and reporting among teams. Only one team strongly 

felt that each county should have their own unique, specialized data 

collection forms that reflect what is most important and relevant to 

that particular community. 

• Almost all of the teams (9 out of 10) compile and assess their data 

in an annual (or bi-annual) report. 

Most teams use a standard 

data collection form to gath-

er and document case infor-

mation and issue annual or 

bi-annual reports assessing 

this data.
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• Only 3 out of 10 teams are either currently using or developing a 

local a database for their DVDRT data. 

• Three (3) of the teams conduct community education and outreach 

regarding data, findings and recommendations from their case 

reviews.

D V D R T  S u c c e s s e s

Teams identified the following major successes: 

• Noticeable decreases in the number of domestic violence homicides 

in their county;

• Increased dedication and accountability among county agencies 

in examining their own practices for responding to domestic 

violence; 

• Improvements in how individual team members carry out their duties 

in the field, based upon what they learn during team meetings;

• Increased outreach among county agencies to Native American 

and Latino groups;

 

• Improved working relationships among county agencies; 

• Successful implementation of DVDRT recommendations; and

• Increased community awareness about the complexity of domestic 

violence relationships.
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D V D R T  F r u s t r a t i o n s  a n d  R e c o m m e n d a t i o n s  f o r  I m p r o v i n g  
D V D R T  O p e r a t i o n s

• Teams identified the following frustrations concerning the operation 

of the DVDRT:

  Lack of sufficient funding;

  Lack of sufficient time to dedicate to each case review;

  Difficulties in accessing family court and shelter 
  information, and lack of involvement by victim/perpetrator 
  family members in the review process;

  High turnover of team members resulting in more 
  inexperience and less dedication among team members;

  Difficulties in scheduling regular meetings due to schedules 
  and workloads of team members; and

  Team members lacking the full support and commitment 
  from the leaders of their agencies.

• Most teams (8 out of 10) felt that it would be beneficial to 

local prevention efforts if the data collected by county DVDRTs 

is centralized on a statewide basis. Some of the reasons for 

centralizing DVDRT data included using the information to support 

local or legislative reforms and gaining additional insight into “risk 

factors” for domestic violence deaths. However, teams stressed the 

importance of ensuring that counties have the freedom to tailor their 

data collection practices and responses to meet their community’s 

unique needs. Teams also stressed the importance of analyzing, 

rather than merely collecting, statewide data and making both 

county and statewide data accessible to the public.

Most teams felt that it would 

be beneficial to centralize 

the data collected by county 

DVDRTs on a statewide ba-

sis.
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• Seven (7) out of 10 teams felt that regular regional and/or state 

meetings would be the most important way to improve DVDRT 

communication and information-sharing among teams, particularly 

if funding was available for teams to participate in these meetings. 

Four (4) teams felt that electronic list servs and/or newsletters would 

also be beneficial and more cost-effective.

  

• Teams felt that the actual implementation of DVDRT recommendations 

was one of their biggest challenges and that significant improvements 

could be made concerning DVDRT follow-up on recommendations, 

as well as concerning the willingness among the leaders of member 

agencies to cooperate in implementation.

D V D R T  R e c o m m e n d a t i o n s  f o r  I m p r o v i n g  L e g a l  a n d  
C o m m u n i t y  R e s p o n s e s  t o  D o m e s t i c  V i o l e n c e

Teams made the following recommendations for improving legal and 

community responses to domestic violence:

• Increase domestic violence intervention and education for elementary, 

middle and high school aged youth, including additional services 

for children who have been exposed to domestic violence;

• Increase anger management services and resources for youth;

• Increase community education on domestic violence, including 

education aimed at increasing reporting by informing family, 

neighbors, friends, employers and co-workers, etc. about the risk 

factors for domestic violence homicide; 

• Increase training on domestic violence for law enforcement and 

judges;
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• Transform the language concerning domestic violence from being a 

“woman’s issue” to a “human rights” issue;

• Improve “first response” to domestic violence calls by local agencies, 

including reports of child abuse;

• Improve policies and procedures within hospitals for screening for 

domestic violence, and increase training on domestic violence for 

emergency medical personnel;

• Develop protocols for law enforcement and child welfare agencies 

concerning the co-occurrence of domestic violence and child 

abuse;

• Increased outreach to communities with language and other barriers 

to accessing services; and

• Establish more proactive policies and practices aimed at removing 

firearms from domestic violence offenders.

Independent Domestic Violence Homicide Reviews

 CWLC surveyed the directors of the two primary organizations that 

currently conduct independent domestic violence death reviews in California (the 

Purple Berets and Women’s Justice Center) to assess the current practices and 

concerns of organizations and individuals involved in independent reviews. 

E s t a b l i s h m e n t  o f  I n d e p e n d e n t  R e v i e w

•    Both organizations began conducting grassroots, independent 

reviews of domestic violence murders in response to a particularly 
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heinous case that occurred in their county that involved a long 

history of reported domestic violence by the victim. At the time of 

this murder, there was also no established DVDRT in their county. 

• Prior to their review of this murder, both organizations had 

completed numerous investigations of non-fatal domestic violence 

cases involving faulty law enforcement and prosecutor responses.

 

F u n d i n g  o f  I n d e p e n d e n t  R e v i e w s

• Both organizations are funded purely by private donations and 

grants. Neither organization receives any local, state or federal 

government funding. 

• Both organizations cite their lack of financial and other ties to 

government as contributing to a more advocacy-based, and less 

government-biased, review of domestic violence deaths.

C a s e  S e l e c t i o n  

• Independent reviews are conducted on an ad hoc basis, and the 

decision about whether a case will be subject to review is motivated 

by the personal choice of the reviewer. 

• Independent reviews primarily involve domestic violence homicides 

and murder-suicides, as opposed to individual suicides and domestic 

violence-related fatal accidents.

• Most often, reviewers have a personal connection to the case (i.e., 

are a friend or relative of the victim) or have read news articles 

about a case that highlights a history of agency inaction concerning 

domestic violence.

Independent domestic vio-

lence death reviews are not 

supported by government 

funding or resources.
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• Like government-sponsored reviews, the number of cases that an 

organization or individual is able to independently review depends 

largely on their available time and financial resources. 

C a s e  R e v i e w

• Independent reviews are conducted on an individual, rather than a 

team, basis. Sometimes the person conducting the review will have 

the help of other people, but no formalized team structure exists for 

conducting such reviews. 

• Both organizations provide written protocols and guidelines 

for conducting independent reviews on their websites, and use 

these protocols/guidelines in conducting their own reviews. The 

protocol/guidelines were composed from the personal experience 

of the organizations’ directors in investigating domestic violence 

homicides. 

• Reviews often start with a search of public records. Although there 

is generally no “closed case” policy for conducting an independent 

review, a search of public records is typically more effective after a 

criminal trial has been completed.

• Independent reviewers use confidentiality agreements in conducting 

interviews with witnesses, agency representatives and public 

officials in order to ensure that they are getting complete information 

about the case, as well as to maintain their credibility and working 

relationships with those involved in the case.

Like DVDRTs, independent 

reviewers utilize written pro-

tocols and confidentiality 

agreements to conduct their 

domestic violence death re-

views.
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D a t a  C o l l e c t i o n  a n d  R e p o r t i n g

• The information gathered from an independent review is typically 

documented in a written narrative and/or chronology detailing 

events leading up to the murder/murder-suicide. 

• Both organizations have used the information gathered from their 

reviews to advocate for systemic reforms by organizing public 

demonstrations, conducting media campaigns about the case, filing 

complaints with offending agencies, and filing civil rights lawsuits.

• Due to the relatively small number of independent reviews, as well 

as individualized styles of reporting, centralizing the data collected 

from these reviews is not a major concern of independent reviewers. 

However, one organization suggested that centralizing government 

data on these murders would be beneficial assuming that these 

deaths are being accurately identified by law enforcement and the 

coroner’s office.

I n d e p e n d e n t  R e v i e w  S u c c e s s e s    

• Both organizations identify the major benefits of conducting 

independent reviews to include the ability to gather and report 

case information in a way that humanizes the victim, contributes 

an advocacy-based perspective to domestic violence murders, and 

exposes specific system and agency failures.

• The organizations’ efforts have led to a substantial increase in 

media coverage on intimate partner murder. 

• The organizations used information gathered in one of their 

Independent reviewers use 

the data gathered from their  

case reviews to advocate 

for systemic reforms.
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case reviews to file a federal civil rights lawsuit against a local 

law enforcement agency for failing to adequately respond to 

domestic violence complaints by the victim, resulting in a $1 million 

settlement. 

• Independent reviewers have been more successful than government-

sponsored review teams in working with the families of victims and 

perpetrators to investigate and publicize cases, particularly with 

regard to cases involving immigrant families. 

• Although the organizations cited no fewer domestic violence 

homicides and no greater enforcement of domestic violence 

restraining orders in their area, they reported having improved 

relationships with local agencies and positive policy changes, such 

as the creation of law enforcement domestic violence units, as a 

result of local attention to domestic violence issues.

I n d e p e n d e n t  R e v i e w  F r u s t r a t i o n s  

The organizations identified the following frustrations associated with 

conducting an independent domestic violence homicide review:

• Lack of sufficient funding and resources, including the inability to 

hire an   investigator and support staff;

• Lack of sufficient staff time to review cases;

• Minimal support and cooperation among local government 

agencies for grassroots reviews;

• Not enough advocacy organizations and individuals engaging in 

independent reviews; and

Independent reviewers re-

ported being more success-

ful than DVDRTs in working 

with the families of victims 

and perpetrators to investi-

gate and publicize cases.



D a t a  C o l l e c t i o n  a n d  D e a t h  R e v i e wC h a p t e r  E i g h t292 D a t a  C o l l e c t i o n  a n d  D e a t h  R e v i e w

• Negative impact of political backlash against their organizations 

from local government officials and agencies that are criticized in 

their reviews.

R e c o m m e n d a t i o n s  f o r  I m p r o v i n g  L e g a l  a n d  C o m m u n i t y   

R e s p o n s e s  t o  D o m e s t i c  V i o l e n c e  b y  I n d e p e n d e n t  
R e v i e w e r s

• Both organizations stated that education is not the solution for 

improving responses to domestic violence. Thus, in this regard, 

they differed significantly from government-sponsored review 

teams which placed a strong emphasis on increasing community 

education on domestic violence. Rather, the organizations believed 

that change is best achieved by ensuring that there are effective, 

sensitive people in positions of leadership and service within all 

agencies responsible for handling domestic violence cases. Their 

recommendations include promoting agency leaders who are 

clearly committed to addressing domestic violence, placing more 

well-trained, dedicated officers in law enforcement domestic 

violence units, and increasing the number of women who work in 

criminal justice agencies. 
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W H E R E  D O  W E  G O  F R O M  H E R E ?

 CWLC makes the following recommendations for improving the domestic violence death review in 

California:

• Every county in California should engage in some form of regular domestic violence 

death review. Death review can provide valuable information on how to better prevent domestic violence deaths 

from occurring. Yet, while virtually every county in California has a formal, government-sponsored child fatality 

review team, less than half of the counties have a DVDRT. Counties that are able to establish formal DVDRTs should 

do so. However, even counties that lack the agency support and resources needed to establish a formal DVDRT 

should, at a minimum, engage in some informal process (e.g., ad hoc meetings among local advocates and agency 

representatives when a particularly egregious death occurs) to assess systemic problems concerning domestic 

violence deaths in their community. 

•  DVDRTs should engage in strategic planning and regular evaluations of their case 

selection and review process to identify ways to improve the focus and efficiency of their 

operations. Although some DVDRTs have been in existence for more than a decade, DVDRTs are still a relatively 

new phenomenon and many teams are still experimenting with different strategies for selecting and reviewing cases. 

It is important that all teams constantly evolve and identify ways to improve the effectiveness of their membership, 

protocols and practices. To this end, DVDRTs should set long-term goals and regularly assess team practices to 

ensure that their reviews are developing in a way that best promotes efficiency, reflects community needs, and 

produces accurate and useful information about domestic violence deaths.

• DVDRTs should engage in community outreach and education regarding their findings, 

recommendations and general domestic violence prevention. DVDRT Chairs and team members are 

uniquely positioned to conduct community outreach and education on domestic violence prevention. DVDRTs are 

responsible for performing some of the most detailed reviews of domestic violence deaths that have ever occurred 

to date. Moreover, because DVDRTs are government-sponsored, team leaders have a high level of access to, and 

credibility among, the general community, government officials and political bodies. Nevertheless, only a few 

DVDRTs currently engage in active outreach and education regarding their findings and recommendations. DVDRTs 

can take a lesson from grassroots reviewers by placing a greater emphasis on serving as activists and educators on 

domestic violence prevention in their communities. 
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• Increase government funding and resources to support the establishment and 

development of DVDRTs. It was not enough to merely pass the 1995 legislation authorizing the establishment of 

DVDRTs. The work of existing death review teams suffers from insufficient funding and resources. A lack of funding 

and resources is certainly a reason that other counties have been slow to establish local DVDRTs. The successful 

growth and operation of DVDRTs requires an increased commitment from state and local government agencies to 

support the critical work performed by DVDRTS, whether that support comes in the form of actual financial aid or 

making participation in death review an ongoing and significant job responsibility of agency representatives who 

work on domestic violence cases.

• Counties and municipalities should consider utilizing independent consultants to perform 

domestic violence death reviews. One way that cities and counties can maximize the objectivity of their 

domestic violence death review process is to hire independent consultants to conduct these reviews instead of 

establishing a formal DVDRT. Independent consultants should be knowledgeable about domestic violence issues, 

the various roles that government and community agencies play in addressing domestic violence, and fatality 

review standards and procedures.

 

• The state should continue to encourage and facilitate collaboration and information 

sharing among local DVDRTs. County teams have benefited from state and federal meetings and resources 

aimed at fostering the development of DVDRTs. Statewide and/or regional DVDRT meetings should be held annually 

to discuss team trends and strategies. In addition, teams should continue to be encouraged and provided with 

funding, when needed, to take advantage of national domestic violence death review meetings and resources. The 

establishment of statewide DVDRT listservs and newsletters are also an important and possibly more cost-effective 

way to enhance communication and information sharing among teams.

• The state should establish a system for collecting and analyzing minimum standard data 

from local DVDRTs. DVDRTs are able to collect much more detailed information about domestic violence deaths 

than that which is currently collected through criminal justice data collection systems. For example, DVDRTs can track 

the number of prior contacts a victim and/or perpetrator had with community agencies and resources, including 

social service agencies and hospitals. Standardizing and collecting a basic level of data from DVDRT reviews on 

a statewide level can help the public and policymakers reach a deeper understanding of the dynamics and risk 

factors of domestic violence death. This data can also be used to support legislative and policy reforms aimed at 

improving local and statewide responses. The state should examine whether tools such as a standard, statewide 
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data collection form for DVDRTs would be useful and efficient for collecting death review data. In order to preserve 

flexibility and autonomy among counties, DVDRTs should still have discretion to collect supplemental information 

about cases and develop their own data collection forms so long as these forms include the information tracked by 

the state. 

• Victim advocates and private individuals should be more proactive in conducting 

independent domestic violence death reviews. Independent reviews are an empowering way for 

community members to gain a clear picture of the different agency dynamics and failures that are contributing 

to the incidence of domestic violence deaths in their county, rather than simply relying on the highly confidential 

review and recommendation process of local DVDRTs. Indeed, as independent reviews allow for a more transparent 

evaluation of local agency response, individuals can use these reviews to organize their communities and place 

significant pressure on local agencies to improve their practices. While grassroots women’s organizations have 

made great strides in conducting and promoting independent reviews of domestic violence fatalities, it is important 

to strengthen the impact of these reviews by increasing the number independent reviews across the state. 

• Increase financial support and resources for grassroots organizations that conduct 

independent reviews. Grassroots organizations that conduct independent reviews experience the same financial 

and staffing difficulties as county DVDRTs. Because their ability to conduct open and candid case reviews requires 

that they do not receive any government funding, these organizations need ongoing support from private foundations 

and individuals in order to continue their work. 

 

• Communities must ensure that their local government institutions and leaders have 

strong, ongoing commitments to domestic violence prevention. The biggest challenge faced by DVDRTs 

and independent reviewers is securing the implementation of recommendations and reforms identified as a result 

of their case reviews. Such change is only possible if government agencies, and those who lead them, are truly 

committed to addressing domestic violence in their communities. Community members and professionals who work 

in the domestic violence field must be vigilant in ensuring that their elected and appointed public officials have a 

clear and actual commitment to addressing domestic violence issues, including taking action to hold these agencies 

and leaders accountable for making domestic violence a priority.
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