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Chapter 1–Introduction and Report Overview

The Domestic Violence Death Review Committee (DVDRC) is a multi-disciplinary advisory
committee of experts established for an initial three- year term in December 2002 under the
authority of the Coroners Act 1 . The committee met throughout 2003 to review domestic violence
fatalities that occurred in 2002. The purpose of the committee, as outlined in its Terms of
Reference, is to assist the Office of the Chief Coroner of Ontario in investigating and reviewing
deaths of persons that occur as a result of domestic violence, and making recommendations to
help prevent such deaths in the future. The cases referred to the committee are all homicides
involving the death of a person and/or her or his child(ren), committed by the person’s partner or
ex-partner from an intimate relationship. The mandate of the committee is to help reduce
domestic violence generally, and domestic homicides in particular, by:
•
•
•
•
•

thoroughly reviewing all intimate partner and ex-partner homicides;
identifying systemic issues, problems, gaps, or shortcomings of each case and making
recommendations to address these concerns;
creating and maintaining a comprehensive database about the perpetrators and victims of
domestic violence fatalities and their circumstances;
helping to identify trends, risk factors, and patterns from the cases reviewed to make
recommendations for effective intervention and prevention strategies;
reporting annually on domestic homicides to enhance public understanding and awareness of
the issues, 2 and conduct and promote further research where appropriate.

a. Why is there a need for a Domestic Violence Death Review
Committee?
Since the early 1970’s, there has been enormous growth in the amount of public and professional
attention directed at violence within the family. As a result, domestic violence has moved from a
private to a public concern, prompting various legal reforms and the implementation of
numerous community and government initiatives targeting this social problem. However, in
Ontario, and in various other jurisdictions throughout Canada and the United States, killings
have continued to occur between intimate and ex- intimate partners, and sometimes their children
and other family members. These tragedies serve as reminders of why domestic violence needs
to be taken more seriously and how much more work still needs to be done to address the
complexities of preventing these deaths.
One response to the growing recognition that these deaths are preventable has been the
development of Domestic Violence Death Review Committees, principally in the United States.
The main goal of these committees is to seek a better understanding of how and why domestic
homicides occur, through a detailed multi-disciplinary examination and analysis of individual
cases. Information is collected to establish the context of the death(s), including the history,
circumstances, and conduct of the abusers/perpetrators, the history and circumstances of the
1
2

Section 15 (4) of the Coroners Act, R.S.O. 1990, c.37, as amended
See Appendix A, DVDRC Terms of Reference.
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victims and their families, as well as community and systemic responses. The purpose is to
determine the primary risk factors in these cases and identify possible points of intervention,
with the goal of preventing similar deaths in the future. 3
b. Purpose of the DVDRC
Between 1998 and 2002, three major coroner’s inquests into domestic violence-related killings
have been held in the province of Ontario. The first inquest was held in 1998, and focused on the
deaths of Arlene May and Randy Iles. May was killed by her estranged boyfriend, Randy, who
then committed suicide. During more than four months of testimony, jurors heard from 76
witnesses, and returned with 213 recommendations intended to make the system more responsive
to the needs of women and children experiencing domestic violence. The second inquest, held in
January 2001, examined the events leading up to the domestic homicide of the Luft family of
Kitchener. In July 2000, William (Bill) Luft killed his wife, Bohumila, and their four children,
before taking his own life. The most recent inquest was held during the period October 2001 to
February 2002 after the domestic homicide-suicide of Gillian and Ralph Hadley of Pickering in
June the previous year.
Consistent with the findings of DVDRC’s in the United States, the major themes emerging from
these inquests and the Report of the Joint Committee on Domestic Violence 4 were:
•
•
•
•
•

Improve mechanisms for communication among and coordination of domestic violence
resources and responses;
Provide more effective education and training on domestic violence for every sector of the
response system;
Ensure access to essential services for victims, their batterers, and their families, especially
children exposed to domestic violence;
Implement standardized risk assessment and safety planning tools across the system in
Ontario;
Conduct ongoing research to more fully understand the circumstances leading to domestic
violence fatalities and the responses to it.

c. Committee Membership and Composition
In response to recommendations from the May/Iles and Hadley inquests, as well as the Report of
the Joint Committee on Domestic Violence, a proposal was made to create the Domestic
Violence Death Review Committee to review and advise the Office of the Chief Coroner with
respect to all domestic violence fatalities that occur in Ontario. During the fall of 2002,
individuals from a variety of backgrounds were appointed to the committee.

3

See Appendix B: Domestic Homicide: Critical Issues in the Development of Death Review Committees, a literature
review and discussion paper prepared by Peter Jaffe, PhD and Myrna Dawson, PhD for the Office of the Chief
Coroner, Province of Ontario, December, 2002.
4
Working Towards a Seamless Community and Justice Response to Domestic Violence: A Five Year Plan for
Ontario, A report to the Attorney General of Ontario by the Joint Committee on Domestic Violence, August 1999.
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The members of the committee are domestic violence experts, and are from a variety of
professional backgrounds:
•
•
•
•
•
•
•
•
•

coroners
healthcare professionals
crown attorneys
law enforcement personnel
court administration and judicial education
victim witness assistance personnel
social workers, psychologists, and other counsellors
shelter workers
advocates 5

d. Committee Review Process
The committee began reviewing cases that had occurred in 2002. All of the Regional Supervising
Coroners and their staff across the province were requested to provide information to the
committee about the domestic violence fatalities that had occurred in their respective regions.
This process identified 25 separate occurrences, with 40 fatalities. The number of fatalities
included the deaths of the primary victims, in several instances their children and other family
members, and in a number of instances the perpetrator as well. Of the 25 occurrences, 9 were
either homicide-suicides or multiple homicide-suicides, making up a total of 24 fatalities. 6 The
committee deferred the review of any cases where a perpetrator is before the courts to avoid any
potential disclosure or other prosecutorial complications. The committee intends to schedule the
review of these cases when the trials are completed.
The committee met monthly throughout 2003 and reviewed a case from 2002 at each meeting.
All of the information gathered as a result of the Coroner’s death investigation was provided to
the committee. The information was presented by members who had reviewed the investigative
materials in advance, as well as by investigating police officers who had assisted in the
Coroner’s investigation. Each review resulted in a report containing a factual narrative of the
circumstances, the committee’s analysis of whether the circumstances of the death or deaths
were preventable, and recommendations arising from the review. All reports were submitted to
the Chief Coroner, and were subject to confidentiality and privacy limitations imposed by the
Coroners Act, s.18 (2) and the Freedom of Information and Protection of Privacy Act.
In addition, a data collection summary form was created to organize and collate the information
obtained from the review of each case. The summary form permitted the recording of
information particular to the victims and perpetrators, as well as their contacts in the community
and potential risk factors. 7 The committee intends to use the statistically analyzed aggregate
information collected through these fo rms, in combination with the points of potential
intervention noted in the case specific narrative reports, to identify trends, patterns, and risk
factors, and to make recommendations for preventing death in similar circumstances.
5
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See Appendix D: Case Tracking Form for 2002
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e. Review and Report Limitations
The individual case reports and data summary collection forms have not been released to the
public. All of the information obtained as a result of the Coroner’s investigation and provided to
the Domestic Violence Death Review Committee has been subject to the confidentiality and
privacy limitations imposed by the Coroners Act of Ontario and the Freedom of Information and
Protection of Privacy Legislation. Unless and until an inquest is called with respect to the
specific death, the confidentiality and privacy interests of the deceased, as well as those involved
in the circumstances of the death, still prevail. Accordingly, the individual reports, as well as the
review meetings, remain private and protected. Each member of the committee has entered into
and is bound by the terms of a confidentiality agreement that recognizes these interests and
limitations. 8
The terms of reference for the DVDRC direct that the committee, through its chair, report on an
annual basis to the Chief Coroner the trends, risk factors, and patterns identified as a result of its
review, and make appropriate recommendations to prevent deaths in similar circumstances. The
recommendations in this report, while generalized, result from the review of the facts of the
specific cases before the Domestic Violence Death Review Committee. Each reviewed case
resulted in recommendations specific to that case, which were then distilled for the purpose of
this report. This report’s recommendations may not be seen by some to cover as broad a
spectrum of issues as those produced as a result of the domestic violence inquests and the report
of the Joint Committee on Domestic Violence. However, the more narrow focus of this report’s
recommendations should not be seen in any way to diminish or detract from the importance of
the earlier recommendations of those other processes. Indeed, this report’s recommendations and
any future reports of the committee should be seen as supplementary to them.
f. Case Reviews and Recommendations
Given the limitation of not reviewing cases still before the courts, the committee was able to
review 11 of the 25 domestic violence fatality cases that occurred in 2002. As a result of those
case reviews, the committee made a number of recommendations specific to each case.
Generally, the recommendations fall into three major subject areas of potential intervention.
Awareness and Education:
Our review of the cases revealed there is a continuing need to heighten awareness in the general
population of domestic violence, and to provide educational programs and opportunities for
professionals and others who work with or come into contact with victims and perpetrators of
domestic violence. The recommendations in this area address the need for developing programs
that will enha nce individual and general public understanding of risk factors indicating an
increased potential for domestic violence in their lives, or the lives of others known to them.
In many of the cases, victims, family members, and friends had concerns about certain of the
perpetrator's behaviours, but did not appreciate the significance of those concerns and the risk of
lethal violence. In one striking case, the perpetrator’s brother, knowing his brother was
emotionally distraught, depressed, and suicidal after his wife left him, asked him to take care of a
8
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Domestic Violence Death Review Committee

7

rifle he had in his truck because he could not travel with it into the United States. Within hours of
being given the rifle, the perpetrator killed his estranged wife and killed himself.
It was also observed in a number of instances that both the victims and perpetrators were
involved with healthcare professionals and counsellors who did not appear to appreciate warning
signs of potential violence. In one instance, doctors and nurses were suspicious of the origin of
the victim's injuries and the story she told of how she received them. She was referred to a social
worker to query her story, but who questioned her in the presence of the perpetrator. Several of
the recommendations speak to the training and cont inuing education of police, social workers,
physicians, and others who provide services to those exposed to domestic violence or its
perpetrators, particularly in identifying and understanding risk factors indicative of an increased
potential for domestic violence.
In addition to developing general community public awareness educational programs, a number
of case reviews indicated that youth-oriented programs should be incorporated into school
curriculum. These programs should highlight the issues concerning domestic violence and its
risk factors, and promote an understanding of healthy relationships. In one case, a young couple
and their friends had recently completed high school. In fact, the victim and the perpetrator
entered into an intimate relationship during their high school years. During this time, at least one
teacher expressed her concern for the well-being of the victim due to the perpetrator’s inability to
deal with his anger. School staff observed several signs of abuse, such as possessiveness,
jealousy, and open verbal abuse. The possessiveness and jealousy continued after high school.
Shortly after separation and making declarations to his friend that he was going to kill her, he did
so, as well as himself.
Assessment and Intervention:
Several of the recommendations address the need for those who work with victims and
perpetrators of domestic violence to have appropriate tools available to better assess the potential
for lethal violence in their lives. Correspondingly, victims and perpetrators of domestic violence
need access to appropriate services and programs. For example, victims may need assistance
with safety planning, and perpetrators may need access to counselling programs.
In a particularly tragic case of multiple-homicide, the recently estranged spouse had prepared an
extensive narrative of past emotional and physical abuse against the victim and their children, as
well as unfounded paranoid threats against two third parties. The perpetrator later murdered one
of the third parties on the same night as the estranged spouse, and made an attempt on the life of
the other. The perpetrator later died at the end of a police chase when he crashed the vehicle he
was driving. The detailed narrative had been provided to the police, at their request, after the
accused had been arrested, but he later had a bail hearing and was released. The information was
not apparently assessed or used, even after it was known he was continuing to harass his
estranged spouse and violating the terms of release.
Resources:
Adequate resources are required to ensure victim safety and reduce perpetrator risk. All
programming and services require resources to become operational. These resources include, but
are not limited to:
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helping the victim to be removed from the situation;
affordable alternative housing;
counselling services for victims and families;
other community-based support systems for victims and perpetrators and children exposed to
domestic violence.

Community programs designed to surmount cultural barriers that may exist in certain
communities should be developed and/or strengthened. In addition, programs need to address
barriers within mainstream organizations that inhibit people from seeking support from
community services, and eliminate the circumstances that contribute to individuals living in fear
and in silence.
In one instance, a divorced spouse suffered from paranoid schizophrenia and alcoholism with a
history of verbal and physical abuse, as well as the obsessive monitoring of his former spouse’s
activities. He openly voiced suspicions to his family members about his ex-wife poisoning his
food. Even though divorced, he continually stayed at his estranged wife’s home. The family,
fairly recent émigrés from an eastern European country expressed considerable shame about the
perpetrator’s mental illness. This shame appears to have inhibited them and his estranged wife
from reaching out to community services that might have assisted. One evening, after voicing his
suspicions to his son, he stabbed his estranged wife to death and hanged himself.
g. Statistical Analysis
The first year of DVDRC data collection focused on developing and testing the data forms used
to assist in our analyses and recommendations for the future. Since we only reviewed eleven
cases, our summary data is somewhat limited. However, the data is very consistent with the
literature on domestic homicides and the annual reports of similar committees in the United
States.
The data summary section of the report contains three tables and one figure. The tables provide a
breakdown of the information by gender and characteristics of the victims and perpetrators, the
nature of the homicides and the means used to cause death, as well as the risk factors that appear
most frequently in the cases. The figure identifies the number of risk factors identified in the
cases.
The characteristics of the victims and perpetrators described in Table 1 are consistent with the
literature about domestic violence. Domestic violence is not gender neutral—100% of the
primary victims were women and 91% of the perpetrators were men. The victims and
perpetrators ranged in age from an adolescent couple to a couple in their 80’s cohabiting in a
seniors’ residence. Table 2 reveals that 18% of the cases involved multiple homicides. In 82% of
the cases, the perpetrator committed suicide following the homicide(s); however, that percentage
reflects only the nature of the cases the committee was able to review, given the limitation of
deferring cases before the courts (14 of the 25 cases from 2002). The majority of the deaths were
caused by use of a weapon, 36% by gunshot and 36% by stabbing. It is noted in Table 3 that the
most common risk factor in the relationship continues to be actual or pending separation. Figure
1 reveals that 82% of the cases had anywhere from 4 identifiable risk factors to more than 10.
The significant finding from the statistical review is that of the 11 cases, 8 had a prior history of
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domestic violence that was known to a variety of individuals beyond the victim and perpetrator,
such as family, friends, and community professionals.
In 5 of the 11 cases reviewed, professionals with experience in domestic violence would likely
have predicted a domestic homicide if presented with similar facts. In 6 out of 11 cases, a
domestic homicide would not have been anticipated per se. Nonetheless, in these cases, a tragedy
may have been prevented in similar circumstances by intervening with stressors or family
conditions that ultimately became a factor in the homicide. For example, the perpetrators
suffering from depression were not seen at risk of committing suicide or homicide, yet more
effective interventions for them, as well as restrictions to their access to firearms, may have
prevented the ultimate tragedy.
h. DVDRC Subcommittee on Risk Assessment
In recognition of the recommendations made in the earlier inquests and by the Joint Committee
on Domestic Violence concerning the need for appropriate risk assessment tools for those
dealing with domestic violence, and as a result of the review of several of the cases before the
Domestic Violence Death Committee, a subcommittee was formed. This subcommittee
conducted a survey of existing and proposed risk assessment instruments. A number of
instruments were considered to be of great value in raising “red flags” as to the potential for a
victim being at risk of future violence. Such instruments require the victim to provide yes or no
answers to a number of questions (e.g., Domestic Violence Supplementary Report has nineteen
questions; Ontario Domestic Assault Risk Assessment has thirteen questions; Jacquelyn
Campbell’s Danger Assessment–2 has twenty questions, while the Spousal Assault Risk
Assessment Guide (SARA) has twenty questions rated 0–2).
However, as a result of its review, the subcommittee observed that collecting specific
contextually-based information concerning the actual violence or threat of violence in a person’s
life is also of great value. Gathering this information is useful not only for assessing the level of
risk and danger the victim may be exposed to, but it also has potential evidentiary value for those
engaged in the criminal justice system. More important, as only one in four victims come into the
criminal justice system, this information will also be useful for those who help the victim and/or
advocate develop a safety plan.
If there is a caution that arises from the subcommittee review, it is that a risk assessment tool in a
yes/no format should be accompanied by a contextually-based questionnaire. The subcommittee
has included a focused information collection questionnaire called Domestic History with this
report, which is transferable and can be used by a variety of community agencies. The
questionnaire is still a work in progress and requires further refinement. However, in its present
form, the committee considers the questions will collect relevant and valuable information that
can be used to produce a more effective and seamless systems response for the safety of the
subject. 9

9
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Chapter 2–History and Background to the Development of
the DVDRC Process
a. Background and Origin of the DVDRC
After reviewing a number of domestic violence deaths that seemed to be occurring with alarming
regularity across the province, the Office of the Chief Coroner decided in 1996 to call a
representative inquest into one of the murder/suicides to:
•
•
•
•

fully examine the circumstances;
determine if lessons could be learned;
identify systemic gaps; and
make recommendations for prevention.

The inquest into the death of Arlene May and Randy Iles was held in 1998. It reviewed a number
of systemic issues largely involving the judicial system, resulting in 213 recommendations. One
of the recommendations encouraged the government to establish an independent implementation
committee. The Attorney General, in turn, created the Joint Committee on Domestic Violence,
chaired by the Honourable Justice Leslie Baldwin, which produced a report in August 1999
entitled Working Towards a Seamless Community and Justice Response to Domestic Violence: A
Five Year Plan for Ontario. The Joint Committee made an additional 173 recommendations
under a number of headings that were focused on obtaining a greater understanding of the factors
that lead to domestic violence, as well as many initiatives for its prevention. One
recommendation, in particular, was directed to the Office of the Chief Coroner:
Recommendation 172: In order to ensure that local systemic issues are identified and
addressed in all violence related homicides into increased public awareness of the extent
of this lethal violence across the province, we recommend that the Chief Coroner create a
committee, the purpose of which shall be to assist the Office of the Chief Coroner in the
investigation of any suspicious deaths of persons occurring within an intimate
relationship context. Each case should be examined by reviewing records and other
relevant information with access to specialized expertise.
In the summer of 2000, another series of high profile and alarming domestic violence deaths
occurred across the province. These deaths again gave rise to concern over the adequacy and
efficacy of preventive measures implemented since the May/Iles inquest. The Office of the Chief
Coroner decided to conduct a further inquest into the circumstances of domestic violence as
related to the deaths of Ralph and Gillian Hadley. The inquest examined several issues not within
the scope of May/Isles, but also reviewed the progress made with respect to recommendations
made in that earlier inquest. The Hadley inquest jury made a further 55 recommendations,
including one proposed by the counsel for the Attorney General and supported by Coroner’s
counsel that was patterned on the Joint Committee recommendation for a continuing Domestic
Violence Death Review Committee to advise the Chief Coroner on domestic violence deaths:
Recommendation No. 54: We recommend that the Office of the Chief Coroner establish a
Domestic Violence Death Review Committee comprised of specialists and experts to assist
the Coroner’s office in the investigation of suspicious deaths that occur within an intimate
relationship.
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The Joint Committee and the Hadley inquest jury recognized that the inquest process provided
for a detailed examination into the circumstances of the particular deaths that were reviewed.
Considerable time and expense were devoted to examining the deaths of Arlene May, Randy
Iles, and the Hadleys. Each inquest was preceded by at least a year of intensive coroner and
police investigation. Each inquest took several months to conduct, and involved multiple parties
representing a broad range of public and private interests. There is no doubt that the inquests
focused considerable public and government attention on the problem of domestic violenc e.
Indeed, May/Isles gave rise to the Joint Committee and a number of other government initiatives,
such as the expanded Domestic Violence Courts. However, evidence heard at these inquests
indicated there were approximately 25–30 deaths per year in Ontario committed by an intimatepartner or ex-partner. While many initiatives and benefits were derived from these inquests, at
the end of the day, only 4 deaths had been extensively examined, and two circumstances in
particular.
It became obvious that to properly understand and identify the gaps and/or systemic problems
that exacerbate or fail to prevent domestic violence, an on-going review mechanism for each
case investigated by the coroners was needed. An on- going review would allow for the
identification of trends and patterns of abuse, and systemic difficulties from which
recommendations could be made to improve government and community response to abuse
victims and perpetrators. A continuing review would allow for the creation of a comprehensive
database derived from an examination of each of these cases. This database would serve as a
foundation for the implementation of mechanisms and responses to the prevention of such deaths
in the future.
As part of the coroner’s death investigation process, an on-going review mechanism allowing for
a detailed examination of each domestic violence case and the creation of a comprehensive
database would help to:
•
•
•

accurately determine the number of homicides related to domestic violence;
track and assess relevant risk factors, including social and demographic characteristics of the
victim and the perpetrator, relationship issues, and personal histories of the parties involved;
and
track community intervention by documenting system contacts and responses, including
medical, mental health, financial, and legal services (both civil and criminal), as well as
community services obtained by the victim, perpetrator, and family prior to the fatal incident,
and/or services provided after the fatality to the family members and/or others affected. 10

b. Coroner Death Investigations and the Use of Expert Advisory
Committees
Ontario, unlike most jurisdictions, employs an extensive death investigation process to not only
answer the questions of who, when, where, how, and by what means a person came to his or her
death, but also to make recommendations to improve public safety through regional coroner’s
reviews and public inquiries. The Chief Coroner has authority pursuant to s.15 (4) of the
Coroners Act, R.S.O. 1990, c.37, as amended, to make use of “experts” to more fully understand
10
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the results of the investigation, assist in analyzing those results, suggest avenues of further
inquiry, and/or provide advice for recommendations directed towards prevention:
Section 15(4) - Subject to the approval to the Chief Coroner, a Coroner may obtain
assistance or retain expert services for all or any part of his or her investigation or inquest.
This authority has led to the creation of a number of Expert Advisory Committees in such
specialized areas as obstetrics, anaesthesia, geriatrics, and paediatrics. Historically, the
committees have been largely medical in focus. However, more recently, the Chief Coroner has
established a number of death review committees that draw on expertise from a variety of
disciplines, such as the Paediatric Death Review Committee (PDRC) that incorporates Crown
Attorneys, Police Officers, and Children Aid Society representatives to examine all paediatric
deaths that occur in the province of Ontario. Unlike other more medically oriented committees,
the DVDRC, and to some extent the PDRC, needs expertise from a variety of disciplines and
vocations to contribute to a more comprehensive review of the circumstances of the death.
In the context of domestic violence, it became patently clear as a result of the May/Iles and
Hadley inquests that a multi-disciplinary approach to the analysis is essential to more fully
understand the dynamics of domestic violence fatalities, and to develop recommendations and
strategies to deal with them as a social phenomenon. Correspondingly, it was recognized that to
derive a greater understanding from the review of all domestic violence deaths, the Coroner’s
death investigation required a multi-discipline approach from an expert committee made up of
members engaged in a variety of services.
c. The Domestic Violence Death Review Process in Other
Jurisdictions
No other jurisdiction in Canada or in the United States employs as extensive a death
investigation or inquiry process directed to improving public safety as applied in Ontario under
the Coroners Act. The Coroner system allows for not only an extensive investigation process, but
also a systemic examination that provides the basis for recommendations for preventing deaths in
similar circumstances. However, even though all domestic deaths are to be reported to the
Coroner system pursuant to s.10 of the Coroners Act, and all such deaths are investigated, at
least to the extent that the five questions are answered, no ongoing and detailed systema tic
review of all such deaths was made prior to the creation of the DVDRC.11
While none of the States in the United States has as extensive a death review process as Ontario,
almost half of them have started to develop or have in place ongoing death review mechanisms
designed specifically to review domestic violence fatalities in their jurisdictions. These
mechanisms started to evolve over the last decade to detect trends and patterns from the data
collected as a result of their reviews. The important feature of these committees is that they are
ongoing and multi-disciplined in perspective.
The National Council of Juvenile and Family Court Judges in the United States defines domestic
violence death review in the following manner:

11

A Domestic Violence code was added to the Ontario Coroner’s Investigation and Classification System in 1999,
which has facilitated the identification of such cases for review.
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It is the deliberative process for identification of deaths, both homicide and suicide, caused
by domestic violence, for examination of systemic interventions into known incidents of
domestic violence occurring in the family of the decease prior to death, for consideration of
altered systemic response to avert future domestic violence deaths, or for development of
recommendation for coordinated community prevention and intervention initiatives to
eradicate, domestic violence.
California has, perhaps, one of the most advanced continuing Domestic Violence Death Review
Committee processes in the United States. The State of California has amended its Penal Code to
require each county to create an inter-agency domestic violence death review team. Section
11163.3(a) of the Penal Code provides that these teams will investigate both homicides and
suicides related to domestic violence. The teams are to be established to ensure that the role of
domestic violence is recognized in the circumstance of the death, and that subsequent
preventative measures are introduced as a result. 12
The California Penal Code, Section 11163.5, also provides for the coordination and integration
of state and local efforts to address fatal domestic violence, and the creation of a body of
information to help prevent domestic violence deaths. The legislation goes on to charge the
California Department of Justice with the task of carrying out reviews as well. The California
Department of Justice is to proceed with the cooperation of the State Department of Social
Services, the State Department of Health Services, the California State Coroner Association, the
County Welfare Directors Association, and the State Domestic Violence Coalition. It also directs
that the Department of Justice produce an annual report of domestic violence deaths, with the
local teams reporting their findings to the Department of Justice. 13 The intent and purpose of the
scheme is to better understand the genesis and solutions to domestic violence.
The Los Angeles County Domestic Violence Death Review Team 2001 report typifies the stated
objective and goals of most Domestic Violence Death Review Committees:
1. To provide and coordinate a confidential, multi-disciplinary, multi-agency forum for
the systemic review of domestic violence related fatalities.
2. To create and maintain a comprehensive database of the fatalities in order to assess
victim and perpetrator demographics, relationship history, prior abuse history, prior
interventions and resources utilized, and case disposition.
3. To identify system gaps and shortcomings to facilitate improvement.
4. To develop and recommend coordinated prevention strategies and long term
interventions based on case reviews/findings and investigations.
5. To improve communication and collaboration among local agenc ies.
6. To identify trends, risks and patterns in the cases reviewed to make policy
recommendations for effective intervention.
7. To issue and disseminate an annual report, setting forth data collected,
recommendations for systems improvement from case reviews, and to find ways to
better address the needs of surviving family members.

12

It must be kept in mind that California, like all other states in the United States, does not have a centralized or
statewide death investigative system as we do in Ontario.
13
At this time, the County Death Review Committees are reporting only to their local Board of Supervisors and not
on a statewide basis.
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The California legislation states that the review team shall be comprised of, but not limited to,
the following members, to ensure the process incorporates a multi-agency and inter-disciplinary
approach to the investigation and analysis of the problem:
1.
2.
3.
4.
5.
6.
7.
8.

experts in the field of forensic pathology
medical personnel with expertise in domestic violence abuse
coroners and medical examiners
criminologists
district attorneys and city attorneys
domestic violence shelter service staff and battered women advocates
law enforcement personnel
representatives of local agencies that are involved with domestic violence abuse
reporting
9. county health department staff that deal with domestic violence victim health issues
10. representatives of local child abuse agencies
11. local professional association of persons described in nos. 1–10
A nation-wide study of domestic violence deaths review committees in the United States found
that although membership patterns vary slightly from state to state, the core of the teams
appeared to be drawn from three main areas of concern: public health, criminal justice, and
advocacy/social services.
d. Key Factors Identified for the Success of the DVDRC Process
Several key factors were identified as being crucial to the success of the DVDRC process, based
on the experience of jurisdictions where they have been established. The first key factor is that
committee members must ensure the confidentiality of the information provided to and examined
by them. To ensure the confidentiality of the information supplied to Domestic Violence Review
Committees, the California State Penal Code stipulates that all information, whether oral or
written, is confidential and not subject to disclosure or discovery by a third party.
The second key factor is that team members must adopt a cooperative approach, with full
acceptance that interests and agencies represented on the Committee, as well as their
involvement or non- involvement in the lives of the victim or perpetrator, may be critically
examined. The process must be collaborative and cooperative to provide constructive
accountability.
Thirdly, the process must be conducted in a “non-blaming or shaming” environment. It is
important to note that the Ontario Coroner System, governed by the Coroners Act, prohibits the
finding of legal responsibility or the rendering of any conclusions in law. 14 The Coroner’s
investigative or inquest process is not responsible for determining wrongdoing. Professor Neil
Websdale, of the Faculty of Criminal Justice at Northern Arizona University, noted the
importance of the non-blaming or shaming component of the review process to its success in his
article Fatality Reviews: An Implementation Guide for Establishing Local Teams, prepared for
the Florida State Department of Children and Families:
14

Section 31 (3) directs that an inquest jury shall not make any findings of legal responsibility or render any
conclusions in law.
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Many domestic violence fatality review teams have tried to adhere to a “no blame and
same” ethos. Given that it is often the batterer or his violent behaviour that cause the death
in question, review philosophies that point the finger at agencies, or seek to “blame and
shame” individual agency personnel are counter productive. Such a “blaming” approach
often referred to as “tombstone technology” in fields such as aviation and nuclear power,
might encourage the covering up of information in cases of death. It is also the case that
men who batter women blame their victims for much that is negative in their lives. Using
reviews to blame others merely perpetrates that negative and destructive style of thinking
and contributes little to healing.
The non-blame ethos advocated by Neil Websdale is reflected succinctly in the introductory
comments of the Los Angeles County 2001 Domestic Violence Death Review report:
It is recognized that when a fatality results from domestic violence, the perpetrator alone is
ultimately responsible for the anti-social act. Beyond this fact, the DVDRT needs to
discuss these fatalities, not to assign “blame,” but rather to isolate the dynamics and
circumstances that escalate and lead to fatal outcomes, so that overall prevention efforts
can be effectively focused.
The three key factors discussed above are necessarily intertwined in the review process, and
without them, any constructive or productive result is unlikely. An excerpt from the introduction
to the 2001 Santa Clara County Domestic Violence Council Death Review Committee Report
also acknowledges the necessary link between these factors:
The first problem encountered by the Domestic Violence Death Review Committee centred
on confidentiality. How could several different groups and agencies both public and private
come together and share pertinent information on identified decedents and domestic
violence related deaths? There was an extended discussion by the Committee in an attempt
to answer these very important questions. Eventually a solution was reached and we were
able to move forward. The solution was grounded in our prior experience working together
on other projects of the Domestic Violence Council. Trust and respect also played an
important part in getting over this hurdle. We were able to come together with the
understanding that our main charge was to make system wide changes that would save
lives and not try to pinpoint blame on any particular agency.
All death review committee members were also asked to sign a confidentiality agreement.
This agreement requires that “all information discussed in Committee meetings remain
confidential.” This signed agreement is kept on file by the Committee Chair. The only
agreed upon public disclosure of cases involved statistics and patterns and not particular
victims or perpetrators.
The review of established Domestic Violence Death Review Committees in the United States
reveals that:
•
•

an ongoing review of all domestic violence fatality cases is essential to identifying trends,
risk factors, and patterns to make meaningful recommendations for prevention;
the undertaken review requires a multi-disciplinary perspective to more fully understand the
phenomenon of domestic violence, to identify systemic and social factors, and to facilitate
effective prevention recommendations;
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the key components to their successful operation are:
1. there be a clear understanding of the confidentiality requirements inherent in the
process to ensure a candid review and critique of the specific cases;
2. there must be trust amongst the committee members to ensure a constructive critique;
and
3. the reviews be conducted in a “non-blame and shame” environment.

The Coroner death investigation system in Ontario has the following unique features:
• the largest centralized death investigation system in North America;
• the investigative authority for the collection of information relating to the circumstances of
the death(s) under the Coroners Act; and
• a statutorily mandated non-blaming or fault finding process and culture as required by s.31
(3) of the Coroners Act.
Keeping these features in mind, the Ontario Domestic Violence Death Review Committee was
created by incorporating the key factors proven successful in other jurisdictions into its terms of
reference15 and in the conduct of its reviews.

15

See Appendix A: Terms of Reference, and Appendix F: DVDRC Memb er Confidentiality Agreement
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Chapter 3–Cases Reviewed: A Brief Summary of 2002
Cases

Case 1: OCC #8738–02, 8739–02, and 8740–02
This case involves the homicides of an estranged wife, a male neighbour, the attempted homicide
of another man, as well as the accidental death of the perpetrator during flight from the police. At
the time of the homicides and the perpetrator's death, he was separated from his wife. He was
released on a recognizance of bail, facing two charges of assault and threatening death involving
his estranged wife.
Throughout their 24-year marriage, there was considerable marital discord, largely due to the
husband’s alcohol abuse problem, which traced back to his teens. They were married in 1978 and
had two children. They operated a farm business. He was emotionally and physically abusive to
his wife and children throughout the marriage. He had a prior criminal record and was convicted
for assault—the victim of the assault was his wife. He was also a very possessive and jealous
person who tried to isolate his wife and restrict her contact with family and friends, and also
control her movements. He was under treatment for depression and receiving anti-depression
medication. His wife, at the suggestion of their family physician, tried to engage him in family
counselling, however it failed when he became aggressive and angry during his final session,
claiming the counsellor was taking her side. Shortly after that he assaulted and threatened his
wife’s life on the unfounded belief she was involved with another man.
Subsequent to the perpetrator’s arrest and release on bail, his wife provided a lengthy statement
detailing the history of domestic violence in the lives of her and her children, as well as her
husband’s paranoid threats against two male neighbours. The perpetrator killed one of them and
sought out the other the night he killed his wife. After his release on bail, he continued to harass
his wife and breach its terms. Although the breach was reported to the police, he was not
arrested.
He subsequently killed his wife at their matrimonial home with a shotgun in the presence of their
children. Later, he went to the home of a neighbour and, using the same weapon, killed the
neighbour at his front door. He then went to another residence, seeking to kill another man, but
was prevented from doing so by the other man’s elderly parents. The perpetrator subsequently
died in a motor vehicle collision while in flight from the police.
Case 2: OCC #10280–02 and 10281–02
This is a case of homicide-suicide. The perpetrator and his wife were married for almost 28
years. They had several children, with only one of them living with them at the time. On the date
of the homicide, the perpetrator was in a highly emotional state after learning his wife was
having an admitted affair with another man. After finding out about his wife, he spoke with a
number of people in his community, who all recognized that he was in a highly emotional state.
In one instance, he told a friend and local counsellor that he felt like shooting the man involved.
He was directed to the local police chief, to whom he said he wanted to beat the man up. He was
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cautioned that he would be charged with a criminal offence. He then indicated he would leave
the community to stay with family members in another, but that he wanted to take his daughter.
The local children’s aid society was contacted and no objection was made.
Shortly after arriving at the family members’ residence, he indicated he was leaving to go back,
and that he might kill himself. En route, he encountered another family member who had been
sent to intercept him. After a brief roadside conversation, the family member left two rifles with
the perpetrator for safekeeping because he was going across the border into the United States and
could not take them with him. The perpetrator then stopped at a convenience store and purchased
paper and enve lopes. He composed five letters, addressed to various family members. In the
letters, he explained the grief he was experiencing as a result of the news of his wife’s longstanding extra- marital affair. He left information concerning the distribution of his assets and his
burial, and he apologized for his intended actions.
He went to a business premise where he located his wife. As she exited the office, he confronted
her. He was armed with a 30–30 lever action rifle. As the victim turned to run away, he shot her
in the back. He continued to approach her where she lay on the ground, and fired two more shots
into her back, killing her. He then turned the firearm on himself and discharged the weapon into
his head, killing himself.
Case 3: OCC #4090–02 and 1468–02
This case involves the homicide of an elderly woman in a retirement home, followed by the
suicide of her killer some time later. Both parties had previous partners. They had met and seen
each other for a number of years in their retirement, and lived together for a period in the
retirement home. She had suffered a debilitating stroke and he would attend to her daily needs.
While he was hospitalized after falling and breaking his hip, her family members directed that
she be moved to a private room. On the day of the homicide, he left a note expressing hostility
and anger towards them and describing his intended actions.
When the perpetrator killed the victim a staff member witnessed him cut her throat with a knife
as she sat in her wheelchair. The staff member removed the knife without difficulty, took it out
of the room, and locked it in a linen closet. After calling for help, she re-entered the room and
found the perpetrator trying to cut his own throat with a smaller knife he had with him. She
removed that knife from him as well, and locked it in the same closet. He crawled across the
floor to his dresser, opened a drawer, and took out scissors with which he tried to cut his throat
again. An ambulance attendant who had arrived by that time took the scissors away from him.
Despite efforts to save the victim, she was pronounced dead at the scene. The perpetrator was
taken into custody. He was charged with second-degree murder. Due to the need to change
dressings and his advanced age, he was moved from a detention centre to a treatment centre.
Approximately two weeks later, while at the treatment centre, he committed suicide by
suffocation. He stuffed his nose and mouth with toilet paper and placed a plastic bag over his
head. The bag he used to suffocate himself had held items he had obtained from the canteen that
day.
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Case 4: OCC #6672–02, 6674–02, 6675–02, 6677–02, and 6678–02
This case is a multiple homicide-suicide. The perpetrator met the victim two years before the
murder as a result of bus iness contact. They lived together for a brief period in the United States,
where the perpetrator was a resident. They planned on getting married, but the victim called it off
due to the perpetrator’s abusive behaviour. The victim left the United States and returned to live
in Ontario with her parents and a child from a previous relationship in their home.
The perpetrator continued to harass the victim and her family members. Her parents told him on
a number of occasions to leave her alone. Because of his persistence and growing concern for his
daughter’s welfare, her father called a lawyer who did legal work for his company to speak about
her problems with the perpetrator. He inquired about obtaining a peace bond restraining order.
He was told to notify the police, ask for extra patrols, and request that the border be notified if
there was any indication the perpetrator would cross the border and come into Ontario. He also
recommended that if there was any indication that the perpetrator was mentally unstable, the
family should leave the home.
Prior to the father taking any of the suggested steps, the perpetrator entered Canada and
smuggled with him a semi-automatic handgun and ammunition hidden in his SUV. Days before,
he had purchased the handgun and ammunition from a gun shop in his hometown. Shortly after
crossing the border, he rented another motor vehicle. He then located his former girlfriend at a
friend’s home and shot her seven times, killing her. Immediately after shooting her, he drove to
the nearby home of her parents. At their residence, he forced his way into the home, where he
found the victim’s mother and the victim’s six- year-old daughter in the master bedroom
watching television. He shot her mother and then the little girl as she lay on the bed beside her
grandmother. As the initial victim’s father rushed into the room, the perpetrator shot him, killing
him as well. The perpetrator then put the gun in his mouth and, pulling the trigger, killed himself.
After the homicides and his death, it was learned he had a history of assaulting and stalking
behaviour with females in his hometown, which resulted in charges and in one instance an
application for a restraining order that was not pursued by the complainant.
Case 5: OCC #16097–02 and 16098–02
This is a case of homicide-suicide. In 1995, the perpetrator was diagnosed as suffering from
paranoid schizophrenia and alcoholism. He had been receiving anti-psychotic medication from
his family physician. He had a history of verbal abuse and harassing behaviour towards his wife,
which increased over time. The perpetrator was known to have been to his wife’s place of
business to speak to her co-workers, as well as to monitor her activities and accuse her of
infidelity. He also had a persisting delusion that his wife and daughter were trying to kill him by
poisoning his food. Their son reported knowledge of one incident where the perpetrator had
slapped his mother, but the abuse tended to be more of a verbal and emotional nature.
The victim resided with her son in the family home and was separated from her husband.
Notwithstanding their separation and divorce, he frequently visited the residence and maintained
contact with his ex-wife. His ex-wife felt he did not properly care for himself, so she fed him and
allowed him to stay at the house from time to time. While he was under the care of a physician,
he was not always compliant with taking medication. Due to his disturbing behaviour, the family
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sought help from their rabbi who spoke with him and his ex-wife. There is no indication that the
family was referred to or involved with outside agencies such as police, children’s aid society,
family and/or social services. There was some indication that, because of “shame” expressed by
the family about the perpetrator’s mental illness and behaviour, there may have been cultural
barriers to their seeking assistance from outside services.
On the day of the homicide-suicide, the perpetrator entered his wife’s bedroom and assaulted her
with a kitchen knife. She sustained a lethal stab wound to her neck. She staggered from the
upstairs bedroom and collapsed at the bottom of the stairs, where her son subsequently found
her. After stabbing her, the perpetrator proceeded to the basement laundry room where he
suspended himself by the neck from an overhead rafter and died.
Case 6: OCC #146–03 and 148–03
This case involves the ligature strangulation of a woman by her husband, who then killed himself
by ligature strangulation. During the course of the investigation, investigators learned that the
perpetrator had become increasingly despondent and agitated as a result of his wife’s intentions
to end the marriage of more than 30 years. The couple had immigrated to Canada in 1982 and
had become well established. The marital relationship began to deteriorate more than 10 years
ago. Investigators learned the perpetrator had sexually abused all three of their daughters while
they were in their pre-teens. While the daughters reported the abuse to their mother, it was never
disclosed to any agencies.
In later years, the victim travelled alone quite frequently to the United States to visit her
daughter. On one trip approximately 4 years ago, she met a man with whom she began a longdistance extra- marital affair. She did not keep the affair hidden, as several family members and
friends were aware of it. Eventually, sometime in 2001, her husband learned of the affair. Shortly
afterwards, the perpetrator went on a rampage in the home, destroying his wife’s property. He
was charged with causing damage to the property and was put on probation with a term that he
attends anger management counselling.
The female victim had spoken about separation or divorce for several years, and a few months
before her death, she began to organize her personal financial affairs and prepare some
documentation to begin the separation process. The perpetrator advised his daughter that he had
located some of the documentation prepared by his wife. Family and friends reported that he
appeared resigned to the separation, but began to drink more heavily and became increasingly
despondent.
When he killed his wife, he strangled her in her bedroom. He then tried to make it appear as if
she hanged herself. He then strangled himself. He left a suicide note.
Case 7: OCC #11988–02 and 11989–02
This case involves the death of a five-year old girl killed by her father at the same time he killed
himself by carbon monoxide poisoning. Shortly after midnight, the wife of the perpetrator
arrived home and noted that the carbon monoxide detector was sounding in the house. She
checked the garage; there she found her husband’s motor vehicle running and her five-year-old
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daughter’s legs hanging out of the van door. She called 911, and on arrival, police found both the
wife’s daughter and her husband dead in the van. He left a suicide note asking that he and his
daughter be cremated together in the same coffin.
The wife reported their marriage had been in a state of turmoil and her husband had been
depressed and was using alcohol excessively. He was not involved in any treatment for his
depression. She indicated that over the last two years, their marriage had become colder and
there was little communication between them. He seemed to have changed when his best friend
died in the World Trade Centre bombing in New York City, September 11, 2001. She described
the perpetrator as being a doting father to the deceased daughter. He would disappear sometimes
overnight, or he would return intoxicated late in the evening after gambling with friends. Other
family members indicated that he frequently drove impaired with his five year old daughter in
the vehicle. They described his relationship to his five- year-old daughter as being “really
obsessed with that child,” and that “he tried to keep her away from everyone else.”
In the week preceding their deaths, his wife visited a lawyer to seek advice concerning separation
and divorce. She was advised to continue cohabitating with her husband. She did not have the
financial means to move out, so she was advised they should live separately within the same
house until property matters were resolved. Two days before he killed his daughter and himself,
his wife told him she had sought and had received advice about separation and divorce. It was
reported that he told her he was not going to go anywhere without his daughter, and that she had
just been an “incubator” for the child.

Case 8: OCC #4952–02 and 4953–02
This is a case of homicide-suicide involving the slaying of a wife and the subsequent suicide of
her husband. After shooting his wife with his shotgun, the perpetrator went to the basement and,
while sitting in a chair, shot himself in the head. While there was no recorded history of domestic
abuse involving the husband and wife, there appears to have been considerable emotional and
some physical abuse in their relationship. No outside agencies were involved.
Witnesses provided statements that they observed bruising on the wife in the past, and that the
husband had caused those injuries. The children of the deceased stated that while the relationship
between their parents was generally amicable, it was strained and difficult due to the
perpetrator’s drinking problem. Friends and neighbours described him as an overbearing bullying
braggart who was verbally, emotionally, and physically abusive to his wife and children. Both he
and his wife had medical histories of depression and headaches. They had both received
prescribed medications for these ailments.
There were significant stressors in the home at the time of the homicide-suicide. The perpetrator
had just received a letter of discipline for damage he had caused while working in an auto repair
shop. He had continuing conflict with his adolescent son and his daughter’s boyfriend who was
staying in the family home. On the day of the homicide, he had been drinking heavily and
arguing with his son and daughter’s boyfriend. He was upset at the boyfriend because he was
unemployed, and he expressed the view that the boyfriend was just “using” the family. He
berated his son for not finding summer employment. During the ongoing argument, the daughter
observed her father remove a shotgun from the gun cabinet in the basement. In the process of
removing it, he broke the wooden bracket holding the guns, which caused the cabinet lock to be
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propelled across the room. She did not have concerns at that time that her father was
contemplating use of the firearm, but rather thought he was blowing off steam and cleaning it. As
a result of conflict with his son, his wife declared that she and her son would be leaving when he
came home from school.

Case 9: OCC #11656–02
This is a homicide case involving a same sex couple that was living as man and wife. In this
case, the roles of the victim and perpetrator were reversed. The perpetrator of the homicide acted
in self-defence when she killed her partner, the aggressor, who was attempting to kill her. At that
time, as the victim/aggressor advanced towards the perpetrator, the perpetrator stabbed the
aggressor once in the abdomen with a kitchen knife. She later claimed her actions were made in
self-defence; in fear her partner would kill her, as she had earlier threatened to do. When the
police and emergency services personnel arrived, they found the aggressor sitting on the front
step of the residence with the stab wound to her abdomen. She was still alive and, when asked by
a police officer who had stabbed her, she replied, “yeah, it was my wife,” in reference to her
partner. The aggressor, who was transgender later died as a result of her injuries. Shortly after
the arrival of the police, the perpetrator was arrested, at which time she stated, “he tried to kill
me, it was self-defence.” After the aggressor died, the perpetrator was charged with first-degree
murder.
After a comprehensive investigation into their relationship, which detailed not only the extensive
abuse perpetrated by the deceased with respect to the accused, but abusive conduct of a strikingly
similar nature in a series of earlier relationships over the previous 10 years, the charge was
withdrawn at the request of the Crown. It was withdrawn on the basis that the claim of the
accused acting in self-defence was found to be credible due to the deceased’s extensive history
of severe and sadistic abuse of her previous partners, over whom she had exercised almost
absolute control during their relationships. She had been involved in a number of intimate
relationships wherein she had demonstrated extreme behaviours to control almost every aspect of
the lives of her partners. She was found to have physically and sexually abused her partners in
sadistic ways. She confined them, threatened to kill them or family members, and even
controlled the amount of food they were allowed to eat. All of these behaviours were
experienced by the accused. Her own family members and those of the deceased saw her with
injuries indicative of abuse.
Shortly before the homicide, the accused had visited the hospital because of severe injuries to her
vagina and blood loss due to her partner’s sexual battery of her. The doctors and nurses were
suspicious of the origin of the victim's injuries, and of the story that she received them falling
from a horse. She was referred to a social worker to query her story, but the social worker
questioned her in the presence of the perpetrator. She did not reveal the abuse.
Throughout the day of the homicide, the deceased threatened to kill her partner and another
family member. That night, the deceased turned to her partner in bed and asked, “what if I was to
take your life?” The deceased then grabbed her partner around her neck with both hands and
started to choke her. Fearing for her life, her partner fought back and was able to break free while
falling out of the bed. She ran out of the bedroom and into the kitchen, where she grabbed a large
butcher knife from the kitchen counter on route to the rear door. A bicycle and other articles
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blocked the exit, which forced her to turn back toward the interior of the house. As she did so,
the deceased came into the kitchen and came towards her. The partner stated that at that point she
“had enough”—she was cornered and had no place to go. As the deceased advanced, the
partner/perpetrator stabbed her once in the abdomen. She stated later in interviews she believed
that if she had not defended herself, the deceased would have killed her.
The deceased was a serial abuser of intimate partners. It is important to note that she lived in a
number of different municipalities with different partners, although some lived in the
municipality where the homicide occurred. However, the perpetrator, who was really the victim
of the deceased’s abuse, did not know these other intimate partners. The only source of
information that led the police investigators to them after the aggressor’s death was the
deceased’s own mother.
Case 10: OCC #9615–02 and 9616–02
This is a case of homicide-suicide involving a young couple aged 19 and 21 who had recently
separated. Based on a forensic analysis of the scene where the bodies were discovered—a
wooded area—and the autopsy results detailing the injuries, investigators concluded the female
victim died as a result of the perpetrator reaching from behind and stabbing her once in the chest.
He then attempted to hang himself using his shirt hooked on a tree limb, and finally stabbed
himself in the chest, resulting in his death. Information suggested he had planned the event in
advance—he had strapped a bayonet to his lower leg, and had placed a machete in the park near
the logs where the female victim was found.
The victim and perpetrator had met in high school and lived together after finishing school.
There were frequent disturbances while they lived together in an apartment. Information supplied
by family and friends confirmed he had been controlling, possessive, and jealous of the victim.
After she separated from him, he would become upset with her relationship with some of her
friends, her attendance at area bars, and her association with other males.
The perpetrator's recent behaviour and statements suggested he was contemplating ending his
own life. He had declared to his friends that he was moving away, but he would not tell anyone
where he was moving. He had quit his job. When it was suggested to him that he transfer to
another store, he said there were none where he was going. He had given up his apartment and
set about selling his possessions. Several days before the homicide-suicide, he confided to a
friend that he was thinking about killing her and himself. His friend did not know whether to
believe him or how to disclose it to others. The same friend reported to police afterwards that just
before the deaths, the perpetrator had left him a music cassette tape of a song entitled Kim
performed by the rapper artist Eminem. The song contains explicit lyrics about murder/suicide in
the context of a failed intimate relationship:
…so now it’s double homicide and suicide with no note
I should have known better when you started to act weird
We could have….HEY! Where are you going? Get back here!
You can’t run from me Kim
Its just us, nobody else!
You’re only making this harder on yourself
Ha! Ha! Got’cha!
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(Ahh!)
Ha! Go ahead yell!
Here I’ll scream with you!
AH SOMEBODY HELP!
Don’t you get it bitch, no one can hear you?
Now shut the fuck up and get what’s comin’ to you
You are supposed to love me
{*Kim choking*}
NOW BLEED! BITCH BLEED!
BLEED! BITCH BLEED! BLEED!
Case 11: OCC #151–02
This is case of homicide involving the murder of a spouse by her husband of thirteen years. They
ran a successful farming operation together with the help of other family members. However, for
several years, the perpetrator had an unfounded belief that he would become physically disabled
and as a result they would lose the farm.
Before the homicide, he had reported his concerns about the depression he felt to his family
physician. In response, his doctor prescribed an anti-depressant and referred him for counselling.
He told a psychiatrist that he thought of suicide and he described “catastrophic ends” to his
difficulties. The perpetrator also spoke to a number of friends and neighbours about his belief
that his wife was going to leave him and take their children with her. He spoke of his fear he
would lose the farm as a result of her leaving him. He also spoke of suicide, which caused an
acquaintance to refer him to a pastor for counselling.
The victim never reported any physical violence in their relationship. However, it was clear that
her husband was emotionally abusive and controlling with regards to money and expenses. For
some period of time leading up to the homicide, they were living separate and apart under the
same roof.
On the day of the murder, the perpetrator woke his wife and asked her to help him get their van
started. He walked up behind her as she exited the van and struck her on the back of the head,
knocking her to the ground where she lay unconscious. He climbed onto a tractor and drove over
her head. He then reversed the tractor and drove over her head again. He removed her body from
the laneway with the tractor bucket and parked the tractor in the shed. He went about the
remainder of his day as though nothing was amiss. Later, when a relative discovered her body,
he admitted to police upon their arrival that he killed his wife. He was subsequently arrested for
first-degree murder. He pled guilty to second-degree murder in the death of his wife and was
sentenced to life imprisonment without eligibility for parole for 15 years.
While he did not try to kill himself at the time of the ho micide, he stated he had both suicidal and
homicidal thoughts in the days leading up to the murder. He attempted suicide several times in
jail following his arrest.
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Chapter 4–Summary of Data Analysis: Trends, Patterns,
and Opportunities for Intervention

The first year of DVDRC data collection focused on developing and testing the data forms that
would assist in our analyses and recommendations for the future. Since we only reviewed eleven
cases, our summary data is somewhat limited, but it is very cons istent with the literature on
domestic homicides and the annual reports of similar committees in the United States.
Table 1 summarizes the information about victims and perpetrators in the reviewed domestic
homicides.
Table 1–Victim and Perpetrator Information
Variable
Gender
Age when incident
occurred (years)
Type of relationship
between victim and
perpetrator
Length of relationship

Children in common
Residency status
Employment status

Criminal history
Prior counselling
Threats or attempted
suicide
Significant life changes

Victim Information
(n=10)

Perpetrator
Information
(n=11)
91% male
Minimum = 20
Maximum = 89
Median = 46

100% female
Minimum = 19
Maximum = 81
Median = 41
Married – 20%
Separated (actual or pending) – 40%
Estranged boyfriend/girlfriend – 20%
Co-habiting – 20%
< 1 year – 10%
1–10 years – 30%
11–20 years – 10%
20–30 years – 50%
0 – 40%
1–2 – 20 %
3+ – 40%
Canadian – 70%
Canadian – 64%
Immigrant/Refugee – 30% Immigrant/Refugee – 36%
Employed – 70%
Employed – 64%
Unemployed – 10%
Unemployed – 27%
Retired – 10%
Retired – 9%
Disability – 10 %
Yes – 10%
Yes – 45%
Yes – 10%
Yes – 40%
Yes – 0%
Yes – 64%
Yes – 78%

Yes – 100%
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Of the eleven cases reviewed, 100% of the victims were women and 91% of the perpetrators
were men. This finding is consistent with the literature on domestic violence, which suggests this
crime is not gender neutral. In fact, the one perpetrator who was a woman acted in self-defence
after a documented history of victimization. This victimization was so well documented in
medical reports that the Crown Attorney withdrew criminal charges.
The victims and perpetrators represented the life span, from adolescent relationships to a couple
co-habiting in a seniors residence. The median age for victims was 41 years, and for perpetrators
was 46 years.
Separation was a major factor in the majority of cases. A total of 60% of the represented couples
had separated or the victim was planning to leave. In half the cases, the couple had been together
for more than 20 years. In 60% of the cases, the couple had children together.
The vast majority of the victims and perpetrators were born in Canada and had gainful
employment. In 7 out of the 11 cases, the perpetrators were described as depressed and as having
made threats or attempts at suicide. All the perpetrators had experienced significant life changes
related to the separation or difficulties with employment. The same was true for 78% of the
victims.
Table 2 summarizes the nature of the homicides.
Table 2–Homicide Information
Type
Cause of death

Homicide – 18%
Homicide-suicide – 64%
Multiple homicide-suicide – 18%
Gunshot – 36%
Stabbing – 36%
Beating – 9%
Strangulation – 9%
Poisoning – 9%

Two of the 11 cases involved multiple homicides follo wed by the perpetrator’s suicide. In these
cases, the perpetrator killed family members and, in one instance, a man falsely accused of being
involved with the victim. Six of the cases involved a homicide followed by the perpetrator’s
suicide. One of these cases involved the perpetrator killing his daughter after being told his wife
had contacted a lawyer for a pending separation. In two cases where suicide was contemplated,
the perpetrators did not take their own life after the homicide.
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Table 3 summarizes the common risk factors found in the 11 cases included in the DVDRC
review. The table rank orders the most common risk factors, which are consistent with previous
literature in this field.
Table 3–Common Risk Factors from DVDRC Analysis
Risk Factor
Actual or pending separation
Depression (or other mental health or psychiatric problems)
Prior history of domestic violence
Prior threats to commit suicide or suicide attempts by perpetrator
Access to or possession of firearms
Obsessive behaviour (including stalking the victim)
Control of most or all of victim’s daily activities
Excessive alcohol and/or drug use
Attempts to isolate the victim
Escalation of violence
Destruction of victim’s property
Perpetrator unemployed
Prior threats to kill victim or threats with a weapon
Forced sexual acts or assaults during sex
Isolation of victim
New partner in victim’s life
Perpetrator witnessed domestic violence as child
Violence against pets or livestock

Percentage
82%
73%
73%
55%
55%
45%
45%
45%
36%
36%
27%
27%
27%
18%
18%
18%
18%
18%

It is interesting to note that only 2 out of 11 cases actually had some form of risk assessment
prior to the homicide. In one case, the police had done a thorough risk assessment, but the
information was not made available to subsequent interveners. In another case, a children's aid
society worker had completed a risk assessment for child abuse and identified domestic abuse as
a factor, but lacked voluntary out-reach services for what was seen as a moderate degree of risk.
As indicated in Table 3, the most common factors found were:
•
•
•
•
•
•
•
•

actual or pending separation
depression
prior history of domestic violence
prior threats or attempts at suicide
access to firearms
excessive use of alcohol or drugs
obsession over the victim (stalking)
controlling behaviours by the perpetrator
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Figure 1 provides an overview of the number of risk factors identified in each of the 11 cases.
Figure 1
Number of Risk Factors Identified in Cases Reviewed

10+ factors
18%

7-9 factors
27%

1-3 factors
18%

4-6 factors
37%

All of the cases had apparent risk factors, ranging from 10 or more factors in two of the cases, 7
to 9 factors in three of the cases, 4 to 6 factors in four of the cases, and 1 to 3 factors in two of
the cases.
Of the 11 cases, 8 had a history of domestic violence. The prior violence was known to a variety
of individuals, ranging from family members to community professionals. In some of the cases,
the most apparent abuse was possessiveness and controlling behaviour, which in hindsight was
minimized due to the absence of physical violence or injuries. The police and the courts were
actively involved in 2 of the cases. Family doctors, psychiatrists, and community counsellors
knew of prior domestic violence in 4 of the cases. In all 8 cases with a prior history of domestic
violence, family members had observed abusive behaviour or its aftermath with the couple.
With the benefit of hindsight and all the information gathered for the DVDRC reviews, some
conclusions can be drawn as to whether or not homicides with similar presenting factors could be
predicted or prevented. In 5 of the 11 cases reviewed, a domestic homicide would likely have
been predicted if similar facts were presented to professionals knowledgeable about domestic
violence. In 6 out of 11 cases, a domestic homicide would not have been anticipated per se.
Nonetheless, in these cases, a tragedy may have been prevented in similar circumstances by
intervening with stressors or family conditions that ultimately became a factor in the homicide or
by placing limits on the behaviour of the perpetrator. For example, the perpetrators suffering
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from depression were not seen as candidates for a homicide, yet more effective interventions for
them, as well as restrictions in their access to firearms, may have prevented the ultimate tragedy.
The recommendations arising from this summary data and review of the 11 cases are outlined in
greater detail in Chapter 5 of this report. The data presented raises issues to consider in our future
reviews about the individuals and circumstances that pose the highest risk. This information will
provide an important link to training, risk assessment, safety planning, and intervention strategies
for victims and perpetrators in these circumstances. From this very limited data, the importance
of public education and thereby better informed friends, relatives, and neighbours seems
essential as the first line of defence in domestic homicide prevention.
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Chapter 5–Recommendations

This report is based on the cases the committee reviewed during meetings in 2003, and includes
all 2002 Ontario domestic violence deaths as defined in the committee’s mandate, except a
significant proportion still before the courts. The following recommendations are based on the
specific cases reviewed in the committee’s first year. The limited or narrow focus of the
recommendations in this report are derived from the specific case reviews, and should not be
seen as diminishing or detracting from the recommendations or reports of previous inquests in
this area.
The recommendations made by the committee fall into three major subject areas of potential
intervention, all addressing heightening and increasing awareness and education, assessment
and intervention, and resources.
Firstly, there is a need to heighten awareness and provide education about domestic violence. In
every case review we examined, family members, friends, neighbours, and/or professionals had
some knowledge of the escalating circumstances between the perpetrators and victims. However,
these individuals did not appreciate the significance of the situation, the information available to
them, or what to do about it. Accordingly, many of the recommendations address the continuing
need for targeted public awareness and professional educational programs that teach about the
signs of domestic violence and the risk factors leading to potentially lethal consequences.
Secondly, there is a need to have appropriate tools available to those who work with victims and
perpetrators of domestic violence to better assess the potential for lethal violence in their lives,
and corresponding access to appropriate services and programs. As an example, victims may
need assistance with safety planning and perpetrators may need access to counselling programs
or the need of restrictions to control their behaviour to better manage the risk.
Thirdly, adequate resources are required to ensure victim safety and reduce perpetrator risk. All
programming and services require resources to become operational. These include, but are not
limited to:
•
•
•
•

support for helping the victim to be removed from the situation;
affordable alternative housing;
counselling services for victims and families; and
other community-based support systems for victims and perpetrators and children exposed to
domestic violence.

These areas for intervention are links in a chain—if one or more is weak or absent, the chain
breaks, and opportunities for prevention are lost. In many of the cases reviewed, one or more of
these links were present, but an adverse outcome was attributable to the absence of another. For
instance, a properly performed risk evaluation is of little value if the police or others do not use it
for safety planning, or the admissible information on which it is based is not brought before the
criminal courts when necessary.
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Awareness and Education
As observed in the verdicts of several inquests and in the Report of the Joint Committee on
Domestic Violence, there is a continuing need to heighten awareness and provide educational
programs that focus on the signs of domestic violence, including the risk factors that may lead to
lethal circumstances. This awareness and these programs should also focus on the necessary
individual and community response by:
•
•
•

the general public (friends, neighbours, relatives, employers, family, community leaders, as
well as the victims and perpetrators themselves);
all front line professionals (teachers, lawyers, clergy, social workers, etc.) who, in the course
of their work, come into contact with victims, perpetrators, or the children of domestic
violence;
professionals whose primary function is to serve victims of domestic violence (such as police
officers and healthcare professionals).

We can draw conclusions from our reviews as to whether or not homicides with similar
presenting factors could have been predicted or prevented. In 5 of the 11 cases reviewed, a
domestic homicide would likely have been predicted if similar facts were presented to
professionals knowledgeable about domestic violence. In 6 out of 11 cases, a domestic homicide
would not have been anticipated per se. Nonetheless, in these cases, a tragedy may have been
prevented in similar circumstances by intervening with the stressors being experienced by
individuals or family conditions that ultimately became a factor in the homicide.

1. There is a need to better educate the public about the dynamics of domestic violence
and appropriate responses where such dynamics are recognized in potential abusers or
victims.
It is troubling to the committee that the inquests and other reports on domestic violence have
seen the need to continue to address this issue. We note that the Ontario Women’s Directorate
and outside agencies have sponsored excellent campaigns, however there is a need for a more
widespread, ongoing and consistent strategy of public education efforts. In eight of eleven cases
reviewed by the committee, family, friends, or neighbours observed indicators of domestic
violence in either the victim or perpetrator or both. Notwithstanding their concerns, they neither
recognized the significance of those indicators, nor did they act upon them. In each case, risk
factors were identified on review. In nearly half of the cases, four to more than ten risk factors
were present.
The implementation and use of effective public education programs need to be increased to
heighten awareness of the warning signs of symptomatic abusive behaviour and appropriate
courses of action for victims, perpetrators, and others to take in response. All too often, domestic
violence is only recognized as physical abuse. Emotional abuse also needs to be recognized, such
as jealousy, economic abuse, intimidation, threats, controlling behaviours, and isolation.
Domestic violence public awareness programs should contain features directed to increasing
awareness that the non-reporting of abuse by victims, or threatening behaviours of perpetrators,
can not only impact their own safety, but the safety of others close to them. Non-reporting can
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also impact the safety of others who later enter into relationships with the abuser. It was noted in
one case that as many as three prior victims resided near the perpetrator, however not all had
reported the abusive behaviour. In some instances, it was not until the aftermath of the domestic
violence death that other victims of abuse divulged information.
2. Public education should target potential victims and perpetrators of domestic violence.
The education should:
• include the fact that risk of violence increases substantially during the time that a
partner is leaving the relationship;
• address the needs of depressed and suicidal men who require counselling and risk
reduction interventions, such as the removal of firearms from the home to prevent
the escalation of the circumstances that result in the tragedies we have reviewed;
• be directed towards persons of all cultures, languages, and faiths; and
• address the need to overcome cultural barriers and the feeling of “shame” as related
to mental health issues, with the goal of reducing stigma.
In one instance, a divorced spouse suffering from paranoid schizophrenia and alcoholism, with a
history of verbal and physical abuse as well as the obsessive monitoring of his former spouse’s
activities, openly voiced suspicions to his family members about his ex-wife poisoning his food.
Even though divorced, he continually stayed at his estranged wife’s home. The family, fairly
recent émigrés from an eastern European country expressed considerable shame about the
perpetrator’s mental illness, which appears to have inhibited them and his estranged wife from
reaching out to community services that might have assisted. One evening, after voicing his
suspicions to his son, he stabbed his estranged wife to death and hanged himself.

3. The requirement for third parties to report child abuse when a child’s safety and life is
placed at risk needs to be more widely publicized.
In one case, the committee noted that the perpetrator demonstrated an unnatural and obsessive
involvement with his daughter that should have been apparent and troubling to his family and
friends. He was also known to put the child at risk when he took her out with him for extended
periods of time, after which he would drive his car in a highly intoxicated condition. At the point
of declared separation by his wife, the perpetrator killed himself and his daughter.

4. There is a need for ongoing training in the issues of domestic violence and potential
lethality for police, social workers/counsellors, clergy, and physicians.
Training must deal with two issues: the first is recognizing domestic violence in all its forms—
emotional, psychological, and physical—and the second is identifying high- risk situations that
require intensive assessment and immediate intervention strategies. In several case reviews, the
committee observed numerous points of intervention at which steps could have been taken to
respond to the escalation of aggressive and threatening behaviour. Evidence was present that
should have signalled to the professionals that potential fatal outcomes were possible and/or
probable, however there was no apparent appreciation of the significance of the evidence or
application of an assessment to evaluate its significance and the appropriate action to minimize
risk to the victim.
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5. Police and other front-line workers (health/educational/social) need to be ma de aware
of the resources available in their respective communities to address issues of family
breakdown, conflict, and mental health, and to make referrals when necessary.
In one instance, a family counsellor who was conducting sessions with both spouses directly
observed the perpetrator’s irrational paranoia and volatility during a session. The counsellor,
however, did not discuss a safety plan with the victim beyond advising her to contact police if
she felt in danger.

6. Training workshops have to be developed and delivered by trained experts from the
cultural communities being served.

7. Cross-cultural and cultural competence training should be a mandatory component of
all training programs for front line workers, such as police, healthcare, and social
workers.
The review included a number of cases where the victims and perpetrators came from other
diverse ethnic or cultural backgrounds, including people of the First Nations. Religious and
spiritual leaders can play an important role in assisting their congregations to access cultural and
community services to help them deal effectively with mental health and domestic violence
issues. In several cases, the perpetrators had direct involvement with religious or spiritual
leaders, having been sought out or referred by others due to concerns about the deterioration of
their relationships with their spouse and their threatening behaviour. In one instance, the
perpetrator threatened to kill himself, and in another, he threatened to shoot a person he believed
was involved with his spouse.
8. Physicians require further education about the dynamics of domestic violence and the
potential lethality, particularly where alcohol abuse, depression, anxiety, or suicidal
ideation is present and diagnosed.
Of all the professional groups that we encountered during the case reviews, the role of the family
doctor was pivotal. In many of the cases, the victims and perpetrators were involved with family
physicians to deal with depression from a variety of stressors having an impact on their
relationships. One case review revealed that both the victim and perpetrator were patients of one
family physician for more than 20 years. While patient confidentiality is paramount and to be
respected, questioning of the patient’s personal circumstances might have elicited information
about the spouse, particularly the perpetrator in this case, which might have created a clearer
picture of the risk for violence in their lives.
Educational programs should address the following:
•

Patients may talk to their family physicians with whom they have long-term relationships
about the difficulties they are experiencing in their intimate relationships. Family physicians
need to be aware of how common the problem of domestic violence is. In addition, fa mily
physicians should be able to assess the risk in their patients’ home environments. If
physicians feel they lack the skill or expertise to make such assessments, they should ensure
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they know of other healthcare providers or community agencies to which they can refer these
patients.
A prior history of abusive behaviour, combined with a diagnosis of depression and
inappropriate use of alcohol, street drugs, or prescription drugs, should alert professionals to
the strong possibility of repeated violence. In such a situation, healthcare professionals
should inform their patients about the risk of the situation, and urge these individuals to seek
help. Depending on their assessment of the risk and the apparent impulsivity of the abusive
partner, family physicians may need to consider warning the other partner or informing the
police of their concerns about the possibility of worsening violence.
When treating patients for depression and/or anxiety, it is essential to ask about suicidal
and/or homicidal thoughts, and to consider the risk of the patient acting on such thoughts.
The patient’s depression and/or anxiety may reflect the patient’s experience of domestic
violence, or may increase the likelihood of abuse. In addition, physicians need to be
particularly attentive to the possibility of access to firearms or other weapons, especially
when working in rural communities.
In situations where physicians find themselves caring for both the victims of abuse within an
intimate or family context and the perpetrators of the same abuse, they must ensure that the
needs of the abused women and the perpetrators are addressed independently, such that their
rights to autonomy, confidentiality, honesty, and quality of care are maintained. Couple or
marital therapy is contraindicated unless the woman’s safety can be ensured and the man has
taken responsibility for his abusive behaviour.

9. School boards should institute curriculum-based healthy relationship programs as an
essential part of the education system.
Educational programs should address the following:
•
•

•
•

The program should provide a continuum of educational materials (kindergarten to grade 12)
to promote building skills and strategies for positive interpersonal relationships.
The program should include programming to develop awareness of the warning signs of
abuse and the potential for violent/abusive behaviour. The program needs to recognize the
different roles in which children and adolescents come in contact with domestic violence.
These roles include exposure to violence at home, in the media, and in dating relationships as
victims, perpetrators, and peer groups.
School boards should enlist community resources to support and sustain healthy
interpersonal relationship choices in prevention and intervention programs.
Teachers and community agencies have a unique opportunity to collaborate on program
development and implementation. By working together as a team, they have the opportunity
to promote awareness, understanding, skills, and knowledge.

This recommendation arises from the nature of the cases we reviewed. In one case, the
perpetrator had confessed his intention to kill his former girlfriend to a peer who did not know
how to handle this disclosure. The girlfriend had been warned about the nature of the relationship
by her mother and a guidance counsellor, but minimized the abuse as “only” possessiveness and
jealousy. The facts of the case speak to the importance of broader curriculum initiatives that
engage potential perpetrators, victims, and peers who observe abuse and receive disclosures.
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In several cases, perpetrators grew up in families where child abuse and exposure to domestic
violence were present. Although there was little information available about how these problems
were addressed in childhood for each perpetrator, it does raise the importance of early
identification and prevention programs for children in these circumstances. As well, several of
our cases illustrate the dilemma adolescents and young adults face in dealing with the violence in
their parents’ marriage. Without putting unreasonable expectations or burdens on these
adolescents to intervene with adult issues, their potential learning experiences about domestic
violence in school may alert them to the dangers in their homes. Obviously, as part of these
lessons, safety planning that does not endanger them or other family members has to be
addressed.
Although we often think of adults worrying about the welfare of children, it is not unusual to find
children and adolescents bringing home changing social attitudes and behaviours about smoking,
drinking and driving, and polluting the environment. Domestic violence may be another such
topic that leads to potentially life-saving discussions. In two of our cases, the children themselves
became homicide victims. In several other cases, it appears they might have been targets who
were spared only by fortuitous circumstances. In these homes, domestic violence and safety
planning was as essential as learning about fire, traffic, or water safety.
Assessment and Intervention
10. There is a need to have appropriate assessment tools available to those who work with
victims and perpetrators of domestic violence to better assess the potential for lethal
violence in their lives. Correspondingly, once the risk is identified, victims and
perpetrators of domestic violence need access to appropriate services and programs.
The person at risk requires access to:
•
•
•

a specialized and comprehensive risk assessment by an appropriate agency;
skilled assistance to engage the victim in developing a safety planning process; and
risk management, for both the victims and the perpetrator.

In a particularly tragic case of multiple-homicide, the recently estranged spouse had prepared an
extensive narrative of past emotional and physical abuse against her and their children, as well as
unfounded paranoid threats against two third parties. One of the third parties was later murdered
on the same night as the estranged spouse, and an attempt was made on the life of the other by
the perpetrator. The perpetrator later died at the end of a police chase when he crashed the
vehicle he was driving. The detailed narrative had been provided to the police, at their request,
after the accused had been arrested. However, he was released after he had a bail hearing. No
apparent assessment was made of the information, nor was it used even after it was known that
he was continuing to harass his estranged spouse and violating the terms of release.

11. All victims experiencing any form of domestic violence should be referred to and
directly involved in a safety planning process whenever abuse is disclosed to social
workers/counsellors, shelter, or other services for abused persons, such as physicians,
the police, and victim services.
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Notwithstanding the need for safety planning seen in a number of the cases, the victim was
provided with safety planning information in only one case. In that one instance, the victim
visited a resource centre for abused women in a distant community with the assistance of her
sister. She received information to assist her in dealing with the abuse and how to go about safety
planning.

12. It is recommended that each police service appoint an appropriate number of officers,
specially trained in the issues of domestic violence, as case managers. The case
managers’ duties would include reviewing all domestic violence cases, identifying—i.e.,
“red flagging”—any high risk matters, and tracking the cases as they proceed to
completion.

13. All front-line professionals that deal with individuals and families in crisis should adopt
an appropriate risk assessment process and a mechanism or protocol at a local level to
facilitate and enhance communication between agencies and professionals when a
person is identified to be at risk. For example, such a protocol should permit any
professional evaluating a high risk case to contact the local police service’s case
manager or domestic violence coordinator to establish a case conference to ensure
appropriate tracking and response to the case.
In one particular instance, after the bail court had dealt with the matter involving the perpetrator,
the victim at the request of the police completed a “dangerousness assessment in domestic
violence” questionnaire. The responses contained sufficient information about prior abuse and
threats to the victim and others to make it a high-risk case. After his release, the perpetrator
continued to harass the victim and repeatedly breach the terms of his recognizance, most of
which was reported to the police service involved in the original complaint. If a case manager or
domestic violence case coordinator had been assigned, the continuing complaints about the
perpetrator’s alleged breaches may have been dealt with differently and with greater attention,
particularly if assessed by one officer possessing all of the information reported to the police
service.

14. There is a need for greater use of case conferencing systems that share information and
action plans between justice partners, health professionals, and counsellors regarding
safety issues and “high risk” cases.
Many cases the committee reviewed had multiple community agencies and professionals
involved who held important information about the case, but had no formal mechanism to share
that information. Had they known the totality of the information, there might have been a more
effective response to ensuring the safety of the victim? All professions need to explore ways that
permit their practitioners to participate meaningfully in case conferencing opportunities while
respecting privacy and confidentiality constraints.
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15. It is recommended that every effort be made by family members, friends, and
community professionals to have firearms removed from individuals who are going
through a separation in their relationships and showing signs of depression or suicidal
or homicidal ideation.
Access to firearms is an important risk factor. Moreover, restricting access to firearms is
important in terms of effective intervention and risk management. Four of the eleven cases
reviewed involved the use of firearms and situations where family members and friends were
aware it was not in the perpetrator’s interest to possess them due to mental and/or emotional
issues during a time immediately preceding the homicides. It is also well established that the
time of separation can be the most dangerous time, and in all of the cases involving the use of
firearms, the homicides occurred shortly after separation or in anticipation of it occurring.

16. Every community where a domestic violence related homicide takes place should be
supported to undertake a community-based education process focusing on prevention.
It is recommended that a central provincial resource be identified to provide resources,
support, and expertise to assist that community to use the tragedy as a catalyst for
action. Ensuring that members of the local community take the lead in planning the
educational process, the provincial government should provide necessary assistance,
such as funding for public education materials, meetings, and other public awareness
events. This provincial response to each domestic violence homicide would ensure that
each community is supported in creating its own unique response that promotes
collective awareness of spousal and child abuse, and can help make a difference in the
prevention of future deaths.

Resources
17. All of the above recommendations require adequate resources to ensure victim safety
and reduce perpetrator risk. They address the lack of programming and services, and
the recognition that all programming and services require the necessary resources to
become operational. These resources include, but are not limited to:
•
•
•
•

support for helping the victim to be removed from the situation if appropriate;
affordable alternative hous ing;
counselling services for victims and families; and
other community and culturally based support systems and services for victims,
perpetrators, and children exposed to domestic violence.

It is obvious that the demand for these resources will increase with better risk
assessments, interventions, and risk management strategies.
Information is the necessary resource to ensure the effectiveness of the DVDRC. The more
information available to the DVDRC about the circumstances of the victims and perpetrators, the
better the committee will be able to:
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identify systemic issues, gaps, and shortcomings;
establish a comprehensive database; and
identify trends, patterns, and risk factors for prevention.

18. It is recommended that a protocol be established for the complete investigation of
domestic violence fatalities where the facts involve both homicide and suicide.
In 64% of the cases reviewed by the committee, the perpetrator subsequently took his own life.
Because such cases do not generally give rise to criminal charges, the police may not investigate
the deaths as thoroughly as they would if charges were to occur, notwithstanding the fact that the
police use a major case management investigation model for the cases. The committee has had
the benefit of some very thorough investigations for its work. However, some cases were not
investigated to completion, leaving the committee uncertain as to the actual facts of the related
deaths. The committee is dependant on a complete set of facts for each investigation to extract
the lessons that may be learned from each case to make recommendations to prevent deaths in
similar circumstances. The committee suggests that an investigative protocol be established
requiring all homicide/suicides be as completely investigated as those leading to criminal
charges. Such an approach will assist in the community’s efforts to better understand the root
causes of domestic violence, the best course, and practices for its prevention.

Implications and Future Trends
The first year of the DVDRC provided an opportunity for a multi-disciplinary team to complete
comprehensive reviews of 11 out of 25 domestic homicides that occurred in Ontario during
2002. The overwhelming evidence suggests that in almost half of the cases, professionals with
expertise in this area would have predicted a homicide in similar circumstances. In all the cases,
there were clear signs of individuals or family systems under stress from factors such as marital
separation and mental health difficulties that required more intensive assessment and
intervention than they received.
The implications of our reviews are numerous. First and foremost, the prevention of domestic
homicides requires an integrated community response with everyone involved aware of the
warning signs and danger of domestic violence. This awareness starts with the immediate family
members, relatives, friends, neighbours, and front- line professionals in healthcare, social
services, faith communities, and education who represent the first line of defence. The system is
only as strong as its weakest link. The weakest link in our reviews may rest with individuals who
do not appreciate their critical role in supporting victims and helping perpetrators find nonviolent means to express their distress.
The committee concluded that risk assessment tools and procedures when domestic violence is
identified are crucial needs that are lacking. There needs to be broader public awareness of the
warning signs of potentially lethal family circumstances. Front- line professionals need
assessment tools to prioritize these dangerous situations and make referrals for more
comprehensive assessments. These assessments have to be linked to interventions that include a
safety planning process for victims and risk management for perpetrators. Many of the
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circumstances we reviewed exhibited multiple risk factors, indicating the need for a coordinated
plan to assess, monitor, and intervene to prevent tragic outcomes.
Improving community responses to domestic violence to preve nt homicides will require
adequate resources. Only one of the eleven cases reviewed by the committee was actively
involved in the criminal justice system. Additional resources are needed throughout all systems
in all communities. The demand for these resources will increase with better risk assessments
and intervention strategies. Similar to advances in medical research and screening tools, the
system has to expand to make room for progress in this field. If we improve awareness and
assessment tools, more victims and perpetrators, as well as their family members, will seek
services to address their difficulties.
The DVDRC is struck by the complex changes required of family and helping systems to prevent
future homicides. These changes will demand a clearer vision that domestic violence is
everybody’s business, and that the necessary skills, resources, and incentives are in place for
communities to effectively intervene. These are not isolated incidents of violence, but rather a
reflection of broader social and systemic issues that render women and children vulnerable and
allow them to be targets of violence.
In the future, we will broaden our reviews to analyze all the domestic homicides in Ontario,
continue our search for the most effective assessment and intervention strategies, as well as
identify gaps in our current systems to address these tragedies. We hope to stimulate more indepth research and link our efforts to other professionals and committees across Canada and the
United States to better inform these initiatives. We need to publicize our findings on an ongoing
basis to enhance domestic violence prevention activities across Ontario.
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Chapter 6–Special Project: Subcommittee Report on Risk
Assessment Assessments and Information
Gathering Forms

In the course of our reviews, it was observed that had appropriate risk assessments taken place,
the consequences might have changed. In recognition of the recommendations made in the
earlier inquests and by the Joint Committee on Domestic Violence concerning the need for
appropriate risk assessment tools for those dealing with domestic violence, and as a result of the
review of several of the cases before the Domestic Violence Death Review Committee, a
subcommittee was formed to consider risk assessment and the tools available.
Many of the domestic homicide cases we have reviewed did not involve the criminal justice
system. However, other systems could have been engaged in those cases, such as mental health,
victim services, healthcare, child welfare, and the education system. We also examined cases
where doctors, clergy, counsellors, lawyers, co-workers, families, friends, and neighbours were
aware of the degenerating mental health or suicidal tendencies of the perpetrator, but did not
recognize the potential link to domestic violence and lethality. Consequently, they did not act to
address the issues related to domestic violence, such as risk management, safety planning, and
referral to specialized services.
Current research suggests that many domestic ho micides may have been prevented if the
criminal justice system, or alternatively the persons named above, had better engaged the victim
in risk assessment and safety planning. Such persons should also act when they recognize risk in
a perpetrator’s behaviour. In assessing dangerousness in domestic violence cases, we need to
determine how the specific incident of violence relates to the overall history and context of
violence in the relationship. In other words, we are not just dealing with an incident, but with a
process. Dangerousness is situational. It is not so much assessing the individual that is important,
but assessing that individual in the context of the immediate overall situation. Once factors
associated with dangerousness have been identified, it is necessary to intervene in a meaningful
way to influence the outcome.
The subcommittee examined a number of tools or instruments designed to assist in determining
potential risk both in recidivism and lethality. While these tools have value in risk assessment,
they elicit only “yes/no” answers. It is the view of the subcommittee that this format limits the
amount of information that can be collected. Decisions that occur in domestic violence cases are
driven by the facts. For any risk assessment tool to have significant value as evidence in court,
the answers must be specifically sourced and articulated. Questions that call for a “yes/no”
answer do not convey the context, details, or value of the information. The other advantage to
obtaining specific information rather than relying on a “yes/no” answer is that it may lead to
further charges involving earlier events. It is not uncommon to discover that although the current
incident may be relatively minor, much more serious earlier offences have occurred.
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Domestic Violence Supplementary Report (DVSR):
In Ontario, as a minimum standard, the police are required to complete a Domestic Violence
Supplementary Report (a one-page document, front and back) as part of a domestic violence
investigation. Part of one page contains 19 questions that require a “yes/no” or “unknown”
answer. There is no space on the form to source the answers. These questions focus on wellknown lethality indicators that are present in many domestic homicide cases.
The guide to the DVSR prepared by the Ministry of the Solicitor General states:
One of the main support tools recommended by the May/Iles Inquest was a development
of a risk indicator’s checklist that could be used by police officers in domestic violence
occurrences. In response to this specific recommendation, identified risk factors that will
assist police officers, crowns, and victims in domestic violence occurrences have been
incorporated in the domestic violence supplementary report form.
As mentioned above, the difficulty with a checklist is that it provides no source information to
explain the “what, when, where, why, and how” of an answer. For example, what weight can be
given to an answer of “yes” to the question: “Has the suspect threatened or attempted suicide?”
without knowing more of the details?
Ontario Domestic Assault Risk Assessment (ODARA):
The Ontario Provincial Police, in conjunction with researchers from the Mental Health Centre in
Penetanguishene, recently developed a new tool called the Ontario Domestic Assault Risk
Assessment (ODARA).
ODARA is a general violence-screening tool dealing with recidivism. It does not concern itself
specifically with the question of lethality. The form contains 13 questions where “yes” answers
are given a one-point score. If a person scores between 7 and 13, there is a 70% risk that the
individual may commit another assault. This tool may be of great value as a general violence
screening to raise “red flags” for the potential of a victim being at risk of future violence.
However, there is a concern that the ODARA not take the place of the DVSR (or other tools to
be discussed later) since it does not deal with the following questions:
•
•
•
•
•
•
•
•
•
•
16

Has there been a recent escalation in frequency or severity of assaults/threats against the
victim?
Has there been a recent separation or change in their relationship? 16
Has there been recent change in the contact between the children and the suspect?
Is there high stress: financial, loss of job, health?
Are there mental health problems, loss of reality, bizarre behaviour?
Is there jealousy or obsessive behaviour?
Are there stalking behaviours?
Is there sexual abuse of the victim or partner?
Has the suspect threatened or attempted suicide?
Has the suspect threatened or destroyed property?

Jacquelyn Campbell, et al. (2003) Risk factors for femicide in abusive relationships: Results from a multi-site
case-control study, American Journal of Public Health.
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Has the suspect injured or killed a pet?
Does the suspect display anger, impulsiveness, or poor behavioural control?
Does the suspect own or have access to firearms or weapons?
Has the suspect used or threatened the use of these firearms?
Does the victim fear she may be killed?

The latest research indicates that the following factors are of particular significance in domestic
violence cases that become lethal:
•
•
•
•
•
•
•
•
•
•

extreme jealousy
choking
escalation of violence in frequency and in severity, especially in the last 30 days
mental illness, particularly depression
access to weapons
recent change in the relationship (separation)
high stress
suicidal behaviours
stalking behaviours
victim’s fear of being killed

The factor of actual or pending separation of the involved persons was present in 82% of the
deaths reviewed by the committee.
Danger Assessment Instrument–2:
Jacquelyn C. Campbell, Ph.D., R.N. of the John Hopkins University School of Nursing, is a
leading expert and researcher in the United States. She recently took part in a study involving 12
cities in the United States and 545 homicide cases. As a result of this study, Campbell revised
her Danger Assessment Instrument. DA–2 first asks the victim to record specific examples of
abuse on a calendar. The instrument then poses 20 questions on lethality requiring a “yes/no”
answer.
This tool is unique in that it is an interactive tool filled out by the victim. It was first developed
in 1985 to increase the ability of battered women to take care of themselves. It aids in recall, and
assists women to come to their own conclusions. It uses an adult learner approach, and as a
result, is more persuasive. It establishes a pattern of frequency and severity of the violence
during the past year, and serves as an important safety-planning tool, especially for victims who
often minimize their level of risk. 17
Spousal Assault Risk Assessment Guide (SARA):
The British Columbia Institute on Family Violence developed the Spousal Assault Risk
Assessment Guide (SARA), and Ontario Corrections uses it as part of their risk assessment.
SARA is a clinical checklist of risk factors for spousal assault. Most of the lethality indicators
referred to above are set out in the guide. The instrument is a two-page form with 20 questions
17

For a copy of DA–2, visit: http://www.son.jhmi.edu/research/cnr/homicide/danger03.pdf

Domestic Violence Death Review Committee

43

that are rated 0–2. Like the above checklists, no specific information is recorded to source the
answers. 18
Initial Screening Tool and Comprehensive Risk Assessment
Interview Guide (Durham Region):
In 1997, following the murder of a 3 year-old boy during his first unsupervised access visit with
his father, Durham Region, under the guidance of the Violence Prevention Coordinating Council,
conducted action research to explore the experience of woman abuse survivors and their children
as they engaged with the family court system. One of the key findings identified by survivors,
advocates, and professionals (including family court judges, lawyers, and court personnel) was
the need for an initial screening tool to “red flag” domestic violence cases ent ering the family
court system—especially high risk situations—and refer identified cases for a more
comprehensive assessment with experts in the community.
A 21-question screening tool was created for all family court personnel to use in their initial
contact with a family. If domestic violence was identified, then a comprehensive risk assessment
interview guide covering 25 areas was available to aid community experts in assessing for
further risk and conducting appropriate safety planning. 19
Domestic History Form (Huron County):
This form was first developed in 1997, in co-operation with the police forces of Huron County
and the office of the Crown Attorney. It was initially called Assessing Dangerousness in
Domestic Violence Cases. This form has been used in a number of other jurisdictions in Ontario.
In its 1999 Report, the Joint Committee on Domestic Violence recognized the Huron County
form as a “Best Practice”:
The Crown Attorney’s office in Huron County in Ontario is currently using the Assessing
Dangerousness in Domestic Cases form to ensure that information on risk assessment has
evidentiary value in domestic violence proceedings. (p. 114)
Since 1997, in Huron County, the victim is interviewed as soon as possible after an assault. The
interviewing process includes videotaping the victim under oath. The victim is first asked about
the current incident. The officer then questions the victim using the Domestic History Form,
recording the victim’s specific answers.
Once the interview is concluded and the detailed document completed, the information in the
document becomes available to the police in the event they decide to release the accused on bail.
If the accused is held for a bail hearing, the crown and the court have access to this information.

18

For more information, visit: http://www.bcifv.org/
For more information, refer to pages 137–152 in the report: In The Centre of The Storm, Durham Speaks Out: A
Community Response to Custody and Access Issues Affecting Woman Abuse Survivors and Their Children at
http://www.durhamresponsetowomanabuse.com
19
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In addition, the police and the crown get a real sense of the overall history and context of the
domestic violence, and manage the case accordingly. Once dangerousness is recognized,
intervention should occur to favourably influence the outcome. Immediate safety measures may
be put in place, and the accused may be monitored.
Conclusions
Our committee has concluded that enhancing risk assessment efforts by all professionals
involved with families and individuals in crisis has to be a priority in Ontario. Based on our
collective experience, the cases reviewed and the literature that exists in the field we have chosen
to revise the existing Huron County Domestic History Form to include questions from
Jacquelyn Campbell's new research on DA-2, as well as questions from ODARA and SARA.
The subcommittee recommends that the Domestic History Form be used not as a risk assessment
tool per se, but as an information- gathering instrument to source and document relevant and
timely information from the victim. With the information obtained through the completion of the
Domestic History Form, it is possible to complete any of the risk assessment tools described
above (i.e., DVSR, ODARA, SARA, and DA-2). The Domestic History Form should not take
the place of any of these tools, but rather used to elicit the information required to properly
answer the questions posed by the various risk assessment tools.
A generic Domestic History Form is attached to this report. 20 The form can be modified by any
agency or organization to suit its needs. This form is not a finished product, but a work in
progress. The subcommittee will develop a culturally-appropriate interview instructional guide
with a training module. This form needs to be developed for use by other professionals and
systems outside of the justice system to enhance communication and coordination of assessment
and intervention strategies. We hope the form stimulates further research on risk assessment. The
real value of a properly completed Domestic History Form is that it captures all of the source
information so informed decisions can be made about the case.
We recognize that the science and practice of risk assessment in the domestic violence field is in
its infancy and requires further research. Nonetheless, every effort has to be made to collect
information on these cases to enhance collaboration amongst different service providers and to
permit proper assessment and intervention with high risk domestic violence cases. In our view,
this enhanced communication has the potential to save lives if the information helps victims to
engage in effective safety planning and if perpetrators are challenged by the community to find
alternatives to their threatening behavior.

20

See Appendix G, Domestic History Form
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CHIEF CORONER’S DOMESTIC VIOLENCE DEATH
REVIEW COMMITTEE (DVDRC)
TERMS OF REFERENCE
Purpose:
The purpose of this committee is to assist the Office of the Chief Coroner in the
investigation and review of deaths of persons that occur as a result of domestic violence,
and to make recommendations to help prevent such deaths in similar circumstances.
Definition of Domestic Violence Deaths:
All homicides that involve the death of a person, and/or his child(ren) committed by the
person’s partner or ex-partner from an intimate relationship.
Objectives:
1. To provide and coordinate a confidential multi-disciplinary review of domestic
violence deaths pursuant to Section 15(4) of the Coroners Act, R.S.O. 1990, Chapter
c. 37, as amended.
2. To offer expert opinion to the Chief Coroner regarding the circumstances of the event
leading to the death in the individual cases reviewed.
3. To create and maintain a comprehensive database about the victims and perpetrators
of domestic violence fatalities and their circumstances.
4. To help identify the presence or absence of systemic issues, problems, gaps, or
shortcomings of each case to facilitate appropriate recommendations for prevention.
5. To help identify trends, risk factors, and patterns from the cases reviewed to make
recommendations for effective intervention and prevention strategies.
6. To conduct and promote research where appropriate.
7. To stimulate educational activities through the recognition of systemic issues or
problems and/or:
• referral to appropriate agencies for action;
• where appropriate, assist in the deve lopment of protocols with a view to
prevention;
• where appropriate, disseminate educational information.
8. To report annually to the Chief Coroner the trends, risk factors, and patterns
identified and appropriate recommendations for preventing deaths in similar
circumstances, based on the aggregate data collected from the Domestic Violence
Death Reviews.
Note: All of the above described objectives and attendant committee activities are
subject to the limitations imposed by the Coroners Act of Ontario Section
18(2) and the Freedom of Information and Protection of Privacy Act.
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Size and Structure:
1. A full- time member of the Office of the Chief Coroner shall hold the position of
Chair.
2. In addition to a Deputy Chief Coroner or a Regional Supervising Coroner, the
committee should have representation of members from the healthcare sector,
criminal and family justice systems, and advocacy/social services.
3. The committee should also be comprised of, but not limited to, persons engaged in
the following activities:
i. Healthcare personnel with expertise in domestic violence abuse
ii. Forensic Pathology
iii. Crown Attorney
iv. Law enforcement personnel
v. Courts administration
vi. Victims witness assistance personnel
vii. Sociologist/Criminologist
viii. Shelter workers and/or advocates
4. The appointment and tenure of Advisory Committee membership is at the sole
discretion of the Chief Coroner, pursuant to Section 15(4) of the Coroners Act. On a
regular basis, the Chief Coroner shall review the composition and balance of the
Committee membership.
5. Other individuals with specific expertise and/or case knowledge may be invited to
committee meetings on a case-by-case basis as the need arises at the discretion of the
Chair, and with advice from members of the committee.
6. Every invited person must execute a confidentiality agreement.
Limitation and Confidentiality Requirements:
1. Each member of the committee shall enter into and be bound by the terms of the
Confidentiality Agreement set out in Schedule 1 of the Terms of Reference.
2. The committee is strictly advisory to the Chief Coroner and any recommendations
regarding individual fatalities or annual report based on the aggregate data collected
as a result of the reviews will be made through the Chair to the Chief Coroner (see
Functions of Chair, Reports, Items 1–3). Any public release of recommendations
and/or reports shall be subject to the Coroner’s Act, Section 18(2), and the Freedom
of Information and Protection of Privacy Act, and at the discretion of the Chief
Coroner.
3. Any opinion or recommendation rendered by the committee is limited by the
information available to it. This information usually consists of the Coroners
Investigation Statement, the Autopsy Report, the Police Report, and Hospital Report
where available. Efforts will be made to obtain any other relevant and appropriate
information.
4. Any opinion or recommendation rendered by the committee is subject to the
limitations imposed on Coroner’s investigations and inquests by the Coroner’s Act.
Specifically, any opinion and or recommendation expressed by the committee shall
not render any conclusion in law or make any finding of legal responsibility.
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5. Members of the committee shall not render individual opinions or provide public
comments on cases reviewed. Moreover, members of the committee shall not provide
individual opinions or comments in the context of civil or criminal litigation, or
inquiries conducted outside of the Coroner’s system.
6. Members of the committee shall declare any interest they may have with the parties,
organizations, or other interests involved in the circumstances of the fatality under
review. It will be the function of the Chair to assess whether there is a conflict or
appearance of conflict of interest sufficient to preclude a member’s participation in
the fatality review.
Function of the Chair:
Meetings/Selection of Cases:
1. Convene monthly meetings to review identified fatalities of domestic violence.
2. Review all cases submitted to the committee by Regional Supervising Coroners to
determine suitability of the cases for review by the committee and to assign cases to
specific committee members for review and case presentation.
Agenda/Minutes:
1. Prepare the agenda for each meeting of the committee.
2. Minutes from prior meetings shall be kept, circulated and approved by the committee
for each meeting.
Reports:
1. Disseminate recommendations made by the committee on individual cases to
appropriate persons/agencies on the approval and direction of the Chief Coroner.
2. Prepare an annual report based on the aggregate data collected from all domestic
violence reviews identifying trends, issues, and recommendations directed to the
prevention of domestic violence deaths.
3. The Chair of the Committee shall make the report to the Chief Coroner. The contents
of the report shall be subject to the limitations imposed by the Coroners Act and the
Freedom of Information and Protection of Privacy Act.
4. Perform such other duties as may be required in the review of domestic violence
fatalities as requested by the Chief Coroner.
Amendments to the Terms of Reference:
1. The Terms of Reference of the committee may be amended by the authority of the
Chief Coroner.
2. Committee members may request and/or recommend changes to the Terms of
Reference through the Chair of the Committee to the Chief Coroner.
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Domestic Homicides: Critical Issues in the
Development of Death Review Committees

Peter Jaffe, Ph.D., C.Psych., Founding Director and Special Advisor on Violence Prevention,
Centre for Children and Families in the Justice System
Myrna Dawson, Ph.D., Assistant Professor, Criminal Justice and Public Policy Program,
Department of Sociology and Anthropology, University of Guelph

A discussion paper prepared to assist the Office of the Chief Coroner in the development of the
Domestic Violence Death Review Committee for the Province of Ontario. The paper reviews
the current literature on domestic homicides with a focus on risk factors and interventions
associated with lethal violence and the development of preventative measures. We review the
current developments of death review committees in the U.S. and place our findings in the
context of Ontario inquests and research on domestic violence.

December, 2002
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INTRODUCTION

Since the early 1970s, there has been enormous growth in the amount of public and
professional attention directed at violence within the family. As a result, in the past several
decades, domestic violence has moved from a private to a public concern, prompting various
legal reforms and the implementation of numerous community and government initiatives that
target this social problem. However, in Ontario, and in various other jurisdictions throughout
Canada and the United States, killings continue to occur between intimates that serve as tragic
examples of why domestic violence needs to be taken more seriously and how much work is left
to be done in addressing the complexities involved in preventing these deaths. One response to
the growing recognition that these deaths are preventable is the development of Domestic
Violence Death Review Committees (DVDRC). The main goal of a death review committee is to
seek a better understanding as to how and why domestic homicides occur through a detailed
examination of individual cases. Information is collected on the characteristics of the victims, the
abusers, and their families as well as community and system responses to determine primary risk
factors in these cases and to identify possible points of intervention with the goal of preventing
similar deaths in the future.
In September 2002, the Ontario government announced the establishment of a Domestic
Violence Death Review Committee as one of several initiatives directed at addressing the
problem of domestic violence and its lethal consequences. The impetus for the committee came,
in part, from a recommendation made earlier in the year by the jury in the Coroner’s Inquest into
the deaths of Gillian and Ralph Hadley.
On June 20, 2000, Ralph Hadley, 34, broke into the Pickering home he once shared with
his estranged wife Gillian, 35, and shot the mother of three in the head and then committed
suicide. A similar recommendation was made in 1999 by the Joint Committee on Domestic
Violence that was formed after a 1998 recommendation arose from the Coroner’s inquest into the
deaths of Arlene May and Randy Isles. 21 On March 8, 1996, Arlene was murdered by her
estranged boyfriend, Randy, who then killed himself. Arlene’s death came after a lengthy
abusive relationship with the perpetrator.
This Ontario initiative represents the first Domestic Violence Death Review Committee
established in Canada. While these committees represent a fairly new process, they have been
growing rapidly in the United States during the past decade.
The purpose of this paper is three-fold: (1) To review the United States experience with
death review committees (also referred to there as fatality review teams or committees); (2) To
describe recent trends in domestic homicides in Canada and, more specifically, Ontario,
outlining some key recommendations that arose out of the three inquests; and, finally, (3) To
identify the primary risk markers and potential areas of community and system interventions that
are relevant within the Ontario context that may help prevent similar deaths in the future. Overall
we hoped that this paper would offer a foundation to enhance data collection and expand data
analysis for Ontario and potentially other jurisdictions in this field.
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REVIEWING DOMESTIC FATALITIES: THE U.S. EXPERIENCE

One of the earliest publicly documented domestic violence fatality reviews was
conducted in San Francisco in 1990 22 and, in 1994, Santa Clara County, also in California, was
one of the first jurisdictions to develop a DVDRC. Since then, there has been a proliferation of
these committees across the United States as it becomes increasingly recognized that many
domestic homicides are preventable acts. 23 These committees vary in the types of deaths they
review or define as domestic violence related killings. For example, killings that become the
focus of committee review range from intimate partner homicides of female victims only24 or all
women’s deaths 25 to the more common focus on homicides and suicides of both male and female
victims that may be related to or stem from domestic violence. 26 Some review teams also include
homicides of people other than the intimate partner that occur in the context of domestic violence
such as the intended victim’s friends, family or new partner as well as police officers that may be
killed while attempting to diffuse a domestic situation. 27
The primary goal of all these committees are similar, however: To better understand,
intervene and aid in the prevention of domestic violence related killings through a process that
does not assign blame to any one individual or agency, recognizing that the perpetrator is
ultimately responsible for the fatality. Below, we briefly highlight some well-known risk markers
for these deaths identified by extensive research in this area and by various death review teams in
the United States. Some of the key findings and recommendations that have evolved from the
work of these committees will also be discussed.

Risk markers for domestic violence related killings
While it is not possible to predict with certainty which domestic violence cases will end
in death, a number of ‘red flags’ or risk markers have been identified that can be used to assess
the level of future danger posed by an abuser to his or her victim and their families. 28 These risk
markers represent an important tool in the prevention of domestic violence related killings
because they can serve as a primary mechanism for: (1) Increasing awareness about this type of
violence; (2) Improving communication among service providers and other professionals through
the development of a common language; and (3) Developing and implementing appropriate
safety planning programs for women and their children and prioritizing other resources in an
effective manner. 29 In other words, having criminal justice actors, women’s advocates and those
who routinely provide services to victims, batterers and their families discuss possible risk
markers on a regular basis can contribute in important ways to their own understanding of
domestic violence and, ultimately, increase the likelihood that such deaths will be prevented in
the future. Below, we outline primary risk markers that are well documented in the research as
well as in the work of various death review teams in the United States. We also include some
more recently identified risk markers that are being examined further and, thus, may also be
important factors when assessing future danger in the domestic context.
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Primary risk markers for domestic violence related killings (including homicide-suicides) are:
n Prior history of domestic violence, including arrests and convictions for prior domestic
violence offenses, other contact with police such as police calls to the victim and/or
perpetrator’s residence, existence of restraining or protection orders and previous
violations of those orders 30 ;
n Pending or actual separation or estrangement, particularly within the first few months,
is a risk marker for domestic homicides of female victims only 31 ;
n Escalation of violence, including increasing frequency and severity of injuries and public
displays of violence toward the victim 32 ;
n Threats to kill, whether communicated to victim or relatives, friends, co-workers or
neighbors, and threats with a weapon33 ;
n Threats of suicide or attempted suicide 34 ;
n Obsessive behavior, including stalking and/or other possessive and controlling behaviors
often motivated by morbid jealousy35 ;
n Possession of or access to firearms 36 ;
n Excessive alcohol and/or drug abuse37 ;
A number of other correlates of domestic homicides have been studied less often or have
been documented more recently. Nonetheless, they have been identified as important factors and
so require further research and consideration. They include:
n Depression or other acute mental health or psychological problems; 38
n Common-law unions 39 ;
n Isolation of victim 40 ;
n Child custody and access issues41 ;
n New partner in victim’s life 42 ;
n Perpetrator’s unemployment 43 ;
n Presence of stepchildren in the home (i.e. children that have not been sired by the
abuser) 44 ;
n Forced sexual acts or assaults during sex45 ;
Many of the above risk markers are also present in cases of non- lethal domestic violence. 46
One recent study, though, is attempting to distinguish among risk markers for lethal and nonlethal violence against women. 47 Examining 220 cases in 11 U.S. cities to date, these researchers
have identified several risk factors that can be used to identify abusive relationships that are most
at risk of becoming lethal. The strongest socio-demographic risk factor for lethal violence was
the abuser being unemployed, particularly if he was not looking for work. Only one of the
relationship variables examined was significant – the presence of stepchildren – if the victim had
a child by another man, there was an increased risk of lethality. Other risk factors that increased
the likelihood of a lethal outcome were previous threats with a weapon, prior arrest(s) for
domestic violence offences, the abuser used alcohol or drugs, access to or possession of a
firearm, and, finally, two ‘triggering’ events – the victim leaving the perpetrator or the
perpetrator’s jealousy. It is also important to note that a particular combination of risk factors
may also increase the risk of lethality. For example, when the abuser was rated high on
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controlling behaviors and the victim was leaving him, her risk of death increased many times
over.
In summary, three decades of domestic violence research and a decade of work by death
review committees in the United States has shown that it is possible to identify characteristics
that can be used to assess the level of danger posed to victims by their abusers and vice versa. At
the top of this list is prior history of domestic violence (especially prior threats with a weapon
and prior arrests for domestic violence) and the victim’s separation or attempt to separate from
the abuser. These factors have been consistently noted by researchers as risk markers and
identified as important in distinguishing between lethal and non- lethal violence. (Appendix A
lists all risk markers identified by previous research and work by DVDRCs in the United States).

Potential areas for intervention/improvements

In a review of recommendations by multiple DVDRCs, various themes emerge that
highlight key areas for intervention in domestic homicides and/or areas for improvement in
community and system responses to domestic violence. Below, we outline seven key areas that
were identified as important for improving community and system responses to domestic
homicides.
(1) Communication/coordination of services: Each section of the response system in cases of
domestic violence must work together, communicate with each other, and coordinate their
services at the local, community and provincial level. As a result, it is important to identify those
agencies and/or institutions that are regularly involved in various aspects of domestic violence
abuse cases or those individuals and agencies that frequently come into contact with victims and
their abusers. All those identified need to have a practice protocol for the assistance of and safety
planning for victims and their children as well as intervention with perpetrators.
(2) Increased access to or availability of services for victims and abusers: More information
needs to be distributed or made available to victims of domestic violence so they can make
informed choices about their own risk of domestic violence, the risk of leaving their abusers and
so on. System professionals and practitioners need to be more diligent in referring victims,
abusers, and their families (especially children) to appropriate and available services and
assistance has to be provided in a more expeditious manner.
(3) Standardizing risk assessment instruments: There is consensus about the common
indicators of lethal danger based on decades of research. Using this knowledge, the next step is
to implement standardized risk assessment tools in all sectors of the response system so that a
standardized form or checklist is being used by all professionals or practitioners who come into
contact with the victim and/or perpetrator and who may be in a position to assess the level of
risk. The outcomes of such assessments need to be communicated to the victims who are deemed
to be in high-risk situations and all victims of abuse need to be informed that they may be at risk
of lethal violence and given the appropriate tools to assess their own risk on an ongoing basis.
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(4) Greater attention to victim safety: Coordinated safety plans need to be developed by
victims with the help of the various agencies that they come into contact with and such plans
must take into account special needs such as health, language, culture or sexual orientation as
well as child custody and access issues. With respect to conditions of bail or probation, regularly
monitoring of the abuser’s compliance with conditions, including treatment programs, needs to
be more diligent and violations of such orders need to be treated more seriously by the courts.
Finally, law enforcement agencies need to begin tracking repeat domestic violence incidents in
households, treating such cases as high- risk situations.
(5) Training: Sensitivity and understanding are key elements for all system personnel
responding to these cases. As a result, training is required across the board on domestic violence
and related issues, including substance abuse, mental health problems, and particularly with
respect to assessing risk and personal safety planning for victims and their children. As part of
this, information about well-known risk markers for domestic fatalities should be used by all
agencies in sensitivity training of staff who regularly come into contact with victims and abusers
so as to increase the awareness of the danger posed by various victim, offender, and offense
characteristics. With respect to children exposed to domestic violence, school personnel need to
be trained to deal with disclosure by children or to identify cases in which children are having
difficulties in school due to violence being witnessed in the home.
(6) Education: There needs to be more emphasis on both public and professional education,
using the media, the school system and the workplace as a conduit for this information about
domestic violence as a serious social problem and what individuals or agencies can do if they
suspect abuse is occurring.
(7) Data collection: Each DVDRC needs to develop a comprehensive database that allows each
jurisdiction to determine with accuracy the number of killings that are related to domestic
violence and to identify victim and perpetrator demographics, relationship history and prior
abuse history as well as what previous interventions and resources were utilized. Only with this
information can death review teams continue to monitor risk markers and identify key points of
intervention.
Summary
The above section briefly summarizes ten years of experience by DVDRCs in the United
States. What is readily apparent is that much work remains to be done in addressing the
complexities involved in preventing these deaths. However, in only a decade, these committees
have put to practical use information on the primary risk markers in domestic violence related
killings and have identified the key areas for which improvements are required in community
and system responses to domestic violence. This information provides an important foundation
upon which future DVDRCs can build, emphasizes key questions and issues that need to be
addressed when establishing such a team, and highlights some areas for improvement.
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One key issue that will need to be addressed by the Ontario DVDRC that can improve on
work by U.S. committees is how will cases be selected for review? Many U.S. committees did
not review every killing in their jurisdiction and this is problematic because often there was no
systematic process incorporated to select those cases that were reviewed (i.e. random selection).
Rather cases were sometimes selected because information was available and, as a result, their
findings may not be representative of all cases. This has implications for the risk factors and
potential interventions identified. In addition, findings and recommendations were often based
on a small number of cases; for example, some reports were based on as little as six domestic
violence related killings. This also affects the validity of these committees’ findings. Another
area of potential improvement that can be addressed by the Ontario DVDRC relates to the
information gathered. DVDRCs in the United States noted problems in gathering some
information. For example, difficulties arose when trying to get detailed information about shelter
contact with victims due to confidentiality issues. Again, the Ontario DVDRC can improve on
research by teams in the U.S. by gathering more detailed information from these and other
sources because of the legislative authority of coroners to gather all information relevant to the
deceased.
Despite the above, it is possible to identify themes and recommendations tha t are
common to most DVDRCs. However, it is important to realize that jurisdictions face particular,
and often unique, problems when responding to domestic violence. Below, we describe trends
and characteristics of domestic violence related killings in Canada and, more specifically, the
province of Ontario, before turning to a discussion of the key themes that emerged from three
major inquests into such deaths in that province. Where possible, we will draw parallels between
the Ontario situation and the experience of DVDRCs in the United States.
THE CANADIAN CONTEXT
Since 1974, almost 2,600 spousal homicides 48 have been officially recorded in this
country and more than three-quarters have involved female victims. 49 At the highest risk of such
deaths are young (ages 15-24), separated women. 50 Shooting and stabbing remain the most
common methods used in spousal homicides, but women are more likely than men to be killed
with firearms. Consistent with other research, previous domestic violence is a well documented
factor in spousal homicides in this country with the majority of accused persons having at least
one prior criminal conviction. According to official statistics, 51 men are more likely than women
to initiate violent incidents that result in their death. The most common motive in spousal killings
is jealousy, although this is more often the case in spousal homicides of women. Finally, more
than one in five cases of spousal homicide end in the suicide of the perpetrator, but this is almost
exclusively a male phenomenon. 52
Rates of lethal violence between intimate partners have fluctuated during the past two
decades, but there has been a gradual overall decline in this type of violence in Canada and
elsewhere, including the United States. 53 And, although, family-related homicides, including
spousal homicides, rose slightly in 2001, the numbers remain similar to the average over the
previous ten years. Underscoring the importance of a DVDRC in this country, however, is that
the largest increase was among victims who were killed by their husbands – 69 wives were killed
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in 2001, 17 more than the previous year. More disturbing, however, is that all but one of these
killings occurred in Ontario – the site of three major provincial inquests into such killings during
the past four years – resulting in a 7% rise in that province’s overall homicide rate compared to
the previous year. 54 It is important to keep in mind, however, that the 2001 homicide rate in
Ontario is still lower than its previous ten-year average and, thus, these figures may merely
represent a random fluctuation rather than the beginning of a long-term trend.
A PROVINCIAL SNAPSHOT: DOMESTIC HOMICIDE IN ONTARIO
The tragic consequences of domestic homicide and the complexities involved in
responding to domestic violence are well known in Ontario. Three major inquests into domestic
violence related killings have drawn attention to the difficulties inherent in responding
adequately to these crimes and, at the same time, have highlighted that these deaths are
preventable acts. In addition, researchers have documented trends over time in such killings and,
in particular, intimate femicide – the killing of women by current and former male intimate
partners – has been the focus of much of this research. As a result, various risk markers for these
types of crimes have been identified, many of which are consistent with findings from research
conducted elsewhere. Below, we outline what is known about domestic violence related
homicides in Ontario. We then briefly highlight major themes that emerged from the provincial
coroner’s inquests into two domestic homicide-suicides and one domestic familicide. 55 Our goal
is to link what we know about domestic homicides in Ontario to recommendations for
interventions that arose out of work by U.S. death review teams.
Intimate Femicide in Ontario
Between 1974 and 1994, 1,206 women aged 15 and older were killed in Ontario,
according to official records. 56 Of these women, 98 per cent were killed by men and at least 63
per cent were killed by intimate partners. 57 During the first phase of the study – 1974 to 1990 –
an average of 34 women were victims of intimate femicide each year. In the second phase,
covering the years 1991 to 1994, this number had risen to an average of 40 women killed by
intimate partners each year. 58 How do these figures compare to the number of men killed by
intimate partners? Based on official statistics during this period, male spouse killings 59 ranged
from a low of one in 1992 (compared to a low of 14 for women in 1978) to a high of 17 in 1987
(compared to a high of 35 for women in 1987). Overall, then, women outnumber men among
victims of spouse killings by a ratio of 3:1 in this province. Moreover, spousal homicides
accounted for more than 50 percent of all killings of women but less than 10 percent of all
killings of men. 60
Risk markers in Ontario domestic homicides
In many respects, the women and men involved in domestic homicides are similar to
women and men in the general population of Ontario. However, some types of women and men
face disproportionately high risks of intimate victimization and offending. 61 Consistent with
other research, victims of intimate femicide in Ontario were more likely to be separated and to be
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in common- law relationships. Aboriginal women in Ontario were also more vulnerable to
intimate femicide. With respect to perpetrator characteristics, men who killed their intimate
partners were more likely to be unemployed and to have histories of criminal violence. While
there is no comparable research on male killings by female intimate partners in Ontario, national
data and research in other countries suggest that men are also at greater risk of being killed by
common- law partners than by other intimates. 62
Major findings of three provincial coroner’s inquests
In the past four years, three major coroner’s inquests into domestic violence related
killings have been held in the province of Ontario. The first inquest was held in 1998 and
focused on the deaths of Arlene May and Randy Iles. May was killed by her estranged boyfriend,
Randy, who then committed suicide. During more than four months of testimony, jurors heard
from 76 witnesses, returning with 213 recommendations intended to make the system more
responsive to the needs of women and children experiencing domestic violence. The second
inquest, held in January 2001, examined the events leading up to the domestic familicide of the
Luft family of Kitchener. In July 2000, William (Bill) Luft killed his wife, Bohumila, and their
four children before taking his own life. The most recent inquest was held in December
2001/January 2002, after the domestic homicide-suicide of Gillian and Ralph Hadley of
Pickering in June the previous year. Consistent with the findings of DVDRCs in the United
States, major themes that emerged from these inquests were:63
n Improve mechanisms for communication among and coordination of domestic violence
resources and responses;
n Provide more effective education and training on domestic violence for every sector of
the response system;
n Ensure access to essential services for victims, their batterers and their families,
especially children exposed to domestic violence;
n Implement standardized risk assessment and safety planning tools across the system in
Ontario.
Below, we touch on these themes in more detail by highlighting how a comprehensive
database can serve as the foundation for implementing mechanisms and responses that prevent
these deaths in the future.

IMPORTANT RESEARCH QUESTIONS FOR DATABASE
The ability of a DVDRC to achieve its key objectives or goals depends on the
development of a comprehensive database: (1) To determine with accuracy the number of
homicides related to domestic violence; (2) To track and assess relevant risk factors, including
social and demographic characteristics of the victim and the perpetrator, relationship issues, and
personal histories of the parties involved; and (3) To track community interventions by
documenting system contacts and responses, including medical, mental health, financial, and
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legal services (both civil and criminal) as well as community services obtained by the victim,
perpetrator and family prior to the fatal incident and/or services provided after the fatality to
family members and/or others affected.
Risk factors
With respect to risk factors, the importance of ongoing research on primary indicators of
dangerousness or correlates of domestic fatalities is, first, that they can be used by all types of
professionals who respond to these acts to assess the level of danger and, secondly, if made more
accessible to victims of domestic violence, they can make more informed choices regarding their
own risk of lethal violence. With respect to community interventions, the tracking and
monitoring of system responses to domestic violence that end in lethal outcomes by a DVDRC
will help identify agencies, organizations and institutions that regularly come into contact with
victims or their abusers and to identify potential areas for improvements in the delivery of those
interventions or responses. In particular, it can help identify services that are available, but
underutilized by the people they are to serve and the attendant need for both public and
professional education.
All of the primary risk markers that have been identified by U.S. death review teams and
in other research on domestic homicides are factors that also emerged in the three provincial
inquests. The top-rated risk factor – past history of domestic violence – was present in both the
May/Iles and the Hadley cases and the second most frequently identified risk marker –
estrangement – was present in two of the cases. More specifically:
n Iles had been charged with numerous offenses against May on four separate occasions
prior to her death and Hadley had also been charged with assaulting his victim.
n For female victims, separation and estrangement have consistently been identified as a
key correlate in these killings and researchers have consistently documented the
vulnerability, not only of women who have left, but also of women who are attempting to
leave their abusers or have communicated their decision to leave an abusive male partner.
All three cases that became the subject of inquests involved female victims who had
either separated from their abusive partners or, in the Luft case, had communicated a
threat to leave the male partner. 64
While the above risk factors have been well documented and are important to prevention,
it is also vital that other potentially relevant risk markers for domestic violence related killings
are monitored and identified on an on-going basis. For example:
n Several recent studies suggest that the presence of stepchildren in the home increases the
risk of lethality for women. 65 While this research is fairly new, it is interesting to note
that both the Hadley case and the Luft case involved children that had not been sired by
the perpetrator. Similarly, Arlene May had several children, none of which were the
perpetrator’s.
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n Recent research suggests that when a victim becomes involved with a new partner (or
holds that belief), her risk of danger increases substantially. 66 The Hadley Inquest
highlighted this factor as a central issue.
n The role of depression and other mental illnesses have often been linked to domestic
violence related killings. Due to the difficulties faced by researchers in gathering this
information, however, systematic research is limited. This factor was relevant in the Luft
case as the perpetrator suffered from a psychiatric disorder. Similarly, Hadley had been
prescribed anti-depressants by his family physician and referred to a psychiatrist to deal
with his depression.
This type of information, particularly mental health and substance abuse histories of perpetrators,
can be gathered more easily by DVDRCs and, consequently, information about these and other
risk markers and their relative importance in assessing danger for victims, abusers and their
family will gradually become more accurate and reliable.
Tracking interventions and outcomes
It is a well-known fact that only a small proportion of women who are experiencing
domestic violence contact police or use emergency shelters. However, most female abuse
victims, and sometimes their abusers, do come into contact with the broader social service or
health care systems. Moreover, while we know women find it difficult to talk about their abuse
with others because of their fear, intimidation or embarrassment, the majority do tell someone –
family, friends, or co-workers – and someone often suspects that they are being victimized –
whether it be an employer, a close friend or neighbor. As a result, and given the complexity of
domestic violence, it is unrealistic to assume that the solution rests with a single sector or
organization. It is important, then, not only to train employees of all the relevant sectors that may
come into contact with victims and their abusers, but also to educate the larger community about
domestic violence and what others can do to intervene or address such a situation.
The three inquests in their totality highlight the wide range of individuals, agencies,
organizations and institutions that come into contact with victims, abusers and their families.
(Appendix B lists both community or system contacts). More importantly, one or more of the
three cases also underscore the findings of the DVDRCs in the United States, highlighting the
similarities in the experiences of these two countries when addressing domestic violence. For
example, all three juries recommended that mechanisms be put in place to improve
communication and coordination among service providers and other professionals. Each inquest,
however, identified different weaknesses throughout the system that were relevant to the
particular case being examined. System contacts with respect to children protection, health and
mental health were the focus of the Luft jury whereas social services (e.g. provision of housing)
and the criminal justice system (risk assessment, bail) were identified in the Hadley inquest.
Coordination amongst different police services and crown attorneys in both risk assessment and
safety planning were critical features of the May-Iles Inquest.
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Also consistent with the U.S. experience, increased access to, availability and monitoring
of services and/or treatment programs as well as increased attention to victim safety were
identified as key issues for intervention in Ontario. For example, the Luft jury noted that the
perpetrator was diagnosed with a psychiatric disorder, but was non-compliant with his
medication. They recommended more funding for the appropriate monitoring of and assistance
for such patients and their families. The Hadley inquest heard that the victim, who did not have
job, little education, and young children to care for, had applied for subsidized housing, but had
not been given the highest priority, despite her desperation to move away from her abuser. In
addition, the Hadley jury noted that, despite Ralph Hadley being assessed as high-risk, the
perpetrator was granted bail. Thus, the combined effects of the lack of access to services and
little attention paid to victim safety exacerbated an already high-risk situation. The lack of an
effective court intervention in spite of a lengthy history of domestic violence with at least three
previous victims was a factor that the May-Iles jury noted.
Finally, all three juries emphasized public education and sensitivity training for system
professionals and practitioners with respect to recognizing, understanding and intervening in
cases of domestic violence. Family, friends, neighbors and employers often know that domestic
violence is occurring, but are unsure how to address the situation. In the Hadley case, the
perpetrator often told his father and his cousin that his estranged wife “deserved a bullet to the
head.”67 In fact, Ralph’s father joked with Hadley about killing his wife and co-workers offered
up ways to do it, including allegedly offering to get him a gun. i As a result, it is evident that more
community outreach and education about domestic violence is needed to increase awareness
about its seriousness and about the steps that can be taken if abuse is suspected. In addition,
DVDRCs in the United States noted that, similar to victims, perpetrators may disclose
information about their abusive behavior to clergy, counselors, and employers who may not have
information necessary to appropriately respond.

CONCLUSION
Domestic violence death review committees are a relatively new mechanism for
addressing a serious social problem. However, after only a decade of review in the United States,
these teams have already demonstrated that they can serve an important function in preventing
domestic violence related killings. In particular, they have taken the responsibility for tracking
risk markers for this type of violence and for pinpointing where community and system
responses are weak and in need of improvement. What is immediately apparent is that there is a
tremendous overlap in the findings of these committees in the United States and the Ontario
experience that was portrayed in the three major inquests.
By establishing a DVDRC in this province, Ontario has a unique opportunity to go beyond
the current practice in this field because of the existing work of the Office of the Chief Coroner
in the domestic violence inquests and the province-wide expertise and legislative mandate of
Ontario coroners. This mandate is underlined by the ability of an Ontario coroner to obtain
information about domestic homicide victims through the investigative powers under the
Coroners Act of Ontario R.S.O. 1990. A key mechanism of this process is the development
and implementation of a comprehensive database through which coroners and the DVDRC
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members can capture risk markers for these crimes in Canada as well as examine, assess and
evaluate community and system responses. The ultimate goal will be the prevention of death ,
serious injuries and life- long trauma for many domestic violence victims and their children.
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APPENDIX A
RISK MARKERS
Primary risk markers
Prior history of domestic violence
Pending or actual separation/estrangement
Escalation of violence
Threats to kill/threats with a weapon
Threats of suicide or attempted suicide
Obsessive behavior, including stalking
Access to or possession of firearms
Excessive alcohol or drug use

Other common risk markers
Depression or other acute mental health or psychological problems;
Common-law unions;
Isolation of victim;
Child custody and access issues;
New partner in victim’s life;
Perpetrator’s unemployment;
Presence of stepchildren in the home
Forced sexual acts
Less commonly cited, but potential risk markers
Hostage-taking
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Destruction of victim’s property
Violence against family pets
Extreme minimization or denial of spousal assault history
Attempts to isolate the victim
Controls most or all of victim’s daily activities
Assaulted victim while pregnant
Chokes victim
Youth of couple
Perpetrator witnessed domestic violence as child
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APPENDIX B
SOURCES OF INFORMATION FOR CORONER; CATEGORIES OF INFORMATION
REQUIRED FOR REVIEW; QUESTIONS FOR A DVDRC
SOURCES OF INFORMATION FOR CORONER
LEGAL SYSTEM
Criminal
Police
Crown attorneys
Defense attorneys
Victim/Witness Assistance Program staff
Information on bail hearings (existing restraining orders, conditions)
Information on trial and sentencing hearings (conditions on sentencing)
Court-related clinical assessment services
Corrections officials
Probation
Parole
Civil
Child custody (including supervised access programs)
Divorce proceedings
Other Family law
Family mediation
Family counselors
Court clerks
COMMUNITY
Family members
Friends
Neighbors
Employers
Co-workers
Clergy
DOMESTIC VIOLENCE RESOURCES
Emergency shelters
Sexual Assault Treatment Centre staff
Community-based counseling agencies
Community-based support/advocacy agencies
Victim crisis services (including Victim Crisis Assistance and Referral Service)
Partner Assault Response (PAR) programs
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HEALTH CARE
Family physicians
Hospital-based emergency services staff
Other health services staff (including paramedics, ambulance service technicians)
Children’s mental health services
Psychiatrists
Psychologists
Other mental health practitioners
Substance abuse counselors
Anger management counselors
SOCIAL SERVICE
Transitional housing
Transitional supports (includes access to affordable housing, employment assistance and child
support and care, legal aid, education and training)
Children’s Aid Society
EDUCATION SYSTEM
Teachers
School-based domestic violence programs

CATEGORIES OF INFORMATION REQUIRED FOR REVIEW
(See Fatality Review Team Protocol, Virginia Department of Health, Office of the Chief Medical
Examiner at www.vdh.state.va.us/medexam/violence.htm)
n Basic demographics of victim and perpetrator;
n Circumstances of the domestic violence related killing(s);
n Personal histories of the parties, including medical, mental health, financial, legal (civil
and criminal complaints, specifically the existence of past or present protective orders),
services obtained by the victim, perpetrator and family prior to the fatal incident and
services rendered after the fatality to family members and/or other affected persons;
n Construct a timeline of events that lead to the death(s) including points of contact with
various agencies
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QUESTIONS TO BE ADDRESSED BY DVDRC

BACKGROUND
What was the nature and history of the violence and abuse in the relationship between the victim,
the perpetrator and children?
Who knew of or suspected family or intimate partner violence, including families, friends,
neighbors, co-workers, and agencies? How did they know?
What actions were taken or not taken as a result of those contacts or awareness/suspicious of
family or intimate partner violence?
What agencies had contact with the victim, the perpetrator or the children prior to the fatality?
What information was available to each agency involved in the case?
What risks and/or lethality indicators were present for the victim, perpetrator, and children?
(Create a checklist)
What is the victim’s medical/behavioral history?
What is the perpetrator’s medical/behavioral history?
What is the victim/perpetrator history for substance abuse?
What is the victim/perpetrator history of experiencing violence in their adult history and
childhood?

AGENCIES INVOLVED
What agencies had contact with the victim and perpetrators in the case (current and historical)?
Which agencies had contact with the children, co-workers, and others affected in the case?
Did any criminal justice or civil agency have contact with the victims or perpetrators?
Were there any contacts for assistance and protection (victim, perpetrator, other family members
or concerned individuals)? (Detail circumstances: 911, hotline or requests for services in this
section)
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What was the extent of the victim’s or perpetrator’s involvement (if any) with the legal system
and other related community services agencies?
What interagency communication/collaboration was initiated in response to the case?
POLICIES AND PROTOCOLS
What do reviews of the various agency policies, protocols, trainings, records, and practices
reveal?
Are written policies and procedures in place?
Were all the current written policies and procedures followed?
What are the ‘best practice’ procedures? How do these compare with those developed by other
communities?
Are current policies and protocols adequate? If not, how could they be improved?
Were relevant statutes regarding family abuse, protective orders, stalking, firearms, etc.
enforced?

SERVICES PROVIDED
What services were offered?
What services were provided?
What services were declined?
When did services and interventions occur?
What does the event timeline tell the team?
What other services could have been utilized i.e. substance abuse services?

OUTCOMES
What were the barriers to obtaining services for the victim, perpetrator, and children?
What were institutional barriers (e.g. language, cultural, and social costs)?
Were statutes a barrier to assistance or prevention?
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What were the barriers to interagency communications?
What specific interventions could have resulted in better outcomes?
What kind of prevention strategies flow from the interventions identified?
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Domestic Violence Death Review Committee
Office of the Chief Coroner of Ontario
Data Summary Form

OCC Case #(s):________________ OCC Region: ______________________
OCC Staff: ____________________________________________________________
Lead Investigating Police Agency__________________________________________
Officer(s): _____________________________________________________________
Other Investigating Agencies: ____________________________________________
Officers: ______________________________________________________________
VICTIM INFORMATION
**If more than one victim, this information is for primary victim (i.e. intimate partner)

Gender

(Female, male)

Age
DOB

(List to nearest year)
(MMDDYY)

DOD
Marital status
Number of children

(MMDDYY)
(Single/never married, married, separated, widowed,
divorced)
(0, or indicate #)

Pregnant
If yes, age of fetus

(Yes, no)
(in weeks)

Residency status

(Citizen of Canada, documented immigrant/refugee,
undocumented immigrant/refugee, in the process of
attaining documented status, no info)

Education

(Elementary, some high school, completed high school,
some post-secondary, completed post-secondary, graduate
school, vocational/job training, other – specify, no info)

Employment status

(Unemployed, employed fulltime, employed part-time,
unpaid homemaker, student, other of labor force such as
retired, welfare or disability, seasonal or periodic
employment, illegal employment, other – specify, no info)

Confidential and Protected Private Information: This document or any information contained herein
shall not be released in whole or part without the express written consent of the Chief Coroner for the
Province of Ontario.
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Occupational level

Criminal history
If yes, check those
that apply…

(Business owner, professional, manager/supervisor, highskill white collar, low-skill white collar, service, skilled
laborer, unskilled laborer, other – specify, no info)
(Yes, no)
(Prior domestic violence arrest record, arrest for a
restraining order violation, arrest for violation of probation,
prior arrest record for other assault/
harassment/menacing/disturbance, prior arrest record for
DUI/possession, juvenile record)
____ Total # of arrests for domestic violence offenses
____ Total # of arrests for other violent offenses
____ Total # of arrests for non-violent offenses
____ Total # of restraining order violations
____ Total # of bail condition violations
____ Total # of probation violations

Family court history
If yes, check those
that apply…

Treatment history
If yes, check those
that apply …

Victim taking medication
at time of incident

(Yes, no)
(Current child custody/access dispute, prior child
custody/access dispute, current child protection hearing,
prior child protection hearing, no info)
(Yes, no)
(Prior domestic violence treatment, prior substance abuse
treatment, prior mental health treatment, anger
management, other – specify, no info)
(Yes, no, unknown)

Medication prescribed
for victim at time of incident (Yes, no, unknown)
Victim taking psychiatric
drugs at time of incident

(Yes, no, unknown)

Victim made threats
or attempted suicide
prior to incident

(Yes, no, unknown)

Confidential and Protected Private Information: This document or any information contained herein
shall not be released in whole or part without the express written consent of the Chief Coroner for the
Province of Ontario.
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Any significant life changes
occurred prior to fatality?
(Yes, no, no info)
If yes, check those that apply (Physical health, mental health, employment, income,
living conditions, separation, other – specify)
Describe:________________________________________________________________
Subject in childhood or
Adolescence to sexual abuse? (Yes, no, no info)
Subject in childhood or
adolescence to physical
abuse?

(Yes, no, no info)

Exposed in childhood or
adolescence to domestic
violence?

(Yes, no, no info)
-- END VICTIM INFORMATION --

PERPETRATOR INFORMATION
**Same data as above for victim

Gender

(Female, male)

Age

(List to nearest year)

DOB

(MMDDYY)

DOD

(MMDDYY)

Marital status

(Single/never married, married, separated, widowed,
divorced)

Number of children

(0, or indicate #)

Pregnant
If yes, age of fetus

(Yes, no)
(in weeks)

Residency status

(Citizen of Canada, documented immigrant/refugee,
undocumented immigrant/refugee, in the process of
attaining documented status, no info)

Education

(Elementary, some high school, completed high school,
some post-secondary, completed post-secondary, graduate
school, vocational/job training, other – specify, no info)

Confidential and Protected Private Information: This document or any information contained herein
shall not be released in whole or part without the express written consent of the Chief Coroner for the
Province of Ontario.
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Employment status

(Unemployed, employed fulltime, employed part-time,
unpaid homemaker, student, other of labor force such as
retired, welfare or disability, seasonal or periodic
employment, illegal employment, other – specify, no info)

Occupational level

(Business owner, professional, manager/supervisor, highskill white collar, low-skill white collar, service, skilled
laborer, unskilled laborer, other – specify, no info)

Criminal history
If yes, check those
that apply …

(Yes, no)
(Prior domestic violence arrest record, arrest for a
restraining order violation, arrest for violation of probation,
prior arrest record for other assault/
harassment/menacing/disturbance, prior arrest record for
DUI/possession, juvenile record)
____ Total # of arrests for domestic violence offenses
____ Total # of arrests for other violent offenses
____ Total # of arrests for non-violent offenses
____ Total # of restraining order violations
____ Total # of bail condition violations
____ Total # of probation violations

Family court history
If yes, check those
That apply……

Treatment history
If yes, check those
that apply …

(Yes ,no)
(Current child custody/access dispute, prior child
custody/access dispute, current child protection hearing,
prior child protection hearing, no info)
(Yes, no)
(Prior domestic violence treatment, prior substance abuse
treatment, prior mental health treatment, anger
management, other – specify, no info)

Perpetrator on medication
at time of incident

(Yes, no, unknown)

Medication prescribed
for perpetrator at time
of incident

(Yes, no, unknown)

Perpetrator taking
Psychiatric drugs
at time of incident

(Yes, no, unknown)

Confidential and Protected Private Information: This document or any information contained herein
shall not be released in whole or part without the express written consent of the Chief Coroner for the
Province of Ontario.
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Perpetrator made threats
or attempted suicide
prior to incident

(Yes, no, unknown)

Any significant life changes
occurred prior to fatality?
(Yes, no, no info)
If yes, check those that apply (Physical health, mental health, employment, income,
living conditions, separation, other – specify)
Describe:________________________________________________________________
________________________________________________________________________
Subject in childhood or
Adolescence to sexual abuse? (Yes, no, no info)
Subject in childhood or
adolescence to physical
abuse?

(Yes, no, no info)

Exposed in childhood or
adolescence to domestic
violence?

(Yes, no, no info)

-- END PERPETRATOR INFORMATION --

INCIDENT
Date of incident

(MMDDYY)

Date call received

(MMDDYY)
Time call received
evening, night)

(Morning, afternoon,

Date of death

(MMDDYY)

Incident type

(Homicide, suicide, homicide-suicide, multiple homicide,
multiple homicide-suicide)

Incident reported by

(Victim, perpetrator, children of victim and/or perpetrator,
victim family member, perpetrator family member, victim
friend/acquaintance, perpetrator friend/acquaintance,
neighbor, co-worker, other)

Total number of victims

(List #) **Not including perpetrator if suicided

Confidential and Protected Private Information: This document or any information contained herein
shall not be released in whole or part without the express written consent of the Chief Coroner for the
Province of Ontario.

Appendix E

86

Who were additional
victims aside from
primary victim?

(Children of victim/perpetrator, children of victim, children
of perpetrator, other family members, victim’s ne w
intimate partner, police officer, other – specify)

Others received
non- fatal injuries

(Yes, no) **Describe

Perpetrator injured
during incident?

(Yes, no) **Describe

Who injured perpetrator?

(Victim, others witnesses, law enforcement )
Location of crime

Location of incident

(Victim/perpetrator’s home, victim’s home, perpetrator’s
home, residence of other family member, victim’s
workplace, other home, vehicle, roadside or other rural
area, park or other public open space, restaurant or other
entertainment establishment, hotel/motel, other – specify)
** Check all that apply

If residence, type of
dwelling …

(Single dwelling home, townhouse, apartment,
rooming/boarding house, other – specify)

If residence, where was victim found?(Bedroom, kitchen, other room, porch, garage,
yard)
Cause of Death (Primary Victim)
Cause of death

(Gunshot, stabbing, asphyxiation, beating, strangulation,
other – specify)

Multiple methods used?
If yes…

(Yes, no)
(List all other methods)

Other evidence of
excessive violence?

(Yes, no)

Evidence of mutilation?

(Yes, no)

Victim sexually assaulted?
If yes, describe

(Yes, no)
(Sexual assault, sexual mutilation, both)

Condition of body

(Nothing unusual, nude, partially unclothed, positioned
sexually)

Confidential and Protected Private Information: This document or any information contained herein
shall not be released in whole or part without the express written consent of the Chief Coroner for the
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(None, alcohol, drugs, both)

Perpetrator substance use at
time of crime?
(None, alcohol, drugs, both)
Weapon Use
Weapon use

(Yes, no)

If weapon used, type

(Handgun, rifle, shotgun, knife/other blade weapon, other
sharp instrument, bar/bat/stick or other blunt object,
hands/fist/feet, other – specify)

If gun, who owned it?

(Perpetrator, victim, other – specify, no info)

Gun acquired legally?

(Yes, no, unknown)

If yes, when acquired?

(DDMMYY)

Previous requests for gun
to be surrendered/destroyed? (Yes, no, unknown)
Did court ever order gun
to be surrendered/destroyed? (Yes, no, unknown)
Witness Information

Others present at scene
of fatality (i.e. witnesses)?

(No, children of victim/perpetrator, children of victim,
children of perpetrator, other family, friend, acquaintance,
stranger/bystander, new intimate partner, co-worker, law
enforcement, other helping professional, other – specify)

If children were present:
How many minor children were present?
List ages of all children present
Did they hear fatal incident?
Did they observe the fatal incident?
Were children directly involved?
What intervention occurred as a result?

(List #)
(List ages)
(Yes, no)
(Yes, no)
(Yes, no) **E.g. held by parent, called 911
(None, or describe)

Confidential and Protected Private Information: This document or any information contained herein
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Perpetrator actions after fatality
Did perpetrator attempt/commit
suicide following the incident?

(No, attempted suicide, committed suicide)

If committed suicide, how?

(Gunshot, stabbing, hanging/strangulation,
overdose, vehicular suicide, other – specify)

Did suicide appear to be part of
original homicide?

(Yes, no)

How long after the killing did
suicide occur?

(Immedia tely, within week, over a week)

Was perpetrator in custody when
attempted or committed suicide?

(Yes, no)

Was a suicide note left?
(Yes, no)
If yes, was precipitating factor identified
(Yes, no)
Describe:________________________________________________________________
________________________________________________________________________
If perpetrator did not commit suicide,
did s/he leave scene?

(Yes, no)

If perpetrator did not commit suicide,
where was s/he arrested/apprehended?

How much time passed between the
fatality and the arrest of the suspect:

(At scene, turned self in, apprehended later,
still at large, other – specify)
(Hours, days, weeks, months, unknown, n/a
– still at large)

-- END INCIDENT INFORMATION --

VICTIM/PERPETRATOR RELATIONSHIP HISTORY
Relationship of victim
to perpetrator?

(Legal spouse, common- law partner, estranged legal
spouse, estranged common- law partner, divorced,
boyfriend/girlfriend, estranged boyfriend/girlfriend,
same-sex partner, ex-same-sex partner, child,
parent, sibling, other relative, other)

Confidential and Protected Private Information: This document or any information contained herein
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Length of relationship

(Indicate in years/months)

If divorced, how long?

(Divorce just finalized, less than a month…more
than a month, over a year, unknown)

If separated, how long?

(Less than a month, more than month, over a year)

If separated more than a
month, list # of months

(# of months)

Did victim begin relationship
with a new partner?

(Yes, no, no info)

If not separated, was there evidence
that a separation was imminent?
(Yes, no, no info)
Is there a history of
separation in relationship?
If yes, how many previous
separations were there?
If not separated, had victim
tried to leave relationship

(Yes, no, no info)
(Indicate #, unknown)

(Yes, no, unknown)

If yes, what steps had victim taken in past year to leave relationship? (Check all that
apply)
____ Moved out of residence
____ Initiated defendant moving out
____ Sought safe housing
____ Initiated legal action
____ Other – specify___________
Children Information
Did victim/perpetrator
have children in common?

(Yes, no)

If yes, how many children
in common?

(Indicate # and ages)

If separated, who had
legal custody of children?

(Victim, perpetrator, other – specify)

If separated, who had
physical custody of children
at time of incident?

(Victim, perpetrator, other – specify)

Confidential and Protected Private Information: This document or any information contained herein
shall not be released in whole or part without the express written consent of the Chief Coroner for the
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Which of the following best
describes custody agreement? Victim sole parental responsibility, perpetrator sole
parental responsibility, shared parental responsibility,
victim had uns upervised visitation rights, perpetrator
had unsupervised visitation rights, victim had
supervised visitation, perpetrator had supervised
visitation, victim had no visitation, perpetrator had no
visitation, other – specify)
Did victim have children from
previous relationship?
If yes, how many?

(Yes, no)
(Indicate #)

History of domestic violence
Were there prior reports of domestic
violence in this relationship?
(Yes, no, unknown)
Type of Violence?
If other describe:

(Physical, other)

If yes, reports were made to: (Check all those that apply)
____ Police
____ Courts
____ Medical
____ Family members
____ Clergy
____ Friends
____ Co-workers
____ Neighbors
____ Shelter/other domestic violence program
____ Family court (during divorce, custody, restraining order proceedings)
____ Social services
____ Child protection
____ legal counsel/legal services
____ Other – specify __________________________________________

Historically, was the victim usually the perpetrator of abuse? (Yes, no, unknown)
If yes, how known?
Describe:
________________________________________________________________________
________________________________________________________________________
Confidential and Protected Private Information: This document or any information contained herein
shall not be released in whole or part without the express written consent of the Chief Coroner for the
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Was there evidence of escalating violence? (Yes, no, unknown)
If yes, check all that apply:
____ Prior attempts or threats of suicide by perpetrator
____ Prior threats with weapon
____ Prior threats to kill
____ Perpetrator abused the victim in public
____ Perpetrator monitored victims whereabouts
____ Blamed victim for abuse
____ Destroyed victim’s property and/or pets
____ Prior medical treatment for domestic violence related injuries reported
____ Other – specify ___________________________________________

-- END VICTIM-PERPETRATOR RELATIONSHIP INFORMATION --

SYSTEM CONTACTS
Background

Did victim have access to working telephone? (Yes, no, unknown)
Estimate distance victim had to travel to access helping resources? (KMs)
Did the victim have access to transportation? (Yes, no, unknown)
Did the victim have a Safety Plan? (Yes, no, unkown)
Did the victim have an opportunity to act on the Plan? (Yes, no, unkown)
Agencies/Institutions
Were any of the following agencies involved with the victim or the perpetrator during the
past year prior to the fatality?
**Circle who had contact, describe contact and outcome. Locate date(s) of contact on
events calendar for year prior to killing (12-month calendar)

Criminal Justice/Legal Assistance:
Police (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Confidential and Protected Private Information: This document or any information contained herein
shall not be released in whole or part without the express written consent of the Chief Coroner for the
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Crown attorney (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Defense counsel (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Court/Judges (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Corrections (Victim, perpetrator or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Probation (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Parole (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Family court (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:_________________________________________________________
Family lawyer (Victim, perpetrator, or both)
Describe________________________________________________________________
_______________________________________________________________________
Outcome:_______________________________________________________________
Court-based legal advocacy (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Victim-witness assistance program (Victim, perpetrator, or both)
Confidential and Protected Private Information: This document or any information contained herein
shall not be released in whole or part without the express written consent of the Chief Coroner for the
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Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Victim Services (including domestic violence services)
Domestic violence shelter/safe house (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Sexual assault program (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Other domestic violence victim services (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Community based legal advocacy (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Children services
School (Victim, perpetrator, children or all)
Describe: (Did school know of DV? Did school provide counseling?)
________________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Supervised visitation/drop off center (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Child protection services (Victim, perpetrator, children, or all)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________

Confidential and Protected Private Information: This document or any information contained herein
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Health care services
Mental health provider (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Mental health program (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Health care provider (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Regional trauma center (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Local hospital (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Ambulance services (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Other Community Services
Anger management program (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Batterer’s intervention program (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________

Confidential and Protected Private Information: This document or any information contained herein
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Marriage counselling (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Substance abuse program (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Religious community (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Immigrant advocacy program (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Animal control/humane society (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Cultural organization (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Fire department (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
Homeless shelter (Victim, perpetrator, or both)
Describe:________________________________________________________________
________________________________________________________________________
Outcome:________________________________________________________________
-- END SYSTEM CONTACT INFORMATION --

Confidential and Protected Private Information: This document or any information contained herein
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RISK ASSESSMENT
Was a risk assessment done? (Yes, no)
If yes, by whom?__________________________________________________________
When was the risk assessment done?__________________________________________
What was the outcome of the risk assessment?__________________________________
This is a summary checklist. (Check all the risk markers that were present in this case)
____ Prior history of domestic violence
____ Actual or pending separation
____ Escalation of violence
____ Prior threats to kill victim or threats with a weapon
____ Prior threats to commit suicide or attempts to suicide by perpetrator
____ Obsessive behavior (including stalking the victim)
____ Access to or possession of firearms
____ Excessive alcohol and/or drug use
____ Depression (or other mental health or psychiatric problems)
____ Isolation of victim
____ Forced sexual acts or assaults during sex
____ Child custody or access dispute
____ New partner in victim’s life
____ Perpetrator unemployed
____ Presence of stepchildren in the home
____ Victim and perpetrator living common- law
____ Hostage-taking
____ Destruction of victim’s property
____ Violence against family pets
____ Extreme minimization or denial of spousal assault history
____ Attempts to isolate the victim
____ Controls most or all of victim’s daily activities
____ Assaulted victim while pregnant
____ Chokes victim
____Youth of couple
____ Perpetrator witnessed domestic violence as child
____ Other factors that increased risk in this case? Specify: ________________________

Confidential and Protected Private Information: This document or any information contained herein
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DVDRC COMMITTEE RECOMMENDATIONS
Was the homicide (suicide) preventable in retrospect? (Yes, no)
If yes, what would have prevented this tragedy?
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
What issues are raised by this tragedy that should be outlined in the DVDRC annual
report?
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Future Research Issues/Questions:____________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Additional comments: _____________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Confidential and Protected Private Information: This document or any information contained herein
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Members Confidentiality Ag reement
Pursuant to the Coroners Act, R.S.O. 1990, c.37 & the Freedom of Information and Protection of Privacy Act, R.S.O. 1990, c.31

DOMESTIC VIOLENCE DEATH REVIEW COMMITTEE

Office of the Chief Coroner of Ontario
I, _________________________, acknowledge and agree to the following limitations and
confidentiality provisions as conditions of Committee membership:
1. Any and all information disclosed, discussed or otherwise obtained as a result of
involvement with the Committee is to remain confidential and not to be disclosed to any
person not a member of the Committee without the consent of the Committee Chair or
Chief Coroner.
2. The Committee is strictly advisory to the Chief Coroner and any recommendations
regarding individual fatalities or annual report based on the aggregate data collected as a
result of the case reviews will be made through the Committee Chair to the Chief
Coroner.
3. Any opinion or recommendation rendered by the Committee is subject to the limitations
imposed on Coroners’ investigations and inquests by the Coroners Act. Specifically, any
opinion or recommendation expressed by the Committee shall not render any conclusion
in law or make any finding of legal responsibility.
4. Members of the Committee shall not become involved in rendering individual opinions or
providing public comments on cases reviewed.
5. Members of the Committee shall not provide individual opinions or comments in the
context of civil or criminal litigation or inquiries conducted outside the Coroner’s system.
6. Members of the Committee shall declare any interest they may have with the parties,
organization, or other interests involved in the circumstances of any matter under review
by the Committee.
7. Documents or other materials provided to Committee Members pertaining to the matters
under review by the Committee shall be handled in a manner so as to preserve the
confidentiality of the information contained therein.
8. Documents or other materials provided to Committee Members are the property of the
Office of the Chief Coroner and are not to be copied without the permission of the
Committee Chair. All such documents and other materials shall be returned to the Office
of the Chief Coroner upon request of the Committee Chair or his or her designate or
upon the resignation of the Committee Member.
9. Additional membership limitations or confidentiality provisions may be stated from time
to time by the Chief Coroner and shall constitute conditions of membership in addition to
the foregoing.

_______________________________________
(Signature)

______________________
(Date)
Revised: October/02
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Domestic History Questionnaire
Some important reminders in completing this form:
•
•
•

•

•

•

•

This form is a generic collection of questions that capture well-recognized lethality
indicators. The form itself will continue to be revised.
Risk assessment is not an exact sciencethe major purpose of the exercise is to help
victims and their support system and services identify the extent of perpetrator risk and
engage in appropriate safety planning.
This form is not a risk assessment tool. It is an information gathering tool. Once the
information is gathered, it will provide a factual context so that decisions about risk
assessment can be made. The answers given in this form may assist in completing other
risk assessment tools.
Dangerousness is situational. High risk cases need to be immediately red-flagged with
other professionals who are involved with the victimmost importantly the information
gathered needs to be filed, flagged, and cross-referenced so future professionals who
become involved, such as police officers and Crown Attorneys, know that the risk
assessment exists and can be accessed.
Disclosure of abuse often takes time and may require a trusting relationshipbe prepared
for the reality that the first version of this form may change over time with more
disclosures of abuse and more details about these incidents, particularly in areas related to
sexual abuse and traumatic memories. Incomplete information should not be held against
victims at a future time.
It is important to be aware of cultural considerations. Cultural interpreters and
American Sign Language interpreters and/or other appropriate supports may be
required. Explain the interviewing process thoroughly, including the various steps
assuring the interviewee that they are not in trouble. Attempt to decrease the level of
shame that may be experienced. When interviewing in a same-sex partner situation,
biases should be left at the door and all questions should be thoroughly explored as in a
heterosexual situation. Be aware of LGBT (lesbian, gay, bi, and trans) services in the
community for appropriate referrals.
It is extremely important to document and capture information in as much detail as
possible from the victim. Please use quotation marks for direct quotes.

Helpful references in this area include the following:
Neil Websdale, (2000) Lethality Assessment Tools: A Critical Analysis. Violence Against
Women Online Resources (www.vaw.umn.edu/Vawnet/lethality.htm).
Joint Committee on Domestic Violence. (1999). Working Towards a Seamless Community
and Justice Response to Domestic Violence: A Five Year Plan for Ontario. Toronto:
Attorney General of Ontario.
Jacquelyn Campbell, (1995). Prediction of Homicide of and by Battered Women. In
Assessing Dangerousness: Violence by Sexual Offenders, Batterers and Child Abusers, pp.
96–113. Thousand Oaks, CA: Sage.
Holly Johnson, (1996). Dangerous Domains: Violence Against Women in Canada.
Toronto: Nelson Canada.
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NAME:
INTERVIEWER:
OTHER:

In a domestic violence case, it is important to obtain detailed information about the specific i ncident. It is
also critical to determine how the specific incident of violence relates to the overall history and context of
abuse in your relationship. For this document, abuse includes emotional, verbal, financial, spiritual, as
well as physical abuse. In this regard, it is necessary to consider several risk factors to determine the level
of danger that may apply to your situation. Please voluntarily answer these questions, and use specific
examples where applicable. If your answer is "yes" to any of these questions, please give details. Please
attach additional pages if required. Please sign and date each page.
Please note: this document may be subject to disclosure and if there are criminal proceedings, it will be
provided to the defence..
PRIOR ABUSE
1. Please circle the answers to the following questions:
Has your partner assaulted you, or been emotionally or sexually abusive with you, prior to this
incident? Yes / No
Has he/she ever forced you to have sex when you did not wish to do so? Yes / No
Has he/she ever choked you? Yes / No
If you have been pregnant, has your partner assaulted you during your pregnancy? Yes / No
Have you ever received medical attention as a result of being assaulted? Yes / No
Were there times when you should have sought medical attention but did not do so? Yes / No
If you answered yes to any of these questions, please provide details.
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2. To the best of your knowledge, has your partner assaulted or been abusive to any other person (e.g.
socially, to co-workers or strangers)? Please explain.

3. To the best of your knowledge, has your partner assaulted or been emotionally or sexually abusive
with any previous spouse(s)/intimate partner(s), family members, or children from another
relationship? Please describe. How did you acquire this information?

YOUR CHILDREN
4. How old are your children/stepchildren? Which children are from this relationship? Were any
children present during this incident? Did they witness the incident? Were they directly involved in
this incident? Have they been present for any prior incidents? Have the children ever seen you being
hit before this incident occurred?
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5. Have your children/stepchildren been assaulted, and/or have they experienced emotional or sexual
abuse by your partner? How do they feel about your partner?

YOUR PARTNER
Stress
6. Is your partner experiencing an unusual degree of stress (family, financial, immigration, racism,
homophobia, disability, work-related, medical, etc.)? How is your partner coping?

Isolation

7. Does your partner have friends, family, or outside agencies for support? Please list these persons.
Do you think your partner’s support system, if any, helps or hinders your partner’s abusive
behaviour? Is your partner isolated from others?
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Children
8. Has your partner ever removed children from your care? Has your partner ever not returned children
when required to do so? Has your partner attempted or threatened to do so? Is your partner using the
children to control or influence you? Do you fear for the safety of your children in the presence of
your partner?

Drugs and Alcohol
9. Does your partner use drugs or alcohol? How much and how often does your partner drink? Is your
partner drunk every day or almost every day? What type of drugs are used and how frequently are
they used? Is your partner addicted to any drugs, and if so, what drugs?

Mental Health
10. Is your partner under care for any mental health issues, or has your partner been under
such care in the past? If so, for what? Does your partner suffer from any delusions,
paranoia or depression? Explain.
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11. Is your partner on any prescription medication? Please describe all prescription medications. Is your
partner taking such medication as prescribed?

12. Has your partner ever participated in any treatment programs for alcohol/substance abuse or mental
health issues? Has your partner ever refused to participate in such programs?

Counselling
13. Has your partner ever participated or received counselling in a program designed to deal with
domestic violence? Please describe. What was your partner's attitude about taking the program? Did
your partner benefit from the program?

Court Orders

14. Has your partner ever failed to obey any past family or criminal court order (e.g., breach of restraining
order, breach of bail condition, breach of probation, breach of parole)? Explain.
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PROPERTY
15. Has your partner destroyed or damaged or threatened to damage: a) any of your belongings or
contents of your home; b) property owned by your children, other family members, or friends?

PETS
16. Has your partner injured or killed a pet or domestic animal or threatened to do so?

PRIOR POLICE RESPONSE
17. Have the police been called to respond to any domestic situations involving you and your partner
prior to this incident? What happened? What was your partner's reaction? Were any other social
services involved?
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FIREARMS/WEAPONS
18. In the past, has your partner owned or had access to any firearms or other weapons? If so, please
describe the firearms/weapons and indicate whether they belonged to your partner or someone else.

19. Does your partner currently own or have access to any firearms or other weapons? If so, please
describe these firearms/weapons, where they are presently located, and whether they are properly
stored.

20. Has your partner ever possessed a firearms licence or FAC (Firearms Acquisition Certificate)? Does
your partner currently possess one? Where does your partner keep his/her firearms documentation?
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21. Is your partner currently prohibited from possessing firearms? Has your partner ever been prohibited
from possessing firearms? When and where did the prohibition order get made? When did it start, and
if over, when did it end? Why was the prohibition order made?

22. Is your partner familiar with the use of firearms or other weapons? Has your partner received any
previous training (e.g. military, law enforcement)? Does your partner belong to any shooting clubs or
ranges? Has your partner expressed an obsession or fascination with firearms or other weapons? Does
your partner subscribe to or read any firearms or para-military publications?

23. Has your partner ever used, or threatened to use, firearms or other weapons on other occasions in the
past? Explain.
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SEPARATION
24. Have you ever separated or discussed separation with your partner? If so when? How is your partner
reacting (e.g. aggressive, threatening, jealous, depressed, etc.)? Do you have any concerns for your
safety?

CONTROLLING BEHAVIOURS
25. How does your partner behave with you? Please circle your answers.
Is your partner obsessed, jealous, or controlling with you? Yes / No
Has your partner ever confined you, or prevented you from using the telephone, leaving the house,
going to work, or contacting family or friends? Yes / No
Does he/she control most or all of your daily activities? Yes / No
Does he/she tell you how much money you can use or when you can take the car? Yes / No
Does your partner withhold medical care or support? Yes / No
Are you dependent on your partner for attendant care or other daily needs? Yes / No
Are you sponsored by your partner or your partner’s family? Yes / No
Does he/she control your immigration documents? Yes / No
Has your partner threatened to “out” you to friends, co-workers, or family? Yes / No
Has your partner ever isolated you, intimidated you, or belittled you? Yes / No
If you answered yes to any of these questions, please provide details.
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26. To the best of your knowledge, has your partner displayed any of the behaviours listed in Question #
25 in previous relationships? How are you aware of this information?

THREATS TO HARM
27. Has your partner ever threatened to kill you or harm you? In these threats, have there been specific
details of a plan or method (e.g. a specific weapon or dangerous act)? Has your partner ever
attempted to act on such threats?

28. Has your partner ever threatened to kill or harm other family members, children, friends, or
helping professionals? In these threats, have there been specific details of a plan or method (e.g., a
specific weapon or dangerous act)? Has your partner ever attempted to act on such threats?
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29. Has your partner ever threatened or tried to commit suicide? If so, when? In these threats, have there
been specific details of a plan or method (e.g., a specific weapon or dangerous act)?

STALKING BEHAVIOURS

30. Has your partner engaged in any of the following behaviours with you in the past? Please circle your
answers.
Harassing phone calls or other communications to you, your friends, or family? Yes / No
Watching, photographing, or video taping? Yes / No
Letter writing? Yes / No
Leaving notes? Yes / No
Frequenting your workplace? Yes / No
Following? Yes / No
Contacting you through third parties? Yes / No
If yes, when did they occur, and under what circumstances? Did any of these beha viors result in faceto-face contact?
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31. To the best of your knowledge, has your partner engaged in any of the behaviours in Question #30
with any other person? When did this occur, and under what circumstances? If so, how did you
acquire this information?

ESCALATION
32. Has there been an increase in severity and frequency of abuse, stalking and/or controlling behaviours,
and/or threats to kill by your partner during the past year?
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VICTIM’S FEARS AND CONCERNS
33. Do you believe your partner is capable of severely injuring or killing you (or your family or anyone
else)? Do you believe your partner is capable of committing suicide? Do you have any fears for your
safety, or the safety of others? What are your fears, and why?

If you are not aware of support services which may assist you with information, counselling, emergency
shelter, and accommodation, please ask the interviewer who will assist you.
If circumstances have changed, or if you think of additional, relevant information, please immediately
notify the interview, to update the information on this form.

Date

Victim's Signature

Witness's Signature

Revised February 24, 2004
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REFERRALS and SAFETY PLAN
NOT TO BE DISCLOSED
1. Do you have a personal safety plan in place to help protect you and your family in the event of a
problem with your partner? If not, you may want to contact your local police service, women’s
shelter, or community agency.

2. Are the local police, your neighbours, your employer, and your children's school aware of any
potential for problems?

3. Have you consulted a lawyer, or obtained a custody order or a restraining order?

4. Please provide a telephone number and address where you can be reached (home and work).

5. Please provide a telephone number and address of a friend or relative (home and work) who will
know your whereabouts.
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