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EXECUTIVE SUMMARY
“Never doubt that a small group of
thoughtful, committed citizens can
change the World.
Indeed, it’s the only thing that ever has.”
Margaret Meade

The District of Columbia Domestic Violence Fatality Review Board (DVFRB) is pleased to
present its Third Annual Report. Since beginning full operation in 2006, the Board has
identified 85 fatalities that met the criteria for review. Over a three year period, reviews were
completed on 68 deaths where the prosecution or the police investigations were closed. This
Report provides a summary of the 85 domestic violence related fatalities identified by the
Board; and provides a more in-depth synopsis of the data, trends and recommendations that
resulted for the 14 deaths that were reviewed by the Board between July 2008 and June 2009.

PART I. TOTAL DOMESTIC VIOLENCE FATALITIES IDENTIFIED (N = 85)
Of the 85 deaths identified by the Board, 96% (N = 82) were Homicides and three were
Suicides.
Most victims were African American/Black (91%) and female (54%); and victims
between the ages of 19 and 39 years represented 35% of the total population identified..
Eighty-six percent of the deaths (N = 73) involved District residents; 12% were
residents from other States but the deaths occurred in the District. The largest number of
decedents resided in Wards Eight (29%), Five (21%) and Six (12%).
As of June 2009, 80% (N = 68) of the 85 deaths identified were reviewed and 20% (N =
17) were pending review. Of the 17 pending cases, 15 were pending completion of
prosecution.

PART II. SUMMARY OF TOTAL DEATHS REVIEWED (N= 14)
Between July 2008 and June 2009, the DVFRB reviewed 14 domestic violence-related deaths
that occurred during the 2005 through 2009 calendar years. The following is a brief summary of
major findings that resulted from reviews of these fatalities.

MANNERS AND CAUSE OF DEATH
Based on autopsies, 100% of the deaths reviewed were determined to be Homicides.
Two of these cases also involved Suicides in that the perpetrator took his life shortly
after murdering the victim.
Stab Wound was the leading cause of death (50%), followed by Gunshot Wound (29%).
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VICTIM/PERPETRATOR DEMOGRAPHICS - AGE, GENDER AND RACE
Of the 14 deaths reviewed, nine victims were females and five were males. Twelve
(86%) of the 14 victims were African-American/Black. There were equal numbers of
White and Hispanic decedents (N = 1). The average age of victims was 48.
The majority of the perpetrators of the 14 deaths reviewed were males (N = 10),
African-American/Black (N = 12) and the average age was 44. Two of the perpetrators
committed Suicide after the Homicides. The Homicide/Suicide incidents occurred
during calendar years 2007 and 2008.

PRIOR CRIMINAL HISTORIES
Sixty-four percent of the 14 perpetrators had prior criminal histories.
Twenty-one percent of the decedents had prior histories with the criminal justice system.
None of the perpetrators or the decedents had an active Civil Protection Order (CPO) at
the time of the fatal incident.

WARD OF DECEDENT’S RESIDENCE AND FATAL INCIDENT
Two (14%) of the decedents were residents of another State, however the fatal incident
and death occurred in the District.
Of the 12 victims who were District residents, the largest number resided in the Ward
Eight quadrant of the District (N = 6), followed by Ward Five (N = 3).
100% of the 14 deaths reviewed occurred in the District. The majority of the fatal
incidents also occurred in Ward Eight (N = 7), followed by Ward Five (N = 2).

DVFRB RECOMMENDATIONS FROM FATALITIES REVIEWED
Based on the 14 deaths reviewed, four recommendations were adopted by the Board and
transmitted to agencies for responses. These recommendations and the responses from agencies
are included in Part IV of this Report, DVFRB Recommendations (see page 13).
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INTRODUCTION
The District of Columbia, Domestic Violence Fatality Review Board (DVFRB) is pleased to
present its Third Annual Report. This Report covers data that resulted from domestic violence
reviews that were conducted between July 2008 and June 2009.
The Domestic Violence Fatality Review Board is a city-wide collaborative effort that was
established by the Uniformed Interstate Enforcement of Domestic Violence Protection Orders
Act of 2002, DC Law 14-296 (See Appendix A). The mission of the Board is to prevent
domestic violence related fatalities by improving the responses of individuals, community and
District-based public and private service delivery systems. This mission is achieved through a
multi-disciplinary analysis of the victims’ experiences and the circumstances surrounding their
deaths. Through the case review process, the Board identifies high-risk factors and trends
related to the decedents, perpetrators, and systems responsible for supporting, assisting, and
protecting victims from family and/or intimate partner violence. The review process provides an
opportunity for professionals and/or concerned citizens, through a cooperative effort, to
enhance and increase services and improve the District’s response to address the needs of
residents. (See Appendix B: Mission Statement and Description of DVFRB Review Process)
The District’s DVFRB is a formally established mechanism for tracking domestic violencerelated fatalities, assessing the circumstances surrounding the deaths and associated risk
indictors. Homicides and Suicides are selected for review based on referrals from the U.S.
Attorneys Office, the Metropolitan Police Department, the Office of the Attorney General, and
the Office of the Chief Medical Examiner. Based upon protocols established by the Board,
Homicides are reviewed after closure of the criminal case and Suicides are reviewed upon
closure of the law enforcement investigation. The Board obtains records from a variety of
public and private agencies/programs that were involved with the victim and the perpetrator.
Records are reviewed and a summary is developed for presentation during the monthly case
review meetings.
Member representation at Board meetings depend on the type of review and level of
involvement with public and community-based programs. All DVFRB meetings are
confidential, and participants are required to sign a confidentiality statement. Based on written
and verbal information shared during the meetings, risk indicators and system trends are
identified, and recommendations may be generated.
This Annual Report summarizes the work and data collected by the DVFRB between July 2008
and June 2009, the third year of operation. Part I of the Report provides a general overview of
all deaths referred to the Board since 2006 as meeting the criteria for review. It summarizes
decedent demographics as well as the manners and causes of death for the total DVFRB
population identified over a three year period. Part II provides a synopsis of the demographic
data, trends and recommendations that resulted from the 14 Homicide cases reviewed by the
Board between July 2008 and June 2009. Part III of the Report illustrates the most common
key lethality risk indicators that were present in the 14 deaths reviewed, and Part IV provides a
compilation of the recommendations that resulted from these deaths with agencies’ responses.
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PART I: TOTAL DOMESTIC VIOLENCE FATALITIES 2004-2009
TOTAL CASES IDENTIFIED
As of June 2009, the DVFRB identified a total of 85 deaths that occurred between 2004 and
2009, which met the criteria for review. Ninety-six percent of the deaths were determined to be
Homicides and four percent were Suicides (N = 3). Figure 1 below illustrates the total number
of deaths identified for each calendar year. (Endnote #1, see page 16)
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Figure 1: Total DVFRB Deaths Identified - 2004 Thru 2009 (N = 85)

RACE, GENDER AND AGE OF TOTAL DVFRB DEATHS
As Table 1 illustrates, 91% of the victims identified as domestic violence fatalities were
African-American/Black (N = 77). There were equal numbers of White and Hispanic
domestic violence fatalities identified (N = 4 each).
TABLE 1: DECEDENT’S RACE BY YEAR (N = 85)
YEAR

BLACK

WHITE

HISPANIC

2004

15

1

1

2005

12

2

1

2006

12

0

1

2007

15

0

0

2008

18

1

1

2009

5

0

0
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As Figure 2 illustrates, females victims represent 54% of the 85 domestic violence deaths
identified. The greatest number of female deaths occurred in 2008 (N = 12); followed by
nine deaths that occurred in 2005 and eight in 2004.

Figure 2: Decedent's Gender By Year (N = 85)
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The ages of the victims ranged from 37 days to 91 years.
As indicated in Table 2 below, the majority of the deaths reviewed involved victims
between 19 and 39 years of age (N = 30, or 35%).
Children/youth under the age of 19 years represent the second largest death population (N =
29). Thirty-four percent of these children were under the age of 5 years. The children/youth
under 19 years of age represent an overlap population with the Child Fatality Review
Committee (CFRC) (Endnote #2, see page 21). Based on DVFRB and CFRC protocols,
reviews of children/youth in this age category are conducted by the CFRC with the
involvement of DVFRB members. These deaths are statistically counted by both the
DVFRB and CFRC. Eighty-three percent (N = 24) of the 29 children/youth in this age
category died at the hands of a parent/caregiver.
TABLE 2: DECEDENTS AGE BY YEAR (N = 85)
Category

2004

2005

2006

2007

2008

2009

Under 19

6

5

3

3

10

2

19 – 39

8

7

1

8

4

2

40 – 59

2

1

6

3

5

1

60 – 79

1

0

2

0

0

0

80 & Over

0

2

1

1

1

0

Total

17

15

13

15

20

5

3
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Adults between 40 – 59 years of age ranked third (N = 18, or 21%) and deaths among those
80 and over ranked fourth.

WARD OF RESIDENCE
Of the 85 domestic violence related deaths identified by the DVFRB, 73, or 86% involved
District residents; 12% of the decedents (N = 10) were residents from other jurisdictions.
Location of residence was unknown for two decedents. As Table 3 and Figure 3 illustrate, of
the 73 District residents, Wards Eight, Five, Six and Seven respectively had the highest overall
number of residents who died from domestic violence related incidents.
TABLE 3: WARD OF RESIDENCE
Wards

9

2004

2005

2006

2007

2008

2009

One

1

1

1

0

2

0

Two

1

0

2

0

1

0

Three

1

0

0

0

1

0

Four

1

0

1

1

0

0

Five

4

2

3

2

3

4

Six

3

2

2

2

1

0

Seven

0

0

0

4

2

0

Eight

2

6

4

3

9

1

Other State

3

4

0

3

0

0

Unknown

1

0

0

0

1

0

Total

17

15

13

15

20

5

Figure 3: Decedent's Ward of Residence (N= 85)
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MANNER OF DEATH
Homicide was consistently the leading manner of death for domestic violence fatalities for
all calendar years. As Figure 4 illustrates, Homicides accounted for 96% of the 85 deaths
identified (N = 82).
Three of the 85 deaths identified were determined to be Suicides. These deaths occurred in
calendar years 2005, 2006 and 2007. Based on prior documented histories of domestic
violence, these cases met the criteria for a review.
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Figure 4: Manner of Death By Year- 2004-2009 (N = 85)

STATUS OF DVFRB CASE REVIEW PROCESS
Table 4 illustrates the status of the case review process by calendar year. Between July 2008
and June 2009, 14 domestic violence deaths were reviewed that occurred in calendar years 2006
through 2009. As of June 2009, two cases were pending review and 15 were pending
completion of prosecution.
TABLE 4: DVFRB CASES IDENTIFIED, REVIEWED AND PENDING
Year

# Cases Identified

# Cases Reviewed

# Pending Review

2004

17

17

0

2005

15

15

0

2006

12

11

1

2007

16

13

3

2008

20

12

8

2009

5

0

5

Total

85

68

17

5
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PART II: SUMMARY

CASE REVIEW FINDINGS

OF

The information contained in this section covers the data and findings that resulted from cases
reviewed by the DVFRB during the period of July 2008 through June 2009 (N = 14). Based on
established protocols, data in the graphs and tables represent deaths that occurred during
multiple years. Two of the 14 deaths reviewed involved Homicide and Suicide incidents. As a
result of the direct association with the Homicide deaths, the Suicide deaths were also reviewed.
However, these deaths did not meet the criteria outlined in DC Law 14-296 to support inclusion
as a domestic violence related fatality. Therefore, for purposes of this Report, the two Suicide
deaths are reflected only in perpetrator data and not victim/decedent data.

PERPETRATOR AND DECEDENT DEMOGRAPHIC DATA
GENDER OF PERPETRATORS AND DECEDENTS
Perpetrators - Of the 14 deaths reviewed, 71% of the perpetrators were males (N =10) and
29% were females.
Decedents - Sixty-four percent of the decedents were females (N = 9), and 36% were males
(N = 5).
AGE OF PERPETRATORS AND DECEDENTS
Perpetrator – The age of the perpetrators ranged from 15 to 90 years. The average age was
44, and the median age was 28. There was one male perpetrator over the age of 80 years.
Decedent - The ages of the decedents ranged from 19 to 91 years. The average age was 48,
and the median age was 32. Among the 14 deaths reviewed, there were two decedents over
the age of 80 years.
RACE OF PERPETRATORS AND DECEDENTS
The racial composition of the decedents and perpetrators was the same.
Eighty-six percent of the 14 decedents and perpetrators were African-American (N = 12).
There were also equal numbers of White and Hispanic decedents and perpetrators (N = 1 or
7% each).
Figure 5: Race of Decedents and Perpetrators
Cases Reviewed (N = 14)
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Figure 6: Victim/Perpetrator Relationship (N = 14)

PERPETRATOR AND DECEDENT RELATIONSHIP
Figure 6 illustrates the relationship between the victims and perpetrators of the 14 Homicides
reviewed.
Sixty-four percent (N = 9) of the 14 deaths involved intimate partner relationships. Of
the nine intimate partner relationships, eight (89%) were heterosexual and one was a
same sex couple.
Four were married couples.
Two of the couples were unmarried and resided together.
Three couples were separated at the time of the fatal event, including two married
and one same sex couple.
Two (14%) of the 14 Homicides reviewed involved parent/grandparent and child
relationships.
One (7%) case involved male siblings and the perpetrator was a minor child.
In two (14%) Homicides, the victim and perpetrator were unrelated however in one case
the victim had an intimate partner relationship with the perpetrator’s wife. In the other
case the decedent was involved in a sex-for hire relationship and did not know the
perpetrator.
Figure 7: Education Level

EDUCATION LEVEL OF PERPETRATOR
AND DECEDENT
Perpetrators (N = 14)
As Figure 7 illustrates, two
perpetrators had college background however,
only one had completed. Four had a high
school diploma, one had obtained a GED and
one was in high school. Four perpetrators had
dropped out of school. Education level was
unknown for two perpetrators.
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Decedents (N = 14)
Of the 14 decedents, one attended college, four had a high school diploma, and two had
obtained a GED. The educational level was unknown for seven decedents.
6
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Decedent
Figure 8: Employment Status (N = 14 Deaths)
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Perpetrator
Retired

In Training/School

EMPLOYMENT STATUS OF PERPETRATORS AND DECEDENTS
Figure 8 illustrates the employment histories and status at the time of the death. Employment
information was unknown for two decedents and one perpetrator.
Perpetrators (N = 14)
Forty-three percent (N = 6) of perpetrators were unemployed at the time of death; three had
no employment histories and three had limited histories.
Twenty-nine percent (N = 4) of the perpetrators were employed at the time of death.
One each were retired, actively attending high school and in a job training program
Decedents (N = 14)
Twenty-one percent (N = 3) of the decedents were unemployed at the time of death and one
had no employment history.
Forty-three percent (N = 6) of the decedents were employed at the time of the death.
Two decedents were retired and one was in a job training program.

PRIOR CRIMINAL, MENTAL HEALTH & SUBSTANCE ABUSE HISTORIES
Figure 9 on page 9 depicts the criminal, mental health and substance abuse histories of the
decedents and perpetrators.
Perpetrators (N = 14)
Sixty-four percent (N = 9) of perpetrators had prior criminal histories. Eight of these individuals
had extensive histories that included numerous assaults, drug and gun related arrests. Of the
eight with extensive criminal histories, six had prior arrests that included domestic violence
charges and in two of these cases the domestic violence charges involved the decedent.
8
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None of the perpetrators had an active Civil Protection Order (CPO) at the time of the fatal
incident.
Figure 9: Prior Criminal, Mental Health and Substance Abuse Histories
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Forty-three percent (N = 6) of the perpetrators had known prior histories of mental health
problems and treatment. Two of these individuals had prior mental health
institutionalizations and each had attempted suicide on at least two known occasions. Only
one perpetrator was in treatment at the time of the fatal incident.
Sixty-four percent (N = 9) had prior histories of substance abuse. Six were actively using
alcohol and drugs at the time of the fatal incident and also had a criminal history; and three
did not have a criminal history but had histories of substance abuse. Only one perpetrator
reported having used alcohol and drugs immediately prior to the fatal incident.
Decedents (N = 14)
Twenty-one percent (N = 3) of the 14 decedents had a prior history with the criminal justice
system. Two were arrested for domestic violence related charges, one of which involved the
perpetrator; and one decedent was arrested for assaults unrelated to domestic violence.
None of the decedents had an active Civil Protection Order (CPO) at the time of the fatal
incident.
Twenty-one percent (N = 3) of the decedents had prior mental health histories and
treatment. Three attempted suicide on several occasions and two of these individuals had
prior histories of inpatient psychiatric hospitalizations for treatment of mental illness. Two
decedents were in treatment at the time of the fatal incident.
Thirty-six percent (N = 5) of decedents had prior histories of substance abuse. Four of the
five victims were actively using alcohol and/or drugs at the time of the fatal incident; two of
these individuals also had a prior criminal history. One victim with a history of substance
abuse had not used alcohol and/or drugs prior to the fatal incident.
9
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CHILDREN OF PERPETRATOR AND DECEDENT/CHILDREN WITNESS TO THE
FATAL INCIDNET
Twenty-one percent (N = 3) of the 14 decedents had minor children. The perpetrators were
the parents of the children in two of these domestic violence related deaths. In two of the
Homicides, children of the victims were in the home at the time of the fatal incident and
either witnessed the fatal incident or was exposed to the trauma/violence.
In Homicide one incident of an estranged couple, there was a one four-year-old unrelated
child present who was in the care of the decedent; this child witnessed the fatal
confrontation.
In 14% (N = 2) of the 14 cases reviewed, two of the cases involved children as the
perpetrators.

LOCATION/WARD OF RESIDENCE AND FATAL INCIDENT
Figure 10 illustrates the decedents’ Wards of residence and the Wards where the fatal
incidents took placed; Table 5 depicts the location of the fatal event.
7

Figure 10: Ward of Residence and Fatal Incident
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Of the 14 cases reviewed, the majority of the
decedents resided in Ward Eight (N = 5 and N = 7
respectively) where the fatal incidents also
occurred.
Of the 14 fatalities reviewed, the majority of the
fatal incidents occurred in a home shared by the
perpetrator and decedent (N = 5), followed by
public streets and buildings (N = 3 each).
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TABLE 5: LOCATION OF FATAL INCIDENT
LOCATION

# OF HOMICIDES

Shared Residence

5

Decedents’ Residence

2

Perpetrators’ Residence

1

Public Street

3

Public Building

3
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MANNER AND CAUSE OF DEATH
MANNER OF DEATH
100% (N = 14) of the DVFRB deaths reviewed were determined to be Homicides.
Two of the Homicides also involved a Suicide. The Suicide cases did not meet the legal
definition of a domestic violence fatality because there was no documented history of
domestic violence prior to the death. For purposes of this Report, Suicide deaths are counted
only as perpetrators. Of the two Homicide/Suicide incidents reviewed, one involved a
couple who had been married for more than 50 years; and the second involved a victim who
had been involved in a same sex relationship with the perpetrator’s wife for nearly a year
prior to the fatal incident.
CAUSE OF DEATH
Figure 11 represents the causes of death from the 14 Homicide fatalities reviewed.
Based on the autopsy reports, Stab Wound was the cause of death for 50% (N = 7) of the
domestic violence deaths reviewed.
Twenty-nine percent (N = 4) of the deaths were caused by Gunshot Wounds
One death each was the result of blunt impact, intoxication and strangulation.

PROSECUTION STATUS OF DOMESTIC VIOLENCE FATALITY
Figure 11: Causes of Death - Cases Reviewed (N = 14)
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Of the 14 perpetrators, 79% (N = 11) were prosecuted and convicted in the death of the
decedents. One youth offender was sentenced to a juvenile mental health detention center.
One was found not guilty by a jury trial;
Two perpetrators committed Suicide after the Homicides.
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PART III: KEY LETHALITY RISK INDICATORS
Key lethality risk factors are nationally recognized indicators of domestic abuse and are a
critical component of the District’s fatality review process. These indicators have been
determined to be early signs of high risk violence in relationships. The more risk indicators
present in a relationship/case, the greater the risk of escalating violence, or even death. Table 6
below illustrates the most common key lethality risk indicators that were present in the
relationships of the 14 deaths reviewed by the DVFRB.
TABLE 6: KEY LETHALITY RISK INDICATORS MOST COMMONLY IDENTIFIED

Prior domestic violence history

VICTIM

PERPETRATOR

# OF
CASES

1

7

8

8

8

3

4

Escalation of Violence
Prior threats of violence

1

Obsessive behavior (including stalking the victim)

3

Access to or possession of firearms
Depression or other mental health/psychiatric problems

3

4

4

6

9

Actual or pending separation

7

Prior suicide threats/attempts by perpetrator
Excessive substance use (alcohol and/or drugs)

5

Perpetrator unemployed

3

3

9

14

10

10

Victim/perpetrator in a relationship

10

Prior criminal history

3

9

12

OTHER FACTORS THAT INCREASED RISK
Perpetrator - Low functioning skills; Unaddressed mental health issues; limited mobility/advanced age; history of TPO/CPO; occurred in high crime area;
adolescent perpetrator

23

Decedent - Low functioning skills; unaddressed mental health issues; incapacitated mentally/physically; history of TPO/CPO; married but involved in
same sex relationship

10
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PART IV: DVFRB RECOMMENDATIONS
The following recommendations resulted from the 14 Homicide and Suicide cases reviewed.
These recommendations were formally adopted by the DVFRB and were transmitted to the
appropriate agencies for response.
Office of Unified Communications (OUC) which handles the District’s 9-1-1 calls
should reevaluate the quality measures that it currently has in place regarding call-taker
performance. If there are no quality measures for call-takers, OUC should develop and
implement standards to address who, what, when, and how questions, with respect to
obtaining accurate information from 911 callers are posed, and to ensure that 911 callers
receive appropriate instructions during an emergency call. OUC supervisors should
randomly listen to the performance of call-takers to determine the quality of service that
is being provided, the need for individual training, as well as the need for overall staff
training. OUC should reinforce protocols to ensure DV first responder safety by
immediately publishing an “Alert-Bulletin” and re-train dispatchers against sending a
civilian (911 callers) into a domestic violence situation.
OUC Response: The OUC has an internal quality assurance program in which all
supervisors are required to monitor calls daily. Supervisors complete a daily monitoring
report. The results are evaluated to determine if additional training and coaching is
needed, and if so if it is individual training or group training. Monitoring results are also
used for employee recognition. The OUC Transcriptions Department which maintains
all 911 radio and call recordings also serves as a quality assurance program. As the calls
are requested they are also monitored for training and coaching purposes. Training is
provided for employee groups either during scheduled training sessions or daily roll
calls. Individual sessions are scheduled based on the need. The OUC works
cooperatively with the organization Women Empowered Against Violence, Inc.
(WEAVE) in providing annual domestic violence training. The last training dates were
September 25th and 26th, 2008.
The Mayor, should issue an Order declaring that the District is dedicated to the
prevention and elimination of domestic violence, sexual assault and stalking. The
District has a zero tolerance policy for domestic violence, sexual assault and stalking at
the workplace and will take appropriate disciplinary action and/or criminal prosecution
against any employee or non-employee who commits such act in a District government
office, facility, work-site, and vehicle or while conducting District business.
All District agencies should be directed to establish such policies in writing and the
policy elements should include: 1) definitions; 2) statement that using work time or
workplace facilities to commit or threaten to commit these acts are cause for discipline
up to and including dismissal; 3) a statement that all acts, regardless of whether they
occur in or near the workplace, may be caused for discipline and may be considered as
part of the employee’s work history; 4) information indicating where victims and
abusers can go for assistance; 5) guidance regarding training for managers and
13
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employees, and 6) direction that employers are responsible for making reasonable
efforts to promote the safety of all employees. This information must be disseminated
and accessible to all employees.
Response: The Executive Office of the Mayor is currently addressing this
recommendation
Department of Health (DOH) and Department of Health Care Finance (DHCF) should
work in collaboration with the District Hospital Association to improve city-wide
standards for discharge planning to ensure that when a patient is ready for release and
needs supportive care, the hospital discharge plan includes an assessment of a
caretaker’s ability to provide the patient with appropriate care in a safe environment and
linkage with appropriate referrals as needed.
Recommendation Issued June 2009 - DOH Response Pending
DHCF Response: Department of Health Care Finance agrees with the recommendation
for the development of improved standards and assessment tools for hospital discharge
planning throughout the District that includes not only an assessment of the patient’s
continued medical, function, and social support needs after hospital discharge, but also
an assessment of the entire family unit, caretaker challenges, and home environment to
ensure continuity of care for the patient as well as social well being and safety in the
home environment. Care coordination of a family member can be a very challenging
process for spouses or any family member (s). Hospital discharge planning must focus
on the entire spectrum of the patient’s environment.
The Office on Aging (OOA) should provide ongoing information to educate the
community about the broad range of services that are available to the elderly and
methods of accessing services.
Recommendation Issued June 2009 - OOA Response Pending
UPDATE ON PREVIOUSLY ISSUED DVFRB RECOMMENDATION
The following recommendation was included in the Second Annual Report and the Board
received a response during this review period.
In light of the recent Court decision striking down a portion of the District law that
banned guns and the problem of easy access to guns, the District should incorporate
education on gun safety into health programs in the DC Public School system. The
education should emphasize the dangers of possessing guns as well as the need to utilize
safety devices and practices when handling or exposed to firearms.
DCPS Response: The health standards, adopted by the DC Board of Education in 2007,
included gun safety. DCPS is currently updating its health curriculum pacing guides,
with a focus on priority health topics including safety.
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Fatality Listing—DVFRB Cases Reviewed
TABLE 7: LISTING OF 14 DVFRB DEATHS REVIEWED - JULY 2008 THROUGH JUNE 2009
2005 Deaths Victims’ Gender

Race

Age

Cause

Manner

Female

African American

19

Gunshot Wound of Chest & Homicide
Right Hand

Female

Hispanic

31

Strangulation

2006 Deaths Victims’ Gender

Race

Age

Cause

Homicide
Manner

Female

African American

77

Acute Hydroxchloriquine
Poisoning

Homicide

Female

African American

44

Two Gunshot Wounds to
Head

Homicide

Male

African American

47

Stab Wound of Neck

Homicide

Female

African American

39

Gunshot Wound of Head
Homicide
with Injury to Skull & Brain

2007 Deaths Victims’ Gender

Race

Age

Cause

Manner

Male

African American

91

Head Injuries with Complications

Homicide

Male

African American

53

Stab Wound of Chest

Homicide

Male

African American

25

Stab Wound to Abdomen

Homicide

Female

African American

51

Stab Wounds of Abdomen
& Left Forearm

Homicide

Female

African American

27

Multiple Stab Wounds &
Blunt Impact Head Trauma

Homicide

Male

African American

32

Stab Wound to Left Chest

Homicide

2008 Deaths Victims’ Gender

Race

Age

Cause

Manner

Female

African American

50

Stab Wound to Back

Homicide

Female

White

84

Gunshot Wound of Chest

Homicide
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END NOTES

Endnote # 1 - Page 2

Calendar year 2009 information represents preliminary data and includes only those deaths identified as of June 2009.

Endnote # 2 - Page 3

The Child Fatality Review Committee is the District’s fatality review
process that is responsible for reviewing the deaths of all children and
youth 18 years of age and younger. A total of 29 CFRC cases were
referred to the DVFRB for statistical purposes only.
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APPENDIX B

DISTRICT OF COLUMBIA DOMESTIC VIOLENCE FATALITY
REVIEW BOARD
PHILOSOPHY, MISSION AND OBJECTIVES
The overall mission of the District’s DVFR Board is to reduce the occurrence of domestic violence related abuse and deaths, and to improve the quality of life for victims and their families.
The philosophy governing the District’s Domestic Violence Fatality Review Board is one of
“no shame, no blame”, respect for the rights of victims and their families, and recognition of the
need to improve agency/program coordination and accountability. This philosophy is reflected
in all aspects of the fatality review policy, process, and meeting deliberations.
Pursuant to DC Law 14-296, the DVFR Board is responsible for conducting retrospective reviews of domestic violence fatalities with a goal of reducing the number of preventable deaths.
The data and information obtained from these reviews are invaluable in acquiring a better understanding of the characteristics of victims and perpetrators, the ways in which victims of domestic violence are dying, and ways to improve the safety of victims and their families. The
DVFR Board achieves its mission by carrying out the following objectives: Identify trends and
patterns related to domestic violence deaths through collecting, reviewing, and analyzing standardized data, and to use such information to improve understanding of the causes and factors
that may contribute to DV fatalities. In keeping with this concept, the Board during the review
of the information presented seeks clarity on specific issues related to the services and interventions provided to the decedent, perpetrator, their children and/or other family members in order
to answer the following questions:
Was the investigation/autopsy complete and are there areas of concern that should be considered?
Were there social, medical, community, systemic, or legal factors that contributed to the DV
death or comprised the decedent’s life?
Were there social or familial behavior factors that contributed to the decedent’s death?
Were services and interventions appropriate for the needs of the decedent/perpetrator provided in accordance with established statues and policies?
Was staff involved with the victim prepared to provide protection or other required services?
Are statutes and policies adequate?
Was there adequate communication among the various entities/services providers who were
involved with the decedent and/or perpetrator?
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REVIEW CRITERIA
The DVFR Board is responsible for conducting reviews of all domestic violence related
homides and suicides. This includes victims of all ages and involved in all types of intimate/
familiar relationships, who are determined to be residents of the District of Columbia and nonresidents where the death occurs in the District. Based on policy, the case review process was
initiated with deaths that occurred during the 2004 calendar years. In accordance with DC Law
14-296, the cases were selected based on the definition of a domestic violence fatality.
Domestic violence deaths are selected for review based on referrals from the US Attorneys Office, the Metropolitan Police Department and Office of Attorney General. Potential cases are
also identified from the OCME data base however these deaths require verification from the
primary referral sources (USAO, MPD and OAG). Cases are reviewed within the following
timeframes:
Homicides - within six months after closure of criminal cases (including sentencing,
dismissals and decisions to not prosecute but excluding the appeals process); and
Suicides - within six months of closure of the law enforcement investigation.

DVFR BOARD MEMBERSHIP
Due to the confidential nature of the information being shared, the DVFR Board meetings
where cases are being discussed are closed to the public. Only Board members or individuals
determined to have had some involvement with the victim or perpetrator are invited to participate. All participants, including DVFRB members must sign a confidentiality statement prior to
case discussion. DVFR Board membership, by law, is multidisciplinary, representing a broad
range of individuals from public and private service agencies, programs and institutions. Membership is unique in that it includes, by law, District Ward community representation. Members
are represented from the following District public and private agencies:
Metropolitan Police Department
Office of the Chief Medical Examiner
Office of Attorney General
Department of Corrections
Fire and Emergency Medical Services Department
Department of Health
Child and Family Services Agency/Office of Clinical Practice
Office of the Attorney General
Wendt Center for Healing and Loss
District of Columbia Community Ward Representatives
Mayor’s Commission on Violence Against Women
Superior Court of the District of Columbia
Office of the United States Attorney of the District of Columbia
University Legal Clinics
District of Columbia Hospitals
Department of Human Services
Domestic Violence Advocacy Organizations
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REVIEW PROCESS AND MEETING
The DVFR Board has the discretion of deciding the scope of review for other categories of
deaths. The three types of review processes that are currently available to the Board are as follows:
Multi-agency Review – In-depth reviews utilizing a multi-agency, multi-disciplinary
approach to evaluating causative factors and appropriateness of interventions. Most
deaths are reviewed through the multi-agency review process.
Cluster Review Team – An examination of groups of fatalities based on similar trends,
characteristics, causes/manner of death, or lethality risk indicators, etc. Reviews are directed toward obtaining general information that is consistent throughout the cluster
grouping that may highlight prevailing community problems or contributing risk factors.
Cluster reviews are not designed to examine factors unique to any individual decedent
and family.
Statistical Review – cases in which only data is abstracted from documents routinely
obtained on victims and perpetrator, i.e., death certificates, death reports, criminal justice/court, police and legal records.
The Domestic Violence Fatality Review Board holds monthly case review meetings. Once the
basic information is provided by the USAO, MPD or other member agency, the DVFRB Coordinator is responsible for determining if there had been any contact or involvement with member agencies or other service provider in the District. If agencies were involved with the victim
or perpetrator the records are requested for review. Based on the information provided, the Coordinator prepares a case summary that documents basic demographic information on the victim and perpetrator; the events surrounding the death, investigation and prosecution; all services
provided, and any lethality risk indicators. The summary is distributed to all review team participants and is the primary document utilized during the case review meetings.
RECOMMENDATIONS PROCESS
During the case review meeting, based on individual case discussion, recommendations are developed to address the issues/findings highlighted. These recommendations are finalized and
adopted by members in subsequent meetings and are transmitted to the appropriate agencies for
implementation consideration. Recommendations are also included in annual reports with agencies responses.
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