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Executive Summary
This paper summarizes key ideas and recommendations from a national think tank on the
prevention of domestic homicides that took place on October 24-26, 2010 at the University of Western
Ontario in London, Ontario. The think-tank brought together 39 practitioners, researchers, and
government officials representing all provinces and territories in Canada. 1 The purpose of the think tank
was to discuss domestic violence and homicide prevention. The purpose of this discussion paper is to
reflect on current research, policy and practices across Canada that has been directed at preventing
domestic homicides and provides a framework for future directions. This framework represents the
consensus of the discussion at the think-tank but does not reflect the individual views of each
participant, individual provinces and territories or the Department of Justice who funded this initiative.
The government policy experts were attending as resource persons and did not speak for their ministry
in any official capacity.
Several emerging issues around domestic homicide and domestic violence prevention were
identified. Forming effective domestic violence death review committees, conducting risk assessments,
managing risk, engaging the family court, working with vulnerable populations, and enhancing the role
of the workplace in addressing domestic homicide prevention were highlighted as critical issues to
address. These issues present many challenges across Canada but various provinces and helping systems
have implemented promising practices that should be shared on a broader basis. The think-tank
participants recommended implementing the following plan to build on the current knowledge in the
field and to reduce deaths from domestic violence on a national basis:

1. Enhance Partnerships amongst existing and developing Domestic Violence Death Review
Committees. There are currently four DVDRCs (Ontario, NB, BC, and Manitoba) in Canada
with other provinces and territories that would like to explore the possibilities of similar
developments. Formal partnerships amongst these committees could provide a source of support
and consultation on emerging and promising practices. Furthermore, the partnership may help
smaller jurisdictions where there are more limited specialized resources and fewer homicides.
2. Create a Canadian Domestic Homicide Prevention Initiative. This initiative would provide a
national website similar to the National Domestic Violence Fatality Review Initiative
(www.ndvfri.org) established in the United States. The NDVFRI is a website that contains: over
50 annual reports from domestic violence fatality review teams across the U.S.; annual reports
1

The Nunavut representative was not able to attend so only representatives from 10 provinces and 2 territories were present
at the Think Tank.

from international fatality review teams; tools and protocols used when establishing a fatality
review team; links to other websites associated with domestic violence and homicide prevention;
and newsletters that discuss upcoming conferences and initiatives around the world associated
with domestic violence fatality review and prevention.

3. Develop a National Domestic Homicide Database. This database would include all domestic
homicide cases across Canada with the purpose of tracking risk factors and common trends over
time and identifying unique factors associated with particular populations. The information from
this database can be shared with researchers and professionals in the area of domestic homicide
prevention to help create education campaigns and effective prevention initiatives.

4. Develop a national strategy for consistent risk assessment and management strategies by
different agencies and disciplines. An essential process to prevent domestic homicides is
utilizing risk assessment tools that facilitate communication and collaboration. Ongoing training
opportunities are essential for creating an effective risk assessment process. Training should be
considered mandatory for professionals that come into contact with victims and/or perpetrators
of domestic violence and should be repeated on a yearly basis. Training and education needs to
outline effective case management strategies that are inclusive of the cultural, spiritual,
emotional, and physical well-being of the victim and children. Similar to training on risk
assessment, professionals and agencies need to receive constant training on risk management
practices to keep professionals up-to-date and collaborating with each other.

5. Engage the family court and court-related professionals in recognizing the potential
dangers to domestic violence victims and their children. Professionals working with the
family court system need to recognize the differential responses that are required for domestic
violence cases. In the same way that the criminal courts have developed a more specialized
framework of intervention with police, crowns and specialized court, the family court needs to
examine the service system to address and manage these cases. Issues need to be addressed such
as the increased level of risk during a separation/divorce; the dangers to children from a high-risk
offender during visitation; and best practices for creating safe parenting practices. There needs
to be enhanced communication between family courts and criminal courts. Family courts should
have mandatory screening for family law matters that include screening potential high-risk
offenders.

6. Promote research that recognizes that Aboriginal communities have unique needs when
addressing domestic violence and homicides. Numerous studies and reports in Canada over the
years have documented the higher incidence of intimate partner violence among Aboriginal
peoples. 1,2,3,4 Statistics Canada and Amnesty International report that young Aboriginal women
1
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are five times more likely to be murdered than non-Aboriginal women. In many cases, the
nature of the homicide is difficult to determine, (i.e. domestic or non-domestic) because a high
proportion of missing and murdered Aboriginal women’s cases are never solved. Some nondomestic homicides may be related to Aboriginal women escaping abusive partners,
unsupportive communities and find themselves living on the streets. While some Canadian
organizations have focused on researching cases of missing and murdered Aboriginal women
(Native Women’s Association of Canada: Stolen Sisters/Sisters in Spirit Project) no research
projects focus specifically on domestic homicides of Aboriginal women.

7. Identify other communities/populations with diverse needs and vulnerabilities. Although
Statistics Canada reported that there is an average of 76 victims of spousal homicide a year in
Canada, we do not know how many of these spousal homicides involved immigrant and refugee
victims.55 Some researchers suggest that “immigrant and refugee families are at greater risk for
domestic violence due to their migration history and differences in cultural values and norms”. 5
This does not mean that immigrants and refugees perpetrate more violence but that they face
unique challenges living in a new community and may be unable to access support resources due
to language and cultural barriers. Other important communities that may be identified as
vulnerable are people living in the North and in rural communities. Northern communities are
extremely isolated and have a lack of available services. Victims of violence in the North are not
always able to escape to shelters or receive supports. Many communities have extremely small
policing services and family courts may be several communities away. Canadian researchers
need to identify the specific needs of these communities and create programs and initiatives that
will effectively provide supports to prevent domestic homicide and domestic violence in general.

8. Promote cultural competency when conducting risk assessments and providing risk
management in domestic violence cases. There is little doubt about the importance of training
and education, building trusting relationships with cultural groups, creating effective
communication strategies and implementing new tools that are inclusive of many different
cultures to improve on cultural competency. Professionals need to be aware of the challenges
minority cultures face and how these challenges can act as barriers to accessing resources and
reaching out for support. Training and education around cultural differences should be
mandatory for professionals that work with victims and/or perpetrators of domestic violence.
Victims may be fearful that their children will be taken away if they disclose abuse, victims may
fear deportation, and both victims and perpetrators may feel that a professional from the
dominant culture will not understand their own cultural customs and beliefs. Risk assessment
tools that are currently being used do not necessarily take into account the vulnerabilities of
victims (and perpetrators) from minority cultures. Factors such as poverty, isolation, cultural
beliefs, languages, immigration concerns, and lack of resources can influence an individual’s
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level of risk. Therefore, assessment tools that reflect these vulnerabilities need to be created and
risk management strategies need to take all these factors into account.

9. Addressing domestic violence in the workplace needs to be a priority. Canadian employers
should be encouraged to develop policies on measures they can take in their workplace to
prevent and provide an effective response to domestic violence. Training should be promoted to
all employees on how to recognize warning signs of domestic violence, how to respond
appropriately when they recognize warning signs or witness incidents. Managers and supervisors
should receive additional training so that they can appropriately assist victims or co-workers of
victims who report concerns. Provincial government ministries responsible for labour and
workplace safety should work with domestic violence experts to establish a non-profit initiative
to engage employers in the work of preventing and responding to domestic violence. The new
non-profit initiative should provide workplace specific information, resources and advice for
employers. Examples for such promising practices exist elsewhere – such as the non-profit
initiatives in the US to involve corporate partners in efforts to protect employees from domestic
violence; The Corporate Alliance to End Partner Violence – see http://www.caepv.org/ and
Workplaces Respond to Domestic and Sexual Violence: A National Resource Center – see
http://www.workplacesrespond.org/ .

Lessons Learned from Domestic Violence Tragedies: Emerging Research, Policies &
Practices to Prevent Domestic Homicides

Background and Context
A national think tank on the prevention of domestic homicides took place on October 24-26,
2010 at the University of Western Ontario in London, Ontario. It brought together 39 practitioners,
researchers, and government officials representing all provinces and territories in Canada. 1 The purpose
of the think tank was to discuss domestic violence and homicide prevention. Topics covered were
domestic violence fatality review teams, risk assessment, risk management, the role of family court,
challenges with vulnerable populations, and domestic violence in the workplace. The purpose of this
discussion paper is to reflect on current research, policy and practices across Canada that have been
directed at preventing domestic homicides and summarize some of the key ideas raised by think tank
participants. These ideas represent the consensus of the discussion but may not reflect the individual
views of each participant, individual provinces and territories or the Department of Justice who funded
this initiative.
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The paper begins by examining the development of domestic homicide review committees in
Canada and outlining major findings from these committees (or related research). Both challenges and
promising practices for creating death review committees are discussed. Findings from domestic
violence death review committees point to several recurrent themes and important questions with regard
to risk (threat) assessment, risk management, and responses to vulnerable populations. This paper
summarizes the emerging issues and challenges around risk assessment and risk management, including
the role of the family court, the issues related to assessment and management with vulnerable
populations, and the function of the workplace in preventing domestic violence and homicide. Finally,
the paper summarizes key ideas for the next steps in domestic homicide prevention.

The Development of DVDRCs
In the United States, more than three women are killed every day by an intimate partner. In
2005, just fewer than 1,200 women were murdered by a husband or boyfriend in the United States. 6
Canada has shown a decline in the rates of domestic homicide with four domestic homicides per million
spouses in 2007 compared to nine per million in 1979. 7 Current rates are much higher when looking at
female victims (6 per million in 2007) compared to male victims (3 per million).
When an unusual amount of deaths occur from a particular system failure, that system would
normally be held accountable. Websdale uses deaths that resulted from a plane crash as an analogy. 8
Plane crashes are rare events that draw a lot of attention due to the large amount of fatalities that occur.
The travelling public hopes that government departments responsible for safety in the aviation industry
will conduct a thorough investigation to determine what went wrong and rectify problems in mechanical
or human errors. Fatalities that occur due to airplane crashes are much smaller compared to fatality rates
stemming from domestic violence incidents. By way of analogy, governments and public agencies could
be examining the systemic causes of domestic homicides. Proper investigations and analyses may
prevent tragedies in similar circumstances just as we work to improve safety standards in the airline
industry on an ongoing basis.
Domestic violence death reviews have been conducted in North America since the early 1990s.
The very first review was conducted in San Francisco, California after Joseph Charan killed his wife and
himself in front of their nine-year old son’s school. 9 The review resulted in identifying several key
elements and recommendations that would help to predict and prevent similar tragedies. Since the
Charan review, approximately 75 domestic violence death review committees have been created across
the United States and the number continues to grow. 10 The purpose of a domestic violence death review
is to identify risk factors to help predict potential tragedies and create recommendations aimed at
preventing deaths in similar circumstances The overall goal of all reviews is to reduce domestic
homicide and domestic violence in general. Usually recommendations target several service sectors
(e.g., police, healthcare, justice) and fall under the general themes of: training and education;
professional development; enhanced legislation; coordination of services; and resource development.
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blame to

In 2002, the province of Ontario established the first death review committee in Canada. 11 The
formation of the Domestic Violence Death Review Committee (Ontario DVDRC) was in response to
recommendations made from two major inquests into the domestic homicides of Arlene May and Gillian
Hadley. 12,13 Until recently, the province of Ontario has had the only death review committee in Canada.
In March 2010, a Death Review Panel for the province of British Columbia (British Columbia DVDRP)
conducted their first provincial domestic homicide review. 14 The panel reviewed 11 domestic homicide
cases and produced 19 recommendations for systemic change to prevent similar tragedies. In November
2008, the Minister of Family Services and Consumer Affairs, along with the Minister of Justice &
Attorney General and the Minister of Labour and Immigration (responsible for the Status of Women) for
the Province of Manitoba announced the plan to create a domestic violence death review committee
(Manitoba DVDRC) that will examine and review domestic homicides that occurred in the province.15
The Manitoba DVDRC was formally established on June 16, 2010. 15 New Brunswick has put together
a death review team that works as an advisory body to the Office of the Chief Coroner (New Brunswick
DVDRC). The committee has commissioned a study on all domestic homicides that occurred in the
province between 1999 and 2008. The results of the study will allow the committee to identify risk
factors and form recommendations. The analysis on the homicide cases is expected to be completed by
fall, 2010. 16 Finally, the Alberta Council of Women’s Shelters created a position statement on the need
for Alberta to create a domestic violence death review committee. 17
Some provinces and territories have dealt with domestic homicides through inquests or special
reviews (e.g., Lee family inquest in B.C. and the Turner review in Newfoundland). 18,19 Although
individual inquests on specific domestic homicide cases are excellent tools to bring about awareness and
promote systemic change, domestic violence death review committees are able to examine multiple
homicides which allows for the identification of patterns, common risk factors, and themes. By
identifying common trends and system failures, committees are able to call for system accountability
without blaming individual organizations. Furthermore, committee reviews cost substantially less than
conducting single inquests.
There is no standard framework for death review committees. Forming and implementing a
committee can bring about many challenges.10 A comprehensive study of various fatality review
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committees in the US and Canada by Kelly Watt provided a helpful framework to examine the diverse
approaches to examining domestic homicide. Watt found that these challenges can be classified under
five main headings: a) legislation/governing body and membership; b) resources; c) sharing
information/confidentiality; d) accountability; and e) local and centralized reviews.
a) Legislation/governing body and membership
Death review committees can range from a more informal community group brought together to
review an individual death to a specific government mandated group. Many committees in the United
States are formed under legislative mandate. “Several committees believe that a legislative mandate
would help address problems of access to information, provide authority for the reviewing body, create a
funding mechanism for the committee’s work, send a clear message about the importance of the work,
mandate participation of key players, and address confidentiality and liability issues”. 20 In addition to
deciding on a legislative mandate, death review committees need to establish where the committee will
be housed. This decision is an important one because the committee needs to factor in whether or not
the organization fits with their mandate, maintains positive relationships with health and services
agencies and law enforcement, and fits in with the current political climate. Furthermore, the
organization should be able to provide funds to the committee or have the potential to receive funding.16
The Ontario DVDRC, New Brunswick DVDRC, and British Columbia DVDRP are not formed
under specialized government legislation but fall under existing rules and regulations for the Office of
the Chief Coroner for the province. The Manitoba Domestic Violence Death Review Committee was
also formed without creating new legislation. The committee reports to the attorney general and
includes representatives from Manitoba Justice Victims’ Services, Prosecution Services and Probation
along with the Family Violence Prevention program, Manitoba Status of Women, Manitoba Women’s
Advisory Council, Office of the Chief Medical Examiner, Winnipeg Police Service, RCMP and
RESOLVE, a regional family violence research network.
Another important factor when forming a committee that is tied in with the legislative mandate is
membership. It is important for a committee to have representatives from the violence against women
sector and all sectors that may deal directly with victims and/or perpetrators of domestic violence (e.g.,
healthcare; education; police). Individuals that were involved or affected by the fatality may also be
included (ndvfri.org). In short, membership should include representatives from diverse populations.
The Ontario DVDRC currently has representatives from victim services, child welfare, police, health
care (physicians), justice (crown attorneys), corrections, and researchers (social work, psychology, and
sociology).11 The British Columbia DVDRP had members appointed to the panel under the Coroners
Act. Members included representatives from police, justice, corrections and social services.14
Committee members are usually appointed for a specific amount of time and can be reappointed or
replaced when their term ends. Some death review committees have an established team membership
and invite other professionals on an ad hoc basis to share their particular expertise for a review on a
specific and complex case.
b) Resources
Resources, both financial and case specific, are always a difficult challenge when forming a
death review committee. Usually the main concern is funding the actual committee. If the committee is
formed under a legislative body, such as the Coroner’s Office, funds may be allocated to the committee
by the government. Other committees are funded through violence against women organizations and/or
government grants. Smaller committees may not receive any funding and may rely solely on volunteers.
20
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Ontario, New Brunswick, and British Columbia have their death review committees funded through
government. Manitoba’s DVDRC Working Group is comprised of government employees involved in
the area of domestic violence (Crown Attorney’s office, Victim Services, Probation Services, Chief
Medical Examiner’s Office, Winnipeg Police Service, and RCMP).
An additional concern around resources is creating a death review committee in jurisdictions that
have a low number of domestic homicides. New Brunswick has an average of one domestic homicide
per year and Manitoba has an average of three domestic homicides per year. 21 Both of these provinces
have implemented a death review committee and the concern may be that reviewing a small number of
domestic violence fatalities may be not be the best use of limited resources. However, more numbers do
not necessarily mean a more thorough review. Higher numbers can help identify patterns or trends with
domestic homicide cases, but a thorough “biographical” review can help obtain more detailed and
relevant information about a specific case.10 This kind of review can be especially helpful with a highprofile and complex domestic homicide.
c) Sharing information/confidentiality
Domestic violence death review committees require the sharing of personal information on both
the victim and the perpetrator in a case. It is beneficial for the committee to receive very detailed
information so that accurate recommendations can be formed. With the sharing of information come
many challenges around confidentiality, respecting privacy, and gauging exactly how much information
needs to be shared and with whom. Committees receive private information on the family involved in
the domestic homicide case. This information is invaluable to a committee when forming accurate and
detailed recommendations for prevention of similar tragedies. It is standard practice for death review
committees to have an Oath of Confidentiality which states that none of the information obtained can be
shared with anyone outside of the committee. Annual reports or presentations discussing statistics or
cases are based on very general information and do not include any identifying information. It may be
harder to comply with the spirit of confidentiality in smaller jurisdictions where the case summary may
be more identifiable from the publicity about individual cases.
Many committees obtain information in paper format from police investigations. The Ontario
DVDRC is part of the Office of the Chief Coroner which has the ability to properly obtain information
on any case through the Coroner’s Act.11 The Coroner’s office also has the right to subpoena any
agency or professional for missing information that may be relevant to the case review. However, the
Coroner’s Office must adhere to the Freedom of Information and Protection of Privacy Act (FIPPA)
which means that the Coroner’s office is unable to obtain information on any victim and/or perpetrator
that is still alive without their consent. This issue can create a challenge around obtaining information
that may be pertinent to the review process. Committees have yet to find a best practice for obtaining
this information without violating a person’s right to privacy.
Finally, a challenge for any death review committee is determining how much information is
needed for a comprehensive review. A thorough review may become an exhaustive process with access
to all files from medical and social service agencies and interviews with friends, family, neighbours and
co-workers. This process is expensive and time-consuming and at some point there may be diminishing
returns to uncover new or critical information for recommendations. The committee needs to find a
balance between thoroughness and cost-effectiveness in the investigation.
d) Accountability
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Domestic violence death review committees call for accountability from different systems and
agencies that may have played a role in the outcome of the cases reviewed. By taking responsibility and
accepting the errors made, systems can start to implement changes that will ensure that similar mistakes
will not reoccur. However, the difficult challenge for a committee is to uphold the philosophy of
accountability without “blaming and shaming” particular systems.8 If a committee points fingers or lays
blame, systems and agencies will be reluctant to cooperate with a review and/or share information for
fear of being criticized. A committee has to find a balance between accountability and creating a
perceived blaming exercise.
One of the main goals of a domestic violence death review committee is to review domestic
homicides and develop recommendations aimed at different systems that will help prevent similar
tragedies from occurring. It is the assumption that these recommendations will be implemented to
cultivate system change. A committee needs to develop a mechanism to ensure the implementation of
the recommendations and for monitoring the corresponding systemic changes. In 2007, the Ontario
DVDRC recommended that a committee be created to review all responses to the recommendations
made by the DVDRC since its inception,
It is recommended that the Ministry of the Attorney General take a leadership role in creating an
inter-ministerial committee that will methodically review all community, agency and government
responses to recommendations that have been made by the DVDRC since its inception. It is
suggested that this committee develop a work plan and timeline on the implementation of
recommendations and consult with the Domestic Violence Advisory Council that currently
reports to Minister for Women’s Issues. It is hoped that the final report and plan could be
forwarded to the Attorney General and made available to the public (pg. 4).51
e) Local and centralized reviews
There is no standard framework for a domestic violence death review committee. Many
committees are formed by way of what works best in their community. There are two different types of
committees: 1) a centralized review committee and 2) a local review committee. A centralized review
committee is based at a state or provincial level and is comprised of representatives from multiple
sectors. Members of the committee are not directly involved with the cases reviewed but provide
general information about different sectors involved with particular cases. Recommendations formed by
a centralized review committee are aimed at provincial services and systems. Ontario, British
Columbia, New Brunswick, and Manitoba all have centralized committees. A local review committee is
formed under a local level, such as a county, region, or city, and is comprised of community members
that were usually involved with a specific case. The membership of the local review committee will
change with each domestic homicide case. Local review committees will also allow family and friends
of the family from a particular case to sit on the committee to help in the review process.
Recommendations formed by the local review committee are aimed at local services and systems 22
(Local committees do not exist in Canada as a model. Washington State is a good model for the
occurrence of both local and centralized reviews. 23).
The challenge of having only a centralized review committee is that people who were directly
involved with the case and possess important information are most often not represented directly
although they may have expressed their views with investigators. Therefore, the committee will not
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have access to potentially valuable information that is not already documented in the file. Furthermore,
by being on the committee, family and friends may feel they have an outlet to personally voice their
concerns about the issues surrounding the case. This procedure can be therapeutic for family and friends
of the victim and/or perpetrator. Local reviews do allow family and friends to be members of the
committee on a voluntary basis. Although this process may provide family and friends with a
therapeutic experience, some individuals may find discussing the case brings up conflicting and
unresolved feelings. The process for these individuals might be painful and may trigger further trauma.
Therefore, it is important that counsellors be available to help deal with the fallout from this process.
Another challenge to the local review process is the concern of confidentiality. People from the local
community who were involved with the case can become members for that particular review. They will
bring detailed and personal information in the hopes that it will help the review process. However, an
individual’s privacy may inadvertently be violated by someone who was closely involved with the case
so safeguards have to be in place.
Independent of how fatality review committees in the US and Canada have been structured, they
have provided several consistent themes which are critical to address in reducing domestic violence and
homicides. These themes are outlined in the next section.

Benefits and Limitations of Domestic Violence Death Review Committees
Think tank members were asked to discuss the benefits and limitations of a domestic violence
fatality review team.
Benefits:
• determines risk factors and common trends which help predict potentially lethal situations
• identifies gaps or missed opportunities in service provision
• shares information with helping systems which is especially helpful for areas that do not have
a death review process
• educates the general public on the risks for lethality
• the review can initiate the healing process among family and friends of the victim and/or
perpetrator, professionals involved with the case, and the community at large
• review process honours victims and boosts the morale of the community
Limitations:
• no accountability or assurance that recommendations are implemented
• no authority to enforce recommendations
The DVDRC of Ontario made a recommendation in the 2007 annual report regarding the need for
more accountability in the implementation of recommendations:
“It is recommended that the Ministry of the Attorney General take a leadership role in
creating an inter-ministerial committee that will methodically review all community, agency
and government responses to recommendations that have been made by the DVDRC since its
inception. It is suggested that this committee develop a work plan and timeline on the
implementation of recommendations and consult with the Domestic Violence Advisory
Council that currently reports to Minister for Women’s Issues. It is hoped that the final report
and plan could be forwarded to the Attorney General and made available to the public.” (pg.
4)51
•
•
•
•
•
•
•
•
•

Review teams do not outline best practices on how recommendations should evolve into
solutions
It is difficult for review teams to find a balance between education and advocacy
Lack of resources/minimal resources to conduct reviews especially in smaller communities
where few domestic homicides occur
Debate over the usefulness of using a “biographical” approach to a review (review one case
thoroughly) in communities where there are few domestic homicides
Some cases are not available to review until several years after the fact due to court appeals
or backlogged cases and any recommendations made by the committee might be considered
obsolete or redundant
No resources available to create review teams for special groups (e.g., Aboriginal
communities) that will address the specific vulnerabilities and needs of minority cultures
Some feel resources are better spent on prevention as opposed to reviewing homicide cases
that have already occurred
Confidentiality concerns for clients and agencies and conflicting mandates of different
agencies or professionals
Building and maintaining trust between agencies and systems and between members of the
death review team

Emerging Issues
1. Risk Assessment
Domestic homicide is usually a predictable and preventable occurrence. Domestic homicides are
often preceded by several risk factors that are associated with an increase in the risk for lethality.
Research has identified a number of risk factors that are associated with domestic homicide cases. 24
Based on the social science literature and patterns from reviews, the Ontario DVDRC has identified 39
risk factors with the most common being a prior history of domestic violence, an actual or pending
separation, and obsessive behavior displayed by the perpetrator.11 It is important to assess risk in
domestic violence cases to capture the risk for lethality; to help victims and professionals develop an
effective and realistic safety plan; to provide a common language on risk for professionals across
different systems; to help the justice system identify high-risk offenders and provide continuous
monitoring and high-risk case management; to provide insight for perpetrator treatment programs (e.g.,
Partner Assault Response programs) to help develop an appropriate treatment plan; and to predict and
prevent similar tragedies in the future. 25
The Ontario DVDRC 2009 annual report indicated that 18% of all recommendations made since
2003 were aimed at the importance of risk assessment.11 In fact, out of the 16 cases the committee
reviewed in 2009, just under half (44%) had repeated recommendations around risk assessment. The
2010 report of the BC DVDRP made recommendations around risk assessment that expressed the
importance of a standard definition of a high-risk case that was based upon risk factors for lethality and
other committee reports on risk assessment tools; and the need for practice guidelines and training on
risk assessment.14 Furthermore, the Domestic Violence Advisory Council for Ontario formulated a
comprehensive action plan that included the importance of professional education and enhanced
collaboration in risk assessment. 26 The Council published a report titled “Transforming our
Communities” which outlined several recommendations regarding: a) the need for police to use a
common threat assessment tool, such as the supplementary report; b) the need to create consistency and
communication between police, crown attorneys, and other justice representatives; c) the need for
mandatory training on threat assessment and management for professionals in the violence against
women sector; and d) the need for high-risk teams to work with an accredited threat assessor to be able
to understand and utilize many different risk assessment tools. The repeated recommendations of the
Ontario DVDRC, the new recommendations of the BC DVDRP and the detailed plan created by the
Council illustrate the importance of risk assessment when preventing domestic homicide. However,
assessing risk can be very complicated and is not without its challenges.
One of the main challenges involved with risk assessment is the use of specific risk assessment
tools. There are approximately 24 domestic violence risk assessment tools used across Canada. 27 Some
tools are used to assess lethality (e.g., Danger Assessment Scale) and others are used to assess the risk of
a repeated assault. Some tools help victims recognize their potential risk for future assault/violence and
other tools assess the level of risk presented by the perpetrator. Different organizations and agencies
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may use specific assessment tools that fit appropriately with their mandate. Usually these agencies or
organizations are highly trained in the use of that particular risk assessment tool. The Domestic
Violence Advisory Council noted that “finding one screening tool for the entire VAW system is a
compelling idea but difficult to achieve.” After reviewing threat assessment tools with leaders in this
field, the Council concluded that there is not a single tool that can be used in every situation. They note
that, “In fact, the situational specifics around domestic violence, the emerging research and promising
practices suggest the use of a host of tools and interventions may be optimal”.22 Although it is
recognized that different risk assessment tools are appropriate for particular circumstances or situations,
how does one know when to use what tool? Furthermore, if different tools are used, how do we ensure
that everyone understands each tool to be able to effectively communicate the findings of risk? For
example, a Judge or Justice of the Peace (JP) may have received education on one specific risk
assessment tool and may rely on this tool when determining bail conditions for an accused in a domestic
violence case. If the Judge or JP is presented with an unfamiliar risk assessment on the accused, the
Judge or JP may not fully realize the potential risk the accused poses to the victim and may release him
into the community without appropriate bail conditions.
Included in the challenge around risk assessment tools is creating a standard definition of risk.
Hart describes risk as, “a threat or hazard that is incompletely understood and therefore can be forecast
only with uncertainty.” 28 Risk assessment tools provide a common language for professionals.
However, a tool does not necessarily encapsulate the nature of risk factors or the motives behind using
violence. There may be several factors that help to define a level of risk. The causes or motivations
behind the violence, the frequency and severity of the violence, and the nature of commonly recognized
risk factors (e.g., separation) are all areas that should be represented in a definition of risk. Is it possible
to create a standard definition of risk that incorporates an assessment score, motivating factors,
frequency and severity, and the nature of risk factors?
A second challenge around risk assessment is the value of professionals’ intuition or instincts
from their experience in the field. Professionals that work with victims and/or perpetrators of intimate
partner violence may have a sixth sense about risk. The results from a risk assessment tool may validate
or affirm the professional’s preconceived judgements. However, in some instances the assessed risk
may appear low but the professional has an intuitive sense that the risk to the victim is higher than that
captured by the assessment tool because of one significant factor (e.g. a new partner in the victim’s life).
Obviously it is not wise to discount the professional’s intuitive sense but how does one explain to other
professionals that a particular victim or perpetrator who was assessed as low risk should actually be
considered high-risk based on intuition?
A third challenge is based on the fact that an effective comprehensive risk assessment requires
multiple resources. Professionals need to be trained on how to appropriately use and read specific risk
assessment tools. The specialized threat assessment unit for the Ontario Provincial Police requires two
years to adequately train an officer in risk assessment. Therefore, there are not enough trained
individuals to meet the demand. Each agency or organization involved in the violence against women
sector should have a trained professional on risk assessment. However, attending training seminars can
be costly and some agencies do not have the funds. How are small agencies with little funding expected
to have trained staff to conduct risk assessments or access to specialized services?
A final challenge around risk assessments is gaining access to the victim and helping her
understand the risks. Risk assessments are conducted by trained professionals at agencies or systems
that deal with victims of domestic violence. How do professionals reach victims that are not involved in
the violence against women sector? One approach has been to raise awareness about potential lethality
in domestic violence cases with friends and family. These supports may reach out to professionals or
encourage victims to do so. One example of this approach is the Neighbours, Friends and Families
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campaign, a public education initiative that informs the public about the warning signs of domestic
violence and what people close to a victim and/or perpetrator can do to help
(http://neighboursfriendsandfamilies.ca/). It is the hope that people close to the victim will recognize the
signs of domestic violence and encourage her to reach out for help from trained professionals. The
campaign outlines how victims can find supportive services in their community.
There is concern that a victim will not truly understand the potential risk posed by the
perpetrator. Research that examined the lives of women that survived an attempted homicide found that
almost half of these victims did not believe that their (ex)partner would attempt to kill them.29 Victims
may also feel that they can handle or manage the perpetrator on their own. Sometimes a risk assessment
tool such as the Danger Assessment (DA) may be helpful in offering feedback to victims about the
dangers they face. 30 The first portion of the DA requires victims to mark dates on a calendar of past
abuse and rank the level of severity for each incident. By viewing all the incidents of violence on one
calendar, victims can see the pattern of abuse and how it may be increasing in frequency and severity.
The second portion of the DA is a questionnaire which asks the victim to identify the presence of
particular risk factors associated with domestic homicide.
The Alberta Council of Women’s Shelters conducted a study with women attending a shelter
who had completed the DA. 31 Some main themes identified around the usefulness and effectiveness of
the DA were: a) women felt that they made the right decision to leave their abusive partner; b) victims
had a better understanding of abuse and the escalating patterns of abuse in their relationship; c) there
was more awareness around the need for personal change and/or action and the urgency of making these
changes; d) victims began to view the perpetrator as the source of the problems in the relationship; e)
there was more understanding around implementing a safety plan; f) victims recognized the importance
of keeping their children safe; g) victims were more aware of community resources and intended to use
them; and h) there was more understanding of the barriers for some women to change, such as a mistrust
of authority and feeling powerless. While many women felt that completing the DA was an overall
positive and useful experience, a large number of women felt that the process (especially completing the
calendar portion) was uncomfortable and emotionally painful. Furthermore, some of the women felt that
the DA made them more self-critical for not acting sooner.
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How to Ensure Risk Assessment Tools Facilitate Communication and Collaboration
The think tank participants discussed several ways to ensure that risk assessment tools
facilitate communication and collaboration rather than creating roadblocks. The main focus of
discussion was around training and risk assessment tools:
Training
• Training is essential for creating an effective risk assessment process
• Training should help professionals know what tool to use, what the results of the tool are
saying, and what to do after the risk assessment has been completed
• Training will help professionals and practitioners recognize the importance of conducting an
assessment and build confidence in using a risk assessment tool
• Training should be mandatory and repeated on a yearly basis
• It is important to provide a mentoring program
• Implement some form of quality assurance in different agencies and sectors to ensure the
appropriate use of risk assessments
• Training should be conducted across disciplines and systems to promote collaboration and
information sharing
Risk Assessment Tools
• Risk assessment tools should include a greater focus on psychological trauma
• Perpetrators need to be included in the risk assessment process especially with high-risk
offenders during the time of a separation
• Risk assessment tools that are culturally sensitive and take into account vulnerabilities
associated with minority cultures need to be created

2. Risk Management
Domestic homicides often appear to be predictable and preventable, especially if risk
assessments and case management strategies had been in place. Many domestic violence cases that end
with a fatality had several risk factors that indicated an increased risk for lethality. Once a domestic
violence case has been assessed as high-risk, the risk factors need to be addressed in order to enhance
the safety of the victim and her children. Risk management requires system collaboration, information
sharing, and monitoring of high-risk offenders. The BC DVDRP made a recommendation in their 2010
annual report around the importance of information sharing with high-risk cases:
The development of information‐ sharing protocols between all service providers for all
high risk cases under the leadership of the Ministry of Public Safety and Solicitor General
Domestic Violence Working Group. This entails directives from respective ministries to
commit to sharing information in instances where public safety is at stake by means of
Memoranda of Understanding (MOU) or Information Sharing Agreements (ISA). The
MOU’s and ISA’s detail each agency’s duty to report on cases of domestic violence.14
The Ontario DVDRC has made recommendations around high-risk case management in 27% of the
cases reviewed since the committee’s inception.11 The Ontario DVDRC has referred to the Huron
Assessment Risk Reduction Team (HARRT) in Goderich, Ontario as an example of a high-risk
management team that assesses and manages high-risk cases. 32 The team is comprised of justice
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partners (crown attorney, victim witness, OPP, domestic violence coordinator for police,
probation/parole) and may consult with other agencies when appropriate. HARRT relies on justice
partnering, effective collaboration and shared case management planning. HARRT is an excellent best
practice for identifying, monitoring, and managing high-risk domestic violence cases.
Even without an actual risk management team, some communities are still able to monitor and
manage high-risk cases. Two important components to risk management are system collaboration and
information sharing. Systems involved with high-risk cases need to communicate with each other and
share the needs of the victim and the prevention concerns of the offender. However, system
collaboration and information sharing can bring about several challenges.
An initial problem may lie in the difficulty of bringing together organizations that have different
mandates. There may be competing interests amongst agencies protecting either children or adult
victims. Not all organizations involved with the family may be part of the committee (e.g., health care)
and, therefore, they may not have knowledge of domestic violence issues.
Secondly, system collaboration and information sharing create challenges around confidentiality.
Confidentiality between an agency and their client may create roadblocks in sharing information and
developing a collaborative plan. A perceived breach of confidentiality can lead to concerns around
liability, breaking trust with a client, and/or increasing the level of risk if the information is used
inappropriately or if certain information is shared with the offender. Additionally, if confidentiality is
breached for the purpose of sharing valuable information, it is difficult to determine exactly what and
how much information needs to be shared or when it needs to be shared. Although most professionals
will share information when faced with imminent risk of harm to a victim, there are many cases that
may represent different shades of gray where there is a genuine dilemma in sharing critical information.

Challenges and Promising Practices in Effective Risk Management
Think tank participants discussed the challenges to effective risk management and promising
practices to overcome these challenges.
Challenge: Confidentiality and Information Sharing
• Professionals recognize the importance of protecting client confidentiality but may be
uncertain of the point where imminent risk may override this principle.
• Failing to share critical information on a timely basis may create mistrust amongst
professionals and agencies
• Some agencies outside of the justice system are unsure what information they are allowed to
share without liability issues. In a similar manner, justice professionals are hesitant to share
information with helping agencies except under extreme circumstances
• Legislation can be vague using terms like “may share” rather than “must or should share”
Promising Practices
• Systems create a privacy impact statement or memorandum of understanding that clearly
outlines what information must be shared, to whom information can be shared, and what
situations warrant information sharing
• With an outlined policy regarding confidentiality and information sharing, professionals will
be able to inform their clients about situations where their confidentiality may be breached in
order to provide protection
• Professionals need to tell a client beforehand about the potential for breaching confidentiality
which will help the client understand the motive for information sharing and breaching
confidentiality which in turn will create further trust in the client-professional relationship
Challenge: Establishing trusting relationships between systems to encourage communication and
solidarity
Promising Practices
• Cross-sectoral training
• Using mock cases in training to prepare for real cases
• Encourage agencies to hold open houses to discuss with others their mandates and limitations
with regards to information sharing and risk management
Challenge: Not knowing what to do after risk has been assessed
• Professionals may not understand what needs to be done once risk has been assessed
• Some professionals may not want to conduct a risk assessment for fear of identifying a highrisk case and not knowing how to proceed for fear of liability issues
Promising Practices
• Training and education need to outline effective case management strategies that are inclusive
of the cultural, spiritual, emotional, and physical well-being of the victim and children
• Systems and agencies need to receive regular training on risk management practices to keep
professionals up-to-date and confident in their management skills
• All systems need to receive training on risk management which includes information on highrisk management teams available in their communities
Challenge: Risk management teams are not inclusive to all agencies and systems that work in
domestic violence prevention
• Risk management teams appear to be mainly comprised of professionals in the justice system
and exclude most community services such as violence against women agencies
Promising Practice
• Ensure that risk management teams have representatives from all sectors that may come into
contact with victims and/or perpetrators of domestic violence (e.g., violence against women
groups; justice; healthcare; mental health; child protection services)

Another essential component to risk management is monitoring and working with perpetrators of
domestic violence. There are many different systems that can be actively involved with a perpetrator of
domestic violence. For instance, if the perpetrator is arrested and charged with assault, the courts are
given an opportunity to create a risk reduction plan that includes different agencies and professionals.
Perpetrators can receive strict probation conditions and will be forced to check in regularly with a
probation officer. Perpetrators can be out on bail under the supervision of an appropriate surety. Courts
can mandate counselling for perpetrators, such as a Partner Assault Response (PAR) program, where
they will be monitored by professional counsellors. If there is concern that the perpetrator is high risk,
the case can be referred to a high-risk management team that will assess the perpetrator’s level of risk
and implement the appropriate strategies to minimize risk and protect the victim.
It is difficult to manage risk with perpetrators who are not in the justice system. Many
perpetrators may be resistant to any kind of assistance or have difficulty finding appropriate supports.
Research on help-seeking behaviors with perpetrators of domestic violence indicates that abusers who
were reaching out for help to doctors, counsellors, family and friends, did not perceive they received
useful interventions. 33 However, some of the men stated that they would be open to a counselor, family
member, friend, or doctor approaching them and offering support to help them manage their abusive
behaviours. We need to ensure that these potential sources of support and information are able to
provide useful interventions.
Some jurisdictions have had more explicit plans put in place to address risk management in
domestic violence cases. For example, the Victorian government in Australia established a jurisdiction
wide committee to help in the development of a multi-agency and integrated response to family
violence. 34 The framework developed supports victims of domestic violence, including vulnerable
women and children with unique experiences. There are six components that make up the framework on
effectively identifying and managing risk: “1) a shared understanding of risk and family violence across
all service providers; 2) a standardized approach to assessing risk; 3) appropriate referral pathways and
information sharing; 4) risk management strategies that include ongoing assessment and case
management; 5) consistent data collection and analysis to ensure the system is able to respond to
changing priorities; and 6) quality assurance strategies and measures that underpin a philosophy of
continuous improvement”.34 This framework has dealt with some of the challenges around risk
assessment by requiring that risk be determined by the victim’s own assessment, evidence-based risk
factors, and the professional’s intuitive judgment. Service providers in the family violence sector,
justice sector and other mainstream service areas (e.g., education, healthcare, mental health) will all use
the risk assessment and risk management framework.
3. The Role of Family Court in Risk Assessment and Risk Management
An actual or pending separation between a victim and perpetrator is a high-risk factor for
lethality. 35 In many cases, a couple who is in the process of separating or divorcing will have some
contact with the family court system. Often couples that have children may depend on family lawyers
and the courts to establish custody and access agreements. This contact gives the family court an
opportunity to assess risk and manage high-risk cases with particular attention to safe parenting plans
when children are involved. Family courts are in an ideal position to help increase the safety of victims
and their children as well as monitor and manage offenders.
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Family courts play a large role in identifying domestic violence with divorce/separation, child
custody and access cases. However, in most courts there is not one specified person in charge of
screening for domestic violence and there is not one standardized framework on how the screening
should be accomplished. Most professionals agree that screening for domestic violence should involve
more than one screening tool. 36 The challenge is determining what screening tools should be used and
who should administer them.
It can be challenging to identify domestic violence in family court cases. There are many
challenges for the courts when dealing with cases where domestic violence has been identified. Many
of these cases vary in intensity and frequency of violence; the co-occurrence of other forms of violence
(e.g., threats, sexual abuse, economic abuse); the extent of prior violence; whether the violence was an
isolated incident or if there is a recognized pattern; the presence of co-morbidity issues such as mental
illness and/or substance abuse; the involvement of children; the strengths and supports within the family;
and prior or current counselling and support efforts involved with the family.32 Each of these factors
should have an influence over how the courts handle these particular cases. Risk assessments are
invaluable to the family courts in that they identify the level of risk presented to the victim and the
courts can provide strict conditions, mandatory counselling, no contact orders for protection, and safe
parenting plans. In 2007, the National Council of Juvenile and Family Court Judges and the Association
of Family and Conciliation Courts held a conference on the conceptual and practical tensions that family
courts encounter when working with families experiencing domestic violence. A consensus was reached
that several critical variables need to be examined to truly understand the level of risk presented and to
determine the appropriate interventions;
“There was consensus among conference participants that each domestic violence situation
must be closely examined to determine the potential for lethality, the risk of future violence,
and the presence of other forms of intimidation. Critical variables identified included: the
frequency, intensity, and recency of the violence; the presence of sexual coercion or abuse;
the existence of nonphysical coercive strategies including verbal abuse, threats, isolation, and
financial control; the presence of an established history of violence, criminal activity,
substance abuse, or mental health issues; the determination of “who is afraid of what”; the
needs, interests and well-being of children; any history of child maltreatment; and the extent
to which the violence is consistent with a recognized pattern with proven implications for
ongoing risk or the utility or impact of particular interventions or determinations. Family
strengths and protective factors should also be taken into account and supported.” 32
Differentiating amongst cases involving domestic violence is important in matching the most
appropriate parenting plan to a particular family situation. It is important to examine patterns of violence
(coercive control; self-defense; violence driven by conflict; violence due to mental illness) and
perpetrator typologies that can inform judges about the level of risk, the motivation behind the abuse,
and the likelihood of reoffending. If there is a misinterpretation of the patterns of violence or perpetrator
typology, it can lead to inappropriate interventions (e.g., mandated anger management as opposed to a
batterer intervention program). There needs to be a common language among family courts that
describes patterns of violence and typologies. Furthermore, more research on the implications of these
factors will help judges to make decisions that prevent future violence.32
Risk and context is extremely important to define and understand when dealing with cases of
domestic violence in the family courts. However, there continues to be several challenges around
putting this into practice. The previously-noted 2007 conference elicited some lingering questions
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around risk assessment and management in the family court system such as: “Which factors and
variables have significance? What meaning should be ascribed to them? How can these factors be
ascertained? Who will be responsible for making those determinations? What if mistakes are made?”.32
Some of these concerns may be addressed with the creation of specialized domestic violence courts.
The United Nations made a recommendation for specialized courts with legislation to guarantee that
cases of intimate partner violence be handled in a timely and efficient way and that officers of the court
receive specialized training. There are now 208 specialized domestic violence courts in the United
States and more than 150 projects internationally. One of the main advantages of a specialized DV court
is that the judges gain an extensive knowledge and expertise on issues related to intimate partner
violence cases, including risk assessment tools. 37
The presence of domestic violence in a family definitely increases the risk for repeat assault
and/or lethality for victims and children, particularly during or post-separation. Statistics Canada has
indicated that violence can increase in severity and lethality post-separation. 38 As seen in the domestic
homicide research, an actual or pending separation increases a victim’s risk for lethality. 39 Between
2002 and 2008, 23 children were killed in Ontario in the context of domestic violence.11 Children killed
in the context of domestic violence are usually a direct target for retaliation against an intimate partner
and are killed for the purpose of inflicting harm on the child’s other parent. 40 In cases of familicide
(killing of multiple family members), the perpetrator may kill the victim and the children. Familicide is
believed to occur because “the perpetrator feels that his domination of the family is threatened - often by
family members’ threats to leave and/or report his abuse to others - and he resorts to homicidal violence
in a misguided effort to maintain his control and prevent a complete rupture of the family unit”.40
Usually a considerable number of these types of cases are followed by the perpetrator committing
suicide. 41,42
The Canadian Incidence Study of Reported Child Abuse and Neglect (2005) found an estimated
49,994 child investigations by Child Welfare Services involved children exposed to domestic violence
as either the primary or secondary form of abuse. 43 This represents one in five child abuse
investigations in Canada. Exposure to domestic violence may result in serious ill-effects to a child’s
mental, physical, emotional, and behavioural well-being. As social learning theory suggests, children
may model the behaviours of their parents. If they see their father dealing with conflict with their
mother by using violence, it is possible that the children will adopt these practices in their own
interpersonal relationships. 44 Furthermore, children exposed to domestic violence are also at greater
risk of being victims of child abuse. 45 The Canadian Incidence Study of Reported Child Abuse and
Neglect found that 2,979 children exposed to domestic violence also experienced emotional
maltreatment, 2,484 children experienced a combination of neglect and exposure to domestic violence,
and 2, 274 children experienced a co-occurrence of exposure to domestic violence and physical abuse.43
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It is very common for there to be multiple and serious allegations of domestic violence, as well
as child maltreatment and substance abuse, in high-conflict custody and access cases. However, the
challenge for the family court is investigating these allegations and identifying domestic violence.
Jaffe, Johnston, Crooks, and Bala, (2008) describe a number of steps the courts should take to
corroborate or negate allegations of domestic violence. 46 One important step is to have a trained
professional examine different sources of evidence that either support or refute the claims. These
sources include: police and medical records, eye-witness reports, and self-reports of incidents; reports
from neutral third parties (e.g., neighbours, teachers); and the psychological state of the alleged
perpetrator and victim. Once domestic violence has been identified in a child custody and access case,
there are many challenges to assessing the level of risk and managing the risk. First, there are no
specific risk assessment tools that assess the particular risk to children. Risk assessment tools are used
to determine the level of risk posed for the victim. However, it could be assumed that if the victim is in
danger, her children are also in danger and parenting arrangements will have to recognize that issue.32
Judges need to be able to decide on effective parenting plans that will keep the children and the victim
safe.
Engaging the Family Court in Recognizing the Dangers to Domestic Violence Victims
Think tank participants discussed how to engage the family court and court-related
professionals in recognizing the potential dangers to domestic violence victims and their children.
• Judges and lawyers should receive training on domestic violence issues
• Training should include: the impact of exposure to domestic violence on children; the
increased level of risk during a separation/divorce; the dangers to children from a high-risk
offender during visitation; and best practices for creating safe parenting practices
• Training on domestic violence should be mandatory for assessors who carry out a child
custody evaluation
• There should be a mandatory core educational requirement on domestic violence, risk
assessment, and risk management for all law schools
• Family courts need to have access to critical information held by the criminal court
• A common database should be created where all information on the family can be
appropriately accessed by decision-makers
• Internet-based applications should contain a short questionnaire for victims and families to
complete so that the family court has all the information regarding potential risk for violence,
custody and access issues, and any involvement with the criminal court, including violations
of no contact orders or other threats arising from criminal violations
• Family courts should have mandatory screening for potential high-risk offenders

4. Challenges to Risk Assessment and Risk Management with Vulnerable and Select Populations
It may be argued that every person who experiences domestic violence or homicide is vulnerable by
virtue of their experiences as a victim. However, there are people who may be considered vulnerable due
to life circumstances which make reaching out for help or developing a safety plan more difficult.
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Vulnerabilities may include the following: mental health issues, and/or addictions, disability, language
and/or cultural barriers (e.g. new immigrant or isolated cultural community), economic dependence, and
living in rural or remote locations. Vulnerability may also relate to lifestyle choices that place victims at
risk (eg sex trade work or escort). Vulnerability is not defined by issues common to many people such as
poverty or any one cultural group (aboriginal).
Women and children of minority cultures that experience domestic violence experience unique
circumstances that can increase their level of risk for further violence and/or lethality. Approximately
12% of women living in the North reported being a victim of domestic violence compared to 7% of
women in rural areas of other provinces. 47 Aboriginal women are also at significant risk for violence.
More than 580 Aboriginal women and girls have disappeared or have been killed across Canada. 48 In
many cases, these women have been driven from their homes and into homelessness or the sex trade due
to domestic violence. Immigrant women are disproportionately affected by domestic violence and
domestic homicide. 49 Vulnerabilities related to language barriers, racism, geographic location, lack of
or no access to services, and distrust of the dominant culture can increase the risk for domestic violence
or domestic homicide. These issues often cause victims to feel more isolated and less likely to reach out
for help. Often women that do seek out support are ostracized by their own family and the community
for publicizing private domestic disputes and seeking help from a culture that is seen as oppressive and
distrustful. Before these women and children can be helped, they need to be identified. However, how
does one identify a victim that does not wish to be seen? Or how does one encourage a victim that is
overwhelmed with these issues and fears to seek help?
Even if a woman from a select population is able to seek out support, there are challenges around
assessing and managing her risk. First, standardized assessment tools do not take culture into account.
The different issues presented by a victim’s culture can drastically increase her level of risk; however
current risk assessment tools that only identify risk factors from the dominant culture may miss these
serious factors and underestimate the level of risk presented. Second, language and cultural barriers
may cause misunderstandings between professionals and victims and not all agencies or organizations
have a trained interpreter available or staff with cultural competency training. Finally, not all safety
plans or management strategies have tools or practices that are culture-specific. For instance, there are
few batterer intervention programs that are aimed at immigrant or Aboriginal perpetrators of domestic
violence. Shelters or safe housing may be inaccessible to victims living in the North. The question is,
where do we get the resources to fund these new initiatives? How do we help victims from select
populations without isolating them from their own culture? The situation is similar with respect to rural
Canadians.
In a 2008 Senate report on rural poverty in Canada, the hidden nature of family violence in rural
Canada was identified as one of two pressing crime-related issues that required federal government
attention and “inadequate access to services” was identified as a key factor contributing to this ongoing
problem (p. 239). To date, though, there is limited research or data that can provide concrete evidence to
document the extent of the problem facing rural Canadians. The Senate committee recommended that
“the federal government fund academic and community-based, action-oriented research into the causes
of, and response to, domestic violence in rural Canada. Applying this research, it was also recommended
that the federal government take a leadership role, through its Family Violence Initiative, and support
regional forums that bring together federal, provincial/territorial and community leaders, non-
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Improving Cultural Competency in Addressing Risk Assessment and Risk Management in Domestic
Violence Cases
Think tank participants discussed several ways to improve cultural competency in risk
assessment and risk management of domestic violence cases.
Training
• Professionals need to be aware of the challenges minority cultures face and how these
challenges can act as barriers to accessing resources and reaching out for support
• Training and education around cultural differences should be mandatory for professionals that
work with victims and/or perpetrators of domestic violence
• Immigration and Border services need to receive mandatory training on recognizing domestic
violence and providing appropriate referrals for families that need support
The Ontario DVDRC made a recommendation in the 2009 annual report aimed at training for
Immigration services:
“Citizenship and Immigration Canada should develop training programs in the dynamics of domestic
violence for all its agents and officers. Such training should emphasize that withdrawal of sponsorship or
denial of immigration applications/claims may result in a volatile situation that could lead to violence. It
should prepare agents and officers who may be adjudicating claims from remote locations to consider
making appropriate local referrals to law enforcement and social service agencies when dealing with
applicants, their families, and/or sponsors where there is a history or reported threats of domestic
violence.” (pg. 26)11
Building Trusting Relationships
• Professionals must attempt to build trust with minority cultures through education, training,
and engaging with different communities
• Professionals need to build relationships with authoritative figures from minority cultures (for
example, the Muslim Family Safety Project created collaboration between mainstream antiviolence agencies and the Muslim community in order to prevent domestic violence
(http://www.lfcc.on.ca/mfsp.html). In this project, anti-violence professionals engaged with
Imams in their work to end violence against women.)
• Building effective communication strategies between mainstream professionals and victims
and/or perpetrators from minority cultures is important for accessing and relaying accurate
information, building trust, and bridging the gap between cultures
• All agencies and systems that work with victims and perpetrators of domestic violence need
to recognize different cultures and languages and provide appropriate resources to allow for
effective communication
• Service providers should have access to interpreters
• Agencies should have forms and documents written in several languages that match their
community needs
• Community-based programs should have an ethnically diverse staff and should receive
continued cultural competency training (e.g., Prince Edward Island is known to use a service
out of California for cultural and language interpretation; the city police of Regina, SK use
cards that have cultural/country flags to identify the language of the victim and/or perpetrator)
• Agencies should use interpreters over the telephone for a faster response with victims in crisis
Risk Assessment Tools
• Assessment tools that reflect vulnerabilities (e.g., poverty, isolation, cultural beliefs,
immigration concerns, languages, lack of resources) need to be created and risk management
strategies need to take these factors into account

5. Domestic Violence in the Workplace
A number of well publicized tragedies that involved domestic violence in the workplace have
highlighted the potential role of employers to prevent domestic homicides. In Ontario, Dr. Marc Daniel,
an anesthesiologist at Hotel Dieu hospital in Windsor killed his ex-partner and nurse, Lori Dupont on
November 12, 2005. The inquest that followed revealed several missed opportunities and system failures
in the workplace when there was an obvious presence of domestic violence between co-workers. This
inquest revealed the importance of the workplace when identifying, monitoring, and managing high-risk
cases 51 The Ontario DVDRC 2007 annual report indicated that in 17% of all cases reviewed, coworkers were aware of the abuse that was occurring in the family.51 This number is likely an
underestimation of the actual number of cases in which co-workers knew about the abuse due to missing
information. Regardless, statistics and high profile cases reveal that the workplace has a major role in
identifying and managing domestic violence.
In response to the Lori Dupont inquest, the Ontario legislature passed amendments to the
Occupational Health and Safety Act (OHSA) that incorporates workplace violence and harassment
(www.makeitourbusiness.com). Bill 168 states that if an employer becomes aware of domestic violence
occurring in the workplace, s/he must take every precaution to protect their employee. The Bill requires
that employers address workplace violence by implementing a workplace violence prevention policy
risk assessment, and information and instruction for employees on the policy and information disclosure.
Under this new legislation, employees are allowed to refuse unsafe work on the grounds of potential for
violence. Furthermore, all employers are required to assign a workplace violence and harassment
coordinator. 52 Although Bill 168 is an important step in ending violence in the workplace, it leaves
many questions and concerns. For instance, if an employee becomes aware of domestic violence in the
workplace, is it that employee’s duty to tell their employer? What if the victim of the abuse does not
wish to disclose? And how much information is one required to disclose?
Bill 168 also states that employers are required to assess risk in the workplace.52 This places
responsibility on workplaces to conduct risk assessments, perhaps through their own training or hiring of
consultants. Bill 168 also gives employees the right to refuse work on the grounds that the job is unsafe
due to domestic violence entering the workplace. This may cause employees to be hesitant about
disclosing abuse in the workplace for fear that they will be denied work. A recommendation from the
Lori Dupont inquest was “to provide support to all workplaces to train all employees about the dynamics
of domestic violence…as well as what to do if faced with a situation where violence enters the
workplace…”. 53 The passing of Bill 168 in December 2009 initiated the NFF campaign to provide
training at workplaces on domestic violence and harassment. Since then, almost 200 businesses across
Ontario have introduced the program into their workplace (http://neighboursfriendsandfamilies.ca). Part
of the NFF workplace initiative is the development of the website “Make it our business”
(www.makeitourbusiness.com ). This website provides information about the warning signs, how to
talk to victims, safety planning, risk assessment, and implementing a workplace policy that includes
domestic violence.
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Engaging Workplaces in Domestic Violence Prevention
Think tank participants discussed how to effectively engage workplaces in domestic
violence/homicide prevention.
• Public education campaigns, such as Neighbours, Friends, and Families (NFF), are an
excellent resource for providing education and training on how to recognize domestic
violence in the workplace; how to effectively intervene to prevent potentially lethal situations;
and how to promote healthy workplace environments
• Awareness campaigns should provide a checklist for employers and employees that will help
them know what to look for when identifying at-risk individuals
• Each workplace should have an expert on domestic violence/risk assessment available to
provide information and refer employers and/or employees to a qualified professional
• Public education should also include guidelines on implementing workplace policies and
protocols that address domestic violence in the workplace
• A workplace policy should outline the steps an employee/employer must take when they
become aware of domestic violence in the workplace
• Workplaces should make victims feel comfortable in disclosing abuse without fear of being
penalized
• To promote communication and understanding across all sectors, the federal government
should create legislation that addresses domestic violence in the workplace and provide a
common workplace policy that outlines specifically what must be done to ensure employee
safety
• Awareness and education campaigns should emphasize the potential of collateral damage for
employers making the loss of productivity due to exposure to domestic violence an argument
for implementing an effective policy
• Experts in domestic violence should engage with the Employee Assistance Plan (EAP)
counsellors and workplace unions to further educate and engage with employers and
employees

Summary & Recommendation
There are several emerging issues around domestic homicide and domestic violence prevention
in Canada. Forming effective domestic violence death review committees, conducting risk assessments,
managing risk, engaging the family court, including and working with vulnerable populations, and the
role of the workplace in domestic homicide prevention all have been highlighted as critical issues to
address. These issues present many challenges across Canada but various provinces and helping systems
have implemented promising practices that should be shared on a broader basis. Through this think
tank, experts were able to come together to share concerns and discuss promising practices in domestic
homicide prevention. The question now is what are the next steps to developing a national plan for

domestic homicide prevention? The think-tank recommended implementing the following plan to reduce
deaths from domestic violence on a national basis:

1. Enhance Partnerships amongst existing and developing Domestic Violence Death Review
Committees. There are currently four DVDRCs (Ontario, NB, BC, and Manitoba) in Canada
with other provinces and territories that would like to explore the possibilities of similar
developments. Formal partnerships amongst these committees could provide a source of support
and consultation on emerging and promising practices. Furthermore, the partnership may help
smaller jurisdictions where there are more limited specialized resources and fewer homicides.

2. Create a Canadian Domestic Homicide Prevention Initiative. This initiative would provide a
national website similar to the National Domestic Violence Fatality Review Initiative
(www.ndvfri.org) established in the United States. The NDVFRI website contains: over 50
annual reports from domestic violence fatality review teams across the U.S.; annual reports from
international fatality review teams; tools and protocols used when establishing a fatality review
team; links to other websites associated with domestic violence and homicide prevention; and
newsletters that discuss upcoming conferences and initiatives around the world associated with
domestic violence fatality review and prevention. A good step in developing a national plan for
Canada is to create a website similar to the NDVFRI that includes information on domestic
violence death review and prevention initiatives from all provinces and territories, research
updates on domestic homicides, and resources for information related to domestic homicides.
This website would provide guides and templates for creating a domestic violence fatality review
team so that communities planning to implement a team would not have to re-invent the wheel.
This initiative could be guided by a national advisory group.

3. Develop a National Domestic Homicide Database. This database would include all domestic
homicide cases across Canada with the purpose of tracking risk factors and common trends over
time and identifying unique factors associated with particular populations. The information from
this database can be shared with researchers and professionals in the area of domestic homicide
prevention to help create education campaigns and effective prevention initiatives.

4. Develop a national strategy for consistent risk assessment and management strategies by
different agencies and disciplines. An essential process to prevent domestic homicides is
utilizing risk assessment tools that facilitate communication and collaboration. Ongoing training
opportunities are essential for creating an effective risk assessment process. Some professionals
that are in the position to conduct a risk assessment may not know what tool to use, what the
results of the tool are saying, or may be confused about what to do after a risk assessment has
been completed. Training will help practitioners and professionals recognize the importance of
conducting an assessment and it will build confidence in using a risk assessment tool. Training
should be considered mandatory for professionals that come into contact with victims and/or
perpetrators of domestic violence and should be repeated annually so that professionals will be
informed about the guiding principles of risk assessment and will be kept up-to-date on new

tools or effective strategies with assessing risk. It is important to provide a mentoring program
for risk assessment and implement some form of quality assurance in different agencies or
sectors to double check that risk assessments are done correctly. Effective risk assessment
cannot be separated from risk management. Training and education should outline effective case
management strategies that are inclusive of the cultural, spiritual, emotional, and physical wellbeing of the victim and children. Similar to training on risk assessment, systems and agencies
need to receive constant training on risk management practices to keep professionals up-to-date
and confident in their management skills. All systems involved with victims and perpetrators of
domestic violence need to receive training on risk management and they need to be informed
about the high-risk management teams available in their community or develop these teams.

5. Engage the family court and court-related professionals in recognizing the potential
dangers to domestic violence victims and their children. Professionals working with the
family court system need to recognize the differential responses that are required for domestic
violence cases. In the same way that the criminal courts have developed a more specialized
framework of intervention with police, crowns and specialized court, the family court needs to
examine the service system to address and manage these cases. Issues need to be addressed such
as the increase level of risk during a separation/divorce; the dangers to children from a high-risk
offender during visitation; and best practices for creating safe parenting practices. There needs
to be enhanced communication between family courts and criminal courts. Family courts should
have mandatory screening for family law matters that include screening potential high-risk
offenders.

6. Promote research that recognizes that Aboriginal communities have unique needs when
addressing domestic violence. Numerous studies and reports in Canada have documented the
higher incidence of intimate partner violence among Aboriginal peoples. 54,55,56,57 Statistics
Canada and Amnesty International report that young Aboriginal women are five times more
likely to be murdered than non-Aboriginal women. In many cases, the nature of the homicide is
difficult to determine, (i.e. domestic or non-domestic) because a high proportion of missing and
murdered Aboriginal women’s cases are never solved. While some Canadian organizations have
focused on researching cases of missing and murdered Aboriginal women (Native Women’s
Association of Canada: Stolen Sisters/Sisters in Spirit Project) no research projects focus
specifically on domestic homicides of Aboriginal women.

7. Identify other communities/populations with diverse needs and vulnerabilities. Although
Statistics Canada reported that there is an average of 76 victims of spousal homicide a year in
Canada, we do not know how many of these spousal homicides involved immigrant and refugee
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victims.55 Some researchers suggest that “immigrant and refugee families are at greater risk for
domestic violence due to their migration history and differences in cultural values and norms”. 58
This does not mean that immigrants and refugees perpetrate more violence but that they face
unique challenges living in a new community. As well, they may be unable to access support
resources due to language and cultural barriers. By knowing the risk posed to immigrants and
refugees in terms of experiencing domestic violence and the risk for lethality, we will better
understand how to prevent future homicides and how to keep these vulnerable populations safe.
Certain life stressors or factors may be associated with having immigrant or refugee status that
can exacerbate the risk for domestic violence or homicide in these families. Other important
communities that may be identified as vulnerable are people living in the North and in rural parts
of Canada. Northern communities are extremely isolated and have a lack of available services.
Victims of violence in the North are not always able to escape to shelters or receive supports.
Many communities have extremely small policing services and family courts may be several
communities away. Therefore, we need to identify the specific needs of these communities and
create programs and initiatives that will effectively provide supports to prevent domestic
homicide and domestic violence in general.

8. Promote cultural competency when conducting risk assessments and providing risk
management in domestic violence cases. There is little doubt about the importance of training
and education, building trusting relationships with cultural groups, creating effective
communication strategies and implementing new tools that are inclusive of many different
cultures to improve on cultural competency. Professionals need to be aware of the challenges
minority cultures face and how these challenges can act as barriers to accessing resources and
reaching out for support. Training and education around cultural differences should be
mandatory for professionals that work with victims and/or perpetrators of domestic violence.
Many times immigrant families are very isolated and have difficulty accessing services. Victims
may be fearful that their children will be taken away if they disclose abuse, victims may fear
deportation, and both victims and perpetrators may feel that a professional from the dominant
culture will not understand their own cultural customs and beliefs. Therefore, it is important that
professionals attempt to build trust with minority cultures through education, training, and
engaging with different communities. Building effective communication strategies between
mainstream professionals and victims and/or perpetrators from minority cultures is important for
accessing and relaying accurate information, building trust, and bridging the gap between
cultures. Risk assessment tools that are currently being used do not necessarily take into account
the vulnerabilities of victims (and perpetrators) from minority cultures. Factors such as poverty,
isolation, cultural beliefs, languages, immigration concerns, and lack of resources can influence
an individual’s level of risk. Therefore, assessment tools that reflect these vulnerabilities need to
be created and risk management strategies need to take all these factors into account.

9. Addressing domestic violence in the workplace needs to be a priority. All employers should
be encouraged to develop policies on measures they can take in their workplace to prevent and
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provide an effective response to workplace domestic violence. Training should be promoted for
all employees on how to recognize warning signs of domestic violence, how to respond
appropriately when they recognize warning signs or witness incidents. Managers and supervisors
should receive additional training so that they can appropriately assist victims or co-workers of
victims who report concerns. Government ministries responsible for labour and workplace
safety should work with domestic violence experts to establish a non-profit initiative to engage
employers in the work of preventing and responding to domestic violence. The new non-profit
initiative should provide workplace specific information, resources and advice for employers.
Examples for such promising practices exist elsewhere – The US has two non-profit initiatives to
involve corporate partners in efforts to protect employees from domestic violence; The Corporate
Alliance to End Partner Violence – see http://www.caepv.org/ and Workplaces Respond to
Domestic and Sexual Violence: A National Resource Center – see
http://www.workplacesrespond.org/ . The latter was launched by President Barack Obama and
Vice President Joe Biden in November 2010.

The Next Steps to Developing a National Plan for Domestic Homicide Prevention
Think tank participants discussed the next steps to developing a national plan for preventing
domestic homicides.
• Creating a national website similar to the National Domestic Violence Fatality Review
Initiative (www.ndvfri.org) established in the United States. The website would contain
annual reports from death review committees; tools and protocols used when establishing a
death review team; links to other websites associated with domestic violence and homicide
prevention; and newsletters that discuss upcoming conferences and initiatives for domestic
homicide prevention
• Creating a password protected section on the website where more sensitive information can be
posted and shared with professionals in the field across Canada
• Developing a national domestic homicide database that contains risk factors and descriptive
data from all domestic homicide cases across the country to be able to identify trends,
common risk markers, and unique factors associated with particular populations
• Creating both provincial and national legislation that provides guidelines for information
sharing to avoid liability issues and to assure professionals of what information can and
should be shared
• Effective training needs to be provided to all professionals that work with victims and/or
perpetrators or who are involved with death reviews (e.g., coroners).
• The death review process should be designed to become a proactive approach by including
examples and best practices for prevention initiatives stemming from recommendations
• More frontline professionals need to be engaged in this discussion who may not see domestic
violence as their primary area of responsibility (e.g. teachers and family physicians).
• Seek support for national conferences, forums, and think tanks as a way of bringing everyone
together to discuss systemic gaps, progress, and research
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