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Introduction: Why Fatality Review?
Every preventable death represents a failure of systems that were designed to protect. Domestic violence fatality review is a deliberate, structured process for examining deaths caused by domestic violence, understanding the systemic interventions that did or did not occur before the death, and developing recommendations to prevent future tragedies.
Fatality review is not about assigning blame. Teams operate under a philosophy often described as “no blame, no shame.” The goal is systemic learning: understanding what happened, what could have been done differently, and what changes to policy, practice, or resources might save lives in the future.
The benefits of fatality review extend well beyond the formal products of the process. Teams consistently report that the experience itself produces better educated and trained professionals, greater cross-agency understanding, improved interagency communication, and stronger collaborative relationships that carry over into daily work. Formal products include annual reports with findings and recommendations, aggregate data that supports policy change and resource allocation, legislative reform proposals, and public awareness initiatives.
With approximately 200 domestic violence fatality review teams now operating across the country, Wisconsin communities joining this effort have a deep well of national experience to draw from, along with the strong foundation provided by our new state law.

Wisconsin’s Legal Framework: 2025 Act 148
On April 2, 2026, Governor Tony Evers signed Assembly Bill 192 into law as 2025 Wisconsin Act 148, creating Wisconsin Statutes Section 250.22. This law establishes the first statutory framework for multidisciplinary fatality review teams in Wisconsin. While various types of fatality review teams have operated in the state on a voluntary basis for years, Act 148 provides the legal authority, record access, confidentiality protections, and liability immunities that teams need to do this work effectively.
Importantly, the law is designed to empower communities to organize and operate fatality review teams on their own initiative. It does not create a state-level oversight structure or impose mandates on any entity. Instead, it provides a permissive framework: the legal scaffolding and protections that make fatality review possible, while leaving decisions about whether and how to form a team entirely in local hands.
Key Definitions (Sec. 250.22(1))
The law defines a fatality review team as a multidisciplinary and multiagency team examining one or more types of reviewable death among children or adults and developing recommendations to prevent future deaths of similar circumstances.
A local fatality review team examines reviewable deaths from specific municipalities or counties. A local team may be formed by a collaboration of two or more municipalities, counties, local health departments, or tribal health departments.
A municipality is defined as a city, village, or town.
What Deaths Can Be Reviewed (Sec. 250.22(1)(d))
Act 148 defines “reviewable deaths” to include:
1. Suicide
1. Homicide or death involving domestic violence, intimate partner violence, or homicide related to community violence
1. Motor vehicle incident
1. Overdose death
1. Child abuse or neglect
1. Stillbirth
1. Fetal death or infant death
1. Maternal death occurring during or within a year of a pregnancy
1. Any unexpected or unintentional death of a child
The law specifies that “reviewable death” does not include a death subject to review under Wis. Stat. 175.47 (officer-involved deaths).
	Note for Domestic Violence Teams
While Act 148 covers many types of fatality review, this toolkit focuses specifically on establishing teams to review deaths involving domestic violence and intimate partner violence. Communities may choose to focus their team on one or more types of reviewable deaths. Your team’s scope should be defined clearly in your protocols.



Purpose and Duties of Teams (Sec. 250.22(2)(a)–(b))
The law defines the purpose of fatality review teams as gathering information about reviewable deaths to examine risk factors and circumstances, and to understand how deaths could have been prevented through:
1. Identifying recommendations for cross-sector, system-level policy and practice changes to address risk factors and prevent future reviewable deaths
1. Promoting cooperation and coordination among agencies involved in understanding the causes of reviewable deaths or in providing services to surviving family members
If established, each team must:
1. Establish and implement a protocol for the team
1. Collect and maintain data appropriate to the type of review undertaken
1. Create strategies and make and track the implementation of prevention recommendations
1. Evaluate the team’s review process, interagency collaboration, and development and implementation of recommendations
A team may review a death that occurred in its service area or that relates to a resident of its service area even if the death occurred elsewhere in the state.
Teams are required to enter data regarding each reviewable death into a secure database.
Record Access (Sec. 250.22(2)(c))
One of the most significant provisions of Act 148 is the authority it grants teams to access records essential for thorough case review. The law specifies that a fatality review team may be provided with information from records held by any of the following, if the records pertain to a person or incident within the scope of the review:
1. The Department of Health Services or a local health department
1. The Department of Children and Families
1. A law enforcement agency
1. A medical examiner or coroner
1. A treatment provider for substance use or mental health
1. A hospital or health care provider
1. Emergency medical services, including a fire department
1. A Women, Infants, and Children (WIC) program
1. The Department of Corrections
1. A district attorney’s office
1. A circuit or municipal court
1. A social or human services agency
1. Service providers or advocates that provide support in response to violence, including domestic abuse
1. Child protective services or a child welfare agency
1. A school or university
1. Prescription drug monitoring program records (for overdose, suicide, or maternal mortality review teams only)
1. Any other agency or organization identified as necessary for the review by the team
In addition, the Act amends several existing statutes to specifically authorize disclosure to fatality review teams of patient health care records (Sec. 146.82), mental health treatment records (Sec. 51.30), child welfare and juvenile court records (Secs. 48.396, 48.78, 48.981, 938.396, 938.78), and prescription drug monitoring records (Sec. 961.385).
Confidentiality Protections (Sec. 250.22(3))
The confidentiality provisions of Act 148 are among its most important features. They protect the integrity of the review process and encourage candid participation:
1. Records are confidential: Information and records provided to or created by a fatality review team are confidential and not subject to inspection or copying under Wisconsin’s public records law (Wis. Stat. 19.35).
1. Signed agreements required: Before participating in any review, every team member and invited guest must sign a confidentiality agreement and review the team’s purpose and goals.
1. No testimony: Team members, meeting attendees, and persons providing records may not testify in any civil or criminal action about information specifically obtained through the team’s meeting, or about any conclusion of the team regarding a reviewable death. This does not prohibit testimony about information obtained independently or that is public information.
1. No subpoena or discovery: Information and records provided or obtained in the course of a fatality review are not subject to discovery or subpoena in a civil or criminal action or administrative proceeding, and are not admissible as evidence. However, information obtained independently of the review is not immune from discovery merely because it was also presented to a team.
1. Limited sharing: Team members may share information with other members of their team or with another team reviewing the same individual’s death, but may not distribute additional printed copies of records.
1. Independent information preserved: A person who attends a team meeting is not prohibited from disclosing information obtained independently of the review, if that disclosure is otherwise permitted under state or federal law.
What Can Be Disclosed Publicly (Sec. 250.22(3)(e))
A team may disclose information if the disclosure serves the team’s purpose and meets all of the following criteria:
1. The information does not identify individuals by name, identifying number, or other information that could reasonably be used to identify an individual or entity
1. The information does not contain addresses other than zip codes
1. The information does not contain dates of birth, death, or incident other than the year
1. The information does not contain conclusory information attributing fault (not including findings or judgments by law enforcement, courts, or child welfare agencies)
Statistical or aggregate data compilations and team reports may be disclosed or treated as public information, provided they do not contain information that would allow an individual to be identified.
Liability Immunity (Sec. 250.22(3)(g))
Any person participating in a fatality review team meeting is immune from civil or criminal liability for any good faith act or omission in connection with providing information, recommendations, or conclusions. This immunity applies both to persons conducting the review and to persons providing information or records. Participants are presumed to be acting in good faith.
Meetings (Sec. 250.22(4))
Fatality review team meetings are closed to the public and exempt from Wisconsin’s open meetings law (Subchapter V of Chapter 19). Teams may hold public meetings to share summary findings and recommendations, but during any public meeting no person may disclose information about agency involvement with a deceased individual, a family member or caretaker of a deceased individual, or an individual convicted of a crime or adjudicated delinquent for a death or near fatality.
Teams may invite persons with relevant information to attend a meeting, provided those persons sign a confidentiality agreement.
Effective Date
Act 148 takes effect on the first day of the 13th month after publication. The law was published on April 3, 2026, making the effective date May 1, 2027. Communities are encouraged to begin planning now so teams are ready to operate under the law’s authority when it takes effect.


Steps to Forming a Fatality Review Team
The following steps are adapted from the National Domestic Violence Fatality Review Initiative’s (NDVFRI) guidance, customized for Wisconsin’s statutory framework under Act 148. Because the law empowers communities to organize teams on their own initiative without a state-level coordinating body, these decisions rest with local leaders. Teams will find that their procedures and protocols naturally evolve over time.
1. Review the statute. Read 2025 Wisconsin Act 148 (Wis. Stat. 250.22) thoroughly. Understand the legal authority, protections, and requirements. Share the statute with prospective team members and agency partners.
1. Identify a lead agency or convener. Decide which entity will take the lead. This could be a domestic violence program, public health department, district attorney’s office, or another agency. The lead agency typically handles scheduling, correspondence, document storage, and report generation.
1. Identify and recruit stakeholders. Reach out to potential team members from the disciplines and agencies listed in Section 4. Cast a wide net. Teams benefit from diverse perspectives and should be inclusive.
1. Develop a confidentiality agreement. Act 148 requires every team member and invited guest to sign a confidentiality agreement before participating in any review. The law does not prescribe who develops this agreement, so teams will need to create one consistent with the statute’s provisions. The NDVFRI maintains sample confidentiality agreements from teams across the country that can serve as models. The Governor’s Council DV Fatality Review Initiative may also be able to provide guidance.
1. Define the team’s scope and goals. What types of deaths will the team review? Will the team focus on DV homicides, or include near-fatalities, perpetrator suicides, or other related deaths? How many cases annually? In-depth single-case analyses or aggregate reviews? Document these decisions in writing as part of your team protocols.
1. Develop team protocols. Create written protocols addressing: meeting frequency and length; case identification and selection; information gathering, storage, and destruction; meeting conduct; recommendation development and dissemination; and compliance with Act 148 requirements.
1. Identify or create a secure database. Act 148 requires teams to enter data regarding each reviewable death into a secure database. Teams will need to identify or establish a database system that meets this requirement and protects confidentiality.
1. Establish a meeting schedule. Set a regular schedule allowing maximum participation. Teams across the country meet monthly, bimonthly, quarterly, or at other intervals.
1. Select and prepare the first case(s). Choose a case that fits the team’s scope. Before the full meeting, designated members gather documents from their agency’s involvement. The team synthesizes this information during the review.
1. Conduct the review. Examine the timeline of events, risk factors and red flags, agency involvement, coordination among entities, and whether anything could have been done differently.
1. Document findings and recommendations. Summarize the review. Enter data into the secure database. Track implementation of recommendations.
1. Determine dissemination. Decide how findings will be shared, consistent with Act 148’s disclosure provisions. Remember the specific restrictions on what may and may not be disclosed publicly.
1. Evaluate and refine. Regularly assess the team’s process, collaboration, and implementation of recommendations. This is a statutory duty under Act 148.
	Practice Reviews
Many teams find it helpful to begin with a practice review using a hypothetical scenario before reviewing an actual case. The NDVFRI provides training tools and hypothetical scenarios for this purpose. Contact the NDVFRI at ndvfri.org/request-technical-assistance to request these materials.




Who Should Be at the Table
Effective fatality review depends on bringing together professionals from across the community. Act 148 (Sec. 250.22(2)(d)) provides a list of suggested team member types, and the NDVFRI recommends that teams be inclusive. The following table reflects the categories identified in the statute, supplemented by national best practices:
	Listed in Act 148
	Listed in Act 148

	Public health
	Tribal health centers

	Medical examiners and coroners
	Funeral directors

	Law enforcement
	District attorney (or designee)

	Medical professionals (physicians, PAs, nurses)
	Emergency medical responders / EMS practitioners

	Behavioral health professionals
	DV/violence service providers and advocates

	Individuals with relevant personal experience
	Education professionals / school counselors

	Child protective services / child welfare
	Any other person requested by the team



The NDVFRI and national experience also suggest considering: judiciary/court personnel, probation and parole, batterer intervention programs, housing authorities, faith community representatives, legal aid, business community/employers, substance use treatment providers, and researchers or evaluators.
Act 148 expressly permits teams to invite additional participants on a case-by-case basis when their information is relevant. Any person attending must sign a confidentiality agreement.
	Wisconsin’s Tribal Communities
Act 148 specifically includes tribal health departments among the entities that may form or collaborate on a fatality review team, and lists tribal health centers as potential team members. Given the disproportionate impact of domestic violence in some tribal communities, teams should actively include tribal representatives and conduct reviews involving tribal members with cultural sensitivity and respect for tribal sovereignty.




Confidentiality: The Foundation of Effective Review
Confidentiality is not simply a legal requirement. It is the foundation that makes honest, productive fatality review possible. Without strong protections, team members may hesitate to share candid assessments, records custodians may be reluctant to provide sensitive information, and the entire process can be undermined by fear of legal liability or public exposure.
What Act 148 Requires
1. Signed agreements: Every participant must sign a confidentiality agreement and review the team’s purpose and goals before participating in any review or meeting.
1. No public records access: Team records are exempt from Wisconsin’s public records law.
1. No testimony: Participants cannot testify about information obtained through the review or about team conclusions.
1. No subpoena or discovery: Team records cannot be subpoenaed or used as evidence.
1. No distribution of copies: Members may not distribute additional printed copies of records shared during meetings.
Developing Your Confidentiality Agreement
Because Act 148 does not assign any state agency to develop a standard confidentiality agreement, each team will need to create its own. The agreement should address the statutory requirements and clearly explain members’ obligations. Sample agreements from teams in other states are available through the NDVFRI and can serve as useful starting points. The Governor’s Council DV Fatality Review Initiative is also working to develop model language that Wisconsin teams can adapt.
Best Practices
1. Sign confidentiality agreements at the start of each review as a regular reminder.
1. Establish clear document handling protocols: storage, access, and destruction.
1. Discuss confidentiality expectations openly at every meeting.
1. Develop a media response plan that protects case information while allowing communication about the team’s work.
1. Consider designating a single spokesperson.
Sample Agreements
The NDVFRI maintains sample confidentiality agreements from teams across the country at: ndvfri.org/resources/documents


Selecting and Reviewing Cases
What Cases to Review
One of the first decisions a team must make is its case scope. For DV fatality review teams, options include:
1. Intimate partner homicides: The most common focus nationally.
1. Murder-suicides: Cases where the perpetrator takes their own life after killing the victim.
1. Perpetrator suicides: Where the person who used violence dies by suicide.
1. Victim suicides: Research suggests a significant number of women who die by suicide do so in connection with DV victimization.
1. Family homicides: Deaths of children, parents, or other family members connected to domestic violence.
1. Near-fatalities: Cases where the victim survived a life-threatening assault. These can yield especially valuable prevention insights.
Teams should also decide whether to review closed cases only, open cases, or both. Act 148 does not restrict review of open cases, but teams should carefully consider the implications of reviewing cases with pending proceedings.
The “No Blame, No Shame” Philosophy
While the perpetrator bears ultimate responsibility, the review process focuses on systemic responses rather than individual fault. A blaming approach discourages candid participation and may lead to covering up information. The “no blame, no shame” philosophy does not remove the need for agency accountability; rather, it creates an environment where honest assessment leads to meaningful change.
Conducting a Review
Most reviews address these core questions:
1. What was the timeline of events leading up to the death?
1. What were the possible risk factors and red flags?
1. Which agencies and community entities were involved with either party?
1. What was the degree of coordination and communication among those agencies?
1. What services were offered or provided? What was not available?
1. Were there missed opportunities for intervention?
1. What could have been done differently to improve the systemic response?
1. What recommendations can the team make to prevent similar deaths?
Data Collection and the Secure Database Requirement
Act 148 requires teams to enter data regarding each reviewable death into a secure database. The law does not specify what database to use, so teams will need to identify or develop a system. The NDVFRI maintains a library of data collection tools of varying complexity that can help teams organize case information. These are available at:
ndvfri.org/resources/documents
Documents Teams May Review
Depending on the case, a team may review records from any of the sources listed in Section 250.22(2)(c), including law enforcement reports, protective order records, civil court records, criminal history, child protective services records, medical examiner/autopsy reports, medical and hospital records, mental health and substance use treatment records, DV shelter and advocacy records, school records, probation and parole records, firearms records, and media coverage.


Taking Care of Reviewers
Reviewing the lives and deaths of other human beings is emotionally demanding work. Teams should acknowledge and plan for this from the beginning:
1. Openly discuss the emotional impact of reviews at the outset and periodically.
1. Allow members to opt out of particularly disturbing portions of a review without judgment.
1. Build in decompression time at the end of meetings.
1. Encourage team members to access employee assistance programs, peer support, or professional support.
1. Rotate leadership to avoid burnout and bring fresh perspectives.
1. Recognize that cumulative exposure to traumatic material is a real occupational hazard.


Products and Dissemination
Fatality review teams produce both informal and formal products. Informal benefits include stronger cross-agency relationships, better trained professionals, and improved daily coordination. Formal products give the work its public impact:
1. Annual or periodic reports: Aggregate findings, patterns, and recommendations for systemic change.
1. Aggregate data: Statistics supporting policy advocacy, resource allocation, and public awareness.
1. Policy and legislative recommendations: Specific proposals grounded in case review evidence.
1. Public awareness initiatives: Press events, community presentations, and educational materials.
Dissemination Under Act 148
The law sets specific guardrails for public disclosure. Statistical or aggregate data and team reports may be treated as public information, but only if they do not allow identification of individuals. During public meetings, no person may disclose information about agency involvement with a deceased individual, their family members, or an individual convicted of or adjudicated for a related crime. Teams should develop a dissemination protocol that accounts for these requirements.


Working with Families and the Media
Family Members
Working with surviving family members requires considerable sensitivity. Act 148 lists “individuals with relevant personal experience” as potential team members, which may include family members in some circumstances. Teams should determine their approach before the first review. If family members are willing to provide information, clearly explain the confidentiality framework. Consider designating a trained counselor or team member with a prior relationship to serve as a point of contact.
Media
The media can promote the team’s recommendations and drive policy change, but involvement requires careful management:
1. How and when the team will communicate with media
1. Who is authorized to speak on behalf of the team
1. How to share recommendations without compromising confidentiality or violating Act 148’s disclosure restrictions
1. How to respond to coverage that perpetuates myths about domestic violence
Teams do not invite media into case review meetings. Media may be invited to public presentations of summary findings and recommendations, subject to the disclosure limitations in the statute.


Funding and Sustainability
Many teams operate primarily on volunteer effort. Act 148 was intentionally designed to avoid creating an unfunded mandate: the law provides the legal framework and protections but does not require any entity to establish a team or dedicate funding. Teams seeking dedicated resources may consider:
1. Federal grants through the Office on Violence Against Women (STOP grants, Grants to Encourage Arrest)
1. State grant programs through DCF or DHS
1. Local government budget allocations
1. Foundation grants
1. In-kind support from member agencies (meeting space, administrative staff)
1. Partnerships with local business leaders


Resources and Technical Assistance
National Resources
National Domestic Violence Fatality Review Initiative (NDVFRI)
Website: ndvfri.org
1. Getting Started: ndvfri.org/resources/getting-started
1. Sample documents (statutes, confidentiality agreements, data collection tools): ndvfri.org/resources/documents
1. Reports from teams across the country: ndvfri.org/resources/reports
1. Webinars: ndvfri.org/resources/webinars
1. Request technical assistance: ndvfri.org/request-technical-assistance

Battered Women’s Justice Project (BWJP)
Website: bwjp.org
Wisconsin Resources
Governor’s Council on Domestic Abuse, DV Fatality Review Initiative
Contact for information about Wisconsin’s fatality review work, training, and technical assistance. The Initiative can provide guidance on developing confidentiality agreements, team protocols, and other startup resources.

End Abuse Wisconsin
Wisconsin’s statewide DV coalition providing training, technical assistance, and policy advocacy.
The Law
2025 Wisconsin Act 148 (creating Wis. Stat. 250.22): docs.legis.wisconsin.gov/2025/related/acts/148



This toolkit was prepared by the Wisconsin Governor’s Council on Domestic Abuse, Domestic Violence Fatality Review Initiative, funded by the Wisconsin Department of Administration, Division of Energy, Housing and Community Resources, Office of Violence Prevention (ovp@wisconsin.gov), through a grant to Rainbow House Domestic Abuse Services, Inc. Content is adapted in part from resources developed by the National Domestic Violence Fatality Review Initiative (ndvfri.org), used with appreciation. This document is intended as a starting point and does not constitute legal advice. Teams should consult with legal counsel regarding compliance with Act 148 and other applicable laws.
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