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w\q Recommendations:MEDICAL/RADIOGRAPHIC
| EVALUATION OF ACUTE ADOLESCENT/
ADULT, NON-FATAL STRANGULATION

TRAINING INSTITUTE
[<]

STRANGGLATlON Prepared by Dr. Bill Smock, Police Surgeon, Louisville Metro Police Department and Sally Sturgeon, DNP, SANE-A
PREVENTION with the support of the Medical Advisory Committee for the Training Institute on Strangulation Prevention

1. Evaluate carotid and vertebral arteries for injuries
GOALS: 2. Evaluate bony/cartilaginous and soft tissue neck structures
3. Evaluate brain for anoxic injury

Strangulation patient presents to the Emergency Department

History of and/or physical exam History of and/or physical exam
with ANY of the following: with:
« LOC (anoxic brain injury) * No LPC (anoxic brain injury) o
« Visual changes: “spots”, “flashing light”, “tunnel vision” ° E“o visual _Chf‘"9953 “spots”, *flashing light’,
* Facial intraoral or conjunctival petechial hemorrhage tunnel vision
« Ligature mark or contusions on neck * No petechial hemorrhage
« Soft tissue neck injury/swelling of the neck * No soft tissue trauma to the neck )
* Incontinence (bladder and/or bowel from ° :0 dyspnlea,.dylsp.honla or ody:nophaz_gla
anoxic injury) * No neurological signs or symptoms (..
+ Neurological signs or symptoms (i.e. LOC, seizures, LOC, seizures, mental status changes,
mental status changes, amnesia, visual changes, cortical amnesia, visual changes, cortical blindness,
blindness, movement disorder, stroke-like symtoms.) movement disorder, stroke-like symtoms)
« Dysphonia/Aphonia (hematoma, laryngeal fracture, \__And reliable home monitoring J
soft tissue swelling)
* Dyspnea (soft tissue swelling, hematoma,
phrenic nerve injury) - . N\
« Subcutaneous emphysema (tracheal/ Discharge home with
\_laryngeal rupture) y S;f;r']eg";%r;_cnons to
‘ neurological signs/
symptoms, dyspnea,
dysphonia or odynophagia
Radiographic Study Required to R/O - N \ develops or worsens )
Life-Threatening Injuries* Continued ED/Hospital
Observation
* CT Angio of carotid/vertebral arteries (gold standard () (based on severity of
for evaluation of vessels and bony/cartilaginous — symptoms and reliable
structures, less sensitive for soft tissue trauma) C]ome monitoring) y
* CT neck with contrast (less sensitive than CT Angio
for vessels, good for bony/cartilaginous structures) (. Consult )
* MRA of neck (less sensitive than CT Angio for vessels, Neurology
best for soft tissue trauma) Neurosurgery/
* MRI of neck (less sensitive than CT Angio for vessels | (+) Trauma Surgery
and bony/cartilaginous structures, best study for soft > for admission .
tissue trauma) . Consider ENT References on page 2
* MRI/MRA of brain (most sensitive for anoxic brain consult for
injury, stroke symptoms and intercerebral laryngeal trauma Version 1.3, 2/16
9 petechial hemorrhage) ) \_ With dysphonia, WSS
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PREFACE

In 1992, The International Association of Forensic Nurses (IAFN) was created by a group of nurses that
recognized violence as a healthcare problem. Over the past two and a half decades much progress has been
made as it relates to the care of our specialized patient population. Through this progress, knowledge has
been gained and practice guidelines continue to evolve with the goal of continuous provision of safe and
effective patient care.

In early 2015, the IAFN, the Board of Directors and a group of members recognized strangulation as a
healthcare concern that needed practice guidance throughout the organization, and as a result, the
Strangulation Task Force was created and was proven to be a group of hard working, dedicated individuals
that are truly experts on strangulation. This group was tasked with establishing standards for the
organization and developed what would be utilized as a toolkit for best practice provision.

The Strangulation Toolkit provides the forensic nurse with detailed guidance on assessment techniques,
documentation, and evidence collection for this patient population. This toolkit also provides documents such
as discharge instructions and sample policies that can be adjusted to best suit your institution and your
forensic practice.

As a toolkit, it should be mentioned that the IAFN does not endorse any changes to these documents.
Limitations of this toolkit include the lack of research available to guide our practice, making the need for
additional research related to the management of the patient that has been strangled a high priority. Also, it
should be mentioned that each clinician must refer to their own individual state practice acts when
considering the implementation of any parts of this toolkit.

The Strangulation Toolkit is the first of its kind to be endorsed by the IAFN and will be a useful guide to
improving and standardizing the care of patients that have been strangled. As a group, we will continue to
strive to move our profession forward and improve practice internationally and this toolkit proves to keep us
on this path.
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PURPOSE

The Non-Fatal Strangulation Documentation Toolkit was developed by consensus to assist clinicians in
multiple settings and various disciplines with the evaluation of non-fatal strangulation.
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STRANGULATION ASSESSMENT, DOCUMENTATION,
AND EVIDENCE COLLECTION GUIDELINES

Equipment Needed
e (Camera
e Measuring tape
e Evidence collection kit (swabs, sterile saline or water, envelopes, paper bags,
evidence tape, etc.)

e ABFO No. 2 ruler
e Speculum
e Mannequin or Styrofoam head (optional)
o Gloves
Definition

Strangulation is a form of asphyxia produced by a constant application of pressure to the neck. The three
forms of strangulation are: hanging, ligature, and manual. Hanging occurs when a person is suspended with a
ligature around his or her neck, which constricts due to the gravitational pull of the person’s own body
weight. Ligature strangulation occurs when the pressure applied around the neck is with a ligature only.
Manual strangulation occurs when pressure is applied to the neck with hands, arms, or legs. (Ernoehazy,
2016; Funk & Schuppel, 2003; Line, Stanley, & Choi, 1985; Taliaferro, Hawley, McClane, & Strack, 2009;
Wilbur et al,, 2001).

Anatomy/Pathophysiology

Pressure around the neck can result in the closure of blood vessels and/or air passages. Injury and death
from strangulation occur from one or more mechanisms. The first mechanism is venous obstruction, whereby
occlusion of the jugular veins results in congestion of the blood vessels and increased venous and intracranial
pressure. The second mechanism is carotid artery obstruction, which stops blood flow and impedes oxygen
delivery to the brain. The third mechanism is pressure on the carotid sinus that can cause acute bradycardia
and/or cardiac arrest. Strangulation can result in injuries to the soft tissues of the neck, esophagus, larynx,
trachea, cervical spine, and the laryngeal and facial nerves. (Hawley, McClane, & Strack, 2001; Shields, Corey,
Weakley-Jones, & Stewart, 2010; Smith, Mills, & Taliaferro, 2001; Taliaferro, Hawley, McClane, & Strack,
2009).

Carotid Artery

Jugular Vein

Trachea

© 2016 CFNEI All rights reserved. May not be
reproduced, published, distributed, displayed,
performed, copied, or stored for public or private
use without the written permission of CFNEL
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History/Patient Description of the Strangulation Event
Describe what happened, using the patient’s own words. Place quotation marks around the patient’s
comments. Also, describe the patient’s appearance, behavior, speech, eye contact, and affect/demeanor using
terms such as “slumped,” “weeping,” “averting eye contact,” “stammering,” “somber,” “agitated,” etc. Include
the assailant’s name, date of birth, and his or her relationship to the patient. Attach additional pages, if
needed. Below are specific questions to ask each patient who reports strangulation. (As needed, reword
questions to the appropriate developmental level of the patient.)

e Describe and demonstrate on the head model how you were strangled. One hand? Two hands? Arm?

Leg? Other object(s)?

” o« » « ” o«

e How many times were you strangled?/Over what period of time?

e Were you shaken while you were being strangled?

e Was your head pounded on the ground or wall while you were being strangled?

e Did your feet leave the ground while you were being strangled?

e How long did the strangulation(s) last?

e Ona scale of 0-10, how much pressure was applied to your neck during the strangulation(s)?

e What did you think was going to happen?

e What did the assailant say to you before, during, and after you were strangled?

e What made the person stop strangling you?

e Were you suffocated (defined as smothered)? (Suffocation refers to obstruction of the airway at the
nose or mouth.)

e Did you have any difficulty breathing or an inability to breathe?

e Did you or do you currently have a cough?

e Did you or do you currently have trouble swallowing?

e Did you have a hoarse, raspy, or complete loss of voice?

e Did you or do you currently have any changes in your vision? (seeing spots, tunnel vision, blurry
vision, everything went black, etc.)

e Did you or do you currently have any changes in your hearing? (roaring, ringing, etc.)

e Did you become dizzy or lightheaded?

e Did you lose consciousness? (passed out, blacked out, etc.)

e Did you experience any mental status changes? (restlessness, combativeness, amnesia, psychosis,
etc.)

e Did you vomit as a result of being strangled?

e Did you lose control of urine or stool while you were being strangled?

e Were you sexually assaulted?

e Were you slapped, punched, kicked, or bitten anywhere on your body?

e Have you been strangled prior to this event?/How many times?

e Did you or do you have a headache?

e Did you bite your tongue or the inside of your mouth?

e If pregnant, are you having any abdominal cramping, vaginal discharge, or bleeding?

e Were you sexually assaulted during the event?
(Funk & Schuppel, 2003; Gwinn & Strack, 2013; Strack & McClane, 1999).

Documentation of Physical Findings/Description of Injuries
Examine the head, face, neck, and chest completely, using 360 degrees. Closely examine the sclera,
conjunctiva, lips, oral cavity, palate, ears, and scalp. Observe for areas of erythema, abrasion, contusion,
swelling, laceration, incised wound(s), fracture, bite mark(s), burn(s), or tenderness. Record each injury,
including patient statements about the injury (e.g. “he grabbed my neck; that wasn’t there before he did that”)
by drawing a diagram. Label each injury drawn on the diagram by using the consecutive alphabetical or
numerical systems (A, B, C or 1, 2, 3, etc.) to describe each injury separately. Attach additional pages if
needed. Document the location, shape, color, and size of all injuries, using centimeters as the unit of measure.
Note length, width, and depth for each injury (if possible). Also, measure the neck with a measuring tape to
establish a baseline for follow-up measurements (to determine whether neck swelling is present). Include the
following in the patient’s assessment:

e Voice changes: Dysphonia (defined as hoarseness) or aphonia (defined as severe or complete loss of

voice)

International Association of Forensic Nurses « www.ForensicNurses.org 5



Swallowing changes and tongue swelling: Dysphagia (defined as difficulty swallowing) or
odynophagia (defined as painful swallowing)

Breathing changes: Dyspnea (defined as difficulty breathing)

Visible injuries on the neck and mastoid: Ligature marks/edema/abrasions (scratches and
scrapes)/erythema/contusions

Petechiae: Eyelids/peri-orbital region/face/scalp/neck/ears/soft palate/under tongue
Subconjunctival /Scleral hemorrhage/Scleral edema (eyes)

Neurological findings: Ptosis/facial droop/unilateral weakness/loss of sensation/paralysis/seizure
Neck swelling: Measurement (in centimeters) for size (mark neck with a Sharpie pen for accurate
follow-up measurement)

Miscarriage/Pregnancy - FHT/LMP

Lung injuries: Aspiration pneumonia/pulmonary edema

Other symptoms: Acid reflux, etc.

Pain, swelling, erythema, contusion, abrasion, petechiae, bite marks, knife wounds, or gunshot
wounds on any other area of the body (i.e., chest, back, upper extremities, lower extremities)

(Christe et al., 2009; Faugno, Waszak, Strack, Brooks, & Gwinn, 2013; Funk & Schuppel, 2003; Gwinn & Strack,
2013; Hawley, McClane, & Strack, 2001; Strack & McClane, 1999; Taliaferro, Hawley, McClane, & Strack,

2009).
Photographs
Use your facility/community protocol. If no protocol is available, use the guidelines listed below.

e Take full-body distant and mid-distance photographs. Take multiple photographs of the front, sides,
and back of the face, neck, upper chest, and shoulders.

e C(Carefully assess and photograph the eyes and mouth. Take multiple photographs of both eyes of the
patient looking up, down, to the left, to the right, and straight ahead. To visualize and photograph the
conjunctival sac, gently pull down on the lower lid with a gloved hand. If no ocular trauma is present
and if the patient is able to tolerate, flip the upper eyelids up on each eye to visualize and photograph.

e  With the patient’s mouth open, depress the tongue with appropriate assistive devices to light the
internal structures. Take photographs of the upper and lower lips, frenula, under the tongue, the soft
palate, uvula, and oropharynx. To completely visualize and photograph the oral structures, rotate the
camera so the flash is in various positions, including the upright position, left, right, and upside down.

e Perform a complete head-to-toe assessment of the patient, and photograph and document all injuries.
Take close-up photographs of all injuries with and without a measurement ruler in place. Ensure that
the plane of the object being photographed is at 90 degrees.

e (Optional) Photograph the patient’s demonstration on the strangulation model of how he or she was
strangled.

e Take follow-up photographs of all visible injuries within 72 hours post-assault (based upon patient

needs, availability, etc.).

(Funk & Schuppel, 2003; Paluch, 2013; Strack & McClane, 1999).

Collection of Evidence
Use your facility/community protocol. Consult your local forensic laboratory for recommendations. If no
protocol is available, use the guidelines listed below.

Collect dried and moist secretions (i.e., blood stains, saliva, etc.) from the face, head, neck, and mouth.
Use two or four (as indicated by protocol/recommendation) sterile cotton swabs for each specimen.
Swab moist secretions with dry swabs. Swab dry secretions with swabs moistened with sterile saline
or sterile water. Air dry the swabs before packaging in an envelope or a swab box.

Make control swabs by moistening swabs with the sterile saline or sterile water used (as indicated by
protocol/recommendation). If collecting control swabs, label, air dry, and package separately from
the evidence samples.

Collect fingernail swabs, if indicated per history. Place swabs from each hand into a separate, labeled
envelope.

Label each envelope or swab box with the contents, patient name, collector name, the date, and time
of collection. Seal the envelope with tape, and then initial. Document location and the potential
biological specimen identified.

(Gwinn & Strack, 2013; Hawley, McClane, & Strack, 2001).
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EXAMPLE POLICY AND PROCEDURE

Policy Name: Standard of Practice in Non-Fatal Strangulation Cases

1. Purpose
To have a policy that identifies and communicates evidenced-based best practice/standard of

practice based upon the assessment of the patient, the caregiver/guardian/patient’s consent, and
medical status in non-fatal strangulation cases.

2. Policy
Each patient will be assessed for the purpose of medical diagnoses and treatment. This will include
the physical assessment, collection of potential biological and trace evidence to identify any forensic
findings, and documentation of objective findings and subjective complaints (Faugno, Waszak, Strack,
Brooks, & Gwinn, 2013).
Any procedure that is completed by another professional (i.e., social work, advocate) should be
documented as such.
Follow institutional /local guidelines, policies, laws for the incapacitated patient or minor.

3. Procedure
a) Thorough head-to-toe physical assessment (genital examination to be conducted as indicated)
b) Completion of danger assessment/lethality assessment (Campbell, 2004; Campbell, Webster, &
Glass, 2009)
c) Completion of strangulation documentation to include:
a. Written documentation form
b. Body mapping of injuries
c. Photo-documentation
d. Mannequin demonstration (optional)
d) Neck circumference measurement
e) Use of alternate light source (ALS)/ultraviolet (UV) light (as indicated or available) for
identification of potential biological fluids and/or for enhancement of visual bruises (not to be
used to identify bruises that cannot be seen) (Eldredge, Huggins, & Pugh, 2012)
f) Potential evidence collection (as applicable or if indicated)
g) Assist patient with acquiring the necessary resources to file for victim of violent crime
fund/compensation per local jurisdiction (if available)
h) Assess for safety planning/resources disposition
Follow individual, local, mandated reporter for adult/pediatric population with referrals as
needed to adult protection services (APS) and/or child protective services (CPS).
i) Ifevaluation results indicate need, discuss possibility of observation or overnight admission.
j)  Discuss follow-up plan of care

4. Follow-Up Care
Follow up examinations within 72 hours post assault. In case of holidays/weekends: follow up with a

phone call within 72 hours, with a scheduled appointment as soon as possible (Taliaferro, Hawley,
McClane, & Strack, 2009).

Follow-up appointment to consist of:

a) Head-to-toe physical assessment

b) Strangulation documentation form

c) Photography (of progression of bruising or identification of new bruises)

d) Neck circumference

e) Use of ALS/UV light (as indicated or available) as indicated above in #3e

f) Ongoing safety assessment

International Association of Forensic Nurses « www.ForensicNurses.org 7



g) Referrals to ear, nose, and throat (ENT) specialist, neurology, other providers, counseling per

scope of practice

5. Terms

1.

Strangulation: A form of asphyxia (lack of oxygen) characterized by closure of the blood vessels
and/or air passages of the neck as a result of external pressure on the neck (Iserson, 1984; Line,
Stanley, & Choi, 1985).

Standards of Practice. Authoritative statements that “[describe a competent level of nursing care
as demonstrated by the nursing process” (ANA, 2010, p. 67).

Danger assessment: An easy and effective method for forensic nurses and other community
professionals to identify those who are at the highest potential for being seriously injured or
killed (lethality) by their intimate partners so as to immediately connect these patients and
clients to a domestic violence service provider in their area.

ALS (alternate light source): A high-intensity light using differing wavelengths that may fluoresce
fluids/fibers and help enhance bruises that can be seen under white light.

UV (ultraviolet) light: An electromagnetic radiation with a wavelength from 100 nm to 400 nm. A
portion of the light spectrum, which is not visible to the naked eye, that may help fluoresce
fluids/fibers.

Mannequin head: An effective tool to aid the patient in demonstrating the act of strangulation.

International Association of Forensic Nurses « www.ForensicNurses.org 8



NON-FATAL STRANGULATION CLINICAL EVALUATION

The following content is recommended as components of the clinical evaluation.

Medical History

Primary care physician

Allergies

Medical/Surgical history

Pregnancy - LMP, live births, miscarriages, abortions
Prior hospitalizations

Smoking/Alcohol /Drug use

Medications, including supplements/herbs

Social History

Employed

Lives with

Children (biological patient/suspect)

Past history of sexual or physical abuse, domestic violence

Review of Systems
Physical Examination

Appearance

Eye contact

Speech

Responsiveness to clinician

Nonverbal/Oral expression

Facial expression

Body posture and/or muscular tension
Behaviors and actions

Appearance of clothing

Subjective complaints

Any pain/Bleeding before, during, or after event
Pre-existing complains of pain, injury, or skin conditions

Forensic Medical Photography - Digital and/or colposcope (with and without ruler/scale)

Full body

Close-up

Face

Head/Scalp

Neck

Chest

Mouth

Eyes

Mannequin demonstration
Other injuries (i.e., defensive)

Danger Assessment

Medical Evaluation/Radiology Studies (as indicated by medical provider)

Pulse oximetry

Chest X-ray

Soft tissue of the neck X-ray

CT of the neck with and/or without contrast
CT angiogram of carotid/vertebral arteries
MRI of the neck

International Association of Forensic Nurses « www.ForensicNurses.org



e MRA of the neck
e MRI/MRA of the brain
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Behaviors, Mannerisms, Speech, and Eye Contact

Do not use language that could be construed as evaluative or can be interpreted as a value statement, or
words that assign a subjective or emotional experience to the survivor. Instead, use words that accurately
describe outward appearance, visible behavior, speech, and eye contact. These are words that convey

NON-FATAL STRANGULATION DESCRIPTORS
FOR EXAMINERS

Donna A. Gaffney, DNSc, RN, FAAN

the emotional state of the survivor without specifically labeling it as such.

Quantifying and Qualifying Behaviors (time, intensity, manner)
*  When quantifying time, indicate the number of times a behavior was observed or the length of time

it was observed (i.e., cried for 20 minutes)

*  When qualifying time, name the event that coincided or preceded the behavior ( i.e., sobbed as she
took off her clothes)

*  When qualifying intensity, describe what was sensed (i.e., soft, loud, piercing, shrill, high-pitched,

sharp, etc.)
*  When qualifying manner, describe what was observed (i.e., measured, haltingly, abruptly,
tentatively, etc.)

Always use the patient’s statements and place in quotation marks. Do not paraphrase.

Eye Contact or Suggestions Suggestions Suggestions Avoid
Visual Contact
Gape Stare Looks at (floor, ceiling, etc.) | Good
Watch Fixed Only when addressed Poor
Avoid (when) Avert Closes eyes (when, how “Good” and “poor” mean
long) different things to
different people
Glance Glare
Speech Suggestions Suggestions Suggestions Avoid
Mumble Stammer Responds in one or two
word answers
Murmur Stutter Responds only when asked
questions
Shout Slow Whispers (differentiate
from hoarseness)
Scream Cries while Hoarse (clarify if this is
speaking normal or new)
Hesitates (duration in
seconds, minutes)

International Association of Forensic Nurses
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Responsive- Suggestions Suggestions Suggestions Avoid
ness to
Clinician
Follow Pause (before | Answers questions when Cooperative
directions stating...) asked
(how)
Unresponsive | Responds only when
asked questions
Nonverbal/ Suggestions Suggestions | Suggestions Avoid
Oral
Expression
Cry Sniffle Wail
Moan Sob Whimper
Weep Sigh
Facial Suggestions Suggestions | Suggestions Avoid
Expressions
Frown Flinch Pursed lips
Glower Wince Pucker
Scowl Clenched jaw | Grinding teeth
Grimace Biting lips
Body Posture Suggestions Suggestions Suggestions Avoid
and/or
Muscular
Tension
Slouch Stoop Shudders
Tremor Slump Clenches fists
Quiver Restless Crosses arms in front of
body
Tremble Shake Wrings hands
Clutching Feet pulled Draws legs up, wraps arms
(what) up as sits in around knees (how and
chair where)
Behaviors Suggestions Suggestions Suggestions Avoid
and Actions
Pacing Pulling at Holds front of shirt Afraid
sheets together with both hands Fearful
Scared
Blew nose Clutching Wipes at eyes with tissue
clothes
Startled Stunned Cowers
Cringe Flinch
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Demeanor Suggestions Suggestions Suggestions Avoid

Serious Silent Solemn Depressed
Sad

Somber Listless Sluggish In shock
Cool
Composed

Quiet Agitated Irritated Controlled
Flat affect
Indifferent
Disinterested
Angry
Raging

Describing Anxiety

State that the client is anxious and then support with observable behaviors: wringing hands, tapping feet,
sweating profusely, dilated pupils, or the client’s statement (e.g., “I feel nauseated,” “I have a knot in my

stomach,” etc.).

2001, Donna Gaffney Associates
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NON-FATAL STRANGULATION DOCUMENTATION FORM

Patient Name: Date:

Medical Record Number: Time:

Strangulation is a serious event that often occurs in the context of intimate partner violence (IPV). Many
times strangulation presents NO VISIBLE INJURIES. It is important to ask about strangulation in all IPV cases,
and document positive disclosure or any signs and symptoms.

Strangulation Event History
How long did the strangulation last? seconds minutes cannot recall
How many times did strangulation occur?

Why/how did the strangulation stop?

What type of strangulation occurred? (Check all that apply)
[JHanging [Ligature [OManual OOther

What was used to strangle the patient?
[JRight hand  OLeft hand [OBoth hands  OUnknown UChokehold maneuver
[JOther (describe)

Was the patient smothered?

[UNo [Yes (describe)

Was the patient shaken during the incident?
[ONo [OYes (describe)

Was the patient’s head pounded against any object during the incident?
[ONo OYes (describe)

Was the patient slapped, kicked, or bitten anywhere?
[ONo OYes (describe)

Was the assailant wearing any jewelry on hands or wrists?
OUnknown [ONo [OYes (describe)

Describe the neck pressure during strangulation on a 0-10 scale (0=no pressure and 10=crushing pressure):

What is the measurement of the patient’s neck circumference?
Was the patient sexually assaulted?
[ONo OYes

What was the patient thinking during the strangulation?

What did the assailant say before, during, or after the strangulation?

Describe mannequin demonstration (where applicable)
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Signs/Symptoms of Strangulation
The following signs/symptoms should be asked about, assessed for and documented in writing, with body

mapping, and by photo-imaging (if applicable). Check ALL that apply.

Signs Prior to During After At time of
Strangulation Strangulation Strangulation Assessment
Face O Red, flushed O Red, flushed O Red, flushed [ Red, flushed
O Petechiae O Petechiae O Petechiae O Petechiae
O Abrasions OO Abrasions [0 Abrasions O Abrasions
O Cuts O Cuts O Cuts O Cuts
O Lacerations O Lacerations O Lacerations O Lacerations
O Discoloration O Discoloration O Discoloration [ Discoloration
O Swelling O Swelling O Swelling O Swelling
O Other O Other O Other O Other
Eyes [ Discoloration [ Discoloration [ Discoloration [ Discoloration
[ Swelling [ Swelling [ Swelling [ Swelling
[ Abrasions [ Abrasions [ Abrasions U] Abrasions
[J Petechiae: U] Petechiae: U] Petechiae: U] Petechiae:
Conjunctiva Conjunctiva Conjunctiva Conjunctiva
U] Right U] Right UJ Right U Right
O] Left O] Left U Left U Left
Eyelids Eyelids Eyelids Eyelids
U] Upper right U] Upper right UJ Upper right U Upper right
U] Lower right U] Lower right UJ Lower right UJ Lower right
U] Upper left UJ Upper left UJ Upper left U Upper left
(] Lower left I Lower left I Lower left U Lower left
[J Subconjunctival | [J Subconjunctival | [J Subconjunctival | [J Subconjunctival
hemorrhage hemorrhage hemorrhage hemorrhage
U] Right U Right U Right U Right
Ul Left Ul Left U Left U Left
[ Ptosis ] Ptosis ] Ptosis ] Ptosis
U] Right U Right U Right U Right
Ul Left Ul Left U Left U Left
[ Vascular [ Vascular ] Vascular ] Vascular
congestion congestion congestion congestion
U] Right U Right U Right U Right
Ol Left O Left U] Left L] Left
[ Other [ Other [ Other [ Other
Nose O Bleeding O Bleeding O Bleeding O Bleeding
O Swelling O Swelling O Swelling O Swelling
O Petechiae O Petechiae O Petechiae O Petechiae
O Discoloration O Discoloration O Discoloration [ Discoloration
[0 Other O Other O Other O Other
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Signs Prior to During After At time of
Strangulation Strangulation Strangulation Assessment
Mouth [] Discoloration [] Discoloration [] Discoloration [] Discoloration
L1 Swollen tongue [] Swollen tongue | [] Swollen tongue | [ Swollen tongue
L1 Swollen lips 1 Swollen lips [ Swollen lips [ Swollen lips
] Cut ] Cut ] Cut ] Cut
[] Lacerations [] Lacerations [] Lacerations [] Lacerations
[] Abrasions [] Abrasions [] Abrasions [] Abrasions
[] Petechiae [] Petechiae [] Petechiae [] Petechiae
(] Other ] Other ] Other [] Other
Ears [] Petechiae [] Petechiae [] Petechiae [] Petechiae
U] Right U] Right U] Right L] Right
U] Left U Left U Left U Left
LI Bleeding from LI Bleeding from LI Bleeding from LI Bleeding from
ear canal ear canal ear canal ear canal
U] Right U] Right U Right U Right
Ul Left U Left U Left L Left
[ Discoloration [ Discoloration [ Discoloration [ Discoloration
U Auditory LI Auditory LI Auditory LI Auditory
changes changes changes changes
(1 Other (1 Other (1 Other 1 Other
Head/scalp | [ Petechiae on [] Petechiae on [] Petechiae on [] Petechiae on
scalp scalp scalp scalp
(] Pulled hair (] Pulled hair (1 Pulled hair (] Pulled hair
[ Contusions [ Contusions [ Contusions ] Contusions
(1 Other (1 Other (1 Other 1 Other
Neck/under | [J Redness (1 Redness ] Redness ] Redness
Chin ] Scratch marks/ (] Scratch marks/ | [J Scratch marks/ | [ Scratch marks/
abrasions abrasions abrasions abrasions
] Bruises U] Bruises [ Bruises [ Bruises
[J Neck pain _____ [JNeckpain_____ | [JNeckpain____ | [0 Neckpain_____
(Pain scale 0-10) (Pain scale 0-10) (Pain scale 0-10) (Pain scale 0-10)
[J Bruises ] Bruises ] Bruises ] Bruises
[ Swelling [ Swelling [ Swelling [ Swelling
(] Ligature marks (] Ligature marks | [ Ligature marks | [ Ligature marks
[J Subcutaneous [J Subcutaneous [J Subcutaneous [ Subcutaneous
emphysema emphysema emphysema emphysema
] Other (] Other (] Other (] Other
Shoulders ] Redness ] Redness ] Redness [] Redness
[J Scratch marks/ | [J Scratch marks/ | [J Scratch marks/ | [J Scratch marks/
abrasions abrasions abrasions abrasions
] Bruises ] Bruises ] Bruises [ Bruises
] Neck pain ____ (1 Neckpain_____ | [ONeckpain_____ | [ONeckpain_____
(Pain scale 0-10) (Pain scale 0-10) (Pain scale 0-10) (Pain scale 0-10)
[J Bruises ] Bruises ] Bruises [ Bruises
(] Other ] Other ] Other ] Other
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Signs Prior to During After At time of
Strangulation Strangulation Strangulation Assessment
Chest [] Redness [] Redness [] Redness [] Redness
[ Scratch marks/ [ Scratch marks/ | [ Scratch marks/ | [J Scratch marks/
abrasions abrasions abrasions abrasions
[] Bruises L] Bruises L] Bruises [] Bruises
(] Neck pain_____ [INeckpain____ | [JNeckpain_____ | [JNeckpain_____
(Pain scale 0-10) (Pain scale 0-10) (Pain scale 0-10) (Pain scale 0-10)
[] Bruises L] Bruises L] Bruises [] Bruises
[ Swelling [ Swelling [ Swelling [ Swelling
[] Subcutaneous [] Subcutaneous [] Subcutaneous [] Subcutaneous
emphysema emphysema emphysema emphysema
(] Other L] Other ] Other ] Other
Symptoms Prior to During After At time of
Strangulation Strangulation Strangulation Assessment
Behavioral L] Agitation L] Agitation L] Agitation L] Agitation
] Combative ] Combative 1 Combative ] Combative
LI Anxiety LI Anxiety U Anxiety L Anxiety
L] Memory LI Memory L] Memory L] Memory
disruption disruption disruption disruption
[ Confusion [ Confusion [ Confusion [ Confusion
(1 Other (1 Other (1 Other (1 Other
Neurological I LOC O LOC O LoC J LoC
[J Uncertain if [ Uncertain if [J Uncertain if [J Uncertain if
LOC LOC LOC LOC
[ Incontinence [ Incontinence [ Incontinence [ Incontinence of
of urine of urine of urine urine
] Incontinence ] Incontinence ] Incontinence [ Incontinence of
of feces of feces of feces feces
[ Seizures [ Seizures [ Seizures L] Seizures
] Headache ___ | [0 Headache ___ | [ Headache _ | [J Headache ___
(Pain scale 0-10) (Pain scale 0-10) (Pain scale 0-10) (Pain scale 0-10)
U] Dizzy U] Dizzy [J Dizzy [J Dizzy
(] Fainting (] Fainting [J Fainting [J Fainting
] Tinnitus O Tinnitus J Tinnitus J Tinnitus
[J Visual changes | [ Visual changes | [J Visual changes | [J Visual changes
] Other (] Other (] Other ] Other
Throat/Voice [J Dysphagia [ Dysphagia [J Dysphagia U] Dysphagia
[J Odynophagia [J Odynophagia [J Odynophagia [J Odynophagia
(pain) (pain) (pain) (pain)
[J Dysphasia [J Dysphasia [J Dysphasia [J Dysphasia
[J Aphasia [J Aphasia [J Aphasia [ Aphasia
[ Drooling or [ Drooling or [J Drooling or [J Drooling or
Inability to Inability to Inability to Inability to
swallow swallow swallow swallow
U Throat pain___ | [ Throat pain___ | [J Throat pain___ | [ Throat pain___
(Pain scale 0-10) (Pain scale 0-10) (Pain scale 0-10) (Pain scale 0-10)
[J Hoarse/Raspy | [ Hoarse/Raspy | [ Hoarse/Raspy | [ Hoarse/Raspy
] Other ] Other (] Other (] Other
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Symptoms Prior to During After At time of
Strangulation Strangulation Strangulation Assessment
Respiratory 1 Stridor 1 Stridor 1 Stridor ] Stridor
(] Coughing [] Hoarseness [J Hoarseness [] Hoarseness
L1 Hyper- [IHyper- U] Hyper- L] Hyper-
ventilation ventilation ventilation ventilation
[ Respiratory [ Respiratory L] Respiratory L] Respiratory
distress distress distress distress
[J Hemoptysis [J Hemoptysis ] Hemoptysis 1 Hemoptysis
U] Inability to U] Inability to UJ Inability to UJ Inability to
tolerate supine tolerate supine tolerate supine tolerate supine
position position position position
U] Other U] Other UJ Other [J Other
Gynecological L] Vaginal ] Vaginal ] Vaginal [J Vaginal
bleeding bleeding bleeding bleeding
LI Pregnant LI Pregnant L] Pregnant L Pregnant
LI Contractions LI Contractions U] Contractions LI Contractions
OFHR OFHR OFHR____ OFHR____
] Other ] Other [J Other [J Other
LJEDC___
Genitourinary U] Dysuria L] Dysuria U] Dysuria U] Dysuria
(] Other [ Other [J Other ] Other
Gastrointestinal | (0 Nausea O Nausea O Nausea O Nausea
O Vomiting O Vomiting U] Vomiting 0 Vomiting
00 Anal/rectal O Anal/rectal O Anal/rectal O Anal/rectal
bleeding bleeding bleeding bleeding
O Abdominal O Abdominal 0 Abdominal 0 Abdominal
pain pain pain pain
(scale 0-10) (scale 0-10) (scale 0-10) (scale 0-10)
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Please indicate all injuries checked above on the body maps below.

WY

—M

International Association of Forensic Nurses « www.ForensicNurses.org

19



Please indicate all injuries checked above on the body maps below.

Photo-documentation of findings: ClYes [INo

Notes
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EXAMPLE STRANGULATION DISCHARGE INSTRUCTIONS

Because you have reported being “choked” or strangled, we are providing you with the following instructions:
Make sure someone stays with you for the next 24-72 hours after this event.

Health complications can appear immediately or may develop a few days after a strangulation event.
Please call 911 or report immediately to the nearest emergency department if you notice any of the

following:
e Problems breathing, difficulty breathing while lying down, shortness of breath, persistent cough, or
coughing up blood

Loss of consciousness or “passing out”

Changes in your voice or difficulty speaking

Difficulty swallowing, a lump in your throat, or muscle spasms in your throat or neck
Swelling to your throat, neck, or tongue

Increasing neck pain

Left- or right-sided weakness, numbness, or tingling

Drooping eyelid

Difficulty speaking or understanding speech

Difficulty walking

Headache not relieved by pain medication

Dizziness, lightheadedness or changes in your vision

Pinpoint red or purple dots on your face or neck, or burst blood vessels in your eye
Seizures

Behavioral changes, memory loss, or confusion

Thoughts of harming yourself or others

If you are pregnant, report the strangulation and any of the following symptoms to your doctor
immediately:

e Decreased movement of the baby

e Vaginal spotting or bleeding

e Abdominal pain

e (Contractions

You may notice some bruising or mild discomfort. Apply ice to the sore areas for 20 minutes at a time, 4 times
per day, for the first 2 days. If you notice new bruising or injury, follow up for additional photo-
documentation.

After your initial evaluation, keep a list of any changes in symptoms to share with your healthcare provider
and your law enforcement contact.
e Itisimportant to have a follow-up medical screening in 1-2 weeks with your healthcare provider.
e A follow-up forensic examination is needed within 72 hours.

Please follow up with the crisis/advocacy center at to clarify your options and discuss
safety planning. If you have questions or concerns regarding your legal case, please contact the police
department, officer involved, prosecutor, or victim advocate by calling

Forensic Nurse: Phone:
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ADDITIONAL RESOURCES

International Association of Forensic Nurses Position Statement The Evaluation and Treatment of Non-Fatal
Strangulation in the Health Care Setting (October 2016)

Strangulation Training Institute Recommendations for the Medical/Radiographic Evaluation of Acute Adult,
Non-Fatal Strangulation (September 2016)
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Problem Statement

Strangulation as a result of external pressure or blunt force trauma to the neck is a
type of asphyxia characterized by closure of the blood vessels or air passages (Anscombe,
AM,, Knight, B.H. 1996). Studies indicate that 23-68% of female domestic violence victims
will experience at least one strangulation related incident at the hands of their abusive
male partner during their lifetime (Wilbur, 2001). In addition, women who experience
intimate partner sexual violence often experience strangulation as a co-occurring issue (
Shields, 2010). Strangulation is one indicator of violence escalation that poses an increased
risk of serious morbidity and mortality in cases of intimate partner violence (Turkel, 2007;
Strack, 2011).

While patients may present with potentially lethal conditions such as fractured
trachea, carotid aneurysm or cerebral artery infarct (Knight, 1996), similar to patients
who’ve experienced blunt force trauma to the neck from accidental means (McKevitt,
2002), frequently there are no external evidence of injury from strangulation (Clarot, 2005;
Taliaferro, 2009), even in fatal cases. Patients may experience anoxic brain, or they may
have serious internal injuries resulting in permanent impairment or death days or weeks
after the strangulation event (Clarot, F., Vaz, E., Papin, F., & Proust, B., 2005). Anyone
presenting with a potential strangulation injury should have a thorough medical evaluation
(Faugno et al. 2013).

Until the early 2000’s, strangulation research focused on homicide victims and
autopsy findings. Nonfatal strangulation, particularly in relation to domestic and sexual
violence, is a relatively new area of inquiry (McClane, Strack, & Hawley, 2001). Even with
emerging research in this area, not all patient populations have been addressed. Elderly
patients, and populations of color, including Native American/Alaska Native patients, are
significantly under-represented in the existing literature. Additionally, there is little
empirical data on nonfatal strangulation in the pregnant patient population and
corresponding fetal impact(s). Likewise, there has been no direct correlation proven
between nonfatal strangulation and miscarriage, although some literature has noted that
some women have experienced a miscarriage or fetal demise after a nonfatal strangulation
event (Douglas & Fitzgerald, 2014; Smith, Mills, & Taliaferro, 2001; Funk & Schuppel,
2003).

Similarly, research with children is limited, even though children can be presumed
at greater risk of life-threatening injuries if strangled due to the variation in anatomy and
physiology compared to adults. A child’s airway is smaller and therefore easier to occlude
than an adult. Relatively minor changes such as neck flexion or swelling can completely
occlude a child’s airway (Adewale, L., 2009). The muscle and ligament development in the
neck is significantly less than that of adults with a larger head proportion (Jain et al.,2009).
The cervical spine of a child is more prone to injury and flexes at a higher level than the



adult and there is an increased risk of spinal cord injury (Adewale, L., 2009). Cognitive and
developmental differences may make it difficult for a child to effectively describe the
strangulation event. (Baldwin-Johnson, C., Wiese, T., 2015).

Because the clinical presentation can vary to include a patient without visible injury,
and because the patient may not mention the strangulation component of their assault,
asking about strangulation directly is an important aspect of clinical care (Pierce-Weeks,
2015). Many first responders, from EMS personnel to Emergency Department providers,
lack specialized training to identify the signs and symptoms of strangulation. This lack of
education has led to the minimization of strangulation as a serious, life-threatening risk to
the short and long term health of the patient who has experienced it.

Position

We believe that globally, systems should be in place to support universal screening
with detailed medical-forensic assessments performed on patients of all ages who have
experienced strangulation. First responders, including EMS and Emergency Department
providers, must be trained in screening, assessment, documentation, intervention and
follow-up services. Additionally, we recognize the importance of a collaborative, trauma-
informed approach to patients who have experienced strangulation that includes skilled
healthcare providers, sexual assault and intimate partner violence advocates, child and
adult protection, law enforcement and prosecution. Evidence-informed training, funding,
and support should be provided to ensure that universal access to comprehensive medical-
forensic evaluation and treatment is available for every patient who has experienced
strangulation. Recognizing these issues, we recommend that:

1. Where possible, forensic nurses are utilized in collaboration with other providers to
address the health care needs of the strangled patient population.

2. Health care providers delivering emergency services receive training specific to the
screening, medical and radiologic assessment, documentation, medical intervention,
and follow-up care.

3. Health care providers caring for victims of known or suspected sexual assault,
intimate partner violence, elder abuse as well as child maltreatment should routinely
screen for strangulation and understand the laws for reporting.

4. Health care agencies delivering emergency services should adopt evidence-based,
multi-disciplinary policies and procedures that are current and well understood by
staff in order to facilitate the screening, assessment and intervention process;

5. Health care agencies should ensure consistent access to trained providers within the
agency, and should develop and maintain collaborative relationships with outside
agencies (i.e. Law enforcement, advocacy and prosecution).

6. Health care providers that assess and treat strangulation patients include a detailed,
strangulation-specific assessment as a standard component of the medical-forensic
examination including protocols for medical/radiological evaluation danger
assessment and safety planning (to be completed by medical or advocacy
professionals).



7. Patients receiving health care associated with a strangulation event have access to

advocacy and supportive services.
Rationale

There are early descriptive publications highlighting the lethality in case studies
associated with strangulation in adults and children (Jain et al.2001, Glass, N., et al., 2008).
The documentation of the interrelationship between strangulation, intimate partner
violence and sexual assault demonstrates 47-68% of women who reported domestic
violence also reported one or more strangulation events (Stapczyski, 2010; Smith, Mills, &
Taliaferro, 2001). Nonfatal strangulation is a strong predictor of future violence and a
significant risk factor for homicide or attempted homicide (Glass, Laughon, Campbell, Wolf,
Block, Hanson, Sharps, & Taliaferro, 2008). Implementation of evidence based best
practices is necessary for all protocols used by medical, forensic and radiological
professionals during evaluation of the patient identified as a victim of strangulation,
patricianly in the follow up care (Stapczyski, 2010; Smith, Mills, & Taliaferro, 2001). The
published literature is consistently absent of evidence-based protocols or approaches to the
identification and medical management of strangulation in organizational documents and
juried journals (PritchardA., Reckdenwald A., Nordham,C., 2015), making it impossible
for standardized care. Morbidity and mortality associated with strangulation demands a
standardized multi-disciplinary approach to the medical-forensic evaluation of a patient
identified as a victim of strangulation.
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THE HEALTH IMPACT OF STRANGULATION: WHAT ALL
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LEARNING OBJECTIVES
= Define strangulation

=Summarize the potential lethal consequences of
strangulation

= Discuss strangulation evaluation tools for all
responders

= Discuss the potential impact of strangulation on
prosecution



DEFINITION

=3 types of
strangulation

= Manual
=Ligature
*Hanging

Universal sign
for choking



LETHALITY OF STRANGULATION

“The use of an object in strangulation increases the
likelihood of lethality. Similarly, if the victim blacks
out, she/he is in great danger of not regaining
consciousness or sustaining brain damage from lack
of oxygen.”

— George McClain, MD, Training Institute on Strangulation Prevention



ANATOMICALLY

Carotid arteries

= Supply the head neck and brain

= Branches to the internal and external arteries
which supply the brain and eyes; the throat,
neck glands, tongue, face, mouth, ear, scalp
and meninges

Jugular veins

= Two external; two internal

Trachea

= 20 rings of cartilage and connective tissue

Thyroid

= Butterfly gland; large blood supply; nerves
important to voice quality




Mylohyoid
{cut and reflected)

Geniohyoid
Stylohyold

Thyrohyoid

Thyroid cartilages
of tarynx

ANATOMICALLY

Horseshoe shaped bone in between
the chin and thyroid ligament

The only bone in the bone not
connected to any other bone

Allows movement of the tongue,
pharnyx, larynx by connecting
muscles

Supports the weight of the tongue
allowing speech, articulation,
vocalization



CHILD’S AIRWAY

= Easier to obstruct the
airway with manual
strangulation in a child

Tongue is larger in
proportion to mouth

Phamyx is smaller

Epiglotts is larger
and floppier

Lamyx is more anterior
and superior

Narrowest at cricoid

Trachea narrow and less
rigid

Adults Upper Anway Chid's Upper Airway

Copyright 2008 EMT-National-Training.com



the American dream,
air planeing,

black hole,

black-out game,
breath play,
California choke,
choke out,

cloud nine,

fainting game,

five minutes of heaven,
flat lining,

funky chicken,

gasp game,

ghost,

knock-out game,

THE CHOKING GAME

pass-out game,

purple dragon,

purple hazing,

dream game,

rising sun,

rush,

the scarf game,
something dreaming game,
space cowboy,

space monkey,

speed dreaming,
suffocation roulette, and

the tingling game
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VESSEL OCCLUSION

= Carotid artery = Jugular vein
occlusion occlusion
= Anterior neck = Lateral neck
= 11lbs of pressure = 4.4 |bs of pressure
for 10 seconds for 10 seconds

UNCONSCIOUSNESS




TRACHEAL OCCLUSION

= Usually minor (if any) role in
causing death (as opposed to
fracture of the trachea)

= 33 pounds of pressure to
completely occlude

= At least 33 pounds of pressure or
more to fracture tracheal
cartilage

.....

notch

thyroid _\__
cartilage 3

cricoid
cartilage

Larynx
viewed from
the front



VARIABLES REQUIRED FOR EFFECTIVE STRANGULATION

Exact anatomic location

Quantity of applied force
of applied force

notch

\ Surface area of applied force

Adapted from D. Hawley MD: Death by Strangulation

Duration of appliedpAmid ]

cartilage i

Larynx
viewed from
the front




FATALITY

Death will occur in |
4-5 minutes if
strangulation
persists




FATALITY

= Immediate death from strangulation can occur from one of four
mechanisms:

* Cardiac arrhythmia provoked by pressure on the carotid artery nerve
ganglion causing cardiac arrest

* Pressure obstruction of the carotid arteries prevents blood flow to the
brain

* Pressure on the jugular veins prevents venous blood flow from the
brain, backing up blood in the brain and leading to unconsciousness,
depressed respirations and asphyxia

* Pressure obstruction of larynx cuts off air flow, producing asphyxia



FATALITY

|t is the potential for delayed fatality that is
most concerning. Potential causes include:

=Carotid artery dissection (delayed)

=Respiratory complications: aspiration
pneumonia and ARDS




VICTIM EXPERIENCE

McClane et al. identified 4 stages that patients describe during the
strangulation event prior to LOC:

» Denial: “I couldn’t believe this was happening to me”

» Realization: “this really is happening to me”

» Primal: struggle to preserve life

»Resignation: “I'm going to die; | hope my kids will be okay”




SIGNS AND SYMPTOMS

= Voice changes = Bowel and/or
bladder incontinence

= Mental Status
Changes

= Swallowing changes
= Breathing Changes

* Neck Swelling = Miscarriage

= Lung Injury




VISIBLE INJURY

= “It is no coincidence that the best medical
evidence of strangulation is derived from post
mortem examination (autopsy) of the body, but
even in living survivors of strangulation assaults it
may be possible to recognize a pattern of injury
distinctive for strangulation”.

=-Dean Hawley, MD




INJURIES THAT MAY BE VISIBLE

Scratches or claw marks (nail marks
rarely from assailant) , . .
= Contusions (bruising) behind

Abrasions ears, jaw line, submandibular

_ area
Bruises

= Tongue injury, including swelling
Pressure erythema and bite wounds (from victim)

Contusions

* Chin abrasions: protective
mechanism causes injury as
victim tries to protect neck by

Only about half of strangulation bringing chin to chest
victims have visible injury

Hematomas







VISIBLE INJURY




LIGATURE MARKS

= Presence should increase
suspicion of hyoid bone
fracture

= May resemble natural folds of
neck

= Presence of jewelry can cause
ligature-type marks, even
when manual strangulation
was sole mechanism of injury



PETECHIAE

= Burst capillaries occurring above the
point of pressure

= May be found under and on eyelids,
periorbital areas, face, scalp, and
neck; also look at lower lip and
hairline

* Petechiae is a hallmark of jugular
vein occlusion--

* How can we differentiate
strangulation-related petechiae
from other causes?



SUBCONJUNCTIVAL HEMORRHAGE

= Particularly common with
repeated pattern of
pressure and release

= What are some other
causes of subconjunctival
hemmorhage??

= May be all of the
conjunctiva, or isolated
spot



NEUROLOGICAL FINDINGS

= Ptosis- drooping eyelid(s)

= Facial droop
= One sided weakness

= Paralysis

= Loss of sensation

Studies indicate that victims of repeated strangulation have a
significant increase in these symptoms (Smith, et al. 2001)



WHY DOES IT MATTER?

= The odds for homicide increases 750% for victims
who have been previously strangled (Glass 2008)

= Strangulation can be fatal and cause long term
health impacts

= Strangulation has been made a felony offense in
most states and federally 18 U.S.C.A. § 113

= Assault of a spouse, intimate partner, or dating
partner by strangling, suffocating, or attempting to
strangle or suffocate, by a fine under this title,
imprisonment for not more than 10 years, or both.

Glass et al. (2008). Non-fatal strangulation is an important risk factor for homicide of women. The Journal of
Emergency Medicine, 35(3), 329-335.



STRANGULATION BY FEDERAL STATUTE DEFINED AS:

= The term “strangling” means intentionally, knowingly, or
recklessly impeding the normal breathing or circulation of
the blood of a person by applying pressure to the throat or
neck, regardless of whether that conduct results in any
visible injury or whether there is any intent to kill or
protractedly injure the victim; and

= The term “suffocating” means intentionally, knowingly, or
recklessly impeding the normal breathing of a person by
covering the mouth of the person, the nose of the person,
or both, regardless of whether that conduct results in any
visible injury or whether there is any intent to kill or
protractedly injure the victim.



QUESTIONS TO ASK FOR RESPONDERS

= What was the method of strangulation: object, arm, hand, leg?

= How many times was the victim strangled?

= Was there banging or hitting of the head?

= What was the victim thinking or feeling during the strangulation?

= |s there a history of strangulation?

= Did the victim have any pre-existing injuries?

= |s the victim pregnant * MUST get the victim to medical care for evaluation ASAP

= Did the victim seek medical care or assistance?

Adapted from How to Improve your investigation and prosecution of strangulation cases by Dr. George McClane

e



QUESTIONS FOR RESPONDERS TO ASK:

* ASKIF THE VICTIM HAS/HAD ANY SYMPTOMS BELOW
* IF THERE WERE SYMPTOMS ASK ABOUT DURATION, SEVERITY AND SEQUENCE OF SYMPTOMS

= Redness/red marks = Shortness of breath/difficulty

= Bruising (anywhere from jaw line to breathing

collarbone

. Scrapes/Abrasions = Difficult/painful swallowing

= Fingernail marks/scratches = Complaints of pain
= Finger marks/handprints .
_ o = Ringing in ears
= Ligature/binding marks
= Red dots on skin and/or eyes = Change in memory/confusion

= “Blood red eyes” :
= Loss of consciousness

= Swelling/lumps/bumps
= Skin crackling = Loss of bowel or bladder control

= Voice changes/loss of voice = Vomiting



RESOURCE: STRANGULATION ASSESSMENT CARD
STRANGULATION

ASSESSMENT CARD

| SIGNS | syYmpTOMS CHECKLIST TRANSPORT

@ Red eyes or spots
(Petechiae)

® Neck swelling
® Nausea or vomiting
® Unsteady

® | oss or lapse of
memaory

® |rinated
® Defecated

@ Possible loss of
COnsciousness

@ Ptosis — droopy
eyelid

® Droopy face

® Seizure

® Tongue injury

® Lip injury

® Mental status
changes

® \/oice changes

® Neck pain
® Jaw pain

® Scalp pain (from
hair pulling)

® Sore throat
® Difficulty breathing
® Difficulty swallowing

® Vision changes

(spots, tunnel vision,

flashing lights)
® Hearing changes
® Light headedness
® Headache

® Weakness or
numbness to arms
or legs

® ‘Joice changes

roezZr>» A-40

Scene & Safety. Take in the scene. Make
sure you and the victim are safe.

Trauma. The victim is traumatized. Be kind.
Ask: what do you remember? See? Feel? Hear?
Think?

Reassure & Resources. Reassure
the victim that help is available and provide
resources.

Assess. Assess the victim for signs and
symptoms of strangulation and TBI

MNotes. Document your observations. Put victim
statements in quotes.

Give. Give the victim an advisal about delayed
consequences.

Loss of Consciousness. Victims may
not remember. Lapse of memory? Change in
location? Urination? Defecation?

Encourage. Encourage medical attention or
transport if life-threatening injuries exist.

If the victim is Pregnant or
has life-threatening injuries which include:

® Difficulty breathing ® | 0ss of
® Difficulty swallowing CONSCloUsSNess
® Petechial hemorrhage ® Urinated

® Defecated

® \/ision changes

DELAYED CONSEQUENCES

Victims may look fine and say they are fing, but
just underneath the skin there would be internal
injury and/or delayed complications. Internal
injury may take a few hours to be appreciated.
The victim may develop delayed swelling,
hematomas, vocal cord immobility, displaced
laryngeal fractures, fractured hyoid bone, airway
obstruction, stroke or even delayed death from
a carotid dissection, bloodclot, respiratory
complications, or anoxic brain damage.

Taliaferro, E., Hawley, D., McClane, G.E. & Strack, G. (2009},
Strangulation in Intimate Pariner Viclence. infimate Parfner Vio-
lence: A Health-Based Perspactive. Oxford University Press, Inc.

EXPresse
rily reflect the|
views of the Depariment of Justice, Office on Violence Against Women.

From the Straniulation Trainini Institute Resource Librari: httis://www.straniuIationtraininiinstitute.com/resources/librari/



RESOURCE: WHAT DO YOU TELL THE PATIENT?

ADVISAL TO PATIENT

e After a strangulation assault, you can experience internal injuries with a delayed onset of symptoms, usually within 72 hours. These internal
injuries can be serious or fatal.

e Stay with someone you trust for the first 24 hours and have them monitor your signs and symptoms.

e Seek medical attention or call 911 if you have any of the following symptoms: difficulty breathing, trouble swallowing, swelling to your neck,
pain to your throat, hoarseness or voice changes, blurred vision, continuous or severe headaches, seizures, vomiting or persistent cough.

® The cost of your medical care may be covered by your state’s victim compensation fund. An advocate can give you more information about
this resource.

® The National Domestic Violence Hotline number is 1-888-799-SAFE.

NOTICE TO MEDICAL PROVIDER

® |n patients with a history of a loss of consciousness, loss of bladder or bowel control, vision changes or petechial hemarrhage, medical providers
should evaluate the carotid and vertebral arteries, bony/cartilaginous and soft tissue neck structures and the brain far injuries. A list of medical
references is available at www.strangulationtraininginstitute.com

® |ife-threatening injuries include evidence of petechial hemorrhage, loss of consciousness, urination, defecation and/or visual changes.
If your patient exhibits any of the above symptoms, medical/radiographic evaluation is strongly recommended. Radiographic testing should include:
a CT angiography of caratid/vertebral arteries (most sensitive and preferred study for vessel evaluation) or CT neck with contrast, or MRA/MRI of
neck and brain.

® [E[D/Hospital observation should be based on severity of symptoms and reliable home monitoring.
® Consult Neurology, Neurosurgery and/or Trauma Surgery for admission.
® Consider an ENT consult for laryngeal tfrauma with dysphonia, odynophagia, dyspnea.

@ Discharge home with detailed instructions to return to ED if neurological signs/symptoms, dyspnea, STR ATION
dysphonia or odynophagia develops or worsens. PREVENTION

StrangulationTraininglnstitute.com

From the Strangulation Training Institute Resource Library: https://www.strangulationtraininginstitute.com/resources/library




FOR LAW ENFORCEMENT

= Consider training all officers who respond to domestic and sexual violence about
strangulation

= Consider creating a checklist for patrol officers for questions to ask victims of DV or
sexual assault

= Sample law enforcement forms at www.strangulationtraininginstitute.com

OFFICER CHECKLIST

CJif strangled/suffocated with object(s), photograph object(s) and collect for evidence.

[IDocument where the object(s) was/were found In the Offense Report.

CODetermine if jewelry was worn by either party (ring(s), hecklace(s), watch(es), etc.). Photograph / look for patterns and
photograph.

CJIif defecation or urination In clothes, collect clothes as evidence.

CJIf Victim vomited, take a photo of vomit.

COcCall On-Call Family Violence Detective if you need assistance.

[1Call On-Call Family Violence Detective if Victim is transported to the hospital from injuries due to strangulation/suffocation.
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hospital until relieved by the On-Call Family Violence Detective.


http://www.strangulationtraininginstitute.com/

FOR ADVOCATES

= Educate the victim about seriousness of strangulation

= Consider creating or using brochures on the danger of strangulation
= Assist the victim to access medical care for evaluation

= Educate the community

= Educate other professionals

= Consider creating a strangulation protocol with community partners

= Support the victim through:
= Risk assessment
= Safety planning
= Follow up
= Support or counseling group



ADULT, NON-FATAL STRANGULATION

Prepared by Dr. Bill Smock, Police Surgeon, Louisville Metro Police Department and Sally Sturgeon, DNP. SANE-A
with fhe support of the Medical Advisory Committes for the Training institute on Strangulafion Prevention

1. Evaluate carotid and vertebral arteries for injuries
F O R I\/l E D | CA I_ P R O\/ | D E RS GOALS: 2. Evaluate bony/cartilaginous and soft tissue neck structures
3. Evaluate brain for anoxic injury

Strangulation patient presents to the Emergency Department

= New guidelines for medical and History of and/or physical exam History of and/or physical exam
. . . . with ANY of the following: with:
radiographic evaluation of patients
who have been strangled.

Mo LOC {anoxic brain injury)
No visual changes: “spots®, *flaghing light”,
“tunnel vigion”

LOC {anoxic krain injury)

Visual changes: “spots”, "lashing light”, *tunnel visicn®
Facial intracral or conjunctival petechial hemorrhage
Ligature mark or contusions on neck No petechial hemorrhage

Soft tissue neck injury/swelling of the neck No soft tissue trauma to the neck
Incontinence (bladder andfor bowel from + No dyspnea, dysphonia or odynophagia

™1 Consider having Specia”y trained anaxic injury) No neurclogical signs or symptoms {i.e.

Neurological signs or symptoms (i.e. LOC, seizures, LOC, seizures, mental status changes,
rovi d ers SAN E or Oth er tra i n ed mental status changes, amnesia, visual chanoes, cortical amnesia, visual changes, cortical blindnsss,

p blindness, movement diserder, stroke-like symtoms ) movement disorder, siroke-like symtoms)

Dysphonia/Aphonia (hematoma, laryngeal fracture, \__* And reliable home monitoring ,

nurses or MDs evaluate strangulation sof tissus sweling) |

Dyspnea (soft tizsue swelling, hematoma,

ViCti m S phranic nerve injury) ~— -
+ Subcutaneous emphysema (tracheal/ Discharge home with
\ laryngeal rupture) ) detailed instructions to
return o ED if:
. ‘ neurological signs/
] symptoms, dyspnea,
Assure that emergency providers have ymploms,dysprea,
h I d . Radiographic Study Required to R/O - ~ eevelops Of Worsens
the latest recommendations Life-Threatening Injuries* Continued ED/Hospital
Observation
+ CT Angio of carotidivertebral arteries (gold standard 'H {bazed on severity of
for evaluation of vessels and bony/cartilaginous i symptoms and reliable
structures, less sensitive for soft tissue trauma) ,Lhome monitaring ) )
+ CT neck with contrast (less sensitive than CT Angio
for vessels, good for bony/cartilaginous structures) (. Consult N
= MRA of neck (l=ss sensitive than CT Angio for vessels, Meurology
hest for soft tissue trauma) Meurgsurgery/
+ MRI of neck (less sensitive than CT Angio for vessels (+] Trauma Surgery
and bony/cartilaginous structures, best study for soft - for admission .
. . o . tissue trauma) + Consider ENT References on page 2
Prepared by Dr. Bill Smock, Police Surgeon, Louisville Metro Police Department and Sally Sturgeon, DNP, « MRUMRA of brain (most sensitive for anaxic brain cansult for
SANE-A injury, stroke symptoms and intercersbral laryngeal frauma Version 1.3, 2/16
petechial hemorrhage) \ with dy=phoniz, y wss
with the support of the Medical Advisory Committee for the Training Institute on Strangulation \ /
Prevention’ A”iance for HOPE 101 West Broadway, Suite 1770, San Diego California 82101 Toll Free: BB8-511-3522 - Locak 618-236-8551 - Fax: 618-236-0877

wwnstrangulationtraininginstitute org



IAFN POSITION STATEMENT

1.  Where possible, dforensic nurses are utilized in collaboration with other providers to address the
health care needs of the strangled patient population.

2. Health care providers delivering emergency services receive training specific to the screening,
medical and radiologic assessment, documentation, medical intervention, and follow-up care.

3. Health care Ciaroviders caring for victims of known or suspected sexual assault, intimate partner
violence, elder abuse as well as child maltreatment should routinely screen for strangulation and
understand the laws for reporting.

4.  Health care agencies delivering emergency services should adopt evidence-based, multi-
disciplinary policies and procedures that are current and well understood by staff in order to
facilitate the screening, assessment and intervention process;

5. Health care agencies should ensure consistent access to trained providers within the agency, and
should develop and maintain collaborative relationships with outside agencies (i.e. Law
enforcement, advocacy and prosecution).

6.  Health care providers that assess and treat strangulation patients include a detailed,
strangulation-specific assessment as a standard component of the medical-forensic examination
including protocols for medical/radiological evaluation danger

7. Patients receiving health care associated with a strangulation event have access to advocacy
and supportive services.



Non-Fatal Strangulation
Documentation Toolkit
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EXAMPLE POLICY AND PROCEDURE

Policy Name: Standard of Practice in Non-Fatal Strangulation Cases

1.

Purpase

To have a policy that identifies and ! vich d-based best practice /standard of
practice based upon the assessment of the patient, the carcgiver/guardian/patient’s consent, and
medical status in non-fatal strangulation cases.

Eolicy

Each patient will be assessed for the purpose of medical diagnoses and treatment. This will indude
the physical assessment, collection of potential biological and trace evidence to identify any forensic
findings, and documentation of objective findings and subjective complaints (Faugno, Waszak, Strack,
Brooks, & Gwinn, 2013).

Any procedure that is pleted by another professional (i.e, social work, advocate) should be
documented as such.

Follow institutional /local guidelines, policies, laws for the incapacitated patient or minor,

. Procedure

a) Thorough head-to-toe physical assessment (genital examination to be conducted as indicated)
b) Completion of danger assessment/lethality assessment (Campbell, 2004; Campbell, Webster, &
Glass, 2009)
¢) Completion of strangulation documentation to include:
4 Written documentation form
b. Body mapping of injuries
c. Photo-documentation
d.  Mannequin demonstration (optional)
Neck circumference measurement
Use of alternate light source (ALS) /ultraviolet (UV) light (as indicated or available) for
identification of potential biological fluids and/or for enhancement of visual bruises (not to be
used to identify bruises that cannot be seen) (Eldredge, Huggins, & Pugh, 2012)
Potential evidence collection (as applicable or if indicated)
Assist patient with acquiring the necessary resources to file for victim of violent crime
fund /compensation per local jurisdiction {If available)
Assess for safety planning /resources disposition
Follow individual, local, mandated reporter for adult/pediatric population with referrals as
needed to adult protection services (APS) and /or child protective services (CPS).
If evaluation results indicate need, discuss possibility of observation or overnight admission.
Discuss follow-up plan of care

. Follow-Up Care
Follow up examinations within 72 hours post assault. In case of holidays/weekends: follow up with a

phone call within 72 hours, with a scheduled appointment as soon as possible (Taliaferro, Hawley,
McClane, & Strack, 2009).
Follow-up appointment to consist of:

Head-to-toe physical assessment

Strangulation documentation form

Photography (of progression of bruising or identification of new bruises)

Neck croumference

Use of ALS/UV light (as indicated or available) as indicated above In #3¢

Ongoing safety assessment

Pumations] Avcdation of Formsic Nurses o waw ForenscMunes oy

8) Referrals to ear, nose, and throat (ENT) specialist, neurology, other providers, counseling per
scope of practice

Terms

1. Strangulation: A form of asphyxia (lack of oxygen) characterized by closure of the blood vessels
and for alr passages of the neck as a result of external pressure on the neck (Iserson, 1984; Line,
Stanley, & Choi, 1985).
Standards of Practice. Authoritative statements that *|describe a competent level of nursing care
as demonstrated by the nursing process” (ANA, 2010, p. 67).
Danger assessment: An easy and effective method for forensic nurses and other community
professionals to identify those who are at the highest potential for being seriously injured or
killed (lethality) by their intimate partners so as to immediately connect these patients and
clients to a domestic violence service provider in their area.

. ALS (alternate light source): A high-intensity light using differing wavelengths that may fluoresce
flulds/fibers and help enhance bruises that can be seen under white light.

. UV {ultraviolet) light: An electromagnetic radiation with a wavelength from 100 nm to 400 nm. A
portion of the light spectrum, which is not visible to the naked eye, that may help fluoresce
fluids/fibers.

Mannequin head: An effective tool to aid the patient in demonstrating the act of strangulation.




CASE EXAMPLES



= Always assess IPV and sexual assault victims for
strangulation

= Promote the medical/forensic exam if the victim
has experienced strangulation within 72 hours,
longer if pregnant
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3 YEAR OLD GIRL

= Mom and boyfriend bring her in with an “allergic reaction”

= When separated mom says she thinks she got the marks from sleeping on her
brothers corduroy pants

= Mom’s boyfriend says it’s from sleeping on the carpet

= Mom then says she thinks the girls shorts and shirt were too tight and “choked” her

= Patient agrees with mom and boyfriend even when separated “it must be an
allergy”







CARE

Admitted overnight for observation
= Child protection called to come in the following day
= Boyfriend spent the night in the hospital with the child

= |npatient staff called FNEs because boyfriend was insisting the child take a shower
before anyone else evaluated her

= Supervisor identified boyfriend as a previous volunteer who was fired for
inappropriate behavior with pediatric patients




CARE

= Serial oxygen saturation

= CT of the neck and carotids




3 YEAR OLD GIRL

= School nurse noted injuries on child called patient’s mom

= “He choked me out and told me to tell people | hit my face on the
dresser” (mom’s live in boyfriend of three years)

= Strangulation episode happened 10 days prior to the exam







WHERE CAN | GO FOR MORE INFORMATION?

= Webinars for Healthcare, Law Enforcement/Investigators, advocates and Paramedics

Toolkit for nurses and other health providers

Sample documentation forms for healthcare providers

Sample policies and procedures for healthcare providers

Brochures for victims

Latest medical/radiologic evaluation recommendations for healthcare

www.ForensicNurses.org

www.safeta.org

https://www.strangulationtraininginstitute.com/resources/



http://www.forensicnurses.org/
http://www.safeta.org/
https://www.strangulationtraininginstitute.com/resources/

Investigating and Prosecuting the Non-
Fatal Strangulation Case

Leslie A. Hagen
National Indian Country Training Coordinator

I. Introduction

In the early morning hours of August 19, 2013, Zackeria Crawford strangled his girlfriend until
she lost consciousness and became incontinent. The assault occurred within the exterior boundaries of the
Blackfeet Indian Reservation in Montana, The defendant is an enrolled member of the tribe.

The victim told FBI Special Agent Mark Zahaczewsky that she was asleep in the home that she
shared with defendant Crawford, her boyfriend of three years. Crawford woke her up, began to threaten
her, and accused her of cheating. The defendant then forced the victim into the crawlspace located in a
closet leading under the residence. While in the crawlspace, Crawford beat the victim with his hands and
feet. He then placed his hands on the victim’s throat and began strangling her. The victim told law
enforcement that he said words to the effect of. ‘I really hate to do this to you. but I'm going to kill you.”

The victim told investigators that she twice lost consciousness and lost control of her bladder. The
victim said the assault lasted for approximately twenty minutes. When the defendant went to another
room in the house, the victim escaped the crawl space and ran out of the house to her car and attempted to
drive away. The defendant jumped on to the hood of the vehicle and hung on for several blocks. Crawford
eventually rolled off of the vehicle, and the victim drove directly to the Browning Correctional Center and
reported the assault.

Law enforcement obtained photographs of the injuries, and the victim obtained medical
treatment. The treating physician documented that there was a substantial risk of death. The defendant
confessed to the FBI and, ultimately, pled guilty to one count of assault by strangulation under 18 U.S.C.
§ 113(a)(8). The case was prosecuted by Assistant U.S. Attorney (AUSA) Ryan Weldon, and it represents
one of the first in the country prosecuted under the new federal strangulation and suffocation statute. The
defendant was sentenced to 30 months’ imprisonment and 3 years of supervised release at his March 2014
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sentencing hearing. (A copy of the sentencing press release can be found online at http://www justice.gov/
usao/mt/pressreleases/20140605140846.html.)

I1. The scope and severity of the problem

Police and prosecutors are only recently learning what survivors of non-fatal strangulation have
known for years: “Many domestic violence offenders and rapists do not strangle their partners to kill
them; they strangle them to let them know they can kill them—any time they wish.” Casey Gwinn,
Strangulation and the Law, THE INVESTIGATION AND PROSECUTION OF STRANGULATION CASES 5 (The
Training Inst. on Strangulation Prevention & the Cal. Dist. Attorneys Ass’n eds., 2013) (Gwinn). There
are clear reasons why strangulation assaults—particularly in an intimate partner relationship—should be a
separate felony offense and taken seriously at sentencing.

. “Strangulation is more common than professionals have realized. Recent studies have
now shown that 34 percent of abused pregnant women reported being ‘choked;’ 47
percent of female domestic violence victims reported being ‘choked.” ”* Press Release,
Office of Public Affairs, Department of Justice, Justice Department Holds First National
Indian Country Training on Investigation and Prosecution of Non-Fatal Suffocation
Offenses (Feb. 4, 2013), available at http://www justice.gov/opa/pr/2013/February/13-

opa-148.html.

. “Victims of multiple [non-fatal strangulation] ‘who had experienced more than one
strangulation attack, on separate occasions, by the same abuser, reported neck and throat
injuries, neurologic disorders and psychological disorders with increased frequency.” ”
Id. (citing Donald J. Smith, Jr. et al., Frequency and Relationship of Reported
Symptomology in Victims of Intimate Partner Violence: The Effect of Multiple
Strangulation Attacks, 21 J. EMERGENCY MED. 3, 323, 325-26 (2001)).

. “Almost half of all domestic violence homicide victims had experienced at least one
episode of non-fatal strangulation prior to a lethal [or near-lethal] violent incident.
[Victims of one episode of strangulation are 700 percent more likely to be a victim of
attempted homicide by the same partner.] Victims of prior non-fatal strangulation are 800
percent more likely of later becoming a homicide victim [at the hands of the same
partner].” /d. (internal citations omitted) (citing Nancy Glass et al., Non-Fatal
Strangulation Is an Important Risk Factor for Homicide of Women, 35 J. EMERGENCY
MED. 329, 329 (2008)).

. Even given the lethal and predictive nature of these assaults, the largest non-fatal
strangulation case study ever conducted to date (the San Diego Study) found that most
cases lacked physical evidence or visible injury of strangulation. Gael B. Strack, George
E. McClane & Dean Hawley, 4 Review of 300 Attempted Strangulation Cases Part I:
Criminal Legal Issues, 21 J. EMERGENCY MED. 3, 303, 305-06 (2001). Only 15 percent
of the victims had a photograph of sufficient quality to be used in court as physical
evidence of strangulation, and no symptoms were documented or reported in 67 percent
of the cases. /d. The San Diego Study found major signs and symptoms of strangulation
that corroborated the assaults, but little visible injury. /d.

. “Strangulation is more serious than professionals have realized. Loss of consciousness
can occur within 5 to 10 seconds . . . and death within 4 to 5 minutes. The seriousness of
the internal injuries [even with no external injuries] may take a few hours to be
appreciated and delayed death can occur days later.” Press Release, Office of Public
Affairs, Department of Justice, Justice Department Holds First National Indian Country
Training on Investigation and Prosecution of Non-Fatal Suffocation Offenses (Feb. 4,
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2013), available at http://www.justice.gov/opa/pr/2013/February/13-opa-148.html
(internal citations omitted) (citing Gwinn and DEAN A. HAWLEY, FORENSIC MEDICAL
FINDINGS IN FATAL AND NON-FATAL INTIMATE PARTNER STRANGULATION ASSAULTS 6
(2012) (Hawley), available at http.//www strangulationtraininginstitute.com/index.php/
library/viewcategory/843-scholarly-works-and-reports.htmi2013).

. “Because most strangulation victims do not have visible [external] injuries, strangulation
cases may be minimized or trivialized by law enforcement, medical and mental health
professionals [and even courts].” /d.

. Even in fatal strangulation cases, there is often no evident external injury (confirming the
findings regarding the seriousness of non-fatal, no-visible-injury strangulation assaults).
.

. Non-fatal strangulation assaults may not fit the elements of other serious assaults due to

the lack of visible injury. Studies are confirming that an offender can strangle someone
nearly to death with no visible injury, resulting in professionals viewing such an offense
as a minor misdemeanor or no provable crime at all. /d.

. Experts across the medical profession now agree that manual or ligature strangulation is
“lethal force” and is one of the best predictors of a future homicide in domestic violence
cases. Id. (citing Nancy Glass et al., Non-Fatal Strangulation Is an Important Risk Factor
for Homicide of Women, 35 J. EMERGENCY MED. 329, 329 (2008)).

Ten percent of violent deaths in the United States are from strangulation, with six female victims
to every male victim. Allison Turkel, “And Then He Choked Me”': Understanding, Investigating, and
Prosecuting Strangulation Cases, 2 THE VOICE 1, 1 (2008), available at http://www.ndaa.org/pdf/the
voice vol 2 no 1 08.pdf. However, the percentage of women that survive strangulation is far greater.
Numerous studies show that 23 to 68 percent of women who are victims of intimate partner violence have
experienced strangulation assault by a male partner in their lifetime. Another study conducted at a
battered women’s shelter found that on average each woman with a history of strangulation had been
strangled 5.3 times in her intimate relationships. Lee Wilbur et al., Survey results of women who have
been strangled while in an abusive relationship, 21 J. EMERGENCY MED. 297, 297-302 (2001).
Furthermore, a strong correlation exists between strangulation and other types of domestic abuse. In a
study of 300 strangulation cases, a history of domestic violence existed in 89 percent of the cases, and
children were present during at least 50 percent of the incidents. GAEL B. STRACK & GEORGE MCCLANE,
HOW TO IMPROVE YOUR INVESTIGATION AND PROSECUTION OF STRANGULATION CASES 2 (David C.
James ed., 1998) (updated January 2003, September 2007).

This correlation is disturbing, especially in the context of Indian Country, where violent crime
rates can far exceed those of other American communities. Some tribes have experienced rates of violent
crime over 10 times the national average. RONET BACHMAN, HEATHER ZAYKOWSKI, RACHEL
KALLMYER, MARGARITA POTEYEVA & CHRISTINA LANIER, VIOLENCE AGAINST AMERICAN INDIAN AND
ALASKA NATIVE WOMEN AND THE CRIMINAL JUSTICE RESPONSE: WHAT IS KNOWN 5 (2008).
Reservation-based and clinical research show very high rates of intimate partner violence against
American Indians and Alaska Native women.

Police, prosecutors, and medical providers across the country have begun to appreciate the
inherent lethality risks for strangulation and suffocation crimes. Approximately 30 states have enacted
strangulation-specific laws that range from misdemeanor offenses to felonies. Because domestic violence
and sexual assault remains primarily a matter of state, local, and tribal jurisdiction, the Federal
Government historically lacked jurisdiction over some intimate partner violence crimes. The Violence
Against Women Reauthorization Act of 2013 (VAWA 2013) changed that by providing the Federal
Government with additional statutory tools to prosecute intimate partner violence. With the passage of
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VAWA 2013, Congress recognized the gravity of strangulation and suffocation crimes and, accordingly,
amended the federal assault statute, 18 U.S.C. § 113, to include a specific charge of assault or attempted
assault by strangulation or suffocation. This change in the law was effective March 7, 2013.

This article addresses how to improve the investigation and prosecution of perpetrators in
strangulation cases under 18 U.S.C. § 113. It concisely summarizes what strangulation is and why it is so
difficult to investigate and prosecute. It also offers guidance on how to approach these types of cases.

I11. The Violence Against Women Reauthorization Act of 2013: 18 U.S.C. § 113

Under § 113, it is now possible to prosecute perpetrators in Indian County for the specific
offenses of strangulation and suffocation. Section 113(a) provides that:

whoever, within the special maritime and territorial jurisdiction of the United States, is
guilty of . .. an assault of a spouse, intimate partner, or dating partner by strangling,
suffocating, or attempting to strangle or suffocate, [shall be punished] by a fine under this
title, imprisonment for not more than 10 years, or both.

18 U.S.C. § 113(a)8) (2014).

In this section, the term “strangling” means “intentionally, knowingly, or recklessly impeding the
normal breathing or circulation of the blood of a person by applying pressure to the throat or neck,
regardless of whether that conduct results in any visible injury or whether there is any intent to kill or
protractedly injure the victim{.]” The definitions of spouse, intimate partner, and dating partner are found
in 18 U.S.C. § 2266. Id. § 133(b)(3).

Prior to the passing of VAWA 2013, strangulation cases were typically prosecuted as an Assault
Resulting in Serious Bodily Injury (ARSBI), pursuant to 18 U.S.C. § 113(a)(6). ARSBI is punishable by a
fine, imprisonment for not more than 10 years, or both. Serious bodily injury is defined in 18 U.S.C.

§ 1365 as:

(a) asubstantial risk of death;
(b) extreme physical pain;
(c) protracted and obvious disfigurement; or

(d) protracted loss or impairment of the function of a bodily member, organ, or mental
faculty[.]

18 U.S.C. § 1365(h)(3) (2014).

Most federal prosecutors charging a defendant with ARSBI following an allegation of
strangulation argue that the crime presented a “substantial risk of death™ to the victim. AUSAs may need
to enlist expert medical testimony to explain just how easy it is to strangle someone to death and yet leave
no visible external injuries. Only 11 pounds of pressure placed on the carotid arteries (arteries that supply
oxygenated blood to the head and neck) for 10 seconds is necessary to cause unconsciousness. J.L. Luke
et al., Correlation of Circumstances with Pathological Findings in Asphyxial Deaths by Hanging: A
Prospective Study of 61 Cases from Seattle, WA, 30 J. FORENSIC SCI. 1140, 114047 (1985). Brain death
will occur in four to five minutes if strangulation continues.

The crime of ARSBI was infrequently used to charge strangulation cases occurring in the context
of intimate partner violence. And, if other assaults occurred during the violent episode, charges were more
likely to address those violent acts as opposed to the strangling. See, e.g., United States v. Mitchell, 420 F.
App’x 920, 921-22 (11th Cir. 2011) (defendant strangled the victim and was charged with one count of
assault with intent to commit murder and one count of assault resulting in serious bodily injury); but see,
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e.g., United States v. Martin, 528 F.3d 746, 748—49 (10th Cir. 2008); United States v. Juvenile Male N.R.,
24 F. App’x 638, 63940 (8th Cir. 2001).

Because this new statute became effective in March 2013, prosecutors are just beginning to
charge defendants. It is important to note that § 113(a)(8) only addresses situations where the victim is the
spouse, intimate partner, or dating partner of the defendant. Consequently, a defendant who committed a
strangulation offense outside this context will not be charged in federal court as a violation of § 113(a)(8).
The prosecutor will instead need to look to the crimes of ARSBI, attempted murder, or murder, depending
on the facts. To date, there are no pending cases on appeal where the new strangulation/suffocation statute
itself is being challenged.

IV. Understanding strangulation

While most people think that they understand strangulation and that it would be easy to recognize
when someone has been strangled, identifying strangulation is much more nuanced. It is a serious, violent
act that has historically been treated as a minor incident in the criminal justice system. Such treatment
resulted for a variety of reasons, some of which stem from misconceptions about the act itself and its
potentially fatal consequences.

A. Identifying strangulation

The terminology used to describe the act displays a misunderstanding of what strangulation is.
Choking and suffocation are the typical misnomers used by victims, law enforcement agents, and even
legal professionals, to describe strangulation incidents. While all three lead to asphyxia, a lack of oxygen
to the brain, the mechanics are different. Choking is the internal blockage of the airway preventing the
victim from breathing. Suffocation is the obstruction of the airway at the nose or mouth. Strangulation is
the external compression of the neck that can either directly block the airway, preventing breathing, or
can impede the flow of blood to and from the brain by closing off arteries and jugular veins. There are
three forms of strangulation; manual (hands, forearm, kneeling on victim’s throat), ligature (use of a
cord-like object), or by hanging.

B. Identifying injuries

Another common misconception is that strangulation causes bruises or other visible marks on the
victim. Strangulation is a form of intimate partner violence often committed without witnesses. Therefore,
when police arrive to investigate, they are faced with a “he said/she said” dilemma. A lack of visible
injuries may be mistakenly viewed as a lack of harm to the victim, thereby allowing responding police
officers, the abuser, and even the victim herself to minimize the assault. If the alleged victim appears
unharmed, little to no evidence is collected for later use in prosecuting the abuser.

Absence of bruising should not be mistaken for denial of the act. In a study of 300 police reports
on strangulation, victims in only 50 percent of the cases displayed visible injuries. GAEL B. STRACK &
GEORGE MCCLANE, HOW TO IMPROVE YOUR INVESTIGATION AND PROSECUTION OF STRANGULATION
CASES 2 (David C. James ed., 1998) (updated January 2003, September 2007). Of the 50 percent, 35
percent of the injuries were too minor to photograph. /d. Bruises sometimes take a few days to show the
force of the injury, and internal swelling of the throat could develop and restrict breathing hours after the
strangling.

Importantly, the statutory definition for strangling under § 113(a)(8) states that the crime can be
proven even in the absence of any visible injury. Besides bruising and swelling around the neck, other
signs of strangulation may include: '

. Scratches, abrasions, and discoloration to the neck, face, chest, shoulders
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. Swelling of the tongue

. Appearance of red dots, called petechiae, from ruptured capillaries in the eyes, under the eyelids,
on the face, or on the neck

. Voice changes (hoarse, raspy, or no voice)

. Trouble or pain when swallowing

. Breathing changes (difficulty breathing, hyperventilation, wheezing)

. Behavioral changes (restlessness or combativeness, problems concentrating, amnesia, agitation,
Post-Traumatic Stress Disorder, hallucinations)

. Involuntary urination or defecation

. Coughing and/or vomiting

. Loss of consciousness/fainting

. Blue fingernails

. Dizziness/headaches

. Miscarriage

In extreme cases, swelling could be an early indication of internal injuries, such as a fractured
larynx (voice box) or hyoid bone, seizures, or pulmonary edema (lungs filled with fluid). If medical
treatment is not sought, these symptoms can lead to death.

V. Prosecuting cases under § 113(a)(8)

To overcome the misconceptions of strangulation, it is important to bring awareness to the issue
and to educate both the public at large and the professionals dealing with the legal or medical
consequences of strangulation. Training efforts like those of the Department of Justice’s National Indian
Country Training Initiative and the Training Institute on Strangulation Prevention (TISP) provide training
and technical assistance to family violence professionals, while local women’s shelters provide immediate
assistance to survivors of domestic abuse and strangulation for medical, psychological, and protective
care. (More information on TISP can be found at http://strangulationtraininginstitute.com/index.php.)

The Maricopa County Attorney’s Office in Arizona took up the fight against domestic violence
strangulation, In 2012, a partnership initiative between the local healthcare system, the local law
enforcement, and the County Attorney’s office created a program to establish more reliable methods of
obtaining the necessary evidence to effectively prosecute strangulation incidents. Law enforcement
officers received special training on how to recognize and respond to strangulation incidents, which
includes transporting domestic violence victims to either a medical care facility or to a family advocacy
center. There, forensic nurses are available 24 hours a day to perform specialized medical-forensic
examinations and to collect evidence, including photographs of any visible injuries. These forensic nurses
then provide testimony as expert witnesses in court. Their testimonies allow certain cases to proceed,
even if the victim is unavailable or unwilling to testify. News Release, Maricopa County Attorney, New
Strategies Unveiled to Fight Against Domestic Violence Strangulations (June 8, 2011) News Release
available at http://www.maricopacountyattorney .org/pdfs/news-releases/2012-06-08-New-Strategies-in-
Fight-Against-Domestic-Violence-Strangulations.pdf. Since launching the program, Maricopa County
was awarded the National Association of Counties Award in the category of Criminal Justice and Public
Safety, and more than 38 percent of reported strangulation allegations have resulted in convictions. News
Release, Maricopa County Attorney, Strangulation Program Honored with NACo Award (June 13, 2013),
available at http://www.maricopacountyattorney.org/pdfs/news-releases/2013-06-13-Strangulation-
Program-Honored-with-NA Co-Award.pdf,
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The Maricopa County program is effective because it addresses three obstacles that hinder the
prosecution of domestic violence: the inability of first responders to recognize strangulation, the
reluctance of victims to testify, and the loss or lack of evidence.

A. Training first responders

Law enforcement officers in every jurisdiction—federal, state, and tribal—must be trained on the
severity of strangulation, and the common misconceptions that officers may hold need to be corrected.
Officers should be aware that strangulation is a potentially lethal form of intimate partner violence and
that it should not be associated with other abuse, like a slap in the face. Without that training, police will
not be able to effectively identify signs of strangulation. The signs of strangulation are easy to overlook
because visible injuries are not always evident when police officers or medics first arrive at the scene of a
domestic dispute. Police officers need to be trained on how to detect the initial symptoms and signs of
strangulation.

When law enforcement arrives at a domestic violence scene, officers should assess the situation.
They should make note of the surroundings, the demeanor of the victim, and the demeanor of the alleged
abuser, if still present. If the abuser has apparent injuries, those should be noted and photographed along
with any visible injuries to the victim. If an officer suspects that strangulation has occurred, he or she
must call for paramedics or at least strongly encourage the victim to seek medical attention because, as
mentioned earlier, swelling or other undetected injuries of the throat can be life threatening,

[ronically, medical personnel, who should be the most qualified to recognize symptoms of
strangulation, often under-evaluate reports of strangulation and attribute the signs of strangulation to other
causes. For example, a victim’s hoarseness may be reported as resulting from screaming during an
argument, not from strangulation, and broken blood vessels in the victim’s eye may be reported as
resulting from pink eye or a substance abuse problem. Gael B. Strack, George E. McClane & Dean
Hawley, A Review of 300 Attempted Strangulation Cases Part II: Clinical Evaluation of the Surviving
Victim, 21 J. EMERGENCY MED. 311, 312 (2001). Medical personnel should not minimize these signs, but
should note in the medical record that the victim is displaying signs consistent with strangulation. Having
the record state that the symptoms are consistent with strangulation is helpful when it comes to gathering
evidence for the prosecution.

When interviewing the victim, it is important for police officers or investigators to quote the
victim’s own words (“He choked me.”) when she is describing the event, but should otherwise use the
word “strangulation” in the official report. Any symptoms that the victim is experiencing should be noted
on the report along with any apparent injuries. The more details the officer includes in his report, the more
useful it will be in prosecuting the case later.

It is important to ask the victim to demonstrate how she was strangled and to ask questions that
will elicit specific information about the signs and symptoms of strangulation. Below is a list of questions
police and prosecutors should consider asking when interviewing strangulation victims. (A two-page
interview form is attached to the end of this article for additional guidance.)

1. Ask the victim to describe and demonstrate how she was strangled. Take
photographs.

2. Document whether the victim was strangled with one or two hands, forearm, and/or
objects.

3. If an object was used to strangle the victim, locate, photograph, and impound the
object.

4. Determine if the suspect was wearing any jewelry, such as rings or watches. Look for
pattern evidence.
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5. If an object was used, how did it get there? Determine if the suspect brought the
object with him to the crime scene. This information may be used to show
premeditation.

6. What did the suspect say when he was strangling the victim? Use quotes.
7. Describe the suspect’s demeanor and facial expression.

8. Was the victim shaken simultaneously while being strangled?

9. Was the victim thrown against the wall, floor, or ground? Describe surface.
10. How long did the suspect strangle the victim?

11. How many times and how many different methods were used to strangle the victim?
12. How much pressure or how hard was the grip?

13. Did the victim have difficulty breathing or hyperventilate?

14. Any complaint of pain to the throat?

15. Any trouble swallowing?

16. Any voice changes? Complaint of a hoarse or raspy voice?

17. Any coughing?

18. Did the victim feel dizzy, faint, or lose consciousness?

19. What did the victim think was going to happen? (For example, did she think she was
going to die?)

20. Did the victim urinate or defecate as a result of being strangled?

21. Was the victim pregnant at the time?

22. Did the victim feel nauseated or vomit?

23. Any visible injury, however minor? If so, take photograph and follow-up photos.
24. Any prior incidents of strangulation?

25. Any pre-existing injuries?

26. Were the injuries shown to anyone? Were any subsequent photos taken?

27. Did the victim attempt to protect herself or himself? Describe.

28. Was any medical treatment recommended or obtained? If so, obtain medical release.
29. Were there any witnesses?

GAEL B. STRACK & GEORGE MCCLANE, HOW TO IMPROVE YOUR INVESTIGATION AND PROSECUTION OF
STRANGULATION CASES 2 (David C. James ed., 1998) (updated January 2003, September 2007),

available at http://www.ncdsy.org/images/strangulation_article.pdf.

B. Victim testimony

Another obstacle in these cases is the reluctance of domestic abuse victims to get involved in the
criminal justice system and to testify. Even though these women have suffered pain and feared for their
and their children’s lives at the hands of their abusers, myriad emotions exist that prevent victims from
removing themselves from the abusive relationship. As opposed to other violent crimes, domestic
violence and frequent sexual assault occur in the privacy of homes between people with intimate
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relationships. While they fear their partner, they also love them and rely on them not only emotionally,
but often times financially, as well. If their abuser is prosecuted and sentenced to jail or prison, that
affects the family’s income and leads to financial hardship. Also, imprisonment only offers temporary
relief to the victim. The abuser will eventually be released, and victims fear the retribution that will
follow. Retribution is also a concern if the prosecution is unsuccessful.

Because of that fear, studies show that 80 to 85 percent of abused women will deny allegations of
abuse after the incident and will refuse to testify. Tom Lininger, Prosecuting Batterers After Crawford,
91 VA. L. REV. 747, 768 (2005). As a result, prosecutors are placed in the difficult position of having to
explain to the court and the jury why a victim is unavailable to testify, calling into question the legitimacy
of the claims in the jury’s and court’s eyes.

As a way to introduce evidence from the victim despite their reluctance or inability to testify,
prosecutors can attempt to use exceptions to the hearsay rule. However, in Crawford v. Washington, 541
U.S. 36 (2004), the Supreme Court held that, where the Government offers at trial hearsay evidence that
is “testimonial” in nature, the Confrontation Clause of the Sixth Amendment requires actual
confrontation, that is, cross examination, regardless of how reliable the hearsay statement may be. /d. at
59. Consequently, testimonial statements to police or emergency personnel may be excluded if the victim
does not testify, but non-testimonial statements, which include statements given by the witness to police
or 911 responders to help them resolve an ongoing emergency, may be admitted. See Davis v.
Washington, 547 U.S. 813, 828 (2006). And, because medical attention should be sought for all survivors
of strangulation, it may be the case that a physician, a Sexual Assault Nurse Examiner, or another medical
provider, can testify to what the victim told them about the assault pursuant to Federal Rule of Evidence
803(4), the medical hearsay exception. Moreover, if the victim is unavailable to testify because of the
defendant’s actions, the prosecutor should explore using the forfeiture by wrongdoing exception under
Federal Rule of Evidence 804(b)(6). This exception allows a victim’s statements to come into evidence if
the victim stays away from the court because of actions by the defendant that were purposefully done to
keep the witness from testifying. See Giles v. California, 554 U.S. 353, 367 (2008).

C. Evidence

To overcome any skepticism that the judge or the jury develops due to a lack of participation by
the victim in the criminal proceedings, it is helpful to have physical and demonstrative evidence of the
crime. Evidence that is useful during prosecution includes photographs of the victim’s injuries and of the
scene of the abuse, physical evidence, medical evaluation forms, expert testimony, and if possible, a
recording of the 911 call. Brigitte P. Volochinsky, Obtaining Justice for Victims of Strangulation in
Domestic Violence: Evidence Based Prosecution and Strangulation-Specific Training, 4 STUDENT PULSE
1,3 (2012).

Photographs: Photographs should always be taken. They are important to a judge and jury
because they humanize the victim and make the assault personal. Photographs of the victim’s injuries, if
any are evident, should be taken soon after law enforcement arrives. Officers and investigators should
continue to monitor the victim to ensure her safety and to capture any emerging bruises or injuries that
can become visible hours after the assault took place. Full-shot photographs should be taken along with
close-ups of injuries. The full-shots help the jury place the injuries in perspective to the victim’s body and
the close-ups show the details of the injuries that can be lost in distance shots,

Besides the victim, photographs of the scene should be included in the evidence. If a domestic
fight occurred, furniture could be displaced and objects strewn about the room and broken. Also, because
strangulation can cause urination, defecation, or vomiting, it is important to photograph any bodily fluids
at the scene. These photographs will help portray the struggle a victim went through and will help set the
scene for the strangulation.
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Physical evidence: There may not be a lot of physical evidence, but it is important to present
what is available during trial. Persuasive evidence can include the clothes of either the victim or the
assailant if they are torn or ripped, and if they have any blood on them. Also, if the assailant used a
ligature to strangle the victim, having the ligature and demonstrating how it was used on the victim is
powerful evidence of the crime.

Medical forms: Studies show that victims sought medical attention in only three percent of
strangulation cases. GAEL B. STRACK & GEORGE MCCLANE, HOW TO IMPROVE YQUR INVESTIGATION
AND PROSECUTION OF STRANGULATION CASES 2 (David C. James ed., 1998) (updated January 2003,
September 2007). The records from those visits may be crucial to the prosecution. If no visible injuries
are present, the documentation of internal injuries, if present, may be the only medical evidence that the
victim was strangled. Also, the victim’s description of her injuries to the medical personnel can also be
introduced as evidence, if it is documented in the medical record.

Expert testimony: A couple of different types of expert testimony may be used in a
strangulation trial. First, expert testimony on strangulation may be introduced. This can be important
because it provides the opportunity to educate the court and the jury about the physical mechanics of
strangulation and also its inherent lethality. Medical personnel frequently provide this type of testimony;
however, a law enforcement officer or investigator trained in strangulation may also serve as an expert
witness. The prosecutor may also want to call an expert on the nature and dynamics of domestic violence
and the effects it has on victims, particularly if the victim recants or is a hostile witness. Many jurors may
be unable to understand why a victim will remain with her assailant and/or be reluctant to testify against
him at trial. An expert witness can make these seemingly counterintuitive behaviors understandable to the
judge and jury.

911 recording: If the victim dialed 911 after the incident, this can be extremely useful evidence.
It will likely be the first time that the victim explains what happened. The stress and fear in the victim’s
voice will have a strong effect on the jury. More importantly, the recording may show that the victim’s
voice was hoarse, that she was coughing, or that she was unable to catch her breath. All three are
indicators of strangulation.

If the victim calls 911 when the abuser is still present or when the victim feels like she is still in
danger, the recording may qualify as an exception to the hearsay rule and be admitted into evidence.

VI. Amendments to the Sentencing Guidelines

Once an AUSA secures a conviction for a violation of § 113(a)(8), it becomes necessary to
properly calculate an appropriate sentencing guidelines range. On April 30, 2014, the U.S. Sentencing
Commission (U.S.S.C.) published amendments to the Sentencing Guidelines. After reviewing the
legislative history, public comment, hearing testimony, and relevant data of VAWA 2013, “the
Commission determined that strangulation and suffocation of a spouse, intimate partner, or dating partner
represents [sic] a significant harm not addressed by the existing guidelines and specific offense
characteristics.” U.S. SENTENCING COMMISSION, AMENDMENTS TO THE SENTENCING GUIDELINES 9
(2014), available at http://www.ussc.gov/sites/default/files/pdf/amendment-process/reader-friendly-
amendments/20140430_RF_Amendments.pdf.

Accordingly, the U.S.S.C. issued the following amendments to the Sentencing Guidelines:

the amendment amends Appendix A to reference section 113(a)(8) to § 2A2.2
(Aggravated Assault) and amends the Commentary to § 2A2.2 to provide that the term
“aggravated assault™ includes an assault involving strangulation, suffocation, or an
attempt to strangle or suffocate. The amendment amends § 2A2.2 to provide a 3-level
enhancement at § 2A2.2(b)(4) for strangling, suffocating, or attempting to strangle or
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suffocate a spouse, intimate partner, or dating partner. The amendment also provides that
the cumulative impact of the enhancement for use of a weapon at § 2A2.2(b)(2), bodily
injury at § 2A2.2(b)(3), and strangulation or suffocation at § 2A2.2(b)(4) is capped at 12
levels. The Commission determined that the cap would assure that these three specific
offense characteristics, which data suggests co-occur frequently, will enhance the
ultimate sentence without leading to an excessively severe result,

Although the amendment refers section 113(a)(8) offenses to § 2A2.2, it also amends

§ 2A6.2 (Stalking or Domestic Violence) to address cases involving strangulation,
suffocation, or attempting to strangle or suffocate, as a conforming change. The
amendment adds strangulation and suffocation as a new aggravating factor at

§ 2A6.2(b)(1), which results in a 2-level enhancement, or in a 4-level enhancement if it
applies in conjunction with another aggravating factor such as bodily injury or the use of
a weapon,

These amendments become effective November 1, 2014. Official text of the amendments can be
found at www.ussc.gov.

VII. Conclusion

Strangulation is a serious crime that affects too many women in vulnerable positions. A
strangulation survivor from Illinois provided written testimony to the U.S. Sentencing Commission in
February 2014 as the Commission contemplated appropriate sentencing guidelines for the amended
federal assault statute. She succinctly and profoundly described the devastating fear and effects of the
crime of strangulation:

After two years of marriage filled with verbal abuse, shoving, and other physical
abuse, one night my husband threw me down on the bed and began strangling me. Unlike
any other way that he had attacked me in the past, this horror instantly sent me to a level
of terror and trauma I had never known in my whole life. I knew I was seconds away
from dying. This was a fear unlike anything I had ever known. Everything was suddenly
different in my whole consciousness. I was going to die. The unthinking rage in his eyes
made that clear.

He had even pulled a gun on me once, slapped me black and blue, but nothing
felt as scary as this. There was that first part of the attack that so utterly terrified me as |
anticipated my imminent death, panicking with what I could do. The fighting for freedom,
the pain of his hands around my neck. Then as I began to suffocate, I could feel myself
dying. Gasping for breath, desperate for air. Feeling myself slipping away, so fully
conscious and hyper aware. And watching him - how personal the rage was. How he was
using his bare hands to kill me - it was so intimate, he was so close to me. His skin on my
skin. Like drowning, trapped in the water beneath the ice, the panic, the desperation to
breathe, yet not being able to.

He felt me going limp and thankfully let go. I coughed myself back to life. What I
learned in the days and the weeks after was the on-going and constant re-traumatization
of the aftermath of the strangulation. For weeks, every time I moved my head, I was
grabbed with pain. I couldn’t sleep, I couldn't eat or drink well. Every move was a
painful reminder. I had to take time off work without pay to cover up the worst of it, then
I had to lie to deal with answering questions about the bruises, etc., at my teaching job.
The aftermath was a constant reminder of what had happened. [Twenty] years later it is
as vivid to me as any moment of my life.

38 United States Attorneys’ Bulletin JULY 2014




The neck is so easy to grab, so vulnerable, so vital to all life, connecting
breathing and heart to mind. The viciousness and harm of this terroristic act is far
different than mere broken bone or a physical injury. I have suffered the range of these
infuries and nothing comes close to strangulation and suffocation in sheer terror,

Jennifer Bishop-Jenkins, Written Testimony to the U.S. Sentencing Commission (2014),
available at http://www.ussc.gov/sites/default/files/pdf/amendment-process/public-hearings-and-
meetings/20140213/Testimony VAG.pdf.

Hopefully, with the new provisions in § 113(a)(8), more victims of intimate partner violence in
Indian Country will find protection under the law from their abusers, but the enactment of strangulation
laws is not enough, Law enforcement, medical care providers, and criminal justice personnel must be able
to identify when strangulation has occurred and must be willing to take the necessary steps to help victims
who may not be willing to or are unable to help themselves. By training first responders in detection of
strangulation and effective evidence gathering techniques, the prosecution of abusers will be more
successful.

Documentation Chart for Strangulation Cases

Symptoms and/or Internal Injury:

Breathing Voice Changes Swallowing Behavioral OTHER
Changes Changes Changes
o Difficulty o Raspy voice o Trouble o Agitation o Dizzy
D Breathing 0 Hoarse voice swallowing 0 Amnesia D Headaches
o Hyperventilation |o Coughing o Painful to o PTSD o Fainted
o Unable to breathe |0 Unable to swallow o Hallucinations o Urination
Other: speak o Neck Pain g Combativeness o Defecation
o Nausea or
Vomiting
o Drooling

Use face & neck diagrams to mark visible injuries:

T S

; ’: i:‘ ’ ‘)' ; -l‘-J

s ’ fg ""f
Face Eyes & Eyelids Nose Ear Mouth
D Red or flushed |o Petechiae to R and/or | o Bloody nose O Petechiae o Bruising
o Pinpoint red L eyeball (circle one) 0 Broken nose external and/or |0 Swollen
spots (petechiae) |D Petechiae to R and/or [ (ancillary ear canal) tongue
O Scratch marks L eyelid (circle one) finding) 0 Bleeding o Swollen lips

0 Bloody red eyeball(s) | Petechiae from ear canal o Cuts/abrasions
(ancillary finding)
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Under Chin Chest Shoulders Neck Head

a Redness o Redness o Redness o Redness o Petechiae

0 Scratch marks | o Scratch marks o Scratch marks  |oO Scratch on scalp)

O Bruise(s) 0 Bruise(s) 0 Bruise(s) imarks Ancillary

0 Abrasions O Abrasions 0 Abrasions oFinger nail findings:
Impressions o Hair pulled
O Bruise(s) 0 Bump
o Swelling o Skull fracture
o Ligature mark |o Concussion

Questions to ASK: Method and/or Manner:
How and where was the victim strangled?
O One Hand (R or L) O Two hands o Forearm (R or L) 0 Knee/Foot

O Ligature (Describe):

D Howlong?  seconds minutes D Also smothered?

0 From 1 to 10, how hard was the suspect’s grip? (Low): 1,2,3,4,5,6,7,8,9, 10 (high)
a From 1 to 10, how painful was it? (Low): 1,2,3,4,5,6,7,8,9, 10 (high)

O Multiple attempts: O Multiple methods:
Is the suspect RIGHT or LEFT handed? (Circle one)

What did the suspect say while he was strangling the victim, before and/or after?

Was she shaken simultaneously while being strangled? Straddled? Held against wall?

Was her head being pounded against wall, floor or ground?

What did the victim think was going to happen?

How or why did the suspect stop strangling her?

What was the suspect’s demeanor?

Describe what suspect’s face look like during strangulation?

Describe Prior incidents of strangulation? Prior domestic violence? Prior threats?
MEDICAL RELEASE

To All Health Care Providers: Having been advised of my right to refuse, I hereby consent to the release
of my medical/dental records related to this incident to law enforcement, the District Attorney’s Office
and/or the City Attorney’s Office.

Signature: Date:

TRAINING INSTITUTE ON STRANGULATION PREVENTION, DOCUMENT CHART AND QUESTIONS TO ASK,
available at hitp://strangulationtraininginstitute.com/index.php/library/finish/837-documentation-~

forms/3634-documentation-chart-for-non-fatal -strangulation-cases.html (reprinted with p&rmission from
the Training Institute on Strangulation Prevention). %
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