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Any person who, without consent, impedes the blood circulation or res-
piration of another person by knowingly, intentionally, and unlawfully ap-
plying pressure to the neck of such person resulting in the wounding or
bodily injury of such person is guilty of strangulation, a Class 6 felony.
–Code of Virginia § 18.2-51.6.

I n the Commonwealth of Virginia, felony strangulation is de-
fined as intentional obstruction of blood circulation or respi-
ration by application of pressure to the neck, resulting in wound-

ing or bodily injury (Code of Virginia § 18.2-51.6). However, studies
of strangulation survivors indicate that most survivors do not have
documented injuries, and many do not seek medical care. For those
who do seek help, an otolaryngologist can play a critical role in the
evaluation and forensic examination of the survivor. However, there
is very little research on strangulation injuries outside of the disci-
plines of forensic pathology and emergency medicine. We have

found only 1 major case series of strangulation injuries (112 fatal, 59
nonfatal) described in the otolaryngology literature.1 In the 30 years
since that publication, we have have found only 1 single case report
of strangulation in an otolaryngology journal.2 This review was
prompted when one of the authors (M.A.) was consulted as an ex-
pert witness in a strangulation trial.

Report of Cases
Case 1
A woman in her 30s was picking up her child from her estranged hus-
band when an argument erupted. He threatened to kill her and
squeezed her neck with his thumbs across her trachea, pressing
down on her carotid arteries until she lost consciousness. When she
recovered, he placed her in a choke hold with his arm around her

IMPORTANCE Strangulation accounts for 10% of violent deaths in the United States and 15%
to 20% of deaths associated with domestic violence. However, strangulation deaths
represent only a small fraction of nonfatal strangulation assaults, which occur with daily
frequency in medium to large US cities. Careful evaluation and documentation of
strangulation injuries may identify life-threatening medical conditions, and may facilitate
prosecution of strangulation crimes.

OBSERVATIONS The most recent article on strangulation identified in the otolaryngology
literature was published in 1989, leaving an entire generation of head and neck surgeons
without current guidance regarding this injury. However, strangulation is a common form of
intimate partner violence. Among the 300 cases of strangulation reviewed in San Diego in
1995, most survivors (94%) were women who were strangled by a male member of their own
household. Many state laws require evidence of injury to prosecute felony strangulation, but
as shown in the review of 300 cases, most survivors (97%) were strangled with the
perpetrator’s hands, leaving little to no sign of injury in most cases. Survivors may seek an
otolaryngology consultation with complaints of hoarseness, sore throat, respiratory
disturbance, or accidental injury to the neck. A thorough head and neck examination may
reveal marks on the neck, facial petechiae, and neck swelling. Fiberoptic laryngoscopy is
recommended to look for petechiae and swelling in the airway. Chest radiographs may
demonstrate postobstructive edema, and computed tomography of the neck may
demonstrate vascular injuries. The most sensitive test for subtle strangulation injuries is
magnetic imaging of the neck. Careful examination and documentation can provide critical
evidence for the prosecution of these crimes.

CONCLUSIONS AND RELEVANCE Otolaryngologists should be knowledgeable of the subtle
patterns of injury and potentially life-threatening complications of strangulation and should
consider domestic violence in women presenting with throat complaints or bruises on the
neck.
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neck. A bystander interrupted the assault and allowed the wife to
escape. The police took her reluctantly to a local emergency depart-
ment, where she was evaluated and photographed by a forensic
nurse examiner. The patient initially complained of difficulty breath-
ing, hoarseness, sore throat, and dysphagia. A computed tomo-
graph (CT) of the neck was negative, and symptoms were resolv-
ing. She was discharged without follow-up.

Case 2
In an unrelated case, a woman in her 20s was seen in an emergency
department. She reported that she was brutally beaten by her hus-
band and dragged by the neck, but she did not mention being
“choked.” She complained of pain in the neck, face, and ribs and had
multiple contusions. The emergency department physician docu-
mented pain, tenderness, and a small abrasion on the neck. No pho-
tographs were taken. A CT of the neck was negative, and she was
released.

Case Follow-up
Within a 2-month period, one of us (M.A.) was subpoenaed as an ex-
pert witness by a state-appointed defense attorney in both cases.
In the first case, the forensic nurse examiner clearly documented the
history and physical examination results but was not permitted to
testify as an expert. The emergency department physician had not
documented any injury. The expert witness (M.A.) testified that the
medical findings were consistent with strangulation, but acknowl-
edged that the medical records alone could not prove strangula-
tion. The husband pled guilty to misdemeanor assault, but was ac-
quitted on the felony strangulation charge because the prosecution
was unable to prove that an injury occurred as a result of the stran-
gulation.

In the second case, the defendant pled guilty to domestic vio-
lence—a class 6 felony because it was his third such conviction. How-
ever, the treating emergency department physician was not willing
to testify to strangulation based on the medical record. The pros-
ecuting attorney accepted the guilty felony plea for repeated do-
mestic assault and dropped the strangulation charge.

Historical Context
After the murders of 2 teenage girls in San Diego, California, the San
Diego City Attorney’s office conducted an extensive study of 300
“choking” cases submitted for misdemeanor prosecution.3-5 Be-
fore their murders, each teenager had previously reported to po-
lice that she had been choked, but neither case had been pros-
ecuted. This study resulted in a series of articles on strangulation that
was published in the Journal of Emergency Medicine in 2001.3-8 The
San Diego Family Justice Center9 was opened in 2002, followed by
the Training Institute on Strangulation Prevention10,11 in 2011 to for-
mally educate police investigators and health care workers in the
evaluation and prevention of strangulation injuries (a documenta-
tion chart for nonfatal strangulation for use by health care profes-
sionals is shown in Figure 1 and Figure 2). As experts in soft-tissue
surgery and injuries of the neck, otolaryngologists should be cog-
nizant of the patterns of injury and the symptoms of strangulation.
Otolaryngologists should be prepared to evaluate these patients and
to testify on their behalf when needed.

Definitions

Strangulation is generally defined as the sustained impairment of air
or blood flow through the neck as a result of external pressure. Ob-
struction of air or blood flow through the neck can result in as-
phyxia, which is an injury or medical condition caused by hypoxia.
Strangulation should be distinguished clinically from choking, which
most properly refers to an internal obstruction of the airway, such
as a foreign body, mass, or laryngospasm. Other causes of asphyxia
include drowning due to immersion in a liquid, suffocation from di-
rectly covering the airway, and environmental oxygen deprivation,
such as from combustion or an enclosed space.

Strangulation is categorized among 4 principal methods. Manual
strangulation, or throttling, is performed by applying direct pres-
sure with the hands or arms around the neck. Manual strangulation
accounts for most cases of strangling in domestic assaults.3 Liga-
ture strangulation, or garroting, is performed by tightening a cord
or a ropelike ligature around the neck. Hanging is defined as sus-
pending the body weight from a cord or a ropelike ligature around
the neck. Postural strangulation has also been described, in which
body weight or pressure against an object causes pressure on the
neck without a ligature.

Pathophysiologic Features
Strangulation may occur with occlusive pressure that impedes ven-
tilation, arterial blood flow, or venous return. The probability of in-
jury or death depends on the location, duration, and amount of pres-
sure applied. Well-placed massage directly to the carotid body can
cause instantaneous syncope and cardiac dysrhythmia through va-
gal reflexes. More commonly, throttling assaults result in diffuse cir-
cumferential compression of the internal and external jugular veins.
The Training Institute on Strangulation Prevention11 teaches that ve-
nous compression is easily achieved with about 2 kg of manual force
applied to the lateral neck, and the carotid arteries can be occluded
with 5 kg of force applied to the anterior neck, compressing the ar-
teries against the lateral processes of vertebrae C4-C6. About 15 kg
of force can compress the trachea, and 30 kg can compress the ver-
tebral arteries. However, these numbers are not based on manual
strangulation, but on cadaver studies of hanging performed by
French forensic pathologist Paul Brouardel in 1897.12 The actual force
required to compress vascular structures will vary significantly de-
pending on the thickness of the neck and the strength of the neck
musculature.5 Pressure equals force divided by the surface area; in-
tuitively, direct thumb pressure of only 3 psi on the carotid arteries
should exceed a systolic blood pressure of 155 mm Hg. Head and neck
surgeons should be aware that the jugular veins can be painlessly
compressed during manual examination of the neck.13 By contrast,
an automotive safety study demonstrated that fresh cadaver lar-
ynxes can sustain a static weight of 16 kg without fracture.14 We can
conclude that airway compression is less likely than vascular com-
pression, but it can be achieved easily by an assailant placing his body
weight on the anterior neck of the victim or by use of a ligature. If
the force is applied over a very narrow surface area—a clothesline
ligature as opposed to a broad belt, for example—then much less
force is necessary. Brouardel12 also demonstrated convincingly that

jamanetwork/2016/oto/sep2016/orv160001 PAGE: left 2 SESS: 12 OUTPUT: Apr 22 12:32 2016

Clinical Review & Education Review Recognition and Documentation of Strangulation Crimes

2 JAMA Otolaryngology–Head & Neck Surgery September 2016 Volume 142, Number 9 (Reprinted) jamaotolaryngology.com



hanging generally does not injure the trachea or the larynx because
the noose invariably slides above the larynx to the mandible and com-
presses the soft tissues in the hypopharyngeal airway.

Although hanging is no longer a common method of capital pun-
ishment in the United States, the selfie generation has provided un-
expected new insight into death by strangulation. By reviewing video
recordings of 14 fatal hangings (4 suicidal, 1 homicidal, and 9 erotic),
the Working Group on Human Asphyxia15 observed that victims lost
consciousness within about 10 seconds of vascular occlusion. Al-
most simultaneous onset of convulsions was followed by a decer-

ebrate rigidity that progressed to decorticate rigidity within the first
minute. Respiratory effort and breathing sounds continued for about
2 minutes, at which time the body was generally flaccid, except for
isolated muscle twitches that were observed for about 4 minutes
after hanging. The continuation of respiratory sounds confirmed that
airway obstruction was not the initial cause of asphyxiation and death
in most cases.15

The physiology of strangulation is completely different from the
desaturation that occurs during a difficult intubation or airway emer-
gency. While a well-oxygenated, apneic adult may sustain tissue oxy-

Figure 1. Documentation Chart for Nonfatal Strangulation—History

Could the patient breathe, talk and/or scream?

Is the suspect  RIGHT  or  LEFT  handed?  (Circle one)

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

Was she simultaneously smothered while being strangled? Shaken? Straddled? Restrained?

 

Head pounded against wall, floor or ground? (Possible concussion)

Where did the incident occur (Any corroborating evidence/possible sexual assault)?

Any visual changes (describe)?

Any hearing changes (describe)?

Any breathing changes (describe)?

Any changes in consciousness (describe)?

   

What did the patient think was going to happen?

How or why did the suspect stop strangling her?

  

Any witnesses?

What was the suspect’s demeanor?  Describe suspect’s facial expression during strangulation?

Describe prior strangulation? Prior domestic violence? Prior threats? Prior intimidation? 

History:

How was the patient strangled?

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

Continuous pressure? Increased pressure?

From 1 to 10, how painful was it? (low): 1,  2,  3,  4,  5,  6,  7,  8,  9,  10  (high)

Multiple attempts: ________________ Multiple methods:____________________ 

Ligature (Describe): __________________________________________________________________________________________________________

How long? ______ seconds ________ minutes or Can’t remember?

One hand (R or L) Two hands Forearm (R or L) Knee/Foot

Clip and copy
Adapted with permission from the
Training Institute on Strangulation
Prevention and California District
Attorneys Association.10
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genation for more than 2 minutes, bilateral carotid artery occlusion
can cause brain damage within this time.13 As with reconstructive
flap failures, venous occlusion causes not only ischemia but also en-
gorgement of the blood vessels and extravasation into the tissues
(petechiae). Petechiae occur within 20 to 30 seconds of bilateral ve-
nous occlusion and may be more immediately damaging to the brain
than arterial compromise.13 Based on the observations of seizures
and posturing among the video recordings, it appears that brain in-
jury occurs within the first minute of hanging.15 Among survivors,
cerebral edema may result in subsequent brainstem herniation and

further injury. Survivors may also develop anoxic encephalopathy
days after the injury. The most sensitive areas of the brain include
the hippocampus, dentate nucleus, and cerebellar Purkinje cells. Per-
sistent vegetative coma or brain death may ensue while other body
systems continue to function.5

Clinical Evaluation of the Survivor
Symptoms and physical findings after strangulation may be diffi-
cult to detect without specific training and careful examination. The
seriousness of the internal injury may take hours to be appreci-

Figure 2. Documentation Chart for Nonfatal Strangulation—Physical Examination

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 local law enforcement, my attorney, my advocate, the District Attorney’s Office and/or
the City Attorney’s Office. 

Patient Signature: ______________________________________________________________________________ Date: ______________________

Adapted with permission from the Training Institute on Strangulation Prevention, The Investigation and Prosecution of
Strangulation Cases, Appendices 71,72. https://www.cdaa.org/wp-content/uploads/Strangulation-Manual.pdf

Physical Examination

Breathing Changes Voice or Vision

Changes

Swallowing

Changes

Behavioral

Changes

Other

Difficulty breathing
Hyperventilation

Other:
Unable to breathe

Raspy voice
Hoarse voice
Coughing
Unable to speak
Vision changes

Trouble swallowing
Painful to swallow
Pain to throat
Nausea/vomiting
Drooling

Agitation
Amnesia
PTSD
Hallucinations
Combativeness

Dizzy or faint
Headaches
Urination
Defecation
Hearing changes

Bloody red
eyeball(s)

Face Eyes and Eyelids Nose Ear Mouth

Red or flushed
Pinpoint red spots
(petechiae)
Scratch marks

Petechiae to
R and/or L eyeball
(circle one)
Petechiae to
R and/or L eyelid
(circle one)

Bloody nose
Broken nose  
(ancillary finding)
Petechiae

Petechiae (external
and/or ear canal
Bleeding from
ear canal

Bruising
Swollen tongue
Swollen lips
Cuts/abrasions
(ancillary finding)

Under Chin Chest Shoulders Neck Head

Redness
Scratch marks 
Bruise(s)
Abrasions

Redness
Scratch marks 
Bruise(s)
Abrasions

Redness
Scratch marks 
Bruise(s)
Abrasions

Redness
Scratch marks 
Fingernail marks
Bruise(s)
Swelling
Ligature mark

Petechiae 
Hair pulled
Bump
Skull fracture
Concussion

Use diagrams

to mark visible

injuries

A C E

B D F

Adapted with permission from the
Training Institute on Strangulation
Prevention and California District
Attorneys Association.10 PTSD
indicates posttraumatic stress
disorder.
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ated, and delayed death has been reported.5 In a study of 300 do-
mestic violence cases3 in which the survivor reported being choked,
67% of victims reported no symptoms after the incident. Only 18%
of patients reported pain and 5% reported changes in breathing. Only
2% reported difficulty with swallowing and only 1% reported voice
changes. Most patients had no visible injury on physical examina-
tion by the police officer, and only 15% (45 of 300 patients) had in-
juries that were visible in photographs. Most survivors (95%) did not
seek medical attention within the first 48 hours.3

Those who do seek medical attention may complain of diffi-
culty breathing, neck pain, sore throat, and/or dizziness. At least one-
third complain of hoarseness, dysphagia, neck swelling, and tinni-
tus. In another study,7 only 7 of 41 survivors referred to a hospital-
affiliated women’s shelter recalled loss of consciousness. Loss of
consciousness and loss of bowel or bladder continence are indica-
tive of brain dysfunction and potentially lethal strangulation.16 Loss
of consciousness may be underestimated by victims, because a vic-
tim is by definition unaware when fully unconscious. Anxiety or hy-
perventilation may be discounted by medical personnel, and hoarse-
ness may be incorrectly attributed to screaming or to tobacco use.
Delayed complications may include insomnia, anxiety, depression,
and other symptoms of posttraumatic stress disorder.4 Swelling in
the neck and airway compromise may develop up to 48 hours later.
Stanley and Hansen17 described 3 strangulation survivors who pre-
sented 1 to 4 days after the strangulation attempt. Two had laryn-
geal fractures and one had an abscess. Kuriloff and Pinkus2 de-
scribed another patient who presented with stridor and a neck
abscess 36 hours after being strangled. None of these 4 patients had
recognized injuries immediately after the assault, but all 4 required
an emergency tracheotomy.2,17 Overnight hospital observation is rec-
ommended to monitor the airway, evaluate for mental health is-
sues, consult social services, and make plans for future safety. Fur-
ther evaluation by neurosurgery or otolaryngology may also be
indicated.18

Results of a physical examination may reveal petechiae in the
skin, conjunctiva, or other mucosal surfaces. Petechiae may be
caused by asphyxia from strangulation, aspiration, suffocation,
drowning, or any number of causes. The presence of petechiae does
not prove strangulation, but in the presence of a clinical history of
strangulation, petechiae are a sign of a serious, life-threatening
attack.16,19 Contusions may be visible from the assailant’s fingers and
especially the thumbs, which are the strongest part of the hand. Fin-
gernail scratches may be present from the victim’s defensive ef-
forts. Ligature marks are characteristic of the object used and will
typically be horizontal in ligature strangulation cases but travel
obliquely in the case of hanging. The presence of these findings does
not prove strangulation, and the absence of these findings does not
exclude the possibility of strangulation, even in fatal cases.5,20 Pho-
tographic documentation of even the smallest lesions can be criti-
cal in criminal trials.

Diagnostic testing may include immediate pulse oximetry and
chest radiography to exclude postobstructive pulmonary edema. Any
patient with hoarseness, respiratory distress, or neck swelling should
undergo evaluation with fiber-optic laryngoscopy or a CT scan of the
neck to assess the airway and to rule out a soft-tissue hematoma.
The patient should be intubated if progressive airway swelling or re-
spiratory distress is present. If vascular injury or thrombosis is sus-
pected, a CT arteriogram of the neck is more sensitive than carotid

Doppler ultrasonography and nearly as sensitive as selective
arteriography.16 Patients with evolving neurologic signs require a
thorough neurovascular workup, including vascular studies and brain
imaging.4 All patients with a history of unconsciousness, loss of bowel
or bladder control, facial petechiae, or swelling of the airway or neck
have survived a life-threatening strangulation and should be ob-
served in the emergency department or hospital for 12 to 24 hours.19

Plane radiographs of the neck may reveal free air in the soft tis-
sue or a fracture of the hyoid, but these findings are quite rare with
isolated strangulation. Cervical spine fractures and dislocations are
also extremely rare, except after a severe beating or when hanged
after being dropped from a height.

In the one otolaryngology series on strangulation, Line et al1 re-
viewed their experience with strangulation hospital admissions and
autopsy cases across 11 or 12 years in Los Angeles. This series in-
cluded only the most severely injured and excluded those treated
and released from the emergency department as well as any who
did not seek medical care. Forty-eight of 59 hospitalized survivors
(81%) had been hanged, 25 of them while in police custody or in jail.
Seventeen (29%) required intubation and 5 (8%) required cardio-
pulmonary resuscitation. Only 3 of the survivors (5%) had immedi-
ately life-threatening laryngeal injuries, but the authors described
several examples of more subtle laryngeal and hyoid fractures. Ninety
percent of the survivors (53 of 59) were men. By contrast, 84 of 112
victims of fatal strangulation (75%) were women. Laryngeal frac-
tures were common on autopsy and twice as likely in deceased
women (53%) as in deceased men (25%). Neck injuries were also
more common after manual strangulation (37 of 57 [65%]) com-
pared with suicidal hangings and ligature strangulation (13 of 52
[25%]). Given the frequency of laryngeal injuries in this popula-
tion, the authors recommended routine CT scans on strangulation
survivors.1

Magnetic resonance imaging provides the most sensitive
method of documenting an injury to the neck, with swelling or edema
seen in 31 of 56 strangulation survivors (55%) in a 2009 Swiss study.19

Patients with injuries deep to the platysma were more likely to have
ocular petechiae on examination or to report loss of conscious-
ness. Although magnetic resonance imaging is not routinely used
for emergency medical management and has not been shown to
affect patient care, it is a very sensitive tool for documenting deep
injuries to the neck that might not be visible on results of a physical
examination. This documentation may become an important piece
of evidence in a criminal trial.

Intimate Partner Violence
Intimate partner violence affects millions of women and men in the
United States each year. The Centers for Disease Control and
Prevention21 report that 22.3% of women and 14.0% of men have
experienced physical violence from an intimate partner in their life-
time. Intimate partners are defined as current or former spouses,
boyfriends, girlfriends, dating partners, or ongoing sexual part-
ners. Violent acts may include physical or psychological abuse, un-
wanted sexual advances, and stalking.21 In 2013, the Attorney Gen-
eral of Virginia reported 34 836 emergency protective orders in
family abuse cases and more than 65 000 hotline calls for domes-
tic and sexual violence.22 In addition, 122 family and intimate part-
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ner homicides occurred in 2013. Henrico County, Virginia, a suburb
of Richmond, with less than 300 000 residents, had sufficient evi-
dence to file strangulation charges in 155 intimate partner violence
cases from September 1, 2014, through August 31, 2015 (Deputy
Commonwealth’s Attorney Nancy Oglesby, oral communication, Sep-
tember 24, 2015). Although these statistics provide some light on
the scope of the problem in Virginia, they do not capture the large
number of threats and assaults that are not reported by victims.

Among the 300 cases of strangulation reviewed in San Diego
in 1995,3 99% of the defendants were male. In most cases (94%),
the defendant was the current husband (25%), current boyfriend
(43%), or parent of her child (26%). Only 6% of defendants were
described as a former husband, boyfriend, or roommate. Eighty-
nine percent of these couples had a history of domestic violence.
Ninety-seven percent of the victims reported manual strangula-
tion, whereas only 3% reported the use of a ligature. Children were
reported to have witnessed 41% of the incidents.3

Domestic strangulation is more than simple assault and bat-
tery. It is an effort to demonstrate absolute control of life and death
over another. A survey of 62 women seeking asylum in 2 domestic
violence women’s shelters in Dallas, Texas, and Los Angeles,
California,7 reported that 68% acknowledged a history of strangu-
lation and that 93% of the attackers lived in the same household as
the survivor. Eighty-seven percent of strangulation survivors re-
ported death threats. Most of these had been strangled on more than
1 occasion. With repeated episodes, the injuries escalate; injuries to
the neck and throat and neurologic injuries were more common in
women who had been strangled multiple times.8 A case-control
study in which the families of murder victims were interviewed re-
garding prior domestic violence23 concluded that if a man strangles
a woman, even just once, she is 7.5 times more likely to become a
homicide victim (odds ratio, 7.48; 95% CI, 4.53-12.35).

Today, it is unequivocally understood that strangulation is one
of the most lethal forms of domestic violence. Strangulation can pro-
duce minor injuries, bodily injury, or immediate or delayed death.
Signs of life-threatening or near-fatal strangulation may include sight
impairment, loss of consciousness, urinary or fecal incontinence, and
petechiae. However, the evidence of the assault can be difficult to
detect. The best medical evidence of strangulation is derived from
post mortem examination of the body.5,12,20 An autopsy affords the
ability to examine all of the tissues of the neck, superficial and deep,
and to track the force vector that produced the injuries. Given the
significant risk for death and the very real terror experienced by sur-
vivors and their young witnesses, experts have successfully lob-
bied that strangulation be treated as a felony, not a misdemeanor.18

Unintentional Strangulation Deaths
Unintentional death may also occur owing to intentional strangula-
tion performed to achieve a euphoric state or to enhance orgasmic
pleasure. The “choking game” is intended to achieve brief euphoria
without drugs through self-inflicted hypoxia. The practice is be-
lieved to have resulted in 82 deaths of adolescents from 1995 to
2007 in the United States, with a mean age of 13 years.24 Many of
these children had experimented with hypoxia in groups or through
discussions with schoolmates. Fatality victims were generally found
alone, without a suicide message, having strangled themselves by

hanging.24 In an anonymous survey of 7757 Oregon eighth grad-
ers, one-third were familiar with the choking game, and more than
1 in 20 had participated in intentional hypoxia.25

Autoerotic hypoxia is practiced primarily by men, but occasion-
ally by women or by couples, with the expectation of intensifying
orgasmic pleasure. Practitioners are typically adults who most com-
monly hang themselves with their feet in reach of the floor. Self-
recorded videos of fatal strangulations indicate that victims may lose
consciousness within 10 seconds of neck constriction and then be-
come unable to rescue themselves.15 The incidence of autoerotic fa-
talities may be underestimated, because families have been known
to alter the scene of death to suppress evidence of autoeroticism.

Legal Considerations
For many years, police and prosecutors have failed to treat nonfa-
tal strangulation assaults as serious crimes owing to a lack of visible
injury, a lack of medical training, and a lack of strangulation laws. If
strangulation cases were prosecuted at all, they were only pros-
ecuted as simple misdemeanors.10 Strack and colleagues3 ob-
served that 85% to 90% of domestic violence cases in San Diego
from 1990 to 1997 were handled as misdemeanors, because no in-
tent to injure or kill was documented. The Diana Gonzalez Strangu-
lation Prevention Act of 2011 was a landmark legislation in Califor-
nia that made domestic strangulation with even minor injury a felony
(California Penal Code §273.5). As of April 2015, strangulation is a
felony in at least 39 states.26

Careful documentation of external and internal injury is critical
to criminal prosecution of these crimes. In Virginia, strangulation is
considered a class 6 felony that can carry a term of 1 to 5 years,
whereas domestic assault and battery constitute a misdemeanor
with a maximum sentence of 1 year in prison. The difference be-
tween a misdemeanor and a felony depends on the documenta-
tion of a wound or injury caused by the pressure applied to the neck
of the victim. At present, most strangulation cases in Richmond have
still been handled as misdemeanors. However, subsequent to the
case reports described herein, the Virginia Court of Appeals has ruled
that internal injuries may occur without visible cuts or bruises on the
neck and that “even a momentary ‘black out’ caused by pressure to
the neck is sufficient to constitute a bodily injury.”27(p9)

Physicians should become familiar with their own state and fed-
eral laws regarding privacy and reporting of domestic violence.
Whenever possible, physicians should obtain consent from the pa-
tient for all examinations, photographs, and radiographs and treat
these records as protected health information. All states require re-
porting of suspected child abuse and most states require reporting
of abuse against dependent and elderly adults. Crimes committed
with a weapon, such as a knife or gun, are also reportable in most
states. However, only 5 states mandate reporting of intimate part-
ner violence, and none specifically mandate reporting of
strangulation.28 In situations without mandatory reporting, physi-
cians should obtain the patient’s permission before contacting law
enforcement authorities. A hospital-based social worker or foren-
sic nurse specialist can be very helpful in guiding patient choices.

The Health Insurance Portability and Accountability Act per-
mits disclosure of protected health information when required by
law (as above), but also in cases of domestic abuse if the patient
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agrees to disclosure. In the absence of such agreement, the physi-
cian may disclose protected health information “to the extent the
disclosure is expressly authorized by statute or regulation and: (A)
The covered entity, in the exercise of professional judgment, be-
lieves the disclosure is necessary to prevent serious harm to the in-
dividual or other potential victims.”29(p756) In the absence of a clear
and present danger, physicians should refrain from speaking to law
enforcement without the patient’s consent.

Conclusions
Strangulation is a common form of intimate partner violence in which
the aggressor asserts the ability to control life or death over an-
other. Most cases involve females at the hands of a male household

member, often in the presence of her children. Those strangled may
experience physical pain, terror, and a sense of impending death. Un-
less the assault is witnessed by another adult, most strangulation
survivors fail to report the attack to authorities or medical person-
nel. Those who seek care usually have limited physical findings to
document the attack. The absence of visible trauma makes it diffi-
cult to obtain a felony conviction and often results in failure to pur-
sue any legal remedy. Repeated strangulation is associated with an
increased risk for brain injury or death by murder.

Otolaryngologists should be prepared to evaluate survivors of
strangulation within 48 to 72 hours, at which time hoarseness, bruis-
ing, or other temporary injury may be most evident. Examining phy-
sicians should take great care to document the history of the injury
and any physical findings that might describe a wound or injury to
the neck.
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