RECOMMENDED DEATH INVESTIGATION PROTOCOL
FOR INTIMATE PARTNER VIOLENCE CASES

The purpose of this protocol is to assist in the implementation of Joanna’s Law
and provide a standardized investigative approach for all deaths, ensuring
thorough and impartial inquiries. This protocol applies to all violent, unnatural,
unexplained, suspicious, or suspected deaths and includes a special section for
deaths involving a history of domestic violence.

I. PURPOSE

The California Legislature unanimously passed SB989 — Joanna’s Law — in 2024 and it became
effective on January 1, 2025. Joanna’s Law focuses on suspicious deaths with a prior history of
domestic violence. Joanna’s Law can be found in California Penal Code Section 679.07.

This new law will help law enforcement officers responding to apparent suicides with a history
of domestic violence by including 10 Factors of a Suspicious Death in Domestic Violence Cases,
developed by the Training Institute on Strangulation Prevention, a program of Alliance for HOPE
International. California is the first state to recognize the need to identify apparent suicides with
a history of domestic violence as a presumptive suspicious death.

It further recognizes that domestic violence homicides are highly susceptible to staging which could
hamper the ability of death investigators, coroners and medical examiners to accurately determine
the cause and manner of death. Joanna’s Law mandates law enforcement to interview family
members of the decedent, conduct a thorough investigation when there is a suspicious death,

and advocate for an internal autopsy. The law also recognizes the need for on-going training on
domestic violence-related deaths, including overcoming the challenges of staged crime scenes, and
acknowledges the rights of families to obtain case information, access victim services, and request
an independent review of initial findings or investigations without any cost to family members.

A suspicious death is any death that appears as a possible homicide, suicide or any death in which
the cause is unknown and may not match the stated circumstances, scene or suspected cause.

A staged crime scene involves the deliberate alteration of evidence by the offender to simulate
events that did not occur for the purpose of misleading authorities.! Staged crime scenes have
been recognized in the literature for over a century.2 Between 19% to 43% of domestic violence
homicides involve staged crimes scenes.? Cases deemed suicides may, after time has passed become
homicide cases due to the discovery of new evidence. This possibility requires that such cases, such
as a suicide with a history of domestic violence, be treated as a homicide to prevent complications
due to the failure to gather evidence, the loss of evidence, destruction of case files, contamination
or other avoidable problems. Even when a suicide note is located or circumstances exist that clearly
indicate the death is most likely a suicide, all investigative methods indicated for homicides and
suspicious deaths shall be accomplished.

According to Vernon Geberth’s book on the Practical Homicide Investigation, “All death inquiries
should be conducted as homicide investigations until the facts prove differently.” By initially
treating every death as a potential homicide, investigators can systematically eliminate homicide
as a possibility, leading to a more accurate determination of the cause of death and avoid the
unpleasant position of having to explain how they missed crucial evidence.*


https://leginfo.legislature.ca.gov/faces/billNavClient.xhtml?bill_id=202320240SB989
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=PEN&sectionNum=679.07.
https://www.allianceforhope.org/training-institute-on-strangulation-prevention/resources/ten-factors-of-a-suspicious-death-in-intimate-partner-violence-relationships
https://www.allianceforhope.org/training-institute-on-strangulation-prevention

When responding to a death scene, all deaths with a history of domestic violence
should initially be treated as homicide until proven otherwise.

Domestic violence-related homicides are highly susceptible to staging or alteration of the death
scene before investigators can conduct a scene investigation, which hampers the responsibilities
of the coroner or medical examiner and compromises the ability of investigators to evaluate
death cases adequately. Research has identified the benefits of working in a Multi-Disciplinary
Team to improve investigations. The Ten Factors of a Suspicious Death in Intimate Partner
Violence Relationships is based on research and expert consensus. It has already proven to be
helpful in death investigations in California and in other jurisdictions.

It is the intent of the California Legislature to provide victim services and support to family
members in suspicious death cases and support family members who seek a second opinion on the
death of their loved one at no cost to any public agency whenever practicable. An independent
right of family members of homicide victims has been created in federal law to obtain information,
access victim services, and request an independent review of initial findings or the investigation of
the death of their family member but the law applies only to those cases under federal jurisdiction.

STANDARDS OF THE NATIONAL ASSOCIATION OF MEDICAL EXAMINERS:

Under the standards developed by the National Association Medical Examiner’s, a determination
of a suicide requires a minimum 70% certainty. To make this determination, the Medical Examiner
must use all information available to decide the manner of death. This may include information
from his or her own investigation, police reports, staff investigations and discussions with the
family and friends of the decedent, including an autopsy, toxicology report, psychological evidence
and statements from the decedent and witnesses.”

“...While the finding of a Medical Examiner is generally given great weight, a forensic pathologist
did not conduct an independent evaluation of the facts and wounds in this case. It was usurped by
the death investigator. The findings of a Medical Examiner are not final for purposes of establishing
the cause and manner of death and can be rebutted by preponderance of evidence.”®

Even if the local Medical Examiner makes a finding of “undetermined,” prosecutors within that
jurisdiction have an inherent right and duty to conduct their own investigation and, where
warranted, pursue murder charges.”

CONFIRMATION BIAS:

Confirmation bias—the tendency to favor information that supports preexisting beliefs— can be
particularly dangerous in staged crime scenes involving intimate partner violence (IPV) homicides.
Research shows that forensic pathologists may be influenced by contextual factors, such as initial
law enforcement reports, leading to misclassification of homicides as suicides or accidents.

Studies indicate that racial and gender biases also affect determinations, with IPV-related deaths
sometimes dismissed due to assumptions about victim behavior. To ensure accuracy, investigators
must approach each case objectively, use forensic evidence over assumptions, and implement blind
review procedures to reduce bias in death determination.



SUICIDE STATISTICS:

* Men are more likely to die by suicide than women.??

* Men are more likely to die by suicide by violent means (gunshot or hanging).'°

* Women are less likely to die by violent means.°

* Women are more likely to choose private places (home, bedroom, bathroom, garage).!!

* In Gender, Place and Method of Suicide, researchers found women were over 73% less
likely to use firearms than men, and women were over 4 times more likely to die from
drug poisoning/overdose than males.!!

* Itis also recognized that victims of domestic violence are certainly at risk of
contemplating and committing suicide because of the trauma they experienced
by their partner.!2

II. INCORPORATION OF NIJ DEATH INVESTIGATION PROTOCOL

This protocol expands to include the complete National Institute of Justice (NLJ)
Death Investigation Protocol 2024, covering the following key areas:

1. Initial Notification and Determination of Response. Document initial death report,
retain/release jurisdiction, determine scene response, and prepare for collaboration.

2. Arriving at the Scene. Ensure safety and security, confirm or pronounce death,
conduct scene walkthrough, and establish chain of custody.

3. Documenting and Evaluating the Scene. Photograph scene, develop descriptive
documentation, establish probable location of injury, safeguard property and evidence,
and interview witnesses.

4. Documenting and Evaluating the Body. Conduct external examination, preserve evidence,
establish decedent identification, document postmortem changes, and determine
notification procedures.

5. Recording Decedent Profile Information. Document discovery history,
circumstances of death, medical and mental health history, and social background.

6. Completing the Scene Investigation. Ensure proper disposition, perform exit procedures,
assist family, and release custody of the body.

7. Public Statements & Confidentiality. Media statements must be cleared by lead investigators,
and victim information must remain confidential.

8. Independent Review for High-Risk Cases. If indicators of domestic violence are present,
conduct a secondary review before ruling a case as suicide or accidental.


https://www.ojp.gov/pdffiles1/nij/308955.pdf

MULTIDISCIPLINARY TEAM APPROACH

The use of a multidisciplinary review in death investigations offers significant benefits.

This brings together diverse expertise from various fields, such as forensic pathology, toxicology,
anthropology, and criminalistics. It allows for a more comprehensive analysis of evidence,
improved accuracy in determining the cause of death, and a greater chance of contributing factors
that might be missed with a single-discipline approach. This approach leads to more thorough
and reliable investigations, especially in complex cases involving multiple potential causes

of death or unusual circumstances.

The key benefits of a multidisciplinary review in death investigations include a holistic
perspective, enhanced accuracy, identification of hidden clues, improved case resolution,
and stronger legal standing.

Team members should include:

* Coroner’s Office * Medical Examiner’s Office  Vitim Advocate/
Domestic Violence Expert

* Digital Forensics Expert * Prosecution

* Law Enforcement * Toxicologist

III. SCENE CONTROL AND INITIAL PROCEDURES
A. DISPATCHER

The initial staging of a crime scene often begins with the 911 call. This is the first step

in the offender’s attempt to misdirect the investigation. This verbal staging involves the
caller implanting false information. An example of this includes a report of suicide to 911,
causing law enforcement to respond to the scene with the mindset they are responding

to a suicide. One study of staged homicides found that 21.5% involved verbal staging.?
Dispatcher training becomes crucial to prevent the beginning of confirmation bias.

* As a part of the law enforcement team, dispatcher should be included in training
involving staged crime scenes.

* The dispatcher should inquire what was occurring prior to the alleged incident
(was there any argument?).

* A search history should be conducted for prior calls to the residence and history
on the decedent, partner, and reporting party. This information should be transmitted
to the officers on scene.

* While the dispatcher will relay information to responding officers, the dispatcher
should be aware that the information from the caller might not always be accurate
and/or truthful.



B. FIRST RESPONDER RESPONSIBILITIES

1. Secure the scene:

* Prevent unauthorized access and ensure preservation of physical evidence.

2. Determine if the victim is deceased:

« If life is present, initiate medical intervention.

* If deceased, document body position without moving it.

3. Make initial assessments:

* Identify any immediate threats.

* Document environmental conditions (temperature, lighting, odors).

4. Prevent contamination:

Do not move or alter evidence unless necessary for safety.

Identify potential witnesses and separate them for statements.

5. Notify proper authorities:

Medical Examiner or Coroner.

Criminal Investigation Division (CID) or Homicide Unit.
Crime Scene Investigation (CSI) Unit.

Domestic Violence Unit (if applicable).

District Attorney’s Office (as needed).

C. SCENE WALKTHROUGH AND DOCUMENTATION

1

. Conduct an initial walkthrough to identify:

* Body position and potential cause of death.

* Presence of blood, weapons, ligatures, or any items suggesting defensive wounds.

* Signs of staging (e.g., body moved, suicide note, displaced objects).

Photograph and video-record the scene before altering anything.

Establish chain of custody for all evidence collected.

Conduct victimology:

* Interview friends, family, and cohabitants about the deceased’s mental, emotional,

and relationship history.

* Identify any history of domestic violence, strangulation, or coercive control.

* Conduct a Danger Assessment utilizing friends and family members of the decedent.



https://www.allianceforhope.org/resources/danger-assessment-2019

IV. DEATHS INVOLVING A HISTORY OF DOMESTIC VIOLENCE

Inquire about history of domestic violence or coercive control. This involves an inquiry beyond
the person(s) with whom the decedent had an intimate partner relationship, by interviewing
the decedent’s other family members, friends, neighbors, and co-workers.

In cases where the deceased had an identifiable history of domestic violence, either documented
or through witness interviews, additional investigative steps are required. Use the 10 Factors
listed below as a tool to help identify a suspicious death. It should be used as part of the initial
investigation. It does not replace a full investigation.

A. 10 FACTORS OF SUSPICIOUS DEATH IN DOMESTIC VIOLENCE CASES

1. The victim dies prematurely or unexpectedly.

2. The scene is staged as a suicide or accident.

3. One partner wanted to end the relationship.

4. Prior history of domestic violence (including coercive control).

5. Victim found dead at home or a personal residence.

6. Victim discovered by a current or former partner.

7. Prior strangulation/suffocation attempts by the partner.

8. The partner was the last person to see the victim alive.

9. Partner had control of the crime scene before law enforcement arrived.

10.Evidence at the scene appears altered.

If three or more of these factors are present, the case must be investigated
as a homicide until proven otherwise. (California Penal Code Section 679.07).


https://law.justia.com/codes/california/code-pen/part-1/title-17/section-679-07/#:~:text=(2)%20“Identifiable%20history%20of,Previous%20Next

B. SPECIAL INVESTIGATIVE CONSIDERATIONS

1. Autopsy Requirements:
* If the victim has a history of strangulation, coercion, or abuse, law enforcement should
request a full forensic autopsy.

* Interview past victims of the suspect, if applicable.
* Conduct post-mortem danger assessment using either the DA-5, DA-LE or DA-20.

* Review pre-mortem/hospital radiographic studies.

* Conduct a sexual assault examination especially if the victim is partially
or completely undressed.

* Examine head and neck tissues closely for evidence venous congestion
and petechial hemorrhages.

* Perform a radiographic evaluation (CT is the gold standard) of the hyoid bone
(prior to the autopsy if possible).

* Perform layered anterior and posterior neck dissections.

* Specific tests should include hyoid bone fractures and deep tissue bruising to determine signs
of strangulation.

e Examine the carotid arteries for evidence of acute dissection, healed dissection or blood clot.
* If the hyoid bone is fractured or there is evidence of hemorrhage, preserve the hyoid bond
and send the hyoid bone for a micro CT evaluation (forensic anthropologist).

2. Review of Prior Domestic Violence Incidents:
* Check for previous police reports, restraining orders, medical records,
and witness statements.

* Interview family members and close friends about history of strangulation
or sexual choking with decedent and/or prior partners.
3. Identification of Staged Crime Scenes:
* Look for inconsistencies in the suspect’s statement vs. physical evidence.

* Identify signs of pre-staging, such as the suspect calling 911 with a story
about the victim being suicidal when there is no history of suicidal ideation.

¢ Evidence that the scene has been cleaned.
* Decedent died by violent means including hanging and/or gunshot.
e The absence of a suicide note.

» Examine suicide notes for authenticity, handwriting analysis,
and coerced writing indicators.

4. Victim-Centered Investigations:
* Conduct interviews with family, friends, and co-workers to determine recent threats,
coercion, financial control, and emotional abuse.

* Assess mental health records and social media for prior threats from the suspect.
* Assess for prior suicide attempts.

* Consider utilizing an expert to assess suicide ideation and/or the Columbia Suicide
Assessment tool available at cssrs.columbia.edu/the-columbia-scale-c-ssrs/about-the-scale/.



https://cssrs.columbia.edu/the-columbia-scale-c-ssrs/about-the-scale/
https://cssrs.columbia.edu/the-columbia-scale-c-ssrs/about-the-scale/
https://www.cssrs.columbia.edu/the-columbia-scale-c-ssrs/about-the-scale/

. Forensic Evidence Collection:

* Perform toxicology testing to determine if the victim was drugged before death.

* Test for DNA under fingernails, bruising in hidden areas (torso, back of neck),
and evidence of defensive wounds.

* If the suicide was by gunshot, check for gunshot residue on the decedent and any partner
or former partner.

* If the suicide was by hanging, preserve the ligature and test for DNA.
* Consider a forensic exam of the decedent’s partner or other person of interest.

* Look for clothing, shoes and other items that might have been worn at the time of death
as opposed to the items found on the victim.

* Digital evidence (phones, laptops, watches, Burla, Alexa, Arlo).
* Consider whether the use of GSR testing will be helpful to the investigation.

* Alternate Light Source (ALS) and other Technology. Consider if ALS or other technology
might help refine the investigation. Even if such evidence is not admissible, it might help
direct you to evidence which is admissible.

. Victim Assessment

* Who is the victim?
* Conduct a thorough Suicide Assessment
* An ACE (Adverse Childhood Experience) history?

* History of violence?

. Offender Assessment

* Who is this person?
* Any ACE (Adverse Childhood Experience) history?
* History of violence or “quick to anger”

* Motive — another relationship, decedent wanted to end the relationship and money
(insurance policy, inheritance, she was the bread winner)

. Coercive Control

Look for actions of coercive control. A list of coercive control actions can be found
in the Describe Abuse table on page 3 in the DV100 form available at courts.ca.gov.

. Law Enforcement Training & Mandates:
* Officers investigating suspicious domestic violence-related deaths must be current
in specialized domestic violence and domestic violence homicide training.

* All findings must be documented in a comprehensive case file,
ensuring prosecution readiness.


https://www.acesaware.org/wp-content/uploads/2022/07/ACE-Questionnaire-for-Adults-Identified-English-rev.7.26.22.pdf
https://courts.ca.gov/sites/default/files/courts/default/2024-11/dv100.pdf
https://courts.ca.gov/sites/default/files/courts/default/2024-11/dv100.pdf

V. FAMILY CONSIDERATIONS

National best practices recommend every agency conducting an investigation of a suspicious
death should adopt a victim-centered and a trauma informed approach in every interview

and contact with victims, witnesses and family members of lost loved ones. A victim-centered
approach recognizes the needs and concerns of family members to ensure compassionate and
sensitive interactions with family members. Victim advocates can assist law enforcement in
integrating victim-centered approaches into death investigation. Investigators must receive trauma-
informed training. This includes training investigators to understand that family members can be
retraumatized during investigations and that investigators themselves can suffer from secondary
trauma. This includes understanding the longer a case is under investigation, under consideration
or goes unsolved, the greater the potential for the relationship between law enforcement and
family members may turn adversarial. Include a detailed plan for communication with family
members of suspicious death victims. Please refer to National Best Practices for Implementing

and Sustaining a Cold Case Unit.

VI. VICTIM RIGHTS

Access to Victim Services. California law gives family members have the right to have access
to victim services and support. Cal Penal Code 679.07.

Access to Information. In the event the case is determined not to be a homicide
and the case is closed, family members have a right to access all information involved in the case.
Cal. Penal Code 679.07 and CCP 129 (autopsy records and photos).

Meeting with the ME/Coroner. Provide information on how to request a meeting
with the Medical Examiner to provide additional information and/or discuss their findings.

Changing the Manner of Death. Provide information on how to change the manner of death.

Vil. CONCLUSION

This Recommended Death Investigation Protocol, incorporating NIJ best practices, ensures that all
deaths—particularly those involving a history of domestic violence—are thoroughly investigated.
By implementing these strategies, law enforcement can prevent staged crime scenes from being
misclassified and hold perpetrators accountable.


https://leginfo.legislature.ca.gov/faces/codes_displayText.xhtml?lawCode=PEN&division=&title=17.&part=1.&chapter=&article=
https://law.justia.com/codes/california/code-pen/part-1/title-7/chapter-5/section-129/#:~:text=Previous%20Next-,129.,in%20fact%20taken%20or%20not.
https://www.ojp.gov/pdffiles1/nij/252016.pdf
https://www.ojp.gov/pdffiles1/nij/252016.pdf
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Bill Smock, M.D., Police Surgeon,
Jeffersontown Police Department and Medical
Director, Training Institute on Strangulation
Prevention

Gael Strack, Esq., Founder,
Alliance for HOPE International

Laura Zimm, Assistant Public Defender,
State of Minnesota

“ THE DEAD CANNOT CRY OUT FOR JUSTICE.
IT IS A DUTY OF THE LIVING TO DO SO FOR THEM.”

Lois McMaster Bujold
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