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are the similarities and'differences of these roles when compared to the standardized
Sexual Assault Nurse Examiner (SANE) protocol? 5) Does the hospital trauma level
designation and accreditation reflect differences in the amount and type of gunshot
wound physical forensic evidence collected by RNs?

The study was a retrospective chart review examining medical examiner records
from 2004-2006 of fatal gunshot wound victims dying in a hospital. The medical
examiner record consists of hospital records, police reports, and investigator and autopsy
reports, including photographs and subpoenas. An instrument derived from national
standards and protocols, was developed specifically for this study.

A total of 451 records was reviewed and analyzed focusing on physical forensic
evidence from gunshot wound victims: clothing, cartridges and gunpowder residue. The
findings revealed current nursing practice when collecting evidence from fatal gunshot
wound victims. The review also provided guidance in development of evidence
collection hospital policies and procedures and clear nursing roles when caring for these

victims.
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CHAPTER I

Because of the prevalence of violence and violent crimes, our society expects
health care professionals to provide quality care to victims of violence. Health care
providers, especially emergency department (ED) registered nurses (RNs), frequently
care for victims of violence (AACN, 1999; Lynch, 1991; Sekula, 2005) and the
emergency department is most often the initial location of the care provided to these
victims (Fulton & Assid, 2006). The ED RNs’ ability to recognize, collect and preserve
physical evidence plays a vital role in the investigation of a crime and may influence the
outcome of legal proceedings (Sekula, 2005). It is common for evidence, such as
clothing, bullets and gunshot residue, to be discarded in the emergency department
because a life is at stake and evidence is deemed of little immediate value (Smialek,
1983) in providing critically needed care. However, it is no longer accepted practice to
destroy crucial evidence to save a life (Sekula, 2005), and it is a nurse’s duty to become
involved in forensics (Hoyt, 2006). Evidence that is destroyed by health care
professionals can result in perpetrators of abuse and violence not being prosecuted (Hoyt,
2006; Sekula, 2005).

Rationale for the Study

In 2005, 2.1 million people were treated in U.S. emergency departments for

injuries inflicted by violent acts (CDC, 2005); at least 51,000 people died as a result of

violence, and 58% (29,684) of these violent deaths were caused by firearm injuries. In



2005, the Centers for Disease Control and Prevention reported accidents as the 5" leading
cause of death, intentional self-harm (suicide) as the 11" and assault (homicide) as the
15" where the majority of accidents, suicides and homicides were the result of firearm
injuries (Kung, H-C, Hoyert, D.L., Xu, J., & Murphy, S.L., 2008). Despite the large
number of victims and the cost, funding for research in forensic evidence collection is not
as readily available as it is for other health concerns, such as HIV/AIDS (Baroni &
Richmond, 2006).

A review of the literature produced numerous guidelines on how to collect and
document evidence but gave few references related to implementation. As it is not known
to what extent these guidelines are implemented by practicing RNs, the purpose of this
study was two fold. The first was to determine the quality of the forensic physical
evidence, specifically clothing, cartridges and gunshot residue preservation, collected and
documented in the medical examiner record. Looking at data retrospectively gives a
historical analysis that provides a systematic review of evidence collection practices. In
this case, the data examined were collected by RNs in Harris County from 2004 to 2006.
The second purpose was to propose nursing practice guidelines and standard operating
procedures to preserve forensic evidence without interfering with emergency life-saving
care efforts.

Conceptual Framework
A systems framework presented by Donabedian in 1966, Lvaluating the Quality

of Medical Care, provided the structure for this study as it describes program evaluation



in terms of structure, process and outcome. Donabedian’s work is accepted widely as a
framework to study complex issues.

Structure refers to the physical and organizational setting in which care is
provided (Donabedian, 1980). Structure can include human, physical and financial
elements. This element is important because if structure is imbalanced, there might be an
increase or decrease probability in good, quality performance.

Process is a set of activities that occurs within or between healthcare professionals
and patients (Donabedian, 1980). Process can be measured by direct observation or a
review of recorded information. Donabedian described the process of care as normative
behavior. Norms are defined from science or ethics and values of society. This element
examines appropriateness, completeness of current care and evidence of preventive
management in health and illness. One way to evaluate process is against national
standards.

Donabedian (1980) explained outcome as a change in patients’ current and future
health status, including patient attitude, knowledge and health-related behavioral changes,
which can be attributed to antecedent health care. Thus, outcomes of any health
interaction are influenced by the structure in which the care was provided and the process
in which the care was delivered.

Assumptions
1. Without procedure or protocol, quality care is not standardized.
2. All gunshot wound victims are attended to by pre-hospital emergency medical

personnel and an emergency department.
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Definitions of Terms

Forensic is defined as belonging to or pertaining to courts of law (Lynch, 2006;
Merriam-Webster Online Dictionary, 2008) and there are general types of evidence:
physical, testimonial and documentary evidence (Fulton & Assid, 2006; Geberth, 2006).
Physical evidence is defined as any tangible item that tends to prove or disprove a point
in question (Geberth, 2006; Lynch, 2006¢). Physical evidence includes, but is not limited
to, blood, semen, soil, hair, bullets, fabric, clothing, residue, and glass. Testimonial
evidence is any oral or written statement presented as proof of truth in a court of law
(BusinessDictionary.com, 2009). Documentary evidence consists of items such as letters,
notes and/or papers examined to locate and identify fingerprints, determine authorship in
suicide notes and to ascertain authenticity (Geberth, 2006). This study focused on
physical evidence. Physical evidence that is documented and collected in the medical
record specifically comprised of clothing, cartridges and gunshot residue.

Gunshot wounds are defined as any wound resulting by a firearm (Besant-
Matthews, 2006). A firearm is a weapon from which a bullet is discharged by
gunpowder (Merriam-Webster Online Dictionary, 2009). A firearm weapon can include
a pistol, shotgun, revolver or a rifle. When a firearm is discharged, four key events
occur: “fire/flame is emitted from the barrel;, smoke then follows this flame; the bullet
emerges from the barrel; additional smoke and grains of burned and unburned gunpowder
follow the bullet out of the barrel” (Geberth, 2006, p. 315-316). When the bullet enters
the human body, depending on body location the injury can lead to death. The injury can

be perforating or penetrating. A perforating injury occurs when a bullet enters and exits
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the body compared to a penetrating injury occur when the bullet remains in the body. For
the purposes of this study a fatal gunshot wound is death as a result of a gunshot wound
however perforating or penetrating injuries were not identified.

Gunshot wound injuries resulting in death can be acute or delayed. An acute
death occurs immediately after the injury. A delayed death occurs months or years after
the initial injury. For this study, a delayed death occurs when the client is discharged
from the hospital following the gunshot injury and returns to the hospital, months or
years later, for additional treatment yet dies as a result of the original injury. The delayed
death records were excluded because initial injury records were unavailable.

Clothing is defined as any item that covers the human body (Merriam-Webster
Online Dictionary, 2009). Clothing includes, but is not limited to, shirt, pants, shoes,
socks, undergarments and head coverings.

A cartridge is “made up of four components: (1) a cartridge case, (2) a projectile
or projectiles (bullet or slug, wadding, pellets), (3) gunpowder, and (4) a primer”
(Chaklos & Kuehner, 2006, p. 336,337). A bullet is part of the cartridge and is “the
projectile propelled down the barrel of the gun toward the target” (McDonough, 2006, p.
465).

Gunshot residue is burnt gunpowder and particles that emerge from the muzzle
and halt either on the firearm or any surface close to the firearm (Chaklos & Kuehner,
2006) and can be preserved by paper bags on the hands.

Sexual Assault Nurse Examiner (SANE) protocols are manuals written by The

Office of the Attorney General in Texas, The U.S. Department of Justice Office for
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Victims of Crime and the American College of Emergency Physicians listing step-by-
step instructions on how to collect evidence from sexual assault victims. All these
protocols are directed towards standardization of care for the sexual assault patient.

In the United States there are two types of major justice systems: civil and
criminal (Cafardi, 2006). For the purposes of this study, legal proceedings are trials
dealing with the administration of criminal law or the law of crimes. In a criminal law
proceeding, the prosecuting unit of government brings criminal charges against the
accused.

Limitations

1. Medical examiner records are sometimes incomplete.

2. Hospital documentation methods change regularly and differ from institutions.

3. Registered nurse practices change and the years examined (2004-2006) may not
reflect current practices.

4. Legal proceeding documentation is only available in appeal cases, not original
legal proceedings.

5. Legal proceeding documentation in appeal cases are unavailable because of active
cases or it has been checked out by attorneys.

6. Few homicide cases enter legal proceedings.



CHAPTER II
REVIEW OF THE LITERATURE

This section presents a brief overview of the history and definition of forensic
nursing. The most prominent and detailed area of forensic nursing, the sexual assault
nurse examiner, is explored. A detailed literature search solely focusing on sexual assault
is not the intent of the author; there is a plethora of scientific literature addressing that
topic. The intent is to use the evolution of sexual assault patient treatment including
national recognition and funding, standardized protocol for patient care and research
examining legal outcomes of sexual assault cases as the construct for gunshot assault.
Lastly, gunshot wound evidence collection literature is discussed.

History of Forensic Nursing

Nurses cared for forensic patients since the 18" century. Lynch (1998) reported
in the 18" century that midwives testified in cases of pregnancy and rape (as cited in
Burgess, Berger & Boersma, 2004) and virginity status of women planning to marry into
royalty. Florence Nightingale also cared for forensic patients. She treated wounded
British soldiers in the Crimean War (Schuyler, 1992). On June 26, 1800 in a trial for
attempted murder of King George II1, the jury found the defendant Hadfield not guilty
under the influence of insanity (Kettles & Wood, 2006). Hadfield was confined to a
secure building specifically for persons detained under the Criminal Lunatics Act of 1800

and the judge instructed Hadfield’s care to be ‘all mercy and humanity being shown.’



The building became the Broadmoor High Security Hospital, the first forensic psychiatry
unit where nurses delivered care instead of treatment by correctional officers.
What is Forensic Nursing?

Forensic nursing is an innovative, evolving specialty that seeks to bridge the gap
between health care and criminal justice systems (Benak & Rose, 2003). Forensic nurses
care for the victim, family, significant other(s), alleged perpetrator and the general public
(IAFN/ANA, 1997, p. v). Forensic nursing represents a holistic approach to the
treatment of victim and perpetrators and patient advocacy through the protection of their
civil and human rights (Lynch, 1993a). The International Association of Forensic Nurses
defines forensic nursing as:

the application of forensic science combined with the bio-psychological education

of the registered nurse, in the scientific investigation, evidence collection and

preservation, analysis, prevention and treatment of trauma and/or death related

medical-legal issues (IAFN/ANA, 1997, p. v).

Evolution of Sexual Assault

In the mid-1970s United States emergency department nurses recognized a
particular type of trauma patient not receiving the same type of care compared to other
trauma patients. This patient was the rape victim. Hospitals turned away rape victims
because of the lack of education, lack of protocol for collecting evidence and the concern
for testifying in court (Ledray & Arndt, 1994). In addition, nurses were generally not
taught how to care for rape victims (Holloway & Swan, 1993; Speck & Aiken, 1995),

thus leading to misinterpretation, mishandling or omission of vital forensic evidence
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(Lynch, 1993b). Rape victims waited to see a health care provider for extended amounts
of time as other urgent patients were treated by the staff (Speck, 1995; Sandrick, 1996).
And the victim was not allowed to eat, drink, wash or use the bathroom until after the
examination.

The landmark study by Burgess and Holmstrom (1974) examined rape victim’s
behavioral, somatic and psychological reactions that occurred as a result of a rape or
attempted rape and coined rape trauma syndrome. This study also offered nursing
interventions to assist rape victims in recovery. Burgess and Holmstrom (1973) stated
the emergency department nurse “is in an optimal position to have a major therapeutic
impact on the experience of the rape victim in the hospital system” (p. 1744). Emergency
departments in Memphis, TN in 1976 (Speck & Aiken, 1995), Minneapolis, MN in 1977
(Ledray & Chaignot, 1980), and Amarillo, TX in 1979 (Antognoli-Toland, 1985)
initiated programs utilizing emergency department registered nurses to complete the
entire medical, forensic examination of rape victims. The term Sexual Assault Nurse
Examiner (SANE) was born. In Boston in 1973 (Burgess & Holmstrom, 1973) and
Connecticut in 1974 (Moynihan & Coughlin, 1978) programs were initiated using a
multidisciplinary approach to treat rape victims where registered nurses completed the
gynecological examination, not the physician.

Unfortunately, these programs were working independently until the late 1980s.
The Journal of Emergency Nursing assisted in connecting these programs (ENA, 1991)

and aided in communication and collaboration. In 1992 the pioneers of sexual assault
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differing scientific study results. In the following an analysis of scientific studies
examining sexual assault evidence and legal outcomes will be discussed.

Rambow, Adkinson, Frost & Peterson (1992) performed a retrospective review of
sexual assault examinations and legal outcomes to determine the usefulness of the
protocol at Hennepin County Medical Center. In 1983, 182 patients agreed to a sexual
assault evidentiary examination preformed by physicians and ninety-five percent agreed
to the complete examination. Half of these women suffered from some type of injury
including abrasions, contusions or minor laceration and 10% suffered from vaginal or
perineal injuries. Charges were not charged in over half of the cases because of lack of
assailant identification or the victim decided not to press charges. Fifty-three cases had
potential for prosecution. Eighteen cases showed significant association between
presence of trauma and successful prosecution (x> = 7.85 with one degree of freedom; P
<.01). The authors state if there were no protocol for sexual assault victims, injuries
would have been missed. Also, the protocol was effective because no case was dismissed
because of proper chain of custody or failure to collect evidence.

McGregor, Le, Marion & Wiebe (1999) examined ninety-five medical charts
from 1992 focusing on individual medical findings and legal outcomes. Medical charts
were researched specifically for physician injury documentation relating to legal
outcomes. A total of 95 cases was reviewed and 31 cases charges were charged.
Physician documentation of victim injury and legal outcomes were significantly
associated (OR 3.33, 95%, CI 1.06-10.451; p <0.001) and an association of victim

knowledge of assailant was associated with charge-laying (OR 4.58, 95% CI 1.52-13.70).
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The authors stressed the importance for meticulous documentation on sexual assault
cases to influence legal outcomes however the presence of sperm was not associated with
charge-laying. And the authors asked if the swab collection to detect sperm is
appropriate.

Du Mont, McGregor, Myhr & Miller (1999) retrospectively reviewed sexual
assault cases reported in Ontario in 1994 and British Columbia in 1992. A total of 236
cases was reviewed and charges were laid in less than one half of the cases. The authors
discovered if the victim reported penetration, charges would be laid nine times more
compared to non-penetrating assault. Also, if the assailant was known to the victim,
charges would be laid six times more compared to stranger assault. The presence of
sperm/semen is difficult to detect because of the delays in the examination, however
when victims self reported penetration benefited more than actual semen detection in
regards to legal proceedings.

A study by Gray-Eurom, Seaberg & Wears (2002) retrospectively examined the
association between historical and physical evidence and judicial outcomes in sexual
assault patients. Trauma evidence was discovered in 57% and in 31% spermatozoa were
noted. Trauma varied from abrasions, contusions, bite marks and burns to the body and
genital area. Of the 801 cases, 118 cases proceeded to prosecution. Of the 118 cases,
seventy-five percent of assailants were found guilty. 1f a weapon was used, if trauma was
present and the victim less than 18 years old, a stronger association was noted. The
authors stress the importance of documentation, especially to substantiate the victim’s

testimony and to confirm an assault took place.
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Tintinalli & Hoelzer (1985) and Du Mont & Parnis (2000) reported similar
findings. Both studies retrospectively studied sexual assault cases in comparison to legal
outcomes. The studies reported no correlation between sperm and trauma with guilty
verdicts or arrests. The studies had small sample sizes, however the findings were the
same.

The treatment of sexual assault victims has evolved over time. That treatment and
collection of forensic evidence is standardized because of national attention and federal
funding for education and research. Even though there are opposite judicial research
outcomes, the standardization approach for treatment of sexual assault victims enabled
evidence collected by healthcare providers admissible in legal proceedings; regardless of
the judicial outcome.

Gunshot Wound Evidence Collection

Healthcare providers rarely received formal training in forensic evidence
collection (Malestic, 1995). Several publications described how to properly collect
forensic evidence, including gunshot wound (GSW) evidence (Mittleman, Goldberg &
Waksman, 1983; Smialek, 1983; Meserve, 1992; Green, 1993; Muro & Easter, 1994;
Easter & Muro, 1995, Aiken, 1996; Pasqualone, 1996; Rutty, 2000; Nayduch, 1999:
Wick, 2000; McCracke, 2001; Evans & Stagner, 2003, Stevens, 2004; Assid, 2005; Yost
& Burke, 2006). These publications were consistent with how to collect and preserve
forensic evidence. The emergency department was frequently the initial location of the
care provided to victims of violence (Fulton & Assid, 2006). Nurses are in vital positions

because they are usually available during patient care and collection of evidence
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(Malestic, 1995; Hoyt, 1999). This position plays a role in the investigation of a crirne
and may determine the outcome in legal proceedings (Goll-McGee, 1999; Lynch, 1991;
Sekula, 2005). However, Meserve (1992) reported numerous cases were tried and
because of the failure of healthcare personnel to properly retrieve and package evidence
or cleanse wounds before documentation “trace evidence would be washed away in a sea
of wound-cleansing liquid” (Doney, 1988, p. 18). It is no longer accepted practice to
destroy crucial evidence to save a life (Assid, 2005; Sekula, 2005) and it is a nurse’s duty
to become involved in forensics (Hoyt, 2006). Evidence that is destroyed by healthcare
professionals can result in the inability to prosecute perpetrators of abuse and violence
(Goll-McGee, 1999, Hoyt, 1999; Hoyt, 2006; Lynch, 1991; Sekula, 2005) allowing them
to be set free and is an injustice to society and victims (Williams, 1995; Muro & Easter,
1994, Hoyt, 1999).

Gunshot wounds account for 30,694 deaths ((Kung, Hoyert, Xu & Murphy,
2008). Victims of GSW’s are suicides, homicides or accidental deaths. Predominately
these victims receive some type of medical attention prior to death, yet some evidence
that will reconstruct the circumstance is lost or ignored (Smialek, 1983). Clothing is a
very common item that is ignored or discarded. Clothing assists in determining range of
fire, entrance and exit wounds, location of wounds and trace evidence such as paint chips
from a hit and run automobile accident (Mittleman, Goldberg & Waksman, 1983
Smialke, 1983, Eckert, Bell, Stein, Tabakman, Taff & Tedeschi, 1986; Meserve, 1992).
In some situations, clothing is placed in plasti; bags. Plastic bags trap moisture, cause

mildewing and thus destroy the evidence integrity (Assid, 2005).
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Bullets are extremely important in forensic cases. GSW victims usually will go to
the operating room immediately upon arrival to the hospital. If health care providers
remove any projectiles, the object must be safeguarded against alteration (Wick, 2000;
Evans & Stagner, 2003). However, projectiles are removed from the body and discarded
because of lack of education (L. Sanchez, MD, personal communication). In these
situations, medical personnel wreak unintentional havoc for criminal investigations due
to the lack of evidence (Wick, 2000).

Gunpowder and primer residue aids in determining intent of the incident of the
victim. Gunpowder residue assists in shaping the distance from which the weapon was
fired. Primer residue assists in identifying from what hand the weapon was fired. This
evidence is extremely important when investigating if the patient was the shooter or the
victim. A simple way health care providers can assist in this investigation is by placing
paper bags over both hands securing the bags with tape.

Understanding what evidence is involved in gunshot wound victims is the first
step in identifying and collecting this evidence. Gunshot wound evidence, clothing,
bullets and gunpowder residue, assist in the criminal investigation of the incident and is
imperative for health care providers to secure and provide to the appropriate agency.
There are several publications listing how to collect this evidence however there is no
national standardization. Utilizing the sexual assault progress offers a solid basis for

standardizing practice for gunshot wound victims.
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CHAPTER III
USING A SEXUAL ASSAULT MODEL FOR ALL VICTIMS OF VIOLENCE

Nurses are known for being honest, ethical and caring for patients, including
patients that are victims of violence (Saad, 2008). Nurses first began documenting
victims of violence during the 18" century. Virginia Lynch (1998) reported that
midwives testified in cases of rape (as cited in Burgess, Berger & Boersma, 2004) and of
virginity status of women planning to marry into royalty. The mother of nursing,
Florence Nightingale, also cared for victims of violence; she treated wounded British
soldiers in the Crimean War (Schuyler, 1992). The first forensic psychiatry unit was
formed in Great Britain after a man accused of the attempted murder of King George III
was found not guilty by reason of insanity and ordered confined in a hospital instead of a
jail (Kettles & Wood, 2006). Most individuals believe forensic patients are dead
however forensic patients are all types of patients.

Nurses caring for sexual assault victims established the foundation for forensic
nursing in the United States. During the mid-1970s, emergency department nurses
recognized rape victims were not receiving the same standard of care as other trauma
patients. This patient was the rape victim. Hospitals turned away rape victims, primarily
due to lack of education, lack of protocol for collecting evidence, and an apprehension for
testifying in court (Ledray & Arndt, 1994). Also, nurses were generally not trained in

caring for sexual assault victims (Holloway & Swan, 1993; Speck & Aiken, 1995), which
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led to misinterpretation, mishandling and/or omission of vital forensic evidence (Lynch,

1993b). Rape victims often waited extended periods of time to receive treatment because

higher acuity patients were treated first (Speck & Aiken, 1995; Sandrick, 1996).
Landmark Developments Toward Standardization

Burgess and Holmstrom (1973) examined rape victim’s behavioral, somatic and
psychological reactions that occurred as a result of rape or attempted rape and identified
these reactions as rape trauma syndrome. This study offered nursing interventions to
assist rape victims in recovery, “the emergency department nurse is in an optimal position
to have a major therapeutic impact on the experience of the rape victim in the hospital
system” (p. 1744) and “the humanistic skills of the nurse will make a major difference in
how the victims feels she has been treated at the hospital” (p. 1745).

In the mid 70s, emergency departments began initiating programs utilizing
emergency department registered nurses to complete the entire medical and forensic
examination for rape victims. This occurred in Memphis in 1976 (Speck & Aiken, 1995),
Minneapolis in 1977 (Ledray & Chaignot, 1980), and Amarillo in 1979 (Antognoli-
Toland, 1985). These programs worked independently until the late 1980’s. The Journal
of Emergency Nursing assisted in connecting these programs (ENA, 1991) and aided in
communication and collaboration. In 1992 the pioneers of sexual assault nurse examiner
programs formed the International Association of Forensic Nurses (IAFN) (Ledray &
Arndt, 1994; Ledray, 2006).

The Violence Against Women Act (VAWA) in 1994 focused research and

education on preventive measures for violence against women. The Act changed laws for
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repeat offenders, provided “grants to combat violent crimes against women” (1994, p.
115) and increased education for law enforcement and judicial agents (Ford, Backman,
Friend & Meloy, 2002). Standards for practice of sexual assault nurse examiners (IAFN,
1996) and state and national protocols were developed (American College of Emergency
Physicians, 1999; Texas Evidence Collection Protocol, 1998; U.S. Department of Justice,
2004). These protocols promoted standardization of care for the sexual assault patient.
The treatment of sexual assault victims has evolved over time. That treatment and
collection of forensic evidence is standardized because of national attention and federal
funding for education and research. As shown in Table 1, the intent of sexual assault
research sometimes differed with judicial outcomes. A vital finding from these research
studies was that cases were not dismissed because continuity of possession, or what law
enforcement and court officials refer to as “chain of custody.” None of these studies
indicated dismissal and it appears reasonable that a standardized approach to all trauma

victims is warranted.
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care. This additional responsibility should be automatic instead of an added duty. When
the RN is an active participate in gunshot wound evidence, the RN can speak for patients

when patients can no longer speak for themselves
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Table 2 (continued)

Study Research Questions, Answers and Recommendations for Future Nursing Practice and Research

4. What are the Analysis of Roles are similar:
similarities and data Clinician,

differences of these roles collected Communicator and

when compared to the in research  Collaborator.
standardized Sexual questions 1  Main difference is the
Assault Nurse Examiner and 2. victim condition and
(SANE) protocol? setting of evidence

collection.

1. Data can be incorporated into lectures about
forensic techniques for nursing students and
practicing nurses.

2. Additional qualitative investigation of the role
of the nurse will be necessary to validate the

findings of the current study.



Table 2 (continued)

Study Research Questions, Answers and Recommendations for Future Nursing Practice and Research

5. Does the hospital Analysis of No comparative 1. Study results confirm the feasibility of

trauma level designation data differences noted in standardized application of a policy at all settings

and accreditation reflect  collected documentation and providing care to gunshot wound victims.

differences in the in research  preservation of physical 2. Further quantitative evaluation of nation-wide
%amount and type of questions  forensic evidence from  data is needed to improve the generalizability of

gunshot wound physical 1. gunshot wound victims  these findings.

forensic evidence medical examiner

collected by the RN? records.
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TEXAS WOMAN'S UNIVERSITY

DENTON DALLAS HOUSTON
BRI il § 7= i A e 4

6700 Fannin St., Houston, Texas 77030 713/794-2480

May 22, 2008

Ms. Angela Snow
19538 Shady Bank Drive
Tomball, TX 77375

Re: “The Roie of the Registered Nurse in collecting and documenting Physical
Forensic Evidence Related 10 Futal Gunshot Wasmds: Recomnwndations for Policy and
Practice”

Previously entftled: “Documentation and Admissibility of Fawst Gunshot Wound
Physical Foreasic Evidence Collected by Registcred Nurse: Recommendations for
Poticy and Practice™

Dear Ms. Snow:

In response to your email regarding JRB Procedure for the abovementioned study, it has
been determined that this study shoukd nut be reviewed by the [RB at all.

Pleasc read the resson for this decision: Based on the guidelines, we don't belicve this
study should be reviewed at all by the [RB because by definition this research does not
invoive human participants as defined on page 7 of TWU Guidelines:
2. Humsa Participasts in Research

Humuan participants in research are living individuals abowt whom investigators
twhether professionals or srudems) comducting research obtain (I) duta through
imtervention or interaction with individuals, or (2) identifioble private information,
ldentifiable private Informsasion includes any acquired imformation via sslfreporv,
behavior, or observation in which the identity of research participants is or may readily
he ascertained by the investigators vr be associated with the i jon.

Thig definition came straight from the Code of Federal Regulations so we feel that it
does not even require an exempt application; the study doesn’t involve human
participants.
Please feel free 1o contact us if you need any additional mformation.
Thank you,
C3enh Baly F'“l

De. Joha Radcliffe
IRB Chair
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Instructions for Completing the
Evidence Collection Instrument ©

I. Demographic Information:

1.

2.
3.

el

=Se®EaRA

Reference number: sequential number assigned to record reviewed, start with
001
Data collection date: date of data collection (mm/dd/yyyy)
Date of birth: reported on death certificate section 5, numerical value
(mm/dd/yyyy)

a. Age
Sex: reported on death certificate section 2, (Code | male. 2 remale)
Race: reported on death certificate section 8

a. Caucasian = (Code |

b. Hispanic =Code 2

c. African-American = Code 3

d. Asian=Code 4

e. Other = Code 3
Date of death: reported on death certificate section 3 (mm/dd/yyyy)
Time of death: reported on death certificate section 33 (military time)
Date of injury: reported on death certificate section 41a (mm/dd/yyyy)
Time of injury: reported on death certificate section 41b (military time)

. Setting of death: reported in medical record: final progress note, emergency

department physician notes, or nursing notes, (Code | I'R.2 - OR. 3 [ U}
Gieneral Floon

I1. Hospital Information:

11. Hospital: reported on death certificate section 21 (Code | TNIC. 2 Non-T\C)

a. TMC = Texas Medical Center, including the following institutions: (as
identified by the Texas Medical Center Corporation)
1. Ben Taub General Hospital
2. The Houston Hospice and Palliative Care Systems
3. Memorial Hermann-Texas Medical Center
4. Children’s Memorial Hermann Hospital
5. The Methodist Hospital
6. St. Luke’s Episcopal Hospital
7. Shriners Hospital for Children — Houston
8. Texas Children’s Hospital
9. TIRR (The Institute for Rehabilitation and Research)
10. The University of Texas M.D. Anderson Cancer Center
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15. Discharged from ER to: reported on emergency department physician notes
under discharge section (Code | OR, 2= 1CU, 3~ General Floor. 4 = Morgue, 3
Another hospital)

IIL Evidence Collection in Hospital (ER&OR) — Cartridge/Shotshells

16. Cartridge retrieval (including bullet, slug, wadding, pellet): A cartridge is
“made up of four components: 1) a cartridge case, 2) a projectile or projectiles
(bullet or slug, wadding, pellets), 3) gunpowder, and 4) a primer” (Chaklos &
Kuehner, 2006, p. 336,337). A bullet is part of the cartridge and is “the projectile
propelled down the barrel of the gun toward the target” (McDonough, 2006, p.
465). Shotshells are “similar to cartridges except that they typically hold
numerous projectiles and are described by their gauge, rather than their caliber.
Shotshells can also hold a single projectile known as a ‘slug.’ In addition,
shotshells contain wadding, which is a plastic or cardboard component or number
of components that hold the shot pellets in place and separate them from the
powder (Chaklos & Kuehner, 2006, p. 337).

a. Reported on the ‘foreign bodies sheet’, operating room nursing notes as
metal fragment or Operating room nursing notes
(Code | ~Yes. 2 =~ No)
i. If yes, complete entire survey, if no skip IV

IV. Detailed Evidence Collection in Hospital (FR&OR) — Cartridge/Shotshells

17. List number of cartridges: Reported on the ‘foreign bodies sheet’, operating
room nursing notes as metal fragment or Operating room nursing notes (!ist
number)

18. Cartridge retrieved in (location):

a. Operating room physician procedure or nursing notes
b. Emergency department nursing notes
(Code 1 OR. 2~ FR)
19. Cartridge retrieval documented on medical record:
a. Operating room nursing notes
b. Emergency department nursing notes
(Code b Yes, 2 - Ny
1. Skip Question 20 if No
20. Cartridge retrieval documented by healthcare provider:
a. Operating room physician procedure or nursing notes
b. Emergency department nursing notes
Code T RNC2 - NMD 20 Unknown [not docamented|)
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DOCUMENTATION OF INJURY:
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1. Contusion

2. Incisions

3. Lacerations

4. Abrasion

5. Circular defect

@\

Injury Descriptions
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On The Edge Publication: Editor Review Statement
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International Association of Forensic Nurses

Angela F. Snow, PhD(c}, RN

Instructor of Clinical Nursing

The University of Texas Health Science Center at Houston
School of Nursing

6501 Beriner Avenus, #5687

Houston, TX 77030

713-500-2152 office
713-500-2171 fax
713-687-6610 pager
Angela.F.Snow@uth.tmc.edu

May 6, 2009
Tc Whom It May Concern,

Currently Angela F. Snow has an article under review for possibie publication.

Best Regards,

Janean Fossum, BSN, RN, CODN

Managing Editor - On The Edge

intemational Assoclation of Forensic Nurses Newsletter
PO Box 11053

Eugene, Oregon 97440

541915 3707

1517 Hitchic Huy o 8ee 19 o Arnohl, M3 21012 o Phane $10-62-T803 o Fax: [[IMG0 TN

G0 el e ® waw il org
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Crimicat Gare NursiNG QUARTERLY

Janet M. Barbier, MSN, RN, FAAFS
Editor

9383 £ County Road 500 Sautn
Greenstiary. IN 47240 8138

B12) 832 2233 (Hi

(812) 832-450° (FAX)
duvalfarmiseart’nx net (a-maill

May 22, 2009

Angela Snow
19538 Shady Bank Drive
Tomball, TX 77375
Dear Angeia:
I have received your article “Role Implications for Nurses Caring for Guashot Wound Victims."
It is currently being reviewed by members of our Editorial Board. A publication decision is expected
within one month,
Thank you for your submission of an interesting and well-written manuscript.
Sincerely yours,

(Pt Spd

Janet M. Barber, MSN, RN, FAAFS
Editor

¢c. Donna Caldwell
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26-Apr-2009

Dear Ms. Snow:

Journal of

FORENSIC NURSING

The Official Journal of the International Association of Forensic Nurses

Louanne Lawson, PhD, RN, FAAN, DF-IAFN
Editor-in-Chief

East Holly Avenue, Box 56

Pitman, NJ 08071-0056

Phone: 856.256.2300

Fax: 856.589.7463

re: JFN-2009-019

Your manuscript entitled "Documentation of Forensic Physical Evidence from Fatal
Gunshot Wound Victims by Registered Nurses and Its Admissibility in Legal
Proceedings" by Snow, Angela; Cesario, Sandra; Derrick, Sharon; Yoder-Wise, Patricia;
DelloStritto, Rita, has been successfully submitted online and is presently being
reviewed and given full consideration for publication in the Journal of Forensic Nursing.

Thank you for your submission.

Louanne Lawson, RN, PhD, FAAN, DF-IAFN

Editor in Chief
Joumnal of Forensic Nursing
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