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Introduction to Technical Update

Death investigation has 
evolved greatly in the years 
since the 1999 release of 
Death Investigation: A Guide 
for the Scene Investigator. 
This revised and updated edi-
tion is the result of a collab-
orative effort to present the 
most up-to-date information 
about the issues confronting 
death investigators today. 
The death investigator is the 
eyes and ears of the forensic 

pathologist at the scene. It  
is hoped that these guide-
lines, reflecting the best 
practices of the forensic 
community, will serve as a 
national standard.

The following introduction de-
scribes the original study that 
focused on the establishment 
of guidelines for conducting 
death investigations.

Introduction to the Original Guide

Purpose and Scope  
of the Study
The principal purpose of the 
study, initiated in June 1996, 
was to identify, delineate, 
and assemble a set of inves-
tigative tasks that should and 
could be performed at every 
death scene. These tasks 
would serve as the founda-
tion of the guide for death 
scene investigators. The 
Director of the National Insti-
tute of Justice (NIJ) selected 
an independent review panel 
whose members represented 
international and national 
organizations whose constitu-
ents are responsible for the 
investigation of death and its 

outcomes. The researcher or-
ganized two multidisciplinary 
technical working groups 
(TWGs). The first consisted 
of members representing the 
investigative community at 
large, and the second con-
sisted of an executive board 
representing the investigative 
community at large.

The study involved the use of 
two standardized consensus-
seeking research techniques: 
(a) the Developing A Cur-
riculum (DACUM)1 process 
and (b) a Delphi2 survey. In 
this report, the author does 
not attempt to assign respon-
sibility for task (guideline) 
performance to any one 
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occupational job title (e.g., 
Guideline D4 is performed by 
law enforcement personnel). 
Research design and se-
lected methodology focused 
on the establishment of 
performance guidelines for 
death-scene investigations. 
The research design did 
not allow TWGs to assume 
investigative outcomes dur-
ing the development phase 
of the project; therefore, 
no attempt was made to 
assign a “manner” of death 
to individual guidelines (e.g., 
Guideline C2 applies to 
homicide scenes), to main-
tain objectivity and national 
practicality. The author does 
not claim to be an expert in 
the science and/or method-
ology of medicolegal death 
investigation. This research 
was based on the collective 
knowledge of three multidis-
ciplinary content area expert 
groups. The focus was on 
the death scene, the body, 
and the interactive skills and 
knowledge that must be ap-
plied to ensure a successful 
case outcome. The balance 
of this introduction out-
lines the study design and 
provides basic background 
information on the selection 
of the National Medicolegal 
Review Panel (NMRP) and 
TWG memberships and the 
research methodology, its 
selection, and application. 

The study findings (investiga-
tive guidelines) follow this 
introduction.

Study Design
The methodology selected 
for this occupational research 
required collection of data 
from a sample of current 
subject matter experts, prac-
titioners from the field who 
perform daily within the oc-
cupation being investigated. 
This “criterion” was used to 
identify members of the vari-
ous multidisciplinary groups 
that provided the data for this 
research. 

The following groups were 
formed for the purpose of 
developing national guide-
lines for conducting death 
investigations. 

National Medicolegal 
Review Panel

NMRP members repre-
sent an independent mul-
tidisciplinary group of both 
international and national 
organizations whose con-
stituents are responsible for 
investigating death and its 
outcomes. Each member of 
NMRP was selected by the 
Director based on nomina-
tions made by the various 
associations. The rationale 
for their involvement was 
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twofold: (a) they represent 
the diversity of the profes-
sion nationally and (b) their 
members are the key stake-
holders in the outcomes of 
this research. Each organiza-
tion has a role in conducting 
death investigations and  
in implementing these  
guidelines.

Technical Working Group 
for Death Investigation

1. National Reviewer 
Network

Technical Working Group for 
Death Investigation (TWGDI) 
members represent a sample 
of death investigators from 
across the country. They 
are the content area experts 
who perform within the oc-
cupation daily. The following 
criteria were used to select 
the members of the TWGDI 
reviewer network: 

 ■ Each member was  
nominated/selected for 
the position by a person  
whose name appeared 
on the most recent (1995) 
Centers for Disease Con-
trol and Prevention (CDC) 
national database of death 
investigation.3

 ■ Each member had specific 
knowledge regarding the 
investigation of death.

 ■ Each member had specific 
experience with the pro-
cess of death investigation 
and the outcomes of posi-
tive and negative scene 
investigations.

 ■ Each member could 
commit to four rounds of 
national surveying over a 
6-month period.

A 50-percent random sample 
(1,512) of death investigators 
was drawn from the CDC da-
tabase.4 A letter was sent to 
each member of the sample, 
inviting him or her to partici-
pate in the national research 
to develop death investiga-
tive guidelines or to nominate 
a person who participates 
in death investigations. Two 
hundred and sixty-three 
individuals were nominated 
(17 percent). Nominees were 
contacted by mail and asked 
to provide personal demo-
graphic data, including job 
title, years of experience, and 
educational background, in 
addition to general informa-
tion (name, address, etc.) 
necessary for participation in 
the research.

The TWGDI national reviewer 
network consisted of 263 
members from 46 states and 
representing 5 regions, as 
seen in table 1.
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The educational backgrounds 
of the national reviewer net-
work members are presented 
in table 2.

The types of investigative 
systems represented in the 
reviewer network are shown 
in table 3.

The average age of TWGDI 
members was 47.6 years. 
They had an average of 10.5 
years of experience. There 

were 80.6 percent (212) 
males and 19.4 percent (51) 
females in the group.

2. Executive Board

Representatives from each 
region were selected to 
maintain consistency within 
regions across the United 
States. These representa-
tives made up the TWGDI 
executive board. Criteria 
for selection to the TWGDI 

 

Table 1. Membership of the Technical Working Group on Death 
Investigation National Reviewer Network

Region 1
Northeast

Region 2
Southeast

Region 3
Midwest

Region 4
Southwest

Region 5
West

Region Location
Number of 
Participants Percentage

1 Northeast 32 12%

2 Southeast 56 21%

3 Midwest 94 36%

4 Southwest 47 18%

5 West 34 13%
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executive board were as  
follows: 

 ■ Each member had specific 
knowledge regarding the 
investigation of death.

 ■ Each member had specific 
experience with the pro-
cess of death investigation 
and the outcomes of posi-
tive and negative scene 
investigations.

 ■ Each member could com-
mit to attend four work-
shops held within the grant 
period.

TWGDI Executive Board 
DACUM Workshop. In 
November 1996, the TWGDI 

executive board met in St. 
Louis to begin developing the 
national Delphi survey. The 
survey content was to reflect 
“best practice” for death-
scene investigation. DACUM 
is a process for analyzing an 
occupation systematically. 
The 2-day workshop used the 
investigative experts on the 
executive board to analyze 
job tasks while employing 
modified brainstorming tech-
niques. The board’s efforts 
resulted in a DACUM chart 
that describes the investiga-
tive occupation in terms of 
specific tasks that competent 
investigators must be able to 
perform “every scene, every 
time.”5 A task was defined 

 

Table 2. Educational Background of the National Reviewer Network

Education Number Percent

Law Enforcement   82 31%

Medical 157 60%

Unknown   24 9%

Table 3. Systems Represented by the National Reviewer Network

System Number Percent

Medical Examiner   44 17%

Coroner  161 61%

Mixed ME/Coroner   58 22%
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