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1. Introduction

Strangulation is the obstruction of blood vessels and/or airway by 
external pressure to the neck resulting in decreased oxygen supply to the 
brain. Non-fatal strangulation (NFS) is when the strangulation does not 
cause death. Fatal strangulation is where death ensues.1 Four main 
methods of strangulation have been described2: (1) manual strangula
tion is application of pressure to the neck using the hands, (2) chokehold 
or head lock is the external pressure applied by an arm around the neck, 
(3) ligature is the use of an object such as a scarf or belt which is then 
tightened around the neck, and (4) hanging.

This paper presents an overview of data relating to male victims of 
non-fatal strangulation (NFS) during sexual violence who presented to a 
Sexual Assault Referral Centre (SARC) in Manchester, England over an 
eight-year period between 2017 and 2024. Given this context, the NFS 
referred to in this paper does not include hanging. This is an important 
contribution to current literature where research focusing on male vic
timisation of non-fatal strangulation is sparse,3 let alone male NFS vic
tims presenting to SARCs. Academic understandings of sexual violence 
against male victims are, however, relatively further developed.

Across Western nations, men are suggested to make up 5–10 % of 
rape or sexual assault victim/survivors.4 In 2023, the Office for National 
Statistics (ONS) in England and Wales reported 1.2 % of men over 16 to 
have experienced sexual assault (attempted and completed) in the pre
vious year.5 “Sexual assault” in this context has been used by the ONS to 
describe all types of sexual offences, including rape, assault by pene
tration, and unwanted sexual touching. Understanding the experiences 
of men, and how different behaviours are categorised is important 
particularly given the law around male rape has evolved. The first 
conviction for male-on-male rape in England and Wales was in 1995, a 
conviction that signified a shift in the relative importance the law placed 

on recognising male victim/survivors.6 Even still, legislative changes do 
not necessarily signify cultural change. Rape myth acceptance can be an 
indicator of how society perceives sexual violence and victims more 
broadly. Hammond and colleagues7 reported that more than a third of 
participants in their sample agreed or strongly agreed with the state
ment “Men can defend themselves from sexual assaults”. How society 
perceives crimes of this nature can impact upon how victim/survivors 
respond to their own experience.

Men and women alike are considered to underreport sexual violence 
behaviours when they occur,4 however this underreporting is consid
ered more pronounced for male victim/survivors.8 In the year ending 
March 2022, Office for National Statistics (ONS) data5 showed that of 
those who were subjected to sexual violence behaviours in the previous 
year, approximately 74 % were female and 26 % were male. Following 
this, data from 39 police forces showed the victim of the reported sexual 
offence to be female in 86 % of cases. This figure rose to 91 % when 
looking specifically at rape offences.5 What this could therefore be 
showing is that male victim/survivors are less likely to report. When 
male victim/survivors do disclose or report, their journey through 
support services may look different. Research published in 2005 re
ported that 27.6 % of male victim/survivors who attended a Sexual 
Assault Referral Centre (SARC) in the United Kingdom (UK) accessed 
specialist counselling following the assault, compared to 41.6 % of the 
SARC’s female victim/survivor cohort9 Internationally, male victim/
survivors’ engagement with sexual assault and rape specialist centres 
has also been discussed. In Canada, one study reported males to repre
sent just under 4 % of the victims across 29 sexual assault centres in one 
province.10 The majority of men in their study were assaulted by a single 
male perpetrator with two victims reported having been strangled at the 
time of the assault. Similarly in the minority, male victims at a sexual 
assault centre in Denmark accounted for less than 2 % of all attendees 
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over a 10-year period 2001–2010.11 Again, echoing the Canadian find
ings, in all cases where the victim was male, the perpetrator was also 
male.

Strangulation is also a gendered crime. It is common for research to 
report the vast majority of victims of strangulation in any one sample to 
be female, and the vast majority of perpetrators to be male.12–14 In a 
review of 91 children (i.e. less than 18 years) non-fatally strangled 
during rape or sexual assault,15 87/91 (96 %) were female and in all 91 
cases, the alleged perpetrator was male. A study from southwest 
America showed that strangulation in domestic settings is reported to be 
significantly more common in heterosexual (different sex) couples 
compared with female-female or male-male homosexual couples.16

The current paper follows on from the 2021 paper “‘I thought he was 
going to kill me’: Analysis of 204 case files of adults reporting non-fatal 
strangulation as part of a sexual assault over a 3-year period”.14 In that 
paper, White and colleagues present an analysis of study participants 
who were individuals having undergone a forensic medical examination 
(FME) at the SARC after a report of rape or sexual assault. Of the total 
2198 FME patients aged 18 years or over, between January 1, 2017 and 
December 31, 2019, 204 (9.3 %) also disclosed having been subjected to 
non-fatal strangulation during the rape or sexual assault. The proportion 
of experiences of NFS within the sexual violence rose to one in five when 
the alleged perpetrator was a current or former partner. The most 
common method of strangulation was the perpetrator using their hand 
or hands. Over a third of patients examined who said they had been 
strangled thought at the time of the assault they were going to die, and 
just under half (48 %) had at least one external objective injury to the 
neck or above attributable to the NFS. Loss of consciousness was re
ported by 15.7 % (n = 32) of the NFS patients, 8.8 % (n = 18) were 
incontinent of urine and 2 % (n = 4) incontinent of faeces as a result of 
the NFS. Whilst not exclusively a study on female victims/survivors of 
rape or sexual assault and strangulation, the vast majority (96.6 %) of 
study participants were female, and in almost all cases (98 %), the 
alleged perpetrator was male.

Whilst also focused on female victims/survivors, Zilkens’17 study 
provides a helpful insight into typical presentations of sexual violence 
combined with non-fatal strangulation. Over a six-year period, 7.4 % (79 
out of 1064) of their sample of females, aged 13 years and older, 
attending for a FME at the Western Australia SARC, disclosed NFS was a 
feature of the sexual violence they had been subjected to. This was more 
prevalent in assaults by intimate partners (in 22.5 % of cases) compared 
with other perpetrator relationships (in 6 % of cases), representing odds 
of NFS being present in intimate relationships at 8.4 times higher. The 
most common victim demographics reported across the full NFS sample 
(n = 79) were women aged 30–39 years in an intimate relationship with 
the alleged perpetrator. Just under half (49.4 %) of those strangled had 
no visible signs of injury.

Combined, Zilkens et al.’s and White et al.’s papers demonstrate an 
increased presence of NFS in cases of rape or sexual assault where the 
sexual violence perpetrator is or has been in an intimate relationship 
with the victim/survivor. Moreover, perceptions of victims of strangu
lation always having visible, physical injury following an assault should 
be challenged, with repeated data showing this not to be the case in 
around half of all instances.

With the gendered nature of the act of strangulation, recognised 
within13 and outside of11 the context of sexual violence, it is important 
to consider how men are affected. The present study therefore helpfully 
spotlights men as victim/survivors of both sexual violence and stran
gulation and compares the way in which their experiences may differ to 
both 1) men who have been subjected to sexual violence but not NFS, 
and 2) women who have been subjected to both sexual violence and 
NFS. These comparisons are presented below.

2. Methods

2.1. Population and data collection

Saint Mary’s Centre is a Sexual Assault Referral Centre (SARC) in 
Manchester, UK. Covering Greater Manchester and Cheshire, a popula
tion of approximately 3.5 million people, Saint Mary’s offers a range of 
services for those reporting rape or sexual assault, including where 
appropriate, a forensic medical examination by a Forensic Physician, in 
accordance with the forensic and medical needs of the patient. Termi
nology when discussing sexual violence is important. For the purposes of 
this paper, the people attending Saint Mary’s SARC for a forensic med
ical examination will be referred to as patients (rather than service users, 
clients, complainants, or victims) and those reported as having under
taken the strangulation, alleged perpetrators.

During the FME, the Forensic Physicians utilize an adult forensic 
medical examination proforma as an aide memoire, as well as 
completing body diagrams and photo documentation, as necessary. 
Additionally, in 2016 a non-fatal strangulation (NFS) proforma had been 
developed and introduced by Saint Mary’s SARC (and with kind 
permission from Saint Mary’s, since adapted by the Institute for 
Addressing Strangulation18). The Forensic Physicians use this NFS pro
forma in addition to the standard documentation in the cases where 
non-fatal strangulation is reported.

Likelihood of having a learning disability is assessed at the start of 
the FME using a Learning Disability Screening Questionnaire (LDSQ) 
developed by McKenzie and Paxton for a valid, relatively quick method 
of screening if an individual is likely to have a learning disability.19 This 
is standard practice for all FMEs undertaken at Saint Mary’s SARC. A cut 
off score of 43 and below, as recommended by the LDSQ authors, was 
used to determine if a patient was likely to have a learning disability.

We extracted data from the general forensic medical examination 
proforma for all adult (aged ≥18 years) male patients (either born male 
or identified as being male, although noting that the recording of trans 
status was only introduced at Saint Mary’s SARC in July 2018) between 
Jan 1, 2017 and Dec 31, 2024, noting those who did and did not report 
NFS.

For the male patients who reported NFS, author CW reviewed the 
contemporaneous medical notes and retrospectively extracted the 
additional NFS specific data using the same template spreadsheet pre
viously used to report on male and female NFS cases over 2017-1914.14

We have used the female NFS cases over this time period as a comparator 
group to the male NFS cases between 2017 and 24. While there is the 
limitation of the female NFS comparison group having a shorter data 
collection window (2017–2019) than the male NFS group (2017–2024), 
this nonetheless serves as a useful comparative for the male NFS cases. 
Note, female NFS cases compose a much larger sample and retrospec
tively reviewing female NFS notes between 2019 and 24 was not viable 
for this study.

For all NFS cases, the proforma includes information on the stran
gulation method, actions and thoughts of the patient during the NFS, 
symptoms at the time of the assault or subsequently, and also informa
tion on injuries sustained (as observed during the FME). Symptoms at 
the time of the NFS included the following: flashing lights, tunnel vision, 
vision spots, blurred vision, loss of vision, seeing stars, hearing issues 
(roaring, buzzing, loss of hearing), dizziness, difficulty breathing, diffi
culty speaking, pain, loss of consciousness, incontinence of urine/bowels 
and loss of strength. Symptoms since the NFS included: neck pain, neck 
swelling, neck injuries, coughing, dysphagia, odynophagia, dysphonia, 
dyspnoea, vomiting, headache and memory disturbance. All symptoms 
were self-reported. Data on injuries sustained to head and neck were 
extracted from the FME notes.

For the purposes of this study, we distinguish between objective in
juries (abrasions, bruises, including petechial haemorrhages or lacera
tions) and subjective injuries (swelling, tenderness, erythema) to 
account for the potential of inter-observer variation of the more 
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subjective measures, for example, colour perception.
The Health Research Authority have advised that this project is 

exempt from ethical approval requirements and is service evaluation, 
since non-generalisable data collected as part of routine care is reviewed 
retrospectively.

2.2. Statistical analysis

Demographic and baseline characteristics data for all male cases 
between 2017 and 24 were summarised using mean/median for 
continuous variables and using frequency of occurrence for categorical 
variables. Comparisons between those reporting NFS and those not 
reporting NFS were made using t-tests, Fisher’s Exact test, or Pearson 
Chi-squared test as appropriate.

Within the male NFS cases, we summarised qualitative data sur
rounding the context of the NFS event, such as the location of the alleged 
assault, the method of strangulation and the perceived duration of the 
strangulation event, and data surrounding the presence of different 
symptoms both during and after the NFS event. We also summarised the 
prevalence of different injuries, both overall and in subgroups of cases 
that reported active vs. passive actions during the assault, those that lost 
consciousness (LOC) during the NFS event, patient ethnicity and dura
tion between the NFS event and the FME. To serve as a comparison, we 
present the same data for female NFS cases across 2017–19 (N = 197). 
These female data were previously analysed in the White et al. (14) 
paper (N = 203) but the purposes of this comparison, the male cases 
have been removed from the 2021 dataset and will be analysed sepa
rately here.

Given the small number of male NFS cases, interpretation of p-values 
should be made with caution to avoid misinterpretation.

All quantitative analyses were undertaken using R version 4.3.1 with 
the packages ‘tidyverse’ and ‘gtsummary’.

3. Results

During the 8-year study period, there were 381 adult male FME 
cases, of which 20 (5.25 %) reported NFS; Fig. 1 shows the year-on-year 
change in the proportion of male cases attending SARC who reported 
NFS (ranging from 0 % in 2021 to 9.1 % in 2024). Table 1 shows a 
summary of these cases, stratified by those who did and did not report 
NFS. Overall, the median age of male patients over the study period was 
28 years, with no evidence of this being different across those who did 
and did not report NFS. There was a higher number of men identifying as 
gay in the NFS group (72 %) compared with the non-NFS group (36 %), 
while there was a higher number of men identifying as heterosexual in 
the non-NFS group (52 %) compared with the NFS group (17 %), 
although overall numbers in the NFS group are small, so such numerical 
differences require caution in interpretation. It was noted that there was 
one transman in the NFS group (1/20) and 19 transmen in the 361 men 
not reporting NFS. There may be some false negatives in the latter group 
as the recording of trans status was only introduced at Saint Mary’s 
SARC in July 2018.

3.1. Context of the alleged NFS

3.1.1. Alleged perpetrators
In addition to the 20 adult male NFS cases over 2017–24, we had 

data on 197 adult female NFS cases over 2017-19 from our prior pub
lication.14 A summary of the context of the alleged NFS across these 
cases, in terms of alleged perpetrator and patient demographics and 

Fig. 1. Proportion of male NFS and male non-NFS cases per year.
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nature of the alleged strangulation is given in Table 2. We found a sta
tistically significant difference in the distribution of relationship be
tween patient and alleged perpetrator across female and male NFS cases 
(p = 0.001). Specifically, the alleged perpetrator was a 
partner/ex-partner in 44 % of female NFS cases, compared to only 10 % 
in the male NFS cases. The alleged perpetrator was most commonly a 
stranger (35 %) or friend (20 %) in male NFS cases. A summary of the 
relationship between patient and alleged perpetrator across those who 
reported loss of consciousness is given in Table 3.

Across all 20 male NFS cases, the alleged perpetrator was also male 
(Table 2). The strangulation method across the male NFS cases was most 
commonly manual (either one or two handed), and in 14/20 male NFS 
cases, the patient reported the duration to be less than 20 s. There was no 
evidence of a statistical difference in the time between the NFS event 
and attending the FME between female and male NFS cases (p = 0.3).

3.1.2. Response of the patient during NFS
The actions of the patient during NFS, where provided, were classi

fied as either active or passive. This was based on information from the 
proforma which gathered the patient’s self-reports on whether or not 
they physically resisted the NFS. Fig. 2 shows the percentage of female 
and male NFS cases where the patient described their actions during the 
NFS as passive or active. The percentage of males who were active 
during the NFS was 45 % (9/20) whilst that of females was 38 % (75/ 
197, p = 0.715). The percentage of males who reported being passive 
was 5 % (1/20) whilst that for females was 26 % (51/197, p = 0.07).

As part of the FME, patients were asked what their thoughts were 
during the NFS event. We categorised the sentiment of these statements. 
In 71/197 female NFS cases (36 %), the patient reported thinking they 
were going to die. A numerically similar percentage of male NFS cases 
reported similar thoughts (8/20, 40 %). Similarly, 14/197 female NFS 
cases (7.1 %) and 2/20 male NFS cases (10 %) reported being afraid/in- 
fear during the NFS event.

Below are some representative statements from the men regarding 
their thoughts during the strangulation: 

“… saw death”

“He was after killing me”

“I was really surprised. I was frozen”

“How to get out of this situation, when will it end?”

3.1.3. NFS patients symptoms and injuries
Fig. 3 shows the number of symptoms reported by the male NFS 

patients at the time of the NFS event (left panel) and after the NFS event 
(right panel). Pain, difficulty breathing, dizziness and difficulty speaking 
were the most commonly reported symptoms at the time of the NFS 
event, whilst neck pain, neck injuries and dysphonia were most 
commonly reported symptom occurring between the NFS event and 
FME.

Only 2/20 (10 %) gave a history of loss of consciousness, compared 
to 31/197 (15.7 %) of the female NFS cases.

Of the 20 male NFS patients, 12 (60 %) had at least one objective 
injury to their neck or above noted during the FME (compared to 51 % of 
female NFS cases, Table 4).

Table 5 shows the number of injuries for male NFS cases, stratified by 
symptoms during and after the NFS event. Here, we found that of the 18 
male NFS cases who reported a symptom during the NFS event, 10 (56 
%) had at least one objective injury noted during the FME. Similarly, of 
the 19 male NFS cases who reported having a symptom after the NFS 
event, 11 (58 %) had at least one objective injury noted during the FME.

Out of the 9 male NFS cases where we could categorise their actions 
as being active during the NFS (Fig. 2), 4 had at least one objective injury 
noted at the time of FME. For the 1 male NFS case where actions were 
classified as passive, this individual also had at least one objective injury 

Table 1 
Baseline summary of the adult male patients, undergoing a FME, in the 8 years 
2017-24, stratified by those who did and did not report NFS.

Non-fatal Strangulation

Variable N Overall, N 
= 381a

No, N =
361a

Yes, N =
20a

p- 
valueb

Referrer 376 ​ ​ ​ 0.6
Police ​ 306 (81 %) 291 (82 

%)
15 (75 %) ​

Self ​ 70 (19 %) 65 (18 %) 5 (25 %) ​
(Missing) ​ 5 5 0 ​

Age 380 28 (18, 90) 
[22, 34]

28 (18, 
90) [22, 
34]

30 (18, 61) 
[24, 39]

0.2

(Missing) ​ 1 1 0 ​
Sexual Orientation 277 ​ ​ ​ 0.005

Bisexual ​ 28 (10 %) 27 (10 %) 1 (5.6 %) ​
Gay ​ 106 (38 %) 93 (36 %) 13 (72 %) ​
Heterosexual ​ 138 (50 %) 135 (52 

%)
3 (17 %) ​

Other ​ 5 (1.8 %) 4 (1.5 %) 1 (5.6 %) ​
(Missing) ​ 104 102 2 ​

Ethnicity 376 ​ ​ ​ 0.3
Asian ​ 17 (4.5 %) 16 (4.5 

%)
1 (5.0 %) ​

Black ​ 21 (5.6 %) 18 (5.1 
%)

3 (15 %) ​

White ​ 325 (86 %) 309 (87 
%)

16 (80 %) ​

Mixed ​ 9 (2.4 %) 9 (2.5 %) 0 (0 %) ​
Other ​ 4 (1.1 %) 4 (1.1 %) 0 (0 %) ​
(Missing) ​ 5 5 0 ​

Employment 
Status

345 ​ ​ ​ >0.9

Disabled/Sick ​ 35 (10 %) 33 (10 %) 2 (11 %) ​
F/T Employed ​ 126 (37 %) 118 (36 

%)
8 (44 %) ​

Unemployed ​ 125 (36 %) 119 (36 
%)

6 (33 %) ​

P/T Employed ​ 17 (4.9 %) 16 (4.9 
%)

1 (5.6 %) ​

Student ​ 35 (10 %) 34 (10 %) 1 (5.6 %) ​
Retired ​ 5 (1.4 %) 5 (1.5 %) 0 (0 %) ​
Other ​ 2 (0.6 %) 2 (0.6 %) 0 (0 %) ​
(Missing) ​ 36 34 2 ​

Physical Disability 256 ​ ​ ​ 0.3
No ​ 215 (84 %) 197 (83 

%)
18 (95 %) ​

Yes ​ 41 (16 %) 40 (17 %) 1 (5.3 %) ​
(Missing) ​ 125 124 1 ​

Learning Difficulty 267 ​ ​ ​ 0.3
No ​ 209 (78 %) 191 (77 

%)
18 (90 %) ​

Yes ​ 58 (22 %) 56 (23 %) 2 (10 %) ​
(Missing) ​ 114 114 0 ​

LDSQ 356 100 (0, 100) 
[86, 100]

100 (0, 
100) [86, 
100]

100 (14, 
100) [100, 
100]

0.15

(Missing) ​ 25 24 1 ​
Mental Health 

Issues
303 ​ ​ ​ >0.9

Yes ​ 209 (69 %) 196 (69 
%)

13 (68 %) ​

No ​ 94 (31 %) 88 (31 %) 6 (32 %) ​
(Missing) ​ 78 77 1 ​

Number of Alleged 
Perpetrators

323 ​ ​ ​ 0.7

Multiple ​ 40 (12 %) 37 (12 %) 3 (16 %) ​
Single ​ 283 (88 %) 267 (88 

%)
16 (84 %) ​

(Missing) ​ 58 57 1 ​

a n (%); Median (Range) [Interquartile Range].
b Fisher’s exact test; Wilcoxon rank sum test; Pearson’s Chi-squared test.
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noted.
A summary of the objective injury types across both male and female 

NFS patients is presented in Table 6.

4. Discussion

This paper adds to the growing literature around NFS with a focus on 
men reporting NFS in the context of rape or sexual assault. It considers 
how their experience may differ to that of women reporting NFS in the 
context of rape or sexual assault or to men reporting rape or sexual as
sault but not NFS.

Our findings show that the overall rate of adult male NFS during the 
8-year study period was 5.25 %. There was a decrease in prevalence 
during 2020 & 2021 (Covid pandemic years) with the final year, 2024, 
having the highest prevalence at 9.1 %. The numbers are small (n = 20), 
compared to 197 female cases between 2017 and 2019,14 so care is 
required when interpreting the results. The apparent trend in increased 
NFS rates in the context of sexual violence is in line with that seen with 
child cases15 and women.

In 2022 there was a change in legislation for England and Wales, 
making NFS a stand-alone offence.20 Since then, it has been noted that 
there is an increase in police reported NFS.21 It is difficult to know if this 
is a true increase in prevalence or a result of increased awareness and 
reporting methods, or both. Research suggests that at a population level, 
pornography use is associated with sexual behaviours, including the use 

Table 2 
Summary of the context of the NFS for male and female patients. Male patients 
cover the period 2017–24, while females cover 2017–19.

Patient Gender

Variable N Overall, 
N = 217a

Female, 
N = 197a

Male, 
N = 20a

p- 
valueb

Relationship between 
patient and alleged 
perpetrator

216 ​ ​ ​ 0.001

Partner/ex-partner ​ 88 (41 %) 86 (44 %) 2 (10 
%)

​

Friend ​ 14 (6.5 %) 10 (5.1 %) 4 (20 
%)

​

Acquaintance <24hrs ​ 25 (12 %) 22 (11 %) 3 (15 
%)

​

Acquaintance >24hrs ​ 43 (20 %) 41 (21 %) 2 (10 
%)

​

Other ​ 5 (2.3 %) 3 (1.5 %) 2 (10 
%)

​

Stranger ​ 34 (16 %) 27 (14 %) 7 (35 
%)

​

Client (sex worker) ​ 4 (1.9 %) 4 (2.0 %) 0 (0 %) ​
Family: Second degree ​ 2 (0.9 %) 2 (1.0 %) 0 (0 %) ​
Family friend ​ 1 (0.5 %) 1 (0.5 %) 0 (0 %) ​
Family: non-biological ​ 0 (0 %) 0 (0 %) 0 (0 %) ​
(Missing) ​ 1 1 0 ​

Alleged Perpetrator 
Gender

216 ​ ​ ​ >0.9

Female ​ 3 (1.4 %) 3 (1.5 %) 0 (0 %) ​
Male ​ 213 (99 

%)
193 (98 
%)

20 
(100 
%)

​

(Missing) ​ 1 1 0 ​
Patient Age 217 26 (21, 

32)
25 (21, 
32)

30 (24, 
39)

0.064

Patient Ethnicity 214 ​ ​ ​ 0.2
White ​ 187 (87 

%)
171 (88 
%)

16 (80 
%)

​

Black ​ 11 (5.1 %) 8 (4.1 %) 3 (15 
%)

​

Asian ​ 4 (1.9 %) 3 (1.5 %) 1 (5.0 
%)

​

Other ​ 8 (3.7 %) 8 (4.1 %) 0 (0 %) ​
Mixed ​ 4 (1.9 %) 4 (2.1 %) 0 (0 %) ​
(Missing) ​ 3 3 0 ​

Assault Type 203 ​ ​ ​ 0.039
Penetrative ​ 188 (93 

%)
173 (94 
%)

15 (79 
%)

​

Non-Penetrative ​ 15 (7.4 %) 11 (6.0 %) 4 (21 
%)

​

(Missing) ​ 14 13 1 ​
Assault location 217 ​ ​ ​ 0.093

Alleged perpetrator 
home

​ 64 (29 %) 56 (28 %) 8 (40 
%)

​

Patient’s home ​ 72 (33 %) 68 (35 %) 4 (20 
%)

​

Shared home ​ 22 (10 %) 22 (11 %) 0 (0 %) ​
3rd party’s home ​ 15 (6.9 %) 14 (7.1 %) 1 (5.0 

%)
​

Hotel room ​ 12 (5.5 %) 10 (5.1 %) 2 (10 
%)

​

Other ​ 5 (2.3 %) 3 (1.5 %) 2 (10 
%)

​

Outdoors ​ 21 (9.7 %) 18 (9.1 %) 3 (15 
%)

​

In vehicle ​ 6 (2.8 %) 6 (3.0 %) 0 (0 %) ​
Strangulation method 206 ​ ​ ​ 0.3

Ligature/Other object 
against throat

​ 8 (3.9 %) 6 (3.2 %) 2 (11 
%)

​

Manual one hand ​ 108 (52 
%)

100 (53 
%)

8 (42 
%)

​

Manual two hands ​ 55 (27 %) 49 (26 %) 6 (32 
%)

​

Manual-unclear ​ 10 (4.9 %) 10 (5.3 %) 0 (0 %) ​
Headlock ​ 13 (6.3 %) 12 (6.4 %) 1 (5.3 

%)
​

Table 2 (continued )

Patient Gender 

Variable N Overall, 
N = 217a

Female, 
N = 197a

Male, 
N = 20a

p- 
valueb

Multiple Methods ​ 12 (5.8 %) 10 (5.3 %) 2 (11 
%)

​

(Missing) ​ 11 10 1 ​
Strangulation 

Duration
111 ​ ​ ​ 0.5

<10 s ​ 50 (45 %) 48 (47 %) 2 (25 
%)

​

10–19 s ​ 10 (9.0 %) 8 (7.8 %) 2 (25 
%)

​

20–29 s ​ 3 (2.7 %) 3 (2.9 %) 0 (0 %) ​
30–39 s ​ 4 (3.6 %) 4 (3.9 %) 0 (0 %) ​
40–49 s ​ 1 (0.9 %) 1 (1.0 %) 0 (0 %) ​
50–59 s ​ 2 (1.8 %) 2 (1.9 %) 0 (0 %) ​
>1 min ​ 41 (37 %) 37 (36 %) 4 (50 

%)
​

(Missing) ​ 106 94 12 ​
Time since 

strangulation
212 ​ ​ ​ 0.3

<1 day ​ 96 (45 %) 88 (46 %) 8 (40 
%)

​

1–2 days ​ 52 (25 %) 48 (25 %) 4 (20 
%)

​

2–3 days ​ 27 (13 %) 21 (11 %) 6 (30 
%)

​

3–5 days ​ 21 (9.9 %) 19 (9.9 %) 2 (10 
%)

​

5–7 days ​ 8 (3.8 %) 8 (4.2 %) 0 (0 %) ​
>7 days ​ 8 (3.8 %) 8 (4.2 %) 0 (0 %) ​
(Missing) ​ 5 5 0 ​

Episodes of 
strangulation

183 ​ ​ ​ 0.2

One ​ 117 (64 
%)

105 (63 
%)

12 (80 
%)

​

Multiple ​ 66 (36 %) 63 (38 %) 3 (20 
%)

​

(Missing) ​ 34 29 5 ​
Suspect previously 

strangled 
complainant

205 57 (28 %) 55 (30 %) 2 (11 
%)

0.078

(Missing) ​ 12 11 1 ​

a n (%); Median (IQR).
b Fisher’s exact test; Wilcoxon rank sum test; Pearson’s Chi-squared test.
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of strangulation or “choking”,22 which may also have an impact on 
increasing numbers. Whilst there is currently no clear evidential link 
between behaviours used during sex and behaviours used during sexual 
violence or abuse, this is something that could be considered and war
rants further exploration.

4.1. Patient characteristics

When comparing the men who gave a history of having been stran
gled during the rape or sexual assault against the men who did not, there 
were few statistically significant differences. The two groups were 
broadly similar in terms of age, referral source, ethnicity, employment 

Table 3 
Summary of the male and female adult patients who reported NFS and loss of consciousness. Males cover the period 2017–24, while females cover 2017–19.

Characteristic Adult Male NFS Cases Adult Female NFS Cases

Overall, N = 201 No/Not Recorded, N = 18a Yes, N = 2a Overall, N = 197a No/Not Recorded, N = 1661 Yes, N = 31a

Age (years) 30 (24, 39) 29 (23, 38) 47 (39, 54) 25 (21, 32) 25 (21, 32) 29 (24, 34)
Ethnicity
White 16 (80 %) 15 (83 %) 1 (50 %) 171 (88 %) 144 (88 %) 27 (90 %)
Black 3 (15 %) 3 (17 %) 0 (0 %) 8 (4.1 %) 6 (3.7 %) 2 (6.7 %)
Asian 1 (5.0 %) 0 (0 %) 1 (50 %) 3 (1.5 %) 3 (1.8 %) 0 (0 %)
Other 0 (0 %) 0 (0 %) 0 (0 %) 8 (4.1 %) 7 (4.3 %) 1 (3.3 %)
Mixed 0 (0 %) 0 (0 %) 0 (0 %) 4 (2.1 %) 4 (2.4 %) 0 (0 %)
Unknown ​ ​ ​ 3 2 1
Relationship between service user and perpetrator
Partner/ex-partner 2 (10 %) 2 (11 %) 0 (0 %) 86 (44 %) 70 (42 %) 16 (52 %)
Friend 4 (20 %) 4 (22 %) 0 (0 %) 10 (5.1 %) 10 (6.1 %) 0 (0 %)
Acquaintance <24hrs 3 (15 %) 2 (11 %) 1 (50 %) 22 (11 %) 20 (12 %) 2 (6.5 %)
Acquaintance >24hrs 2 (10 %) 2 (11 %) 0 (0 %) 41 (21 %) 38 (23 %) 3 (9.7 %)
Other 2 (10 %) 2 (11 %) 0 (0 %) 3 (1.5 %) 1 (0.6 %) 2 (6.5 %)
Stranger 7 (35 %) 6 (33 %) 1 (50 %) 27 (14 %) 19 (12 %) 8 (26 %)
Client (sex worker) 0 (0 %) 0 (0 %) 0 (0 %) 4 (2.0 %) 4 (2.4 %) 0 (0 %)
Family: Second degree 0 (0 %) 0 (0 %) 0 (0 %) 2 (1.0 %) 2 (1.2 %) 0 (0 %)
Family friend 0 (0 %) 0 (0 %) 0 (0 %) 1 (0.5 %) 1 (0.6 %) 0 (0 %)
Family: non-biological 0 (0 %) 0 (0 %) 0 (0 %) 0 (0 %) 0 (0 %) 0 (0 %)
Unknown ​ ​ ​ 1 1 0

a Median (Interquartile range); n (%).

Fig. 2. Categorised actions of the male and female NFS patients during the NFS event, as reported at time of FME.
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status and physical or learning disabilities or mental health issues. In 
both groups, the prevalence of such issues such as learning disability and 
mental health issues were high indicating a general vulnerability to rape 
or sexual assault.23–25 Transgender rates appeared to be similar for the 
male NFS and non NFS cases (5 % v 5.3 %).

The main difference between the groups was seen when considering 
sexual orientation, with the men who had been strangled more likely to 
identify as gay (72 % v 36 %) and less likely to be heterosexual (17 % v 
52 %).

It is not clear why this should be, given that all the cases were within 
the context of sexual violence. Some research notes that non- 
heterosexual people are more likely to report involvement in BDSM 
(bondage, discipline, domination, submission, sadism and masochism) 
and kink26 and gay men were more likely to report having been choked 
during consensual sexual activity than heterosexual men.27

4.2. Alleged perpetrator characteristics

The results reaffirmed the growing evidence that strangulation is a 
sex based crime. All twenty of the men in the NFS group reported that 
their perpetrator was male. This is in keeping with previous research. In 
Saint Mary’s paper reviewing 91 children giving a history of NFS during 
rape or sexual assault, all the alleged perpetrators were male.15 Out of 
204 adult NFS cases, 200 identified the alleged perpetrator as male, 3 as 
female and one was unsure.14

This sex-based nature, in terms of biological sex of the person doing 
the strangling and the person being strangled, is in step with strangu
lation during consensual sexual activity.28

4.3. Relationship between patient and alleged perpetrator

A significant difference between men and women reporting NFS was 
the nature of the relationship between the patient and alleged perpe
trator. For the women, 44 % were strangled by a partner/ex-partner, 
whilst this was only 10 % of the male NFS cases who were more likely 
to be assaulted by a stranger or a friend. The location of assault reflects 
this, with men less likely to be assaulted in their home (own or shared) 
than women (20 % v 46 %). This has implications in terms of safety 
concerns, with the men seemingly at less ongoing risk from the alleged 
perpetrator.

4.4. Assault characteristics

There was no significant difference found between men and women 
reporting NFS in terms of the method of strangulation, where manual 
strangulation was most commonly used (84.3 % in the women, 74 % in 
the men).

Women were more likely than the men to report that the alleged 
perpetrator had strangled them on a previous occasion in addition to the 
reported incident (30 % v 11 %), possibly a reflection of the increased 

Fig. 3. Self-reported symptoms at time of NFS (left) and after the NFS event (right) of the male NFS cases.
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likelihood that the alleged perpetrator was a partner or ex-partner. This 
may mean that the women are at increased risk of adverse medical 
consequences due to the repeated nature of the NFS, although it is not 
known what the severity of any individual episode of NFS is. A 2025 
study of strangulation cases dealt with in New York emergency de
partments, found that although male patients accounted for only 5.2 % 
of strangulation domestic violence cases, the clinicians referred 24.8 % 
of the male victims for CT evaluation to rule out vascular injury, whilst 
they only referred 5.5 % of the female strangulation victims, with the 
authors concluding that there is a “suggestion of disparity among sexes 
in diagnosis”.29

4.5. Symptoms and injuries

The male NFS cases were more likely than the female NFS cases to 
have an objective injury to neck or above attributable to the NFS (60 % v 
51 %), with the neck being the most frequent site. 90 % of the male NFS 
cases and 82 % of the female NFS cases had their FME within 72 h of the 
alleged NFS. Again, a key message is that not all NFS patients will have a 
visible external injury.

Clinicians seeking to identify blunt cerebro-vascular injury (BCVI), 
that is injuries to the extracranial carotid and vertebral arteries that 
occur in the absence of penetrating trauma, sometimes use screening 
tools, such as the 2012 expanded Denver screening criteria.30 Studies 
looking at strangulation and BCVI detected by CT angiogram show that 
there are no clinical features that reliably exclude BCVI. A recent study, 
reviewing 34 strangulation victims, found CT positive findings in 14.7 
%31 with the authors concluding that, in light of the reported incidence 
of stroke in blunt carotid injury (20–30 %) when left untreated, all pa
tients with a history of strangulation should undergo a CT angiogram as 
there were no clinical features that reliably exclude BCVI.

4.6. Reaction to the strangulation

Asked what they had been thinking during the NFS, a similar pro
portion of men and women expressed that they had thought they were 
about to die (40 % v 36 %).

A review of the literature looking at neuropsychological outcomes of 

non-fatal strangulation noted that psychological outcomes indicated 
profound trauma reactions including acute and chronic fear, PTSD, 
dissociation, depression, anxiety, and suicidality.32 Although in the 
studies included in that review, almost all victims were female, it would 
seem from our study that, at least in the short term, men are psycho
logically impacted to a similar extent as women, something that needs to 
be borne in mind when considering the provision of aftercare services 
such as counselling or support through the criminal justice system.

5. Conclusions

Our data is in keeping with the international literature showing that 
non-fatal strangulation in the context of rape or sexual assault is a sex- 
based act, with higher prevalence in women than men and most 
alleged perpetrators being male, regardless of the sex of the victim.

It is still something to be taken seriously in men, with similar rates to 
women of injury, loss of consciousness and psychological impact (in 
terms of feeling that they were about to die).

Recommendations

With all research on sexual violence experiences, it should be 
considered whether barriers to disclosure and reporting may have an 

Table 4 
Summary of the objective injuries across male and female patients who reported 
NFS. Male patients cover the period 2017–24, while females cover 2017–19. 
Objective injuries for this analysis were any bruise, including petechial hae
morrhage, abrasion or laceration to the neck, face, scalp, mouth, ear or eye, 
noted during the FME and attributed to the NFS.

Injury Site Objective Injury

Female, N = 1971 Male, N = 201

Neck Injury
No/Not Recorded 113 (57 %) 10 (50 %)
Yes 84 (43 %) 10 (50 %)

Face Injury
No/Not Recorded 148 (75 %) 16 (80 %)
Yes 49 (25 %) 4 (20 %)

Scalp Injury
No/Not Recorded 181 (92 %) 19 (95 %)
Yes 16 (8.1 %) 1 (5.0 %)

Mouth Injury
No/Not Recorded 173 (88 %) 18 (90 %)
Yes 24 (12 %) 2 (10 %)

Ear Injury
No/Not Recorded 189 (96 %) 19 (95 %)
Yes 8 (4.1 %) 1 (5.0 %)

Eye Injury
No/Not Recorded 191 (97 %) 20 (100 %)
Yes 6 (3.0 %) 0 (0 %)

Injury (overall)
No/Not Recorded 97 (49 %) 8 (40 %)
Yes 100 (51 %) 12 (60 %)

Table 5 
Summary of the objective injuries for male cases who reported NFS, stratified by 
symptoms during and after the NFS event. Objective injuries for this analysis 
were any bruise, including petechial haemorrhage, abrasion or laceration to the 
neck, face, scalp, mouth, ear or eye, noted during the FME.

All 
NFS 
Cases

Any symptoms during 
the NFS event

Any symptoms after the 
NFS event

Characteristic N =
20a

No/Not 
Recorded, N 
= 2a

Yes, N 
= 18a

No/Not 
Recorded, N 
= 1a

Yes, N 
= 19a

Neck Injury
No/Not 
Recorded

10 (50 
%)

0 (0 %) 10 (56 
%)

0 (0 %) 10 (53 
%)

Yes 10 (50 
%)

2 (100 %) 8 (44 
%)

1 (100 %) 9 (47 
%)

Face Injury
No/Not 
Recorded

16 (80 
%)

2 (100 %) 14 (78 
%)

1 (100 %) 15 (79 
%)

Yes 4 (20 
%)

0 (0 %) 4 (22 
%)

0 (0 %) 4 (21 
%)

Scalp Injury
No/Not 
Recorded

19 (95 
%)

2 (100 %) 17 (94 
%)

1 (100 %) 18 (95 
%)

Yes 1 (5.0 
%)

0 (0 %) 1 (5.6 
%)

0 (0 %) 1 (5.3 
%)

Mouth Injury
No/Not 
Recorded

18 (90 
%)

2 (100 %) 16 (89 
%)

1 (100 %) 17 (89 
%)

Yes 2 (10 
%)

0 (0 %) 2 (11 
%)

0 (0 %) 2 (11 
%)

Ear Injury
No/Not 
Recorded

19 (95 
%)

2 (100 %) 17 (94 
%)

1 (100 %) 18 (95 
%)

Yes 1 (5.0 
%)

0 (0 %) 1 (5.6 
%)

0 (0 %) 1 (5.3 
%)

Eye Injury
No/Not 
Recorded

20 
(100 
%)

2 (100 %) 18 
(100 
%)

1 (100 %) 19 
(100 
%)

Yes 0 (0 %) 0 (0 %) 0 (0 
%)

0 (0 %) 0 (0 
%)

Injury (overall)
No/Not 
Recorded

8 (40 
%)

0 (0 %) 8 (44 
%)

0 (0 %) 8 (42 
%)

Yes 12 (60 
%)

2 (100 %) 10 (56 
%)

1 (100 %) 11 (58 
%)

a n (%).
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effect on the data presented. For this cohort, it could be suggested that 
being a male victim-survivor of rape or sexual assault, with an additional 
experience of having been strangled at the time, would present signifi
cant barriers for disclosure, as noted in existing literature. Front-line 
victim services should therefore continue to consider their approach to 
different identity groups with different experiences of sexual violence.

To support services’ efforts to better identify and support victim- 
survivors of different sexual violence experiences, screening for NFS 
should be routine for all rape or sexual assault complainants. Therefore, 
there would not be a reliance on a victim-survivor to spontaneously 
disclose in order to access support.

To better respond to victims/survivors, pathways between emer
gency departments and sexual assault referral centres (or similar) should 
be established to ensure appropriate holistic care. Training for all 
practitioners along the pathway on the harms and risks of strangulation 
should be implemented to ensure a trauma-informed response and 
appropriate clinical investigations are undertaken, such as radiological 
imaging where indicated.

There needs to be an appreciation by all involved in the criminal 
justice system, that as with women and children, many males reporting 
NFS will not have a visible, objective, external injury and absence of 
such should not negate the allegation.

Strengths and limitations

The numbers in this study are small (n = 20) so care is required when 
interpreting the results. We continued the study for the eight-year period 
in order to increase the number of cases.

The data were collected from only one centre, Saint Mary’s SARC, 
Manchester, and so the results may not be generalisable.

As is the case for all research of this nature, it is important to remain 
mindful that the men seen at the SARC for an FME may not be 

representative of all men strangled in the context of rape or sexual 
assault.

The men were not all examined by the same Forensic Physician, 
although a standard FME proforma and, where applicable, NFS pro
forma, are utilized to reduce variation in assessment and documenta
tion. However all data were collected by the lead author.

The data for the male NFS cases came from an eight-year period 
2017–2024, whilst that from the female NFS comparator group was from 
the three years, 2017–2019.

Future research

The information reviewed was only that of the FME. It would be 
useful to follow up the patients, in terms of medical investigation results 
such as radiological imaging, as well as longer term health outcomes.

All the cases were of allegations of NFS. It would be instructive to 
follow case through any subsequent criminal justice system process.

Some speculative connections have been drawn, in this paper, be
tween the use of strangulation as a behaviour during (consensual) sex 
and the use of strangulation during sexual violence. Further research 
should seek to better understand what, if any, connections – correlative 
or causative – there are between the use of strangulation in these two 
different contexts.

Funding

This research did not receive any specific grant from funding 
agencies in the public, commercial, or not-for-profit sectors.

Declaration of competing interest

The authors declare that they have no known competing financial 
interests or personal relationships that could have appeared to influence 
the work reported in this paper.

References

1. White C. Non-fatal strangulation: in physical and sexual assault. FFLM; July 2023. 
https://fflm.ac.uk/wp-content/uploads/2023/07/Non-fatal-strangulation-in-physi 
cal-and-sexual-assault-Prof-C-White-July-2023.pdf.

2. Payne-James JJ, Stark MM, Nittis M, Sheasby DR. Chapter 4 injury assessment, 
documentation, and interpretation. Clinical Forensic Medicine: A Physician’s Guide. 
2020:143–194.

3. Spencer C, Keilholtz BM, Palmer M, Vail S. Factors associated with non-fatal 
strangulation victimization in intimate relationships: a meta-analysis. Trauma 
Violence Abuse. 2023;25(3). https://doi.org/10.1177/15248380231207874.

4. Thomas JC, Kopel J. Male victims of sexual assault: a review of the literature. Behav 
Sci. 2023;13(4). https://www.mdpi.com/2076-328X/13/4/304.

5. Office for National Statistics. Sexual offences victim characteristics, England and 
Wales - Office for national statistics. www.ons.gov.uk. Accessed March 23, 2023. 
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/articl 
es/sexualoffencesvictimcharacteristicsenglandandwales/yearendingmarch2022.

6. Severs GJ. Male rape: survivors, support and the law in late twentieth-century 
England and Wales. Hist Workshop J. 2024;97. https://doi.org/10.1093/hwj/ 
dbae002.

7. Hammond L, Ioannou M, Fewster M. Perceptions of Male rape and sexual assault in a 
male sample from the United Kingdom: barriers to reporting and the impacts of 
victimization. J Investigative Psychol Offender Profiling. 2016;14(2):133–149. https:// 
doi.org/10.1002/jip.1462.

8. McLean IA. The male victim of sexual assault. Best Pract Res Clin Obstet Gynaecol. 
2013;27(1):39–46. https://doi.org/10.1016/j.bpobgyn.2012.08.006.

9. McLean IA, Balding V, White C. Further aspects of male-on-male rape and sexual 
assault in greater Manchester. Med Sci Law. 2005;45(3):225–232. https://doi.org/ 
10.1258/rsmmsl.45.3.225.

10. Du Mont J, Macdonald S, White M, Turner L. Male victims of adult sexual assault. 
J Interpers Violence. 2013;28(13):2676–2694. https://doi.org/10.1177/ 
0886260513487993.

11. Larsen ML, Hilden M. Male victims of sexual assault; 10 years’ experience from a 
Danish assault center. J Forensic Leg Med. 2016 Oct;43:8–11. https://doi.org/ 
10.1016/j.jflm.2016.06.007. Epub 2016 Jun 29. PMID: 27391940.

12. Petreca VG, Burgess AW, Jarvis K. Manual and instrument asphyxiation/ 
strangulation: examining perpetrator and victim characteristics. J Forensic Leg Med. 
2023 Aug;98, 102575. https://doi.org/10.1016/j.jflm.2023.102575. Epub 2023 
Aug 3. PMID: 37549551.

Table 6 
Summary of the (objective) injuries types across male and female patients who 
reported NFS. Male patients cover the period 2017–24, while females cover 
2017–19.

Characteristic Female 
N = 197a

Male 
N = 20a

Neck Injury
Bruise 62 (31 %) 5 (25 %)
Petechial haemorrhage 32 (16 %) 4 (20 %)
Abrasion 31 (16 %) 3 (15 %)
Laceration 0 0

Face Injury
Bruise 39 (20 %) 4 (20 %)
Petechial haemorrhage 7 (3.6 %) 0 (0 %)
Abrasion 18 (9.1 %) 1 (5.0 %)
Laceration 8 (4.1 %) 1 (5.0 %)

Scalp Injury
Bruise 9 (4.6 %) 1 (5.0 %)
Petechial haemorrhage 0 0
Abrasion 4 (2.0 %) 0 (0 %)
Laceration 5 (2.5 %) 0 (0 %)

Mouth Injury
Bruise 8 (4.1 %) 1 (5.0 %)
Petechial haemorrhage 8 (4.1 %) 1 (5.0 %)
Abrasion 5 (2.5 %) 0 (0 %)
Laceration 6 (3.0 %) 1 (5.0 %)

Ears Injury
Bruise 6 (3.0 %) 0 (0 %)
Petechial haemorrhage 2 (1.0 %) 1 (5.0 %)
Abrasion 2 (1.0 %) 0 (0 %)
Laceration 1 (0.5 %) 0 (0 %)

Eyes Injury
Bruise 4 (2.0 %) 0 (0 %)
Petechial haemorrhage 2 (1.0 %) 0 (0 %)
Abrasion 0 0
Laceration 0 0

a n (%).

C. White et al.                                                                                                                                                                                                                                   Journal of Forensic and Legal Medicine 116 (2025) 102992 

9 

https://fflm.ac.uk/wp-content/uploads/2023/07/Non-fatal-strangulation-in-physical-and-sexual-assault-Prof-C-White-July-2023.pdf
https://fflm.ac.uk/wp-content/uploads/2023/07/Non-fatal-strangulation-in-physical-and-sexual-assault-Prof-C-White-July-2023.pdf
http://refhub.elsevier.com/S1752-928X(25)00193-3/sref2
http://refhub.elsevier.com/S1752-928X(25)00193-3/sref2
http://refhub.elsevier.com/S1752-928X(25)00193-3/sref2
https://doi.org/10.1177/15248380231207874
https://www.mdpi.com/2076-328X/13/4/304
http://www.ons.gov.uk
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/articles/sexualoffencesvictimcharacteristicsenglandandwales/yearendingmarch2022
https://www.ons.gov.uk/peoplepopulationandcommunity/crimeandjustice/articles/sexualoffencesvictimcharacteristicsenglandandwales/yearendingmarch2022
https://doi.org/10.1093/hwj/dbae002
https://doi.org/10.1093/hwj/dbae002
https://doi.org/10.1002/jip.1462
https://doi.org/10.1002/jip.1462
https://doi.org/10.1016/j.bpobgyn.2012.08.006
https://doi.org/10.1258/rsmmsl.45.3.225
https://doi.org/10.1258/rsmmsl.45.3.225
https://doi.org/10.1177/0886260513487993
https://doi.org/10.1177/0886260513487993
https://doi.org/10.1016/j.jflm.2016.06.007
https://doi.org/10.1016/j.jflm.2016.06.007
https://doi.org/10.1016/j.jflm.2023.102575


13. Institute for Addressing Strangulation. Domestic homicide review analysis, report 3: 
an analysis of domestic homicide reviews with fatal strangulation. https://ifas.org. 
uk/dhr-reports-2024/; August 2024.

14. White C, Martin G, Schofield AM, Majeed-Ariss R. ’I thought he was going to kill 
me’: analysis of 204 case files of adults reporting non-fatal strangulation as part of a 
sexual assault over a 3-year period. J Forensic Leg Med. 2021 Apr;79, 102128. 
https://doi.org/10.1016/j.jflm.2021.102128. Epub 2021 Feb 16. PMID: 33618205.

15. White C, Martin GP, Majeed-Ariss R. Analysis of case files of children reporting non- 
fatal strangulation as part of a sexual assault. Child Abuse Negl. 2025 Jun 4;167, 
107504. https://doi.org/10.1016/j.chiabu.2025.107504. Epub ahead of print. 
PMID: 40472633.

16. Messing JT, Thomas KA, Ward-Lasher AL, Brewer NQ. A comparison of intimate 
partner violence strangulation between same-sex and different-sex couples. 
J Interpers Violence. 2021 Mar;36(5-6):2887–2905. https://doi.org/10.1177/ 
0886260518757223. Epub 2018 Mar 23. PMID: 29566602.

17. Zilkens RR, Phillips MA, Kelly MC, Mukhtar SA, Semmens JB, Smith DA. Non-fatal 
strangulation in sexual assault: a study of clinical and assault characteristics 
highlighting the role of intimate partner violence. J Forensic Leg Med. 2016 Oct;43: 
1–7. https://doi.org/10.1016/j.jflm.2016.06.005. Epub 2016 Jun 24. PMID: 
27376175.

18. Non-fatal strangulation proforma, adopted by IFAS with kind permission from saint 
Mary’s SARC. https://ifas.org.uk/wp-content/uploads/2024/08/NonFatalStra 
ngulation-ProForma-IFAS-July-2024.pdf.

19. McKenzie K, Paxton D. Promoting access to services: the development of a new 
screening tool. Learn Disabil Pract. 2006;9(6):17–21. https://doi.org/10.7748/ 
ldp2006.07.9.6.17.c7451.

20. Domestic abuse bill 2020: factsheets. Strangulation and suffocation. Home office. 
Gov.UK. https://www.gov.uk/government/publications/domestic-abuse-bill-2020-f 
actsheets/strangulation-and-suffocation. Accessed April 23, 2025.

21. Institute for Addressing Strangulation. Strangulation and suffocation offences police 
data report. https://ifas.org.uk/wp-content/uploads/2024/02/Strangulation-and- 
Suffocation-Offences-June-2022-June-2023-Final-Report.pdf; February 2024.

22. Herbenick D, Fu TC, Wright P, et al. Diverse sexual behaviors and pornography use: 
findings from a nationally representative probability survey of Americans aged 18 to 
60 years. J Sex Med. 2020;17(4):623–633. https://doi.org/10.1016/j. 
jsxm.2020.01.013.

23. Majeed-Ariss R, Mattison M, Rodríguez PM, White C. Exploring the similarities and 
differences amongst service users with and without learning disabilities attending 
saint marys sexual assault referral centre. Ment Handicap Res. 2023;36(6): 
1288–1296. https://doi.org/10.1111/jar.13147.

24. Majeed-Ariss R, Rodriguez PM, White C. The disproportionately high prevalence of 
learning disabilities amongst adults attending saint marys sexual assault referral 
centre. J Appl Res Intellect Disabil. 2020;33(3):595–603. https://doi.org/10.1111/ 
jar.12703.

25. Manning D, Majeed-Ariss R, Mattison M, White C. The high prevalence of pre- 
existing mental health complaints in clients attending saint Mary’s sexual assault 
referral centre: implications for initial management and engagement with the 
independent sexual violence advisor service at the centre. Journal of Forensic and 
Legal Medicine. 2019;61:102–107. https://doi.org/10.1016/j.jflm.2018.12.001.

26. Sprott RA. The intersection of LGBTQ+ and kink sexualities: a review of the 
literature with a focus on empowering/positive aspects of kink involvement for 
LGBTQ+ individuals. Curr Sex Health Rep. 2023;15(2):107–112. https://doi.org/ 
10.1007/s11930-023-00360-3.

27. Herbenick D, Fu T, Patterson C, et al. Prevalence and characteristics of choking/ 
strangulation during sex: findings from a probability survey of undergraduate 
students. J Am Coll Health. 2021;71(4):1–15. https://doi.org/10.1080/ 
07448481.2021.1920599.

28. Conte I, Sharman LS, Douglas H. Choking/strangulation during sex: understanding 
and negotiating “safety” among 18-35 year old Australians. Arch Sex Behav. 2025;54 
(2):483–494. https://doi.org/10.1007/s10508-025-03097-3.

29. Donegal K, Hiana J, Kang D, Soh J, Law S. Improving CT imaging in non-fatal 
strangulation domestic violence victims (P6-14.002). Neurology. 2025;104(7_suppl 
ment_1). https://doi.org/10.1212/wnl.0000000000208647.

30. Burlew CC, Biffl WL, Moore EE, Barnett CC, Johnson JL, Bensard DD. Blunt 
cerebrovascular injuries. J Trauma Acute Care Surg. 2012;72(2):330–337. https:// 
doi.org/10.1097/ta.0b013e31823de8a0.

31. Khan MZ, Wain H, Khan A, Clarke DL. Vascular imaging is the only reliable method 
to exclude blunt cerebrovascular injury post hanging or strangulation. World J Surg. 
2025. https://doi.org/10.1002/wjs.12501. Published online February 4.

32. Bichard H, Byrne C, Saville CWN, Coetzer R. The neuropsychological outcomes of 
non-fatal strangulation in domestic and sexual violence: a systematic review. 
Neuropsychol Rehabil. 2021;32(6):1–29. https://doi.org/10.1080/ 
09602011.2020.1868537.

C. White et al.                                                                                                                                                                                                                                   Journal of Forensic and Legal Medicine 116 (2025) 102992 

10 

https://ifas.org.uk/dhr-reports-2024/
https://ifas.org.uk/dhr-reports-2024/
https://doi.org/10.1016/j.jflm.2021.102128
https://doi.org/10.1016/j.chiabu.2025.107504
https://doi.org/10.1177/0886260518757223
https://doi.org/10.1177/0886260518757223
https://doi.org/10.1016/j.jflm.2016.06.005
https://ifas.org.uk/wp-content/uploads/2024/08/NonFatalStrangulation-ProForma-IFAS-July-2024.pdf
https://ifas.org.uk/wp-content/uploads/2024/08/NonFatalStrangulation-ProForma-IFAS-July-2024.pdf
https://doi.org/10.7748/ldp2006.07.9.6.17.c7451
https://doi.org/10.7748/ldp2006.07.9.6.17.c7451
https://www.gov.uk/government/publications/domestic-abuse-bill-2020-factsheets/strangulation-and-suffocation
https://www.gov.uk/government/publications/domestic-abuse-bill-2020-factsheets/strangulation-and-suffocation
https://ifas.org.uk/wp-content/uploads/2024/02/Strangulation-and-Suffocation-Offences-June-2022-June-2023-Final-Report.pdf
https://ifas.org.uk/wp-content/uploads/2024/02/Strangulation-and-Suffocation-Offences-June-2022-June-2023-Final-Report.pdf
https://doi.org/10.1016/j.jsxm.2020.01.013
https://doi.org/10.1016/j.jsxm.2020.01.013
https://doi.org/10.1111/jar.13147
https://doi.org/10.1111/jar.12703
https://doi.org/10.1111/jar.12703
https://doi.org/10.1016/j.jflm.2018.12.001
https://doi.org/10.1007/s11930-023-00360-3
https://doi.org/10.1007/s11930-023-00360-3
https://doi.org/10.1080/07448481.2021.1920599
https://doi.org/10.1080/07448481.2021.1920599
https://doi.org/10.1007/s10508-025-03097-3
https://doi.org/10.1212/wnl.0000000000208647
https://doi.org/10.1097/ta.0b013e31823de8a0
https://doi.org/10.1097/ta.0b013e31823de8a0
https://doi.org/10.1002/wjs.12501
https://doi.org/10.1080/09602011.2020.1868537
https://doi.org/10.1080/09602011.2020.1868537

	An analysis of non-fatal strangulation in adult males reporting rape or sexual assault between 2017 and 2024
	1 Introduction
	2 Methods
	2.1 Population and data collection
	2.2 Statistical analysis

	3 Results
	3.1 Context of the alleged NFS
	3.1.1 Alleged perpetrators
	3.1.2 Response of the patient during NFS
	3.1.3 NFS patients symptoms and injuries


	4 Discussion
	4.1 Patient characteristics
	4.2 Alleged perpetrator characteristics
	4.3 Relationship between patient and alleged perpetrator
	4.4 Assault characteristics
	4.5 Symptoms and injuries
	4.6 Reaction to the strangulation

	5 Conclusions
	Recommendations
	Strengths and limitations
	Future research
	Funding
	Declaration of competing interest
	References


