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SUMMARY

Like people on the outside, jail inmates die. However, over the last three years, 44% of custodial
deaths in Orange County jails may have been preventable. Delays in treatment, failure to identify
health threats at intake, failure to diagnose serious inénéss, and lack of timely referral to a
healthcare professional have increased the chances that an inmate will not make it out alive.

Modest changes in procedures at a relatively low cost could improve survival rates.

REASON FOR THE STUDY

Death in gil, whatever the cause, often provokes public suspicion because of the perceived
adversarial relationship between inmates and the correctional system. In July 2017, the Grand

Jury read in local newspapers about an inmate allegedly killed by his celhsidi the Orange
County Mends Central Jail. This incident prom
i nmate deaths to identify waysWhilezafety@mmr ove i nm
security are important in the jail systeimmate healtltare isalso essentiandis a critical

function that jails mugprovideunder challenging circumstances.

METHOD OF STUDY

The Grand Jur y orsviewimgtheQarracnhg eb eCgoaunn thyy Di st ri ct At
Custodial Death Investigation Repoiairing the period 2032017, thirtyfour inmates died in

custodyor within hours of release; these cases were selected for study. After a thorough review

of each OCDA reporthe Grand Juryeviewedthe followingdocuments for comprehensive

detailson eat of these deaths:

1 medical intake formcompleted byCorrectional Health Services (CHEgrsonnel at the
Intake Release Center (IRC)

1 all hospital or medical recordseatedd ur i ng t he i nmateds incarce
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i autopsy and toxicology reports
1 CHS Morbidity/Mortality Review (MMR), required by law within thirty days of an
i nmateds death

f inmate jail records from the Orange County

In its study of the thirtyfour deaths, the Grand Jury reviewed a total of 138 reports issued by six

County sources.

Particular attention was given tiee amount of time in custody before deatihe Grand Jury
considered active medical conditions and psychological factors at time of intake, medical history,
including drug or alcohol addiction, addcumented cause of death. Circumstances during
incarceration were studied: medications, promptness of medical care, housing assignments, and
treatment when a medical emergency alert (man down) was called. Hospital and emergency
room records were reviewgeas were medical record procedures, involvement of deputies and

medical personnel, and the implementation of any corrective action.

Members of the Grand Jury touralll OrangeCounty pil facilities. They visited theCentral
Me n 6 sandJIRCitd analyzthe medical operations in detand toured th&oxicologyunit in

the Orange County Crimeaboratory.

Grand Jurynembersattended three Coron€aseReviews inAugust 2017, Novemb&017,
and March 2018covering seventeen custodial deaiffsey also siended &6 h e r Depairtraent

Inmate Death Review.

Interviewswere conductedith members oCHS management and personnel who oversee all
inmate health care for the County jails. The Orange County District Attbraey owas alsc e

interviewed. TheGrah Jury examined the Countyds process

TheGrand Jury reviewed thrune2017 report A Or an g e Gsuedrytlye Adhaicah s, 0
Civil Liberties Union of Southern Californidhe Grand Jury obtained from the stétgorney

Generaldetails of all custodial death cases filed by the OCSD

Because federal law protects the privacy of medical recdre$tand Jurissuedthree
subpoenas to obtaorucial medical detailen theinmates who died.
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Additional informationcamefrom newspaper articles, welest and government reports. These

resourcegan be found in the Reference and Appendbotiens at the end of this report.

BACKGROUND AND FACTS

Of the thirty-four deaths under studigurteen could be attributed to natucauses that occurred
prior to or during incarceratiomcludingcancer, liver or heart disease, stroke, ®twedeath
wasasuicide and one was a murad@mmittedinside a jail cell. The cause of death of three
inmates wasinable to be determineth the remaining fifteemwasesdeathmay have been

preventable

Figure 1 summarizes healthcare issues identified by the Grand Jury, many of which may have
contributed to the thirtfour custodial deaths.

Throughout this report, some of the fact patterndingldo individual inmates have been altered
to avoid providing information that could identify the individual whose medical conditions or
cause of death are being described. No changes alter the descriptions of care given or how that

care relatestotherGand Juryés findings and recommendat.
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Figurel: Custodial Health Care Issues

. CPR injuries
. Delayed or no cormrective action following death
. Deficient autopsy/toxicology reports
. Unableto see doctor.

. Died within 72 hours of amivalat IRC
. Did notreceive timely mentalhealth care

Custodial Health Care Issues

Totals show the number of casesinvolving each issue

24
21
19
15 15
14 14
10
9 g
| 8
A A A A A A A A A

> I -

I
> I

A

IRC failed to observe andrecord
obvious healthissues

Failure to diagnose communicable
diseases

Assigned to cells with violent offenders or
contagious disease camiers

No alcohol’drugtests at IRC

Incomplete medical history at IRC

No TB test'x-ray onrecord

Medical care errors in custody

Undiagnosed chronic drug/alcoholuser
Should have gone directly to the MOU

Source: Adapted from OCDA Custodial Death Letters
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Correctional Health Services

Correctional HealtlService CHS), a division of the Orange County Health Care Agency,
provides medical services to inmates inside the jails. This agency employs fitheéuihedical
doctors, thirteen fultime nurse practitioners, and over 120 licensed vocational nurses and
regisered nursesAppendix 1contains a flow chart detailing the healthcare process in the jails

and recommended changes for improvement.

Intake Release Center Procedures

Acquiring Medical Data

CHS first evaluates and do cNumsesstatienedsbehindan mat e 6 s
security screen ask incoming inmates an extensive list of medical questions in a noisy, large, and
open area. Both nurses and responding inmates use loud voices and sometimes must repeat
themselves to be heard. Confidential sfiens are asked of the inmates pertaining to addictions,

mental health issues, sexually transmitted diseases, HIV, and Hepatitis (HEP) B and C. Incoming
inmates may be reluctant to fully disclose private information when other inmates are sitting only

a few feet away. The federklealth Insurance Portability and Accountability Acovides

Americans with assurances that their health information is confidential, but the IRC questioning

process makes this almost impossible to achieve.

CHS Health Intake Form

CHS uses a mulppage medical questionnaire for each arriving innf@ee Appendix 2 If an

individual returns to the jail system, a new medical questionnaire is completed for each
incarceration and the information is updated in the medical datalbasethe thirtyfour cases
examined, the medical intake form was difficult to read due to extremely small font size. There is
no section for a medical care plan of action initiated by a doctor or nurse practitioner to define an
i nmat ebds c o ueatment. &dme of ¢hd casesiih thetstudy had missing, incomplete,

or unclear health data or treatment records.
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Urine Drug Screen Tests

Urine drug screen test kits are kept at the IRC medical station. However, urine drug screening is
not routinely performeé on inmates entering the IRC, even though inmates are known to be a

high-risk group for alcohol and drug use. Necessary medical care may be delayed or

compromised for incoming arrestees who do not receive this test. These test kits detect twelve of

the nost commonly used drugsde Table JI providinghealttcare professionalguick,

inexpensive, and reliable test results.

Earlyurine drug screening greatly aids in intervention and subsequently guides medical planning

and treatment. Six of the thirfgur inmates died within seventyo hours of arrival at IRCin

some casedue to undiagnosed drug intoxication or delayed treatrbkime tests done at intake

could have been useful in averting these outcomes.

Tablel: Twelve Paal Drug Screening and Detection Periods

Detection
Drug Period, Street Names
Days
Cocaine 24 coke, crack, blow, nose candy, snowball, tomado
Marijuana 15-30 pot, grass, weed, hash, Mary Jane, dope
Opiates 24 heroin, morphine, opium, smack, thunder, hell dust
Amphetamines 24 Adderall, Dexedrine, speed, uppers
Methamphetamines 3-5 meth, crank, ice, chalk, black beauties, crvstal meth
Phencyclidine (CPC) 7-14 PCP, angel dust, boat, tic tac, zoom
Benzodiazepines 3-7 Valium, Xanax, Librium, Ativan, Halcion, Diazepam
Barbiturates 47 barbs, downers, Amyvtal, Nembutal, Seconal, Tuinal
MMethadone 3-5 fizzies, amidone, chocolatedhip cookies
Oxvcodone 21 Percocet, Percodan, OxvContin, Tvlox, Vicodin, oc, ox oxy
MDMA 1-3 Ecstasy, beans, adams, hug, drug
Propoxvphene 1-2 Darvocet, Darvon
Source: Various Suppliers of Drug Tests
2017-2018 Orange County Grand Jury Page8
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HIV / Hepatitis B / Hepatitis C

Blood is not drawn or tested during the IRC process, so Hloate diseases such as HEP B,

HEP C, and HIV are not detected. Unlessrmoming inmate informs medical personnel of

these diseases during the intake interview, t
positive infectious status, putting others at risk. Testing for these diseases is done only at the time
of autopsyA review of the thirtyfour custodial death cases found that thivtp had no

documentation on the Health Intake Form of any test performed to detect if the inmate was

positive for these condition8Vhenthe Grand Jury reviewedxicology records followig the

autopges, it discovered thatvo inmateswvere HIV positive, one was HEP B positive, and

sixteen were HEP C positive.

Chest xray

CHS performs a routine chestay to detect tuberculosis (TB) when an inmate arrives at IRC.
Fourteen of the thirtyour reviewed cases had no record that-aayxhad been done, or any
result noted. It cannot be verified that the results of a chest were normal if there is no report
stating that finding. The Grand Jury determined that two of the tlmulyinmateshad lung and
heart conditions that could have been diagnosed through the efagstixit were not because x

rays are reviewed for TB only.

Quick Visual Body Exam

During the intake process, inmates receive a quick visual exam while fully clothedalCritic

health conditions can go undetected when inmates are not required to disrobe for a visual exam.
The Grand Juryods review discovered two il lust
death.
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Prior to incarceration, an inmate was prescribetbadsthinning medication following
cardiac surgery. However, when he arrived at IRC he did not communicate his m¢
condition to the intake nurse. Medical personnel were unaware of the long incisio
the inmated6s chest waclothes.die didmnet receive bloads
thinning medication during his incarceration. Within a few days of arrival, he was §
to the hospital, immediately diagnosed as having had a stroke, and later died. Ha
visual exam been performed at IRC, the obvidwesstscar would have alerted the
health care professionals, and appropriate care could have followed.

Upon arrival at IRCan inmate volunteered variomedical information including
concern regarding pain at a wound site. However, since the aramd@seath his
clothes, the nurse did not look at it. In factanscess had developed. A few days
later, the inmate suffered significant symptoms and became septic. Jail personne
if he wanted to go to the hospital, but since he was being re|desddclined the offer
He went to the hospital on his own immediately upon release. He was admitted tq

surgery upon arriving at the hospital, but he died due to complications of his infec

Incoming Medical Records

In two special circumstances essential medical information is available for inmates arriving at
IRC, but currently does not accompany them. In the first instance, when an arrest is made for a
DUI, a test may have been given to determine alcohol or drog¢ation levels. In the second

and more serious instance, an inmate is returned from a hospital stay without accompanying
medical information. The jail therefor lacks information about procedures that were performed,
prescribed medications, and thedal up treatment plan. Hours or even days can go by while
CHS personnel track down important medical information, delaying treatment. Although the
Grand Jury found that no death was directly attributable to the lack of medical records upon

admittance, dayed or missing records substantially increase healthcare risks to inmates.
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Medical Care During Incarceration

Sher i ff Ge oferetipedirst respsnddacsinmate health issugsutting them in a position
ofhaving to ass e xaeneddsthisiagsananert i moreldiffieult whian
inmates failto cooperate. Inmates are a higgk group and are likely to have health problems

including communicable diseasegich mayimpact thehealth of other inmates.

Inmate Access to Medical Care

| nmates request medical care by submitting a
twenty-four hours.(See Figure 3However, meeting this timeline depends on the availability of

CHS staff. In medical emergencies, inmates are transported toieashospmergency room.

Review of Sheriffods inmate | ogs and interview
see a doctor normally are met within the required twémiy hours. However, there are several

problems with meeting this standard:

1 Inmates may be unable, due to illiteracy or incapacity, to complete a pink slip request for
medical care.

1 Cellmates may deny assistance in completing the pink slip if the inmate is unable to
complete it on their own.
Deputies may fail to assist with cpieting the pink slip if needed.
Inmates appearing in court may miss their scheduled medical appointment.
The urgent medical need occurs on a weekend or holiday when no doctor or nurse

practitioner is on site.

When not available on site, a doctor or nypssztitioner is always on call for consultation. If an

i nmate is in a man down condition, the inmate
the cell to summon help. Deputies will respond to apply lifesaving measures and send for on

duty medical &aff.

2017-2018 Orange County Grand Jury Pagell



Preventabl®eaths in Orange County Jails

Figure2: CHS Pink Slip

County of Orange, CA ~ Health Care Agency ~ Correctional Heaith Services .
Confidential Patient Information (see California Civil Coda 56,10 and HIPAA, Title 45, CFR. Part 160 & 164, and CA W&IC Saction 5328)

Inmate Health Message Slip Offcalseonty:  CJEtered
Deposit in Medical box in your housing area
Name:
Booking Number: Date of Birth: Housing:
e . e ST T
| AM REQUESTING TO BE SEEN FOR:
MEDICAL: MEDICATION: DENTAL. MEN_TAL HEALTH:
Ol needto see the nurse for  QRefill QToothache QSuicidal
a medical concern. QOther medication ~ JGum Problems I_:lDepressed
QI need contact lens supplies:  issue QODenture Adhesive  JAnxious

QSolution (hard lenses) QO0ther (Specify)
JSolution (soft lenses)

QContact lens case
COMMENTS:

Medication name:

*| understand that by submitting this request, | am consenting to and authorizing procedures necessary for my health and
wellbeing."Pursuant to Penal Code § 4011.2, inmates are charged a $3.00 fee for each inmate-initiated medical visit. An
inmate will not be denied medical care because of lack of funds,

Signature: Today's Date:

SISV A%

Source: Orange County Correctional Health Services

The Medical Observation Unit

The Medical Observation Unit (MOU) is a large emmem, wardlike facility where inmates
requiring skilled nursing care are assigned.
ranging from paraplegic to pestirgical care. CHS medical personnel obsemd care for the

patients twentffour hours a day. Many inmates who should be assigned to the MOU are not
because of the lack of urine screening and the difficulty in obtaining information abeut pre

existing medical conditions at IRC intake.

The second issue in the MOU concerns peripheral IVs, which are frequently fitted to inmates

who require regular injections. These are not used to administer fluids because plastic drip lines
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can be used as weapons. Instead, patients requiring IV loydeaé sent to the hospital where
deputies provide security to prevent drip lines from being used as weapons. The Grand Jury
learned that in one instance the failure to administer IV fluids in the MOU caused dehydration,
contributing t.dfatepuywerastatones o she M@Uartstbad of the hospital
to allow the use of IVs, treatment could begin sooner and the expense of transportation and

hospitalization could be avoided.

Errors Resulting in Harm

Housing Cell Assignments

Inmateprox mi ty in jail facilitates the spread of
of autopsy and toxicology reports revealed that CHS and OCSD were not aware that certain
inmates had HEP B, HEP C, or HIV, which are spread by blood and other bodisy flui

Infectious skin conditions like scabies also can spread easily. Detection prior to housing
assignment would assist in preventing the spread of these diseases.

Inmates housed with cellmates who have undiagnosed mental illness may be subjected to acts o

violence. One such incident occurred in the thiotyr cases reviewed.

Deficient Healthcare Delivery

The Grand Juryds investigation identified a
thirty-four custodial deaths reviewed, problewtsich can be extrapolated to the entire jail
population:

delayed medical attention
medical personnel errors
medication errors

missing or incomplete IRC intake forms

= =4 4 -4 -4

housing assignment errors
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Is

The relative number of occurrences of these deficiemtipacting inmate health carie shown

in Figure 4

Figure3: Health Care Error Summary

35.0

25.0

% of Issues
8
o

.
o
=)

10.0

5.0

0.0

30.0 -

Missing or :
Incomplete Hpusmg
Assignment
Forms Errgrs
33% 26%
Medication

Delayed Errors

Medical 1904

Attention

17%

Medical

Personnel
Errors
4%

Source: 1 Data from Reports Issued by Orange County District Attorney, Sheriff's Department and Health Care Agency

As required by state regulations, CHS convenes a Morbidity/Mortality Review (MMR) within

t hi

i nm

individuals, could be improved. The Grand Jury noted that the MMR process provided increased

rty days

ateods

ncarceration medi

c al

hi

o fAppandix 3:0CR aitte 561646)d Ehas teview Summarizes the

story and

scrutiny of care in té period under study. MMRs in 2017 were more comprehensive, including

improved medical event summaries, improved CHS staff training, and database enhancements.
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Medical Personnel Errors

Two specific cases of medical diagnostic errors resulting in et reviewed.

The medical staff in a jail facili
persistent and increasing chest pains and shortness of breath. Breathing exel
and psychological treatments were prescriBedurate diagnosis watelayed, and
the inmate died.

An inmate processed through the IRC late on a Friday evening did not receivg
initial physical exam. Shortly after being assigned to a cell, the inmate began
and complain of persistent pafain medication wagdministered, but the
symptoms persisted. The-gall doctor was not consulted; an appointment was
scheduled for Monday morning. Eventually, the inmate was in a man down
condition. CPR was administered but the inmate digte autopsy report reveale

atar in the patientds aorta, causi Il

Major Complications of CPR

CPR is an emergency procedure that combines chest compressions with ventilation in an effort to
restore breathing and maintain blood flow to the br&inrman downresponséegins with CPR

which can be initiated by a deputy, healthcare workepavamedic. Nine of the twenty inmates

who received CPRufferedthree or more broken ribsbaoken sternum, or damaged internal

organs an excessivamount & damage according to the American Heart Association

Guidelines.

Two inmatesreceived CPRvhile in hospitalsand seven received CPRfn jail personnel. In

one instancat the OC Central JalCPRresulted inseventeeffractured ribs, the perforation of

one of the heart chambers, aneer three pintsf blood flooding the chest cavity.
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Coroner’ s Reports for Feedback | mprovement

Complete Autopsy and Toxicology Reports

The NationalAssociationof Medical Examiners (NAMEis a professional society which
establishes standards for the conduct of death investigations. Among these standards are the

following:

1 An objective forensic autopswith findings that include toxicology tests, special tests,
microscopic examinations, etc.

1 Stated pinions by a forensic pathologist that pertain to the cause and manner of death

In accordance with NAMH,0s Angeles and Riversideountiesexpectthe foreasic pathologist

to write a reportthat includes the cause of death, menner of deatlandtheir opinion

regardingbothh n contrast, the Orange County District
forensic pathologists to comment on the toxicology repotd render an opinion on the cause or

manner of death. Without the toxicology report, autdpgjingsalone may bénsufficient to

determine the cause of death.

In one custodial death, an incoming inmate informed tiR(€ he had a specified
illness and had abdominal paifihe IRC medical staff had the inmate transported tq
local ER The inmatewasreturredto the Central Jawvithin two hours without
accompanying medical informatiowithin a short period of timéheinmate was
found dead in hisell. The toxicology report showesliidence of an acute health issu
that would likely have been identified in the health records, and which could have
medically addressedhe pathology reportisted seven findings that caused the

i n madeahiwstlout any reference to this acute issddad it incorporated
information from theioxicology report t he p at h wduld gaveshown she

primary or contributory cause of death to be this acute issue.
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Peer Review Certification

Participation in a nationalgccredited healthcare review organization has the potential to

improve the inmate care that CHS provides. CHS is not audited by any accrediting organization.
The National Commission on Correctional Health Care (NCCHC) itahl@to review

correctional health care delivered across the United States. Utilizing this agency or an equivalent
would provide an independent assessment of performance. The NCCHC can provide CHS the
benefit of an accreditation of its performance prattices. Membership in this peer review

organization has the potential to improve efficiency, inmate care, and inmate survival.

Conclusion

Since the Intake Release Center is the gateway to health care in the jail system, it is imperative
that health isues be identified there. Many other opportunities exist to improve the health care of
inmates and prevent their deathish e Gr a rFiddingswamdBBeéosmendations are intended

to assist @rrectionalHealthServices in cooperation with @ngeCountyShe r i Depadtraent

and Orange Count y Dinahievingongoiny improvemeatyitneate of f i c e,

health care
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FINDINGS

In accordance witiCalifornia Penal Codeésections 933 and 933.05, thelZ2018 Grand Jury
requires (or, as noted, requests) responses from each agency affected by the findings presented in

this section. The responses are to be submitted to the Presiding Judge of the Superior Court.

Basedon& 1 nvest i @raventable Debsiin Orange Cdunty Jaisthe 20172018

Orange County Grandury has arrived atvelve principal findings, as follows:

F1. Failure to identify health threats at the Intake Release Cerggileado subsequent

medical challenges that could be avoided.

F2. Because the Intake Release Center health assessment does not screen for drug or
alcohol intoxicationsomeinmateshave not beeappropriately assigned to the Medical
Observation Unit to monitor for potential overdose events.

F3. Failure to screen fonental iliness at the Intake Release Center exposes other inmates

to potential risk.

F4. Failure to detect Hepatitis BlepatitisC, and HIV atthe IntakeReleaseCenterputs

the jail populatiorand staffat risk for these diseases.

F5.Inmate health cans compromisedvhenthe IntakeReleaseCenterx-ray screening is
limited to the detection dfiberculosisand notused to identifyother significant

abnormalitiessuch as artificial heart valves and aortic aneurysms

F6. Appropriatéhealth carenay bedelayedwhendrugandalcohol screening test results
collected by outside law enforcement agenaiesnot provided to thefakeRelease

Center with the arrestee

F7. Appropriate health care is compromised when medical records, diagnoses and
treatment plas are not provided by the hospital when the inmate returns to the Intake

Release Center.

2017-2018 Orange County Grand Jury Pagel8



Preventabld®eaths in Orange County Jails

F8.Inmate carenay becompromised because of the ladkadimely referral to a

healttcare professional his is especially problematic on weekends and holidays.

F9. Thereis no provision to administentravenoudluids in the MedicalObservation

Unit, potentially subjecting patients to dehydration.

F10. The Orange County District Attorney does not require its forensic pathologists to
comply with national standardgniting potentially valuable information on cause and

manner of death.

F11. Timely receipt of autopsy and toxicology reports provides important information

that could assist Correctional Health Services in implementing needed changes.

F12.The Orange Coug Correctional Healtls e r v pecfansadce is naiccreditedy
any peer review agencgonsequentlyit lacksthe benefits ohccreditatioras aprocess

improvement tool.
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RECOMMENDATIONS

In accordance witiCalifornia Penal CodeSections 933 and 9335, the 2Q7-2018 Grand Jury
requires (or, as noted, requests) responses from each agency affected by the recommendations
presented in this section. The responses are to be submitted to the Presiding Judge of the

Superior Court.

Based on its investigatiotitled fiPreventable Deaths in Orange County Jailse 2A7-2018

Orange County Grand Jury makes fibkowing fifteen recommendations:

R1. By October 1, 2018, Correctional Health Services should use a urineatagn
testfor all inmatesat the time ofntake b obtain a more accurate assessment of the

i nmat eds medRFLcFRA) conditi on.

R2. By June 30, 2019, Correctional Health Services shoeibpn universal Hepatitis
B, HepatitisC, and HIV tests at the Intake Release Center arleeraa appropriate

decision for treatment, vaccination, and housing. (F1, F4)

R3. By October 1, 2018, Correctional Health Services should requiradieogistto
examine thdntake Release Centeirays for any abnormalities in addition to
tuberculosis o i mprove the i nmat-eptsstfiddingsgimclodng s and

nor mal, should be recor dEld5)on t he i nmateds

R4. By January 1, 2019, the Intake Release Center health asseshmddtequire the
inmate to disrobe foabrief visual medical examination by ansepractitioner ordoctor.
(F1)

R5. By January 1, 2019, an improved Intake Release Center health assessment should be
usedto identify any conditionrequiringassignment to the &tlicalObservationUnit. (F1,
F2)

R6. By January 1, 2019, thmedical intake form should include a summary seciah
a written pan ofaction tohighlightthe health conditions needing attenti@fl, F2, F3,
F4)
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R7. By October 1, 2018, the Oraldgguire@bunty Sh
outsidedaw enf or c e me ndnd acghetestreseltso@ccampanygtharrestee
to thelntake Release CentdF6)

R8. By October 1, 2018, Correctional Health Services should develop a plan to receive
the medical records, diagress and treatment plans from hospitals when an inmate

returns to the Intake Release Center. (F7)

R9. By October 1, 201&he results otheintakehealth assessment should be included
in making appropriate housiragsignmentyF1, F2, F3, F4)

R10.ByJanuary 1, 2019, Correctional Heal t h Se
Department shouldonsider allowinghe Medical Observation Unit to dispense

intravenoudluids. (F9)

R11.By Janwuary 1, 2019, t hGorreCtiormliHgali Se@/icesnt y Sh
staff should ensure pink slips are responded to witiamty-four hours. (F8)

R12. By January 1, 2019, a nurse practitioner loygicianshould beon site for
weekendsnd holidays, even if on a limited schediteaddressnmate$urgent care
needs (F8)

R13.By October 1, 2018, the Orangereq@reunty Di
theforensic patholog s te@odto follow the standards of the National Association of
Medical Examiner§NAME) for custodial death autopsig€§.10)

R14. By October 1, 2018, Correctional Health Servislksuld reviewthe autopsy,
toxicology, and pathologistds reports, as
healthcare processes. (F10, F11)

R15. By June 30, 2019, Correctional Healdm&esshouldseek accreditation frothme

National @mmissionon Correctional Health Carg=12)
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RESPONSES

The following exceptsfrom the California Penal Code provide the requirementptibtic

agencies to respond to the findings and recommendations &rémsl Juryeport:

8933(c)

ANo | ater than 90 days after the grand jury s
public agency subject to its reviewing authority, the governing bothegdublic agency shall
comment to the presiding judge of the superior court on the findings and recommendations
pertaining to matters under the control of the governing body and every etectety officer

or agency heaébr which the grand jury has sponsibility pursuant to Section 914.1 shall
comment within 60 days to the presiding judge of the superior court, with an information copy
sent to the board of supervispon the findings and recommendations pertaining to matters
under the control of thatounty officer or agency head or any agency or agencies which that
officer or agency head supervisascontrols. In any city and county, the mayor shall also
comment on the findings and recommendatigkof these comments and reports shall
forthwith be submitted to the presiding judge of the superior court who impaneled the grand
jury. A copy of all responses to grand jury reports shall be placed on file with the clerk of the
public agency and theffice of the conty clerk, or the mayor when applicie, and shall remain

on file in those offices. . 0.

§933.05

A(a) For purposes of subdivision (b) of Secti
responding person or entity shall indicate onéhef following:

(1) The respondent agrees with the finding.

(2) The respondent disagrees wholly or partially with the finding, in which case the response
shall specify the portion of the finding that is disputed and shall include an explanation of the
reasons therefor.

(b) For purposes of subdivision (b) of Section 933, as to each grand jury recommendation, the
responding person or entity shall report one of the following actions:

(1) The recommendation has been implemented, with a summary regardmglgraented

action.

(2) The recommendation has not yet been implemented, but will be implemented in the future,
with a timeframe for implementation.

(3) The recommendation requires further analysis, with an explanation and the scope and
parameters of an analysis or study, and a timeframe for the matter to be prepared for discussion
by the officer or head of the agency or department being investigatediewed, including the
governing body of the public agency when applicable. This timeframe shall not exceed six
months from the date of publication of the grand jury report.
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(4) The recommendation will not be implemented because it is not warransedodr

reasonable, with an explanation therefor.

(c) However, if a finding or recommendation of the Grand Jury addresses budgetary or
personnel matters of a county agency or department headed by an elected officer, both the
agency or department head atie board of supervisors shall respond if requested by the grand
jury, but the response of the board of supervisors shall address only those budgetary or
personnel matters over which it has some decisiaking authority. The response of the

elected agencor department head shall address all aspects of the findings or recommendations
affecting his or her agency or department. o

Comments to the Presiding Judge of the Superior Court in compliance with Penal Code §8933.05
are required from:

Responses Reqen:

Findings:

Board of Supervisors F1, F2, F3, F4, F5, F6, F7, F8, F9,
F11, F12

Orange County District Attorney F10, F11

Orange County Sherd#Coroner F6, F7, F8, F9

Recommendations:

Board of Supervisors R1, R2, R3, R4, R5, R6, RR8, R9,

R10, R11, R12, R14, R15
Orange County District Attorney R14

Orange County Sherd#Coroner R4, R7, R8, R9, R10, R11

Responses Requested:

2017-2018 Orange County Grand Jury Page23



Preventabld®eaths in Orange County Jails

Findings:

Correctional Health Services F1, F2, F3, F4, F5, F6, F7, F8, F9,
F11, F12

Recommendations:

Correctional Health Services R1, R2, R3, R4, R5, R6, R7, R8, R9,

R10, R11, R12, R13, R15
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Appendix 1

Appendix

Recommended I mprovements
Healthcar e Processing

A. IRC
Medical
Interview &
Tests

B. X-ray,
Clothing
Change, &

ER Medical
Attention?

Visual Physical

No
Live .
- ER/ ER Medical
Morg ue gglsegt:el Hospital [ Attention?
Y
DEFINITIONS

IRC: Intake Release Center
ER: Emergency Room
MOU: Medical Observation Unit CPR

mooOw>

IMPROVEMENT ISSUES

. Urine Drug Screen, HEP B/C, & HIV
. Visual Physical

. Add IV Hydration

. Drug Use Counseling
. Pink Slip Processing

General Housing
- Mental

- Isolation

- Protective

A

D. brug use

Counseling

A

IRC Processing

MD/Dental
Appointment

v

Release
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Appendix 2

Ly S2ID01E 2:11:42 PM Padiic Daylight Tima
Orange County Haallh Care Apency

h |t h B850 M, Flowes Sirasl
e a Santa Ana, CA 92703

CARE AGENCY

RECEIVING SCREENING - Created on 5/23/2018 2:11:41 PM Pacific Daylight Time

PICTURE
NOT AVAILABLE
Patient: test, test # [T1208844) T1209844 Lang:
DoB: BN 555 (Age=32) Sex: Mala Race:
Housing: Court Date: Typa:
Status: MOT ACTIVE
Current Allergies

Mo Known Drug Allergy

7] Allergy information verified with inmate

TOBACCO SMOKING HISTORY

C Smaked GREATER than 100 cigarelbes n ifelime.
[;‘__ Smoked LESS than 100 cigarailes in ietime.

(7 Unknown if ever smoked

[[] Reqularty amokes evary day. () Regularly smokes periodically. bul ] Currerdly does not smaks.

cangisienihy

[ Mot kraswn iF currantiy snigkes

MEASUREMENT:
[[] Patient Refused
BF Temp Pulsa Rasp a2 BS Pain Haeight{ft)
! 0
Haight(in} Weight BMI MAP
]

OBSERVATION:

1. Is the inmate unconscious or shawing signs of illness, injury, bleeding, pain or other symptoms implying read for emergancy
medical referrals?

[ ¥es
@ M
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Pain Scale:

10. Have you fainted or had a head injury (eg. coma, concussion) in the past 72 hours?

(J Yes
(¥ No

11. Do you have any of the following chronic conditions?

[_JNone (] CADICHF Valve Disease
(_JHIVIAIDS (] Asthma

(] Hepatilis C D Thyroid Disease

(7] Seizura Disordar [] Head Injury

() Sexualy Transmiltted Diseases [_) Depression

() Psychosis

12. Have you ever been diagnosed with any other medical problems?
[Jyes
(] No
If yes, what?

13. Have you ever been diagnosed with any other mental health problems?

[Jyes
[ No
If yes, what?

() Diabetes

(] Hepalits B
() Cancar

D Hypertension
(] & Polar

14. Do you have any medical or mental conditions that you would like to speak with someone about in private?

[Jves

(¥]No

15. Have you ever had a serious infectious disease in the past, like a bad skin infection?

[()Yes
) No
If yes, what?

16. Have you been admitted to a hospital in the past year for a medical reason?

(7] ves
VI No
If so, what?
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Pain Scale:

10. Have you fainted or had a head injury (eg. coma, concussion) in the past 72 hours?

(J Yes
(¥ No

11. Do you have any of the following chronic conditions?

[_JNone (] CADICHF Valve Disease
(_JHIVIAIDS (] Asthma

(] Hepatilis C D Thyroid Disease

(7] Seizura Disordar [] Head Injury

() Sexualy Transmiltted Diseases [_) Depression

() Psychosis

12. Have you ever been diagnosed with any other medical problems?
[Jyes
(] No
If yes, what?

13. Have you ever been diagnosed with any other mental health problems?

[Jyes
[ No
If yes, what?

() Diabetes

(] Hepalits B
() Cancar

D Hypertension
(] & Polar

14. Do you have any medical or mental conditions that you would like to speak with someone about in private?

[Jves

(¥]No

15. Have you ever had a serious infectious disease in the past, like a bad skin infection?

[()Yes
) No
If yes, what?

16. Have you been admitted to a hospital in the past year for a medical reason?

(7] ves
VI No
If so, what?
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37. Are you currently taking medications for a mental health problem?

[LYes
[V]Nao

38. Da you know of any medical reason why you cannot work in jail?

[ Yes
(] No

39. Additional Medical Information:

40. Female information was explained and given to inmate

(yes
{_JNo
[ZINA

41. Previously Incarcerated, If Yes, the following checked items were completed.

(Jyes
No

[[) Previcus EMAR/ Flags ware reviawad ("] Previous Problam List was reviewed

Additional Screening Questions

1. Influenza Questions Asked?

(O yes
(CJNo
(Ina

fa. Co you currently have fever, chills or body ache?

Oves
Cne

1b. Do you currantly have a cough?
Oyes

Qe

1¢. Do you currently hava a runny nosa?
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(Ono
fw) A

If yes, when was yedr 1ast contact with this person or area?

3. Ebola Questions Asked?

[es
[_JNo
{71 NA

sa (EVD) in the last 21 days Siarra

o
=
te 3
&
@
&
o
)
1
]
ot
D

da. Have you, or anyone you bva with, traveled or lived in an area with knov

Leone. Liberia. Ginuea. Nigena. Democratic Republic of Congo, other?

U Yes
One

If yes. to what country did you or the parson you live with travel to”

3h. Have you had any direct skin contact or axposure 1o bload or body fluids of an EVD patient, relative or contact?

D'fr;.
L_]N-

If yes, Is the patient symptomatic?

(v
CIvo

3c. Which of the following symptoms do you have?

() Heatacnas (7] Abdesrinal pan () Fever
ﬂ Wieakness C] Vamitng |__J Musdle Aches
(O Drairtren () unusual glesding (Onana

4. Measles Questions Asked?

CYes
(No
[ NA
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James Musick:

() Yes

L

Suicidal Precautions:

[ Censtant

Close (spacify frequency):

Additional Brief Pertinent Comments:
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Appendix 3

§ 1046. Death in Custody.

15 CA ADC 8§ 1046BARCLAYS OFFICIAL CALIFORNIA CODE OF REGULATIONS
Barclays Official California Code of Regulatio@sirrentness

Title 15, Crime Prevention and Corrections

Division 1,Board of State and Community Corrections

Chapter 1Board of State and Community Corrections

Sulkchapter 4Minimum Standards for Local Detention Facilities

Article 4, Records and Public Information

15CCR § 1046

§ 1046. Death in Custody
(a) Death in Custody Reviews for Adults and Minors.

The facility administrator, in cooperation with the health administrator, shall develop written
policy and procedures to ensure that there is an initial reviewes¥ incustody death within 30
days. The review team shall include the facility administrator and/or the facility manager, the
health administrator, the responsible physician and other health care and supervision staff who
are relevant to the incident.

Deaths shall be reviewed to determine the appropriateness of clinical care; whether changes to
policies, procedures, or practices are warranted; and to identify issues that require further study.

(b) Death of a Minor
In any case in which a minor dies whiletained in a jail, lockup, or court holding facility:

(1) The administrator of the facility shall provide to the Board a copy of the report submitted to
the Attorney General under Government Code Section 12525. A copy of the report shall be
submitted witln 10 calendar days after the death.

(2) Upon receipt of a report of death of a minor from the administrator, the Board may within 30
calendar days inspect and evaluate the jail, lockup, or court holding facility pursuant to the
provisions of this subchagt Any inquiry made by the Board shall be limited to the standards
and requirements set forth in these regulations.

Note: Authority cited: Sections 6024 and 6030, Penal Code. Reference: Section 6030, Penal
Code.
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Appendix 4

Orange County District Attorney
and Orange County Sheriff's Department

Operational & Procedural Protocol
for Custodial Death Investigations

Effective Date: February 10, 2010

Purpose

To establish recommended uniform protocols for the investigation of custodial deaths.
Adoption

The operating protocol contained herein was officially adopted by the Orange County District
Attorney and Orange County Sheriff's Department.

Justificati MNeed

The purpose of this protocol is to maximize the efficiency and effectiveness of an independent
custodial death investigation conducted by the District Attarney in order to eliminate any
perceived conflict of interest that may otherwise result, It is recognized that the custodial
setting is a distinctive environment and the investigation of custodial deaths are unique.
Conseguently, these incidents receive a high degree of public scrutiny with regard to officer
conduct and the involved agency's policies and procedures. It is essential that the investigation
be complete, thorough, unbiased, and impartial to preclude any conjecture of impropriety.

In Orange County the offices of the Sheriff and Coroner are combined under one elected
official. This dual role presents a unique circumstance with regard to custodial deaths, and can
cause one to perceive a conflict of interest in these types of investigations,

Since custodial deaths generally involve multiple considerations, it is recognized that several
separate, but parallel and often overlapping investigations may be conducted. Te alleviate
concerns of any real or perceived conflict of interest, the District Attorney’s Office will take the
primary investigative rale in custodial deaths involving the Sheriff-Coroner. The District
Attorney will also be involved as an independent third party overseeing the Coroner’s function.
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Policy / Directive

A custodial death is any death that occurs while the decedent is in the custody or control of an
Orange County Sheriff's Department employee, or when the decedent is under orders of
confinement in the Orange County Jail System or in any other county confinement facility or
any other law enforcement confinement facility involving Orange County Sheriff's Department
personnel, or where there is direct involvement by any Qrange County Sheriff's Department
personnel. The Orange County District Attorney’s Office will investigate all custodial deaths
and have primary responsibility for the investigation.

The District Attorney will assume primary investigative responsibility for the incident, however,
Sheriff Department personnel may be requested to participate in all or select phases of the
investigation. The District Attorney may request the Sheriff's Department to conduct the
investigation into any underlying crimes involving non-Sheriff Department personnel. Itis
recognized that this is often necessary for the prosecution of involved suspect(s). The final
responsibility for the investigation will rest with the District Attorney.

A. Death following Release from Custody. In cases where a person dies following
release from custody, the District Attorney shall be notified of the circumstances but
may decline to respond.

B. Serious Injury of Person in Custody which is Life-Threatening. In cases where an
individual suffers serious injury which is life-threatening, while in the custody or control

of a Sheriff's employee or incarcerated in the Orange County Jail system, the District
Attorney shall be notified of the circumstances but may decline to respond.,

ency Responsibili
Orange County Sheriff's Department

1. Inaccordance with the Sheriff's Department procedures, internal and supplemental
resources should be requested as soon as practicable.

2. The Sheriff's Department shall request an immediate investigation by the Orange County
District Attorney’s Office on all custodial deaths to determine the criminal culpability, if
any, of those involved.

3. Any internal /administrative investigation will be conducted separately by the Sheriff's
Department.

4. Additional resources such as psychological counselors and risk management response
teams may be requested by the Sheriff's Department and should be accommodated to
the extent reasonably practicable.

(3]
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The Sheriff’'s Department shall provide to District Attorney personnel copies of all reports,
videos, recordings, pictures, and other relevant material to the case

The Orange County Crime Lab will function as the scientific investigative personnel; and
will collect, photograph, and process all physical evidence as directed by District Attorney
Personnel.

The Sheriff-Coroner shall permit any necessary autopsy to be performed by a pathologist
under contract by the District Attorney. The pathologist will be provided all pertinent
information concerning the investigation. An Orange County Coroner’s pathologist may
attend the autopsy as an observer, The toxicology examination will be accomplished by
the Orange County Crime Lab. The Orange County Crime Lab staff will also provide
identification and criminalist personnel for the autopsy.

Coroner’s staff will function as an integral part of the investigative team pursuant to their
established procedures and legal responsibilities. The Sheriff-Coroner will provide a
Deputy Coroner Investigator to conduct the on-scene examination of the body and
arrange for transportation of the body to the Coroner’s facility. The Coroner’s Office will
coordinate the Coroner Case Review proceedings for presentation to the Sheriff-Coroner.

Qrange County District Attorney

( &

The District Attorney will coordinate the activities of all participants at the scene and
subsequent investigation. The District Attorney will conduct an independent
investigation to determine potential criminal culpability by anyone involved in the
incident.

District Attorney Investigators will collect reports from all investigative sources and will
maintain a master case file of the incident. The District Attorney will be responsible for
acquiring reports from other agencies pertaining to the arrest of the involved subject(s)
and when applicable, witnesses involved in other pertinent incidents, acts and arrests,
will be interviewed.

The District Attorney will arrange for an independent forensic pathologist from outside of
the Orange County Coroner’s Office to perform the autopsy. The District Attorney may
also utilize any other pathologist and consult with other forensic, medical, and other
experts as deemed necessary to conclude the investigation. It shall be the District
Attorney's responsibility to secure such experts.

The Sheriff-Coroner’s briefing and autopsy will be attended by District Attorney
personnel. Death notifications of next-of-kin will normally be accomplished by the
District Attorney; however, on request, the assigned Deputy Coroner may make the death
notification.
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5. Atthe completion of the investigation, the investigative package will be submitted for a
legal review of the incident and written finding will be made as to case disposition and
determination if there is any criminal culpability, on the part of anyone involved, in the
incident.

6. Upon completion of the legal review, the District Attorney will provide the Sheriff's
Department a complete copy of the investigative file.

7. The Coroner Case Review will be attended by a District Attarney Supervising Investigator
and other District Attorney personnel as required.

8.  The District Attorney's Office will have sole responsibility to review all discdverv orders or
requests for public records releases of District Attorney reports.

Media Releases and Information Request

A. Unless otherwise agreed, the initial press release should be mutually coordinated
between the Sheriff's Department and the District Attorney’s office.

B. The District Attorney’s office will be responsible for the public release of any
information regarding the investigation of an in-custody death.

The District Attorney’s office will inform the Sheriff of information involving 2 member of the
Sheriff's Department prior to notifying the media.

) forslinion ;%ZJM

TONY RECKAUCKAS "SANDRA HUTGHENS
District Attorney Sheriff-Coroner
2 / /10 '7 7// /22
Date Date

4
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