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2014-2015 GRAND JURY REPORT

Riverside County Sheriff's Department Coroner’s Bureau — Coroner’s Review
Finding 1 Misleading Statement

Upon reviewing the supplemental page of Coroner's Packets #2013-10639
(Attachment #1) and #2013-11723 (Atiachment #2), it was observed that each contained
a similar misleading statement

They both read, on the applicable date, Riverside County SheilECoroner Staniey Snif
conducted a Coroner's Review in the mattter of the death of the decedent  Afler the facls
were presented, Sherif-Coroner Sianley Sniff certified the death. These wriflen
statements are misleading as Sherif-Coroner Stanley Sniff was not present at either
review.

Response to Finding 1:
Riverside Sheriff’s Department agrees with the finding in part.

Respondent acknowledges Sheriff-Coroner Stan Sniff was not present at the Coroner Review
for case #2013-10639 (09/04/14) or #2013-11723 (10/30/14); however, disagrees that there
are any misleading statements contained in the respective coroner reports. The Sheriff is the
Chief Executive Officer of the Department and is the final authority in all matters dealing with
the Department. The Sheriff may delegate authority to his executive staff. Members of the
Sheriff’s Department Executive Team act on behalf of the Sheriff on a daily basis. The
Executive Team consists of the Undersheriff, Assistant Sheriffs, and Chief Deputies.

Coroner Reviews are presented to invited Grand Jury members, designated law enforcement
agencies, and the District Attorney’s Office. At the commencement of each presentation, the
Coroner’s Bureau commander introduces members of the expert panel, and indicates that the
Undersheriff (or Assistant Sheriff) is present and acting on behalf of the Sheriff. Therefore,
the fact that a member of the Executive Team is acting on behalf of the Sheriff is evident and
expressed during the proceeding and not misleading.

Recommendation 1:

1. The supplemental page of all Coroner’s packets recommending the cause,
mode, and manner shall be reworded to reflect that a Coroner's Review
was conducted on behalf of the Sheriff-Coroner Stanley Sniff.

Response to Recommendation 1:

The recommendation will be implemented to avoid confusion.
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Finding 2 Delay of Files/Documents

On October 30, 2014, members of the Grand Jury attended Coroner’s Review
of Coroner Case File #2013-11723. The Sherifi-Coroner certified death as:

e Cause of death: Acute methamphetamine and heroin intoxication
e Mode of death: Administered illicit drugs to self
e Manner of death: Accident

At the conclusion of the review, the Grand Jury requested a Coroner's Packet for
this case file. On Novemnber 5, 2014, a follow-up telephone call was made fo the
Coroner's Office inquiring into the status of the requested Coroner's Packet. Later
that day, the Grand Jury Foreperson received a voice mail message advising the
packet was not complete and the cause of death was still undetermined, even
though the cause of death was certified on October 30, 2014. A second follow- up
telephone call was placed on November 24, 2014. The Grand jury was advised that
the requested Coroner’s packet was waiting final approval. A third follow-up phone
call was placed on December 4, 2014, this time the Grand Jury was advised  the
packet was awaiting a signature. The requested packet was finally received on
December 15, 2014.

Response to Finding 2:

Riverside Sheriff’s Department disagrees with the finding.

Although the respondent cannot confirm the details described in the finding, there is nothing
to indicate that the details or timeline are inaccurate; however, there was no delay in
providing the packet.

The Riverside Sheriff’'s Department recognizes the importance of responding to requests for
official records by the Grand Jury and has provided such records in a timely manner. Such
requests by the Grand Jury are handled in a priority manner and reports are expedited.

Although the majority of coroner reports are available within 90 days of death, Coroner
Review cases can take much longer due to the complexity and multi-agency involvement. A
Coroner Packet is not complete until all of the investigative reports are obtained, which can
take several months.

Once a Coroner Review is complete, the investigating deputy coroner completes a
supplemental report, which includes death certification and manner and mode of death as
determined by the Coroner Review. The report must be reviewed and approved by a
supervisor and manager; therefore, a report may not be available for an additional 30 to 60
days after the Coroner Review.

This Coroner Review in case #2013-11723 was presented on October 30, 2014, the reports

were completed, processed, and delivered within 30 business days. This does not constitute
an unreasonable delay.
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Recommendation 2:

2 The Sheriff-Coroner shall not hold Coroner’'s Reviews until cause, mode,
and manner of death have been verified.

Response to Recommendation 2:
The recommendation will not be implemented.

This recommendation contradicts the purpose of a Coroner Review. As described on page 1
in the Background section of the Grand Jury report, “The coroner’s reviews are conducted
solely to: . . . determine the cause of death, determine the mode of death, [and] determine the
manner of death . . . .” Therefore, since Coroner Reviews are conducted to determine the
cause, mode, and manner of death, this recommendation cannot be implemented.

Finding 3 Inaccurate Information

On two occasions, members of the Grand Jury met with a city chief of police.
During these meetings, the chief expressed concems, as he was advised by
the Sheriff that the Grand Jury only attends three Coroner's Reviews a year.
The chief felt that this left his officers in a state of anxiety. He further stated he
understood that if the Grand Jury was not present, a Coroner's Review could
not be conducted. The Grand Jury is invited to attend Coroner’s Reviews as
the watchdog, representing the citizens of Riverside County.

Response to Finding 3:
Respondent has no information regarding conversations between the Grand Jury and any chief
of police. Although the Grand Jury is invited to attend all Coroner Review presentations, the

review takes place as scheduled. On rare occasion, although invited, the Grand Jury has not
attended.

Recommendations 3:
3. Sheriff-Coroner Personnel shall not advise anyone that the Grand jury

must be present for a Coroner’s Review to take place, and shall be written
into the Sheriffs Coroner Policy and Procedure Manual.

Response to Recommendation 3:
The Respondent has no information that the Sheriff or Sheriff-Coroner personnel indicated the

information contained in Finding 3 above. The Sheriff-Coroner policy and procedure manual
indicates that the Grand Jury is invited to all Coroner Reviews and their presence is optional.
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Finding 4 Accuracy/Amending Files

The Grand Jury requested Coroner’s Packet for Coroner File #2013-11723.
Contained in the Coroner’s Packet was a copy of the Coroner Investigative
Report, prepared on December 25, 2013, by a Coroner Corporal assigned to
the Indio office. In this Coroner Investigation Report, the Coroner Corporal
wrote conceming the female decedent: “There were no known recent suicidal
attempts or past suicide attempts . . .”

At the Coroner's Review on October 30, 2014, the Administrative Deputy
Coroner presented the timeline for this case. The Grand Jury noted the
following discrepancies between the report prepared by the Coroner Corporal
and the timeline as presented by the Administrative Deputy Coroner:

The Administrative Deputy Coroner’s timeline stated that there was an
atfempted suicide by drug overdose in 2008

The Administrative Depuly Coroner’s timeline also stated that on
September 26, 2013, she made a suicidal statement while
incarcerated, and was taken to be medically assessed prior to being
placed in a medical safety cell. A review of the safety cell log
confirmed she was placed in a safety cell on this date at 0904 hours.
At 1315 hours, the same day, she was cleared by Mental Health staff
and moved to a holding cell

The Grand Jury did not find any comections within the Coroner
Investigation Report, as writfen by the Coroner Corporal Investigator.

Response to Finding 4:

The Riverside Sheriff’s Department disagrees with the finding.

In case #2013-1723, the Coroner Corporal indicated that the stepfather of the decedent was
interviewed and indicated that there were no known recent suicidal ideations and no known
suicide attempts in the past. The fact that the administrative deputy coroner subsequently
determined that there had in fact been previous suicidal statements and attempts would not
negate what the stepfather had told the Coroner Corporal at the time of death. The statements
in the report are true and accurate representations of the statements made by the stepfather
during the interview conducted by the Coroner Corporal.

Recommendation 4:
1L Coroner Investigation Reports shall be amended as new information
becomes available.
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Response to Recommendation 4:

This recommendation will not be implemented.

Investigative reports are not amended when new information comes to light. New
information is added to existing reports in the form of supplemental reports, so as to provide
an accurate timeline of when information was discovered.

Finding 5 The Grand Jury Report does not include information on Finding 5

Response to Recommendation 5:

The Riverside Sheriff’s Department is unable to respond based on no finding included in the
Grand Jury report.

Recommendation 5 The Sheriff-Coroner shall comply with the delivery date and
time as mandated within a Grand Jury Subpoena.

Response to Recommendation 5:
The Riverside Sheriff’s Department is unable to specifically respond to recommendation 5

due to the lack of information on the finding; however, the Department fully supports
compliance with all subpoenas as provided by law.
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