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EXECUTIVE SUMMARY

On July 8, 2015, Governor Andrew Cuomo signed Executive Order No. 147 (the
“Executive Order”), appointing the Attorney General as a special prosecutor “to investigate, and
if warranted, prosecute certain matters involving the death of an unarmed civilian . . . caused by
alaw enforcement officer.” On Saturday, July 25, 2015, Raynette Turner (“Ms. Turner”) was
arrested for two counts of petit larceny and taken to the Mount Vernon Police Department
(“MVPD”). Approximately 48 hours later, the MVPD found Ms. Turner deceased in aholding
cell. On August 3, 2015, Governor Cuomo issued Executive Order No. 147.1, which expressly
conferred jurisdiction upon the Attorney Genera to investigate any potential unlawful acts or
omissions relating to Ms. Turner’s death.

Pursuant to Executive Orders No. 147 and 147.1, the Office of the Attorney Genera’s
(“OAG”) investigation included, among other investigative steps:

e Review of the Westchester County Medical Examiner’s Office's (*Medical
Examiner”) autopsy, microscopy, and toxicology records;

e Review of video footage from several MV PD videos depicting virtualy the entire
duration of Ms. Turner’s confinement at the MV PD, including video footage from
several different cameras monitoring the holding cells (“the Holding Cell
Video”), the arrest processing area, the MVPD hallways, and the MVVPD entrance
or sally port (sometimes collectively referred to as “the Video”);

e Interviews of more than 40 witnesses including, among others, employees of the
MV PD, court personnel, family and acquaintances of Ms. Turner, and arrestees
who were in the custody of the MV PD at the same time as Ms. Turner; and

e Review of more than 1,700 pages of Ms. Turner’s medical records before and
during her confinement at the MV PD.

The OAG finds that MV PD employees did not cause Ms. Turner’s death. The Medical
Examiner’ s records and the Video are the most salient evidence. The Medical Examiner found
no physical trauma suggesting any form of physical abuse by the MVPD. Thereis no indication
of any physical abuse on the Video, and none of the witnesses interviewed raised any suggestion
of physical abuse. The Medical Examiner found that Ms. Turner’s death was caused by an
enlarged heart, and that chronic cocaine and morphine use contributed to her death. Ms.
Turner’s medical records prior to her arrest include records indicating drug use and chronic
cardiac issues that corroborate the Medical Examiner’ s findings.

Under these circumstances, the only conceivable theory for a homicide prosecution
would be that MVPD employees failed to provide necessary medical careto Ms. Turner and that
this failure resulted in her death. The only possible homicide charge would be criminally
negligent homicide. For the reasons discussed below, no such charge is warranted in this case.



The Video shows that MV PD officers checked on Ms. Turner through periodic, in-person
visits. Interviews of MVPD employees indicate that they also checked on her via a closed-circuit
video monitor. Whilein custody, Ms. Turner made one request for medical attention — regarding
her prescription medications —and MV PD employees promptly took her to a nearby hospital
where she received medication. Ms. Turner was arrested on a Saturday. The hospital visit was
Sunday evening. After the hospital visit, on late Sunday and Monday, the Video shows that Ms.
Turner appeared to vomit or retch on many occasions. MV PD employees continued to check on
her periodically. For example, from 11:45 am to 2:11 pm, MVPD employees were present at or
near her cell approximately 10 times; during six of these visits the employees either interacted
with Ms. Turner directly or looked into her cell. On Monday, MVPD employees also inquired
about Ms. Turner’s medical condition twice, and, in response, Ms. Turner did not request
additional medical attention. Finally, when an MVPD employee discovered that Ms. Turner was
nonresponsive, emergency medical services (“EMS’) was contacted immediately.

The standard necessary to sustain a charge of criminally negligent homicide isthat a
defendant failed to perceive a substantial and unjustifiable risk that a death would occur and that
the failure to perceive that risk constituted a gross deviation from reasonable care. The OAG
finds no basis to conclude that any MVPD employee failed to perceive a substantial and
unjustifiable risk that Ms. Turner’ s death would occur or that any such failure to perceive that
risk constituted a gross deviation from reasonable care.

As described in detail below, however, state regulations required in-person cell visits of
Ms. Turner at least every thirty minutes. The general practice at the MVPD at the time of Ms.
Turner’sincarceration was to conduct cell visits by closed-circuit television and not by in-person
visits. MVPD employees readily acknowledged this practice during the OAG investigation. We
raised thisissue with the MVPD, and the MVPD has advised us that they are now ensuring that
MV PD employees perform the required cell visitsin person. While the failure to follow state
minimum standards required remediation by the MV PD, we do not believe that the MVPD’ s
practice caused its employees to fail to perceive a substantial and unjustifiable risk that Ms.
Turner’s death would occur. The Holding Cell Video provides adirect view of the cells that Ms.
Turner was in, and the use of the Holding Cell Video was supplemented by periodic, in-person
vigits.

The following report details the OAG’ s investigation and legal analysis. We a so attach
several exhibitsto the report, including: (1) still photos from the Video (Exhibit A); (2) the
Medical Examiner’s autopsy report (Exhibit B); and (3) copies of various MV PD policies and
procedures (Exhibits C).

Executive Orders No. 147 and 147.1 also provide that the OAG may offer “any
recommendations for systemic reform arising from the investigation.” The OAG's
recommendations cover two general issues. First, we recommend that policymakers address the
need to more swiftly bring arrestees before arraignment judges for consideration of bail and
possible release. Second, we recommend actions relating to detainee medical care, including that
the New Y ork State Commission of Correction (“COC”) review its minimum health care



standards and provide more precise guidance regarding the circumstances under which agencies
should seek medical attention for inmates. Law enforcement personnel are not physicians and
would benefit from clear standards regarding when to arrange for emergency medical care for
arrestees.

STATEMENT OF FACTS!

A. Ms. Turner’s Arrest and Detention by the MV PD

1. Ms. Turner’'sArrest

The MVPD arrested Ms. Turner on the afternoon of Saturday, July 25, 2015 for thefts at
Restaurant Depot and Target. Both thefts are captured on store surveillance footage. The
Restaurant Depot footage depicts a woman later identified to be Ms. Turner entering the store
around 12:25 pm and leaving the store two minutes | ater, bypassing the cash registers, and
entering the parking lot with abox of crab legs under her left arm. Restaurant Depot personnel
did not apprehend Ms. Turner. Around 12:30 pm, a manager at Restaurant Depot called 911 to
report the theft.

The Target surveillance footage shows that, at approximately 1:00 pm, Ms. Turner placed
two boxes of headphones into her bag and walked toward the entrance/exit doors where she was
stopped by security personnel. After being escorted to the Target Booking Room, Ms. Turner
signed an Admission Statement acknowledging that she had stolen el ectronics and accessories
worth more than $600. One of the MV PD officers who responded recognized Ms. Turner from
the prior Restaurant Depot surveillance video. The officer called the Restaurant Depot manager
who had called 911. The Restaurant Depot manager identified Ms. Turner as the person who had
stolen property from the Restaurant Depot approximately 90 minutes earlier.

The OAG neither received nor uncovered any allegation, indication, or evidence of
wrongdoing by the MV PD officersin carrying out the arrest.

2. Arrival at the MVPD and the MVPD Intake Process

Ms. Turner arrived at the MV PD at approximately 2:40 pm on July 25, 2015. (Exhibit A
at 1). MVPD employees placed her in the booking area and called her husband, Herman Turner,
to notify him of the arrest.

MV PD Procedure No. 3.067 (Prisoner Suicide Prevention Screening) requires that a New
York State-certified MVPD Desk Officer screen each arrestee to identify and reduce the risk of
suicide. (Exhibit C at 8). After the arrestee is screened, he or sheis placed into one of three
levels of supervision: constant, active, or normal. Pursuant to Procedure No. 3.067, constant
supervision requires “ uninterrupted personal visual observation of prisoners’ 24 hours per day.
(Exhibit C & 8). An arresteeis placed on constant supervision when he or sheis believed to be a
suiciderisk. Active supervision requires “immediate availability to prisoners’ and that

! None of the information referenced in this report was obtained through the use of grand jury subpoenas. Any
subpoenas issued were pursuant to New Y ork State Executive Law Section 63(8).
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“supervisory visits [are] conducted at a minimum of fifteen (15) minute intervals.” (Exhibit C at
8). The MVPD member must be able to “communicate orally with prisoner[s] and respond [to
their inquiries].” (Exhibit C at 9). Normal supervision requires that the “condition” of a detainee
be chezcked “by actual visitsto cells at intervals not to exceed thirty (30) minutes.” (Exhibits C
a9).

The on-duty Desk Officer, Sergeant Vincent Stufano, interviewed Ms. Turner and
completed her “ Suicide Prevention Screening Guidelines” form. During the screening process,
an empty bottle of a benzodiazepine (which is used to treat panic disorders) was vouchered. Ms.
Turner spoke about prior mental-health diagnoses and told Sgt. Stufano that she needed
medications that she had been prescribed relating to these diagnoses. She made no complaints
regarding her general health or physical condition. Ms. Turner also denied using or being under
the influence of non-prescription drugs. Based upon Ms. Turner’s final score on the screening
guestions and Sgt. Stefano’ s overall assessment of her, he placed her on “ active supervision”
requiring supervisory visits every 15 minutes.

In addition to implementing the “ Suicide Prevention Screening Guidelines,” the Desk
Officer is responsible for supervising the detainee’ s arrest processing. This includes determining
whether the arrestee has any outstanding warrants and deciding whether “booking” or arrest is
appropriate. Pursuant to MV PD procedure, when court is not in session, aDesk Officer asois
authorized to set pre-arraignment bail and issue a Desk Appearance Ticket (“DAT"), which
releases the arrestee from police custody and directs the arrestee to appear in court on a specific
date and time. (Exhibit C at 4 - 5).°> MVPD officers told us that, pursuant to MVPD procedure,
before they issue a DAT, an arrestee must be fingerprinted and his or her record must be checked
for outstanding warrants.* The Desk Officer may also consider the underlying facts of the case
aswell asthe arrestee’s criminal and bench warrant history.

Based upon our interviews with the MVPD desk officers, Ms. Turner was not considered
for theissuance of aDAT. In addition, Ms. Turner was not fingerprinted at the time of her
arrest. Therefore, while some warrant information and criminal history were available to Sgt.

2 MVPD Procedure No. 3.067 is consistent with the New Y ork State Minimum Standards and Regulations for
Management of City Jail — Town and Village Lockups (“State Minimum Standards’), which require that “the
condition of prisoners shall be checked, by actual visits to cells and detention rooms, at intervals not to exceed 30
minutes.” 9 NYCRR § 7504.1(a) (emphasis added). Notwithstanding MV PD Procedure No. 3.067 and the State
Minimum Standards, the MV PD procedure defining detention protocols (Mount Vernon Police Department
Detention and Transportation Procedures — TC-1 2006 — 02/27/06) simply requires that employees “ note prisoner
activity” every 15 or 30 minutes, without specifying that observations of prisoner activity must be based upon actual
vidgits. (Exhibit C at 2). Asnoted above, MVPD employees informed the OAG that they did their supervision visits
by observing prisoners via closed-circuit television. While the use of closed-circuit television to monitor detainees
is an appropriate adjunct to actual cell visits, it may not be used “as a substitute for such visits.” 9 NYCRR

§ 7504.1(g).

¥ MVPD Procedure No. 3.050 provides that (a) the Desk Officer shall “promptly” have fingerprinted any person
eligible for aDAT and (b) no DAT “shall be issued until the prisoner has been fingerprinted and a record check for
outstanding warrants has been completed.” (Exhibit C at 5).

“At the MVPD, arrestees can only be fingerprinted by individuals assigned to the Detective Bureau. Monday
through Friday, detectives assigned to the Criminal Investigations Unit (“CIU”) fingerprint all arrestees. On
weekends, arrestees are fingerprinted if and when a detective is available.
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Stufano, the complete, comprehensive, multi-state information supplied after fingerprint
submission was not. MV PD officersindicated that, pursuant to MVPD practice, Ms. Turner
would not have been actively considered for a DAT, because she had been arrested for two
unrelated offenses in one day and the dollar value of the goods stolen exceeded $600. When Ms.
Turner was ultimately fingerprinted, it was determined that she had a bench warrant history,
aliases, a probation revocation, and multiple convictions, which MVPD employees advised us
would have caused them not to issue a DAT.

3. Relocation to the Cell Block

Pursuant to MVVPD Palicy Article XIX, prisoner attendants are generally responsible for
the “care and safekeeping” of detainees, serving meals and, if necessary, rendering first aid.
(Exhibit C at 3). There are three prisoner attendant posts at the MV PD; attendants may be
assigned to thefirst floor holding cells (“cell block™), the second floor holding cells, or asthe
“runner” who escorts arrestees between the cell block and the second floor holding cells. Both
law enforcement officers and civilian employees perform prisoner attendant functions.

At approximately 3:00 pm, Ms. Turner was escorted from the booking area to the cell
block by Prisoner Attendant Carlo Jean-Baptiste and placed into cell number 31. (Exhibit A at
2).

Police Officer Bahiyah Morris was the attendant for the cell block from 4:00 pm to
midnight. At approximately 5:15 pm, Officer Morris served Ms. Turner dinner. According to
the Video, after eating dinner, Ms. Turner spent several hours lying down on abench in her cell.
During that period, she can also be seen intermittently standing, walking to the cell door, and
sitting on the bench in the cell. Occasionally, while seated, Ms. Turner can be seen bending
forward or doubling over. Thiswas a somewhat infrequent occurrence on thefirst day that Ms.
Turner was detained, but it happened with greater frequency on the second and third days that
she was detained.

4. TheMorning and Afternoon of Sunday, July 26, 2015

According to the Video, from approximately midnight until 5:00 am, Ms. Turner was
asleep, lying on the cell bench and turning occasionally. At approximately 6:25 am, she sat up
on the bench. She can also be seen rocking back and forth at that time. Prisoner Attendant Jean-
Baptiste worked the 8:00 am to 4:00 pm shift and provided Ms. Turner a sandwich and a drink
for breakfast shortly after 8:00 am. Until about 4:00 pm, Ms. Turner was primarily lying down,
but occasionally can be seen standing, eating, and doubling over while seated on the cell bench.

Police Officer Ryan Hughes was assigned as an attendant from 4:00 pm to midnight. At
approximately 4:05 pm, Ms. Turner asked him if she could call her husband. (Exhibit A at 3).
Officer Hughes told her that she was not permitted to make atelephone call at that time, but asa
courtesy, he offered to call her husband on her behalf. Ms. Turner provided Officer Hughes with
the telephone number, and at approximately 4:15 pm Officer Hughes called her husband,
Herman Turner, to let him know that Ms. Turner was scheduled to have a court appearance on
Monday.



5. Montefiore Mount Vernon Hospital Visit on Sunday Evening

At approximately 4:40 pm, Ms. Turner told Officer Hughes that she had not had her
hypertension medication in afew days, and she asked to go to the hospital to obtain that
medication. Shortly thereafter, Officer Hughes called the front desk and reported that Ms.
Turner needed her medication. At approximately 5:45 pm, Police Officer Michael Paulson and
Probationary Police Officer (“PPO”) Nazeem Whipper escorted Ms. Turner from her cell to a
police car for transport to Montefiore Mount Vernon Hospital (“MMVH"), which is
approximately atenth of amile from the MVPD. (Exhibit A at 4). The Video showsthat Ms.
Turner walked without assistance to the transporting police car with Officer Paulson and PPO
Whipper.

They arrived at MMV H shortly thereafter and remained at the hospital until
approximately 10:00 pm. According to the medical records, upon arrival Ms. Turner’s chief
complaint was “needs meds.” The medical records also state that Ms. Turner had
“pain/discomfort” on the left side of her body, and the pain wasrated a“7” on ascale of 0 to 10
(with 10 being the highest level of pain). During her triage interview, Ms. Turner reported that
she was at the hospital “for medication that she ha[d] not had from yesterday.” Ms. Turner was
subsequently taken to an examining room where, according to Officer Paulson and PPO
Whipper, she indicated that she was hungry and was provided with food and a beverage.

At the hospital, Ms. Turner met with nurses, a genera physician, and a psychiatrist. The
triage notes indicate: “revisit/miscellaneous medication refill . . . patient isin police custody
needs to be medicated.” The hospital records indicate that she was currently being prescribed
drugs to treat hypertension, anxiety, and insomnia. She denied the use of alcohol or non-
prescription drugs. Ms. Turner was designated as triage category “4” on ascale of 1-5 (1 isthe
highest urgency level).”> MMVH staff provided bridge medications® to Ms. Turner consistent
with those she had been receiving prior to her arrest, including blood pressure, anxiety, and
insomniamedications. In short, the drugs Ms. Turner received at MMV H were the same as
those that she was already being prescribed or generic preparations thereof. At approximately
10:00 pm, Ms. Turner was discharged from MMVH. The hospital records state that her
condition was “stable.” Ms. Turner was provided with patient information on hypertension and
instructions to follow up with her primary care physician and psychiatrist upon her release from
custody. MMVH did not give any specific instructions or warnings to the MV PD concerning
Ms. Turner’s continued care.

Officer Paulson, PPO Whipper, and Ms. Turner returned to the MVPD at approximately
10:00 pm. (Exhibit A at 5). Prisoner Attendant Brian Burrell was on duty at the time; he placed
Ms. Turner in cell number 29, because her original cell (number 31) was being cleaned. Prisoner
Attendant Burrell then gave Ms. Turner asandwich and adrink. After eating, Ms. Turner lay

® See generally hitp://www.ahrq.gov/sites/default/fil es’wysiwyg/professional §/systems/hospital /esi/esihandbk.pdf.

®“Bridge medication” refers to a quantity of medication provided to an individual who would otherwise not have
access to hisor her prescription(s), in order to carry that person to a time when regular access can resume.
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down on the bench in her cell. Between approximately 11:15 pm and midnight, Ms. Turner
appears to vomit or retch five to six times.’

6. Fingerprinting Early Monday Morning

The Video shows that Police Officer lan Y earwood and Detective Juliet Roach, members
of the MVPD Detective Division, escorted Ms. Turner from cell number 29 to the MVPD
fingerprinting machine at approximately 2:15 am. (Exhibit A at 6). Ms. Turner returned to her
cell at approximately 2:30 am. (Exhibit A at 7). According to the Video, she appears generally
to sleep during the rest of the night, but her sleep was interrupted at various times when she can
be seen awakening, leaning over the toilet, and vomiting or retching.

7. Monday Morning

Prisoner Attendant Burrell was assigned to the cell block during the 8:00 am to 4:00 pm
shift. The Video indicates that between approximately 8:00 am and 8:20 am, Ms. Turner leaned
over thetoilet and vomited or retched several times. During that time period, Ms. Turner is
handed toilet paper, and a cup isleft in the opening of her cell. (Exhibit A at 8).

At 9:00 am, Prisoner Attendant Burrell began his assignment as a“runner,” taking
arrestees back and forth between the first floor cell block (where Ms. Turner was) and the
holding cells located on the second floor. At approximately the same time, Prisoner Attendant
Ricardo Atkinson began his 9:00 am to 5:00 pm shift and was assigned to the first floor cell
block. Prisoner Attendant Atkinson isacivilian MVPD employee and not a police officer.

According to the Video, at approximately 9:35 am, Prisoner Attendant Michael Barnes
escorted Ms. Turner from cell number 29 to an interview room where she was interviewed by
Ms. Lillian Mizell Harris, Program Assistant for Pre-Trial Services Institute of Westchester
County (“PTSI”). (Exhibit A a 9). PTSI isresponsible for making recommendations to the
court about whether arrestees should be released at arraignment. According to Harris, during the
PTSI interview, Ms. Turner rubbed her stomach and said that she did not feel well. Ms. Turner
did not request medical assistance, and Harris did not feel that Ms. Turner’ s words or actions
were cause for concern.® Upon completion of the interview, Ms. Turner stood and walked
unassisted out of the interview room. After the PTSI interview, the Video shows that Prisoner
Attendant Atkinson escorted Ms. Turner back to cell number 29. (Exhibit A at 10).

" The Video does not clearly show whether Ms. Turner vomited at any particular point. This report refersto
vomiting or retching in instances where it appears that she vomited or retched based upon her posture while leaning
over thetoilet.

8 Prior to the OAG's interview of Ms. Harris on August 13, 2015, Ms. Harris told the press that Ms. Turner did not
seem to Ms. Harristo have been serioudly ill. See http://www.lohud.com/story/news/Iocal /westchester/mount-
vernon/2015/07/30/raynette-turner-screener-speaks/30903989/.



http://www.lohud.com/story/news/local/westchester/mount-vernon/2015/07/30/raynette-turner-screener-speaks/30903989/
http://www.lohud.com/story/news/local/westchester/mount-vernon/2015/07/30/raynette-turner-screener-speaks/30903989/

8. Ms. Turner’s Return from a Court Holding Cell Dueto IlIness

According to the Video, at approximately 9:49 am, Prisoner Attendant Atkinson led Ms.
Turner and three other female arrestees from the first floor cell block to the elevator. (Exhibit A
at 11). Prisoner Attendant Burrell escorted them onto the elevator and up to the court holding
cells on the second floor.

According to the court holding cell Video,® the female detainees, including Ms. Turner,
were escorted into the female court holding cell. Ms. Turner entered the cell, stood near the
wall, and appeared to speak with Prisoner Attendant Burrell. According to him, Ms. Turner
asked if she could go back downstairs to her cell, because she did not feel well and wanted to lie
down. This conversation was substantiated by one of the femal e arrestees in the court holding
cell. TheVideo showsthat Prisoner Attendant Burrell escorted Ms. Turner out of the court
holding cell approximately one minute after she entered.

Prisoner Attendant Burrell then walked Ms. Turner to the first floor, where they met
Prisoner Attendant Atkinson. According to Prisoner Attendant Burrell, during this time he asked
Ms. Turner how she was feeling and she replied “alittle better.” According to the Video, at
approximately 9:52 am (three minutes after she had been escorted out of cell number 29).
Prisoner Attendant Atkinson escorted Ms. Turner to cell number 23. (Exhibit A at 12). Ms.
Turner walked unassisted to and from the court holding cell. According to Prisoner Attendant
Atkinson, he asked Ms. Turner if she was okay and shereplied, “Yes, | just want to lie down.” *°

The Video next shows that, between approximately 9:52 am and 10:37 am, Ms. Turner
leaned over the toilet six times. At least twice during that time she appeared to place her fingers
in her mouth and vomit or retch. At approximately 10:55 am, Prisoner Attendant Atkinson left
food and adrink for Ms. Turner in the opening of the door of cell number 23 (Exhibit A at 13).

® There is atime difference of approximately ten minutes between the video recordings from the jail cells on the
first floor and the video recordings from the court holding cells on the second floor. According to Strategem
Security (the company that installed the video surveillance cameras at the MV PD), various cameras throughout the
MV PD are connected to one of several servers, and all cameras on a given server are time-stamped to that server’s
internal clock. Each server isreliant on its own internal clock due to the unavailability of a Network Time Protocol
(“NTP”) server on the MVPD network to sync all of the servers' internal clocks. Accordingly, while every MVPD
camera server clock isinternally consistent (i.e., there is a sequential passage of time), the camera server clocks may
differ from one another by several minutes where the cameras are not connected to the same server. Further,
Strategem indicated that the camera servers utilize a video cache when there is no motion detected, holding the
video until the camera detects motion again.

19 Even if Ms. Turner had remained upstairs and eventually appeared in the courtroom for arraignment, there was no
accusatory instrument upon which to arraign her. The practice at the MVPD isthat if an arrest is made between
8:30 am Saturday and the end of the weekend, the arresting officer needs to appear at the Westchester County
District Attorney’s office on the following Monday morning so that an Assistant District Attorney can draft the
accusatory instrument. The arresting officer, PPO Elias Reyes, was due to appear at the District Attorney’s office at
9:00 am that morning so that accusatory instruments could be prepared and filed. However, at approximately 8:05
am, shortly after beginning his shift, PPO Reyes was dispatched to another matter and therefore did not appear at the
District Attorney’s office.



At approximately 11:01 am, Prisoner Attendant Atkinson and a maintenance worker
walked through the cell hallway and passed by cell number 23. At that time, Ms. Turner was
lying down. From approximately 11:01 am to approximately 11:44 am, Ms. Turner continued to
lie down. At approximately 11:44 am, Police Officer Tiffany Sexton walked down the cell
hallway; Ms. Turner lifted her head from the bench as she passed and then sat up and got toilet
paper (11:44 am), leaned over while sitting on the bench (11:44 am), leaned over the toilet
(11:45 am), and used toilet paper to wipe her mouth (11:47 am). (Exhibit A at 14). Between
approximately 11:50 am and 12:15 pm, Ms. Turner sat on the bench with little movement. From
approximately 12:15 pm to 12:26 pm, Ms. Turner again lay down on the bench.

0. The Two and aHalf HoursPrior to Ms. Turner’s Death

At approximately 12:26 pm, Prisoner Attendant Atkinson escorted Ms. Turner back to
cell number 29. (Exhibit A at 15). Ms. Turner walked unaided to the cell. Shortly after entering
cell 29, Ms. Turner appeared to double over while sitting on the cell bench. Between
approximately 12:28 pm and 1:21 pm, the Video shows Ms. Turner leaning over the toilet and, at
times, placing her fingersin her mouth. She appears to retch or vomit several times.™* In
between, she lay on the cell bench. She did not, according to every MV PD employee on duty at
the time, request medical assistance.*? Similarly, no inmate interviewed by the OAG said that
Ms. Turner requested medical attention on Monday or that MV PD employees ignored any
request.

At approximately 12:58 pm, Officer Sexton pointed out to Ms. Turner that there was food
and drink in the opening of the door to cell number 29. (Exhibit A at 16). At approximately
12:59 pm, Prisoner Attendant Atkinson escorted a female prisoner through the cell hallway and
looked briefly into Ms. Turner’s cell. At approximately 1:10 pm, Prisoner Attendant Barnes
handed Ms. Turner toilet paper. (Exhibit A at 17). At approximately 1:11 pm, Ms. Turner
leaned over the toilet and appeared to vomit or retch. Around that time, Prisoner Attendant
Atkinson escorted a female prisoner through the cell hallway and walked by cell number 29.
(Exhibit A at 18). At approximately 1:21 pm, Ms. Turner took a cup from the opening of the
door to cell number 29, took a sip, and put the cup back. (Exhibit A at 19).

At 1:25 pm, Ms. Turner lay down on the cell bench for the last time and did not get up
again. At approximately 1:41 pm, Prisoner Attendant Barnes walked into the room next door to
cell number 29 and walked out. At approximately 1:51 pm, Prisoner Attendant Burrell walked

! Repeated vomiting is symptomatic of many non-fatal conditions, but it can aso be evidence of a serious medical
problem. As discussed below, the OAG recommends that the N.Y.S. Commission of Correction, in conjunction
with the Medical Review Board (“MRB”), determine if more specific guidance should be provided to law
enforcement officers to better address when emergency medical care should be provided to arrestees.

12 Arrestees need not affirmatively request medical carein order to receiveit. For example, there are instancesin
which mental illness or physical incapacitation would prevent an individual from requesting care or recognizing that
itisneeded. Asdiscussed below inthe Legal Analysis section, however, the MV PD’s prompt response to Ms.
Turner’s prior reguest to be taken to the hospital and Ms. Turner’ s responses to the MVPD’ s inquiries about her
health during the hours prior to her death are relevant to the key legal issue: whether any MVPD employee’ s failure
to perceive a substantial and unjustifiable risk of Ms. Turner’s death was a gross deviation from reasonable care, as
required for a charge of criminally negligent homicide.



into the room next to cell number 29 and then walked out. At approximately 2:10 pm, Prisoner
Attendant Burrell walked by cell number 29, looked briefly into the cell, walked by the cell again
while escorting afemale prisoner through the cell hallway, and again looked briefly into the cell.
(Exhibit A at 20). At approximately 2:13 pm, Ms. Turner moved slightly while lying on the cell
bench, partially on her right side and partially on her stomach. According to the Video, Ms.
Turner did not move again after 2:13 pm.

At approximately 2:50 pm, the Video shows that Prisoner Attendant Atkinson
approached Ms. Turner’s cell. (Exhibit A at 21). Atkinson told us that he was attempting to
inform Ms. Turner that she was going to be taken up to the court holding cell for arraignment.
When Ms. Turner did not respond, Prisoner Attendant Atkinson reached through the cell bars
and shook Ms. Turner, but she remained motionless. At that point, he opened the cell door and
attempted to awaken her.

At approximately 2:51 pm, Officer Sexton went to cell number 29 and performed a
sternum rub (a technique used to awaken an unconscious individual) on Ms. Turner; it failed to
rouse her. (Exhibit A at 22). At approximately 2:51 pm, Prisoner Attendant Atkinson notified
the front desk and requested an ambulance, which was summoned. At approximately 2:54 pm,
Sergeant Gregory Addison responded to Ms. Turner’s cell with a defibrillator, which was not
ultimately used, since Sgt. Addison noted lividity (a pooling of blood that can be avisible sign of
death). (Exhibit A at 23). At approximately 3:04 pm, a TransCare Emergency Medica
Technician arrived at cell number 29. (Exhibit A at 24). At 3:08 pm, the technician pronounced
Ms. Turner deceased.

B. Jail Forms

AnMVPD “Jail Form” ismaintained for each detainee, upon which prisoner attendants
must make arecord of each supervisory visit they performed including the date, the time, and
their observations of the arrestee during the visit, such as whether he or she was awake, sleeping,
or eating. The Jail Forms memorialize the official supervisory visits. As discussed above,

MV PD employees primarily performed supervisory visits by closed-circuit television rather than
actual visitsto jail cells. While we primarily relied on the Video for our assessment of Ms.
Turner’s conduct and condition, we also compared the descriptions contained on the Jail Form to
what we observed on the Video. For several entries, there are inconsi stencies between the Video
and the descriptions of Ms. Turner’s conduct on the log (e.g., the log states “laying down” when
the Video shows that she was sitting). (Some of these inconsistencies may be due to individual
employees using different watches or clocks to note the times). The Video aso shows that

MV PD employees performed periodic, in-person visits that were not necessarily reflected on the
Jail Form.

Prisoner Attendant Atkinson was responsible for maintaining and updating Ms. Turner’s
Jail Form (as well as those of 28 other inmates in the cell block) in the hoursimmediately
preceding her death. As noted previously, Prisoner Attendant Atkinson is a civilian employee of
the MVPD. Severa entries by Prisoner Attendant Atkinson on Monday morning/afternoon did
not correspond to the Video. For example, the Jail Form notes that Ms. Turner’s lunch was
served at 11:30 am, but according to the Video, lunch or another meal was actually served at
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10:55 am. Similarly, the Jail Form indicates that Ms. Turner was moved to cell number 29 at
11:45 am; according to the Video, she was actually moved at 12:26 pm. In addition to these
inaccuracies, Prisoner Attendant Atkinson subsequently changed the times of severa entries on
Monday, July 27, 2015. From 10:00 am to 12:00 pm and from 2:00 pm to 3:00 pm, the Jail
Form indicates that Prisoner Attendant Atkinson made entries on Ms. Turner’s Jail Form every
fifteen minutes, as he was required to do, since she was on active supervision. But, from 12:00
pm to 2:00 pm, he originally made entries every 30 minutes.

According to Prisoner Attendant Atkinson, after he discovered that Ms. Turner was
unresponsive and called EM S, he changed the time entries (between 12:00 pm and 2:00 pm) to
reflect that he had in fact been checking on Ms. Turner by video and in person every fifteen
minutes. Prisoner Attendant Atkinson made the time changes in areadily visible and apparent
manner: by writing on top of the prior entries (and thereby creating somewhat illegible, visibly
altered time entries). He did not make any changes to the fields describing his observations
about Ms. Turner; as aresult, several of the description fields are at odds with the Video.

We were not able to verify whether Atkinson conducted visits every fifteen minutes
between noon and 2:00 pm as he maintained. As discussed above, the practice at the MVPD is
to conduct many of these visits by video and not in person, and there is no camerarecording the
room in which the attendants monitor the video screens of the cells. The Video reflects that
Prisoner Attendant Atkinson himself walked by, checked, or interacted with Ms. Turner
approximately six times between 11:00 am and 3:00 pm. But, even if Prisoner Attendant
Atkinson did perform fifteen-minute check-ins by video, by his own account, he failed to record
accurately what he observed during those check-ins. In addition, he failed to record accurately
when Ms. Turner was provided with lunch and when she moved cells. Accuracy of the Jail
Formsisimportant for the effective functioning of the MVPD. The OAG recommended to the
MVPD that it take administrative action relating to Prisoner Attendant Atkinson and the OAG
has been advised that the MV PD intends to do so. The MVPD’s administrative action can range
from areprimand to termination.

C. Summary of Medical Examiner and Prior Medical Treatment Records

1. Westchester County Medica Examiner

At approximately 3:11 pm on Monday, July 27, Officer Allen notified the Medical
Examiner of Ms. Turner’s death and at approximately 4:30 pm, representatives of the Medical
Examiner responded to the MV PD. At approximately 5:00 pm, they removed Ms. Turner’s body
to the Medical Examiner’sfacilities.

On July 28, 2015, the Medical Examiner performed a comprehensive autopsy of Ms.
Turner'sbody. (Exhibit B). During the autopsy, the Medical Examiner physically examined the
body, analyzed the bodily fluids, and performed a histologic examination of bodily tissues. The
Medical Examiner also reviewed some of Ms. Turner’s physical and mental health history,
which included some general health issues as well as chronic drug use (both prescription and
non-prescription).
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Ms. Turner’s heart was found to be enlarged; microscopic analysis of Ms. Turner’s
cardiac muscle fibers disclosed that she suffered from *hypertrophic myofibers and foci of
fibrosis” (an unusual thickening of her cardiac tissue). The Medical Examiner determined that
Ms. Turner’s manner of death was “natural” and her cause of death was “[c]ardiomegaly with
myocardial fibrosis’ (i.e., an enlarged heart with thickened, less compliant cardiac tissue)
(Exhibit B at 9, 32).

The Medical Examiner’s toxicology report revealed the presence of numerous
prescription drugs as well as cocaine and morphine or their metabolitesin Ms. Turner’s
system. Specifically, toxicological analysisrevealed that Ms. Turner had consumed cocaine as
well as morphine, but not in the hours immediately preceding her death. Her overall
toxicological profileindicated chronic cocaine and morphine use. (Exhibit B at 13 - 14). This
finding was corroborated by statements of two of Ms. Turner’s acquaintances.™* Accordingly,
the Medical Examiner’s conclusion that “chronic cocaine and morphine use” contributed to Ms.
Turner’ s death was independently corroborated by evidence of actual use.

As discussed below, Ms. Turner’s blood and urine also contained substances (or their
metabolites) that, through various medical records, the OAG was able to link to prescription
drugsthat Ms. Turner received prior to her arrest or at MMV H the night before her death.

2. Prior Medical Treatment Records

During the course of the investigation, we obtained and reviewed multiple sets of medical
records from various health care providers (in addition to the MMV H records) consisting of
more than 1,700 pages. The relevant material is discussed below.

The Medical Examiner’s toxicology report was corroborated by the medical records we
obtained from a mental-health services provider where Ms. Turner was seen as aregular patient
until two days prior to her arrest. Many of the substances identified in the Medical Examiner’s
toxicology screen had been prescribed to Ms. Turner at that facility, afact disclosed in the
provider’s medical records. Further, approximately three months prior to her death, Ms. Turner
was asked by the provider about a urine screen that tested positive for cocaine use; Ms. Turner
claimed that the results were invalid.

Finally, from 2000 to 2013, Ms. Turner was screened for cardiac abnormalities; the
medical records from several entities foreshadow the cardiac issues to which, according to the
Medical Examiner’s report, she ultimately succumbed. Various hospital records reveal that as
early as 2000, Ms. Turner showed evidence of “borderline cardiomegaly”; in 2012 and 2013, she
displayed evidence of an enlarged heart; and in July 2013, Ms. Turner reported experiencing
“chest pain.” Over the years, Ms. Turner was also treated for hypertension, back and leg pain,
swollen legs, shortness of breath, and abdominal pain.

At the time of her incarceration, the MV PD did not possess the medical records the OAG
obtained after Ms. Turner’s death. Additionally, during her screening process, Ms. Turner

3 The MVPD informed the OAG that Herman Turner provided the names of these two individuals. The OAG
subsequently interviewed these two individuals.
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specifically denied the drug use that, according to the Medical Examiner, contributed to her
death.

LEGAL ANALYSIS

The autopsy report found, in sum, that Ms. Turner’s manner of death was “natural” due to
an enlarged heart resulting partially from drug use. Based upon the Video, the autopsy report,
and interviews of MVPD officers and other arrestees, there is no evidence of any use of force by
MV PD officers against Ms. Turner. Under these circumstances, the only possible theory of
homicide prosecution is that an MVPD employee was criminally negligent in failing to provide
Ms. Turner with necessary medical care and that such criminal negligence resulted in her death.
For the reasons discussed below, such a prosecution could not properly be sustained under the
facts presented here.

A personis guilty of criminally negligent homicide under Penal Law Section 125.10
“when, with criminal negligence, he causes the death of another person.” There are two theories
of criminally negligent homicide: (1) a person engages in conduct that creates arisk; and (2) a
person who owes a legally imposed duty to someone else fails to perform an act that he/sheis
legally required to perform. Peoplev. Munck, 92 A.D.3d 63 (3d Dep’t 2011) (for a person to be
guilty of criminally negligent homicide by omitting to perform an act, there must be alegally
imposed duty to act, such as aparent’s duty to act for his or her child). In either case, criminaly
negligent homicide occurs when a person “fails to perceive a substantial and unjustifiable risk”
that death will occur. New Y ork Pena Law § 15.05 (defining criminal negligence).

The substantial and unjustifiable risk “must be of such nature and degree that the failure
to perceive it constitutes a gross deviation from the standard of care that a reasonable person
would observein the situation.” New York Pena Law § 15.05; People v. Boutin, 75 N.Y.2d
692, 696 (1990) (“Therisk involved must have been * substantial and unjustifiable,” and the
failure to perceive that risk must have been a‘gross deviation’ from reasonable care.”). The
Court of Appeals has made clear that careless, or even ordinary negligent behavior, is
insufficient in and of itself to constitute criminal negligence. See Peoplev. Ricardo B., 73
N.Y.2d 228, 235 (1989) (“[C]riminal liability cannot be predicated upon every careless act
merely because its carel essness results in another's death.”).

The degree of carelessness required for criminal negligence “is appreciably more serious
than that for ordinary civil negligence and the carelessness must be such that its seriousness
would be apparent to anyone who shares the community’ s general sense of right and wrong.”
People v. Haney, 30 N.Y.2d 328, 334 (1972) (“Criminally negligent homicide, in essence,
involves the failure to perceive the risk in a situation where the offender has alegal duty of
awareness. It, thus, servesto provide an offense applicable to conduct which is obviously
socially undesirable. ‘[It proscribes|] conduct which isinadvertent asto risk only because the
actor isinsensitive to the interests and claims of other personsin society.””) (quoting Model
Penal Code, Tent. Draft No. 9).

The MVPD’sfailure to perceive a substantial risk of Ms. Turner’s death based on
observations of restlessness and vomiting or retching (symptomatic of many non-fatal
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conditions) isfar afield from the particularly egregious factual circumstances under which New
Y ork courts have affirmed convictions for criminally negligent homicide. Casesfinding
criminally negligent homicide involve instances where affirmative harm was inflicted on the
deceased or the medical condition and imminent death of the deceased were readily apparent,
unlike here. The following cases areillustrative.

Peoplev. Flayhart, 72 N.Y.2d 737 (1988): Husband and wife defendants were
properly convicted of criminally negligent homicide in the death of the husband’s
brother where: (a) the brother lived with them and was totally dependent upon
their care; (b) the brother was mentally disabled and had cerebral palsy and
epilepsy; (c) the brother weighed 75 pounds just before death and died of
malnutrition and inflammation of the lungs; and (d) the brother had not seen his
regular doctor during the last two years of hislife. The court held that the jury
properly found that defendants failed to perceive a substantial risk of death and
failed to provide food and medical care, which ultimately brought about the
brother’ s death.

People v. Henson, 33 N.Y.2d 63 (1973): Defendants, parents of afour-year-old
child who died of pneumonia, were properly convicted of criminally negligent
homicide where: (a) they knew that the boy had been sick some days before his
death; (b) the boy’ s body was covered with many black and blue marks; (c) the
defendants went to a bar the night of the child’'s death; and (d) before doing so,
they tied the boy up and told the babysitter to ignore any calls for help.

People v. Rose, 41 A.D.3d 1033 (3d Dep’t), app. denied, 9 N.Y.3d 926 (2007):
The defendant mother was properly convicted after a guilty pleato criminally
negligent homicide in the death of her three-year-old daughter where: (a) the
defendant’ s boyfriend inflicted the fatal injuries on the child while the defendant
was at work; and (b) the defendant clearly did not act as a reasonable parent in
failing to seek medical assistance for her unresponsive child for approximately ten
hours.

Peoplev. Baker, 4 A.D.3d 606 (3d Dep't), v denied, 2 N.Y.3d 795 (2004): The
court reduced the defendant babysitter’s conviction of murder in the second
degree to criminally negligent homicide in the death of athree-year-old child
under her care where: (a) the child died of hyperthermia as a result of her
prolonged exposure to excessive heat caused by a short circuit in furnace wiring;
and (b) the child was unable to leave her bedroom, where the temperature reached
110 degrees and vent air reached 130 degrees. The court held that the defendant
should have perceived a substantial and unjustifiable risk that the excessive heat,
in combination with her inaction, would likely lead to the child’' s death.

People v. Manon, 226 A.D.2d 774 (3d Dep’t), app. denied, 88 N.Y.2d 1022
(1996): The defendant mother was properly convicted of criminally negligent
homicide for the death of her newborn where: (a) the newborn died as a result of
under-nutrition and dehydration; (b) the newborn’s deterioration would have been
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readily apparent aday or two prior to his death; (c) the defendant missed a
scheduled medical appointment for the newborn two days prior to his death;
(d) the newborn had lost 27% of his body weight since his last medical
appointment 15 days prior to his death; (€) the defendant left the newborn
propped up on the couch to feed himself despite medical advice not to do so;
(f) the defendant refused assistance from a nurse; (g) there was traumato the
newborn’s arms and ribs; and (h) the newborn died in a“filthy bassinet” in a
home with an “intense odor.”

Peoplev. Neer, 129 A.D.2d 829 (3d Dep't), app. denied, 70 N.Y.2d 802 (1987):
The defendant father was properly convicted of criminally negligent homicide for
the death of hisfour-year-old daughter where: () the girl’ s body was covered
with contusions, lacerations and scars from injuries occurring over time, most
recently between 24 to 48 hours before her death; (b) the girl suffered internal
injuries including contusions of the superficial portions of the brain; (c) an
autopsy revealed injuriesto the girl’ s vaginal and anal areas; (d) many of the
girls injuries were readily visible; and (€) the girl died as aresult of multiple
internal and external injuries and excessive loss of blood. The court found
sufficient evidence to uphold the jury’ s decision that the defendant could have
realized the seriousness of the girl’s condition.

People v. Northrup, 83 A.D.2d 737 (3d Dep't 1981): The court reduced a
conviction of murder in the second degree to a conviction of criminally negligent
homicide of a defendant mother who demonstrated a gross deviation from the
standard of care a reasonable parent would have exercised where: (a) the
defendant had seen her boyfriend severely beat the boy about the head and limbs
with a stick, force him to eat his own excrement and punch and slap the boy in the
chest and face with sufficient force to cause the boy's head to strike a medicine
cabinet, breaking the glass; (b) the defendant later undressed the boy and noticed
redness and bruises about his head and body where he had been struck; (c) the
defendant saw blood in the boy’ s urine and observed him frequently retching;

(d) the defendant failed to obtain or provide medical care or assistance for her
son; and (€) the autopsy determined that ajabbing blow to the child's abdomen
had ruptured his small bowel, resulting in toxemia and death.

These cases make clear that the MV PD employees conduct in this case was not the type
of conduct that courts have found to be within the scope of criminally negligent homicide. In
contrast to the cases cited above, MVPD employees were generally responsive to Ms. Turner.
Ms. Turner made one request for medical attention, and MV PD officers promptly took her to the
MMVH. After the hospital visit, Ms. Turner vomited or retched several times.** When MVPD
employees inquired about Ms. Turner’s condition, Ms. Turner —who had asked for and received

14 The discussion of the number of instances of vomiting or retching in this report is based upon a review of the
Video initsentirety. Constant supervision isonly required for arrestees who are at risk for suicide. Checkingin
every 15 minutes — whether in person or by video — would not have alerted MV PD employees of each time Ms.
Turner vomited or retched.
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medical treatment less than 18 hours prior to her death — did not request additional medical
treatment.

On Monday, July 27, from 11:45 amto 2:11 pm, MV PD employees were present at or
near Ms. Turner’s cell approximately 10 times; during six of these visits the employees either
interacted with Ms. Turner directly or looked into her cell. They also brought her toilet paper
and food. Ms. Turner was able to walk unassisted: (a) to and from her PTSI interview and the
court holding cell; (b) from the court holding cell to cell number 23; and (c) from cell number 23
to cell number 29. Ms. Turner aso interacted with the PTSI employee, who is independent of
the MVPD, and the PTSI employee did not observe any serious medical issues. Finaly, when an
MV PD employee discovered that Ms. Turner was non-responsive, EM S was immediately
contacted. Under these circumstances, the OAG does not find abasis to conclude that any
MV PD employee failed to perceive a substantial and unjustifiable risk that Ms. Turner’s death
would occur or that any such failure to perceive that risk constituted a gross deviation from
reasonable care.

For the foregoing reasons, a prosecution for criminally negligent homicide would be
unsustai nable under the facts presented here. And in light of the determination that no criminal
negligence took place, manslaughter or more serious charges, which require cul pable mental
states such as “reckless’ or “intentional,” are clearly inapplicable.

POLICY RECOMMENDATIONS

The OAG'’ s policy recommendations cover two general areas. First, we recommend that
policymakers consider means of more swiftly bringing arrestees before arraignment judges for
consideration of bail and potential release. Second, we address issues relating to arrestee
medical care.

A. Arraignment Consider ations

Ms. Turner was not arraigned and therefore remained in custody where she ultimately
died approximately 48 hours after her arrest. Ms. Turner was not arraigned because she was
arrested mid-afternoon on Saturday (July 25, 2015) and the next opportunity for arraignmentsin
the City of Mount Vernon was Monday morning (July 27, 2015). On Monday morning,
however, Ms. Turner still was not arraigned, because after being brought from her jail cell to the
court holding cell adjacent to the arraignment court, she indicated that she was not feeling well
and wished to return to her cell.

Recommendation: Expand the Availability of the Arraignment Court by Electronic or
Other Means

New York Criminal Procedure Law requires that when a police officer makes a
warrantless arrest, the arrestee, “without unnecessary delay,” must be brought before a judge and
charged with an offense in an accusatory instrument, such as acrimina complaint. Criminal
Procedure Law 8 140.20(1). The Criminal Procedure Law is silent as to what time period
constitutes an unnecessary delay, but the Court of Appeals has ruled that pre-arraignment delays
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in excess of 24 hours are presumptively unreasonable and must be explained. People ex rel.
Maxian ex rel. Roundtree v. Brown, 77 N.Y.2d 422, 427 (1991) (citing People ex rel. Maxian v.
Brown, 164 A.D.2d 56 (1% Dep't 1990) (“[Thereis] no reason why the pre-arraignment process
cannot be completed within 24 hours.”).

In Ms. Turner’s case, pre-arraignment processing was not completed within 24 hours, as
she was not fingerprinted until approximately 36 hours after her arrest. But even if she had been
fingerprinted in atimely manner, the very earliest she could have been arraigned was Monday
morning (July 27, 2015); Mount Vernon City Court does not convene on Sundays (which is not
uncommon in courts outside of New Y ork City). The most obvious means of avoiding
prolonged pre-arraignment weekend incarceration would be to hold court on Sundays. To the
extent that budgetary constraints make that goal impracticable in the short term, we recommend
that policymakers explore expanding the use of video-facilitated arraignments as an alternative.

Many states, including Florida, New Jersey, and Pennsylvania, have embraced video-
conferencing/closed circuit capabilities for court proceedings, including arraignments.™ In other
states, court proceedings other than arraignments occur without the requirement that the judge,
prosecutor, and defendant (with his or her defense attorney) all gather together in a courtroom.
According to a 2010 survey by the National Center for State Courts, 80% of respondents using
videoconferencing capabilities reported that the technology “helps to administer justice.” * In
Virginia, for instance, the use of videoconferencing has resulted in around-the-clock accessto a
magistrate.’” The states that use videoconferencing for court appearances also report large
monetary savings. For example, in the survey referenced above, Pennsylvania officials
estimated that its taxpayers saved approximately $31 million using video technology.

In contrast, in New Y ork, videoconferencing for court appearancesis hardly ever used.
Less than one half of the 62 countiesin the State are legislatively permitted to employ
videoconferencing.'® Westchester County is one of the 27 countiesin New Y ork where, subject
to certain clearly defined exceptions, a defendant need not appear in person before ajudge and

15 Courts have found that court appearances via video comport with due process requirements. See, e.g., Inre Rule
3.160(a), 528 So.2d 1179,1180 (Fla. 1988) (“[D]ue process does not require the personal presence of a defendant in
a courtroom before a judge when, through mechanical means, he can see the judge and the judge can see him”);
State v. Phillips, 74 Ohio St. 3d 72, 95 (Ohio 1995) (“Arraignment of an accused via closed-circuit television is
congtitutionally adequate when the procedure is functionally equivalent to live, in-person arraignment”);
Commonwealth v. Terebieniec, 408 A. 2d 1120, 1124 (Pa. Super. Ct. 1979) (finding “no unconstitutional prejudice
inherent in [closed-circuit] arraignments’).

16 See http://www.ncsc.org/Services-and-Experts/Areas-of -expertise/ Technol ogy/NCSC-Video-Conferencing-
Survey.aspx.

l7|_d.

18 Where the practice is permitted, the arrestee must first consult with his or her attorney and agree to appear via
video. See Criminal Procedure Law § 182.20.
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electronic technology may be used in lieu of in-person appearances.”® The OAG recommends
that video-facilitated arraignments be considered in Mount Vernon (and in every other
jurisdiction with legislative authority to proceed in this manner). In addition, the OAG
recommends that the Legislature explore expanding this method of court appearance for potential
implementation statewide.

In making these recommendations, we are conscious of, and draw policymakers
attention to, critiques of arraignments performed via video-conferencing. See, e.q., Shari
Seidman Diamond, Locke E. Bowman, Manyee Wong, & Matthew M. Patton, Efficiency and
Cost: The Impact of Videoconferenced Hearings on Bail Decisions, 100 J. Crim. L. &
Criminology 3 (2010). Any prospective policies or legislation should be drafted with focused
attention toward making the entire process fair and equitable. For instance, a videotaped
arraignment policy could include the requirement that if an arraignment occurs by video and the
defendant remains incarcerated, on the next date that court isin session the defendant may
appear in person before ajudge for ade novo bail review. The overarching goal must be to
expedite arraignments without diminishing the rights of arrestees.?

In Ms. Turner’s situation, where shewasill and said that she wished to remain in or near
her cell, arraignment could have been accomplished via videoconferencing had that technol ogy
been in use in Mount Vernon.

Recommendation: Increase the Personnel Authorized to Fingerprint Arrestees
Subsequent to Arrest

The New York State Division of Criminal Justice Services (“DCJS’) receives
electronically transmitted arrestee fingerprints from law enforcement agencies 24 hours a day,
seven days a week, 365 days a year.?* DCJS subsequently transmits information back to the law
enforcement agency confirming arrestee identification, certifying past criminal history, and
providing warrant information.?

19 See Criminal Procedure Law §182.20 and §182.30. Pursuant to §182.30, the following limitations apply to
electronic appearances:

(1) Thedefendant may not enter a plea of guilty to, or be sentenced upon a conviction of, afelony;

(2) The defendant may not enter a plea of not responsible by reason of mental disease or defect;

(3) The defendant may not be committed to the state department of mental hygiene. . . .;

(4) The defendant may not enter a plea of guilty to a misdemeanor conditioned upon a promise of incarceration unless
such incarceration will be imposed only in the event that the defendant fails to comply with aterm or condition
imposed under the original sentence;

(5) A defendant who has been convicted of a misdemeanor may not be sentenced to a period of incarceration which
exceeds the time the defendant has already served when sentence is imposed.

% The District Attorney’s Association of the State of New York (“DAASNY”) isin the process of exploring ways
that district attorneys can appear remotely at court appearances.

2 http://www.criminaljustice.ny.gov/pio/fp_services.htm.

22 See Criminal Procedure Law § 160.30.
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Dueto training-rel ated issues, at the time of Ms. Turner’ sincarceration, the MV PD
authorized alimited number of officersto fingerprint arrestees. Because of the shortage of
designated staff, Ms. Turner was not fingerprinted until approximately 36 hours after her arrival
at the MVPD.?® Accordingly, even if arraignments had occurred on Sunday, July 26, 2015, Ms.
Turner would not have been arraigned, because in addition to the undrafted accusatory
instruments, the court would not have had her full criminal and warrant history. Training more
officersto take and transmit fingerprints to DCJS would allow more arrestees to be arraignment-
ready sooner. We addressed this issue with the MVPD, and the agency isin the process of
expanding its fingerprinting capabilities.

Further, allowing more officers to expeditiously confirm an arrestee’s criminal and
warrant history could have the effect of allowing more low-level or misdemeanor-level offenders
to bereleased on DATS, i.e., desk appearance tickets — either alone or in conjunction with pre-
arraignment bail.%* See generally Criminal Procedure Law §§ 140.20(5), 160.10 (requiring
fingerprinting prior to the issuance of an appearance ticket where the offenseisafelony, a
misdemeanor set forth in the Penal Law, or a misdemeanor not set forth in the Penal Law if the
arrestee has a prior judgment of conviction for acrime). Significantly, the law regarding DATs
generally is permissive; an officer may, but is not required to, issue the appearance ticket for any
misdemeanor offense.”

For many officers, the single most significant factor in the decision whether to issue a
DAT for amisdemeanor is whether the individual has a bench warrant history and is therefore
likely (or unlikely) to return to court. Although general criminal history and warrant information
is available absent a comprehensive DCJS report, the information received from DCJS provides
the most compl ete picture of an arrestee’ s history. Further, the DCJS report proves the best
means of corroborating an arrestee’ s identity.

In Ms. Turner’s case, issuance of aDAT by the MVPD was highly unlikely; not only did
she have awarrant history, but she was arrested for two separate crimes in one day (petit
larcenies allegedly committed at two separate locations). However, fingerprinting earlier in the
process could very well make a difference for other individuals. For instance, if an arrestee
charged with low-level misdemeanor offenses was printed earlier in the process and found not to
have an extensive crimina or warrant history, an officer might chooseto issue aDAT and
release the person from custody in lieu of holding him or her pending arraignment.

% This 36 hour time frame is in excess of the 24 hour period suggested by the Court of Appealsin Maxian.
However, the MVPD may have prioritized fingerprinting Ms. Turner had a court been available before which to
arraign her.

2 See Criminal Procedure Law §§140.20(2)(b), 150.30.

% See Criminal Procedure Law § 150.20(1). Pursuant to Criminal Procedure Law § 140.20(3), in misdemeanor
arrests such as Ms. Turner’s (and most Class E felony arrests), if the police officer is unable to bring the arrested
person before a court with “reasonable promptness’ “owing to unavailability” of the court,” the police officer must
issue an appearance ticket, either with or without pre-arraignment bail. “Reasonable promptness’ is not defined in
the statute. Unlike the phrase “without unnecessary delay” in Criminal Procedure Law § 140.20(1), the Court of
Appeals has not addressed the meaning of “reasonable promptness’ in Section 140.20(3).
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B. Medical Considerations

Recommendation: Update Policies to Require In-Person Arrestee Checks

Pursuant to the New Y ork State Minimum Standards, “the condition of prisoners shall be
checked, by actual visits to cells and detention rooms, at intervals not to exceed 30 minutes.” 2
MV PD officersinformed the OAG that they performed many, if not most, of their monitoring
visits by looking at the cells via closed-circuit television. While the use of closed-circuit
television to monitor arrestees is an appropriate adjunct to actual cell visits, it may not be used
“as a substitute for such visits.”?’

The MVPD policies are imprecise as to whether employees are required to perform in-
person cell checks. MV PD Procedure No. 3.067 (Prisoner Suicide Prevention Screening)
requires aNew Y ork State-certified MVPD Desk Officer to screen each arrestee to identify and
reduce therisk of suicide. After the arresteeis screened, he or sheis placed into one of three
levels of supervision: constant, active, or normal. Pursuant to Procedure No. 3.067, constant
supervision requires “ uninterrupted personal visual observation of prisoners’ 24 hours per day.
(Exhibit C & 8). An arresteeis placed on constant supervision when he or sheis believed to be a
suiciderisk. Active supervision requires “immediate availability to prisoners’ and “ supervisory
visits to be conducted at a minimum of fifteen (15) minute intervals.” (Exhibit C at 8). The
MV PD member must be able to “communicate orally with prisoner[s] and respond [to their
inquiries].” (Exhibit C at 9). Normal supervision requires that the “condition” of a detainee be
checked “by actual visitsto cells at intervals not to exceed thirty (30) minutes.” (emphasis
added). (Exhibit C at 9). However, MVPD Procedure No. 3.067 addresses the screening
process, not the detention process.

The MVPD procedure outlining detention protocols (Mount Vernon Police Department
Detention and Transportation Procedures — TC-1 2006 — 02/27/06) simply requires that
employees “note prisoner activity” every 15 or 30 minutes, without specifying that observations
of prisoner activity must be based upon actual visits. (Exhibit C at 2). Other than requiring a
“[plhysical check of cell block” at the start of a member’s tour, the MV PD detention policy does
not mandate that cell checks entail actual cell visits. (Exhibit C at 1). Further, evenin Procedure
No. 3.067, the phrase “actual visits’ is only used to describe normal supervision every 30
minutes (Exhibit C at 8 - 10).

We have addressed this issue with the MV PD and the agency is updating its written
policies to reflect the state minimum standards. The MVPD now requires prisoner attendants to
perform cell checks in-person, within the appropriate periods of time.?®

%9 NYCRR § 7504.1(a) (emphasis added).
“’ 9 NYCRR § 7504.1(g).
% The N.Y.S. Commission of Correction is the state agency that oversees local prisons. We reviewed the COC'’s

on-site visit summaries for the MV PD for the past ten years. Whilethe NY S COC noted issues concerning the
accuracy of MVPD Jail Forms, it never cited the MV PD for failure to perform actual cell checks.
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We note that compliance with the state minimum standards may require funding for
additional personnel. On the date of Ms. Turner’s death, one individua (Jail Attendant
Atkinson) was responsible for the care and well-being of 28 arrestees at the same time. State and
local policy makers should consider the need to provide additional funding to assure compliance
with al applicable state standards.

Recommendation: Re-evaluate New Y ork State Minimum Standards Concerning
Detainees Who May Need Medical Attention

The New Y ork State Minimum Standards and Regulations for Management of City Jails
—Town and Village Lockups provide that, “for situations of an emergency nature, the facilities
of aconveniently located hospital, particularly emergency ward services, shall be utilized.”*
Further, the National Commission on Correctional Health Care states: “Inmates [shall] have
access to care to meet their serious medical, dental, and mental health needs.”* The MVPD
policy governing Medical Attention to Prisonersis consistent with this standard. The MVPD
policy requires that: “ Prisoners who are apparently in need of medica . . . care shall promptly
receive first aid if necessary, and then be transported to the proper treatment facility.”** (Exhibit
C at 6).

There is inherent ambiguity in what constitutes a matter “ of an emergency nature,” what
“serious medical . . . needs’ are, and how a person “apparently in need of medical . . . care”
presents himself or herself.

The OAG recommends that the New Y ork State Commission of Correction, in
conjunction with the Medical Review Board (“MRB”), re-evaluate the minimum standards to
determine if more specific language would better address when emergency medical care should
be provided to inmates. It would be helpful if the phrase “emergency nature’ could be
elucidated so that police departments and law enforcement officers have better guidance as to
when detainees should be transported to a hospital. Inasmuch as part of the MRB’ s dutiesis “to
recommend such changes as it shall deem necessary and proper to improve the quality and
availability of medical care,”* this recommendation seems well suited to the Board’s mission.

9 NYCRR § 7503.1(a) (emphasis added).

% National Commission on Correctional Health Care, Standards for Health Services in Jails § J-A-01 (2014)
(emphasis added).

3 Mount Vernon Police Department Operational Procedures — PRISONERS — MEDICAL ATTENTION, Procedure
No. 3.064 Revised 1/4/93, (Exhibit C).

% Correction Law §47(1)(e).
21



CONCLUSION

For the reasons stated above, we find that a homicide prosecution could not properly be
sustained under the facts of this case. Thereisno basisto conclude that any MV PD employee
failed to perceive a substantial and unjustifiable risk that Ms. Turner’s death would occur or that
any such failure to perceive that risk constituted a gross deviation from reasonable care. The
OAG has recommended, and the MV PD has taken steps or has agreed to: (1) ensure that MVPD
employees perform required cell visitsin person and update MVPD’ s policies to reflect that in-
person visits are required; (2) take administrative action relating to Prisoner Attendant Atkinson;
and (3) expand the MV PD’ s fingerprinting capabilities. Finally, the OAG calls upon:

(a) policymakers to address means of more swiftly bringing arrestees before arraignment judges
for consideration of bail and possible release; (b) the COC, in conjunction with the Medical
Review Board, to reevaluate the minimum standards and determine if more specific language
would better address when emergency medical care should be provided to arrestees; and

(c) policymakers to address the need to provide funding for the staffing required to ensure
compliance with state regulations concerning the care of arrestees.
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Medical Examiner's Autopsy Report 001

AUTOPSY REPORY

M2015-1581

Report of death by Dr. Benjamin Bristol M.D., Medical Examiner

Name: Raynette Turner
Residence: 408 South 2nd Avenue Mount Vernon, NY

Place of death: Mount Vernon Police Depariment

Age: 42 Sex: F Race/Ethnicity: Black

Of Death: 7/27/2015 15:08
Date & Time Examiner Notified: 7/27/2015 15:11
Of arrival at scene; 7/27/2015 16:28

Reported By: PO Allen
Primary police agency: Mount Vemon, NY Police Department

I hereby certify that I, Dr. Benjamin Bristol, MD have performed an autopsy (in
the presence of Dr. Richards) on the above named person at’the Medical
Examiner's Facility, Valhalla, NY., on 7/28/2015 10:30 a.m.

signed: O (5. TS

'Dr. Benjamin Bristol
Pathologist/Medical Examiner

A certifiad true and correct COpPy

KB Basth o

“Ofiice of the Medical Examiner
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AUTOPSY REPORT
NAME: Raynette Turner
CASE NUMBER: M2015-1581

EXTERNAL DESCRIPTION:

The deceased is a 42 year old black female who measures 5 feet 5 inches
and weighs 192 pounds. The deceased is in a full state of rigidity. The body has
posterior fixed lividity which is purplish red in color. The head is normocephalic,
atraumatic. The face is congested. The scalp hair is long and black in a bun in
the back. The indes are brown with white sclerae. The conjunctivae are
congested without petechiae. The mouth is partially edentulous. Dentures are
received in the bra of the deceased. The nose has a small amount of dried
yellow phlegm coming from it. The neck has the trachea in the midline. The chest
is well expanded and symmetrical. The breasts are soft on palpation. The
abdomen is siightiy protuberant with what appears to be several old laparoscopic
scars and a suprapubic Pfannenstiel type scar. The genitalia are normal extemal
fermnale genitalia. The extremities are symmetric. There is toenail polish. The left
forearm has three old fine scars measur{ng ¥ inch each. The fingemalls are

frirmrned. The back is free of trauma or deformity.
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AUTOPSY REPORT
NAME: Raynette Turner
CASE NUMBER: M2015-1581

PRIMARY INCISION:

The body is opened by the usual Y-shaped thoracoabdominal incision.
The abdominal pannus measures 1 % inches in thickness. The pericardial sac,
pleural cavities and peritoneal cavity are free of excess fiuid or adhesions.
CENTRAL NERVOUS SYSTEM:

The scalp is reflected by the usual intermastoid coronal incision. The soft
tissues of the scalp are unremarkable. ‘l‘he; underlying skull bones and dura are
intact. The brain weighs 1500 grams. The leptomeninges are thin and
transparent. There is no evidence of epidural, subdural or subarachnoid
hemorrhage. The sulci and gyri are unremarkable. The gray and white matter is
well delineated. No lesions are seen within the brain parenchyma. The
cerebellum, midbrain, pons and medulia are unremarkable. The biood vessels at
'!he base of the brain are thin walled and widely patent. The soft tissues and
rnuscies of the back of the neck in the upper cervical region are reflected through
the same Incision and they fail to reveal hemarrhage. The tectorial membrane is

incised and no hemorrhage is seen in the ligaments. There is no hemorrhage in
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AUTOPSY REPORT
NAME: Raynetlte Turner
CASE NUMBER: M2015-1581
.3

the anterior paraspinal muscles. The cervical spine is intact on inspection and
palpation.
CARDIOVASCULAR SYSTEM:

The weight of the heart is 370 grams. The epi‘cardia! surface is normal.
The coronary arteries are large vessels with no atherosclerosis. The
endocardium is smooth and glistening. The myocardium is brown and meaty.
The valves are thin and pliable. The valves meésure as follows: aortic 6 cm,
pulmonic 6 cm, mitral 8 om and tricuspid 12 cm. The left ventricle wall thickness
is 1.4 cm while the right ventricle measures 0.3 om in thickness. The aorta and
major branches are thin and pliable.
NECK:

The soft tissues and strap muscies are dissected in a layer-wise fashion.
There is no hemorrhage into any of the structures of the neck. The hyoid bone is
intact. The larynx is a pliable cartilaginous structure without obstruction. The
thyroid is of usual sized brown colioidal gland. The trachea is without

obstruction. The laryngeal and tracheal mucosa is unremarkable.
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AUTOPSY REPORT
NAME: Raynette Turner
CASE NUMBER: M2015-1581

RESPIRATORY SYSTEM:

The weight of the right lung is 650 grams and the left lung 570 grams. |
The kings are voluminous, touching in the midline with abundant edema fluld on
cut section and in the bronchi. The pleural surfaces are gray. The parenchyma
is a soft gray-red in color. The pulmonary arleries are patent,

- GASTROINTESTINAL SYSTEM: _

The esophagus is lined by intact mucosa. The stomach has usual rugal
folds, The stomach contains 12 cc of yeliow fluid. The stomach has a small
volume and has had a gastric operation {gastric sleeve). A metallic patch covers
the fundus of the stomach. The small and large bowels are unremarkable, The
appendix is present.

LIVER:

The weight of the liver is 2300 grams. There is no gallbladder. There are

staples in the gallbladder fossa. The capsule of the liveris intact. Theliverisa

dark brown, soft organ.



.Medical Examiner's Autopsy Report 006

AUTOPSY REPORT
NAME: Raynefte Turmmer
CASE NUMBER: M2015-1581

SPLEEN:

The weight of the spleen is 200 grams. The capsule is intact. The
parenchyma is dark red with a myriad of enlarged white follicles.
PANCREAS:

The pancreas is of usual adult size and has sofl, tan lobular parenchyma.
ADRENALS:

The adrenals are normally situated, have yeliow cortices and brown
meduliae.

GENITOURINARY SYSTEM:

The weight of each kidney is 225 grams. The capsules are intact with a
smooth cortical surface. The collecting system is normal. The bladder has focal
erythematous mucosa. The internal genitalia, including the uterus, fubes,
ovaries, cervix and vagina are unremarkable except for the presence of several

staples in the broad ligament. There is § mi of urine.
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AUTOPSY REPORT
NAME: Raynette Turner
CASE NUMBER: M2015-1581

MUSCULOSKELETAL SYSTEM:

The muscies are well developed. The skeletal system is intact on
inspection and palpation. The back is dissected in a layered fashion. There is
no trauma to the back.

LYMPHATIC SYSTEM:
There is no lymphadenopathy.
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AUTOPSY REPORT
NAME: Raynette Turner
CASE NUMBER: M2015-1581

=G
PERTINENT ANATOMICAL FINDINGS:

1. CONGESTION AND EDEMA OF LUNGS

2. STATUS POST CHOLECYSTECTOMY

3. GASTRIC PATCH WITH REDUCTION IN GASTRIC VOLUME
(GASTRIC SLEEVE)

4. FACIAL CONGESTION
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AUTOPSY REPORT
NAME: Raynette Turner
CASE NUMBER: M2015-1581

CAUSE OF DEATH:
PENDING FURTHER-STUDY-AND-INVESTIGATION

Card’fw"ie jalz) tith M/SCQrJ?a) ﬁ‘gm)c‘;; C}tl"ﬁmb
Use of Cocame ad Morphie

Mmc(.‘ f\/ﬁ‘h’/ﬁl

@? A 0 Iols s

Bristol, M.D.
Pathologist/Associate Medical Examiner
B8:dmr

August 3, 2015
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AUTOPSY REPORT
NAME: Raynette Tumer
CASE NUMBER: M2015-1581

TOXICOLOGY:

CARDIAC AND FEMORAL BLOOD, GASTRIC, URINE, LIVER, BRAIN
AND OCULAR FLUID ARE SUBMITTED FOR DRUG AND ALCOHOL
ANALYSIS.
HISTOLOGY: .

SECTIONS ARE SUBMITTED AS WELL AS RETAINED,
VIRAL CULTURES ARE TAKEN. VITREOUS CHEMISTRY IS PERFORMﬁb.

in;amm Bristol, M D.

Paﬁzoiogistmssociate Medical Examiner
BB:dmr

August 3, 2015
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MICROSCOPIC EXAMINATION

NAME: Raynette Turner JOB NUMBER: M2015-1581

Heart (8): The endocardium and epicardium are unremarkable. The myocardium
shows hypertrophic myofibers and foci of fibrosis.

Lpngs {8). Congestion, edema and emphysema are noted. Sparse scattered
lymphocytes are present in submucosa of bronchus.

Spleen (1): The follicles are unremarkable. The sinusoids are congested.

Pancreas (2). Partly autolyzed.

Liver (1) Acute congestion is noted. The hepatocytes reveal microvesicular cytoplasm.
Kidneys {1): There are nommal tubules, spiral arterioles and glomerull. No Kimmelstiel-
Wilson lesions are noted. Histology is wéll preserved.

Adrenals (1) There is a congested layer of glomeruli, fasciculi and reticulanis. The
medulla of the adrenal is unremarkable.

Thyroid (1) Unremarkable

Brain (1): There are normal amphophilic neurons and no ischemia is present.
Appendix (3). The appendix shows obliteration of the lumen.

Esophagus (1) Unremarkable

Large and small intestines (2): These are well preserved tissues without inflammation
and without neoplasia.

Uterus (1); Endometrial glands and myometrium are unremarkable.
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MICROSCOPIC EXAMINATION

NAME: Raynette Turner JOB NUMBER: M2015-1581

Bone marrow (1) Normal adipose cells are present along with normal bony spicules.
Myeloid cells and erythrocytes are in normal numbers.
Pituitary (1): Unremarkable

Benjamin Bristol, M.D.

Pathologist/Associate Medical Examiner
BB:dmy

September 23, 2015
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M2015-1581

Divistan of Fommnsie Taxivslogy
10 Dana Road Vaihalia, NY 10585

TOXICOLOGY REPORT

Deceased: Raynette Turner Age: 42 Years  Dr. Benjamin Bristol

Samples Submitted for Analysis

_X_Bicod (Site: Heart) _X Urine _X Vitreous Humor _X Liver X Brain X _Gastric Contents
_X_Bhod-Femoral

Received Date: 0773012015
Drug Screen {Confirmed and Unconfirmed)

Specimen Resuit Technigue
Biood T-aminoclongzepam, zolpidem, ecyonine methy! ester, A or TOF
ievarnisole, duloxetine and aripiprazole present ’
Urine T-aminoclonazepam, aiphahydroxy-aiprazolam, cocaine and 1A
morphine present
All Confirmed Rasuits Below

Aﬁdommmmmmmmmpmzsmmmmm

Specimen omponent Result Technigue
Blood {Heart) Ethanol Negative GCFIR
Blocd (Heart) T-aminoclonazepam 11 ng/imi LCMSMS
Urine T-aminocionazepam 1370 ngfmil. LOCMSMS
Biood {(Heart) Alpha-OF-alprazolam Not detected at a concenfration of Sng/fml. LCMBMS
Urine Alpha-OH-alprazolam 48 ng/ml LCMSMS
Biood {Heart) Alprazolam Not detected at a concentration of Sng/ml. LOMSMS
Lrine Mprazolam Not detected at & concentralion of 27ag/iml.  LCMSMS
Biood (Heart) Cionazepam Not detected at 2 concentration of 5ngfml.  LCMSMS
Uring Clonazepam Not detected at a concentration of 27ng/ml.  LCMSMS
Blood {Heart) Zoipidem Present less than § ng/mi. LCMSMS
trine Zolpidem #4S for testing LCMSMS
Biood (Heart) Benzoylecgoning Not detaciad at & conceniration of 0.02ugiml. GOMS
Urine Benzoylesgoning 2.30 ugiml. GCMS
Blood {Heart) Cocaine Not detected at a concentration of 0.82ug/mlL GCMS
Urine Cocaine Present less than 0.12 ughml. GCMS
Blood (Heart) 6-Monoacelyimorphine  Not detected at 2 concentration of 10ng/ml.  GOMS

Signature: M gé"‘i: glavhs Report Date: 8/24115
T Elizabefh Spratt M§, PLABFT (Director of Toxicology)

201B0UG 29 14
Page 1 0f 2 '
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n:ulsm Fumnak: M2015-1581
10 Dana Road Vathalia, NY 10585
TOXICOLOGY REPORT
Deceased: Raynette Turner Age: 42 Years  Dr. Benjamin Bristol

Urine &-Moncacelyimorphine  Not delecied at @ concentration of 80ngimL  GCMS
Vitreous Humor 6-Monoacetyimorphine  Notdelecied at a concentration of 10ngfmi.  GCMS
Biood (Hearl) Codeine Not detected at a concentration of 0.06ug/ml. GCMS
Urine Codeine Not detected at a concentration of 0.25ug/ml. GCMS
Vitreous Humot Cotleine Not detected at & concentration of 0.06ug/mi. GCMS
Biood {Hearl) Morphine Not! detecied at a concentration of 0.08ug/mi. GCMS
Urine Morphine 0.28 va/mi GOMS
Vitreous Humor Morphine Not detected at a conceniration of 0.08ug/imL. GOMS
Bilood (Heart) Duloxetine Presont less than 0.05 usg/ml HPLE

Sisnaww;,_W
Efizabfth Spratt MS,

R/ /AS  Report Date: 8/24/15

-ABFT {Director of foxicology)

Page 20f 2
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WESTCHRSTER COUNTY

DEPARTMENT OF LABORATORIES AND RESEARCH
MICROBIOLOGICAL SERVICES

10 Dana Rd., Valhalla, NY 10595

John H. Woilk, ¥M.D., Director

914-231-1610 FINAL

Patient : TURNER, RAYNETTE Lab MRN: MX00033757

Client : MEDICAL EXAMINER Station:

Client MRN: pos: [ s 73 Age:42 BSex:F

LABORATORY REPORT

Ordex#: BE290035 Requested by: BRISTOL, BENJAMIN

Source: Tissgue Collected: 07/28/1% 11:08
Spleen . Received : 07/29/15 13:34

M2015-1881

GENERAL VIRAL CULTURE : ® PINAL 68/19/15 15:52

esf1s/1s Virus not isoiated.

CLIA §:33DOBSTIEL BLAP §:11844 Legend: W - NEW RASULT ** . BRSULT WAS MODIPTED APTER ¥INAL STATUS S
Patient : TURNER, RAYNETTE Lab MRN: MX00033757

Weatchegter County Department of Laboratories and Rasearch ~ Microbiologlical fServices
4 of 3, 25 of 64 PRINTED 0871972015 17:05 Page: 2 of 3



Patient : TURNER, RAYNETTE
Client : MEDICAI. EXBMINER
Client MRN:
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WESTCHESTER COUNTY

DEPARTEENT OF LABORATORIES AND RESEARCH
MICROBIOLOGICAL, SERVICES

10 Dana Rd., Valhalla, NY 10595

John H. Wolk, M.D., Director
914.231.3610 FINAL

Lab MRN: MXCO033787
Station:

DORE: 1273 Rge:42 Sex:F

LABORATORY REPORT

Orderfi: B5290034
Source: RECTAL

Requested by: BRISTOL, BENJAMIN
Collected: 07/28/18 00:00
Received : 07/29/15 13:34

M2015-15881

Collection time not specified.

GENERAL VIRAL CULTURE B FINAL 08/18/18 15:51

psrssis ** Virus not isolated.

CLIM F:33DD657961 FLAP #:1i844 tegend: ™ - NEW RRSULY e« . RESULT UAH WODIVIED AFTER FIMAL STATUS 8

Patient : TURNER, RAYNETTE

T.ab MRN: MR00033757

Westchenter County Department of Laboratorios and Research - Microbiological Sexvices
3 of 3, 26 of 64 PRINTED 08/19/20%5 17:05 Page: 3 of 3
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WESTCHESTER COUNTY

DEPARTMENT OF LABORATORIES AND RESEARCH
MICROBRIQLOGICAL SERVICES

10 Dana Rd., Valhalla, NY 10598

John H. Wolk, M.D., bDirector

814-231-1610 FINAL
Patient s TURNER, RAYNETTE Lah MRN: MECC033757
Client : MEDICAL EXAMINER Station:
Client MRN: poR: 372 Age:42 Bex:¥

LABOGRATORY REPORT

Ordexii: B5290036 Requested by: BRISTOL, BENJAMIN

Source: Lower respiratory Collected: 07/28/15 1i:10
LUNG TIS&8UE Received : 07/29/15 13:34

M2015-1581

LOWEBR RESP VIRAL CULTURE B FINAL 08/19/15 15:53

serisr1s W% Virus not isoiated.

CLEA §:33DOS57961  NIAP #:11844 Legend: ® . NgW ESOULT ** - RESULT WAS NODIFIED AFTHR VINAL STATUS §
Patient : TURWER, RAYNETTE Lab MRN: MX00033757

Westchenter County Department of Laboratories and Research -~ Microblological Hervicea
10t 3, 24 of 64 PRINTED 08/19/2015 17:05 Page: 1 of 3
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Approximate Age:
Sox:
Celor of Skin:

Bevalogment:
Haight {(est.meas.):
Weight (ast.):
Body Build ;
Niutrition:
Hair:
Sealp:
Pubio
Face:
Other-

Eyes:
Color;
Conjunstivae:
Mouth:
. Teath;

Proasts:
External Genitalia;
Sidn (Ene. scars, tattoos, ancmalies, ete.)

Extemal Pathology (Tnel. travmal

Rigidity: —
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Depurtment of Laboratories and Research
Office of the Medical Ezaminer

10 Dana Road, Valhalla, NY 10595
9314-251-1600

mawe (S-S
pate_Fl2zhs
POLICE JURISDICTION: (11 iéé‘m
MD. MEDICAL EXAMINER: m mnp

xxmn‘rmn__L @f\;)b sl supica INVESTIGATOR S M < Donne (1

DATE/TIME OF ARRIVAL AT SCENE: TH q3° pp

("-'
NAME OF DECEASED' |, 1\, 7
LAST KNOWN RESIDENCE: M- Ve,
BopY FOUND AT: Ty 7of, M- V.

DOB/AGE: 4(.{1.;2,,4,,-1?73 SEX: | RACE: (BLacKk
PRONOUNCED DEAD BY: Prock ste
DATE OF PRONOUNCEMENT: 7 f2:3 me 308 2

FACILITY WHERS PRONOUNCED: /M - Vernor PP
INFORMANTS: Sgston , P.O0. — Hewpuvz, (ass NEXTOFKIN: /(.
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Oitice of the -
0 Darst Roadd, Valtiella, New York i35
Tol: (99412011500 Fax: {946 2314712
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Heindisog: {Contonts) w_) Y/ \
Jewalry: (Deseribo) pa
A
Listod by: - M O crk | A 157
Rocelvad all Zems as listad ahova: DA 7

\

E— Pl
s 2. S el 7



Medical Examiner's Autopsy Report 026

DEPARTMENT OF LABORATORIES AND RESEARCH
% Division of Rorensic Sefences LAB NO; F2015-1495

Vatha!!a,l%’}(!%?ﬁ Report#: 1
SOURCE OF REQUEST:  Maedical Examiner (W.C.3 NY AGENCY NO.  M2015.158)
DELIVERED BY; AutAss) Alex Collad DATE & TIME:  8//2815 @ 1147 frs,
DECEASED: © BAYNETTETURNER
SPECIMEN:

The foltowing irems were vecsived from and previously deseribed by Kavin MacLaren of the Forensic Bivlogy
soction:

1 4. Bingornai} clippings- loft hand
1.5, fingeenail clippings- right hand

For informetion regarding other toms in shis case, please refer ta 8 report by Kevis MeeLaren.
REQUEST:

Examine for tace svidencs,

RESULTS 7 INTERPRETATIONS:
Lroas and stereomicrossopic inntions were conducted and the following observations were made:

$.4} Pive {5) clippings are presest, Ono (3} cBpping hes a smali amouat of reddivh-hrows material adbering.
Trace evidenice way observed and was coliestad. The coflected truce svidence consisis of ftbers, minemsls,
a gray colored peint-iike chip and other trnee materials.

1.5} Five (5) clippings are present. Tracs evidence wes observed and was coliceted, The eoflucted traze
svidenae consists of fibers, mimerals, two dask colored Bsirdike fragments (withowut roats) and other trace
materiats,

The fingernei! clippings were wansfarrsd to Kevin MacLaren for possibls addftions] atalysss, Pieasa refer o his

feport for resulia,

Fhe collected trace evidence will be mirinad a1 the Forensic Leheratory pending possivie future analysis and/or
vomparison to other submdssions,

iy

Danied Rathenbarg
Foreasic Science Specintist
4615

This depot docs et constiune the spthon anye fle, Copios of not,
For defintans of stendardlond v wied b2 repmting, 30 19 Ws

rehaned o Shis cane et evalioble upon RRUSL

Doc #-TRA-F039 051415 " Approved by: Suparvisor- Trace Section Page I of 1
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Department of Laboratories sad Kesoaonhs |

et O A O

UkDane #d. Weste
Valhails, Now York 10595 LabNo.  ¥2015-1408 %

Phone: (914) 251-1630 Sebmission# T

REQUEST FOR EVIDENCE EXAMINATION

Befel Description and Agrncy Ty P mopersy £,

lmwiwmmmwwwmmmnmmm Einpd hair, Bobichaiy, and Slood-

To be Completed Tpon Submision
Sotreiver: Ressiver
Ak At Alux Collade Sunan M. Tenos
tust mechot() wilbesoite at dhe dscntion f e aboraty ne

Coritents of purirging are sot inventarfed ot s of recsipt.

Do - A -FIN pi-volr] Appyorved: By: Gueility Assurnnce Muneper Page Tt
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ST SIS Page 1 of1
Westrhestor Lot v Aualysis €5 Packing Stp
Casa [nformation

Selll deeimnkal!y !e i.ab. (BMIS @ 1E2Yy

Bepartment C&mﬂﬁﬁ&lﬁﬂi Subsmisgion 8 1

Depariment; Medical Exeminar (W.C), ¥ [80593 / Uiy Name; Alexendar Collade
Degmrement Case: M251 51585

* Submlsdon Nawbwee:|

* Case Offienr Plck: Dr. Bristo) gum Ipnai

= Officer Neme: Dr. Brissa w-a m ““"
* DRcer Phoner 7311660 i til t

Recovery Dater B7/H7014 K. el &‘
* Offenss Lascwtion: Maynt Viamon Police Drpretment.,? Rovsevelt Squane N

* dduerds: Mount Vamon

* Cuss Type: Death Investigation

* Has Prov Evid Reen Submited: No

* Case Commyents: Doc was bring beld in fraliot station jail

Sebmission Ixformation
+ Delbvery Type: Hand Dalivered
+ Commesti Nops
+ e Sesly ORAATGS
» Teltphanes: 2313600
* s The Eviderree Spalect: Yo
* Are Fhe Seals Inftlsted: Yoo

Newie Informsation

One isbeded wnd cealed sluric g
comaining: Nxils, Nail cligper, Head
i, Pubi barir, ad Biood.

[MERIT
bag  fIMEKR

h:zps:f!smmiﬂ.wes&cbcmrgov.comhvehpteiaghwbmiagxﬂl!@q&ktplﬁx?alz?iguuﬁ)mvis‘,. 8/4/2015
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Mamorendum

Department of
ré::;: %ﬁ:‘:&? Laboratories and Heseaveh

Deparunnt of Labapninaiey sad Recenrch

Kujlats dshur, MD,
Frthalgrdadiral Examinve

July 28, 2015
Mount Vernon Police Dept.
Yohn Rolsnd, Chiof
2 Roosevels Square
Muust Vemon, NY 16550

#MU015- 1581

‘This office has investigated the death of Raynette Tomer, who fived at 409 South Znd
Avenue Mount Vermnon, NY and died st Mount Vernon Police Bepactmant, on §7/27/2615.

Based on an investigation and a postmortom cxamination (with withewt) sutopgy, the
cause of death has been cortified as:

PENDING FURTHER STUDY

¢
Sigiwd@fs %\ rt\[ s MDD,

sociate Medicsl Examiner

Please fiurnish this office with a copy of the Polire Report

10 Dusa Bond Miesial Examatoer Foreaiz £

wxicglogy  Fublis Hoalih

Valhialis, New Yok (0595 Tl {93470 ot TH DTG T {016 2311610 (Missobilogy}
T, (914 2hi-A7L8 Fan {91421 41T Fax QU ZILIME  Tel {9141 3511600 {Envisunmentat)
Fx (31833311778 - Pax (P43 204101

Rev. i 2.7-05/3)
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DISTRCT #..... .
REGISTER #
STATE OF NEW YORK STATE FLE 8
DEPARTMENT OF HEALTH
VITAL RECORDS SECTION
Medical/Burial Death Correction Report
Neme of Degeasad Dieie of Taati T Blace of Deat
it
OF | 27 MOUET VERNDN, NY
200 P SRR, CHES AT O, PENCHRL B, LAXCATIEN, 50y ot Bed shwin)
mmmm

). REGHTHAFTIN HLRER,

P30, URHATRE D8 ARTHRTRAR. W jman

L. SKHFATURE OF EUKERAL TIRESTOR T, FECHSTRATEON HLAHER,

UL £ REROVAL PLANT LT Gy, 20it, DATL ’
o : e S

284, CERTIFICATION ¥ fine ot of oy

LT N

e, daalh dristind ot the Ume, date anet slars @0 Sue o tha coyges stated.

" FART . DTHES SHSFHMNT SORBETRONS SOTHOLY 06 1]
DEATH FZY NOE ATUATED TO CAUSH RVEN i FAR

E m "'“'" gm (B BT ST Py ar b,
3 |[3M-W znw BIAALTZ MEREHTY
o ]

AL Mgt gi Eﬂ

e Cartifying Phystotan (am 250996

| sffitm urider pursadiies for perfury that the kviormation ghves i the

above is e and comect informatinn & be addes i the original cerl e the Socnd roglatrars

Lo mumww Lk
~
'g,,(,(Zas')ﬁ:I M0 1A w.n tober 6, 201§
o ba complated by regiahar of vite) giatistice:

The shave istemesion has been added to the lncal record of death on fils in this ofice.

[ [ -

1209 {0005

Tz

b ol the ceriificate of dents for e deceased paraon idedifiec |

et



Westchester

govecom

Hobers P. Astorino
Loty Executive
Deparyment of Laboratories and Research
Funilats Ashar, M.D.
PathologistMadical Bxaminer
Mt. Vernon Police Department
John Roland, Chief

2 Roosevelt Square
Mt. Vernon, NY 10350
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October 5, 2015

# M2015-1581

This office has investigated the death of Raynette Turner 42 year old black female , who
hved at 409 South 2nd Avenue Mount Vernon, NY and died at Mount Vernon Police

Department, on 7/27/2015.

Based on an investigation and a postmortem examination (with witheut) autopsy, the

cause of death has been certified as:

CARDIOMEGALY WITH MYOCARDIAL FIBROSIS; CHRONIC USE OF COCAINE

AND MORPHINE

NATURAL

10 Dans Road Madical Examiner
Vathalla, New York 10595 Tel: (9142311630
Tel. (914) 231-1715 Fax (1) 231472
Fax (5143 2351772

{Rev. 12-7.05/c)

Signed: ‘1/)744 ?)"\:‘3)&\

, M.D.

Associae Medical Examiner

Forensic & Toxizclogy
Tel (914} 2311830
fax ($14) 231-1798

Public Health

Tei (914) 231-1616 (Microhiology)
Teh. (914) 231-1620 {Environments!)
Fax {914) 2311772
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Office of the- Medical Exanyiner MEW #

COUNTY OF WESTCHESTER, N.Y.
Report of Investigation - Page 3 -

Raynette Turner
MZ2015-1581

CHART AND HOSPITAL SUMMARY:

42 year old black female wit

B ¢i<d in jail on 7/27/15 at 3:08 pr. [N

PT | FIY | HOG | WEC | HEMATOCRIT | PLATELET | POLYS | ELECTRIGVTES | DUN | CREATININE | AST | ALT | BLISUMN | SRON

COUNT SOMIUM — 141
POTASSHIM -
19
100 | 257 | W 1312 | 400 265 £3% CHIORIDE-I1ID] 13 | an 6 [0 |02 54
o2 - 29 I

Tests on B12 and iron were normal, thyroid tests were normal, urine analysis was

unvemartavie. [

7/26/15 - While in jail she was taken to Montefiore/Mt. Vernon hospital which is
adjacent to the jail. Her chief complaint at the ER was “needs medications.” Her
outpatient medicine regimen is noted as follows: Cymbalta {orally 2x day),
Enalapril (orally 1x day), Abilify (7 mg, orally 1 x day), Ambien ({10 mg, orally 1 x
day), and Xanax {2 mg, orally 2x day). She was also prescribed Clonazepam
{Klonopin, 1 mg orally 1 x day} and Duloxetine {60 mg, orally 1 x day). Her vitals

ME8b/6-78
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- Office of the Medical Examiner MEW #
COUNTY OF WESTCHESTER, N.Y.
Report of Investigation - Page 3 —

were normal. femperailie Wds 9/7.9 deprees Fanrenieit. fer neartrate was
beats per minute. Respiration is 18. Systolic and diastolic is 122/82 and pulse

oximeter is 100%. No current laboratory information was available at Montefiore
Mt. Vernon hospital.

7/27/15 - The ambulance service Transcare records the death note. Ms. Turner
was found lying supine on her bench. No sign of trauma was visible. Lividity was
noted to the back. There was no rigidity. Time of death was 15:02.

({S?/\ (E({Y]'O‘, My

Benjamin Bristol, M.D.

Pathologist/Associate Medical Examiner
BB/dmk

August 17, 2015

MESL/6-78



MVPD Policies and Procedures 001

Check all transpont equipment.... don’t forget the chaing,
. AﬂPﬁsoanmpﬂtyistobobaggedsndtaggedm'itWiHmtbe&ccepw&
****Verify that all Prisoper Forms have been completed - See Forms Section

All prisoner vﬂmbimmdmupmmnﬁmompmymatﬁmcof

transport, saidpropmywilinazbemaptadby ComJaﬂaﬁetmmpon,

Thmisnosim'ngemaazHQ/CeHblackforpﬁsomrpmperty.
weR*Verify that all Prisoner Forms haye been completed - See Forms Section

. Detention
Start of Tour: Debrief previous Jailor/Officer on Cell Block conditions and Prisoner welfare, .

Physical check of ce]] block - condition of cells, holding ares, interview room, a)
locking doors inchuding entry/egress, elevator - note a]] defects in cell bloek,

Complate Jai, “Day Book,” Physicaliy check that Jjai, eoutpment ;5 present and
operationa.,
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Monitoring: Refer to and note on Cell Sheets
(City of Mount Vernon Police Department Jail Form)

Routine - Nots pnsoner activity every 30 mmutes... lying down, sitting...
Also note any other ACtivity upon occurrence... such as, meals,
Printing/photo’s, legal aide, brought to court, hospital., ete,

Active - Note prisoner activity every 15 minutes... same a8 above
Constant - Steady, uninterrupted watch... same as above,
#senes Document any special conditions briefly....such a8, medical condition(s)

and treatment received... erratic behavior/injury... damage 1o cel}
and comesponding notification and report number(s).

This form is to begin at the start of each day, (Midnight Tour), and is to be used
throughout each tour, g )

Midaight Tour starts sheet by filling out -
Date: Today's date then skip to bottom section. _
Bomom section - From: Arrest (or if they came from County Jail and were held by us ovemnight put
("Gl ...oote thigis not a common occurence),
To: Lef blank at start of tonr
Status: Either - mm/mmm or write in the word Megdical if

Prisoners Name: Lagt, First

Sex: M for Male, F for Female

Warrant: Qutside ageacy(ies) acronym, i.e, NYPD

Meals: Check appropriate boxes ss completed, B for breakfast, L for Lunch D
for dinner.

Ceil #: Cell prisoner placed into,

Day and Evening Tour’s complete sheet 2 appropriate -
Topseenon - * Meals Served By: Name of person serving prisoner meals
Desk Officer: Print name of Desk Boss
Transport Section: Every box to be cormpleted including departure and return time
Bonom secnon - From: Prisoners that come in from County Jail put ~CJ.» :
To: As appropriate, i, e, “CL" “DAT" for Desk Appearance Tickeat, “Baj.”
“Bonded™ releasec via Bondsmen procedures, "ROR™ for Released or Owp
. Recognizance.
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ORGAMIZATION

Article No, XT3
PRISONER ATTENDANT
Page 1 OF ;
Date Issued 174/93 Effective 1/18/93 History OPS-92.03 ! Revised 1/4/93

SUBJECT: PRISONER ATTENDANT
PURPOSE:
To establish a position within the Department structure respoasible for escorting, care and
safekeeping of prisoners while incarcerated in cells at the Mount Vernon Police
Headquarters/Court Facility lockup.
1. The Prisoner Attendant shall be under the jurisdiction of the Support Services Division
PRISONER ATTENDANT:
2. Generally the duties of the Prisoner Attendant shall be:
Maintenance of Department Jail Form;
Maintenance of Prisoner Transportation and Meal Report;
Maintenance of Cell Block Damage and Equipment Log Book;
Escorting, Care and safekesping of prisoners;
Care and safekeeping of prisoner’s property within cell block area,

Serve meals to prisoners; ’

Maintain record of visitors in Transportation Log Book.

O T omoY o0 w »

Periodically make inspections of prisoners:

Responsible for the good order of the cell area keeping corridors and cells ciear
of obstruction,

1. Responsible to report any and al. damage or non- functioning equipment in
cellblock area. -

K. Render first aid treatment to prisoners:

=

Assist Desk Officer on booking procedurss and any re aed duties.

W Any other dutiss as designated by the Poiice Comm zsioner

——



MVPD Policies and Procedures 004

OPERATIONAL PROCEDURES

Prazedure No. 3.050

Page 1 OF 2
Revised 1/4/03

TcWMMmMuam&MwmmmMm
Seﬁmlﬁ&&dh%hﬂﬁoﬁmhwmmﬁwmw@maaﬁoﬁu

Mmm&theﬁqm”wﬁxm'mbaﬁmem&Mhmm
mmAppmm'i‘iolmnpon&emm

NOTE: Section 1350.30 reads thet desk Officers “MAY™ fix such bail, They are not mendated to do
” -

POLICY:

1. mmmmdeMbyMOEm.ﬁﬁhufoﬂm .
A Chm"E"Pe%miu—Nottomwd$75&00,N0bﬁlmbegimmméfalhwing
charges:
m Seeamzso.zs-xqas"«?m
2) Section 130.40 - Sodomy 3 degree
3) Section 205.10 — Escape 2* dogree
{4) mm.1?~mmmmymmz'&m
63} wm.lsummmmmw
()] SaﬁmZISﬁsrﬁaﬁJmpingz"dnyu
B. Clam“A”Mism-Nmmwssw;
C, CIm“B’orUmimiﬁedMudamm«Nmmdszm;
D, VMMWM&)»MNM&N}.
Note: mwmwwnmmmmmwwmq
Marfinana 22165 (Violation). IutkﬁMﬁedquﬁuMkam
Ammma.mmﬂarsof&awmm
2, NoAppcmmTiekmmnybeisweawhﬂeComisinsessim

3. NoAppmmeﬁckeuﬁxClassA,B,c,wDFdonyAnmmﬂCImEFelmyAxm
listed in Section 1A abave,

4. NoAppem'ameTicketsfaAnemdbmem



MVPD Policies and Procedures 005

PROCEDURE NO. 3.050 P
20F2

No Appearance Tickets for Loitering 240,35 .1, {Sub.3)
No appearance Tickets for Loitering 240,37 P.1, {Sub. 2)

mvolving cocaine, : .
needle or possession of a large quantity of marijuana (mmai.z} ounced) of a hypodermic
8. No Appearance Tickets for Prostitution.charges.
DESK OFFICER

10.

11.

12,

No Appearance Ticket ahall be issued until ,
Mhmwwmh“mmg:mmmﬂnmmdm:mﬂ

With respect to charges involvin “pn N
resideats shall ot be selonren gﬂmw? and Class “B misdemeanors, Non-County

mDeakOﬁmmaynm set bail on persons arrested on warrants,
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OPERATIONAL PROCEDURES

Procedure No., 3.062

PRISONERS - MEDICAL ATTENTION {
g ] Page 1 OF 2

Dase lssued 1 4/93 Effective 1 1893 . HistoryOPS-85-10  Revised 174798

ARRESTED PERSONS ~ MEDICAL TREATMENT

1 Pﬁ&unminmedimlmmmtskm}} bemkenmﬂxenmmedicﬂ&ciﬁty,ei&mbypaml
tar or ambulance, as is appropriate, ;

POLICE OFFICER:
2, The officer will remain with the prisoner lmﬁiapmlimizzmydingnoaismdmdiw
freatment is rendered, 5

A, Hmmisuotmmmmmmmwmmm

Mpﬁmwwﬁlbeummmdbmkmﬁmdqummwhmhemﬁbaﬂmmm
. holding cell for processing,

B, Iftbepﬁsonaisadnﬁmd,ﬂzeoﬁmwm immediately notify the Desk Officer to
maketheneceamygmdmgemmts. %ﬂethemmuf&echarges,andozher
circumstances permit, A supervisor may direct thatanAppeazmeTickctbeissucdas
aitenmﬁvewmaimainﬁ:gaguard.

23 Prisoner, to be handeuffed, hands in rear, before transporting to the hospju’ or
Headquarters,

&, Remain with prisoner at all times j- re bospita..
3. Reguest room change if securiny is adequare,

6. Lo NOT remove handeuffs. unjess "sauestec by attending paysicign,



MVPD Policies and Procedures 007

PROCEDURE NO. 3.064 Page 20F 2

A. " If requested to remove handeufls, inform physician of circumstances of arrest prios
to removal, remove handeuffs I f physiciar still requests. and replace handeuffs ar
completion of examination.

B. Make sppropriate entries in Official Departmen: Memorandur Book and request
attending physician to sign enmies; also indicate physician’s refusal to sign my
entries,

ARRESTED PERSONS ~ PSYCHIATRIC TREATMENT
7, If the pending charges are & violation or misdemeanor:

A Thebenk%cuubaﬂsmmthamﬁalnmenﬁonSMceofthePsychim
Institute, Wesichester County Medical Center, to evaluate the prisoner 1o determine if
hospitalizatios is necessary. The local Mobile Crisis Unit is available twenty-four
{24) hours a day, 'Ihaywillreapondmthem(phuofcmce,orm
Headquarters,

o4

B r &cCﬁmmﬁmﬁowwSmﬁ‘qummiaﬁviMiamh
hospitalized, the officer shall take the following action:

()  Supervisor shall issue a Desk Appearance Ticket, if possible. {Note: if the
ijQﬁymmmhﬁmmmwbichhwmmofa
postible mental condition, mmwdmtkwbmm@tm,
mmmmnwmmwommm

C. X the Crisis Intervention Service Mdmm%emﬂ:jmdoesmtmqm

8. Incasuw}zmmechm-goiaafelmywmhppmm?ﬁ&miathpmpﬁm,mam
must first be arreigned and then committed by the Judge to the County Jail Forensic Unit.
The Jail cannot scoept 8 prisoner without a commitment document.
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OPERATIONAL PROCEDURES

. Procedure No. 3.067
PRISONER SUICIDE PREVENTION SCREENING | Pags 1 OF 3

Date issusd 1,4/93 , Effective L1893 | HistoryOPS-86-22 | Revised lrargs

PURPOSE:

Toﬁmﬁfywdrdmﬁmmtdmmofa&eiﬁumg&ewpmwpopuhnm

POLICY:

mMmekﬁqulimmmMmanmmmmnw&m

amang Lewly incarcerated prisomers. such conditions are identified, mmm»mmmw

Wmnmmkkhmwwmaﬁdkmﬁm

PROCEDURE:

L mmxommmmmmmm”nmmmﬁmm
pﬂmamdwh&ammmmmmmmmwmbwwwm

icida! tensdenci ‘

2 &mm‘smmmmmMmeWmmwm:
m&,mmﬁpﬁonhonm,m)

3 OnlybukﬂﬁmthatmN.Y.'Smwﬁﬁendwmthe ing interview and prepare the

A, Answers YES wquesﬁml,B,Si,H,Orlﬁamleb;or

B. Seores in &nlﬁgbkﬁk(ﬁgbt(ﬂ)whigbulmmmmhmmﬁﬂ
RISK, &NB&eDeakOfﬁmMplwewimmmmmwm

C A}thoughpﬁmnunmyNOThawmmdhmmmghRiskmoudinedabwgmmk

Officer, in his judgment. mey order a prisoner to be placed under Active Congrant
Supervision,

CONSTANT - ACTIVE - NORMAL SUPERVISION:

DEFINITIONS:

CONSTANT SUPERVISION: Uninterrupred oersonal visual ol;sawon of prisoners by Member
responsible for care and custody of prisoners.

ATTIVE SUPERVISION : {mmediate availobility ro prisoners by Member responsiple Jor care
and cusrody of prisosers Including bur not timired 10:

z Supmaviﬁn'méemmﬂcmmméﬂMmﬂﬁ
minute intervals, and:
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2 mamvafaﬁmwwmmwmamaywﬁpmuw
and respond,

NORMAL SUPERVISION: Condition of prisoner checked, by actual visits to cells at intervals

100

ll.

12

13,

14

not to exceed thirty (30) minutes.

Any prisoner who displays signs of arinking, although not considered imoxicated, shall be piaced
under ACTTVE SUPERVISION, at least for a3 long a9 it mkes for condition te improve,

Iznmyﬁme,apﬁmiaidwﬁﬁedasmicwmﬁisphyhgmimmm!wthmblmlzis
name shall be entered in the HIGH RISK ROLODEX FILE maintained behind muin Desk. Also
includes shall be his DOB, DCIS, NCIC numbers or aay other information which may be uwsefh) for
Mimﬁmmmmmmmhmmmm

A ﬁom@mﬁﬁmmmnhmdmw&emﬁngoﬁwh&cmaﬁu
Dezk Officer., Aﬂmmummwmywwmmmm
hmmiﬁwmmdamnmnwkﬁu.magwu,ahmhca,&.mdmmm
property, prmimm;r&aﬂhemndammm&pt

If's prisoner, although inder CONSTANT mmNmmhm.hﬁmﬁorehﬁy
ﬁ@hwpmhmu&ehmﬁmumymm&aﬁwm by a peyckiatrist at

immediately

the pink copy of the Suicide Prevention Sareening Guideline Form {(#330-ADM). if courris not in
sesaion, the Fudge will be conacted, at home if necessary, Commitment Papers prepared, taken to the
Judge for signature snd previous procedure, outlined above, followed,

If, in the judgment of the Desk Officer, it is necessary to restrain this individual, the ambulssce will be
WMMWMWmﬁe&mMW of madical
mm&@ﬂmm,mmmmwmwmmmwm

Ifﬁisimosdbhmmdm:them:hmofa language barrier, prisoner will be placad on
CONSTANT supervision. i

If any changes in a prisoner's condition is detected, it shall be noted o the FORM #330-ADM. Should
mmmmmwmuamﬁm%mwﬂwhm Date and time
will preface thess entries.

nephkeopyth:mamymyl&epmqnuwhm beinsumfemdﬁ'nmﬂudqmmmm.
nmmmmuhmmmmmmmmmmm
White copyafFORM#&%—ABMwillhufomardedm:heﬁmmowamm,ynﬁww
will remain a%d&hﬁﬁﬁmﬁcﬁmﬁamﬁmﬁeﬂwwwﬁlmmh&&:
Desk, In addition, the Burean of Administration willpmvidnknlodu?ilaaf“ﬂiahkisk“ persons
mmmo&wfsmmumhmdmmmgasmafﬂzmumgm,m
Officer shall ensure that every “High Risk” prisoner is enrered in the “High Risk” prisoner isentered iy
the “High Risk" Rolodex.

waammmumimmmmmmmmm evalusze the prisoner
mm@mmemmmammmwmmmm, If it is determined

ADM will be supplied. If the prisoner is released. pink copy 1o be desroved. Whise and vellow copy
will be filed as in paragrapn 13.
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13, The Detention Officer is respansible for the correct entries on the Jail Form and will be aware of the

designation of each prisoner under his conrol. He will be especially watchful for verbal and bebaviors]
indications of suicidal intent or serious menml health problems. These observations will be routinelv

made during regular security cheeks, Note worthy indications include, but sre not limited to:
Semiconseious or unconscious state;

Depressed staze, indication of withdrawal, periods of crying, insomnia, sluggishness:
Extreme restlesmess, pacing up and dows;

Sudden drastic change in mood, anﬁligﬁrshepingh&bi!s;

Signa of drug or alcoho! withdrawal or intoxication; and
mswmmmmmm»mmbmmumwmw

mmoLonom o»

NOTE: It shall b the duty of the Desk Officer to properiy screen each prisoner, properiy complate
FORM #330-ADM and to ensure proper performance of Detontion Officer.

16, Mﬂﬁmmmﬁ&&mﬁﬁﬁmbwmmmmmwmw
mm.mmmmmmmwmmnwammmmmm
familiarize himself with the backgroumds of all priscners in cuatody,

18. Smakhmaymmﬁde,wbﬂuwﬁﬁns the arrival of medical personne! snd an
smbulenoe, persomnel may wilize the First Aid Kit behind the Main Desk,
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