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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 
a law enforcement officer.” On June 15, 2017, Governor Cuomo issued Executive Order No. 
147.11, which expressly conferred jurisdiction upon the Attorney General to investigate any 
potential unlawful acts or omissions relating to the death of Andrew Kearse, a civilian who died 
in the custody of the Schenectady Police Department (“SPD”) on May 11, 2017. 
 

Nearly all the interaction between the SPD and Mr. Kearse on May 11, 2017, was captured 
by SPD forward and rear-facing dashboard and stationhouse cameras.  The Office of the Attorney 
General (“OAG”) synchronized a video from these cameras into one chronological video.  The 
synchronized video, which is referred in this report to as “the Video,” can be viewed here: 
ag.ny.gov/KearseVideo. What follows is an overview of the interaction between Mr. Kearse and 
the SPD; unless otherwise noted, these events are captured on the Video.   

 
• On Thursday, May 11, 2017, Andrew Kearse was driving in Schenectady.  SPD Sergeant 

Dean DeMartino attempted to stop Mr. Kearse for speeding and running a red light.  Mr. 
Kearse did not stop his vehicle, and instead led Sergeant DeMartino on a high-speed chase 
for approximately .6 miles until Mr. Kearse pulled into the driveway of his friend’s home 
(the “Home”).   
 

• According to Sergeant DeMartino, he saw Mr. Kearse run around the corner of the Home, 
Sergeant DeMartino followed him and then saw a person Sergeant DeMartino believed 
to be Mr. Kearse, but Mr. Kearse claimed that the driver of the car had fled.1  According 
to Sergeant DeMartino, he directed Mr. Kearse to sit by the front door of the Home, Mr. 
Kearse complied, and Sergeant DeMartino told Mr. Kearse that Sergeant DeMartino was 
going to check his dashboard camera video to determine if the person he had been 
pursuing was Mr. Kearse; Mr. Kearse then ran into the Home and out the back door of the 
Home into the yard.2  PO Kietlinksi and Coppola arrived moments later, and Sergeant 
DeMartino informed them that Mr. Kearse had run out of the back door of the Home.  
Sergeant DeMartino stayed back while several SPD officers, including PO Kietlinksi, PO 
Coppola, and PO Weekes, chased Mr. Kearse on foot. 

 
• After approximately one to two minutes, according to PO Brandon Kietlinski, he located 

Mr. Kearse crouching down near the corner of a house in an adjacent backyard, 
approximately 50 yards from the rear of the Home, and placed Mr. Kearse in handcuffs 
after some resistance from Mr. Kearse.  PO Weekes and PO Coppola arrived to assist 
Kietlinski.  Mr. Kearse told the officers that he could not walk and needed to catch his 

                                                           
1 The Video captures a discussion between Mr. Kearse and Sergeant DeMartino, but this portion of the Video does 
not have audio.  
 
2 There is no audio at this point in the Video. Nevertheless, the Video confirms that: (1) Mr. Kearse gets out of the 
vehicle and runs around the corner of the Home; (2) Sergeant DeMartino follows Mr. Kearse around the Home;  
(3) Mr. Kearse sits on the steps; and (4) Mr. Kearse abruptly stands up and runs into the Home. 

https://ag.ny.gov/KearseVideo
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breath.  PO Weekes, PO Coppola, and PO Kietlinksi then carried Mr. Kearse to PO 
Weekes’ patrol car.3   

 
• PO Weekes drove his patrol car back to the Home.  No other officer was in PO Weekes’ 

patrol car with him.  During the approximately one-minute drive back to the Home, Mr. 
Kearse informed PO Weekes that he could not breathe and called out to PO Weekes 
several times.  PO Weekes parked near the Home and spoke with other officers there, 
during which time Mr. Kearse again informed PO Weekes that he could not breathe and 
called out to him seeking assistance over twenty times.  For much of this period, PO 
Weekes was outside of the patrol car talking to other officers.   

 
• After approximately seven minutes at the Home, PO Weekes started to drive to the 

stationhouse with Mr. Kearse in the back seat.  No other officer was in PO Weekes’ patrol 
car with him.  The drive to the stationhouse took approximately nine minutes.  PO Weekes 
drove directly to the stationhouse, but at a normal rate of speed and without activating 
the car’s lights or sirens. During the drive, Mr. Kearse called out to PO Weekes twenty-
nine times and complained that he could not breathe, felt nauseous and dizzy, and was 
going numb, and asked to roll the windows down. Mr. Kearse writhed around in the back 
seat. After approximately eight minutes of the nine-minute ride back to the stationhouse 
(and after being in the patrol vehicle for a total of approximately 16 minutes), Mr. Kearse 
fell onto his side in the back seat and did not speak again.   

 
• PO Weekes’ patrol car arrived at the SPD stationhouse forty seconds after Mr. Kearse 

had fallen onto his side.  The total amount of time — from the moment that Mr. Kearse 
was placed in the police vehicle until the vehicle arrived at the stationhouse — was 17 
minutes. 

 
• Upon arrival at the stationhouse, officers removed Mr. Kearse from the patrol car and 

placed him on the sidewalk.  Approximately six minutes after arriving at the stationhouse, 
PO Weekes began to perform chest compressions on Mr. Kearse.   

 
• Shortly before starting to do chest compressions, PO Weekes called for assistance from 

Emergency Medical Services (“EMS”).4  EMS arrived at the stationhouse approximately 
four minutes after EMS received the dispatch call.  No call for medical assistance had 
been made prior to this point.   

 
• PO Weekes continued compressions until EMS arrived. Emergency Medical Technicians 

(“EMTs”) continued resuscitation efforts on the scene and then took Mr. Kearse by 

                                                           
3 The duration of the foot search is based upon SPD radio records.  Mr. Kearse’s location when found by officers 
and his interactions with the officers there are based upon SPD officer statements.  The Video recorded Mr. Kearse’s 
voice telling officers that he could not walk, and that he needed to breathe.   
 
4 A call to EMS is captured on an SPD audio recording.  In a statement that PO Weekes provided to the New York 
State Police (“NYSP”), PO Weekes said that he called EMS for assistance.  PO Weekes declined to speak with the 
OAG, as he was entitled to do under the Fifth Amendment. 
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ambulance to a nearby hospital, Ellis Hospital, where after further efforts at resuscitation, 
he was pronounced dead.5  

 
Police officers have a duty to ensure reasonable and adequate medical care without undue 

delay for persons in their custody.6  In his statement to the NYSP, PO Weekes stated that, after 
Mr. Kearse was put into PO Weekes’ vehicle, PO Weekes turned on a live-feed monitor of the 
back seat so that he could monitor Mr. Kearse.  In the statement to the NYPS, PO Weekes gave 
several reasons why he did not call for medical services prior to arrival at the stationhouse:  
 

• PO Weekes declined Mr. Kearse’s request to roll down any windows in PO Weekes’ 
vehicle for security reasons (i.e., an arrestee could reach outside the car and open the door, 
or flee through the open window) and, given Mr. Kearse’s multiple attempts to flee that 
day, PO Weekes regarded Mr. Kearse’s request for the windows to be lowered as a possible 
ruse to escape custody;  

 
• PO Weekes had been trained in the police academy and the military (and otherwise learned 

through his professional experience) that if someone can speak, he or she can breathe;7  
 

• Mr. Kearse did not expressly complain of any pain and did not expressly ask for medical 
assistance; and 

 
• Mr. Kearse was able to “upright” his body on his own when the car made turns.   

 
Following an autopsy, the Medical Examiner concluded that Mr. Kearse’s death was caused 

by heart rhythm problems (i.e., a cardiac arrhythmia) due to an enlarged heart and thickening of the 
heart’s walls. Mr. Kearse’s prior medical records note his history of high blood pressure, which is 
consistent with the Medical Examiner’s conclusions.   

 
The OAG retained an expert cardiologist to review and further elaborate on the Medical 

Examiner’s work.  The expert cardiologist’s conclusions about cause of death are consistent with 
those of the Medical Examiner.  According to the expert cardiologist, Mr. Kearse had pre-existing 
left ventricular hypertrophy, or thickening of the heart walls, due to high blood pressure.  This 
condition leads to an increased risk of malignant arrhythmias (essentially, extra heartbeats), which 
in turn can cause a cardiac arrest.  Due to his underlying health conditions, combined with the 
                                                           
5 The Video ends when the EMTs remove Mr. Kearse from the stationhouse.  
 
6 See People v. Liang, No. 99882014, 2016 WL 3949829 (N.Y. Sup. Ct. 2016) (“[P]rompt emergency medical 
assistance from a person trained in first aid . . . is clearly inherent in the nature of [a police officer]’s job.”); see 
generally SPD General Order 0-07, July 1, 2006 (attached hereto as Exhibit 1)  (SPD policy requiring that, after any 
level of force is used against an arrestee, an officer must immediately summon medical assistance if an arrestee 
“complains of pain, or demonstrates any type of medical distress”; here, the physical interaction that was required to 
handcuff Mr. Kearse and carry him to PO Weekes’ vehicle qualifies as a “use of force” under the SPD policy, as 
reflected by the fact that use of force documentation was completed for this incident). 
 
7 The OAG sought SPD training records concerning this issue.  We received training records on medical treatment, 
but did not receive anything directly providing that if a person can speak, he or she can breathe.  Other SPD officers 
whom the OAG interviewed stated that they too had been trained or otherwise learned through professional 
experiences that if a person can speak, he or she can breathe.  No officer pointed the OAG to any particular training.   
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mental and physical stress from fleeing the police, Mr. Kearse developed an arrhythmia after being 
placed in the back seat of PO Weekes’ car, which progressed over time to a heart attack.8  The 
expert cardiologist further concluded that the arrhythmia would explain why Mr. Kearse felt like 
he could not breathe.  When the heart fails to pump properly, blood backs up into the blood vessels 
of the lungs, impeding their functioning; moreover, a malfunctioning heart does not adequately 
circulate oxygenated blood.  Both consequences of an arrhythmia event can create a sensation that 
one cannot breathe, even though the airway is not blocked and air is entering the lungs normally.  
The expert cardiologist also noted that because an arrhythmia does not cause the chest pain typically 
associated with a heart attack, and because the symptoms expressed by Mr. Kearse can also be 
consistent with other non-life-threatening events like a panic attack, it would be very difficult to 
identify his symptoms as originating from a cardiac event without additional sophisticated medical 
testing, such as an electrocardiogram.  Finally, the expert cardiologist concluded that Mr. Kearse’s 
physical condition deteriorated rapidly after the onset of the malignant arrhythmia, with a limited 
window of time in which appropriate medical intervention could have saved his life and quite 
possibly even prevented any serious physical injury, such as brain damage, a stroke, or permanent 
shutdown of the kidneys.9 
 

After conducting an independent investigation and undertaking comprehensive, non-
grand jury investigative steps,10 the OAG decided to present this matter to a grand jury, because 
the OAG concluded that the evidence was sufficient for a properly instructed grand jury to find 
probable cause for a criminal charge.  This decision was made with full recognition that the 
probable cause determination would depend on the grand jury’s assessment of several difficult 
factual questions, including PO Weekes’ state of mind while Mr. Kearse was in his custody, and 
whether PO Weekes’ failure to secure medical attention for Mr. Kearse prior to their arrival at 
the stationhouse was a cause (under the relevant legal standards) of Mr. Kearse’s death.  As 
discussed further below, these factual questions—particularly the assessment of PO Weekes’ 
intent and state of mind—are matters especially suited to be resolved by juries, rather than 
lawyers or judges, relying as they do in this case on assessments of how a “reasonable person” 
would behave and what the standards of the community are regarding what one person owes to 
another person who is dependent upon him—in this case a police officer with an arrestee in 
custody—for care.11   

 

                                                           
8 The Medical Examiner found no physical trauma suggesting any form of physical abuse by the SPD. 
 
9 The expert cardiologist could not reach a definitive conclusion regarding when medical intervention would have 
saved Mr. Kearse’s life or spared him other serious physical injury, because the video evidence was not sufficient to 
determine precisely when Mr. Kearse stopped breathing or when arrhythmia started.   
 
10 In addition to compiling the Video and retaining the expert cardiologist, the OAG’s pre-grand jury investigation 
included (a) review of historical medical records of Mr. Kearse, SPD training records, and SPD policies; and           
(b) interviews of responding officers, EMTs, the treating doctor at the hospital, and Mr. Kearse’s friend who was at 
the Home during Mr. Kearse’s interactions with the SPD officers.  
 
11 See generally People v. Flack, 125 N.Y. 324,334 (1891) (“[T] he question of intent can never be ruled as a 
question of law, but must always be submitted to the jury.”); Policano v. Herbert, 7 N.Y.3d 588 (2006), (the 
question of a defendant's state of mind is a matter for the jury); People v Gallagher, 69 N.Y.2d 525 (1987), (it is the 
jury’s function to determine whether a defendant acted intentionally or recklessly at the time of a crime). 
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After hearing the evidence and receiving instruction on the applicable law, the grand jury 
in this case determined that no criminal charges should be brought.  That determination is final.  
Because this matter was submitted to a grand jury, the OAG is constrained by law from discussing 
what actually occurred in the grand jury, either with respect to the evidence presented or the 
charges considered by the grand jury.12 However, because much of the evidence, including the 
Video, is publicly available, this report seeks to provide the public with an understanding of the 
difficulties posed in this case by the evidence and the law, and to provide context to our policy 
recommendations.  

 
Nearly any potential criminal charge13 in this case would have required at least two key 

factual determinations: (1) that PO Weekes’ conduct14 caused a particular harm to Mr. Kearse 
(whether death or serious physical injury),15 and, if it did, (2) that PO Weekes had the requisite 
mental state, such as knowing that such a result was likely.  These two issues are interrelated.  
For example, for a charge that requires causing a substantial risk of serious physical injury, a jury 
would have to find that PO Weekes not only caused such a risk but also had actual knowledge 
that he was doing so,16 and that he had that knowledge at a point in time when calling for medical 
intervention could have saved Mr. Kearse’s life or avoided serious physical injury.  

  
All discussion of the legal standards and issues in this report are illustrative examples, 

and all of the factual information is drawn from evidence gathered outside the grand jury.  We do 
not and cannot lawfully discuss what specific evidence and potential criminal charges were 
submitted to the grand jury.   

 
* * * 

 
 
 
 
 
 
                                                           
12 “Grand jury proceedings are secret” and a prosecutor may not “disclose the nature or substance of any grand jury 
testimony, evidence, or any decision, result or other matter attending a grand jury proceeding. C.P.L. §190.25(4). 
 
13 A few potentially applicable charges, such as official misconduct, would not require causation as an element.  The 
OAG considered the merits of such charges as well. 
 
14 See generally Penal Law §§ 15.00 (3), (4) (criminal conduct may be “an act or omission” and an “omission” may 
be “a failure to perform an act as to which a duty of performance is imposed by law”).  
 
15 In other words, if earlier provision of medical care would have saved Mr. Kearse’s life, then PO Weekes’ failure 
to procure that care could be deemed a “cause” of Mr. Kearse’s death under the law.  At the other end of the 
spectrum, if Mr Kearse would have died even if appropriate medical care had been provided from the moment he 
was placed in PO Weekes’ car, then PO Weekes could not have “caused” Mr. Kearse’s death, regardless of PO 
Weekes’ state of mind or a fact-finder’s view of whether his failure to procure medical attention was appropriate. 
 
16 For example, a person acts recklessly with regard to a result when he is aware of and consciously disregards a 
substantial and unjustifiable risk that the result will occur.  The disregard of the risk must constitute a “gross 
deviation” from the way a reasonable person would behave.  N.Y. Penal Law § 15.05(3).  Other culpable criminal 
mental states include acts that are intentional, knowing, or criminally negligent.  
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Executive Orders No. 147 and 147.11 also provide that the OAG may offer “any 
recommendations for systemic reform arising from the investigation.  The OAG recommends that: 
 

• In order to avoid any more tragic deaths like Mr. Kearse’s, the New York State 
Legislature pass legislation requiring the New York State Division of Criminal Justice 
Services (“DCJS”) to establish a uniform statewide policy for police departments in 
New York (a) requiring that police officers treat indications of breathing difficulties by 
arrestees (whether reported by the arrestee or observed by the officer) as medical 
emergencies and (b) conduct training concerning the policy that makes clear that a 
complaint about breathing difficulties should not be dismissed because the arrestee is 
able to talk; 
 

• The SPD revise its policies concerning medical treatment of arrestees to make clear that 
arrestees should receive emergency medical services whenever they are in need of such 
services, even if the need for such services does not arise from the use of force against 
the arrestee; and 

 
• The SPD should take steps to become a New York State-accredited law enforcement 

agency.  The New York State Division of Criminal Justice Services (“DCJS”) offers an 
accreditation process that requires police agencies to achieve and maintain various 
standards that constitute best practices in the field of law enforcement.   

 
STATEMENT OF FACTS17 

 
A. The Videotaped Evidence Showing Mr. Kearse’s Arrest and Transport to the 

Schenectady Police Station 
 

1. The Pursuit and Arrest of Mr. Kearse 
 
At 4:32 pm, Sergeant DeMartino began to pursue Mr. Kearse after seeing Mr. Kearse’s car 

drive through a red light at the intersection of State Street and Fehr Avenue in Schenectady.  Police 
camera footage shows Sergeant DeMartino’s SPD car, marked number 22, following Mr. Kearse’s 
white SUV (Video).  Sergeant DeMartino drove down New York Route 5, turned left onto Consaul 
Road, then kept right onto Ivy Avenue, and finally turned right onto Ward Avenue (Video at 
counter 0:2718).  Sergeant DeMartino’s dashboard camera shows that Mr. Kearse then parked in 
the driveway of the Home on Ward Avenue, got out of the white vehicle, and ran around to the 
side of the Home. (Video at counter 0:33).  Sergeant DeMartino parked behind the white vehicle 
in the driveway of the Home.  

 
Mr. Kearse’s friend (referred to hereafter as Civilian Witness or “CW”), after hearing the 

screeching of tires in her driveway, emerged from the front door of the Home and approached 
Sergeant DeMartino’s car.  Sergeant DeMartino got out of his car and ran around to the left of the 

                                                           
17 None of the information referenced in this report was obtained through the use of grand jury subpoenas. 
 
18 The “counter” referenced in the Video citations reflects the elapsed time. Counter times are approximate.  
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Home; CW followed Sergeant DeMartino around to a chain-link fence in her yard. Sergeant 
DeMartino first encountered Mr. Kearse on the other side of this chain-link fence.  According to 
Sergeant DeMartino, Mr. Kearse gestured towards the yard and claimed that the driver of the white 
SUV had fled through the back yard.  Still speaking with Mr. Kearse, Sergeant DeMartino returned 
to the front of the Home with Mr. Kearse and CW behind him.  Sergeant DeMartino directed Mr. 
Kearse to sit by the front door of the Home, Mr. Kearse complied, and Sergeant DeMartino told 
Mr. Kearse that Sergeant DeMartino was going to check his dashboard camera video to determine 
if the person he had been pursuing was Mr. Kearse. Mr. Kearse then ran into the Home and out the 
back door into the yard.  (Video at counter 3:02).  

 
The Video captured the arrival of PO Kietlinski, PO Coppola, and PO Weekes at the Home 

moments later.  (Video at counter 3:06).  Sergeant DeMartino communicated to them that Mr. 
Kearse had run out of the back door of the Home.  Several officers, including PO Kietlinski, PO 
Coppola, and PO Weekes, then pursued Mr. Kearse from the backyard of the Home through the 
yards of several properties between Ward Avenue and Donald Avenue. (Video at counter 3:15-
5:39).  The route taken by Mr. Kearse would have required him to scale at least one stockade-type 
backyard fence. 
 

According to PO Kietlinski, PO Kietlinski apprehended Mr. Kearse huddled in the corner 
of a neighboring yard on Donald Avenue. PO Kietlinski attempted to handcuff Mr. Kearse; Mr. 
Kearse resisted the handcuffing by tensing one of his arms and refusing to put the arm behind his 
back, but PO Kietlinski was able to handcuff Mr. Kearse without assistance from any other 
officers.  Shortly thereafter, PO Coppola and PO Weekes joined PO Kietlinski in the yard where 
Mr. Kearse was handcuffed.  As the officers attempted to get Mr. Kearse to stand and walk to PO 
Weekes’ car, Mr. Kearse told the officers that his legs would not support him, that he could not 
walk, and that he needed to breathe.  (Video at counter 5:45-6:39). POs Kietlinski, Coppola and 
Weekes then physically carried Mr. Kearse from the yard to PO Weekes’ nearby police car on 
Donald Avenue.  

 
The rear-facing dashboard camera in PO Weekes’ car (which records audio) captured Mr. 

Kearse entering the car with his hands cuffed and his breathing sounding labored (Video at counter 
7:48).  This same camera recorded PO Weekes telling Mr. Kearse, “You can’t out-run the police, 
man. We’re too fast for you”. (Video at counter 7:50).  Mr. Kearse remained handcuffed in the 
vehicle for the duration of the ride to the stationhouse. 

 
2. The Drive from the Point of Arrest Back to the Home 

 
PO Weekes drove back up Donald Avenue and onto Ward Avenue to join the officers 

remaining at the Home.  During the brief drive back to Ward Avenue, Mr. Kearse stated that he 
could not breathe and asked PO Weekes to open a window. (Video at counter 8:16).  Mr. Kearse 
repeated “please sir” multiple times over the next minute.  PO Weekes did not respond.  PO 
Weekes then pulled up to the Home and got out of the car to speak with other officers.  Mr. Kearse 
remained in the back seat of PO Weekes’ car. (Video at counter 8:51). 
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3. The Time Spent Stopped at the Home 
 

PO Weekes spent approximately seven minutes speaking to other officers outside the 
Home.19  (Video at counter 8:49-15:33).  According to other officers who were part of this group 
at the Home, the assembled officers were discussing various police matters, such as ascertaining 
the whereabouts of a minor child whom CW had said was present at the Home, and determining 
whether Mr. Kearse should be taken to the stationhouse for arrest processing.  During this time, 
Mr. Kearse called out to PO Weekes and the other officers a total of seventeen times. (Video at 
counter 8:49-15:33). 

 
First, Mr. Kearse shouted, “I can’t breathe.” (Video at counter 9:06-9:10).  Mr. Kearse 

called out two more times, saying “Excuse me sir, excuse me sir. Please . . . Please roll down the 
window. Please.” (Video at counter 10:30). PO Weekes did not respond for over a minute,20 
eventually opened the driver’s door and asked, “What?”21  Mr. Kearse then asked PO Weekes to 
open a window.  PO Weekes did not respond and closed the door. (Video at counter 10:32-10:35).  
Mr. Kearse called out seven more times over the next two minutes, stating “Please, please. Officer, 
officer, officer, officer.”  PO Weekes did not respond until two minutes later, when he opened the 
door and asked, “What’s wrong?”  Mr. Kearse then said, “I need [unintelligible].”  PO Weekes 
responded: “Is it hot? Probably shouldn’t run next time.” (Video at counter 10:37-12:43).  PO 
Weekes then returned to his conversation with the other officers. 

 
Mr. Kearse then called out twice more.  PO Weekes again returned to the car and asked, 

“Yeah what . . . what do you want?” (Video at counter 12:52-13:00).  Mr. Kearse replied, “I really 
can’t breathe, Officer please.” (Video at counter 13:07).  PO Weekes told Mr. Kearse: “Slow down 
your breathing. Take deep breaths. You’ll be fine.” PO Weekes again closed the door.  Mr. Kearse 
called out “Officer” five more times and received no response from PO Weekes.  (Video at counter 
13:50-15:25). Approximately two minutes after closing the door the last time, PO Weekes returned 
to the car and began to drive to the stationhouse.22  (Video at counter 15:34). 

 
4. The Drive from the Home to the Stationhouse 

 
The rear-facing camera in PO Weekes’ car recorded Mr. Kearse throughout the drive back 

to the stationhouse, which took approximately nine minutes.  (Video at counter 15:34-24:34).  As 
PO Weekes’ statement to the NYSP states, PO Weekes (who was the only officer in the car), was 
monitoring Mr. Kearse through the live-feed monitor of the back seat that PO Weekes had turned 
                                                           
19 These conversations are difficult to hear on the Video.  The OAG tried to enhance the audio for this part of the 
Video, but the enhancement was insufficient to render the exterior conversations audible.  
 
20 It is impossible to tell from the Video which of Mr. Kearse’s statements were audible to the officers outside the 
vehicle. 
 
21 In this and the next paragraph, we attribute several statements to PO Weekes.  It is possible that another officer 
made some of these comments, but it appears to the OAG that many, if not all, were made by PO Weekes.   
 
22 According to a statement provided by Sergeant DeMartino to OAG investigators, Sergeant DeMartino instructed 
PO Weekes to transport Mr. Kearse to the police station and to call a medic.  Based on his statement to the OAG, 
Sergeant DeMartino did not clearly convey to PO Weekes whether PO Weekes should make the call to a medic only 
after he reached the station house, or whether he expected Weekes to make the call on the way to the stationhouse.   
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on.  As described in the next paragraphs, during this period, Mr. Kearse called out to PO Weekes 
twenty-nine times.  He variously stated that he could not breathe, that he thought he would vomit, 
that he felt faint, that he felt dizzy, that he needed fresh air, and that he was going numb.  

 
Mr. Kearse first called out “Officer” four times and PO Weekes responded “What?”  

(Video at counter 15:34).  Mr. Kearse responded, “Goddamn . . . I’m gonna . . .[mumbles 
unintelligibly].”  PO Weekes asked, “You think this might have to do with you running from the 
police?”  Mr. Kearse rolled from his side to his back and said, “Please open a window, please.”  
PO Weekes responded, “I’m not opening the window.”  Mr. Kearse repeated his request for PO 
Weekes to open the window and PO Weekes said, “No.” (Video at counter 15:50).  

 
Mr. Kearse subsequently said “Officer” and “Officer please” three more times before 

saying, “I really feel like I’m gonna throw up.” (Video at counter 16:10).  PO Weekes responded 
by saying, “Don’t throw up in my car.” (Video at counter 16:14).  Mr. Kearse called out to PO 
Weekes five more times over the next minute, saying “Officer please . . . please I’m begging you 
man . . .  Officer please . . . Officer.”  PO Weekes did not respond. (Video at counter 16:14-17:00). 

 
The rear-facing camera footage shows Mr. Kearse rolling back and forth in the rear back 

seat, leaning on his side and then his back. (Video at counter 17:04).  Mr. Kearse then said, “I can’t 
breathe” again.  PO Weekes did not respond.  Several seconds later, Mr. Kearse repeated, “Officer 
please . . . I can’t breathe” and again received no response.  Mr. Kearse then told PO Weekes, 
“Officer I’m getting dizzy . . . Officer . . . getting dizzy.” (Video at counter 17:33-17:39).  PO 
Weekes continued driving to the stationhouse and made no reply. 

 
Mr. Kearse then told PO Weekes again, “Officer, I’m gonna throw up” and made a retching 

noise as he lurched into the back seat.  PO Weekes did not respond.  Mr. Kearse repeated three 
times that he was “getting numb.”  Several moments later, Mr. Kearse again told PO Weekes, 
“Officer, I can’t breathe.”  PO Weekes did not respond. (Video at counter 17:50-18:30).  

 
Two minutes later, Mr. Kearse told PO Weekes, “I feel like I’m gonna pass out.” (Video 

at counter 20:08).  He called out to PO Weekes three more times before again making a retching 
sound and crying out, “Ahhhhh.” (Video at counter 20:34-20:57).  Several seconds later, Mr. 
Kearse called out “Officer, Officer, Officer . . .  I can’t breathe Officer.” (Video at counter 21:34).  
Mr. Kearse then slumped into the corner of the seat with his head down and did not speak again.  
Several minutes later, PO Weekes took a right turn and Mr. Kearse fell prone onto the rear bench 
seat; his body falling onto the seat is audible on the Video. (Video at counter 23:55).  This 
happened approximately 16 minutes after Mr. Kearse had been placed into PO Weekes’ patrol 
car.23   

 
 
 
 

                                                           
23 The hospital to which Mr. Kearse ultimately was taken is near the SPD stationhouse.  Based upon the rate of 
speed of the initial vehicle pursuit of Mr. Kearse by Sergeant DeMartino, we estimate that if PO Weekes had put on 
his lights and sirens and rushed to the hospital when PO Weekes got back into the patrol car after he stopped at the 
Home, PO Weekes would have arrived at the hospital within 5-6 minutes. 
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5. PO Weekes’ Arrival at the Stationhouse 
 

PO Weekes arrived at the rear entrance of the stationhouse near the sally port 
approximately 40 seconds after Mr. Kearse fell (and remained) prone in the back seat of PO 
Weekes’ patrol car.  (Video at counter 24:33).  Footage from the stationhouse’s exterior security 
camera shows PO Weekes getting out of his vehicle and going to the back door of the car.  PO 
Weekes requested assistance removing Mr. Kearse from the car from PO Ross Flood, who was 
passing by at that moment.  According to audio recording, one or both officers repeatedly told Mr. 
Kearse to, “Get up man, come on, get up man, come on.”  PO Weekes and PO Flood dragged Mr. 
Kearse from the back of PO Weekes’ car, held him up against the side of the car, and then placed 
him on the adjacent sidewalk.  (Video at counter 26:40).  A report of an unresponsive man at the 
precinct came over the radio and was captured on the Video approximately two minutes after PO 
Weekes arrived at the stationhouse.24 (Video at counter 26:50).  

 
Several other officers then began to approach PO Weekes, including PO Molly Winch and 

Lieutenant Ryan Macherone.  PO Weekes and PO Flood were keeping Mr. Kearse propped in a 
sitting position against the wall of the station.  PO Flood knelt down to inspect Mr. Kearse and 
said, “Come on man.” (Video at counter 27:21).  Two officers approached PO Weekes and PO 
Weekes said: “The whole way down he was doing that ‘I can’t breathe, I can’t breathe’ thing . . . 
wanted me to open the window.  I’m not gonna roll that down . . . now he’s unresponsive.” (Video 
at counter 28:40).  The male officer speaking to PO Weekes (who appears to be Lieutenant 
Macherone) asked, “Was he breathing?”  PO Weekes’ answer is not audible on the Video.  
Lieutenant Macherone asked if anyone had checked Mr. Kearse for a pulse.  
 

PO Weekes, Lieutenant Macherone, and PO Winch then approached Mr. Kearse; he 
remained handcuffed and sitting propped up on the sidewalk outside the stationhouse.  (Video at 
counter 29:21).  PO Flood checked for a pulse and then he and PO Winch removed Mr. Kearse’s 
handcuffs and laid him on his back on the sidewalk.  PO Weekes began CPR approximately six 
minutes after he arrived at the stationhouse.  (Video at counter 31:08).  Lieutenant Macherone sent 
PO Coppola to retrieve the station’s AED device25 and POs Coppola and Winch subsequently 
attached the AED to Mr. Kearse and attempted to revive him.  
 

With the exception of the time while the AED was in use, PO Weekes continuously 
performed chest compressions on Mr. Kearse for several minutes until EMS arrived. (Video at 
counter 31:08-33:16).  

 
EMS received the dispatch call at 5:02 pm, and arrived at the stationhouse at 5:06 pm. (See 

Exhibit 2). EMS noted the initial complaint as “cardiac arrest.”  Mr. Kearse’s pupils were 

                                                           
24 According to the Video at counter 26:50, it appears that PO Weekes is the person who radios for EMS. This is 
consistent with PO Weekes’ statement that he radioed dispatch to request medical assistance.   
 
25 “An automated external defibrillator (AED) is a lightweight, portable device that delivers an electric shock 
through the chest to the heart. The shock can potentially stop an irregular heart beat (arrhythmia) and allow a normal 
rhythm to resume following sudden cardiac arrest (SCA)”. http://www.heart.org/idc/groups/heart-
public/@wcm/@hcm/documents/downloadable/ucm_300340.pdf 
 

http://www.heart.org/idc/groups/heart-public/@wcm/@hcm/documents/downloadable/ucm_300340.pdf
http://www.heart.org/idc/groups/heart-public/@wcm/@hcm/documents/downloadable/ucm_300340.pdf
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“pinpoint” and “nonreactive” and EMS officers entered a “3” in the Glasgow Coma Scale.26  EMS 
officers attempted to resuscitate Mr. Kearse multiple times by performing CPR, attempting to 
revive Mr. Kearse’s heart by shocking it, and administering epinephrine multiple times.  They 
were unable to revive him at the stationhouse.  At 5:20 pm, EMS left the stationhouse to transport 
Mr. Kearse by ambulance to Ellis Hospital, where they arrived at approximately 5:27 pm.  
Resuscitation efforts continued at the hospital.  (See Exhibit 3 and pages 14-15 below).  Ellis 
Hospital records indicate that Mr. Kearse was admitted with “ventricular tachycardia”27 and that he 
arrived in ventricular fibrillation.28  Although medical professionals were able to detect a pulse and 
blood pressure at various points, efforts to revive Mr. Kearse were ultimately unsuccessful.  The 
hospital recorded the time of Mr. Kearse’s death as 7:47 p.m. 

 
B. Summary of PO Weekes’ Statement 

 
PO Weekes provided a sworn statement to the NYSP regarding his involvement in the 

arrest of Mr. Kearse. (See Exhibit 4).   PO Weekes stated that, at the time of arrest, Mr. Kearse did 
not respond to verbal commands to get up and walk.  PO Weekes and PO Coppola helped Mr. 
Kearse stand up and Mr. Kearse then attempted to stand with support.  Mr. Kearse was still out of 
breath and indicating that he could not walk, and eventually POs Kietlinski, Coppola, and Weekes 
had to carry him to PO Weekes’ car.  The officers told Mr. Kearse to get into the car and he said 
that he could not.  PO Weekes does not remember exactly how Mr. Kearse was placed into the car, 
but officers did have to guide his feet into the car to place him onto the backseat. 

 
Once Mr. Kearse was in the car (in a seated position), PO Weekes rotated his dashboard 

camera to show the back seat so that he could monitor Mr. Kearse.  PO Weekes then drove back 
to the Home on Ward Avenue, during which time PO Weekes remembered Mr. Kearse saying that 
he could not breathe.  PO Weekes did not remember Mr. Kearse making any other complaint at 
this time.  PO Weekes looked in the monitor and saw that Mr. Kearse was still upright in the seat.  
He believed that if someone can speak, then he or she can breathe. 

 
PO Weekes parked on Ward Avenue near the Home.  PO Weekes left the car’s climate 

control on and the driver’s window open; the partition between the front and back of the car was 
closed and both rear windows were closed.  PO Weekes stood with other officers in the front yard 
of the Home.  PO Weekes heard Mr. Kearse yelling from inside the car and heard him scream that 
he could not breathe.  PO Weekes determined that Sergeant DeMartino did not need Mr. Kearse 
to remain on scene and decided, due to Mr. Kearse’s yelling, to begin the drive to the stationhouse. 

                                                           
26 A “3” on the scale means no verbal, eye or motor response.  https://www.brainline.org/article/what-glasgow-
coma-scale  
 
27 Ventricular tachycardia is a heart rhythm disorder (arrhythmia) caused by abnormal electrical signals in the lower 
chambers of the heart (ventricles). https://www.mayoclinic.org/diseases-conditions/ventricular-
tachycardia/symptoms-causes/syc-20355138 
 
28 Ventricular fibrillation is a heart rhythm problem that occurs when the heart beats with rapid, erratic electrical 
impulses. This causes pumping chambers in the heart (the ventricles) to quiver uselessly, instead of pumping blood. 
Sometimes triggered by a heart attack, ventricular fibrillation causes blood pressure to plummet, cutting off blood 
supply to vital organs. https://www.mayoclinic.org/diseases-conditions/ventricular-fibrillation/symptoms-
causes/syc-20364523 

https://www.brainline.org/article/what-glasgow-coma-scale
https://www.brainline.org/article/what-glasgow-coma-scale
https://www.mayoclinic.org/diseases-conditions/ventricular-tachycardia/symptoms-causes/syc-20355138
https://www.mayoclinic.org/diseases-conditions/ventricular-tachycardia/symptoms-causes/syc-20355138
https://www.mayoclinic.org/diseases-conditions/ventricular-fibrillation/symptoms-causes/syc-20364523
https://www.mayoclinic.org/diseases-conditions/ventricular-fibrillation/symptoms-causes/syc-20364523
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When PO Weekes returned to the car, Mr. Kearse told PO Weekes that he could not 

breathe.  Mr. Kearse then asked PO Weekes to open a window, but PO Weekes refused; PO 
Weekes was concerned that this request might be a ruse to escape custody.  Because Mr. Kearse 
had fled from Sergeant DeMartino earlier and, because of the risk that Mr. Kearse could open the 
door if Mr. Kearse was able to reach out of an open window, PO Weekes decided to leave the 
windows closed.  PO Weekes heard Mr. Kearse saying that he could not breathe, that he needed 
to open a window, and that he was going to throw up.  PO Weekes watched through the camera 
and observed Mr. Kearse shifting with the movement of the car and then righting himself. 

 
PO Weekes noted that, during this time, Mr. Kearse did not explicitly ask for medical 

assistance nor did he complain of pain.  He did, however, hear Mr. Kearse make a regurgitation 
sound at one point; he also noticed Mr. Kearse falling back onto the seat when PO Weekes took a 
right turn near the stationhouse.  

 
PO Weekes entered the stationhouse at the closer entrance in order to transport Mr. Kearse 

more quickly after hearing him fall over onto the seat.  PO Weekes also noted that this entrance 
has a security camera, and he wanted to record his interactions with Mr. Kearse because he now 
suspected Mr. Kearse had a medical issue. 

  
C. SPD Policies Relating to Medical Care 
 

Two SPD policies address medical treatment of arrestees. (See Exhibits 1 and 5). 
 

  First, SPD General Order O-07 requires that medical assistance be summoned immediately 
when force has been used and the arrestee exhibits any sign of medical distress: 
 

When safe to do so after any level of force is used, the subject will be verbally and 
visually checked to ascertain whether they are in need of medical care.  If a subject 
is physically injured in any way, complains of pain, or demonstrates any type of 
medical distress, medical assistance shall be immediately summoned. 

 
General Order O-07 defines “physical force” as “physical contact or action exerted against a 
subject, beyond un-resisted handcuffing, utilized for any legitimate law enforcement objective.”  
PO Kietlinski completed a Use of Force Report indicating that “Resistant Handcuffing” and 
“Supported Feet on Carry to Police Car” were used during Mr. Kearse’s arrest.   
 
  Second, SPD Interim Order 92-4, which is entitled “Medical Treatment [of] Ill or Injured 
Persons or Prisoner,” states: 
 

Whenever[,] a person is brought to the station and appears to have an injury or 
illness, no matter how minor, or; whenever a person in the custody of this 
department complains of an illness or injury, it is the responsibility of the Desk 
Officer to [among other things] [e]nsure that the Schenectady Fire Department 
Paramedics are notified to respond to examine the person, whether or not the  
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injured/ill person requests medical attention.29 
 
By its plain language, SPD Interim Order 92-4 only applies to an arrestee who has arrived 
at the stationhouse. 
 
D.  Summary of Medical Examiner Findings and Prior Medical Treatment Records 
 

1. Medical Examiner 
 

On May 12, 2017, Dr. Michael Sikirica performed a comprehensive autopsy of Mr. 
Kearse’s body at the Albany Medical Center.30  (See Exhibit 6).  The death certificate lists the 
immediate cause of death as an “arrhythmia”31 (with the approximate time between onset of the 
arrhythmia and death as “minutes”) due to cardiomegaly (an enlarged heart, which may result in 
congestive heart failure)32 and left ventricular hypertrophy33 (with the approximate time between 
onset of the hypertrophy and Mr. Kearse’s death as “years” prior).  Similar to the death certificate, 
the autopsy lists the cause of death as “Cardiac arrhythmia due to cardiomegaly and left ventricular 
hypertrophy.”  It lists the manner of death as “Natural.” 

  
The Medical Examiner noted that Mr. Kearse was 6’4” and weighed 246 pounds.  He 

noted that Mr. Kearse’s body appeared to be “well-nourished” and of “good health.”  During 
the external examination of the eyes, the Medical Examiner noted no conjunctival petechiae,34 

                                                           
29 Mr. Kearse clearly demonstrated medical distress and it appears that the force used to handcuff Mr. Kearse and 
the assistance rendered to get him to and into PO Weekes’ car qualify as physical force under General Order O-07.  
Violation of police policy is not dispositive of whether a police officer committed a criminal act, but knowledge of 
the underlying policy and failure to follow the policy may be factors that are probative of an officer’s mental state. 
Cf. generally  Wilson v. Meeks, 52 F.3d 1547, 1554 (10th Cir. 1995) (holding that “violation of a police department 
regulation is insufficient for liability under section 1983”); Cole v. Bone, 993 F.2d 1328, 1334 (8th Cir. 1993) (when 
determining whether an officer's use of deadly force was reasonable, the issue is whether the officer “violated the 
Constitution or federal law, not whether he violated the policies of a state agency”); Edwards v. Baer, 863 F.2d 606, 
608 (8th Cir. 1988) (“Police department guidelines do not create a constitutional right.”).  
 
30 The Medical Examiner reviewed emergency room records from Ellis Hospital; Schenectady New York Fire 
Department EMS Service records; sworn statements from the responding officers; camera footage and radio 
transmissions of Mr. Kearse in PO Weekes’ vehicle; images of Mr. Kearse at the stationhouse and from another 
vehicle as he was apprehended by the police; and portions of Mr. Kearse’s prior medical records. 
 
31 An arrhythmia is any change from the normal sequence of electrical impulses, causing the heart to beat too fast, 
too slowly, or erratically, which can cause the heart not to pump blood effectively, such that the lungs, brain and all 
other organs cannot work properly and may shut down or be damaged. 
http://www.heart.org/HEARTORG/Conditions/Arrhythmia/Arrhythmia_UCM_002013_SubHomePage.jsp 
 
32 http://www.webmd.com/heart-disease/guide/enlarged-heart-causes-symptoms-types#1 
 
33 Left ventricular hypertrophy is enlargement and thickening of the heart's main pumping chamber, the left 
ventricle, which causes the left ventricle to work harder and eventually may cause a failure to pump with as much 
force as needed. http://www.mayoclinic.org/diseases-conditions/left-ventricular-hypertrophy/basics/definition/con-
20026690 
 
34 These are indications of bleeding from the small capillaries in the eyes.  They are “most frequently observed in 
those who have died natural deaths (particularly due to cardiovascular disease), followed by those who have died 

http://www.heart.org/HEARTORG/Conditions/Arrhythmia/Arrhythmia_UCM_002013_SubHomePage.jsp
http://www.webmd.com/heart-disease/guide/enlarged-heart-causes-symptoms-types#1
http://www.mayoclinic.org/diseases-conditions/left-ventricular-hypertrophy/basics/definition/con-20026690
http://www.mayoclinic.org/diseases-conditions/left-ventricular-hypertrophy/basics/definition/con-20026690
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no unusual marks or injuries on the body, and no evidence of drug use. 
 
On external examination, the Medical Examiner noted recent medical therapy (from the 

emergency medical care at the stationhouse and hospital), including an endotracheal tube, a 
defibrillator pad and EKG and monitor pads, an IV and catheters.  External injuries included a 
bruise and several small red abrasions, consistent with resuscitation attempts.  Other minor 
injuries included:  two small scratches on the right upper arm; two thin scratch-type marks; 
several small abrasions on the right elbow; a small red abrasion along the upper right flank; a 
patch of red abrasion on the left wrist; a slight scraping type injury to the knuckle of the left 
index finger; a superficial laceration on the left palm; a “somewhat circular burn type mark or 
healing abrasion” on the right thumb; a small red abrasion along the upper portion of the left 
knee; a thin scratch type mark on the right thigh just above the knee; a red abrasion along the 
front portion of the right knee; an abrasion and a scratch type mark on the right knee; a slight red 
abrasion on the left ankle; and two scrapes on the left instep.  

 
On internal examination, the Medical Examiner noted rib fractures consistent with 

resuscitation attempts, and “severe vascular congestion”35 in Mr. Kearse’s lungs.  In Mr. 
Kearse’s cardiovascular system, the Medical Examiner noted a “significantly enlarged” 560 
gram heart,36 and a left ventricular chamber which was “reduced in size due to concentric left 
ventricular hypertrophy.”37  The Medical Examiner noted a patchy subendocardial purple 
infarction38 along the upper portion of the left ventricle.  Mr. Kearse had an enlarged liver but 
no evidence of liver diseases.  The other bodily systems were largely “unremarkable.” 
 

Microscopic examination of the tissues taken from major internal organs revealed 
hemorrhages in Mr. Kearse’s tongue.  The autopsy noted a small amount of lung disease, 
evidence of heart disease in the left ventricle, heart congestion and focal infarction.  
 

The toxicology reports revealed the presence of atropine (used in attempted 
resuscitations); nicotine; an ingredient of marijuana; and a metabolite of nicotine.    

 
 

                                                           
from asphyxia, head injury, and central nervous system disorders.” https://www.ncbi.nlm.nih.gov/pubmed/3354519 
 
35 This is distention of the blood vessels in the lungs, which can be as a result of an infection, high blood pressure, or 
cardiac insufficiencies (i.e., inability of the heart to function adequately). https://www.britannica.com/science/lung-
congestion 
 
36 The average weight of the normal heart in an adult male is about 300 grams.  
http://www.onlinejacc.org/content/33/2/291 
 
37 Left ventricular hypertrophy is enlargement and thickening (hypertrophy) of the walls of the heart's main pumping 
chamber (left ventricle).  Left ventricular hypertrophy can develop in response to some factor, such as high blood 
pressure or a heart condition, that causes the left ventricle to work harder. http://www.mayoclinic.org/diseases-
conditions/left-ventricular-hypertrophy/basics/definition/con-20026690 
 
38 A patchy subendocardial purple infarction reflects the death of a heart muscle or a heart attack.  
http://www.webmd.com/heart-disease/understanding-heart-attack-basics#1 
 

https://www.ncbi.nlm.nih.gov/pubmed/3354519
https://www.britannica.com/science/lung-congestion
https://www.britannica.com/science/lung-congestion
http://www.onlinejacc.org/content/33/2/291
http://www.mayoclinic.org/diseases-conditions/left-ventricular-hypertrophy/basics/definition/con-20026690
http://www.mayoclinic.org/diseases-conditions/left-ventricular-hypertrophy/basics/definition/con-20026690
http://www.webmd.com/heart-disease/understanding-heart-attack-basics#1
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E. Summary of Expert Cardiologist’s Report 
 

OAG retained Dr. Stuart Zarich to render a professional opinion, to as high a degree of 
medical certainty as possible, whether at any time after Mr. Kearse was taken into custody, Mr. 
Kearse’s death or other serious physical injury could have been prevented with appropriate medical 
intervention. (See Exhibit 7).  “Serious physical injury” was defined for Dr. Zarich as “impairment 
of a person’s physical condition which creates a substantial risk of death, which causes death or 
serious and protracted disfigurement, protracted impairment of health, or protracted loss or 
impairment of the function of any bodily organ, or severe and prolonged physical pain.” 

Dr. Zarich is currently the Chief of Cardiovascular Medicine at Bridgeport Hospital and an 
Associate Clinical Professor of Medicine at Yale University School of Medicine.  He is active in 
clinical cardiology and has several decades of experience as a medical expert in the field of 
cardiology.  Dr. Zarich reviewed various medical records of Mr. Kearse from 2011 through 2017, 
video footage relating to Mr. Kearse’s death, the autopsy report, and the death certificate. 

Dr. Zarich concluded that Mr. Kearse had previously developed a condition known as left 
ventricular hypertrophy, which is excessive thickening of the heart due to high blood pressure.  
This condition leads to an increased risk of extra heartbeats (malignant arrhythmias) and can cause 
cardiac arrest.  Due to both the excess mental stress and physical stress from fleeing the police, 
Dr. Zarich believes Mr. Kearse developed an arrhythmia after being placed in the back of the patrol 
car, which progressed over time to a cardiac arrest. A crucial factor that weighed heavily on Dr. 
Zarich’s conclusion is that Mr. Kearse never complained about chest discomfort, which would 
normally indicate a heart attack.  According to Dr. Zarich, arrhythmia would explain why Mr. 
Kearse complained about having trouble breathing.  Arrhythmia typically does not cause chest 
pain; instead, it creates a sensation of an inability to breathe because blood backs up into the blood 
vessels of the lungs and fluids leak into the lungs themselves.   

 
Dr. Zarich could not reach a definitive conclusion regarding when medical intervention 

would have saved Mr. Kearse’s life or spared him other serious physical injury because the video 
evidence was not sufficient to determine precisely when Mr. Kearse stopped breathing or when 
arrhythmia started.  However, Dr. Zarich stated, with a reasonable degree of medical certainty, 
that Mr. Kearse would have survived had he received medical treatment prior to falling prone onto 
the car seat and becoming unconscious.  Had Mr. Kearse survived, he would have had a 70% - 
80% chance of doing so without any residual brain damage, although the risk of brain damage or 
other serious physical injury (such as stroke or a shutdown of the kidneys) would have begun to 
emerge from the time Mr. Kearse fell silent in the rear of the car. 

According to Dr. Zarich, in the absence of medical therapy or electrical shock to correct 
the arrhythmia, Mr. Kearse would almost certainly have died, as occurred here.  In order to address 
his medical condition, several interventions would have been required.  First, Mr. Kearse would 
have needed to have been assessed as soon as possible by EMS personnel possessing 
electrocardiogram equipment.  A brief history and physical exam would have been performed and 
an ECG would have been obtained.  The ECG, with a high degree of medical certainty, would 
have showed a malignant arrhythmia that would have been treated with either medical therapy or 
electrical shock.  As the electrical shocks that he received at the stationhouse were ineffective, Dr. 
Zarich concluded that Mr. Kearse would have needed that treatment earlier (prior to when he 
slumped over in the car and became unconscious), in order for the treatment to prevent his death.   
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Given that Mr. Kearse did not complain of having chest pain, nor did the autopsy reveal 
evidence of a coronary blockage, Dr. Zarich concluded that this was a very unusual case of sudden 
cardiac death in the setting of excess thickening of the heart from high blood pressure.  Dr. Zarich 
stated that as a trained cardiologist, absent medical assessment tools available in an ambulance or 
hospital such as an ECG machine, even he would not have recognized from observation alone that 
Mr. Kearse required advanced cardiac life support measures.39  Mr. Kearse was a relatively young 
man who had demonstrated earlier that day that he was physically capable of running and jumping 
fences; only specifically complained of shortness of breath; did not complain of chest pains; and 
was not exhibiting other typical signs of a heart attack.  

 
LEGAL BACKGROUND 

 
The OAG decided to present this matter to a grand jury, because the OAG concluded that 

the evidence was sufficient for a properly instructed grand jury to find probable cause for a 
criminal charge.  In accordance with state law, we do not and cannot discuss what specific 
evidence and charges were submitted to the grand jury.  As noted in the Executive Summary, 
however, the law applicable to the events at issue here requires determination of two difficult 
factual issues:  (1) whether PO Weekes’ conduct actually caused either death or a substantial risk 
of death or serious physical injury, and (2) if so, whether PO Weekes knew he was creating such 
a risk at the time when his act or omission caused the harm, i.e., at the time when he could have 
taken action to avoid the harm.    

First, causation:  In order to prove that a person caused death, the prosecution must prove 
that the defendant’s conduct “forged a link in the chain of causes which actually brought about 
the death.” People v. Stewart, 40 N.Y.2d 692, 697 (1976).  Furthermore, that conduct “must be a 
sufficiently direct cause of the ensuing death.” Id.  “[A]n ‘obscure or merely probable connection 
between an assault and death will . . . require acquittal of the charge of any degree of homicide.’” 
Id.  Similarly, in order to prove that person caused serious physical injury, or created a substantial 
risk of serious physical injury, the prosecution must prove that the defendant’s conduct was a 
direct cause of the injury or the risk of injury. 

When the conduct at issue is not an assault but rather the failure to act, the question is 
more complex.  A defendant may cause a death by failing to provide medical attention while the 
victim was in his care.  People v. Knapp, 113 A.D.2d 154 (3rd Dept. 1985).  But the failure to 
provide care causes death only if the victim had a chance to survive with appropriate medical 
attention, and the defendant’s failure to act deprived the victim of that chance.  Id. at 164.  
Similarly, failure to provide medical attention may cause serious physical injury, or create a risk 
of serious physical injury, if the defendant’s failure to procure prompt, adequate medical care 
deprived the victim of the chance to avoid serious physical injury. See People v. Montesa, 211 
A.D.2d 648 (2d Dep’t 1995).   

Second, state of mind and intent:  In order to prove a crime of causing death or serious 
physical injury or the risk of such injury, the prosecution must establish that the defendant had a 
specific state of mind at the time he caused the harm.  And when the conduct consists of failure 

                                                           
39 Advance Cardiac Life Support refers to a set of clinical interventions for urgent treatment of cardiac arrest, stroke, 
and other life-threatening medical emergencies, as well as the knowledge and skills to deploy those interventions. 
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to provide medical care, that means the defendant must have had the necessary state of mind at 
the time when taking action could have saved the victim’s life or avoided the harm or risk of 
harm.   

 
The questions of what was in a person’s mind and what he intended when he performed 

relevant actions are common and persistent in the criminal law.  As we noted above, these 
questions are both very difficult (particularly in the absence of direct evidence) and also uniquely 
appropriate for resolution by a jury, which can bring to bear the collective experience of numerous 
individuals and can draw upon their collective sense of what their community deems to be 
reasonable inferences about a person’s mental state given the evidence about that person’s 
actions.40  Direct or dispositive evidence of a person’s state of mind is rare.  In reaching a 
conclusion about state of mind or intent, the jury is permitted to consider the evidence about the 
defendant’s actions or failures to act, the evidence about the surrounding circumstances and other 
facts known to the defendant, statements made by the defendant (including contemporaneous 
statements, later statements that might bear on what a defendant believed at a prior time, and the 
defendant’s own testimony to the jury, if any), and whatever inferences the jury chooses to draw 
from that evidence, so long as those inferences are supported by reason and common sense and 
are not wholly speculative.41  The jury is not required to accept a defendant’s own statements 
about his or her intent as true, but rather should consider those statements, if any, and assign to 
them whatever weight and value they deem appropriate.42 

 
As noted, many of these questions intersect.  For example, under a recklessness standard, 

a fact finder would have to decide if there was a time when PO Weekes was aware of and 
disregarded a substantial risk of death or serious physical injury and the failure to call for medical 
help at that time, or after it, caused that result, giving consideration to how relatively short the entire 
incident was.43  Courts have consistently recognized that the amount of time a person has to 

                                                           
40 For example, New York Penal Law Section 15.05 defines a “reckless” mental state as:  “A person acts recklessly 
with respect to a result or to a circumstance . . . when he is aware of and consciously disregards a substantial and 
unjustifiable risk that such result will occur or that such circumstance exists.  The risk must be of such nature and 
degree that disregard thereof constitutes a gross deviation from the standard of conduct that a reasonable person 
would observe in the situation.” 
 
41 See Criminal Jury Instructions on Intent (CJI2d [NY] Culpable Mental States—Intent); Criminal Jury Instructions 
on Evidentiary Inferences (CJI2d [NY] Evidentiary Inferences); “Section 15.00 of the Penal Law and defined in 
section 15.05 (intentionally, knowingly, recklessly, with criminal negligence) are not capable of direct proof. They 
are, instead, to be inferred from the facts and circumstances proved and involve ‘fine gradations along but a single 
spectrum of culpability.’" People v. Green, 56 NY2d 427, 432 (1982) citing People v. Stanfield, 36 NY2d 467, 473 
(1975); See also Policano v. Herbert, 7 N.Y.3d 588 (2006); People v Gallagher, 69 N.Y.2d 525 (1987). 
 
42 People v. Ward, 282 A.D.2d 819, 820 (3rd Dept. 2001) (“It is the jury's function to resolve issues of credibility 
and to accept or reject all or part of the testimony.”). 
 
43 See generally People v. Raymond, 56 A.D.3d 1306 (4th Dept. 2008) (Defendant indicted for second-degree 
manslaughter for leaving victim in defendant's vehicle after an accident without seeking medical or emergency 
assistance before the victim was found dead four hours later.  Court dismissed charge as the evidence was legally 
insufficient to prove causation.  The medical examiner testified that the victim's death occurred more than two to 
three minutes, but less than one hour, after the accident and that the victim might have survived had he received 
appropriate medical intervention.  According to the Court, if the victim's death occurred near the beginning of the 
established time frame, medical intervention could not have changed the outcome even if defendant had 
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perceive a risk can and should bear on the determination of whether the defendant actually 
perceived the risk, and also on whether failing to perceive it or disregarding it is criminally 
culpable, as a gross deviation from the way a reasonable person would behave under those 
circumstances.44  Other relevant evidentiary considerations could include, among other things,  Mr. 
Kearse’s persistent complaints and physical presentation of distress, weighed against Dr. Zarich’s 
expert opinions concerning the difficulty of perceiving the risk of death, initially due to the fact that 
Mr. Kearse had been running and jumping, and subsequently because Mr. Kearse’s symptoms may 
not, for some time, have presented as necessarily life-threatening even to a medical professional.45    

 
RECOMMENDATIONS 

 
 Executive Orders No. 147 and 147.11 provide that the OAG may offer “any 
recommendations for systemic reform arising from the investigation.”  The OAG recommends 
that: 
 

• The Legislature pass legislation requiring DCJS to establish a uniform statewide policy 
for police departments in New York (a) requiring that police officers treat indications 
of breathing difficulties by arrestees (whether reported by the arrestee or observed by 
the officer) as medical emergencies and (b) conduct training concerning the policy that 
makes clear that a complaint about breathing difficulties should not be dismissed 
because the arrestee is able to talk; 
 

• The SPD revise its policies concerning medical treatment of arrestees to make clear that 
arrestees should receive emergency medical services whenever they are in need of such 
services, even if the need for such services does not arise from the use of force against 
the arrestee; and 

 
• The SPD apply for accreditation from the New York State Division of Criminal Justice 

Services (“DCJS”). 
 

                                                           
immediately reported the accident.). 
 
44 See, e.g., Einaugler v. Supreme Court, 109 F.3d 836 (2d Cir. 1997) (the defendant, a medical doctor, failed to 
immediately hospitalize the patient resulting in a ten-hour delay in hospitalizing the patient, despite express 
instructions from other physicians to do so, indicating that the defendant consciously deviated from what he knew to 
be the appropriate standard of care); People v. Sanford, 24 A.D.3d 572 (2d Dep’t 2005) (defendant, a geriatric nurse, 
was involved in mother’s fall, knew of her age, ill health, and the seriousness of the fall, and failed to render or 
summon aid for approximately five hours). 
 
45 As a general rule, the admissibility and limits of expert testimony lie primarily in the sound discretion of the trial 
court.  It is for the trial court in the first instance to determine when jurors are able to draw conclusions from the 
evidence based on their day-to-day experience, their common observation and their knowledge, and when they 
would benefit from the specialized knowledge of an expert witness.  In rendering this determination, courts should 
be wary not to exclude such testimony merely because, to some degree, it invades the jury’s province.  Expert 
opinion testimony is used in partial substitution for the jury’s otherwise exclusive province which is to draw 
“conclusions from the facts.”  It is an “authorized encroachment” in that respect. People v.  Lee, 96 N.Y.2d 157, 162 
(2001) (quoting People v. Jones, 73 N.Y.2d, 430-431 (1989)).  
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A. Police Departments Should Treat Any Indications of Breathing Difficulties By 
Arrestees As Medical Emergencies 
 

In order to avoid any more tragic deaths like Mr. Kearse’s, the Legislature should pass 
legislation requiring DCJS to establish a uniform statewide policy for police departments in New 
York requiring that indications of breathing difficulties by an arrestee must be treated as medical 
emergencies.  This uniform state policy should apply regardless of whether an officer has used 
force on the arrestee.  Mandatory training about the policy should make clear that a person who is 
able to speak about difficulty breathing may nonetheless require emergency medical attention. 

 
A policy such as the one we are recommending, if followed, would have increased the 

likelihood that Mr. Kearse’s life would have been saved by medical intervention.  According to 
PO Weekes’ statement to the NYSP, PO Weekes did not treat the situation as a medical emergency, 
in part because PO Weekes said that he had been trained that if a person can talk, as Mr. Kearse 
was doing, the person can breathe.46  Dr. Zarich concluded that Mr. Kearse developed an 
arrhythmia that progressed to a cardiac arrest.  According to Dr. Zarich, developing an arrhythmia 
would explain why Mr. Kearse complained about having trouble breathing.  Arrhythmia creates a 
sensation of an inability to breathe because blood backs up into the blood vessels of the lungs and 
fluids leak into the lungs themselves; in addition, a malfunctioning heart is not adequately 
circulating oxygenated blood.  But, as Mr. Kearse’s repeated statements to PO Weekes make clear, 
one can talk while developing an arrhythmia.  Under the type of policy that we recommend that 
all police departments in New York State adopt, PO Weekes undoubtedly would have been 
required to call for emergency medical services long before PO Weekes did so in this case. 

   
The NYPD, the Minneapolis Police Department, and the Metropolitan Police Department 

in Washington, D.C. each have policies that expressly treat breathing difficulties by arrestees as 
medical emergencies. (See Exhibits 8, 9, and 10).    

 
The NYPD use of force policy states:   
 
After an individual has been controlled and placed under custodial restraint using 
handcuffs and other authorized methods, the person should be positioned so as to 
promote free breathing.  The subject should not be maintained or transported in a 
face down position.  If a person appears to be having difficulty breathing or is 
otherwise demonstrating life-threatening symptoms, medical assistance will be 
requested immediately.   

 
NYPD Patrol Guide 203-11 – Use of Force (emphasis added).  Likewise, the NYPD policy on 
prisoners requiring medical treatment states: “In all life threatening situations, apparent heart 
attack, breathing difficulties, serious fractures, severe hemorrhaging, epilepsy, extreme emotional 
disturbance, etc., a prisoner will be removed to the nearest hospital.” NYPD Patrol Guide 210-04 
– Prisoners Requiring Medical and Psychiatric Treatment (emphasis added). 
 
  
                                                           
46 As noted above, the OAG sought SPD training records concerning this issue.  We received training records on 
medical treatment, but did not receive anything directly providing that if a person can speak, he or she can breathe. 
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The Minneapolis Police Department policy provides as follows: 
 

G. Once the subject is secured, an officer shall watch for any of the following signs: 
Significant change in behavior or level consciousness; Shortness of breath or 
irregular breathing; Seizures or convulsions; Complaints of serious pain or injury; 
and/or any other serious medical problem. 
 
H. If officers observe any serious medical issue, they shall immediately contact 
EMS or transport directly to a local hospital.  Officers shall also notify a supervisor. 

 
Police 9-110 - Prisoner Control, Safety, and Transportation (emphasis added). 
 

The policy of the Metropolitan Police Department in Washington, D.C. states: 
 

1. In order to avoid asphyxiation, members shall: . . . 
 

b. Position the individual in a manner to allow free breathing once the 
subject has been controlled and placed under custodial restraint using 
handcuffs or other authorized methods. 

 
c. Seek medical assistance immediately if a person appears to be having 
difficulty breathing or is otherwise demonstrating life threatening 
symptoms. An official shall direct that alternative means to maintain 
custody be utilized, if appropriate. 

 
General Order 901.07 - Use of Force. 47 
 

We strongly recommend that the Legislature pass legislation requiring DCJS to establish a 
uniform statewide policy containing language similar to the ones adopted by NYPD, the 
Minneapolis Police Department, and the Metropolitan Police Department in Washington, D.C. and 
require mandatory training for such policies, so that all police officers in the State will be trained 
to respond to indications of breathing difficulties by arrestees as medical emergencies.  The policy 
and the training should make clear that police officers should treat indications of breathing 
difficulties as medical emergencies even if no force was used against the arrestee. 
 

B. Revise SPD Policies Concerning Medical Care 
 

The SPD should revise its policies to make clear that arresting officers should arrange for 
emergency medical services after an arrest, whenever such services are needed and 
notwithstanding whether force was used in effecting the arrest.   

                                                           
47 The Washington DC Use of Force Policy 901.07 contains a provision that states, “Admission to the hospital must 
be directly associated with the use of force.”  Nevertheless, this policy makes clear that emergency services should 
be provided for breathing difficulties.  The OAG recommends that the SPD adopt a policy that clearly states that all 
necessary life-saving services should be provided for indications of breathing difficulties, notwithstanding whether 
there was a use of force.  
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SPD General Order 0-07, Use of Force Policy, states in relevant part:  

 
When safe to do so after any level of force is used, the subject will be verbally and 
visually checked to ascertain whether they are in need of medical care.  If a subject 
is physically injured in any way, complains of pain, or demonstrates any type of 
medical distress, medical assistance shall be immediately summoned.   

 
“Physical force” is defined in the General Order as “[p]hysical contact or action exerted against a 
subject, beyond unresisted handcuffing, utilized for any legitimate law enforcement objective.”  
Id.  This policy imposes no obligation on an arresting officer to call for emergency medical 
assistance unless physical force has been used.48  The policy, therefore, overlooks circumstances 
where an arrestee needs emergency medical assistance, but no force was used.  The SPD should 
expressly provide that officers should secure prompt emergency services whenever they are 
required, regardless of whether force was used.   
 

C. The SPD Should Seek State Accreditation 
 

We strongly encourage the SPD to become a New York State-accredited law enforcement 
agency.  DCJS offers an accreditation process that provides a “progressive and contemporary way 
of helping police agencies evaluate and improve their overall performance.”49  The accreditation 
process requires police agencies to achieve and maintain various standards of excellence that 
constitute best practices in the field of law enforcement.  The process of becoming accredited is 
time and labor intensive, but accredited agencies are recognized as having policies that are 
“conceptually sound and operationally effective.”50  

 
Approximately 150 law enforcement agencies throughout New York State have committed  

the time and resources to become accredited.  According to the most recent US Census Bureau 
data, Schenectady is the 8th largest metropolitan area in the State outside of New York City.51  
Moreover, more than 139 law enforcement agencies that have fewer officers than SPD have been 
accredited by DCJS.  But, while scores of police departments and sheriff’s offices throughout the 
State are accredited, the SPD is not one of them.  We recommend that the SPD undertake the 
accreditation process. 

 
 

                                                           
48 Interim Order 92-4, Medical Treatment [of] Ill or Injured Persons or Prisoner, requires the Desk Officer to notify 
paramedics “[w]henever[,] a person is brought to the station and appears to have an injury or illness, no matter how 
minor, or; whenever a person in the custody of this department complains of an illness or injury.”  It is not limited to 
when force has been used; but, by its plain language, it only applies after a person has been taken to the 
stationhouse. 
 
49 http://www.criminaljustice.ny.gov/ops/accred/ 
 
50 Id.  
 
51https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=PEP_2015_PEPANNCHG.ST0
5&prodType=table  
 

http://www.criminaljustice.ny.gov/ops/accred/
https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=PEP_2015_PEPANNCHG.ST05&prodType=table
https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?pid=PEP_2015_PEPANNCHG.ST05&prodType=table


22 
 

According to DCJS, the accreditation program has four goals, quoted here: 
  

1. Increased effectiveness and efficiency of law enforcement agencies utilizing existing 
personnel, equipment and facilities to the extent possible;  
 

2. Promotion of increased cooperation and coordination among law enforcement agencies 
and other agencies of the criminal justice services;  

 
3. Ensure appropriate training of law enforcement personnel; and 
 
4. Promotion of public confidence in law enforcement agencies.52 
 
The training and protocols required by the accreditation process would benefit the SPD.   
 

CONCLUSION 
  

This case raises a number of complicated legal and factual issues.  In particular, it was 
necessary to determine PO Weekes’ state of mind while Mr. Kearse was in his custody, and 
whether PO Weekes’ failure to secure medical attention for Mr. Kearse prior to their arrival at the 
stationhouse was a cause (under the relevant legal standards) of Mr. Kearse’s death.  The OAG 
decided to present this matter to a grand jury, because the OAG concluded that the evidence was 
such that a properly instructed grand jury could find probable cause for a criminal charge.  After 
hearing the evidence and receiving instruction on the applicable law, the grand jury determined 
that no criminal charges should be brought.  The grand jury’s determination is final.  We respect 
the determination made by the grand jury and issue this report to assist the public in understanding 
the difficulties posed in this case by the evidence and the law, and to provide context to our policy 
recommendations.  
 

 

                                                           
52 See https://www.criminaljustice.ny.gov/ops/accred/. 

http://www.criminaljustice.ny.gov/ops/accred/
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EXHIBIT 4 



Beginning Time: 9:30 AM 

Supporting Deposition (CPL 100.20) 

The People of the State of New York 
vs. 

Location of Incident 
State of New York Local Criminal Com1 
County of Schenectady 
City of Schenectady 

Location of Deposition 
State ofNew York 
County of Schenectady 
City of Schenectady 

I, Mark E. Weekes, date of birt , residing at an address known 
to the State Police am making  statement to Investigators Kevin 
E. Noto and Robert Martin of the New York State Police of my own free will. 

I am employed as a Patrolman for the Schenectady Police Department. I have been 
employed by the Police Department for approximately nine years. 1 cu1Tently work the 
3 :00 PM to 11 :00 PM shift. 

On May 11. 2017, I was working my nonnal shift and was in marked patrol car SPD 915. 
SPD 91 Sis a standard patrol car which has a plexi-glass cage separating the front seats 
from the back seat. There is a partition window in the plexi-glass which has a metal !,'lid. 
There is also metal grid on the side windows in the back. The car has four cameras; two 
forward facing cameras and two rear facing cameras. The two forward facing cameras 
record footage of the exterior of the vehicle. The two rear facing cameras show the 
interior of the patrol car. The one camera covers the front seat and the rear seat through 
the pai1ition. The other camera covers the rear seat. 

At approximately 4:30 PM, I w'as in SPD 915 on Albany Street at Brandywine when I 
heard one of the Sergeants. who was in a 920 series car (which is a Sergeant's car). radio 
something to the effect that someone was fleeing. I thought I heard him say Ward 
Avenue but I wasn·t sure because that is normally a quiet area. I heard someone else call 
for the cross streets to get clarification on the location. I pulled over and waited to hear 
the clarification on the location. As 1 was pulled over, I saw one of the Schenectady 
Police Department SUVs travelling southbound on Brandywine and then turned east on 
Albany Street. The SUV had its lights and sirens on. I activated my lights and sirens and 
followed the SUV. We went down Albany Street, made a left on Dartmouth, right onto 
State Street, left onto Consaul, left onto Ivy, and then a right onto Ward ·Avenue. The 
SUV that was in front of me pulled over to the left. 1 saw the Sergeant's vehicle was 
pulled into the driveway behind a white SUV so I knew which house to be looking at. 
saw Sergeant DeMartino right in front of the stairs for the front door with a white female. 
The female was in real close proximity to Sergeant DeMartino and I saw him push her 
away and tell the female to get away from and not to touch him. I pulled into the 
driveway and stopped to the right of the Sergeant's SUV. As soon as I got out of the car 
I looked over to Sergeant DeMartino. 1 thought we were there for her but he told me to 
go to the back. I ran to the right side of the house. As I approached the back yard 1 saw a 
bl.ack male subject who was about halfway in the backyard. · He was running away 
towards the back of the yard and was looking over his shoulder towards me. He was a 
medium skinned black male who was wearing a white t-shirt and pajama pants. I yelled 
that he was running out the back. There was wire fence which I had to jump over to get 
into the back yard. Patrolman Dan Coppola came up behind me and he went over the 
fence after I went over it. There was a shed in the backyard. I slowed down as I got to 
the shed and looked around it to see if the man Wfl" tht>rt> hlll he \Vasn ' t. There was a 
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stockade fence behind the shed. I couldn "t see the man so I climbed up on the stockade 
fence. l could see the man running to the front fence of the next yard which was a house 
on Donald Avenue. l radioed the man's description and his direction of travel. 1 figured 
thai the stockade fence was going to give me the highest vantage point so I could monitor 
his direction of travel and radio the infonnation to the other officers. I saw him heading 
in the direction of Park view Cemetery so I thought that might be where he was ·heading. 
l didn "t think I was going to catch him so I ran back to my patrol car so 1 could attempt to 
cut him off in the cemetery. As 1 was running towards my patrol car l saw Patrolman 
Kietlinski running towards Donald Avenue through a neighbor's backyard. I heard him 
ask the neighbor who was on his back porch and ask if he could go through his yard. 
When I got to my patrol car I got in and drove down to Ivy and headed towards Consaul 
Road. When I got to the intersection of Consaul Road and Ivy 1 heard someone radio that 
they had one in custody. I made a U-tum and drove back to Donald Avenue. 

As 1 drove down Donald Avenue, 1 saw something in the backyard of one of the 
residences on the right hand side. 1 stopped and got out of the car and ran into the 
backyard and saw Patrolman Kietlinski who was on his knees. There was a male subject 
either on his side or laying down. Both Patrolman Kietlinski and the male subject were 
breathing heavily and appeared out of breath. The male subject that Patrolman Kietlinski 
had was the same subject I had observed running through the backyard on Ward A venue. 
Patrolman Coppola came up behind me. Because Patrolman Kietlinski was out of breath 
either Patrolman Coppola or I told him that we would relieve him. Since the male subject 
was not responding to our verbal commands to stand up, Patrolman Coppola and I 
assisted the male subject to his feet. The male subject was handcuffed behind his back. 1 
used my left ann to pick him up underneath his right annpit. Patrolman Coppola used his 
right ann to pick him up underneath his left annpit. We told him to stand up which he 
did at this point. We began to walk with him and he took a few steps. He was still out of 
breath from fleeing the police and was taking deep breaths. While walking to the police 
car, he refused to walk on his feet. Patrolman Coppola and I lowered him down to his 
knees. He said that he could walk on his knees. He began to walk on his knees. 
Patrolman Kietlinski stated that he could help by lifting his feet so we could caITy him. 
Patrolman Coppola and 1 were still holding the male subject by the ann. When 
Patrolman Kietlinski picked up the male subject's feet we carried him in a horizontal 
position to the side of my patrol car. The male subject did not make any complaints as 
we did this. We put him down on the ground a few feet from my car. Someone opened 
the rear passenger side door of my patrol car. I don ·1 remember how the male subject got 
in to the patrol car. The male subject was given verbal instructions to get into the patrol 
car but he did not comply. He was placed in a seated position on the backseat with his 
feet sti 11 outside the car. l don "t remember if it was before he was seated or after but at 
one point I went to the rear driver side door of my patrol car and opened the door. 
Because he wouldn't sit entirely in the patrol car r reached in and guided him into the 
vehicle. We closed the doors to the car. It was after the subject was placed in the patrol 
car that I changed the live-feed on the monitor in the car to show me the camera covering 
the backseat so I could monitor the male subject. I don't know if the camera started 
recording the rear seat when I did this or if it was recording before 1 changed cameras. 
We were there for a short time before I transported him back over to Ward A venue. 
While 1 was driving back to Ward Avenue the male subject told me something to the 
effect that he couldn"t breathe. He did not make any other complaints. I looked at the in­
car monitor and saw that the male subject was still sitting upright but facing sideways. 
From my first responder training 1 received in the police academy, the military, and my 
professional experience, I was taught that if someone can speak they can breathe. 

·-

., ... 
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I drove back to the residence on Ward A venue where Sergeant DeMartino had 
been and I parked on the east side of the street. Both the rear windows were up in the car 
and the partition window was closed. 1 had the climate control on in the vehicle and I 
had the driver side window down. I exited the vehicle and began speaking with Sergeant 
DeMartino. We were standing on the front yard of the residence so the width of Ward 
A venue was between us and my patrol vehicle. I could hear the male subject yelling 
from inside the vehicle. I heard him yell that he couldn't breathe. Since Sergeant 
DeMartino did not need the subject at the scene, and because he was yelling loudly, 1 
advised Sergeant DeMartino that I was going to transport the male subject back to the 
station. 

As soon as I got back in the car the male subject said that he couldn't breathe. He also 
asked me to open the window but I told him that I wouldn"t. For safety reasons I don't 
open the back windows because the back doors can be opened from outside. If a subject 
in custody has managed to remove their handcuffs and the windows are open they can 
open the door and create a safety risk for them and me. Given the events that had 
occurred; the subject had fled from the police and was not compliant in getting into the 
patrol car, 1 was concerned that he was asking for the windows to be lowered as a ruse to 
escape custody. The drive from Ward A venue to the station was approximately ten 
minutes. During that trip I continued to monitor the male subject through the monitor. 
Throughout the course of the trip the male subject made statements that he couldn't 
breathe and he asked me to open the window. He also yelled that he couldn't breathe. At 
one point he said that he was going to throw up. I monitored him during the trip and I 
could see that when 1 made motions with the vehicle, such as turning onto another street, 
he would up1ight himself. The male subject never complained of any pain. He never 
asked for medical assistance. Because the male subject was able to sit upright, correct his 
positioning during t\1e drive to the station, and was talking, it was clear that he couid 
breathe. After he made the statement about throwing up, he made a regurgitation sound. 
Shortly before we arrived at the station I made a right hand tum. I heard the male subject 
fall back on the plastic seat. By then we were close to the station. We have two 
entrances to the parking lot, the entrance to the sally po11 has a security gate. Because he 
had slumped over I wanted to get to the station quicker so I went to the other entrance 
and pulled into the sally port entrance which is at the rear of the station. 1 stopped the in­
car monitor (because I knew there was a camera covering the sally po11 entrance) and 
exited the vehicle. 1 opened the rear driver side door and saw that he was still laying 
down. l told him something to the effect for him to get up. Patrolman R. Flood was 
walking by at that point and 1 asked him if he could help me get the male subject out of 
the car. We had some difficulty getting him out of the vehicle because his foot got stuck 
so I went over to the passenger side. Patrolman Flood pulled him out and laid him down 
on his back on the sidewalk, parallel to the vehicle. As I was on the passenger side of the 
vehicle I turned on the in-car camera again because the subject wasn't being compliant 
and there may have been a medical issue, I wanted to ensure that what was happening 
was being recorded. I told him a few times to get up, but he didn't. I checked his pulse 
at this time. Since he was not responding, I called dispatch and requested that the medics 
respond. I originally gave our physical location, 531 Liberty Street, and then clarified by 
saying the station. I saw that his eyes were partially open. 1 could see parts of his pupils, 
so they hadn ·1 rolled back. Lieutenant Macherone walked by and I got his attention. He 
said that he would be right back. He went inside. I then called for a supervisor. We sat 
him up against the building. He began to lean a little to the left so I stabilized him with 
my leg. I noticed that his eyes were still open and that he hadn't blinked. When I noticed 
this, I asked Patrolman Winch to expedite the medics which she did . Patrolman Flood 
checked the subject for a pulse ;:mrl c;;Ftid that he could1ft feel one. I nskcd rat1ul1J1au 

I-
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Winch if she had expedited the medics and she said she did. She radioed dispatch 
again and repeated her request to expedite the medics. I said that we should remove the 
handcuffs from the subject so one of the other officers removed the handcuffs. We laid 
the subject back down on the sidewalk on his back and I began chest compressions. 
Another officer came with an AED. While I was doing chest compressions, the other 
officers lifted up his shirt and began to apply the pads for the AED. As they were 
applying the pads the medics arrived. Patrolman Coppola told me to stand clear but I 
continued chest compressions, I then heard the AED state that there was body movement 
det~cted and stop body movement so I stopped the chest compressions. The medics came 
up to us and 1 got out of the way so they could begin to treat him. One of the supervisors 
then brought me inside the station. 

NOTICE: In a written instrument, any person who knowingly makes a false 
statement which such person does not believe to be true has committed a crime 
under the laws of the state of New York punishable as a class A misdemeanor. 

Affinned under penalty of perjury this 13111 day of May, 2017 

Investigator-K:evtn £. Noto .... 6 ,"ft-,.:·- . 
,,// ; ;L 

I ,.."" .t." •• -
/ ~)· ,/ I 

Time ended: 
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MICHAEL SIKIRICA, M.D. 
50 Broad Street 

Waterford, New York 12188 
TEL {518) 237-3211 
FAX (518) 237-7423 

I, Michael Sikirica, M.D., Forensic Pathologist, certify to the best of my knowledge, that 
the attached nineteen page report is a true and accurate copy of the original final 
autopsy report dated June 08, 2017, following the autopsy that I performed on the body 
of Andrew Kearse on May 12, 2017, at the Albany Medical Center, Albany, New York. 

,,~~~~<;:/~--=:___ 
Michael Sikirica, M.D. 
Forensic Pathologist 
DATED: June 09, 2017 

JUN 1 2 2017 



FINAL AUTOPSY REPORT 

CASE#: MS-17-249 
OC-17-126 (Albany Medical Center) 

DECEDENT: Andrew Kearse 

DATE OF BIRTH:   

PRONOUNCEMENT DATE: May 11, 2017 

PRONOUNCEMENT TIME: 7:47 PM 

DATE OF AUTOPSY: May 12, 2017, 10:15 AM 

PLACE OF AUTOPSY: Albany Medical Center, Albany, NY 

PROSECTOR: Michael Sikirica M.D. 

ASSISTING: Mrs. Sarah Bourdon and Ms. Sarah Strakosch 

MEDICOLEGAL DEATH INV.: Ms. Laura Nealon, Schenectady County 

MEDICAL EXAMINER: Dr. Nadarajah Balasubramaniam, Schenectady County 

Cause of Death: Cardiac arrhythmia due to cardiomegaly and left ventricular 
hypertrophy 

Manner of Death: Natural 
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The body is received in a white plastic body pouch. There is a tag attached to 

the pouch with number 831288. The decedent's name is also written in ink on the 

pouch along with the name of Detective Barrett and what appears to be the name of 

Investigator Bird and lock number 831288. The decedent's date of birth and case 

number 17-215907 are also listed on the pouch. The body is that of a 76", 246 pound 

normally-developed, well nourished adult black male appearing the reported age of 36 

years with full rigor mortis and slight posterior fixed livor mortis. The body temperature 

is cool to the touch after refrigeration. The general appearance of the body is of good 

health and hygiene. 

The body is received with a hospital gown overlying the body and a cut white t-

shirt behind the body in the pouch. There is no jewelry present on the body or included 

with it. 

The scalp hair is black measuring approximately '!!:!" in length and there is a 

black mustache and beard. The irides are brown. The right and left pupils each 

measure 3 mm in diameter. The corneas are clear and the sclerae and conjunctivae 

are unremarkable. No conjunctiva! petechiae are noted. The face is symmetric and the 

facial bones are intact to palpation. There are no materials in the mouth, nose or ears. 

The teeth are natural and in fair to good condition. There is no injury to the lips, teeth or 

gums. The neck is free from masses. There are no unusual marks or lesions on the 

skin of the neck. The larynx is mid line and the thyroid not palpable. The chest is of 

normal contour. The breasts are those of an adult male. The abdomen is flat and soft. 
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The posterior torso shows no significant abnormalities. The upper extremities are 

symmetric, and the fingernails are intact and show no foreign material. There is black 

fingerprint ink on several fingers. No clubbing or cyanosis is noted. The external 

genitalia are those of a mature male. There is no evidence of injury or abnormal 

secretions. The buttocks and anus are unremarkable. The skin is black in color and 

smooth. There are numerous tattoos noted. There is a tattoo of the words "Live Your 

Life Not Mine," along the left lateral upper forehead and a tattoo of a name or word with 

the letters "Ch" present along the left neck. There is a tattoo of the words "Real'' and 

"Right" tattooed across the front of the right and left shouiders. There is a tattoo of what 

appears to be a letter "B" along the lateral right upper chest and a tattoo labeled "For 

Your Eyes Only" with two eye tattoos along the left upper chest. There is also an "X" 

shaped tattoo along the anterior lower lateral left shoulder. There is a tattoo of the 

name "CRYSTAL" extending along the posterior shoulders. There is a demon with a 

female scene tattoo along the anterior and lateral left upper arm and a demon and 

geometric design tattoo along the right upper arm. There are illegible letters along the 

ventral right forearm and a marijuana leaf more distally along the ventral right forearm. 

There is a star and rectangular design tattoo on the upper ventral left forearm. There is 

a tattoo of a wall with a street sign with what appears to be an address of "Dehater'" and 

"195 st" on the dorsal right forearm. There is a cross and chain design tattoo on the 

dorsal left forearm. There is a skull and crown tattoo on the dorsal left hand and a 

tattoo of the word love on the dorsal aspect of the right middle finger. There is a large 

tattoo of the words "Endangered Species" along the abdomen located above and below 

the umbilicus. There is no evidence of acute or chronic intravenous narcotism. Passive 
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motion of the head, neck and extremities reveals no abnormal mobility or crepitus. 

There is no unusual odor about the body. 

Evidence of Recent Medical Therapy 

There is an endotracheal tube protruding outward from the oral cavity and 

strapped arpund the cheeks. There is a large defibrillator pad along the right upper and 

medial chest and a second along the left lower chest. There are square EKG pads 

present along the right ciavicular area, lateral ieft shoulder, anierior lower ieft shoulder, 

anterior left axilla, right lower medial chest, left anterior abdomen and left lateral 

abdomen. There are small monitor pads in place as follows: one along the lateral right 

upper arm. one along the lateral left upper arm, two along the medial right lower chest. 

one along the medial left nipple region. four extending horizontally along the left lower 

chest and one along the mid portion of each calf. There is an IV line inserted into the 

left antecubital area and taped in place. There are small puncture marks with a slight 

amount of associated bleeding along the ventral portion of the right antecubital region. 

There is a hospital identification bracelet in place arour;id the right wrist listing the 

decedent's name with a date of birth of  and a  

 There is a large bore catheter inserted into the right femoral area and a triple 

lumen catheter inserted into the more medial right femoral area. There is a bandage 

over a small puncture wound along the dorsal right hand. There is an intraosseous port 

inserted into the bony tissue of the right upper calf. 
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Present along the mid line of the chest at the approximately level of the nipples 

is a 14 x 10 cm zone of pink ecchymosis injury surrounding several small red abrasions 

and the injuries are consistent with resuscitation. 

There are two small scratches extending into the right axillary region along the 

right upper arm and located distal to these are two somewhat vertically oriented thin 

scratch type marks with the lateral measuring 8 cm in length and the medial measuring 

7 cm in length. 

There are several small abrasions along the posterior right elbow region with 

the largest measuring 2 x 1 cm in size. 

There is a small red abrasion along the upper right flank. 

There is a patch of red abrasion injury along the ventral medial left wrist 

measuring 6 x 2 cm in size. 

There is slight scraping type injury to the skin along the lateral aspect of the 

knuckle of the left index finger and a 4 mm superficial laceration along the medial 
,, 

portion of the left palm. There is a small somewhat circular burn type mark or healing 

abrasion along the lateral basilar portion of the right thumb. 

There is a small red abrasion along the upper lateral portion of the left knee. 

There is a thin scratch type mark along the distal medial portion of the right 

thigh just above the knee and a 2 x 1.5 cm red abrasion along the frontal portion of the 

right knee. There is an additional 20 x 10 mm abrasion along the medial portion of the 

right knee and a 10 x 2 mm scratch type mark along the inferior aspect of the right knee. 
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There is slight red abrasion injury along the distal medial left ankle and a small 

scrape type mark along the upper portion of the left instep with a larger 2 cm scraping of 

the skin along the more lateral distal portion of the left instep. 

There is no other evidence of significant antemortem injury. 

Procedure and Specimens 

The organs are exposed utilizing the standard Y-shaped thoracoabdominal 

and posterior scaip incisions. Femoral blood, vitreous fiuid , bile, urine and gastric 

contents are taken for toxicologic evaluation and submitted to the Forensic Toxicology 

Laboratory at the Albany Medical Center. Additional blood samples are also collected 

from the admission at Ellis Hospital on 05/11 /2017 and submitted for testing if required . 

An additional lavender top blood sample tube is retained for further testing if needed. 

Representative portions of the major viscera are retained in formalin and appropriate 

sections processed for microscopic slides. Pertinent findings at autopsy are recorded 

by digital photographs by the officers present. Present at the autopsy are Investigator 

Ronald Enfield of the Attorney General's Office, Senio~/lnvestigator Drew McDonald. 

Investigator Timothy Ayers, Investigator Erin Manns and Trooper Ryan Bishop of the 

New York State Police and Schenectady County Medicolegal Death Investigator Ms. 

Laura Nealon. A copy of the decedent's recent emergency room records from Ellis 

Hospital is received with the decedent and lists the decedent's name and medical 

 Additional records are also received from the Schenectady 

New York Fire Department EMS Service and list REMO Run 14751 . Copies of portions 
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of the decedent's medical records from the New York State Department of Corrections 

are also later received and evaluated and list the decedent's name and DIN number of 

 Copies of multiple supporting depositions are also available for review 

including copies of statements from Molly S. Winch, Mark E. Weekes (DOB 

 ), Daniel A. Coppola, Ryan Macherone, Ross S. Flood, Michael Mclaughlin, 

Theresa Carr  Joseph J. Vanblarcom (  Ann Von 

Stetina (  Dean M. DeMartino (  and Brandon S. 

Kietlinski. Several DVD discs are also available for review including camera footage 

and radio transmissions of the decedent in the patrol car when he became 

unresponsive, images of the decedent at the police station and from another vehicle as 

the decedent was apprehended. Fingerprints were obtained prior to autopsy for 

confirmation of identity. X-rays are not taken of evaluated. The decedent's t-shirt is 

retained by the officers present but no additional material is retained as evidence. The 

autopsy is assisted by autopsy assistants Mrs. Sarah Bourdon and Ms. Sarah 

Strakosch. 

Internal Examinati'On 

Thoracoabdominal incision reveals 3 to 4 cm of normal appearing abdominal 

panniculus. The thoracic and abdominal viscera have normal anatomic relationships 

with no evidence of trauma. 
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There are no significant fluids in the pleural or peritoneal cavities. There are 

no adhesions. 

Musculoskeletal System 

The skeletal muscles are firm and normally developed . There are fractures 

along the anterior lateral aspects of left ribs 2, 3, and 4 with hemorrhage and right ribs 2 

and 3 with slight hemorrhage along the anterior and lateral aspects. There is a fracture 

through the sternum between the insertion of the 2nd and 3rd ribs without significant 

hemorrhage. The fractures are consistent with resuscitation. There are no additionai 

fractures noted. 

Neck Organs 

The larynx and thyroid gland are unremarkable. The thyroid is 

homogeneously tan/brown without nodularity. The laryngeal cartilages and hyoid bone 

are intact. There are no laryngeal hemorrhages or hemorrhages in the soft tissues of 

the neck. There is a small amount of purple hemorrhage along the right posterior 

aspect of the tongue. The carotid arteries and jugular veins are intact. The cervical 

spine is intact. 

Respiratory System 

The right lung weighs 1200 grams, the left 1020 grams. The pleural surfaces 

are smooth and glistening. There is severe vascular congestion. There is minimal 

anthracotic pigmentation bilaterally and there are no focal lesions. The 

tracheobronchial and arterial trees are unremarkable. No aspirated material or 

thromboemboli are found . 
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The pericardia! sac is intact and contains a few mis of normal serous 

pericardia! fluid. The heart is significantly enlarged at 560 grams and has a glistening 

epicardial surface and a normal amount of epicardial fat. The myocardium is firm and 

red/brown and shows no focal lesions. The left ventricular chamber is reduced in size 

due to concentric left ventricular hypertrophy. The remaining cardiac chambers are of 

normal size and contain clotted blood. The right ventricle measures 3 mm and the left 

ventricle measures up to 20 mm in concentric thickness. The cardiac valves are 

normally formed and appear in good functional condition with thin pliable valve leaflets 

and thin discrete tendineae chordae. The mitral valve measures 11 cm, the tricuspid 13 

cm. the pulmonary 8.2 cm and the aortic 8.2 cm in circumference. The endocardium is 

smooth and glistening and there is patchy subendocardial purple infarction along the 

upper portion of the left ventricle. The coronary arteries arise normally and follow their 

normal distribution. The ostium of the right coronary artery and the artery itself is small 

in diameter. The diameters of the left common, left anterior descending coronary artery 

and circumflex coronary artery are all of normal size. There is no evidence of significant 

atheromatous plaque formation. The atria and appendages are normal. The aorta is of 

normal caliber and branching distribution and is intact with no significant 

atherosclerosis. The vena cavae is intact and unremarkable. 

Liver and Biliary Tree 

The liver is enlarged at 2610 grams and has a smooth capsule and normal 

brown lobular architecture. Upon sectioning there are no focal lesions. There is no 

evidence of fibrosis or cirrhosis. The gallbladder is intact and contains approximately 30 
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mis of green/brown bile without stones. The remainder of the extra hepatic biliary 

system is unremarkable. 

Spleen 

The spleen weighs 270 grams and has a smooth thin intact capsule. The 

parenchyma is firm with indistinct white pulp. 

Pancreas 

Firm lobulated tan parenchyma. 

Adrenals 

Thin bright yellow/orange cortical ribbons and tan medullae. 

Genitourinary System 

The right kidney weighs 150 grams, the left 180 grams. The capsules strip 

easily to reveal smooth purple cortical surfaces. There aie no parenchymal lesions. 

The ureters are patent into the bladder, which contains a trace of yellow urine and is 

otherwise unremarkable. The prostate gland is not enlarged . Both testes are palpable 

in the scrotal sac and are removed and show no evidence of injury or natural disease. 

Gastrointestinal System 
, 

The esophagus is unremarkable. The stomach contains 100 to 120 mis of 

reddish fluid without identifiable digestate. There are no recognizable fragments of 

tablets or capsules. The mucosa and rugae are flat and autolyzed but otherwise 

unremarkable. The small and large intestines and appendix have a normal 

configuration and are otherwise unremarkable. 
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The scalp is retracted by an intermastoidal incision. There are no subgaleal 

hemorrhages. The bones of the calvarium and base of the skull are intact. The fresh 

brain weighs 1460 grams. The cerebral hemispheres are symmetric with a moderate 

diffuse cerebral edema. There is no evidence of a midline shift. There is no evidence 

of epidural, subdural or subarachnoid hemorrhage. The meninges are clear. The 

cerebral vasculature is intact and shows no significant atherosclerosis or vascular 

anomalies. Serial coronal sections through the cerebrum, cerebellum and brainstem 

reveal no focal lesions. Stripping the dura reveals no fractures. The pituitary gland is 

not enlarged. 

Microscopic Examination (slides 1-35) 

Portions of the major internal organs are examined microscopically including 

sections of brain, heart, lungs, liver, kidneys and additional tissues and organs as 

required. Sections of the adrenal glands and thyroid gland are unremarkable. A portion 

of liver reveals only acute passive congestion. Sections of the kidneys reveal vascular 
" 

congestion with a normal renal architecture. No significant crystals are noted under 

polarized light examination. A section of prostate gland is unremarkable. Sections of 

the lungs reveal normal appearing airspaces and airways without evidence of significant 

blockage or inflammation. A few areas do display increased numbers of foreign body 

macrophages in the alveolar spaces. A section of the tongue does reveal slight 

hemorrhage in the submucosal tissue and more extensive acute hemorrhage in the 
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deeper muscular tissue. A section of stomach is unremarkable. Sections of the brain 

including portions of cerebral cortex, cerebellum, midbrain and medulla are 

unremarkable. A portion of basal ganglia of the brain does reveal a few small specs of 

calcification around blood vessels with no other significant abnormalities. A section of 

pancreas reveals diffuse postmortem autolysis. Sections of the testes show no 

evidence of significant natural disease or injury. A portion of spleen reveals acute 

congestion. A section of trachea is unremarkable. Sections of the myocardium of the 

left ventricle reveal scattered very small foci of interstitial fibrosis and areas of myocyte 

nuclear and cytoplasmic hypertrophy with elongated myocyte nuclei (boxcar nuclei). 

There is evidence of focal fiber splitting and fiber separation. There is evidence of acute 

subendoc·ardial congestion and focal infarction but no evidence of significant deeper 

ischemic injury. A section of right ventricular myocardium reveals only mild fatty 

infiltration. 

Anatomic Diagnoses 

I. Cardiac arrhythmia due to cardiomegaly and left ventricular hypertrophy. 

a. History of decedent suddenly becoming unresponsive while transported in 

a police patrol car and after complaints of dyspnea. 

b. History of exertion while avoiding capture by police with markings of the 

skin consistent with climbing over fencing during pursuit. 

c. Significantly enlarged appearing heart {560 grams) with left ventricular 

hypertrophy (approximately 20 mm, concentric) . 
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i. Gross and microscopic evidence of subendocardial infarction of the 

left ventricle consistent with acute ischemia . 

ii. Microscopic evidence of myocyte nuclear and cytoplasmic 

hypertrophy, mild interstitial fibrosis and fiber splitting. 

d. Medical history of hypertension with hydrochlorothiazide prescribed to the 

decedent. 

i. Blood pressure taken on 04/03/17 of 159 over 103. 

ii. Blood pressures taken on 02/08/17 of 171 over 111 and 133 over 

94. 

iii. Multiple other prior readings of elevated blood pressure. 

II. No evidence of significant antemortem injury or other significant natural 

disease . 
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U6ANY ME~ICAL CE.~T~R. ~NEW SCOTLAND AVENUE 
ALBANY, NEW YORK ~210e~71! (513) 2&:M52~ 

N.'r .S. FORENS IC IJ<.SORA TCRY PERMIT #P~l 1899 
AC,'.;REOITEO EY T"4E AME=<JCAN SOAIW OF FORENSIC TOXICOLOGY 

Subject: Kearsa. Andrew 

 

Agenq : Schenectady Medical Ex<!minet 

Address : Nadarajah Balasubramaniam 
Ellis Hospital Dept. of Pathology 
Schenectady, NY 12309 Case Number: FT1i-205 

 

DOD: 05i1112017 

Collect Date: OS112/:Z017 

Received Date: 05/16120~7 

Report Date: 06105/2017 

Requester: Dr. Michael SilCirica 

Address: Forensic Medical Services 
50 Broad Street 
Waterford, NY 12188 

Test Results 
Initial Tesw: 
Chloride 
Glucose 
Ketones 
Pota5slum 
Sodium 

~ .Bw!!! 
13i 
16 
Negative 
12 
153 

Detection LlmitJUnit 
mEqlL 
mg/dL 
Oete<:tion Limit 100 mg/di 
mEq/I. 
mEq/l 

Urea Nitrogen 
Creatinine 

Vitreous Humor 
Vitreous Humor 
Vitreous Humor 
Vitreous Humor 
Vitreous Humor 
Vitreous Humor 
Vitreous Humor 

9 mgldL 
0.57 mg/di 

Conficmargr1 T&atinq: 
NMS General Unknown Screen 
Synthetic Cannabinoids 

Specimens 

Blood, Femoral 
Blood, Femoral 

See NMS I.abs Report 
See NMS Report 

SAMP:..E # TYPE COLLECTION 

See NMS Report 
See NMS Report 

!='lasme, Premortem FluorideiOxalate (gray top 11acuta1ner tube) 
Comment: Specimen drawn on 05/1112017at1757 

2 Plasma, Premcrt~m Hepann {green top vacuta1ner tube) 
Comment: Specimen drawn on 05111/2017 at 1758 

3 Serum. Premortem Ne Preservatives 
Comment: Specimen drawn on 05/11/2017 at 1757 

4 Plasma. Pren"ortem EDTA (lavende1 top vacuta1ner tube) 
Comment: Specimen drawn on 05/11/2017 at 1757 

~ Plasma. Premottem Citrate (tight blue top vacutainer tube) 
Comm1mt: Specimen drawn on OS/11/2017 at 1757 

6 Plasma. Premortel'l'I ~luoride/OXalate (gray top vacutainer ttibe) 
Comment: Specimen drawn on 05/11/2017 at 1756 

7 Plasma, Premortem Fluoride/Oxalate (gray top vacuta1ner tube) 
Comment: Specimen drawn on 0511112017 at 1905 

8 Plasm;;, ?remortem Fluorldel0X31ate (gray top vacutaine:r tube) 
Comm1mt Specimen drawn on 05111/2017 at 1905 

9 Blood. Femoral F=luorldelOxalate (gray top vacutainer tube) 
i O Slood. Femoral Fluoride/Oxalate (gray top vacl,ltainer tube) 
11 Blood Femoral FlucridelOl!alate {g~ytop vacutainertubei 
12 aiood, Femon1I Fluoride/Oxalate (gray top vacutainer tube:) 
13 Blooo. Femoral Fiuoride10xalate (gray top vaculainer tube} 
14 Blood , Femcr;I EDTA (lavender top vacutainer tube) 
~ 5 Urine No Preservatives 
'6 Vitreous Humor No Preservatives 
17 Bile No Preservatives 
1 a Gastric Ccntents No Preservatives 

Comments: 
NMS testing performed at 3701 Welsh Road, Wlllow Grove PA 19090 (06/05/17) 

Method 
~ctive Elec~·oce 
Spectrophotometr)· 
Color Spot T~t 
Ion Selective Elec~rode 
Ion Selectiv'e Electrcce 
Spectrophotomttr/ 
Spectropl'lotometry 

See NMS Report 
See NMS Report 

AMOUNi 

: 8 ~O:'"'S 
:.~ g~-5 

5.7 grams 
5.3 ;rars 
5.2 ;irarn 
~- t gr:-rs 
4.7 grarr-s 
.: 5 gra-s: 
' S 3S:"T"'S 
C:e 2 ;;r;.m~ 

I certify that the specimen(s) identified by tl'le name andJor refernng number above have been eumined upon receipt, determined io be 
acceptable unless otherwise noted, analyzed in accordance with New York State Health Department regulations, and that the reJiul:.s S9! ; ::.r.• 
are for those spac1men(s). DocumentaJon of chain of cLJStody througl'lout colleaion, transport, laboratory receipt and testing was reviewec 
and found to be acceptable, unless otheiwise noted. Positive specimens are retained for a minimum of one yr:ar, unless other.vise reqve~.:c 
This report hH an associated forensic toxicology case file. 
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Phone 1215) 6574900 Fet: (215) 657·2972 
e·msil: nms@nmslsbs.com 

CONFIDENTIAL 

Robert A. Mlddleberg. PhD, F·ABFT. OABCC·TC. Laboratory Director 

Supplemental Report 

Report Issued 06/0512017 12:01 
Last Report Issued 05/2512017 17'04 

To: 30037 
Albany Medical Center 
Forensic Toxicology Lab 
43 New Scctland/M.C. 22 
Albany, NY 12208 

Positive Findings: 

I Compound 
I 
I Atropine 
I Nicotine 
! Colinine 
l Oelta-9 niC 
t 

Bll.W1 
Positive 
Positive 
Positive 
6.2 

Patient Name 
Patient ID 
Chain 
Age Not Given 
Gender 
Workorder 

Page 1of4 

llD.i1t 
nglml 
ng/mL 
ng/ml 
ng/ml 

KEARSE, ANDREW 
FT17-2051MS-17-249 
17154458 
DOB Not Given 
Not Given 
17154458 

M11!f:i;g Source 

001 • Femoral Blood 
001 • Femoral Blood 
001 ·Femoral Blood 
001 ·Femoral Blood 

See D!!ta1iec: Find1rgs section for additional information 

7esting Requested: 

Anaiysis Code 

50!?28 
:15663 

Specimens Received: 

ID Tube/Container 

::J01 Gray If.al 

002 Gray Vial 

Description 

Postmortem, Expert, 81ood (Forensic) 
Postmortem, Synthetic Canriabinoids (Add-On), Blood 

Volume/ 
Mass 

5 ml 
5 ml 

Collection 
Datemme 

05112/2017 11 :OB 
05112.12017 11 :08 

Matrix Source 

Femoral Blood 
Femoral Blood 

All sample volumesN:eights are approximations. 

Specimens received on 05118/2017 

. ., 

Miscellaneous 
Information 
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' . 
l 



• 

6NMS 
CONFIDENTIAL Work order 17154458 

Chain 17154458 
Patient ID Fr17-205/MS-17-249 

[ L . .:. ~ S I 
Page 2 Of 4 

Detailed Findings: 
Rpt 

Analysis and Comments Result Units Limit Specimen source Analysis By 

Atropine Positive ng/mL 12 001 - Femoral Blood GC/MS 

Nicotine Positive ng/mL 12 001 - Femoral Blood GC/MS 

Cotinine Positive ng/mL 12 001 - Femoral Blood GCIMS 

Delra-9THC 6.2 ng/ml 0 so 001 ·Femoral Blood LC-MS/MS 

Other than the above findings, examination of the speclrnen(s) submitted did not reveal any positive findings of 
toxicological significance by procedures outlined in the accompanying Analysis Sumrnary. 

R.eferenc:e Comments: 

Atrooine (d.1-Hyoscyamine) • F~moral Blood· 

Atropine is an anticholinergic alkaloid used in pre-ane~hetic therapy to control airway sec;refions and as an 
antispasmodic to control gastrointestinal spasms. It is frequently used as an antidote in the lreatmant of 
anticholines:erase-lype pesticides. It can be obtained naturally from deadly nightshade or jimsonweed. 
Atropine is also used in resuscitative attemi:its. The reported qualitative result for this substance is indicative of 
a finding commonly seen following a resuscitative attempt and is usually not toxicologically significant. If 
confirmation testing is required please contact the Jaboi:atol)'. 

2 Cotinine. Femoral Blood: 

Co!inine is a me:aboli1e of nicotine and may be encountered in the fluids and tissues of an individual as a result 
of tobacco exposure . Ar.abasine·is a natural product occurring in tobacco, but not in pharmaceutical niCDtine 
and a separate test for anabasine in urine can be used to distinguish tobaCCQ from pharmaceutical nlcoline 
use. The reported qualitative result for this substance is indicative of a finding commonly seen following typical 
use ano is usually not toxicologically significant If confirmation testing is required please contact the laboratory 

3. Delta-9 THC (Aetive Ingredient of Marijuana) - Femoral Blood· 

Marijuana is a DEA Schedule I hallucinogen. Pharmacologically, it has depressant end reality distortir)g effects 
Collectively, the chemical ~mpounds lhat comprise rnarijuana are known as Cannablnoids. 

Delta-9-THC is rhe principle psychoactive ingredient of marijuana/hashish. It rapidly leaves the blood, even 
during smoking, falling lo below detectable levels within several hours Delta-9-carboxy-THC (THCC) is the 
inactive metabolite of THC and may be detected for up ro one day or more in blood. Both delta-9-THC and 
THCC may be prssent substantially longer in chronic users. 
THC concentrations in blood are usually about one-half of serum/plasma concentrations. Usual peak levels in 
serum for 1. 75% or 3.55% THC marijuana cigarettes: 50 - 270 nglmL at 6 to 9 minutes afler beginning 
smoking, decreasing lo less than 5 ng/ml by 2 hrs. ~ 

4. Nicotine· Femoral Blood: 

Nicotir.e is a potent ali<aloid found in toba~ leaves at about 2 - 6% by weight. It is also reportedly found in 
-. various fruits, vegetables ar.d tubers. e.g., tomatoes and potatoes, but at a smaller per weight fraction As a 

natural constituent of tobacco, nicotine is found in all commonly used smoking or chewing tobacco products It 
is also in smoking cessation products, e.g., patches. Nicotine has been used as a pesticide. although not as 
widely since the advent of more effective agems. Toxic effects of nicotine overdose include nausea, vomiting, 
dizziness. swearing, miosis, EEG and ECG changes, tachycardia. hypertension, resplfatory failure. seizl.iras 
and death. Anabasine is a narural product occurring in tobacco, but not in pharmaceutical nicotine. A separate 
test for at'\abasine in ur'ne ca11 be used to distinguish tobacco from pharmaceutical nicotine use. The reported 
qualitative resul! for nicotine is indicative of a finding commonly seen following typical use and is usually not 
toxicologically signific::ant If confinnation testing is required please contact the laboralory. · 

Unless alternate arrangements are made by you. the remainder of the submitted specimens will be discarded silt (6) 
months from the date of this report and generated data will be discarded five (5) years from the dale the analyses were 
performed. 
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Patient ID 
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17154458 
17154458 
FT17-205/MS-17-249 

Workorder 17154458 was electronically 
signed on 06/05/2017 11 :09 by: 

Analysis Summary and Reporting Limits: 

~~ 
Edward J. Barbieri. Ph.D. 

Forensic Toxicologist 

All of the following tests were performed for lhis case. For each test, the compounds listed were included in the scope. The 
Reporting Limit li$ted for each compound represents the lowest concentration of the compound that will be reported as being 
positive. If the compound is listed as None Detecled, ii is not presant above the Reporting Limit. Please refer to the Positive 
Findings section of the report for those compounds that were identified as being present. 

Acode 521968 - CanMbinoids Confirmetion. Blood (Forensic) - Femoral Blood 

-A.;alysis by High Perfonnance Liquid Chromalography/ 
TandemMass SpeC1rometry (LC-MS/MS) for: 

Cgmpp11od Rpt Limit Comooynd 

11-Hydroxy Delta-9 THC 1.0 nglml Delta-9 THC 

Bot Ljmjr 

0.50 nglmL 

Delta-9 Carboxy THC 5.0 ngfmL 

t..:oce 50928. Postmortem, Expert, Blood (Forensic)· Femoral Blood 

-Analysis bi Er.zyrne-Linked lmmunosorbent Assay (ELISA) for: 

eo:noouod 
Benzodiazepines 

Su;:>:snorphir.e I Metabolite 

Cannabmoids 

Rpt Limit 

100 ng/ml 
0.50 ng/ml 

10 ng/mL 

20 ngtmL 

Compound 

Opiates 

Rot.Limit 
20 ng/mL 

Oxycodone I Oxymorphone 
Salicylates 

10 ngtmL 
120 mcgJml 

Cocaine I Melabolites 

-Analysis by Gas Chromatography/Mass Spectrometry 
(GC/MS) for Anesthetics, AnvcoagulantAgents, Antifungal A.gents, Anrihypertensive Agents, Arodolytlcs 

(SenzOdiazepine and others). Hypnosedatives (Barbiturates, Non-Senzodiazepine Hypnotics, and others) and 
Non-Steroidal Anti-lnftammatory A.gents (excluding Salicylate). 

-Analysis by Gas Chromatography/Mass Spectrometry . 
(GC/MS) for: The following is a general list of compound classes included in the Gas Chromatographic screen. 
The detection of any panicular compound is concentration-dependent Please note that not all known compounds 
inc:luded in each specified class or heading are included. Some specific compounds outside these classes are 
also included. For a detailed list of all compounds and reporting Umi!S included in this screen. please contact 
NMS Labs. 
Amphetamines, Analgesics (opioid and non--0pioid), Anorectics, Antiarrhythm1cs. Andcholinargic Agents, 
Antic.on vu is ant Agents, Antidepressants, Antiemetic Agents, Antihistamines, Antiparl<insonian Ager.ts, 
Ant1psyc:hotic Agents, Antitussive Agents, Antiviral A.gents, Calcium Channel Blocking Agents, Cardiovascular 
Agents (non-d1gttalis) . Local Anesthetics Agents, Muscle Relaxants and Stimulants (Amphetamine-like and 
others). 

-Analysis by Headspace Gas Chromatography (GC) for. 

Compound Rpt Limit Cgmpou"d 

Acetone 5.0 mg/dL lsopropanol 

Ethanol 10 mgfdL Methanol 

Bnt Lirnit 

5 0 mg/dL 

5.0 mg/dl 
.A.code 95668 • Postmortem, Synthetic Cannabinoids (Add-On). Blood • Femoral Blood 
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Left ventricular hypertrophy 
From Wikipedia. the free encyclopedia 

Left ventricular hypertrophy {LVH) is thickening of the heart I 
muscle of the left ventricle of the heart. that is, left-sided Left ventricular hypertrophy 
ventricular hypertrophy. 

r 
·! contents 
I 
! • I Causes i • 2 Diagnosis 
, • 2.1 Echocardiography 
I 

I • 2.2 ECG criteria 

I • 3 Treatment 
• 4 Associated genes 

I • 5 See also 
! • 6 References 

Causes 

While ventricular hypertrophy occurs naturally as a reaction to 
aerobic exercise and strength training. it is most frequently 
referred to as a pathological reaction to cardiovascular disease, or 

high blood pressure.(11 It is one aspect of ventricular remodeling. 

While L VH itself is not a disease, it is usually a marker for 

disease involving the heart.Pl Disease processes that can cause 
L VH include any disease that increases the afterload that the heart 

A heart with left ventricular hypertrophy in short-axis view 

Classification and external resources 

Specialty Cardiology 

ICD-10 151.7 

(http://apps.who.int/classifications/icd I 0/browse/20 I 6/en#/151 . 7) 

ICD-9-CM 429.3 (http://www.icd9data.com/getlCD9Code.ashx? 

icd9=429.3) 

DiseasesDB 7659 (http://www.diseasesdatabase.com/ddb7659.htm) 

MeSH DO 17P9 (https://www.nlm.nih.gov/cgi/mesh/2017/MB _ cgi? 

field=uid&term=DO 17379) 

has to contract against. and some primary diseases of the muscle of the heart. 

Causes of increased after load that can cause L VH include aortic stenos is, aortic insufficiency and hypertension. Primary disease of the 
muscle of the heart that cause L VH are known as hypertrophic cardiomyopathies, which can lead into heart failure. 

Long-standing mitral insufficiency also leads to L VH as a compensatory mechanism. 

Diagnosis 

The principal method to diagnose LVH is echocardiography, with which the thickness of the muscle of the heart can be measured. The 
electrocardiogram (ECG) often shows signs of increased voltage from the heart in individuals with L VH. so this is often used as a 
screening test to determine who should undergo further testing. " 

Echocardiography 

T•o dimensional echocardiography can produce images of the left ventricle. The thickness of the left ventricle as visualized on 
echocardiography correlates with its actual mass. Normal thickness of the left ventricular myocardium is from 0.6 to I. I cm {as measured 
at the very end of diastole. If the myocardium is more than I. I cm thick. the diagnosis of L VH can be made. 

ECG criteria 

There are several sets of criteria used to diagnose LVH via electrocardiography.Pl None of them is perfect, though by u,sing m..iltiple 
criteria sets, the sensitivity and specificity are increased. 

The Sokolow-Lyon index:l4J15l 

• S in V 1 or V 2 + R in V 5 or V 6 (whichever is larger)? 35 mm (? 7 large squares) 
• RinaVL? II mm 

https ://en. wikipedia.org/wiki/Left _ventricular_ hypertrophy 6/14/2017 



Left ventricular hypertrophy - Wikipedia 

The Cornell voltage criteria161 for the ECG diagnosis of L VH involve measurement of 
the sum of the R wave in lead aVL and the S wave in lead V3• The Cornell criteria for 

LVH are: 

• Sin V3 + R .in aVL > 28 mm (men) 
• Sin V3 + R in aVL > 20 mm (women) 

The Romhi!t-Estes point score system ("diagnostic" >5 points: "probable" 4 points): 

ECG Criteria 

Voltage Criteria (any of): 

I. R or S in limb leads :?:20 mm 
2. S in V 1 or V 2 :?:30 mm 
3. R in Vs or V6:?:30 mm 

ST-T Abnonnalities: 

• ST-T vector opposite to QRS without digitalis 
• ST-T vector opposite to QRS with digitalis 

Negative tenninal P mode in V 1 I mm in depth and 0.04 sec in duration 
(indicates left atrial enlargement) 

Left axis deviation (QRS of -30° or more) 

QRS duration :?:0.09 sec 

Delayed intrinsicoid deflection in V5 or V 6 (>0.05 sec) 

Other voltage-based criteria for L VH include: 

• Lead I: R wave> 14 mm 
• Lead aVR: S wave> 15 mm 
• Lead aVL: R wave> 12 mm 
• Lead aVF: R wave> 21 mm 
• Lead Vs: R wave> 26 mm 
• Lead Vb: R wave> 20 mm 

Treatment 

Points 

3 

3 

3 

2 

I 

Page 2of3 

1~~~~~~~~ 

1~· ~~~~ 
1~1~~ 
. ' ~ I . ~ (l, x • : 

1 Left ventricular hypertroph~ wi;h secondary 

I repolarization abnonnalities as seen on ECG i 

L____ ·--------·---·j 

The enlargement is not pennanent in all cases, and in some cases the growth can regress with the reduction of blood pressure.Pl 

L VH may be a factor in detennining treatment or diagnosis for other conditions. For example, L VH causes a patient to have an irregular 
ECG. Patients with L VH may have to participate in more complicated and precise diagnostic procedures, such as imaging, in situations in 

which a physician could otherwise give advice based on an ECG.lBU9l ,, 

Associated genes 
... 

• OGN. osteoglycin 

See also 

• Cardiomegaly 
• Ventricular hypertrophy 
• Primary hyperparathyroidism 

References 

1. "Ask the doctor: Left Ventricular 
Hypertrophy" (http://www.clevelandclinic.org/heartcenter/pub/guide/a 
Retrieved 2007-12-07. 

2. Meijs MF. Bots ML, Vonken EJ, et al. (2007). "Rationale and design 
of the SMART Heart study: A prediction model for left ventricular 
hypertrophy in 
hypertension" (https://www.ncbi.nlm.nih.gov/pmc/articles/PMC 19951 

https://en. wikipedia.org/wiki/Left _ventricular_ hypertrophy 6114/2017 



Neth Heart J. 15 (9): 295-8. doi: I0.1007/BF03086003 
(https://doi.org/l 0.1007%2FBF03086003 ). PMC 1995099 
(https://www .ncbi.nl m. nih.gov/pmc/articles/PMC 1995099) <i). 
PMID 18030317 (https://www.ncbi.nlm.nih.gov/pubmed/l 8030317). 

3. "Lesson VI II - Ventricular 
Hypertrophy" (http://library.med.utah.edu/kw/ecg/ecg_outline/Lesson~ 
Retrieved 2009-01-07. 

4. Sokolow M, Lyon TP. The ventricular complex in left ventricular 
hypertrophy as obtained by unipolar precordial and limb leads. Am 
HeartJ. 1949:37:161-186. 

5. "Time-Voltage QRS Area of the 12-Lead Electrocardiogram: 
Detection of Left Ventricular Hypertrophy -- Okin et al. 31 (4): 937 

Hypertension" (http:/ /hyper.ahajoumals.org/cgi/content/full/3 I /4/93 7# I 
Retrieved 2007-12-07. 

6. Casale PN, Devereux RB, Alonso DR, Campo E. Kligfield P (1987). 
"Improved sex-specific criteria of left ventricular hypertrophy for 
clinical and computer interpretation of electrocardiograms: validation 
with autopsy findings". Circulation. 75 (3): 565-72. 
doi: IO. I I 6 J/Ol .CIR.75.3.565 (https://doi.org/I 0.1161% 
2FO I .CIR. 75.3.565). PMID 2949887 
(https://www.ncbi.nlm.nih.gov/pubmed/2949887). 

7. Gradman AH, Alfayoumi F (2006). "From left ventricular 
hypertrophy to congestive heart failure: management of hypertensive 
heart disease". Prog Cardiovasc Dis. 48 (5): 326-41. 
doi: I 0.1OI6/j.pcad.2006.02.00 I (https://doi.org/I 0.1016% 
2Fj.pcad.2006.02.00 I) . PMID 16627048 
(https ://www.ncbi.nlm.nih.gov/pubmed/ 16627048). 

8. American Society of Nuclear Cardiology, "Five Things Physicians 
and Patients Should 
Question" (https://web.archive.org/web/20120416220538/http:l/chom 
content/uploads/2012/04/5things_l2_factsheet_Amer_Soc_Nuc_Carc 
(PDF), Choosing Wisely: an initiative of the ABIM Foundation, 
American Society of Nuclear Cardiology, archived from the original 
(http://choosingwisely.org/wp­
content/uploads/2012/04/5things_l2_factsheet_Amer_Soc_Nuc_Carc 
(PDFl on April 16, 2012, retrieved August 17, 2012 

9. Anderson, J. L.; Adams. C. D.; Antman, E. M.: Bridges, C. R.: 
Califf, R. M.: Casey, D. E.: Chavey, W. E.; Fesmire, F. M.: 
Hochman, J. S.: Levin, T. N.: Lincoff, A. M.: Peterson. E. D.: 
Theroux, P.; Wenger, N. K.: Wright, R. S. (2007). "ACC/AHA 2007 
Guidelines for the Management of Patients with Unstable 
Angina/Non-ST-Elevation Myocardial Infarction: Executive 
Summary: A Report of the American College of 
Cardiology/American Heart Association Task Force on Practice 
Guidelines (Writing Committee to Revise the 2002 Guidelines for 
the Management of Patients with Unstable Angina/Non-ST­
Elevation Myocardial Infarction): Developed in Collaboration with 
the American College of Emergency Physicians, the Society for 
Cardiovascular Angiography and Interventions. and the Society of 
Thoracic Surgeons: Endorsed by the American Association of 
Cardiovascular and Pulmonary Rehabilitation and the Society for 
Academic Emergency Medicine". Circulation. 116 (7): 803. 
doi:I0.1161/CIRCULATIONAHA.107.185752 
(https://doi.org/I 0.1161%2FCIRCULATIONAHA.I07.185752). 

Retrieved from "https://en. wikipedia.org/w/index.php?title=Left_ ventricular~hypertrophy&oldid=780161521" 

Categories: Cardiomegaly 

• This page was last edited on 13 May 2017, at 11 :34. 

• Text is available under the Creative Commons Attribution-ShareAlike License: additional terms may apply. By using this site, you 
agree to the Terms of Use and Privacy Policy. Wikipedia® is a registered trademark of the Wikimedia Foundation. Inc., a non-profit 
organization. 

https://en. wikipedia.org/wiki/Left_ ventricular_ hypertrophy 6/14/20 I 7 



 
 
 

EXHIBIT 7 















 
 
 

EXHIBIT 8 







 
 
 

EXHIBIT 9 



9-100 Adult Arrests - City of Minneapolis

http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_9-100_9-100[10/15/2018 9:50:01 AM]

TO PROTECT WITH
COURAGE

TO SERVE WITH
COMPASSION

Home > Police Department > Policy & Procedure Manual 

9-100 Adult Arrests

9‑101          FELONY ARRESTS – ADULTS
(05/29/02)
(A-B)

All probable cause adult felony arrests must be authorized at the scene of
arrest whenever possible. In the event the supervisor is unable to respond
to the scene of the arrest, authorization may be given by radio, telephone
or MDT/MDC. The probable cause felony arrest may be authorized by:

· The arresting officer's supervisor, or
· An investigator from the concerned investigative
unit/division, or
· Any other supervisor

Supervisors will add their remarks via MDT/MDC to indicate their
approval of probable cause and also whether they made the approval at
the scene or via radio/telephone or MDT/MDC.
Arrests made on the basis of warrants or PC pickups do not require
supervisor’s approval.
Prior to transporting arrestees to Hennepin County Adult Detention
Center (HCADC), officers should consider a debriefing session. Arrestees
shall be taken to HCADC for processing unless requested to be
transported to the concerned investigative unit.
The Authority to Detain form (HC 6377) shall be completed. The
approving supervisor’s name and badge number must be listed in the
remarks section of the Authority To Detain form. The name of the
supervisor approving the arrest and continued detention of the suspect
must be included in the narrative section of the CAPRS report.
The original will be left at the HCADC and the carbon copy shall be
given to the Police Typist to accompany the CAPRS report. The 36-Hour
Expiration Advisory (HC 6400) shall be completed. In order to comply
with the Supreme Court imposed 48-Hour Rule, officers shall note the
exact time of arrest. The time of arrest is not when the suspect was
booked or when the reports were made. The original 36-Hour Expiration
Advisory shall be left at HCADC and the carbon copy will be forwarded
with the case to the appropriate investigative unit.
Arrests for criminal sexual conduct (CSC), including PC Pick-ups, require
an officer to complete a Criminal Sexual Assault Victim Notification
form (HC 6170).

9-101.01     FELONY AND GROSS MISDEMEANOR
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ARREST REPORT REQUIREMENTS
PUBLIC INFORMATION – JUDICIAL
PROBABLE CAUSE (05/29/02)

(A-B)

For felony and gross misdemeanor arrests, the following guidelines apply:
In Supplement Zero (0) of the CAPRS data entry screen, a pre-written
prompt entitled "Public Information" appears. Following this prompt,
officers are to briefly detail an incident/arrest. No names, addresses or any
other information that would identify a victim or witness shall be entered
in this section of the report.
The next prompt is the Judicial Probable Cause Oath statement.
Following this prompt, officers shall write approximately one to two
paragraphs detailing the probable cause for the arrest.
Supplement One (1) of the CAPRS report shall describe the entire
incident in detail.
In cases of an arrest based on a PC arrest bulletin (PC Pick-up), officers
shall attach a PC Pick-up to the CAPRS report. Copies of the PC Pick-up
may be obtained from the Transcription Unit’s file or MPD Net.
After administering a written or oral oath, peace officers can sign a
written report of another officer for the purpose of providing probable
cause for the underlying arrest.
Officers shall swear to and sign their Judicial Probable Cause statement in
front of an MPD notary. Peace Officers can sign a Probable Cause
statement written by another officer for the purpose of providing probable
cause for arrest.
MPD notaries shall witness the swearing and signing, and after such fact,
shall sign the statement with their signature, license number, and the date
their license expires.
The senior officer making the arrest is responsible for making sure all
Probable Cause statements are notarized.
Transcription Unit staff shall distribute the signed and sworn statements
to the Criminal History Unit during weekend and holiday hours and to the
investigative units during normal work hours.
Criminal History staff shall fill out the court form and attach it to the
arrest report.
This policy also applies to felony arrests of juveniles and to gross
misdemeanor arrests.

9‑102          GROSS MISDEMEANOR ARRESTS
– ADULTS (05/29/02)
(A-B)

Supervisor approval is not needed for gross misdemeanor arrests. All
other felony arrest procedures apply to gross misdemeanor arrests.

9‑103          MISDEMEANOR ARRESTS – ADULTS  (05/29/02)
(09/16/04) (09/14/18)

(A-B)

A.    Non-Payable Offenses

3-900 Special Administrative Details

3-1000 Drug and Alcohol Testing

4-100 Roll Call and Inspections

4-200 Equipment and Supplies

4-300 Travel and Expenses

4-400 - Vehicles

4-500 Reports and Records -
Access and Confidentiality

4-600 Specific Report Policies and
Procedures

5-100 Code of Conduct

5-200 Responsibility of Police
Officers

5-300 Use of Force

5-400 Firearms Requirements and
Policies

5-500 Specialty Unit Procedures

6-100 Mutual Aid and Other Agency
Relationships

6-200 Relations with the Media

6-300 Community-Oriented Policing
and Community Relations

6-400 Ride-Along Program

7-100 Communications

7-200 Watch Commanders

7-300 Specific Call Procedures

7-400 Vehicle Operation

7-500 Traffic Accident Investigation

7-600 Traffic Law Enforcement

7-700 Vehicle Impounding and
Towing

7-800 Tactical Response

7-900 Emergency Response
Procedures

7-1000 Persons with Disabilities
and Limited English Proficiency

7-2000 Exposure to Bloodborne and
Airborne Pathogens

7-3000 Interactions with
Transgender and Gender Non-
Conforming Individuals

8-100 Specific Call Procedures -
Juveniles

8-200 Juvenile Arrest Policies

8-300 Juvenile Offenses Charged
By Citation

9-100 Adult Arrests

9-200 Search and Seizure
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http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_5-200_5-200
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_5-200_5-200
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_5-300_5-300
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_5-400_5-400
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_5-400_5-400
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_5-500_5-500
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_6-100_6-100
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_6-100_6-100
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_6-200_6-200
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_6-200_6-200
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_6-300_6-300
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_6-300_6-300
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_6-400_6-400
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_7-100_7-100
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http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_7-300_7-300
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_7-400_7-400
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_7-500_7-500
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_7-600_7-600
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_7-700_7-700
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_7-700_7-700
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_7-800_7-800
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_7-900_7-900
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_7-900_7-900
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_7-1000_7-1000
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http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_7-2000_7-2000
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1. Adult misdemeanor violators shall be issued citations in lieu of
arrest unless the officer believes that one of the following
circumstances exists:
a. To prevent bodily harm to the accused or another.
b. To prevent further criminal conduct.
c. There is a substantial likelihood that the accused will fail to

respond to a citation.
d. The officer has found that the accused has an outstanding

warrant (not including Sign and Release warrants).
2. Officers making an arrest under one of the circumstances listed

above must be able to articulate to the court and shall document in
their report the reason(s) why it was necessary to arrest a person
rather than issuing a citation.

B.     Payable Offenses
When the only misdemeanor charge is a payable offense, officers
shall either issue a citation or refer the case for a complaint.

C.    Proper Identification
1. Proper identification includes, but is not limited to:

· Minnesota DVS database
· State-issued identification card or Driver’s License
· Consular ID or matricula consular
· U.S. or foreign passport

2. In cases where a citation would be issued in lieu of arrest, and
· The officer cannot establish proper identification of the

accused person, and
· The officer has a specific articulable reason to believe the

identification information provided is false;
a. The officer may transport the accused person to the Hennepin

County Jail and the jail will use IBIS to identify them.
b. Once the process is finished the officer shall issue the citation

or forward for charging by complaint, and:
i. Transport the person back to the original location; or
ii. If requested, transport the person to another mutually

agreed-upon location in Minneapolis in the general vicinity
of the original location; or

iii. If requested, release the person outside the Hennepin
County Jail.

c. If the person was not identified through IBIS, the officer shall
still release the person after issuing the citation or forwarding
for charging by complaint.

3. Officers shall document the attempts made to identify the
individual, the reasons for any transport, and any requests for
release or transport outside of the original location.

9‑104          ARRESTS FOR DRIVING WHILE
INTOXICATED (DWI) (05/29/02)
(A-B)

When suspects are arrested for DWI, they shall be taken to the Chemical
Testing office, Room 19, for testing and video taping procedures.
Suspects may be released after testing and issued a citation if they meet
the conditions for issuing a citation in lieu of arrest.

9-300 Warrants

10-100 Crime Scene Reporting

10-200 Investigative Procedures

10-300 Investigative Case
Management

10-400 Property and Evidence

Records & Reports

Recruiting (Jobs)

Report a Crime

http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_9-300_9-300
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_10-100_10-100
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_10-200_10-200
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_10-300_10-300
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_10-300_10-300
http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_10-400_10-400
http://www.ci.minneapolis.mn.us/police/records/index.htm
http://www.ci.minneapolis.mn.us/police/recruiting/index.htm
http://www.ci.minneapolis.mn.us/police/report/index.htm
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9-104.01     ARRESTS FOR CRIMES OF
VIOLENCE (05/29/02)
(A)

Minn. Stat. §629.72 requires that victims of crimes of violence be notified
of an arrested person’s release. Domestic assault victims must also be
notified of other relevant case information.
In order to comply with these laws, officers shall complete a Crime of
Violence/Attempt Crime of Violence Information Form (HC 6194). This
form shall be left at HCADC when the suspect is booked.
When a juvenile is booked at the Juvenile Detention Center for a crime of
violence, a Victim Information Form must be completed. The forms are
available at the Juvenile Detention Center.

9‑105          ARREST REPORTS/ADULT
DETENTION CENTER (05/29/02)
(A)

MPD is required to provide HCADC with a copy of the arrest report.
Arrest reports are automatically routed to HCADC via the CAPRS
system.
In the event that the CAPRS system is down, arrest reports shall be
entered off-line and printed. Officers shall deliver a photocopy of the
arrest report to HCADC.

9‑106          CITATIONS IN LIEU OF ARREST
AND ARREST REPORTS (05/29/02) (03/17/03)
(A)

A CAPRS report must be completed when a citation is issued for the
following:

· A non‑traffic offense;
· A traffic offense charged in connection with an accident;
· Any citizen's arrest;
· Driving after Revocation (DAR);
· Driving after Suspension (DAS);
· Driving after Cancellation (DAC);
· On charges of DWI, Careless Driving, Reckless Driving or
any violation of the Open Bottle law.

NOTE: See Volume 8 for procedures for handling Juvenile traffic,
criminal and status offenses.

9‑107          CITIZEN'S ARRESTS (05/29/02)
(A-B)

Citizen arrests for misdemeanor crimes can only be made when the crime
was committed in the complainant’s presence.
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Citizens making arrests must complete a Citizen’s Arrest Form (MP-
3406). Security personnel from businesses that make arrests on a regular
basis may be allowed to use the standard CAPRS offense report instead of
the Citizen's Arrest form.
Officers shall determine whether the circumstances justify taking the
accused into custody. If officers feel that the arrest is illegal, the officer
shall refer the complainant to the City Attorney's Office.
If the accused is to be taken into custody, officers shall verify the identity
of the complainant and assist in completing the Citizen's Arrest Report.
Complainants should be advised that the City Attorney will notify them if
a formal complaint is needed.
Note: See Manual Section for Citizen's Arrest - Traffic Violation.

9-108          ARREST OR DETENTION OF
INJURED ADULTS (05/29/02) (05/19/08)
(06/13/14)
(A-B)

A.    Adult arrestees, who are in need of medical attention and are not
cleared for booking by EMS or jail staff shall be transported to
Hennepin County Medical Center (HCMC) or to a local hospital for
medical evaluation and treatment.

B.     Arrested subjects who have a high probability of requiring
hospitalization, including those with known or suspected drug
ingestion, shall be brought to HCMC whenever possible. Note:
HCSO’s contract is with HCMC and they prefer to take custody of
arrestees at HCMC.

C.     Officers are responsible for the custody of their arrestees while
receiving medical attention.

D.    If an injured arrestee is delayed at the hospital longer than the
arresting officers are able to wait, officers shall contact a supervisor.
Hospital personnel or hospital security will not hold or guard an
arrestee.

E.      Officers shall retain custody of arrested felons needing medical
attention until the arrestee can be transported to HCJ.

F.       In the case of felony arrestees admitted to the hospital, the arresting
officers shall notify their on-duty supervisor, who shall then contact
the on-duty jail supervisor to arrange for relief.

G.    Officers assigned to the precinct where the arrest was made shall have
custodial responsibility until properly relieved by the Hennepin
County Sheriff’s Office (HCSO).

9‑109          HANDCUFFING
ARRESTEES/DETAINEES (05/29/02)
(A-B)

All detainees/arrestees shall be handcuffed behind the back, unless a
physical condition or other circumstances including sickness, injury or
disability, does not allow for it. Handcuffs should also be double locked
as soon as possible. Prisoners being transported to HCADC shall be
handcuffed. Prisoners shall be handcuffed whenever taken outside the
confines of the jail, except when handcuffing would deter the completion
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of an investigation.
Plastic handcuffs may be used to supplement standard handcuffs in
emergency situations. They may also be used in mass arrest situations and
are available in all sergeants' vehicles. Plastic handcuffs should not be
used in felony arrests or for restraining mentally ill individuals.

9-110          PRISONER CONTROL, SAFETY
AND TRANSPORTATION (05/29/02) (07/19/18)
(A-B)

A.    When feasible, a two-officer squad shall be used to transport a felony
prisoner.

B.     One-officer squads may transport misdemeanor prisoners.
C.    When feasible, a two-officer squad shall transport an arrestee of the

opposite sex.

1. Officers transporting an arrestee of the opposite sex shall give
MECC their destination and odometer reading.
a. Officers shall immediately notify MECC of any delay.
b. Upon arrival at their destination, officers shall notify MECC.

D.    All prisoners shall remain within sight of the transporting officers at
all times until the custody of the prisoner is transferred to a
responsible authority, except in emergency situations.

E.     Transporting officers are responsible for ensuring the safety of their
prisoners.

1. Prisoners shall be secured with fastened seatbelts during transport in
any vehicle equipped with seat belts.

a. If the vehicle is not equipped with seat belts in the
transportation area, officers shall document in their report the
lack of seat belts and the reason(s) that particular vehicle was
used for the transport.

b. If circumstances prevent officers from safely securing the
prisoner, the prisoner will be transported unsecured. The
officers must document the specific reason(s) for the
unsecured transport in their report.

2. Transporting officers shall not stop or interrupt prisoner transport
responsibilities unless exigent circumstances exist and the risk to the
prisoner is minimal.

3. Under no circumstances shall a prisoner be transported in the prone
position. (06/13/14)

F.     When transporting prisoners to a detention facility, officers shall
comply with MPD rules, regulations and requirements until the
prisoner is secure within the destination facility. Officers will then
comply with the rules, regulations and procedures of the receiving
facility.  (06/13/14)

G.    Once the subject is secured, an officer shall watch for any of the
following signs: (06/13/14)

· Significant change in behavior or level consciousness;
· Shortness of breath or irregular breathing;
· Seizures or convulsions;
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· Complaints of serious pain or injury; and/or
· Any other serious medical problem.

H.    If officers observe any serious medical issue, they shall immediately
contact EMS or transport directly to a local hospital.  Officers shall
also notify a supervisor. (06/13/14)

I.       In the event of a prisoner escape during transport, the transporting
officers shall immediately do the following:
1. Notify the dispatcher of the event and location.
2. Attempt pursuit if possible.
3. Notify a supervisor or proper jurisdictional authority of the

escape.
4. Complete the original arrest report, noting the escape from

custody.

9‑111          LEGISLATIVE IMMUNITY
(05/29/02)
(A)

Officers shall observe legislators' privilege from arrest as set forth in the
State of Minnesota Constitution, Article IV, Section 10:
"The members of each house shall in all cases, except treason, felony, and
breach of the peace be privileged from arrest during the session of their
respective houses, and in going to or returning from the same."

9‑112          DIPLOMATIC AND CONSULAR
IMMUNITY (05/29/02)
(A)

Under international and federal law, diplomatic and consular officials are
granted varying degrees of immunity and personal inviolability (i.e.
freedom from arrest, detention, search etc.) depending on the position
they hold. However, the privilege of personal inviolability must be
balanced with the responsibility of the United States and its government
bodies to protect the safety of its citizens. Police authorities may
intervene to the extent necessary to halt activity that poses imminent
danger to the safety of the public or when it is apparent that a serious
crime may otherwise be committed.
1. Diplomatic agents, family members recognized as part of their

household, and members of their administrative and technical staff
and their households enjoy full immunity from arrest, detention,
criminal prosecution, and search of their person, property or
residence.
Members of their service staff have no privileges or immunities
except for immunity from prosecution for acts related to performance
of their official duties. Family members of the service staff have no
privileges or immunity.
Family members of diplomatic agents who are also U.S. citizens have
no privileges or immunities. Staff members or their families who are
U.S. citizens or permanent residents of the U.S. have no privileges or
immunities.

2. Consular officials, their families and staffs have no privileges or
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immunity related to arrest, detention, or search and seizure. The only
exception is that career consular officers enjoy immunity from arrest
unless the arrest is pursuant to a felony warrant.

The only authoritative document that can reliably identify a diplomatic or
consular official is the identity card issued by the Department of State,
Protocol Office. Other documents such as foreign diplomatic passports,
U.S. diplomatic visas, tax exemption cards, or vehicle registration issued
by the State Department do not conclusively indicate the diplomatic status
of an individual. Officers presented with this type of identification should
assume that the suspect might have some degree of immunity and attempt
to verify further the diplomatic status of the suspect.
The on‑duty Watch Commander must be notified of any incidents
involving diplomats or consular officials. These incidents must still be
fully documented on the CAPRS reports. The federal government, acting
through the State Department may be able to take corrective action
against foreign diplomats who violate U.S. criminal law.

9‑113          ARREST AND/OR DETENTION OF
FOREIGN NATIONALS (05/29/02)
(A)

It is the obligation of the United States, including local municipalities, to
notify foreign authorities when foreign nationals are arrested or otherwise
detained.
If a foreign national is arrested or detained, the following must be done:
1. Immediately inform the foreign national of his/her right to have

his/her government notified concerning the arrest or detention.

2. If the foreign national asks that such notification be made, do so
without delay by informing the consulate or embassy.

3. In the case of certain countries, such notification must be made
without delay regardless of whether the arrestee/detainee so wishes.
The Operations Development Unit and MECC have a copy of the
Foreign Consular Offices in the United States that contains all
pertinent phone numbers for Consular/Embassy offices. These are:

· Algeria
· Antigua and Barbuda
· Armenia
· Azerbaijan
· Bahamas
· Barbados
· Belarus
· Belize
· Brunei
· Bulgaria
· China
· Cost Rica
· Cyprus
· Czech Republic
· Dominica
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· Fiji
· Gambria
· George
· Ghana
· Grenada
· Guyana
· Hong Kong
· Hungary
· Jamaica
· Kazakhstan
· Kiribati
· Kuwait
· Kyrgyzstan
· Malaysia
· Malta
· Mauritius
· Moldova
· Mongolia
· Nigeria
· Philippines
· Poland (only non-permanent residents)
· Romania
· Russian Federation
· St. Kitts/Nevis
· St. Lucia
· St. Vincent/Grenadines
· Seychelles
· Sierra Leone
· Singapore
· Slovakia
· Tajikistan
· Tanzania
· Tonga
· Trinidad/Tobago
· Tunisia
· Turkmenistan
· Tuvalu
· Ukraine
· United Kingdom
· Uzbekistan
· Zambia
· Zimbabwe

Foreign consular officials have the right to visit their arrested/detained
nationals unless the arrestee/detainee objects to such visits.

9-114          POLICE AUTHORITY IN
IMMIGRATION MATTERS (05/29/02) (04/02/18)

A.    The United States Code, 8 U.S.C. §1101, empowers the U.S.
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http://www.ci.minneapolis.mn.us/police/policy/mpdpolicy_9-100_9-100[10/15/2018 9:50:01 AM]

Citizenship and Immigration Services (USCIS) and Immigration and
Customs Enforcement (ICE), Department of Homeland Security, as
the sole authority in immigration matters.

B.     The MPD works cooperatively with all federal agencies, but the MPD
does not operate its programs for the purpose of enforcing federal
immigration laws. In addition, City of Minneapolis Ordinance §19.30
prohibits undertaking “any law enforcement action for the purpose of
detecting the presence of undocumented persons, or to verify
immigrations status,” except for a narrow exception for enforcing
criminal laws such as relating to human trafficking and smuggling
where immigration status is an element of the crime.

C.    Officers shall not undertake any law enforcement action for the
purpose of detecting the presence of undocumented persons, or to
verify immigration status, including but not limited to questioning any
person about their immigration status.
1. The only exception to this prohibition is when immigration status

is an element of a crime. This is a very limited exception and
applies only to the types of federal crimes prohibited under 8
U.S.C. §1324, that relate to the crimes of human trafficking and
smuggling.

2. When questioning, arresting, or detaining any person under this
exception, the officer must articulate and document the reason the
officer believes the exception applies.

D.    Officers will take reports for missing, lost or stolen identification
cards for foreign nationals in accordance with P&P 4-600 Specific
Report Policies and Procedures.

9-115          FEDERAL PRISONERS -
INCLUDING AWOLS (05/29/02)
(A)

For the purposes of this section, AWOL is Absent Without Leave from
Military Service.
If an officer has a prisoner that they believe has a federal warrant, the
officer shall confirm the warrant with Channel 7. The prisoner shall be
transported to the Hennepin County Adult Detention Center where the
prisoner will be received into custody per Minn. Stat. §641.03.

Last updated Sep 14, 2018
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DISTRICT OF COLUMBIA 
 
 
 
 
 

 
I. BACKGROUND 
 

Regulations pertaining to the use of force by law enforcement officers are outlined in 
chapter six of the District of Columbia Code of Municipal Regulations (DCMR), the 
Fourth Amendment of the United States (U.S.) Constitution, and various other 
sections in the Official Code of the District of Colombia (D.C. Official Code). The 
DCMR provides guidance regarding a law enforcement officer’s use of force 
including, but not limited to, outlining the circumstances permitting appropriate levels 
of force and imposing restrictions on firearm discharges. The Fourth Amendment of 
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the U.S. Constitution guarantees people “the right to be secure in their persons” and 
provides a framework in which the courts can evaluate the use of force by law 
enforcement officers, including the “objective reasonableness” standard established 
in Graham v. Connor 490 U.S. 386 (1989). The purpose of this order is to outline 
when members may use force. 
 

II. POLICY 
 
The policy of the Metropolitan Police Department (MPD) is to value and preserve the 
sanctity of human life at all times, especially when lawfully exercising the use of 
force. Therefore, MPD members shall use the minimum amount of force that the 
objectively reasonable officer would use in light of the circumstances to effectively 
bring an incident or person under control, while protecting the lives of the member or 
others. When using force, members shall continuously reassess the perceived threat 
in order to select the reasonable use of force response, or one that is proportional to 
the threat faced by him, her, or others. 

  
III. DEFINITIONS 
 

When used in this directive, the following terms shall have the meanings designated: 
 

1. Active resistance – physically evasive movements to defeat or deflect 
the member’s attempts to control a subject, including but not limited to, 
bracing, tensing, pushing, or verbally signaling an intention not to be 
taken into or retained in custody, provided that the intent to resist has 
been clearly manifested. 
 

2. Carotid artery hold ("sleeper hold" or "v hold") – any technique which is 
applied in an effort to control or disable a person by applying pressure 
or force to the carotid artery or the jugular vein or the sides of the neck 
with the intent or purpose of controlling a person's movement or 
rendering a person unconscious by constricting the flow of blood to 
and from the brain (D.C. Official Code, § 5-125). 

 
3. Less lethal weapon – any object or device deployed with the intent or 

purpose of nullifying a threat without causing death (e.g., rubber 
bullets, oleoresin capsicum spray, and tactical batons). 

 
4. Member – sworn or civilian employee of MPD or MPD Reserve Corps 

member. 
 

5. Non-deadly force – any use of force that, when employed in 
accordance with Department training, is neither likely nor intended to 
cause death or serious physical injury. 

 
6. Objective reasonableness – the standard requiring the reasonableness 

of a particular use of force must be judged from the perspective of a 
reasonable member on the scene in light of the facts and 
circumstances confronting the member. 
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7. Resisted handcuffing – occurs when a person actively resists being 

placed in handcuffs, and the member must forcibly move the person’s 
wrists or arms, or physically maneuver the person’s body so that the 
handcuffs can be applied. The “resistance” may range from an active 
struggle to a person simply “locking” his or he arms to prevent their 
being moved to the handcuff position. 

  
   8. Serious physical injury – any injury or illness that results in admission 

   to the hospital or that creates a substantial risk of death, serious  
   disfigurement, loss of consciousness, disability, a broken bone, or  
   protracted loss or impairment of the functioning of any body part or  
   organ. 

 
    NOTE: Admission to the hospital must be directly associated with the 

   use of force, and should not include treatment or hospitalization for  
   those injuries incurred prior to the use of force (e.g., drug or alcohol 
   use, medical conditions such as high blood pressure). 

 
   9. Serious use of force – actions by members including:  
 
    a.  All firearm discharges by a member with the exception of range 

    and training incidents, and discharges at animals;  
 
    b. All uses of force by a member resulting in a serious physical  

    injury;  
 
    c.  All head strikes with an impact weapon;  
   
    d.  All uses of force by a member resulting in a loss of   

    consciousness, or that create a substantial risk of death, serious 
    disfigurement, disability or impairment of the functioning of any 
    body part or organ;  

 
    e.  All incidents where a person receives a bite from an MPD  

    canine;   
 
    f. All uses of force by an MPD member involving the use of neck 

    restraints or techniques intended to restrict a subject’s ability to 
    breathe; and   

     
    g. All other uses of force by a member resulting in a death. 
 

10. Service weapon – any instrument issued or authorized by the 
Department that is used to control or overcome a subject, carried or 
kept readily available by MPD members. 

 
11. Take down – maneuver in which a subject is forcibly brought to the 

ground.  
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12. Trachea hold ("arm bar hold" or "bar-arm hold") – any technique using 

the member’s arm, a long or short police baton, or a flashlight or other 
firm object that attempts to control or disable a person by applying 
force or pressure against the trachea, windpipe, or the frontal area of 
the neck with the purpose or intent of controlling a person's movement 
or rendering a person unconscious by blocking the passage of air 
through the windpipe. (D.C. Official Code, § 5-125.02) 

 
  13. Use of force – any physical coercion used to effect, influence or  
   persuade an individual to comply with an order from an officer.  
 

    a. The following actions are designated “reportable uses of force”: 
 
  (1) Deadly force; 
 
  (2) Serious use of force; 
 
  (3) Use of a less-than-lethal weapon; 
 
  (4) Any use of force indicating potential criminal conduct by a 
   member; and 
 
  (5) Any use of force resulting in injury or a complaint of injury 
   or pain where the injury or pain is directly associated with 
   a member’s use of force. 
 

    b. The following actions are designated “reportable force incidents” 
    as long as the use of force does not result in injury or a  
    complaint of injury or pain:  

 
(1) All solo or team takedowns, where there is no complaint 

of pain or injury; and 
    
     (2) The drawing and pointing of a firearm at, or in the  

     direction of, another person when no other force was  
     used.  

   
    NOTE: Minor injury or discomfort resulting from the application  

   and general wearing of handcuffs is not, in and of itself,   
   considered a “reportable use of force” or a “reportable force   
   incident”. 

  
  14. Use of force framework – an adaptation of the decision making model 

  (Attachment A) specifically applicable to situations potentially resulting 
  in the use of force. The use of force framework contains five categories 
  of perceived threats and responses, all of which are fluid, dynamic, and 
  non-sequential. The use of force framework allows officers to  
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  determine which action or actions are objectively reasonable and  
  proportional, given the perceived threat. 

 
15. Use of force indicating potential criminal conduct by a member – 

includes, but is not limited to, all strikes, blows, kicks or other similar 
uses of force against a handcuffed subject and all accusations or 
complaints of excessive force made against the member. This includes 
any use of force that clearly goes beyond that which an objectively 
reasonable officer would use in light of the circumstances under which 
the force was used, or any use of force which may rise to the level of a 
criminal act. 

 
16. Vehicle ramming attack – form of attack in which a perpetrator 

deliberately rams, or attempts to ram, a motor vehicle at a crowd of 
people with the intent to inflict fatal injuries. 

 
IV. REGULATIONS 
 

A. All members who encounter a situation where the possibility of violence or 
resistance to lawful arrest is present, shall, if possible, first attempt to defuse 
the situation through advice, warning, verbal persuasion, tactical 
communication, or other de-escalation techniques. Members shall attempt to 
defuse use of force situations with de-escalation techniques whenever 
feasible.   

 
B. When using force, members must be able to articulate the facts and  
 circumstances surrounding their tactics, decision making, and the extent of 
 force used in any given situation. 
 
C. When any force response is employed, members shall: 
 

1.  Conduct a visual and verbal check of the subject to ascertain whether 
the subject is in need of medical care.  

 
2. Summon medical assistance immediately if a person is injured, 

complains of pain, or demonstrates life-threatening symptoms as 
established in GO-PCA-502.07 (Medical Treatment and Hospitalization 
of Prisoners). 

 
3. Render first aid as soon as the scene is safe.  

 
D. Any excessive force by a member may subject him or her to disciplinary 

action and possible criminal prosecution or civil liability. 
 
E. Use of Force Framework (Attachment B) 
 
 1. The use of force framework contains five categories of perceived  

 threats and responses, all of which are fluid, dynamic, and non-
 sequential. 
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   a. Member’s Perception of the Threat:   
 
    (1) Cooperative – the subject responds in a positive way to 

    a member’s presence and is easily directed with verbal 
    requests and commands. The subject who requires  
    control or searching offers no resistance. 

  
    (2) Passive resister – the subject displays a low level of  

    noncompliant resistance. The noncompliance is passive, 
    and offers no physical or mechanical energy. The subject 
    does not respond to a member’s lawful request or  
    commands and may be argumentative. 

 
(3) Active resister – the subject is uncooperative and will not 

comply with the member’s requests or comments. The 
subject exhibits physical and mechanical defiance, 
including evasive movements to defeat the member’s 
attempt at control, including but not limited to, bracing, 
tensing, pushing, or verbally signaling an intention not to 
be taken into or retained in custody, provided that the 
intent to resist has been clearly manifested. 

 
(4) Assaultive – the subject has gone beyond the level of 

simple non-cooperativeness, and is actively and 
aggressively resisting the officer’s attempt to arrest. The 
subject has demonstrated a lack of concern for the 
member’s safety; however, the subject does not pose an 
immediate threat of death or serious bodily injury to the 
member or others. 

 
(5) Serious injury or death – the subject poses an immediate 

danger of death or serious physical injury to the member 
or to another person, but not himself or herself. The 
subject’s actions demonstrate his or her intent to inflict 
death or serious injury upon the member or another 
person immediately. 

 
   b. Member’s Force Response: 
 
    (1) Cooperative controls – the least physical force response 

    category on the use of force framework.  Cooperative  
    controls include communication skills with cooperative 
    subjects and are often achieved by non-verbal acts such 
    as gestures, stance, and facial expressions in   
    accordance with Department training and standards. 

 
    (2) Contact controls – low-level mental and physical tactics 

    to gain control and cooperation. The contact controls can 
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    be psychologically manipulative (e.g., strong verbal  
    persuasion) as well as physical (e.g., soft empty hand 
    control, firm grip, and escorting), and can include  
    additional verbal persuasion skills or waiting for backup 
    to show strength in numbers in accordance with  
    Department training and standards. 

 
(3) Compliance techniques – actions [e.g., control holds, 

joint locks, and oleoresin capsicum (OC) spray, solo or 
team takedowns] that may induce pain or cause 
discomfort to the subject who is actively resisting until 
control is achieved, but will not generally cause an injury 
when used in accordance with Department training and 
standards. 

 
(4) Defensive tactics – actions to forcibly render the subject 

into submission; however, these actions are not likely nor 
designed to cause death or serious physical injury. The 
purpose of defensive tactics is primarily the safety of the 
member and others. Examples of “defensive tactics” 
include the use of ASP baton strikes, chemical agents, 
and electronic control devices (ECDs) in accordance with 
Department training and standards. 

 
    (5) Deadly force – any use of force likely to cause death or 

    serious physical injury. The primary purpose of deadly 
    force is to neutralize a subject who poses an immediate 
    threat of death or serious injury to the member or others; 
    however, this does not include a subject who poses a  
    threat solely to himself or herself.  Examples include, but 
    are not limited to, the use of a firearm or a strike to the 
    head with a hard object.  

 
2. In response to a perceived threat, members shall apply the 

proportionate and objectively reasonable force response, as outlined in 
the use of force framework. To ensure the force response is objectively 
reasonable and proportionate to the perceived threat, members shall: 

 
   a. Continuously assess the threat and develop strategies,  

   consider their authority and Department policies, identify  
   options and contingencies, take action and review, and  
   gather information. This approach requires members to: 

 
    (1) Consider the seriousness of the crime, the level of  

    threat  or resistance presented by the suspect, the  
    imminence of danger, the suspect’s mental   
    capacity, his or her access to weapons, agency  
    policies, and available options (e.g., calling upon  
    members with specialized training for assistance). 
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(2) Initiate the proportionate and objectively reasonable force 

response, when feasible, to overcome resistance. 
 

(3)  Modify their level of force in relation to the amount of 
resistance offered by a suspect. As the subject  offers 
less resistance, the member shall lower the amount or 
type of force used. Conversely, if  resistance escalates, 
members are authorized to respond in an objectively 
reasonable manner.  

 
(4) Intervene in and subsequently report any use of force 

incident in which they observe another member utilizing 
excessive force or engaging in any type of misconduct.
         

3. Members shall not use techniques or defensive weapons when 
employing force unless they have received the requisite training and 
the technique or weapon has been approved for use by the 
Department. However, members may employ force as necessary to 
protect the life of a civilian or member subject to the imminent threat of 
death or serious physical injury, when no other options are feasible, 
and the force is objectively reasonable and proportionate to the 
perceived threat. 

           
 F. Conditions that May Authorize the Use of Non-Deadly Force  

 
 1. A member’s decision to use non-deadly force shall involve one or more 
  of the following considerations: 

  
 a. To protect life or property; 

  
 b. To make a lawful arrest; 

 
 c. To prevent the escape of a person in custody; 

 
 d. To control a situation, or subdue and restrain a resisting  

   individual; or 
  
 e. To effect a lawful stop of a fleeing individual.   
  
2. A member shall use the force response that is reasonably necessary to 

  bring the situation under control. If de-escalation tactics are not  
  effective, the member may use an increasing level of force to  
  overcome the level of resistance, as long as the force response  
  remains proportionate to the perceived threat. As soon as the incident 
  is under control, the member’s use of force response shall   
  diminish proportionally. 
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G. Conditions that May Authorize the Use of Deadly Force   
 

1. Authorized Use of Deadly Force: 
 
 a. Defense of Life 
 
  Members may use deadly force in the performance of police  

   duties  under the following circumstances:  
 

 (1) When it is necessary and objectively reasonable; and 
 

 (2) To defend themselves or another from an actual or 
 threatened attack that is imminent and could result in 
 death or serious bodily injury; and 

 
 (3) When all other options have been exhausted or do not 

 reasonably lend themselves to the circumstances.  
 

 b. Fleeing Felon  
 

To apprehend a fleeing felon only when every other reasonable 
means of affecting the arrest or preventing the escape has been 
exhausted; and 

 
 (1) The suspect fleeing poses an immediate threat of death 
  or serious bodily harm to the member or others; or 
  
 (2) There is probable cause to believe the crime committed 
  or attempted was a felony that involved an actual  
  or threatened attack that could result in death or serious 
  bodily  harm; and 

  
 (a) There is probable cause to believe the person  
  fleeing committed or attempted to commit the  
  crime, and 
 

(b) Failure to immediately apprehend the person 
 places a member or the public in immediate 
 danger of death or serious bodily injury; and 

   
 (c) The lives of innocent persons will not be  
  endangered if deadly force is used. 

 
 2. Unauthorized Use of Deadly Force 
 
  a. Members shall not use deadly force in any circumstance other 
   than those outlined Part IV.G.1. 
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  b. Members shall not utilize deadly force against subjects that only 
   present a threat of harm to themselves. 
 
H. Less Lethal Weapons  
 
 1. The objective of less lethal weapons is to preserve human life and  
  prevent further escalation of force.  
 
 2. Less lethal weapons may only be used by members with the  
  appropriate specialized training. 

 
3. During instances of civil disobedience, members shall follow use of 

force procedures outlined in Department SOP-16-01 (Handling First 
Amendment Assemblies and Mass Demonstrations).   

 
I. Positional Asphyxia Precautions 
 
 1. In order to avoid asphyxiation, members shall: 
 
  a. Whenever possible, avoid tactics that may impede a subject’s 

  ability to breathe, result in chest or throat compressions, or  
  airway blockage. 

 
b. Position the individual in a manner to allow free breathing once 

the subject has been controlled and placed under custodial 
restraint using handcuffs or other authorized methods.  
  

  c. Seek medical assistance immediately if a person appears to be 
  having difficulty breathing or is otherwise demonstrating life- 
  threatening symptoms. An official shall direct that alternative  
  means to maintain custody be utilized, if appropriate. 

 
 2. Members are prohibited from: 
   
  a. Placing a person in a prone position (i.e., lying face down) for a 

  prolonged period of time or during transport except during  
  exigent circumstances. Prisoners shall be carefully monitored 
  while in a prone position as a prone position may be a  
  contributing factor to cause a prisoner to suffocate, also referred 
  to as positional asphyxiation.   

 
  b. Employing unauthorized use of restraints while transporting a 

  subject in a vehicle. 
 
  c. Attaching handcuffs or flex-cuffs to leg restraints in such fashion 

  that forces the legs and hands to be close to one another (i.e., 
  “hog-tying”). 

 
J. Neck Restraints 
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1. The use of neck restraints of any kind including, but not limited to, the 

use of “trachea holds” and “carotid artery holds” as they are defined in 
D.C. Official Code § 5-125.02 are not authorized use of force options 
and are prohibited. 

 
 NOTE: Members are reminded of the legal restrictions against certain 

types of neck restraints outlined in D.C. Official Code § 5-125.01, et 
seq. (Limitation on Chokehold), and that members who use a “trachea 
hold” or “carotid artery hold” may be found in violation of the law. 

 
2. In the event that a member employs a neck restraint or chokehold of 

any kind, he or she shall request emergency medical services 
immediately. 

 
K. Use of the Department-Issued Firearm 
 
 1. When feasible, members shall identify themselves as a police officer 

 and issue a verbal warning before discharging a firearm. 
 
 2. No member shall discharge his or her firearm under the following 

 circumstances: 
 

a. As a warning;   
 

b. Into a crowd; 
 

c. In a felony case which does not involve an actual attack, but 
 involves a threatened attack, unless the member has 
 reasonable cause to believe the threatened attack is imminent 
 and could result in death or serious bodily injury;  

 
d. In any misdemeanor offense, unless under exceptional 
 circumstances; 

 
e. Solely to protect property interests; or  

 
f. To stop an individual on mere suspicion of a crime simply 
 because the individual flees. 

 
3. Members shall not discharge their firearms either at or from a moving 

vehicle unless deadly force is being used against the member or 
another person. For purposes of this order, a moving vehicle is not 
considered deadly force except when it is reasonable to believe that 
the moving vehicle is being used to conduct a vehicle ramming 
attack.  Members shall, as a rule, avoid tactics that could place them in 
a position where a vehicle could be used against them. 

 
4. No member shall draw and point a firearm at or in the direction of 
 another person unless there is a reasonable perception of a substantial 
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 risk that the situation may escalate to the point where deadly force 
 would  be permitted.  

 
  a. When it is determined that the use of deadly force is not  

  necessary, as soon as practicable, firearms shall be secured or
  holstered.  

 
b. Drawing and pointing a firearm at or in the direction of a person 

is a reportable incident and members shall notify an official in 
accordance with SO-06-06 [Instructions for Completing the 
Reportable Incident Form (RIF: PD Forms 901-g and 901-h). 

 
 5. In accordance with GO-RAR-901.01 (Handling of Service Weapons), 

 no member of the Department shall carry, use, or discharge any 
 unauthorized ammunition in their issued service weapons. Members 

  shall not obtain service ammunition from any source except through 
 official Department channels. Members are further required to carry 
 only the requisite amount of service ammunition as applicable to the 
 authorized service weapon they are utilizing. 

 
L. Carrying Prohibited Weapons 
 

  1. Members shall not:  
 

  a. In the normal exercise of their responsibilities, carry, use or  
  discharge any firearm or other weapon, except those issued or 
  approved for use by the MPD under direction of the Chief of  
  Police. 

 
 b. Carry any Department-issued weapon prior to successfully 

 completing Department-approved training courses directed by 
 the Chief of Police.  

 
c. Carry a non-Department-issued weapon (e.g., blackjack, sap, 

nunchaku, kenpo stick, brass knuckle, or weighted glove).  
   

M. Pain or Injury Associated with Handcuffing 
 

1. Members are reminded the proper application and general wearing of 
handcuffs may lead to complaints of minor pain or injury (e.g., pinching 
of skin or scratches). 

 
 2. When a subject complains of pain or injury that is associated with the 

 application or wearing of handcuffs, members shall notify an official. 
 
  a. The official shall investigate the complaint or injury and  

  document his or her findings in the PD Form 313 (Prisoner  
  Illness/Injury Report) in accordance with GO-PCA-502.07  
  (Medical Treatment and Hospitalization of Prisoners). 
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   (1) If the investigating official determines the subject’s injury 

   or complaint of pain is exclusively the result of the 
   application and wearing of handcuffs, no further force- 
   related investigation or reporting is necessary. 

 
    Example: A member places handcuffs on a non-resistant 

   subject. The subject claims the handcuffs are causing 
   him discomfort but the official concludes the pain is  
   due exclusively to discomfort associated with wearing  
   handcuffs. 

 
   (2) If the investigating official determines the subject’s injury 

   or complaint of pain is not exclusively the result of the  
   application and wearing of handcuffs or force was  
   required to apply the handcuffs, he or she shall initiate a 
   use of force investigation in accordance with GO-RAR-
   901.08 (Use of Force Investigations). 

 
    Example: The subject complains of discomfort in his right 

   wrist. During the investigation, the arresting member  
   tells the official he had to twist the subject’s right wrist in 
   order to place him in handcuffs. The official concludes 
   the subject’s discomfort is associated with the member’s 
   action of twisting the subject’s wrist, not exclusively the 
   discomfort associated with wearing handcuffs. 

   
b. Investigating officials shall provide counseling and conduct an 

administrative investigation as appropriate for policy violations in 
cases where, based on the totality of circumstances, a member 
applied the handcuffs improperly, but the associated injury does 
not warrant a use of force investigation. 

     
Example: The arresting member places handcuffs on an 
unresisting subject but neglects to activate the double-lock 
function. Since the handcuffs are not double-locked, the subject 
inadvertently tightens them on himself while he is transported 
back to the station. The tightening of the handcuffs results in a 
minor rash on the prisoner’s right wrist. This injury is due to the 
wearing of handcuffs and is therefore not a reportable use of 
force; however, it would not have occurred if the member had 
applied the handcuffs properly.  

 
N. Members are prohibited from employing any use of force technique or 

defensive weapon against a subject in handcuffs unless the subject is 
engaged in assaultive behavior as described in this order or the subject is 
attempting to escape police custody or resisting members’ efforts to maintain 
custody of the individual (e.g., the subject will not get out of the transport 
vehicle). In these cases, members shall limit their force responses to the 
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minimum amount of force that the objectively reasonable officer would use in 
light of the circumstances to effectively bring an incident or person under 
control. 

 
O. Civilian Employees of the Department 

 
 1. Civilian employees of the department are prohibited from receiving or 

 carrying Department-issued weapons of any kind. 
 

NOTE: Civilian employees may handle weapons when required as part 
of their assigned duties (e.g., civilian firearm instructors, civilian firearm 
examination technicians, civilian evidence technicians). 

 
 2. Civilian members shall only use force in defense of themselves or 

 others. 
 
P. Reporting Use of Force Incidents 
 

1. All incidents involving a reportable use of force, as defined in Part 
III.13.A of this order, shall be reported in accordance with SO-10-14 
[Instructions for Completing the Use of Force Incident Report (UFIR: 
PD Forms 901-e and 901-f)]. All reportable force incidents shall be 
reported in accordance with SO-06-06 [Instructions for Completing the 
Reportable Incident Form (RIF: PD Forms 901-g and 901-h)]. 

 
 Example 1: A member uses OC Spray on a subject. This is a 

reportable use of force and requires the completion of a PD Form 901-
e (commonly referred to as a “UFIR”) in accordance with SO-10-14.  

 
 Example 2: A member employs a takedown technique to bring a 

resistive subject to the ground so he or she can be placed in 
handcuffs. The takedown and handcuffing does not result in injury or 
complaint of pain or injury. The use of a takedown is a reportable force 
incident and requires the completion of a PD Form 901-g (commonly 
referred to as a “RIF”) in accordance with SO-06-06. 

 
 2. Members who are aware of a complaint  regarding the use of force by 

 another member shall notify their  supervisor.  
 

V. ATTACHMENTS 
 

Attachment A: Decision Making Model 
 
Attachment B: Use of Force Framework  

   
VI. CROSS REFERENCES 
 

A. Directives 
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  1. GO-OPS-304.10 (Police-Citizen Contacts, Stops, and Frisks) 
   
  2. GO-PCA-502.07 (Medical Treatment and Hospitalization of Prisoners) 
 
  3. GO-RAR-901.01 (Handling of Service Weapons)    

 
4. SO-06-06 [Instructions for Completing the Reportable Incident Form 
 (RIF: PD Forms 901-g and 901-h)] 
 
5. SO-10-14 [Instructions for Completing the Use of Force Incident 
 Report (UFIR: PD Forms 901-e and 901-f)] 
 
6. SOP-16-01 (Handling First Amendment Assemblies and Mass  
 Demonstrations) 
 

 B. D.C. Official Code 
   
  1. D.C. Official Code, § 5-125  (Limitation on Chokeholds) 
 
 
      
 
       Peter Newsham 
       Chief of Police 
 
PN:KDO:MOC:SMM 
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MPD Values 

• Integrity
• Commitment 
• Respect 
• Accountability
• Innovation 
• Teamwork 
• Dignity of Life

Decision Making Model 

The goal of every encounter is 
Voluntary Compliance! 

Officers must continually 
•Gather information and assess the

threat.
•Consider authority, policy and tactics.
• Identify options and contingencies.
•Develop a strategy.
•Take action and review.

Threat Assessment Observation should 
include the subject’s: 
•Emotional  state.
•Resistive Tension.
•Early warning signs.
•Pre-attack  postures or Gestures.
•Access to a Weapon.
•Apparent willingness to sustain injury.

Metropolitan Police Department 

GO-RAR-901.07 (Use of Force) 
Attachment A - Decision Making Model 
November 3, 2017



Metropolitan Police Department 
Use of Force Framework 

Resistance and response are 
dynamic. The subject’s 
behavior and the use of force 
to control it may escalate or de-
escalate  during any given 
altercation until complete 
control of the subject is 
achieved. 

Immediately summon emergency 
medical assistance  and render first 
aid as soon as the scene is safe. 

The goal of every encounter is 
Voluntary Compliance! 

Cooperative 

MPD Values 

• Integrity
• Commitment 
• Respect 
• Accountability
• Innovation 
• Teamwork 
• Dignity of Life

Cooperative 
Controls 

Contact 
Controls 

Compliance 
Techniques 

Defensive 
Tactics 

Deadly 
Force 

Officers must continually 
• Gather information and assess the

threat. 
• Consider authority, policy and tactics.
• Identify options and contingencies.
• Develop a strategy.
• Take action and review.

October 24, 2016

GO-RAR-901.07 (Use of Force) 
Attachment B - Use of Force Framework 
November 3, 2017 
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