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Report Context  
During the 2024-2025 Academic Year, six Master of Public Policy candidates conducted 
extensive research about medicolegal death investigation models on behalf of the No More 
Deaths in Custody Workgroup. That research and the associated report were prepared by Mollie 
Butler, Emma Christie, Naomi Eden, Amil Hogan, Cecilia Nuñez, and Rachael Parker-Chavez in 
partial fulfillment of the requirements for their Master of Public Policy degree in the Department 
of Public Policy at the University of California, Los Angeles.  
 
Funding for the project was provided by the Institute for Inequality and Democracy and Luskin 
School of Public Affairs, UCLA. 
 
The No More Deaths in Custody Workgroup, a project of the Justice2Jobs Coalition, is a 
statewide convening of impacted families, advocates, and academic researchers. The groups’ 
work is rooted in decarceration, based on the principle that the only true way to prevent in-
custody deaths is to reduce incarceration rates and keep people out of custody. Their work 
emphasizes the importance of holding individuals and institutions accountable and ensuring 
greater transparency and accuracy regarding the circumstances of these deaths.  
 
This report is an abridged version of their final work product co-developed by the above listed 
students and Shayla Wilson, coordinator of the No More Deaths in Custody Workgroup.   
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Executive Summary 
Overview 
California is facing a jail mortality crisis. Over the past two decades, in-custody deaths have 
continued to rise despite numerous reforms aimed at addressing their root causes (Carson, 2021; 
Duara & Kimelman, 2024). While much attention has focused on preventing deaths related to 
medical neglect, suicide, substance use, and violence, far less scrutiny has been applied to the 
systems responsible for investigating and reporting these deaths. A lack of faith in the data on 
causes of death have raised concerns and confusion about the factors that spur jail deaths and 
therefore what life-saving interventions are needed. The current death investigation structure—
especially the widespread use of the Sheriff-Coroner model—has failed to ensure transparency, 
accuracy, or accountability. Families and advocates are increasingly concerned with how in-
custody deaths are classified and investigated, and official cause of death determinations reflect 
what occurred behind locked doors. 

● High Jail Mortality Rates: California consistently reports one of the highest numbers of 
jail deaths in the country. Many are preventable and remain under-scrutinized by existing 
oversight mechanisms. 

● Inadequate Investigative Systems: The state’s reliance on county-level death 
investigation teams led by law enforcement—often without medical training—leads to 
inconsistent and sometimes inaccurate determinations of cause and manner of death. 

● Poor Oversight and Data Transparency: While state and federal law require reporting 
of in-custody deaths, enforcement is weak. Counties often underreport and under-
investigate deaths or provide vague classifications, obstructing justice and accountability. 

● Distrust Among Families and Communities: Families often report misinformation, 
delays, and refusal of access to information by local or state correction agencies. These 
actions deepen mistrust in the system and perpetuate cycles of trauma and harm. 
 

The current system obscures truth, protects institutional actors, and prevents the development of 
policies that could save lives. 
 

Key Findings 
While this report identifies 12 findings, here 7 of the most critical issues shaping the state’s jail 
death investigation system are highlighted.  
1. California is an Outlier in Death Investigation - 90% of people living under a Sheriff-
Coroner model in the U.S. reside in California.  In 48 of 58 California counties, the elected 
sheriff also serves as coroner.  
2. Inadequate Standards and Training - National scientific authorities have long decried this 
system and its lack of investigatory independence. Sheriff-Coroners and many lay (meaning non-
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law-enforcement) coroners lack medical qualifications. Few offices are accredited or staffed with 
board-certified forensic pathologists. 
3. Misclassification of In-Custody Deaths is Widespread - Many deaths, including those 
involving trauma, are classified as “natural,” especially among Black decedents. These 
misclassifications are often made without properly reviewing autopsy findings or medical 
records, allowing violence and abuse to be concealed through misleading official narratives.  
4. Chronic Underreporting - At least one-third of California counties failed to meet full legal 
reporting requirements in 2023. 
5. Conflicts of Interest Skew Investigations - Law enforcement officials often control death 
determinations in cases that may implicate their own departments. 
6. Severe Staffing Shortages Undermine Investigations - Forensic pathology is underfunded, 
with too few trained professionals, especially in rural counties. 
7. Oversight Bodies Lack Power and Independence - Oversight agencies are constrained by 
limited authority, lack of independent access to evidence, and reliance on law enforcement-
controlled data. Without enforcement power, they struggle to hold agencies accountable, making 
oversight largely symbolic.  
 

Recommendations 
1. Eliminate the Sheriff-Coroner Model - Replace Sheriff-Coroner offices with independent 
Medical Examiner systems (or lay coroner offices in exempted counties). 
2. Mandate Statewide Standards for Training and Accreditation - Require certification for 
all death investigators; incentivize counties to pursue National Association of Medical Examiner 
(NAME) accreditation and provide quality medical training for lay coroners. 
3. Establish Independent Oversight - Strengthen the capacity and authority of the existing In-
Custody Death Review Board to audit investigations, review cause-of-death determinations, 
mandate corrective actions, and enforce standards, expanding the legislative power, staffing, and 
resources to empower effective oversight.  
4. Strengthen Enforcement of Reporting Laws  - Penalize noncompliance and require full 
transparency of jail death data, easily accessible to the public. 
5. Invest in Workforce and Infrastructure - Expand training pipelines for forensic pathologists 
nationwide and increase staffing, funding, and technology access for under-resourced counties. 
6. Ensure Family Rights and Transparency - Mandate timely, accurate communication with 
families and ensure access to all investigative records related to in-custody deaths. 
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Introduction: In-Custody Deaths in California 
The Crisis of Mortality in California Detention 
Rising mortality rates while in local, county, and state correctional custody are causing alarm 
among California policymakers. Between 2011 and 2023, California reported 9,938 deaths in 
custody, despite a declining number of people in custody (California Department of Justice, 
2024).12 These numbers are likely even higher, considering deaths that have not been reported to 
the California Department of Justice (DOJ) and deaths that occur in transportation between 
facilities and hospitals (Behne et al., 2022).3 This trend also characterizes sheriff-operated 
facilities. In 2022, a record 216 people died in county jails across California (California 
Department of Justice, 2024). The COVID-19 pandemic was unlikely to have been the sole 
driving factor for these deaths,4 which have been steadily increasing before and since (Duara & 
Kimelman, 2024). Three quarters of individuals held in county jails are pre-trial, meaning they 
are legally presumed innocent. Pre-trial detainees also represent the vast majority of deaths in jail 
facilities (Duara & Kimelman, 2024). Advocates argue many of them could have been more 
effectively and safely served by community-based programming and should have never been 
exposed to the conditions of incarceration (McCann, 2022; Holliday et al, 2020).  
 
The conditions inside California’s jails, marked by systemic abuse and neglect, make clear that 
many of these deaths are not natural but instead a direct result of incarceration, reflecting 
widespread patterns of preventable harm and institutional failure that drive mortality rates far 
beyond those seen in the general population (Widra, 2023; Duara & Kimelman, 2024). A death is 
defined as unnatural in cases where the investigator determines that the deceased died due to any 
circumstances not related to age or disease, and, in the criminal justice system, any circumstance 
that the individual would not have been exposed to had they not been in custody (CA 
Government Code 27491(a)). Growing evidence suggests the distinction between natural and 
unnatural in-custody deaths is often blurred by death investigation teams and law enforcement to 

 
1 State law defines “in-custody death” as the death of a person who is detained, under arrest, or is in the process of 
being arrested, is en route to be incarcerated, or is incarcerated at a municipal or county jail, state prison, state-run 
boot camp prison, boot camp prison that is contracted out by the state, any state or local contract facility, or other 
local or state correctional facility, including any juvenile facility. “In-custody death” also includes deaths that occur 
in medical facilities while in law-enforcement custody. 
2  This amounts to, for example, a 2.8-fold increase in per capita jail deaths in Los Angeles during this time period 
(Nelson et al, n.d.) 
3  In an independent audit conducted by the No More Deaths in Custody Workgroup, nearly 10% of deaths that 
occurred while in Sheriff’s Department Custody during 2023 (21 or 214) were not reported to the Department of 
Justice. An additional 19% (41 of 214) were not reported publicly in accordance with reporting requirements under 
California Penal Code § 10008. 
4  Certainly, a number of people died from COVID directly, but indirectly as well as the pandemic slowed down 
court processes causing longer exposure to jail and more isolated conditions thus contributing to other causes of 
death. 
 



6 
 

obscure neglect, abuse, and murder (Shapiro & Keel, 2023). These deaths erode public trust in 
the justice system and reinforce the reality that incarceration too often serves as a site of 
violence rather than rehabilitation. Addressing these systemic failures is not just a legal 
imperative but a moral one, demanding urgent action to prevent further loss of life. 
 

California’s Death Investigation Systems 
Much research and reform in the criminal justice field has focused on addressing root causes of 
jail deaths, such as inhumane living conditions, drug overdoses, or lack of access to medical 
treatment (Klein & Klein, 2022). Less discussed but just as critical is the process by which these 
deaths are investigated and reported. Coroner, Sheriff-Coroner, and medical examiner offices are 
responsible for investigating all in-custody deaths, as well as all suspicious, sudden, and 
unattended deaths in the county's general public (Center for Disease Control, 2024).5 Death 
investigation teams provide crucial data to families, the county, and state on the conditions that 
led to a person’s death, including the cause and manner of death. This information is used in 
criminal investigations, lawsuits, transparency reports, and accountability measures internally 
and by external oversight bodies (Hanzlick, 2006). Their expertise allows advocates, researchers, 
and government bodies to understand why people die in jail, and how to prevent it. Death 
investigation teams generally provide the final accounting of what happened to an individual 
who died within the opaque system of local or state correctional custody. In recent years, 
advocates and families have turned their attention to the death investigation process based on 
concerns about the accuracy of reported causes of death and the consequences of these 
inaccuracies in their work (Prados et al, 2022; Egel et al, 2017; Mitchell et al, 2017). 
 
The coroner system is an ancient institution that has existed since the medieval period and has 
existed throughout the world (Friedman & Davies, 2003). In early history, coroners were rarely 
medical professionals and instead held a variety of parallel roles in the community, from 
hairdresser to county clerk (Tischler, 2004). However, this led to concerns about their 
competence and the impartiality of their investigations. Many states abolished the position of 
coroners and replaced it with a medical examiner system, including Massachusetts in 1877 and 
New York in 1915, requiring medical expertise of death investigations (Tischler, 2004). This 
movement gained momentum throughout the 20th and 21st centuries, with organizations like the 
National Association of Medical Examiners (NAME) advocating for a transition to fully 
independent, medically trained forensic death investigation systems (National Research Council, 
2009). Today, US death investigation departments are managed predominantly under three main 
systems:  

 
5 Under the Deaths in Custody Reporting Act, in-custody deaths have been federally defined as any person who is 
under arrest, is en route to be incarcerated, or is incarcerated at a municipal or county jail, state prison, or other local 
or state correctional facility (including any juvenile facility).” All deaths considered sudden or unnatural undergo a 
formal death investigation, but the authority overseeing these investigations varies significantly by state and county. 
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1. The medical examiner system, which employs a licensed physician specialized in 
forensic pathology often working in an independent department.  

2. The coroner system,6 which employs an elected or appointed official who may have little 
to no medical training and may or may not work in an independent department. 

3. The Sheriff-Coroner system, where the county sheriff or an appointed deputy serves as 
the county coroner through a law-enforcement-operated department (Center for Disease 
Control, 2024). 
 

Sheriff-Coroners in California 
Forensic professionals, advocates, and families alike have concerns about the death investigation 
system in California, which is unique as one of the few states that has maintained the Sheriff-
Coroner model in a majority of counties (Friedman & Davies, 2003). In California, neither the 
role of Sheriff-Coroner nor the lay coroner requires medical training. In most counties, this 
position is held by the elected sheriff or a designated deputy, who is legally required to have at 
least a high school diploma or its equivalent but does not need to have any other specific 
qualifications (though individual counties may require additional experience; Friedman & 
Davies, 2003). While forensic pathologists7 conduct the autopsies, this coroner still determines 
investigative proceedings and signs the final death certificate (O’Halloran, 2014). The position of 
Sheriff-Coroner seems to represent an inherent conflict of interest: the person responsible for 
investigating deaths, including those in custody deaths that involve law enforcement misconduct, 
is often the county’s highest-ranking law enforcement officer (Gomez, 2025). This arrangement 
has led to criticisms of the high potential for conflicts of interest, not only in death investigations 
but in larger systemic decision-making such as funding allocations. Medical examiner systems 
are often considered more objective because, in principle, they approach investigations from a 
position of impartiality and medical expertise rather than a perspective of criminal justice 
(Melinek et al, 2013). They are mandated to conduct their investigation separately from that 
conducted by law enforcement (Melinek et al, 2013). Additionally, medical examiners often 
have experience working as medical pathologists (Aryel and Wagner, 2006). For this reason, 
several counties have abolished their Sheriff-Coroner led death investigation team and instead 
established a lay coroner's office separate from law enforcement, or an independent medical 
examiner office (Tischler, 2005). Nevertheless, the majority of California's counties still operate 
under the Sheriff-Coroner model (O’Halloran, 2014). 
 
While state and federal law require all deaths in custody to be reported and followed up with a 
corrective action plan to address contributing factors, these accountability measures require 

 
6  Otherwise referred to as a lay coroner system. 
7  A Forensic Pathologist is a licensed medical doctor who has completed residency training in pathology and a post-
graduate fellowship training program in Forensic Pathology. 
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transparent and thorough investigation by county death investigation teams in order to have any 
real effect. Recent research suggests that death investigation teams in California have often fallen 
short of this due to conflicts of interest, lack of training and qualifications, and under-resourcing 
and staffing (Prados et al, 2022). Not all counties with high jail mortality rates have Sheriff-
Coroners, and pathologists in medical examiner offices also often report law enforcement 
tampering (Elkalla, 2022). However, the presence of Sheriff-Coroner offices across much of 
California leaves the door open for efforts by law enforcement to put pressure on teams to 
change investigation findings in order to cover up wrongdoing (Prados et al, 2022). 
Dissatisfaction with these outdated systems has spurred discussion around reforming California’s 
medicolegal death investigation systems to drive down jail mortality and enforce honest and 
accurate reporting (Feldman, 2020). 
 

An Injustice to Incarcerated People and Their Loved Ones 
These injustices cut the lives of those detained far too short and are a devastating loss for their 
families and communities. California's correctional systems are regularly sued for wrongful 
deaths. Individual lawsuits rightfully raised by families continue to cost taxpayers, counties, and 
the state millions of dollars that must be accounted for each budget cycle. One study of awards in 
wrongful death lawsuits in California jails estimated that California awarded over $51 million 
between 2015-2020 (El-Sabawi et al, 2023). The financial cost of in-custody abuses is in the 
billions – spending that could go to other vital community services. Families should receive 
restitution. However, even successful civil suits only address a fraction of jail deaths, and, for 
families, some financial recompense will never be enough (Serna, 2025). Further, these suits 
have done little to comprehensively address conditions on the inside or prevent deaths. 
 
In-custody deaths directly resulting from the inhumane conditions of incarceration are all too 
common. The list of those who have died in Sheriff’s custody has thousands of names. This 
project endeavors to contribute to policy that will stop these often violent and avoidable deaths. 
We remember: 

● John Horton III (22), who died in March of 2009, passed away within Men’s Central Jail 
(MCJ) in what was deemed a “suicide” despite evidence of blunt force trauma and Los 
Angeles County Sheriff's Department (LASD)-issued flashlight marks on his face 
(McCann, 2024). His mother, Helen Jones, has since become an advocate against the 
concealment of in-custody deaths like John’s (McCann, 2024). She ultimately sued Los 
Angeles County, who settled for $2 million (McCann, 2024). 

● Stanley Wilson Jr. (40) died in February of 2023, reportedly from a fall while in the 
custody of the Los Angeles County Sheriff’s Department (LASD) (Hurley, 2023). 
However, Stanley had blunt force trauma and had been kicked and stomped (Hurley, 
2023). His mother, Dr. D. Pulane Lucas, has been a steadfast advocate for uncovering the 
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truth surrounding her son’s death which has gone unreported by responsible parties. The 
family has since filed a lawsuit against Los Angeles County and is fighting for justice. 

● Elisa Serna (24) died in November of 2019 at the Las Colinas Detention Center in San 
Diego County while pregnant. She was suffering from alcohol withdrawal symptoms, and 
despite repeatedly asking for help, law enforcement and medical staff did not provide 
sufficient care. Her mother, Paloma Serna, and their family have continually fought for 
justice for Serna and other people who have died from in-custody neglect. The family 
reached a $15 million settlement with the county (Handy, 2024). 
 

Despite laws intended to ensure accuracy, transparency and timely communication, families 
frequently struggle to obtain information about a loved one’s passing in custody. Jails and 
prisons often rely on impersonal methods such as voicemails, text messages, or letters to alert 
loved ones in ways that are often described as traumatic (Thompson, 2018). These notifications 
can take weeks if not months, and exacerbates the grief experienced by families. In some cases, 
families have not been notified at all. The California Department of Corrections (CDCR) settled 
a lawsuit in 2016 involving officials at Mule Creek State Prison who failed to contact an 
incarcerated person’s family about his death. His parents only learned of his passing months later 
when informed by a reporter, by which time he had been cremated and his ashes scattered, 
contrary to the family's wishes (Thompson, 2018).  Families are often forced to conduct their 
own investigations to find out further details of whom to hold accountable, at great personal cost 
(Jones, 2025; Lucas, 2023). 
 

Efforts at Independent Oversight and Accountability 
There are several mechanisms in place in California intended to ensure accountability when jail 
deaths occur. However, generally, they have not been successful in improving the state of jail 
deaths and their investigation to a degree that is satisfactory for governing bodies, advocates, or 
loved ones of decedents. 
 
Calls from advocates and families have brought these abuses to light and created public demand 
for change. However, there are significant barriers to addressing them. In 2012, the Board of 
State and Community Corrections (BSCC) was established as a supervisory body for all 
California jails and prisons. Its duties have developed to include facilities inspections, training 
for correctional staff, and review of in-custody deaths (Board of State and Community 
Corrections, 2021). The BSCC is required to review investigations of any death incident 
occurring within a local detention facility, make recommendations to responsible agencies, 
follow up on whether those recommendations are being implemented, and make information 
available to the public (Board of State and Community Corrections, 2023). Governor Gavin 
Newsom further pledged in 2021 to improve jail safety through investments in in-system reforms 
(Duara & Kimelman, 2024). But an ever-rising death toll suggests that these measures have been 
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insufficient (Duara & Kimelman, 2024). Additionally, sheriffs, who oversee county jails, have 
resisted external intervention by other county and state departments, making it difficult to 
implement meaningful changes that could prevent further loss of life (Duara & Kimelman, 
2024).  
 
Additionally, non-governmental organizations, including the American Civil Liberties Union 
(ACLU), are authorized to monitor in-custody deaths by accessing jails and interviewing 
incarcerated individuals. However, they too struggle to gain access to facilities and people and 
have little power to do more than report and bring lawsuits after continued abuses or death 
(ACLU of Southern California, 2023a & 2005). Neither governmental nor non-governmental 
oversight organizations have teeth when it comes to enforcing consequences for agency abuses. 
Furthermore, many of these efforts are very new. The BSCC In-Custody Death Review Board 
was legislated in 2023 and is only now beginning to establish itself (Board of State and 
Community Corrections, 2023 & 2024). 
 

State and Federal Law 
Across the country, the relevant medicolegal death investigation authority is mandated to 
investigate all in-custody deaths, defined under the federal Death in Custody Reporting Act of 
2013 (DCRA) as any death occurring while a person is under arrest, en route to incarceration, or 
incarcerated in municipal or county jails, state prisons, or other local or state correctional 
facilities, including juvenile facilities (Public Law 113-242). In California, the agency with 
jurisdiction over the custody setting in which a person died8 must report as follows: 
 

Law Required Information  Timeline 

California 
Government 
Code § 12525 

All facts in the possession of 
the law enforcement agency or 
agency in charge of the 
correctional facility concerning 
the death. 

The agency must report to the California 
Department of Justice (DOJ) within 10 
days. 
 

California Code 
of Regulations, 
Title 15, § 1046 

1. Demographic information: 
(A) Full name of the decedent 
(B) Date of birth 
(C) Date of death 
(D) Time of death 
(E) Gender 
(F) Race and ethnicity 

The agency must: 
1. Submit the in-custody death 

report required by Government 
Code section 12525 to the BSCC 
within 10 days of the death; 
 

 
8  For jails, the sheriff’s department oversees operations in all counties except Madera and Napa, which operate 
independently 
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(G) Relevant medical history 
 
2. Facility Information: 
(A) Name and location of the 
detention facility 
(B) Description of the location 
where the death occurred within 
the facility 
(C) Date and time of the 
incident 
(D) Detention facility personnel 
(including names and roles) 
involved in the reporting of the 
death or incident 
 
3. Any relevant circumstances 
leading up to death, including 
behavioral health or medical 
issues. 

2. Conduct an initial review and 
complete a written report of 
every in-custody death within 30 
days of the death; and 
 

3. Submit a copy of the Initial 
Death Review Report for every 
in-custody death to the BSCC 
within 60 days of the death. 

California Penal 
Code § 10008 

1. The full name of the 
agency with custodial 
responsibility at the time 
of death. 

2. The county in which the 
death occurred. 

3. The facility in which the 
death occurred, and the 
location within that 
facility where the death 
occurred. 

4. The race, gender, and 
age of the decedent. 

5. The date on which the 
death occurred. 

6. The custodial status of 
the decedent, including, 
but not limited to, 
whether the person was 
awaiting arraignment, 
awaiting trial, or 
incarcerated. 

7. The manner and means 
of death. 

The agency must post in-custody deaths 
to their public website within 10 days. 
 
If the agency seeks to notify the next of 
kin and is unable to notify them within 
10 days of the death, the agency shall be 
given an additional 10 days to make 
good faith efforts to notify next of kin 
before the information shall be posted 
for the public to view on the agency’s 
internet website. 
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Deaths in 
Custody 
Reporting Act of 
2013 (Public 
Law 113-242) 
(DCRA) 

Unspecified in the letter of the 
law. Guidelines generally 
advise reporting the following: 

1. Identifying Information, 
including name, age, 
gender, and 
race/ethnicity of the 
deceased. 

2. Date, time, and specific 
location of the death. 

3. Circumstances including 
events leading up to the 
death, including any use 
of force, medical 
interventions, or other 
relevant actions. 

The head of each law enforcement 
agency must report information on 
deaths in their custody to the Attorney 
General of the US annually. 

 
For the above, enforcement mechanisms are unfortunately minimal. The DCRA pertains to states 
that receive funding from the Omnibus Crime Control and Safe Streets Act of 1968; currently, all 
states have this funding (Public Law 113-242). The law makes provision for the Federal 
Department of Justice, at the discretion of the Attorney General, to confiscate 10% of Edward 
Byrne Memorial Justice Assistance Grant Program funding from states that do not comply with 
the DCRA reporting requirements, though no state has faced such sanctions to date (US 
Department of Justice, 2022). 
 
California has enacted legislation that either penalizes or aims for transparency around law 
enforcement misconduct. These include officer decertification in cases of serious misconduct 
(CA SB 2, 2021-2022), public availability of police misconduct files (CA SB 16, 2021-2022), 
and release of police records related to misconduct and use of force incidents (CA SB 1421, 
2017-2018). All of these laws are currently in effect and successful lawsuits have been brought 
by the ACLU and by independent plaintiffs on the basis of these laws (ACLU of Northern 
California, 2019; ACLU of Southern California, 2019; Winston, 2021). However, 
noncompliance is still frequent, and consequences in the form of litigation, financial settlements, 
and release documents have occurred only on occasion and do not appear to have a deterrent 
effect for continued noncompliance. The California Commission on Peace Officer Standards and 
Training (POST) is meant to enforce officer decertification (Commission on Peace Officer 
Standards and Training, 2025). However, at the time of writing, no officers in California have 
been decertified specifically for their role in falsifying any part of an investigation for a death in 
custody, although they have been decertified for other misconduct (Fernandez, 2024a; Blakinger, 
2024). 
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Methodology 
University of California, Los Angeles Master of Public Policy students partnered with the No 
More Deaths in Custody Workgroup, a Project of the Justice2Jobs Coalition, in September 2025 
as part of their graduation requirements to conduct a study of the State of California’s medico-
legal death investigation structure. The study sought to identify governance policies that the No 
More Deaths in Custody Workgroup advocate for to improve the cause-of-death determination 
system for in-custody deaths within California jails.  
 

Literature Review 
To examine current practices for cause-of-death determination in California jails and other states, 
a literature review was conducted. This review included scholarly articles, policy proposals, 
county and state legislation, public records, and data sets comparing governance models and 
death records. The literature review focused on two primary areas: 
 

Governance and Standards 

Minimum standards for investigating deaths in custody, including medical examiner and coroner 
qualifications, procedural variations across counties and states, and investigative processes that 
could influence outcomes were examined. This foundational research provided context for 
understanding the various governance models, including California’s Sheriff-Coroner model and 
its implications. 
 

Discrepancies in Death Records 

Studies highlighting inconsistencies in death reporting processes and how non-standardized 
practices may perpetuate inequities were reviewed. This review included a comparative analysis 
of states with independent medical examiner systems to assess differences in outcomes, such as 
fewer deaths, improved accuracy, and enhanced accountability. 
 

Interviews 

Death Investigation Professionals 

Interviews were conducted with California and out-of-state medical examiners, coroners, and 
Sheriff-Coroners. These interviews focused on professional experiences and investigative 
procedures, perspectives on system limitations and potential improvements, and insights into 
policies that could improve accountability.  
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In California, Medical Examiners in San Diego County and Ventura County; Sheriff-Coroners in 
Riverside County, Kern County, Solano County, Orange County, and Placer County; and 
Sacramento’s lay Coroner were interviewed. 
 
Nationally, Medical Examiners New York, Florida, Oregon, and Texas; a Sheriff-Coroner in 
Montana; Coroners in Alabama, New York State, Ohio, and Nevada; and the Director of 
Operations of a Medical Examiner's Office in Florida were interviewed.  
 
Researchers experienced the most difficulty with outreach in California when attempting to 
contact Sheriff-Coroners and Coroners, who most frequently expressed capacity and privacy 
concerns. 
 

Impacted Families 

To understand the experiences of those impacted by the current death investigation systems in 
California, we interviewed three mothers who lost beloved children who were incarcerated. 
These interviews explored family members' experiences with the cause-of-death determination 
process, their perceptions of inaccuracies or limitations on death investigations and findings, and 
their suggestions for improving the process.  
 
Interviewees included: 

● Dr. D. Pulane Lucas, mother of Stanley Wilson Jr., who died in custody in 2023 
● Helen Jones, mother of John Horton III, who died in custody in 2009 
● Paloma Serna, mother of Elisa Serna, who died in custody in 2019 

 
Researchers were also given permission to utilize oral histories conducted by Dr. Nick Shapiro, 
Helen Jones, and other colleagues. This report specifically features an interview with Terry 
Lovett and Michel’le Lovett, the mother and sister (respectively) of Jalani Lovett, who died in 
custody in 2021. 
 

Policy Experts 

Finally, researchers spoke with individuals central to oversight, legislative, and accountability 
efforts in California and nationwide, including elected officials, researchers, oversight board 
members, and advocates, to better understand systemic barriers and identify opportunities for 
reform. These interviews provided insight into efforts to reform investigative procedures, as well 
as the allocation of resources, governance challenges, barriers to policy implementation, and the 
influence of county-level policies on death investigations, while also highlighting successful 
strategies adopted by some regions. 
 
Representatives of the following entities were interviewed: 
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● Justice Deputy, Los Angeles County Board of Supervisors 
● California’s In-Custody Death Review Division Director, California Board of State and 

Community Corrections 
● Attorney, San Francisco’s Sheriff Oversight, Department of Police Accountability 
● Committee Director, The National Academies of Sciences, Engineering, and Medicine 
● Former Board Member, San Diego’s Citizen Review Board  
● Family Physician who has overseen jail medical teams and in-custody death review in 

Rhode Island, Texas, Washington, Idaho, California, Kentucky, and Illinois 
● Assistant Director, UCLA's BioCritical Studies Lab 
● Office of California State Representative Gregg Hart, author of AB 1108 (2025-2026) 
● Former Assistant Inspector General, Los Angeles County 
● Representative of the Office of Inspector General, Los Angeles County 
● Director, UCLA Carceral Ecologies Lab 
● Former Executive Director, San Diego Civilian Police Oversight Commission 
● Co-Research Coordinator, UCLA Carceral Ecologies Lab 
● Director, Washington State’s Office of Independent Investigations 
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Findings 

An Outdated Model 
Presently, 23 states and Washington, D.C. use a medical examiner model, and 21 states use a lay 
coroner model in a majority of their counties (Center for Disease Control, 2024). Texas uses a 
Justice of the Peace system, Nebraska uses County Attorneys, and Washington uses a mixture of 
multiple systems by county. California is unique as one of three states (including Nevada and 
Montana) that use the Sheriff-Coroner model, where the elected county sheriff is also 
automatically the coroner for a county (Center for Disease Control, 2024). Ninety percent of 
people in the country in a Sheriff-Coroner state live in California (US Census Bureau, 2024). 
One California medical examiner interviewed estimated that 19 million Californians are served 
by a Sheriff-Coroner, compared to around 1 million in other states (95%). 

 
Figure 1: CDC map of counties by death investigation system (Center for Disease Control, 
2024).9 
 
Throughout the US, death investigations are often administered at the county level. However, 14 
states and DC have a state-wide or regional medical examiner office(s) (Center for Disease 

 
9 The above map shows that the majority of California counties have Sheriff-Coroner systems (here denoted by 
“Other County Official” which includes Texas’s Justice of the Peace system and Nebraska where the county 
attorney serves as the Coroner). 
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Control, 2024). These offices vary in function, with some serving as the main provider of death 
investigations to the state, and others serving as oversight bodies for smaller jurisdictions. States 
that rely exclusively on a statewide medical examiner office tend to be smaller in population 
and/or geography (Center for Disease Control, 2024). 
 
In 2024, 48 of California’s 58 counties operated under a Sheriff-Coroner model,10 four operate 
under a lay coroner model,11 and six12 under a medical examiner model (O’Halloran, 2014). 
Increasingly, larger California counties have moved towards a medical examiner model, with 
notable exceptions; three of the five largest counties in the state, Orange, Riverside, and San 
Bernardino, operate under a Sheriff-Coroner model (O’Halloran, 2014). Since the 1990s, several 
counties have adopted a Sheriff-Coroner system by merging the roles of sheriff and coroner. 
However, Santa Clara County has since reversed this change, returning to a medical examiner 
model. Counties were usually motivated by efficiency and cost-saving arguments and gaps in 
leadership. Conversely, three counties transitioned to a medical examiner model since 1990,13 
largely motivated by conflict of interest scandals (O’Halloran, 2014).  
 

Inconsistent Education Standards 
Our research shows a lack of standardization in education and training requirements for death 
investigators, statewide and nationally. This leaves clinical nuances overlooked and increases the 
risk of errors in death determination. Pathways to improve medical accuracy and investigative 
consistency are often underutilized due to cost, limited enforcement, or optional participation. 
 
Accreditation is one route toward standardization. NAME accreditation attests that an office “has 
a functional governing code, adequate staff, equipment, training, and a suitable physical facility 
and produces a forensically documented accurate, credible death investigation product.” 
(National Research Council, 2009). Despite 84% of death investigation offices recognizing the 
importance of professional standards, only about 17% of offices were accredited nationwide in 
2018 (National Institute of Justice, 2019; Motivans, 2022). Many California offices fall short of 
accreditation due to limited staff, outdated equipment, and budget constraints (Leahy, 2022). 
Fees for accreditation are high particularly for under-resourced offices. Without federal 
incentives or mandates, most states lack funds or political will to meet accreditation standards 
(Leahy, 2022).  
 

 
10  Two of which, Alpine and Lassen, have historically contracted with Washoe County, Nevada. 
11  Inyo, Sacramento, and San Mateo, and Calaveras County 
12  Los Angeles, San Diego, San Francisco, San Joaquin, Santa Clara, and Ventura County 
13  San Diego, Santa Clara, and San Joaquin County. 
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Certification for individual death investigators is also underutilized. The American Board of 
Medicolegal Death Investigators (ABMDI) offers voluntary certification of baseline 
competencies. However, of the estimated 5,000-8,000 investigators nationwide, only about 1,600 
have this certification, and fewer than 300 hold full board certification (U.S. Department of 
Justice). Certification is not mandatory, although it would be affordable if mandated, costing 
only $50 per staff member (American Board of Medicolegal Death Investigators, 2025). 
Currently, there are no formal national educational requirements for investigators, allowing them 
to operate with minimal training in forensic science, legal procedures, or cause-of-death analysis 
(American Board of Medicolegal Death Investigators). 
 
In the Sheriff-Coroner model, sheriffs often have little to no medical background and are tasked 
with overseeing pathologists and investigative proceedings. Although the state requires an 80-
hour training course,14 such limited instruction falls short of providing the foundational medical 
knowledge necessary to accurately assess causes of death. One California-based medical 
examiner gave the example that some Sheriff-Coroner's struggle to interpret toxicology reports, 
are not trained to distinguish between lethal and non-lethal substances or lack guidance on what 
to include in autopsy reports. These reports thus suffered from omissions, errors, and lack of 
specificity. 
 
California Training and Education Requirements  

 

 
14  Continuing education requirements vary by county. 
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In-Custody Death Misclassifications 
California counties with a Sheriff-Coroner system significantly underreport officer-involved 
homicides compared to other counties (Prados et al, 2022). This underreporting may result from 
the intentional omission of details that might incriminate law enforcement, and the lack of an 
appropriate response from the state (Prados et al, 2022). One medical examiner emphasized how 
Sheriff-Coroner offices often allow administrative staff to enter causes of death without medical 
evidence, for administrative convenience. This practice can result in determinations being made 
without consulting autopsy findings or medical records, raising serious concerns about the 
accuracy and integrity of in-custody death classifications.  
 
Misclassification issues persist even in seemingly clear-cut cases like gunshots wounds and 
intentional use of force cases (Prados et al, 2022). Another groundbreaking 2022 report analyzed 
58 jail autopsies from Los Angeles County15 jails between 2008 and 2019, 14 of the 25 deaths 
classified as “natural” showed signs of blunt force trauma, either clearly noted or present during 
resuscitation (Shapiro et al, 2022). They also found Black incarcerated decedents deaths are 
nearly twice as likely to be designated as “natural” compared to Latine, White and Asian 
decedents combined, in a racist injustice (Shapiro et al, 2022). Based on the report’s analysis of 
58 Los Angeles County jail autopsies, many deaths labeled "natural" also involved blunt force 
trauma, reinforcing concerns that visible violence is often concealed in official classifications. 
 
Another study the team conducted indicated that inadequate due diligence and conflicting 
interests allow the Los Angeles Medical Examiner and prior coroners to miscategorize non-
natural jail deaths as natural within racialized populations, even when they died due to physical 
and psychological abuse in the jail (Shapiro & Keel, 2023). Their analysis revealed zero cases 
that documented the forensic investigator or the deputy medical examiner consulting all of the 
decedent medical records that are recommended by NAME to be consulted for in-custody death 
investigations (Shapiro & Keel, 2023). Most "natural" classifications occurred without 
documented review, demonstrating how relaxed standards, even in independent medical 
examiner systems, can contribute to misclassification (Shapiro & Keel, 2023). 
 
In an interview, staff at the UCLA Carceral Ecologies Lab emphasized that one of the main 
findings of their research was inadequate due diligence in many forensic investigations of in-
custody deaths (Shapiro & Keel, 2023). They noted that in Los Angeles County, medical 
examiners frequently failed to consult key documents, such as jail medical records and 
Emergency Medical Services (EMS) reports, when it comes to determining the cause and manner 
of death, which has profound implications when it comes to accurately classifying in-custody 
deaths (Shapiro & Keel, 2023). Deaths categorized as “suicide”, “undetermined” or “accidental” 
also demonstrated similar discrepancies (Shapiro & Smith, 2025). 

 
15  A medical examiner county. 
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These misclassifications have serious consequences. Helen Jones was initially told her son’s 
death was by suicide, but the autopsy report indicated extensive blunt-force trauma, including to 
his back, abdomen and liver. During a private meeting with the pathologist, Helen learned that 
something was inconsistent with the official cause of death. Yet, only after months of pressure 
directed at the office, the classification was eventually changed from “suicide” to 
“undetermined.” However, many of her questions remain unanswered. 
 

Barriers to Transparent Investigations 
In 2013, NAME released a position paper declaring that truly independent and unbiased 
investigation of in-custody deaths cannot happen under law enforcement jurisdiction (Melinek et 
al, 2013). An internal survey of member pathologists found that 21% of forensic pathologists 
working in coroner's offices and 5% in medical examiner systems had been directed to change 
their findings by supervisors (Melinek et al, 2013). Twenty-five percent of those who resisted 
these pressures suffered workplace consequences (Melinek et al, 2013).16 This perspective has 
been the main driver of the majority of states and counties that have moved to a medical 
examiner model. Many Sheriff-Coroners brought up critiques of their system unprompted during 
interviews and expressed belief that their roles and responsibilities as peace officers were 
separate enough to avoid bias.  
 
Medical examiners agreed that the Sheriff-Coroner system was inherently flawed regardless of 
how separation was attempted, as it would never be fully ethical for members of a department to 
investigate itself. While forensic pathologists conduct autopsies, deputy coroners also carry out 
much of the non-medical investigation, and the final determination of cause of death comes from 
the Sheriff-Coroner, leading to a clear conflict of interest. One representative of a California 
Sheriff-Coroner office stated that they were not bound by law to adhere to the physician’s 
assessment of cause and manner of death. In 2018, San Joaquin (at the time a Sheriff-Coroner 
County) Sheriff Steve Moore was stripped of his coroner title after two pathologists delivered a 
100-page report on how the sheriff’s department had interfered with their death investigations. A 
subsequent audit found that, in a sample of around 10% of yearly cases, the in-custody deaths 
reviewed were characterized by a discrepancy between the cause and manner determinations of 
the pathologists versus the sheriff-coroner (CBS Sacramento, 2018). After this incident, a 
separation was voted on and approved by the Board of Supervisors, and a medical examiner’s 
office was implemented the same year (CBS Sacramento, 2018).  
 
A 2022 study compared counts of officer-involved homicides in the FBI’s Uniform Crime 
Reports-Supplementary Homicides Report (SHR) and the CDC’s National Vital Statistics 

 
16  These consequences are alluded to in NAME’s position paper, but NAME has not made the survey results public 
that explain exactly which consequences (and how frequently) death investigators faced. 
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System (NVSS) to a highly comprehensive dataset, the Fatal Encounters dataset (FE), 
constructed from Freedom of Information Act requests and crowdsourced data. The FE included 
data on 23,500 officer-involved homicides from 2000 to 2017 (Prados et al, 2022). Researchers 
found a greater discrepancy between the FE and both the SHR and NVSS in Sheriff-Coroner 
counties than non-Sheriff-Coroner counties (Prados et al, 2022). They attributed these 
discrepancies to reporting gaps, classification errors, and law enforcement tampering. A similar 
nationwide study found that US counties in which law enforcement can certify the cause of 
death, including counties that appoint the sheriff as the lead death investigator, showed 40% 
more underreported police killings than comparable counties (Celislami et al, 2024).  
 
While there is evidence that law enforcement interference happens far less in medical examiner 
counties, the separation remains insufficient. Independent death investigation staff too report law 
enforcement attempting to exert pressure to change findings (Melinek et al, 2013). The 
aforementioned UCLA study of Los Angeles County jail deaths found law enforcement were 
present during the autopsy in 51 of the 58 cases analyzed (Shapiro & Keel, 2023). Though 
coroner counties are meant to be separate from law enforcement, the position of coroner is a 
sworn peace officer position and collaborates closely with law enforcement (Northern California 
Coroner Office, 2025). 
 
All families interviewed cited issues accessing information or discrepancies in death 
investigators’ communication from medical examiner and coroner counties alike, often 
characterized by caginess, capitulation, and shirking of responsibilities as well. Dr. D. Pulane 
Lucas, mother to Stanley Wilson Jr., has spoken out about the barriers families face when 
seeking answers, highlighting the serious implications of misclassification. Wilson died while 
being transferred from Twin Towers Correctional Facility to the Metropolitan State Hospital in 
Los Angeles County (Hurley, 2023). Officers claimed that Wilson passed away as a result of 
falling from a chair, but his family raised concerns after it was revealed that he reportedly 
suffered from head trauma and ligature marks (Hurley, 2023). Nevertheless, they were 
repeatedly denied access to footage of his last moments (Hurley, 2023). Wilson's passing is still 
not recorded in the California Correctional Health Care Services data archive nor the Los 
Angeles Sheriff’s Department as an in-custody death, ostensibly due to his being in transfer at 
the time (Lucas, 2023). Dr. Lucas has launched an initiative called Uncounted,17 which provides 
affected loved ones with a form to report a death in custody to be added to an independent 
database. 
 
Families frequently expressed that these patterns lead to mistrust in the system, even when there 
are supposedly reforms in place. Paloma Serna, whose daughter died in custody in San Diego, 
shared, “I entrusted them with the care of my daughter. I thought she was safe there, but it was 
all false.” Serna emphasized how hard it is to not be distrustful when accountability is absent. 

 
17  https://policypathways.org/services/ 



22 
 

“You still want to call them if something happens. But real change starts at the top. If leadership 
is broken, the whole system suffers.” This mistrust toward law enforcement is deeply rooted in 
experiences with the lack of transparency and accountability when a family member dies while 
in custody. For example, Jalani Lovett, a 27-year-old Black man, died in Los Angeles County's 
Twin Towers Correctional Facility in 2021 (Gonzalez, 2022). Lovett was reported to have died 
from an “accidental death” with claims that fentanyl and heroin were present in his body at the 
time of his passing (Gonzalez, 2022). However, a subsequent autopsy report confirmed blunt 
force trauma, which further deepened the family's mistrust (Gonzalez, 2022). As one family 
member recalled, “I knew that the police did it” the moment they heard the official story of how 
Jalani truly passed. 
 
The mistrust in law enforcement is not just unique to California but is felt nationally. For 
instance, in Harris County, Texas, Rev. Jacilet Griffin has been seeking answers regarding the 
death of her son, Evan Griffin Lee. Arrested in Arcola on an aggravated assault charge, Lee was 
later declared brain-dead and died on March 18, 2022 (Desselle, 2025). His death was ruled a 
homicide due to blunt force trauma. Rev. Griffin recounted the painful experience: “To wake up 
every day not knowing exactly what happened to Evan is the most painful thing. We're facing 
three years now with no closure. I'm visiting a cemetery with no closure.” (Desselle, 2025) 
Similarly, in Memphis, the family of Tyre Nichols, who was fatally beaten by police officers in 
2023, has persistently advocated for federal accountability and national police reform legislation 
(Morrison et al, 2023).  Essentially, these stories are not isolated; they reveal a broader pattern of 
families advocating for their loved ones who have passed away, highlighting a growing tension 
between families and law enforcement due to the assumption that the police are concealing key 
information.  
 
Across all death investigation systems, there have been efforts to address conflicts of interest 
within the existing structure, including:  

● Law enforcement agencies switching jurisdictions within their own county for in-custody 
investigations (e.g. Los Angeles Police Department investigating a Los Angeles Sheriff’s 
Department death). 

● Death investigation teams switching jurisdiction across counties (e.g. Ventura Medical 
Examiner investigating jail deaths in Orange County). 

● Employing private death investigation teams for in-custody deaths. 
● Utilizing a coroner inquest process that essentially models that of a court case proceeding 

when conducting investigations of in custody deaths. The death investigation is 
completed and then heard in front of a public jury. Per the Riverside County Sheriff's 
Department, this is only occurring in Riverside County.  

 
While proposed legislation endorses jurisdiction exchanges across counties to remedy law 
enforcement interference, both medical examiners and families fear that inter-agency solidarity 
often extends across county lines, limiting effectiveness (Jones, 2025). One California medical 
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examiner staff member observed, “there's some Sheriff-Coroners who try to get around it by 
saying, ‘if there's any sort of in-custody death…we're gonna have our neighbors or another 
jurisdiction do the investigation.’ But it doesn't matter, they’re still law enforcement. They're still 
conducting the investigation where they shouldn't be… putting themselves in that position.” 
Helen Jones feels similarly: “They all know each other… it’s too connected. It has to be 
something new.” 
 

Underreporting In-Custody Deaths 
Research shows that in-custody deaths are significantly underreported, particularly in counties 
where sheriffs also serve as coroners (Prados et al, 2022). Counties that adopted Sheriff-Coroner 
structures – like San Bernardino and Santa Clara in 2005 – showed increased underreporting 
after the switch, suggesting the structure itself contributes to data suppression (Prados et al, 
2022). 
 
Despite federal laws like the Death in Custody Reporting Act (DCRA) requiring correctional 
deaths to be reported to the DOJ, compliance is low nationally. Only 15 states mandate reporting 
of deaths to courts or prosecutors, and just two systems report directly to the DOJ.18 Among 54 
U.S. prison systems, including state, federal, DC, and Puerto Rico, only one (Iowa) releases 
complete and timely individual death data (Behne et al, 2022). Thirty-eight percent release no 
individual death data at all, while most others either report incompletely or with significant 
delays. Only eight systems explicitly require autopsies for in-custody deaths, with ICE and 
Arizona DOC mandating them for all cases (Behne et al, 2022).19 Public access to death counts 
varies, with California among the 36 systems offering some transparency via reports or press 
releases (Behne et al, 2022). 
 

Understaffed and Overburdened 
Fewer than 1% of medical students choose to pursue any form of pathology, and the specialty of 
forensic pathology receives even less attention (Weedn & Menendez, 2020). Only 27 states have 
accredited forensic pathology training programs, and fewer than 40 board-certified forensic 
pathologists are trained each year in the U.S. (Weedn & Menendez, 2020). This underinvestment 
limits the supply of qualified practitioners (The National Research Council, 2012). Low pay also 
contributes to the shortage, with most non-chief forensic pathologists earning far below the 
average physician salary (National Research Council, 2012). Coroners earn even less. For 
example, in Inyo County, the coroner has a reported salary of $25,476 (County of Inyo, 2025). 
 

 
18 Massachusetts DOC and Texas DOCJ. 
19 Forty states require investigations for deaths in jail or police custody; while only 17 require them for deaths in 
state custody (Caucci, 2015). 
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Doctors in these offices earn much less than forensic pathologists make working in hospitals, 
leading to critical personnel shortages and recruitment challenges (National Institute of Justice, 
2019). Only about half of board-certified forensic pathologists work in the public sector, and few 
offices, around only 25%, meet accreditation standards (Brooks, 2021). Offices are 
overburdened, which can affect the loved ones of deceased people through longer wait times and 
less complete investigations. There are currently only 400-500 physicians who practice forensic 
pathology full time. This is less than half of the total estimated need for 1,100-1,200 forensic 
pathologists in the United States (National Institute of Justice, 2019).  
 
Per interviews, limited staffing often forces medical examiners and coroners to take on a wide 
range of responsibilities beyond their core duties, including administrative work, scene 
investigations, and clerical tasks. In some offices, basic infrastructure is lacking, making 
thorough, independent investigations difficult. Ambiguity in contractual responsibilities further 
complicates capacity concerns. Essential duties such as testifying in court are frequently omitted 
from contracts, despite NAME’s recommendation that forensic pathologists be compensated for 
court preparation, testimony, and travel (National Association of Medical Examiners, 2004). 
Without these provisions, the pathologist who performed the autopsy may not be available to 
testify, requiring a surrogate with limited knowledge of the case to appear, leading to gaps, 
misinterpretation, and diminished accountability (Gill, 2012). 
 
A California Grand Jury report showed Sheriff-Coroner offices already operate with limited 
staffing and have difficulty recruiting qualified forensic professionals, further straining capacity 
(Sonoma County Civil Grand Jury, 2014); this was further confirmed by interviews with 
medicolegal death investigation staff across the country. These staffing challenges not only delay 
autopsy and toxicology results, but also jeopardize public trust, especially when contract staff are 
perceived as lacking independence from law enforcement (Southern California Medical 
Examiner Office, 2025). Inconsistencies across counties also mean that the circumstances of a 
death in custody might receive very different levels of scrutiny depending on local staffing and 
budgets raising equity and accountability concerns. Former Los Angeles County Medical 
Examiner-Coroner Dr. Mark Fajardo resigned from his position in 2016, citing a severe lack of 
resources that hindered his office’s ability to operate effectively (Sewell, 2016). Fajardo had 
made urgent requests for funding to support 80 additional positions to meet rising demands; he 
received funding for only two of those roles (Sewell, 2016). In some Sheriff-Coroner offices in 
California, staff cited staffing and capacity issues, noting that their offices felt overburdened. 
Smaller or rural counties responded less often to requests for interviews, citing limited capacity. 
Without sufficient clinicians, funding, and resources, the issues within in-custody investigation 
systems in California will likely worsen.  
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Funding & Resource Allocation 
Interviewees had varied responses about funding, often reflecting differences in system structure 
and definitions of “underfunded.” Department leaders generally felt they were managing 
adequately, while front-line staff, especially pathologists, often felt overburdened and under-
resourced. Independent ME offices noted both benefits and challenges with funding: while they 
sometimes faced tighter budgets compared to law enforcement departments (and consequently 
Sheriff-Coroner offices), they valued the ability to advocate directly for resources as opposed to 
having an unfamiliar administrator doing so. As a Southern California Sheriff-Coroner 
explained, “when you're asking for things, it gets very tiresome to have to explain it over and 
over…the administrators turn over… so it's much more efficient for us to go to the board and 
say, ‘...We should be this. We should be that.’ You tell them the reasons why… and then it's not 
getting filtered through some other administration.” 
 
Our research suggests that the argument that Sheriff-Coroner systems are cheaper than medical 
examiner systems may be inaccurate. Of interviewees that were against switching to a medical 
examiner system, they often cited a high cost to switching to and maintaining an medical 
examiner system, but this is anecdotal and largely untrue. Following the 1991–92 recession, the 
Los Angeles County Board of Supervisors researched reducing costs by having the sheriff take 
over the medical examiner Department. At that time, the medical examiner’s annual budget was 
$13,000,000. The Sheriff determined it would require $23,000,000 to operate as the Sheriff-
Coroner (O’Halloran, 2014). When San Joaquin switched to a medical examiner system, 
consultants argued it would take about an additional $1,321,000 to fund the initial switch (Small, 
2018b). The same report argued that medical examiner systems were ultimately cheaper for their 
counties compared to Sheriff-Coroner and coroner models. In 2017-2018, it cost $3.74 per 
resident to run San Joaquin’s Sheriff-Coroner office, $5.19 per resident to run Sacramento’s lay 
coroner office, and $3.26 and $3.45 respectively to run Santa Clara and Ventura’s independent 
medical examiner offices. Sheriff-Coroners make some of the highest salaries in the state, 
followed by medical examiners, and then coroners (Transparent California). 
 

Private Autopsy Teams 
A core challenge is that many California sheriff-coroners and coroners are not medical doctors or 
forensic pathologists and thus lack the expertise to perform autopsies themselves (California 
Medical Association, 2017). Instead, these officials must rely on trained forensic pathologists, 
either employed by the county or contracted privately. Our interviews with some California 
Sheriff-Coroner offices confirm this trend. For example, one Northern California county 
contracts with three forensic pathologists who are paid per autopsy, illustrating how jurisdictions 
have shifted toward privatized forensic services due to capacity limitations. This reliance can 
also introduce logistical challenges when it comes to court proceedings. Because these 
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contracted pathologists may not have consistent, long-term agreements with counties, scheduling 
expert testimony or ensuring continuity in legal cases can become difficult.  
 
In Alabama, university autopsy teams had been used until liability concerns caused schools to 
cancel partnerships. An interview with Alabama Coroner and Vice President of the Alabama 
Coroners Association highlighted these constraints. In Alabama, with the exception of Jefferson 
County which maintains its own independent medical examiner system, all counties have 
coroners and struggle to conduct routine autopsies on in-custody deaths. The state’s forensic labs 
and pathologists typically reserve services for homicide cases, often declining autopsies on 
natural deaths, including those occurring in correctional settings. This has raised significant 
transparency concerns, particularly after high-profile lawsuits involving missing organs from 
autopsies previously contracted to university labs. The interviewee also described how 
consequently, coroners often determine cause of death through alternative methods such as 
reviewing medical records, external body exams, or toxicology reports—approaches that may 
lack the robustness of a full autopsy. Alabama also has relied on university death investigation 
teams in the past to address conflict of interest concerns and staffing shortages. However, the 
coroner interviewed specifically mentioned this program ending due to universities being 
unwilling to continue to deal with liability risks and bad press. While some counties and states 
did mention outsourcing autopsies out of state, this seemed to be intended to deal with capacity 
constraints rather than conflict of interest. 
 
When families question official findings, they may seek private autopsies. However, their high 
cost, often $2,000 or more, makes them inaccessible to many (Aschwanden, 2008). Families 
without sufficient financial resources are often forced to accept the official determination, 
regardless of concerns about accuracy or accountability. This creates an equity gap in access to 
forensic truth. 
 

Unfamiliarity with the Death Investigation Process 
Across governance systems, death investigation professionals consistently reported challenges 
stemming from law enforcement’s limited understanding of independent investigations. While 
law enforcement may control a crime scene, coroners and medical examiners emphasize that 
they hold full jurisdiction over the body and must be given any evidence needed to conduct their 
separate investigation. Still, they often face issues, such as unaware or biased law enforcement 
tampering with or withholding information. Even Sheriff-Coroners noted their colleagues lacked 
clarity on the distinct roles and responsibilities of their independent investigations. 
 
Interviewees also pointed to broader public confusion about the differences between coroners, 
medical examiners, and Sheriff-Coroners. This lack of understanding, they argued, contributes to 
slow reform. One California Chief Medical Examiner recalled, “Our office had a sign that said 
[County] Coroner/Medical Examiner’s Office. It was blue, so it was the wrong color, and it had 
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the wrong words on it. So, I switched it over to medical examiner to clarify, because I think 
people are really confused.” Many stressed that public education as to the differences in systems 
is key to achieving legislative change to ensure transparency in investigations. 
 
Some professionals also suggested that this gap in understanding contributes to seeming conflict 
of interest concerns and difference in understanding of cause of death. Medical examiners 
interviewed discussed how as a medical professional, they were trained with a specific 
understanding of what classified a death as natural vs unnatural. They stressed that any time a 
person in custody died due to reasons that would not have otherwise caused their death out of 
custody (e.g. drug overdose vs due to an underlying chronic condition/age), that death could not 
be classified as natural, even if it was ultimately due to a medical reason (Shapiro et al, 2023). 
They further argued that from a medical pathology perspective, a homicide is classified as any 
“death at the hands of another”, regardless of any preliminary or final determination of criminal 
liability. This is different from the perspective of many law enforcement who believe deaths in 
custody should be ruled an accident if they do not believe the death was intended (Egel et al., 
2017). While death investigation findings play a hugely important role in the criminal justice 
system, where medical examiners, coroners, and pathologists may act as witnesses and their 
reports often serve as a major body of evidence, NAME and advocates stress that they must 
remain as independent as much as possible from the criminal justice process in making their 
determinations. Further, they argue that commonly used terms such as “suicide by police” or 
“excited delirum” are not medically accepted causes of death, and more evidence must be 
uncovered in these cases to determine how to classify the actual cause of death (Mitchell et al., 
2017). Interviewees argued that Sheriff-Coroners are more likely to make these errors, either due 
to lack of medical training or conflicts of interest based on the connotation of certain cause of 
death determinations. These differences matter for families, especially those who seek legal 
restitution. 
 

HIPAA and Other Privacy Laws 
While the Health Insurance Portability and Accountability Act (HIPAA) is intended to protect 
patient privacy, its regulations are frequently misused to strategically hinder transparency around 
in-custody deaths. Created to protect patient privacy, HIPAA has become a way for officers to 
evade further questioning and delay families’ and researchers’ access to information. In many 
instances, law enforcement agencies use HIPAA or privacy laws around “active investigation” to 
withhold critical evidence, even from governmental departments or oversight bodies (Los 
Angeles County Board of Supervisors, 2025). The HIPAA Privacy Rule allows law enforcement 
to access protected health information (PHI) under specific conditions (U.S. Department of 
Health & Human Services). However, even within these cases, disclosures are restricted to the 
“minimum necessary” and require verification of the official's authority before release (U.S. 
Department of Health & Human Services).   
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In many cases, families of those who have died in custody have reported facing significant 
challenges in obtaining crucial documentation that would explain the circumstances of their 
loved one's death. Paloma Serna illustrates this struggle. Her family's civil attorney was denied 
access to evidence samples related to her daughter's death by the sheriff’s department (not the 
medical examiner). Due to the delays this caused, the judge ultimately dismissed their request, 
hindering the family's independent investigation. In addition to family cases such as Paloma's, 
researchers studying in-custody deaths explained that when their team initially collected 
autopsies for their study, many were withheld under “security holds” even though the deaths had 
occurred years prior. They also noted that these withholdings appeared to be used to deliberately 
restrict scrutiny and shared that redactions have become more aggressive over time, sometimes 
rendering the documents nearly unusable. In response, researchers have attempted to challenge 
these redactions by citing that HIPAA protections do not extend to deceased individuals. 
 
These issues are not limited to California or in-custody deaths. A 2017 incident in Utah 
demonstrated that concerns surrounding HIPAA and law enforcement access to Personal Health 
Information (PHI) are legitimate nationwide. A nurse at the University of Utah Hospital, Alex 
Wubbels, was arrested after refusing to draw blood from an unconscious patient without a 
warrant (Snell, 2017). While the nurse acted in compliance with federal HIPAA rules, law 
enforcement officials believed that she was obstructing the investigation, which led to their 
arrest. Wubbels was later found to be entirely in the right, and the officers involved were 
disciplined for their actions. Overall, this case exemplifies the tension between HIPAA 
procedures and law enforcement demands. In certain California counties, such as Los Angeles 
County, this tension is further compounded by how oversight is structured. In an interview, the 
Justice Deputy for Los Angeles County Supervisor clarifies that they have limited power over 
independently elected officials like the Sheriff; therefore, when law enforcement denies access to 
medical records or other documentation, the Board's options are restricted to writing motions and 
applying public pressure for greater transparency among in-custody deaths. 
 

Oversight Bodies Have Little Authority 
Public health researchers underscore oversight bodies’ limitations, noting that deaths in law 
enforcement custody are frequently underreported due to a lack of independent oversight and 
reliance on voluntary reporting systems like the Department of Justice’s Arrest-Related Deaths 
Program and Supplementary Homicide Report (Feldman & Bassett, 2021). Oversight bodies 
both lack access to independent data and authority to enforce, making them reliant on law 
enforcement-controlled investigations and flawed data. As one oversight staff member noted, 
“data is only as good as the person who's inputting it” (Los Angeles County Oversight Body, 
2025). Without independent access to investigative materials or autopsy reports, oversight 
bodies’ ability to monitor in-custody deaths is significantly constrained.  
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During an interview, a Los Angeles oversight body staff member described the current state of 
oversight as “oversight theater,” acknowledging that even when his office documents legal 
violations within jails, meaningful consequences are rare. They further emphasized how death 
reviews within the jail system were often conducted more to minimize legal liability than to 
uncover root causes. 
 
We found similar patterns in other jurisdictions across the state. A former San Diego oversight 
body staff member described how they often depend on law enforcement narratives which can 
hinder accountability. Although the Citizens' Law Enforcement Review Board (CLERB) has 
expanded authority to investigate medical staff, the interviewee noted that law enforcement is 
often shielded from scrutiny. They also described how the City of San Diego’s former 
Community Review Board on Police Practices (CRB) operated out of the Internal Affairs office 
and often simply echoed their conclusions. While oversight bodies like CLERB can make policy 
recommendations, they have no enforcement power, and they frequently encounter delays or 
obstruction in accessing critical evidence such as camera footage (San Diego Oversight Body, 
2025). 
 
In an interview with a staff member of the San Francisco Department of Police Accountability 
(DPA), they described a dual oversight model covering both the police and sheriff’s departments. 
While the DPA deploys investigators to in-custody death scenes, it must rely on the Sheriff’s 
Criminal Investigations and Internal Affairs units to collect evidence. Administrative 
investigations are typically postponed until criminal proceedings conclude, and even then, 
disciplinary recommendations require concurrence from the Undersheriff,20 with final decisions 
made by the Sheriff. Although the DPA has made progress in policy advocacy, this framework 
illustrates how oversight bodies remain deeply embedded within the systems they are meant to 
oversee. 
 
In some cases, law enforcement personnel are not aware of the existence of oversight bodies, 
further reducing the likelihood that these agencies are taken seriously or integrated into 
accountability processes (San Francisco Department of Police Accountability, 2025). In the 
absence of enforcement power, the most significant influence that oversight bodies can exert is 
often through shaping public opinion by drawing attention to patterns of abuse or negligence 
(San Francisco Department of Police Accountability, 2025).  
 
These limitations are reinforced in the Office of Inspector General's quarterly report, with the 
July–September 2023 report detailing persistent issues, including delayed investigations into 
deputy-involved shootings and inadequate jail grievance systems (Office of Inspector General, 

 
20  Undersheriff: the second-in-command within a sheriff's office, serving as the chief assistant to the elected sheriff 
and assuming the duties of the sheriff in their absence. 
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County of Los Angeles, 2023). Several long-standing recommendations, such as firearm safety 
policies for off-duty deputies, remain unimplemented (Office of Inspector General, County of 
Los Angeles, 2023). This inertia is particularly troubling given that experts stress the 
preventability of many in-custody deaths (Alpert, 2023; Hyson, 2024). 
 
Despite state and federal laws meant to improve transparency, like the federal Death in Custody 
Reporting Act (DCRA) and California’s AB 2761 (2021-2022), enforcement remains weak. 
DCRA theoretically allows for funding penalties when jurisdictions fail to report, but it has never 
been enforced (Leadership Conference on Civil and Human Rights, 2018). This seems to be 
largely due to administrative delays, lack of clear accountability mechanisms, and a discretionary 
enforcement clause (Leadership Conference on Civil and Human Rights, 2018; Aguilera, 2022).  

Civil rights groups have criticized the DOJ for delaying implementation and failing to collect 
reliable national data (Leadership Conference on Civil and Human Rights, 2018; Aguilera, 
2022). Similarly, there is no evidence that California has penalized agencies for noncompliance 
under AB 2761. This regulatory gap perpetuates the lack of independent accountability and 
allows systemic failures to persist.  
 

Legislative Reform Attempts 
California lawmakers have introduced multiple legislative efforts to reform the death 
investigation system, but these efforts have largely failed due to opposition to their systemic and 
financial impacts. 
 
One of the earliest legislative attempts, SB 1303 (2017-2018), sought to mandate that counties 
with populations exceeding 500,000 establish a medical examiner to replace the traditional 
coroner system. The bill received support for proposing greater independence in death 
investigations by mandating that autopsies be conducted by licensed medical professionals rather 
than elected officials. Although the bill had the potential to reduce conflicts of interest within in-
custody deaths, SB 1303 failed due to opposition from the sheriff's department and concerns 
about the costs surrounding its implementation (Castañeda, 2022).  
 
Similarly, AB 1608 (2021-2022), attempted to remove the Board of Supervisors’ authority to 
combine the duties of the sheriff and the coroner and would have mandated the separation of all 
currently combined Sheriff-Coroner offices. Unlike SB 1303, AB 1608 did not include a 
population limit. AB 1608's goal was ultimately to strengthen “the medical examination process, 
thereby increasing accountability and transparency when determining the cause of death”. 
Despite the bill's attempt to enhance transparency and accountability within in custody deaths, it 
ultimately failed due to law enforcement opposition and financial concerns.  
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Another notable reform effort is AB 2761 (2021-2022), which was enacted through the 
legislative process in September 2022. The bill requires correctional agencies to publicly post 
specific information about in-custody deaths within 10 days.21 While this measure enhances 
public access to information, it does not directly address the independence or quality of death 
investigations. 
 
In more recent efforts, AB 1108 (2025-2026) seeks to reduce conflict of interest around in-
custody deaths by requiring the use of third-party medical examiners for certain circumstances, 
particularly those that involve potential misconduct by local law enforcement. The bill was 
introduced on February 20, 2025, during the 2025-2026 legislative session by Assembly Member 
Gregg Hart. This bill recognizes the need to build a more independent agency for investigating 
carceral deaths, which is a significant strength. However, the bill has faced opposition because 
its reliance on third-party or neighboring county medical examiners is seen as unrealistic and 
inadequate, given that these entities may still be influenced by inter-county relationships or 
maintain contracts with sheriffs, ultimately preserving potential bias (Wilson, 2025). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
21  Such as race, gender, location, and cause of death 
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Policy Recommendations 
The following policy recommendations are intended to address issues of misclassification, 
interference, and obfuscation in California’s death investigation system. These recommendations 
hope to improve the death investigation system for incarcerated individuals, their loved ones, and 
the general public, whose deaths are investigated under the same system.  
 
These policy recommendations are intended to be part of larger efforts to move California from a 
punitive system that often defaults to incarceration to a system of care and restorative justice. 
Efforts to create a more unbiased and accurate death investigation system would allow for more 
concrete actions to be taken in the case of wrongdoing and provide families and advocates with 
more paths for recourse and policy that actually creates change. At the same time, efforts to 
transform our criminal justice system would be incomplete without ensuring that a proper system 
for investigation existed regardless of the department that holds jurisdiction over it.  
 

Potential Policy Solutions 

1. Increase medical training requirements in the existing county death investigation system 
2. Expand funding to existing medicolegal death investigation offices 
3. Workforce development within existing medicolegal death investigation offices 
4. Mandate that in-custody deaths be investigated by another department or agency  
5. Enact further legislation ensuring minimum standards of separation, transparency, and 

accuracy and punishing misconduct and misreporting in the death investigation system 
6. Strengthen the current or establishing new oversight bodies to impose penalties and 

mandate change in response to wrongful in-custody death practices 
7. Abolish the remaining Sheriff-Coroner systems and choose one of the following… 

I. Rehousing medicolegal death investigation offices in an existing non-law 
enforcement department (e.g. Public Health) 

II. Requiring counties with this model to establish an independent, lay coroner, not a 
peace officer. Counties could utilize a medical examiner instead and those with 
existing medical examiner offices would retain their current system.  

III. Converting California to a county-based independent medical examiner model 
(this would abolish both the Sheriff-Coroner and lay coroner systems) 

IV. Converting California to a regional independent coroner or medical examiner 
system (one independent coroner or medical examiner for multiple counties) 

V. Converting California to a centralized statewide independent coroner or medical 
examiner system (jurisdiction switched from county-level to state-level) 
 

 
 
Two primary complementary policy solutions are recommended: 
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1. Establishing an Independent County-Based Medical Examiner System for counties 
with populations over 250,000,22 and 

2. Establishing an Independent Regional Medical Examiner System for counties with 
populations of fewer than 250,000 residents.23  
 

Both primary solutions require separating any joint Sheriff-Coroner Departments in the state, and 
a transition to an independent county- or regional- based coroner office.  By decoupling law 
enforcement from medical investigation, this new model would promote independent, 
scientifically grounded death investigations, thereby improving both public trust and outcomes. 
 
Establishing an independent system involves additional upfront investment, including 
recruitment of qualified personnel, administrative restructuring, and training programs (National 
Research Council, 2012). These expenditures could potentially be difficult for small counties, 
but similar changes in other jurisdictions demonstrate these to be minimal (Hanzlick, 2007).   
Test cases in the state demonstrate that medical examiner departments don’t tend to be more 
expensive in practice. Since its transition, San Joaquin’s budget has remained relatively 
consistent with that of the previous Sheriff-Coroner office, despite bringing on staff pathologists 
(National Research Council, 2012).  
 
Regional models that encompass several counties, particularly counties with very small 
populations, would streamline operations by consolidating resources, standardizing procedures, 
and reducing redundancies (Fierro, 2003). Implementing a regional system does come with 
considerable challenges, as it would require considerable restructuring at both the state and local 
levels. Each county currently operates differently, and no two court systems are the same.  
 
In addition, to ensure effectiveness, the following policies should also be implemented: 
 
Family Notification Protocols: 

● Families must be notified within 24 hours of a death under investigation and receive 
regular status updates until the case is closed.  

● Establish one or more dedicated Family Liaison Officer(s) within each office to ensure 
sustained, trauma-informed communication and access to records for next of kin. 
 

 
Oversight and Accountability Mechanisms: 

 
22  This would include 26 counties; Marin County having the smallest population of this group at 256,400 
23  The workforce shortages mentioned in our findings may constrict the viability of this option. In the event it is not 
possible to recruit a medical examiner, an independent coroner with a minimum of two years medical training (e.g., 
LPN, RN, EMT, etc.) plus an accredited coroner's investigator training program, may be assigned as the lead 
investigator. Additionally, many supposedly independent coroners are in practice peace officers, which would need 
to be explicitly barred in legislation given conflict of interest concerns. 
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● Establish a formal information exchange process between the BSCC and medical 
examiner offices and empower the BSCC to conduct audits, review investigations, and 
issue corrective actions.  

● Implement a system of performance-based funding, where state allocations are tied to key 
benchmarks such as timeliness of autopsy completion, accreditation status, and family 
satisfaction surveys. 

● Authorize the Board of Supervisors in each county or the BSCC to levy penalties or 
recommend funding reductions in cases of sustained non-compliance. 

● Include whistleblower protections for staff within medical examiner offices.  
 
Accreditation and Standards Compliance: 

● All offices must operate under NAME (National Association of Medical Examiners), 
IACME (International Association of Coroner and Medical Examiner), or some other 
comparable entity’s standards and be accredited within 2 years of establishment, with 
mandatory annual review thereafter. 

● Compliance would be overseen by the State Department of Public Health. 
 

Leadership Appointment and Qualifications: 
● Chief Medical Examiner appointments should be made through a transparent process 

with public input opportunities. 
● The appointed Chief Medical Examiner must be, at minimum, a licensed physician, with 

ideal qualifications including training in forensic pathology and certification by the 
American Board of Medicolegal Death Investigators (ABMDI). 

 
Additional Considerations: 
In-custody death reviews by bodies such as the ICDR should ideally be conducted by a 
combination of professionals and include a physician who has experience working in carceral 
systems and a behavioral health provider who has experience working in carceral systems. This 
body must have the power to call witnesses and conduct full investigation of law enforcement 
and custodial facilities. This would require minimum staffing levels, which is not currently 
feasible given the national staffing shortages of qualified professionals.  
 
To address staffing capacity issues, a specific workforce development plan must be developed, 
including partnerships with accredited educational institutions and sustainable funding for 
existing grant programs. Career pipelines for training and education should be developed 
especially at the high schools, community college, and universities. 
 
 
 
 



35 
 

A Note About the Exclusion of Potential Policy Solutions 
Several policy solutions were immediately eliminated based on the findings as well as 
parameters set by the values of the No More Deaths in Custody Workgroup. These included 
those that represented internal attempts at criminal justice reform, such as providing training to 
those already working in a Sheriff-Coroner system. The Death in Custody aims to fight mass 
incarceration first and foremost through expanding alternatives to incarceration for marginalized 
communities and operates from an abolitionist framework. Therefore, they would not pursue any 
recommendations that would increase law enforcement budgets for additional training or staffing 
within the current criminal justice system. The findings have also demonstrated that law 
enforcement culture and solidarity are just as much of a problem as the lack of training, and that 
true independent investigation remains the gold standard in the medicolegal death investigation 
system. Research indicates that in-system reforms like training have largely failed to make law 
enforcement more accountable and have come at the expense of other vital public resources 
(Engel, et al, 2020; Gilbert et al, 2015; Rogers et al, 2019). 
 
Ultimately solutions that emphasized independence versus rehousing offices in another existing 
agency were prioritized. Findings showed that when death investigation teams were housed in 
public health agencies or in healthcare settings, issues of funding and staff capacity emerged, 
such as Medical Examiner staff being asked to take on hospital cases or training residents 
without contracts when housed under the Healthcare Agency. Medical examiners that were 
interviewed generally strongly preferred the idea of a fully independent medical examiner’s 
office. However, these changes did seem to mitigate conflict of interest and inaccuracy compared 
to law-enforcement led investigation teams and could be considered in the event that advocates 
continue to face heavy reluctance from counties to build an entirely new department. This may 
also be an appropriate model in smaller counties with few death investigations per year. 
 
Finally, the option to explore a statewide system was omitted. The majority of states with 
statewide models were not comparable to California, raising concerns of the practicality of this 
model. A California-wide medical examiner office would likely face challenges transporting 
decedents (which could also be disturbing to loved ones), dispatching staff, and managing a 
tremendous administrative system. Some states with both a statewide and county-based offices 
say that in practice, the statewide office struggles to have any real impact on the day-to-day 
decisions of the offices in its jurisdiction. A regional system would have the same benefits 
without some of these inconveniences, and is used by states like Florida that are similar in both 
size and population (Center for Disease Control, 2024). 
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