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Welcome 

The No More Deaths in Custody Workgroup, a 

project of the Justice2Jobs Coalition, is a statewide 

convening of impacted families, advocates, and 

academic researchers.
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What Constitutes an “In-Custody Death”?
State law defines and “in-custody death” as the death of a person who…

● is detained

● is 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.  

● is in a medical facility while still in law-enforcement custody.

Includes all law enforcement in and outside of locked facilities, consistent with the 

Federal Death in Custody Reporting Act. 



In-Custody Deaths in California

Between 2014 and 

2024, the California 

state DOJ recorded 

8,344 deaths in law 

enforcement 

custody. 



Racial Disparities in In-Custody Deaths



In Whose Custody Did They Die?

*State Custody includes state 
prisons, state hospitals, and 
California Highway Patrol. 

**14 died in “other” local custody 
including Madera Department of 
Corrections, Napa Department of 
Corrections, Delano Modified 
Community Correctional Facility; 
and 6 died in Probation Department 
custody.



Of the 8,344 Deaths, 4 in 10 Were Not Convicted

● 1,661 were in the process of being arrested

● 1,475 were booked or awaiting booking 

● 22 were in transit or out to court 

● 381 were in a obscure “other” category. 



Current Reporting 
Requirements & Oversight



Federal Law Requires Reporting
The Federal Death in Custody Reporting Acts (DCRAs) of 2000 and 
2013 requires states to report deaths of people in correctional 
custody or caused by law enforcement to the Bureau of Justice 
Assistance.

For each death in custody, states must provide the following 
information:

● decedent’s name, date of birth, gender, race, and ethnicity;
● date, time, and location of the death;
● law enforcement or correctional agency that detained, arrested, 

or was in the process of arresting the deceased; and
● brief description of the circumstances surrounding the death.



California Law Requires Reporting & Oversight

Three bills structured public reporting of in-custody deaths 

in the State of California:

● AB 2761 (McCarty, 2022)

● AB 2531 (Bryan, 2024)

● AB 3092 (Ortega, 2024) 

Additionally, SB 519 (Atkins, 2023) created the In-Custody 

Death Review Division within the BSCC.



Medico-Legal Death 
Investigation Structures 



There are Three Models in California…
1. The medical examiner system: an 

independent medical examiner is appointed 
by the county. Must be a medical doctor and 
have forensic pathology specialization. 6 
counties

2. The sheriff-coroner system: an elected sheriff 
in a California county is automatically also 
elected coroner. Less rigorous training 
standards than medical examiners. 48 counties

3. The coroner system: an independent coroner 
is elected. Less rigorous training standards 
than medical examiners. 4 counties



What Do Other States Do?

California is one of only 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.

23 states and DC use a medical examiner model, and 21 states 

use a lay coroner model in a majority of their counties.

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).



Shortcomings of CA’s Death Investigation Structure

● Conflict of interest

● Law enforcement interference in investigations and disregard for 

findings

● A history of scandals

● Lack of education and training

● Unreported deaths 

● Misclassified causes of death 

● Medical vs. legal determinations of cause of death

● Abuse of HIPAA to evade accountability

And the national shortage of qualified forensic pathologists worsens these 

issues.



A Serious Workforce Shortage

● 1,100-1,200 estimated demand for forensic pathologists in the 

US.

● 400-500 physicians currently practice forensic pathology full 

time in the US. 

● <40 board-certified forensic pathologists are trained each year 

in the U.S. 

● Only 27 states have accredited forensic pathology training 

programs

● <1% of medical students choose to pursue forensic pathology. 



In Summation

● California has averaged 70+ deaths monthly for the past 

decade

● Current reporting and oversight have not curbed the rate 

at which these deaths occur

● The existing medico-legal death investigation structure is 

highly problematic

● The situation is made worse by a serious national 

shortage of forensic pathologists



Key Recommendations 



Prevention is Key

Reduce the in-custody population:

● Alternative crisis response models

● Diversion to community-based alternatives 

● Cite and release 

● Zero bail policies 

● Less restrictive conditions of release

Improved screening and health care access



…Especially for those with Health Needs

Even a few days in jail can be devastating for people with serious mental health and 
medical needs, as they are cut off from their medications, support systems, and 
regular healthcare providers. 

● Higher rates of chronic health problems as well as substance use and mental 
health problems in carceral settings

● Fewer than half of jails report offering treatment to those with serious mental 
illness.

● Approximately 60% of people in jail with a chronic health condition reported 
not having access to their prescribed medications during their incarceration.



Recommendation 1: Separate Death Investigations and Law 
Enforcement

Separate the Sheriff and Coroner and in those counties…

● Move medicolegal death investigation services into non-law enforcement 

department such as public health 

OR

● Transitioning to an independent, lay coroner, or Medical examiner.
○ For smaller counties, a regional option would be fiscally prudent



Current Efforts that Fall Short
● Simply moving the ball: allowing law enforcement agencies to 

conduct death investigations for other jurisdictions within and 

outside of their counties

● Employing private death investigation teams for in-custody 

deaths; particularly when contracted by a law enforcement 

agencies 

These options do not provide truly independent, accountable 
investigations.



Independent Medical Examiners are Cost-Effective
Independent medical examiner systems are ultimately no more expensive than to 

Sheriff-Coroner and Independent Coroner models; in fact, they’re less costly.

In FY 2024-2025, it cost …

● An average $8.05 per resident to operate Coroner services across 8 

Sheriff-Coroner counties

● An average of  $7.83 per resident to run an independent Coroner’s Office 

across all 4 counties with an independent Coroner
● An average of $6.8 per resident to operate the Medical Examiner’s Office 

across all 6 counties with a Medical Examiner



Recommendation 2: Restrict Access to Medical 
Investigations

● Prohibit the Sheriff from signing death certificates and 

instead mandate that the County Health Officer sign 

death certificates.

● Prohibit any law enforcement (not just those involved in a 

death) from any portion of the postmortem examination.



Recommendation 3: Improve Rigor and Quality of Death 
Investigations

● Require that each office attain NAME (National Association of 

Medical Examiners), IACME (International Association of 

Coroner and Medical Examiner), or a comparable entity’s 

standards and be accredited within 2 years of establishment, 

with mandatory annual review thereafter.

○ Compliance could be overseen by the State Department of 

Public Health.

● Increase medical training requirements for death investigators 

● Establish job (re)training opportunities such as a forensic nursing 

pathway  



Recommendation 4: Improve Rights of Families
● Require that families be notified within 24 hours of a death under investigation 

and receive regular status updates until the case is closed. 
● Enable the decedent's legal representative or family member to request an 

alternative medical examination provider to determine the circumstances, 
manner, and cause of death.

● Require that law enforcement agencies and other public entities make available 
any police reports, crime scene or other information, videos, or laboratory tests 
related to the death to the decedent’s legal representative or family members, 
upon the legal representative’s or family member’s request.

Current legislation consistent with this recommendation:

● AB 572 (Kalra)
● AB 1269 (Bryan)



Recommendation 5: Strengthen Oversight and 
Accountability Mechanisms 

● Empower the ICDR Division 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.

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

● Include whistleblower protections for staff within medico-legal 
death investigation offices. 



In Sum, We Recommend the Legislature…

● Prioritize prevention
● Require counties currently using a Sheriff-Coroner 

model to transition to an alternative death investigation 
model

● Restrict access to these investigations to prevent 
interference 

● Invest in career pathways and training to improve quality 
● Bolster family rights 
● Strengthen oversight and accountability mechanisms 



Questions?


