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I.  Introduction


On June 20, 2013, the New York City Council Committee on Health, chaired by Council Member Maria del Carmen Arroyo, and the Committee on Women’s Issues, chaired by Council Member Julissa Ferreras (collectively “the Committees”), will hold an oversight hearing entitled “Examining the Need for Meaningful Transparency, Review and Reporting in the Office of Chief Medical Examiner.” The Committees will also hear Int. No. 1051, which will amend the New York City Charter in relation to procedures for conducting a root cause analysis by the New York City Office of the Chief Medical Examiner (“OCME”), and Int. No. 1058, to amend the New York City Charter in relation to transparency of the OCME.  
The Health and Women’s Issues Committees held a joint oversight hearing on February 15, 2013 entitled Oversight - The Mishandling of DNA in Sexual Assault Cases by the Office of the Chief Medical Examiner, after news reports that the OCME potentially mishandled 877 sexual assault cases over a decade and failed to upload deoxyribonucleic acid (DNA) data to the State DNA database in 56 cases.  This hearing will follow up on the recent developments affecting the OCME, including a consultant’s report on the management structure and operations of the OCME that was released on May 2, 2013, and the resignation of a deputy director amid accusations of violating protocol.  In light of these occurrences, this hearing will explore the need for meaningful transparency, review and reporting in the OCME and review two pieces of legislation to further those goals. Witnesses invited to testify include representatives of the OCME, criminal justice academics, District Attorneys, criminal justice advocates, and forensic experts. 
II.  Background

On January 10, 2013, the New York Times published an article
 uncovering the possible mishandling of DNA evidence in over 800 rape cases by the one laboratory technician, who was employed at OCME from 2000 to 2011.
  According to the OCME, the technician’s errors included the failure to identify fluid stains on clothing items—which the OCME has claimed was “caused by incompetence”—and the failure to properly inventory and document evidence—caused by “inattention.”
  Further, the technician was not responsible for DNA analysis, ruling out the possibility of false positives and wrongful convictions, according to the OCME.
  
“Corrective action” taken by the OCME for these errors was first reported by the OCME to an accrediting body on July 7, 2011 after two false negatives were discovered in February 2011.
  According to testimony by OCME representatives, this particular technician seemed to underperform from the start of her career in the office.
  The technician was hired as a Criminologist II, but was instead assigned to do the work of a Criminologist I due to a poor test score in initial training.
  The technician made documentation errors sporadically and was taken out of the lab and placed on “benchwork” from 2007-2011.
  The technician was then sent to retraining in 2011, at which point two errors were found in her work that led to a re-inventory of all 877 cases that this employee had handled during her tenure in the office.
 The technician was placed on administrative leave in June 2011 and quit in July 2011 after OCME moved to terminate her.
 

At the time of the hearing, the large majority of the 877 cases were reevaluated and 13 were awaiting retrieval by the New York Police Department.
  This review of the totality of the technician’s work revealed 50 sexual assault cases with documentation errors and 37 cases in which re-examination led to a positive result for biological stains when the technician had reported a negative result or false negative—meaning the technician failed to detect biological evidence when some actually existed.
  Of the 37 false negative results, nine contained DNA profiles which were eligible for uploading onto a federal DNA database system, of which two matched a known suspect and two provided a match that resulted in an investigative lead.
  In one of these cases, the suspect was apprehended and under indictment, and the police were still looking for the suspect in the second case at the time of the February hearing.

The OCME has stated that there was no impact on cases where the technician did identify a positive presence of body fluid stains on clothing items since such cases were then transferred to a DNA analyst for analysis.
  The OCME also reported that no cross-contamination occurred because swabs were individually sealed and were dry when the technician examined them and the correct victim DNA was always present in the corresponding kit upon reexamination.
  
Additionally, as part of the OCME’s review of the incident involving the mishandling of rape kits, the OCME found that OCME management and quality assurance personnel did not report deficiencies in lab work in a timely manner.
   Sometimes, the quality assurance personnel waited weeks to report the deficiencies to higher levels of management.

The OCME claimed that since July 7, 2011, it is has provided updates to the New York State Division of Criminal Justice, the New York State Office of Forensic Services and the New York State Commission on Forensic Science (the “Forensic Commission”), the Forensic Commission’s Subcommittee on DNA, and the Mayor’s Office of the Criminal Justice Coordinator.
  Additionally, the OCME has stated that in all affected cases, the Department of Forensic Biology has distributed reports to the relevant District Attorney’s Offices, and that these offices have made disclosures to the assigned defense counsels in these cases.
  
On January 31, 2013, the OCME announced that over 50 DNA profiles were not uploaded onto the State DNA database, although they were uploaded to the local database.
  A representative of the OCME reported that the error was found internally by a quality assurance supervisor.
  Of the 56 DNA profiles that were not uploaded, one resulted in an investigative lead in a case involving a 2006 commercial burglary.

As a result of these management lapses, the OCME testified at the February 15, 2013 Health Committee hearing that a number of changes have been made in the office.
  The DNA Lab Director was suspended (and later resigned
) and the Quality Assurance Deputy Director was fired.
 The lab also reviewed five years’ worth of employee evaluations to search for unsatisfactory reviews.
 One person was found who had conditional ratings and had been terminated, but no errors were found in the employee’s work.
  The OCME created the policy that a supervisor must be in the exam room at all times and any unsatisfactory work must be immediately reported to Barbara Butcher, Interim Director of the Department of Forensic Biology, along with the Quality Assurance Department.
  Going forward, new employees who do not pass their initial training will be dismissed immediately.
  The OCME also reported that the DNA lab doubled the amount of blind retesting (the work of an analyst is re-tested by a second analyst without the knowledge of the first analyst) from 12.5% to 25% of sexual assault kits.
 The OCME stated that DNA profiles are now uploaded to the State database immediately.

At the joint Committee hearing in February, representatives from the OCME stated that an outside consultant was being hired to review the management structure and operations of the office.  At the hearing, Barbara Butcher, Acting Director of the Forensic Biology Lab, stated that a root cause analysis will be “conducted in concert with the outside management team that will come in and do a deep dive evaluation.”
  She also stated that the consultant would “examine the employee practices, personnel practices, notifications, everything that allowed this to happen.”

Since the hearing, a deputy director at the OCME resigned abruptly in April amid accusations of sidestepping protocol.
 According to news reports, the director in question did not report two disagreements with staff regarding DNA analysis results to a technical leader and instead made a final judgment call, overruling the staff.
  The OCME claims that the director was correct in both instances, although the employee did violate protocol.

III. Sorenson Forensics Report 
On May 2, 2013, Sorenson Forensics—a private consultant that was secured by the OCME shortly after the February City Council committee hearing—released a report reviewing the  management, operational and administrative practices of the OCME’s Department of Forensic Biology, which includes the DNA laboratory, (the Lab).
  The report is based on interviews with 39 employees, emails from 18 employees, focus groups and a review of lab and management manuals.
  The report made a number of conclusions about the need for improved management and supervision, human resources policies, and operations in the Lab.  The report’s main conclusion is that forensic science practiced in the Lab is excellent, but that management is weak, top-heavy and in need of “transformational change.”

The report contains a number of criticisms of the management and supervisory structure of the Lab.  The report finds that Lab management does not communicate with employees in effective, direct or systematic ways, resulting in important policies being disseminated informally and employees feeling they are not being heard.
  It also finds that supervisors are rarely on the lab floor directly overseeing the work of the lab.
  Additionally, the report concludes that the culture within the Lab is competitive, and that management does not encourage scientists from one team to work with those of another.
  
Furthermore, the report is critical of the Lab’s high turnover rate among criminalists.  It finds that the scientists who leave are more experienced, leading to costly ongoing trainings of new staff.
  According to an unofficial survey discussed in the report, the Lab pays the lowest salary (adjusted for cost of living) out of 60 labs surveyed across the country; however, details regarding who conducted the survey or its methodology are not provided.
  The report finds that providing more competitive wages would an important step in improving retention and morale in the Lab.

The report also comments on the Lab’s implementation of a new Laboratory Information Management System (LIMS), which facilitates case-tracking. The LIMS system is designed to improve case-tracking and Lab operation by making all cases quickly reviewable, saving hours of paperwork, and by forcing scientists to use a system that has more quality control in detection contamination than a manual system would.  It concludes that there have been numerous problems with the implementation of LIMS, including technical difficulties in launching this new system, as well as resistance among management in making the transition (the report finds that some members of upper-level management at the OCME has said they have no intention of learning LIMS).  The slow transition to LIMS has led to a reduction in lab efficiency beyond what would be reasonably expected in transition to a new information management system.
  
Finally, Sorenson Forensics also reviewed Lab and management manuals to survey for sound scientific principles and found the policies and procedures in the manuals to be excellent.  However, the report makes clear that the manuals were not reviewed for compliance.  Furthermore, the report does not discuss what standards or principles these manuals were being reviewed against to reach this conclusion.  
The report does not reference the recent errors that occurred in the Lab, what caused those errors, and what changes can be made to ensure such errors do not occur again, despite a representative from the OCME stating that a root cause analysis would be completed “in concert” with the consultant and that the consultant would “examine…everything that allowed this to happen.”
  The report reaches the conclusion “that there is no evidence of poor work in the lab,”
 based solely on interviews and a review of manuals, and not on observation of lab work or a systematic review of personnel or lab files.  Nor does the report evaluate whether oversight of the Lab by State agencies or the Lab’s accrediting body, the American Society of Crime Laboratory Directors Laboratory Accreditation Board (ASCLD/LAB), is successful, appropriate or sufficient.

IV. OCME Oversight, Standards and Accreditation
Oversight of the OCME rests with the New York State Forensic Commission and its Subcommittee on Forensic DNA Laboratories and Forensic DNA Testing,
 and to some extent with ASCLD/LAB, a non-profit, independent organization which accredits the OCME’s DNA lab.  To maintain certification by the Forensic Commission, laboratories must continue to meet the ASCLD/LAB guidelines, and submit to the Forensic Commission copies of documentation submitted to the ASCLD/LAB or received from it, including the notification of disciplinary action taken by the ASCLD/LAB.
  The Forensic Commission may revoke, suspend or put on probation a laboratory for a variety of violations, including a showing of unacceptable error or errors in the performance of laboratory examination procedures or failing to meet the standards of any proficiency test required by the Subcommittee on DNA.
  The Forensic Commission hearings are open to the public, and the minutes to recent meetings and audit reports are posted online.
   The Forensic Commission only posts documents from hearings going back two months on its website.
   As noted above, the OCME has provided updates on the mishandling of DNA evidence at several public meetings of the Forensic Commission.
  

The ASCLD/LAB requires all active examiners to take at least two proficiency tests per year.
  If a proficiency test is not successfully completed, the result, along with a corrective action plan, must be reported immediately to the ASCLD/LAB.
  Laboratories must continue to meet the ASCLD/LAB standards during the five-year term of accreditation.
  Additionally, the New York State Inspector General conducts independent external investigations of public laboratories statewide and reports the findings to the Forensic Commission.
  The Inspector General can initiate an investigation upon the receipt of complaints from any source,
 or upon his or her own initiative, can determine whether allegations warrant disciplinary action,
 civil or criminal prosecution, and can issue public reports of such investigations.
  
The standards and guidelines which ASCLD/LAB uses to accredit the OCME is the ASCLD/LAB-International Accreditation Program, which is based upon ISO/IEC 17025:2005 (ISO 17025) standards and supplemented by forensic specific requirements taken from the ASCLD/LAB Legacy Program.  The ASCLD/LAB-International Accreditation Program, ISO 17025 standards and the supplemental guidelines are not available to the public; the accreditation requirements documents are available in electronic format only to accreditation consultants and other non-crime laboratory individuals or entities for a fee of $150.00.

V. Root Cause Analysis

At the February 2013 hearing, advocates recommended that the OCME institute a regular and systematic procedure for conducting a “root cause analysis” following an incident like the one that transpired with the mishandled rape kits.
   Advocates noted that while outside experts may be brought in to conduct an investigation of major incidents, the OCME itself must create an ingrained culture of systematic review of incidents, such as through the creation of a committee within the OCME that would investigate incidents within the office.  Root cause analysis (RCA) is a kind of process used for investigating errors, and is frequently used by scientific or medical institutions.  In 1997, the Joint Commission on Accreditation of Healthcare Organizations (JCAHO) began to require hospitals and healthcare organizations to use the RCA process to investigate “sentinel events.”  JCAHO defines root cause analysis as:  

a process for identifying the basic or causal factors that underlie variation in performance . . . [it] focuses primarily on systems and processes, not on individual performance.  It progresses from special causes . . . to common causes in organizational processes . . .and identifies potential improvements in processes or systems that would tend to decrease the likelihood of such events in the future.

In its testimony at the February, representatives of the OCME stated that it typically conducts RCAs and, as noted above, that it would conduct an RCA of the mishandling of DNA evidence in conjunction with the Sorenson report.  While the Sorenson report did not mention the incident involving the mishandled rape kits that was the subject of the February hearing, the OCME recently completed a corrective action report which included a “root cause analysis” of the incident.

VI. ANALYSIS
A.  Int. No. 1051

Section one of Int. No. 1051 would amend section 557 of chapter 22 of the New York City Charter (the Charter) to add a new subdivision h.  Paragraph one of new subdivision h would provide definitions for the new subdivision.  Paragraph one would define “designated root cause analysis officer” as an employee of the OCME who shall be responsible for receiving complaints, reports or other communications from employees that a significant event has occurred in the office.  “Root cause analysis” is defined as a process for investigating the causal factors of a significant event that focuses primarily on systems and processes, not on individual performance or human error, and which identifies corrective action, including strategies to prevent the reoccurrence of a significant event or potential improvements that will decrease the likelihood of such a significant event in the future.  “Root cause analysis committee” means a committee composed of representatives of certain divisions of the OCME which assembles in response to a significant event in order to conduct a root cause analysis.  Paragraph one then defines “root cause analysis committee report” as a report issued by the root cause analysis committee that shall include the committee’s findings, including, but not limited to, the identification of causes of the significant event to which the committee is responding and a plan for corrective action.  “Root cause analysis guidelines” means the collection of documents developed by the OCME which provide protocols, bylaws or other guidance documents relating to 
· Guidelines for determining when a significant event has occurred;

· Procedures for discovering and/or reporting a significant event;

· Protocol for creating a root cause analysis committee upon the discovery of a significant event or conclusion that a significant event has taken place;

· Polices which set forth the roles and responsibilities of members of root cause analysis committees;

· Guidelines for when and how frequently a root cause analysis committee shall meet once a committee has been assembled in response to a significant event;

· Guidelines for producing a root cause analysis committee report in a timely manner;

· Procedures and criteria for identifying causal factor of a significant event; and

· Guidelines for identifying corrective action to be taken as a result of the root cause analysis.

Finally, Paragraph one defines “significant event” as an unexpected occurrence involving a failure, lapse, error, act or situation which implicates the reliability, integrity, accuracy or competency of the OCME, its services or functions, laboratories, departments, divisions or workers.  Such occurrence shall include, but not be limited to, any 

· Acts by an employee involving intentional fabrication or falsehood with regard to his or her work product, analysis or test results; 

· Incident involving a lab employee who has engaged in a demonstrated pattern of significant errors and which may have affected the reported results of a laboratory analysis or which may have resulted in a or risked resulting in an erroneous identification, false identification, false negative or false positive;

· Incident involving a lab employee who has engaged in a demonstrated patter of failing to follow lab protocol; or

· Incident involving a lab employee who, in the course of testimony, has significantly misrepresented or misstated a material fact, has significantly misstated his or her experience, training, education or qualifications, or has made a significant scientific error.

Paragraph two of subdivision h provides for the process for assembling a root cause 

analysis committee.  Paragraph two would require the OCME to assemble a root cause analysis committee for the purpose of conducting a root cause analysis and producing a root cause analysis report within forty-eight hours of the discovery by the OCME of a significant event or conclusion that a significant event has occurred.  Paragraph two would require that there be at least seven representatives on such committee, comprised of 

· At least two individuals who are knowledgeable in the subject area relating to the significant event, at least one of who would have to be a lab worker or other personnel who performs scientific or technical services, and at least one other who would have to be a non-lab worker or individual who does not perform scientific or technical services;

· At least one individual who serves in a senior managerial capacity within the OCME, such as a director or deputy commissioner;

· At least two who are individuals from divisions, departments or laboratories of the OCME which are not implicated by the significant event; and

· At least one individual who is an external consultant who shall be an employee of the Health and Hospitals Corporation of the City of New York with expertise in area of quality assurance and quality control and/or root cause analysis.

Paragraph three of subdivision h provides the timeline for completion and reporting of a

significant event and root cause analysis report.  Paragraph three would require the OCME to report the occurrence of a significant event to the Mayor and Council of the City of New York within 30 days of the discovery of a significant or conclusion that a significant event has transpired.  The root cause analysis committee would be required to complete its report no later than 90 days following the creation of such committee.  If the root cause analysis committee has not completed its report within 90 days, it would be required to report to the Chief Medical Examiner, the Mayor and Council of the City of New York on the progress of the committee’s findings and root cause analysis report, provide an explanation as to why such report is not completed, and provide an explanation of when such committee anticipates the conclusion of its report.  Within seven days of submitting a root cause analysis report to the Chief Medical Examiner or his or her deputy, the Chief Medical Examiner shall provide a copy of such report to the Mayor and Council of the City of New York, post such report on the OCME’s website, and send a copy of the root cause analysis report to 

· The New York State Commission on Forensic Science and any entity responsible for the accreditation of the DNA Laboratory of the OCME, provided that the significant event that is the subject of such report is relevant to the DNA testing function or the DNA Laboratory of the OCME; and

· The District Attorneys of the counties of the City of New York, the Legal Aid Society of the City of New York, all public defender offices currently under contract with the City of New York, and representatives of the panel of 18b assigned counsel of the City of New York, provided that the findings and/or conclusions contained in such report may be reasonably found to have an impact on a criminal investigation, whether ongoing or completed.

Paragraph 4 would require the OCME to appoint an employee of the OCME who shall 

serve as a root cause analysis officer.  


Paragraph 5 would require the OCME to post a copy of all root cause analysis guidelines documents on the OCME website.


Paragraph 6 would require that the root cause analysis report shall not include the names of either employees of the OCME or the names of individuals who are the subject of the work of the OCME, including, but not limited to, individuals who are the subject of autopsies, investigations, or other functions or services performed by the OCME.


Section two would provide that the local law would take effect immediately.

B. Int. No. 1058
Section one of Int. No. 1058 would amend section 557 of chapter 22 of the New York City Charter (the Charter) to add a new subdivision i.   Paragraph one of new subdivision i would provide definitions for the new subdivision.  “Forensic DNA laboratory” would have the same meaning as set forth in §995 of Article 49-B of the Executive Law of New York State.  “Proficiency test” would mean the testing required by §995 of Article 49-B of the Executive Law of New York State.  “Proficiency testing report” would mean an annual report produced by the OCME which reports the number of employees working in the forensic DNA laboratory of the OCME who have taken a proficiency test that year, and the average score and average pass rate of all such employees on such test. 

Paragraph two would require the OCME to prepare annually a proficiency testing report and include comparison data for each of the previous five years as available.  

Paragraph three would require the OCME to post and maintain the following concerning the OCME’s Forensic DNA Laboratory on the OCME’s website:

· Current copies of all manuals, guidelines, or other documents relating to scientific procedures and/or protocols, quality assurance and quality control procedures and/or protocols, materials used for the training of lab workers, and evidence and case management procedures;

· The most recent copies of a proficiency testing report; and

· Current copies of all certificates of accreditation issued to the OCME’s Forensic DNA Laboratory, whether by a governmental entity or a non-governmental entity responsible for the accreditation of such laboratory.

Section two would provide that the local law would take effect immediately.
Int. No. 1051
 

By Council Members Arroyo and Ferreras
  

A LOCAL LAW

To amend the New York city charter, in relation to procedures for conducting a root cause analysis by the office of the chief medical examiner.

 

Be it enacted by the Council as follows:
Section 1.  Section 557 of chapter 22 of the New York city charter is amended by adding a new subdivision (h) to read as follows:

(h) (1) For the purpose of this subdivision, the following terms shall have the following meanings: 

(A) “Designated root cause analysis officer” shall mean an employee of the office of the chief medical examiner who shall be responsible for receiving a report, complaint or such other communication from employees that a significant event has occurred within the office of chief medical examiner.
(B) “Root cause analysis”  shall mean a process for investigating the causal factors of a significant event that shall focus primarily on systems and processes, not on individual performance or human error, and shall identify corrective action, including strategies to prevent the reoccurrence of a significant event or potential improvements in systems or processes that will decrease the likelihood of such a significant event in the future.
(C) “Root cause analysis committee”  shall mean a committee composed of representatives of certain divisions of the office of chief medical examiner which assembles in response to a significant event in order to conduct a root cause analysis.  
(D) “Root cause analysis committee report”  shall mean a report issued by the root cause analysis committee that shall include the findings of the root cause analysis committee, including, but not limited to, the identification of causes of the significant event to which the committee is responding and a plan for corrective action.  

(E) “Root cause analysis guidelines”  shall mean the collection of documents developed by the office of chief medical examiner which provide protocols, bylaws or such other guidance documents relating to (i) guidelines for determining whether a significant event has occurred, consistent with  this subdivision; (ii) procedures for discovering and/or reporting a significant event; (iii) protocol for creating a root cause analysis committee upon the discovery of a significant event or conclusion that a significant event has transpired; (iv) guidelines for selecting individuals who shall serve as members of a root cause analysis committee in response to a significant event; (v) policies which set forth the roles and responsibilities of members of root cause analysis committees; (vi) guidelines for when and how frequently a root cause analysis committee shall meet once a committee has been assembled in response to a significant event; (vii) guidelines for producing a root cause analysis committee report in a timely manner; (viii) procedures and criteria for identifying causal factors of a significant event; and (ix) guidelines for identifying corrective action to be taken as a result of the root cause analysis.
(F) “Significant event” shall mean any unexpected occurrence involving a failure, lapse, error, act or situation which implicates the reliability, integrity, accuracy or competency of the office of chief medical examiner, its services or functions, laboratories, departments, divisions or its workers.  Such occurrence shall include, but not be limited to, any (i) acts by an employee involving intentional fabrication or falsehood with regard to his or her work product, analysis or test results;  (ii) incident involving a lab employee who has engaged in a demonstrated pattern of significant errors and which may have affected the reported results of laboratory analysis or which may have resulted in or risked resulting in an erroneous identification, false identification, false negative, or false positive; (iii) incident involving a lab employee who has engaged in a demonstrated pattern of failing to follow lab protocol; or (iv) incident involving a lab employee who, in the course of testimony, has significantly misrepresented or misstated a material fact, has significantly misstated his or her experience, training, education or qualifications, or has made a significant scientific error.
(2) Within forty-eight hours of the discovery by the office of chief medical examiner of a significant event or conclusion that a significant event has transpired, the office of chief medical examiner shall assemble a root cause analysis committee for the purpose of conducting a root cause analysis and producing a root cause analysis committee report.  Representatives serving on such committee must include at least seven members in total, of which (i) at least two are individuals who are knowledgeable in the subject area relating to the significant event, of which at least one shall be a lab worker or other personnel who performs scientific or technical services, and at least one other who shall be a non-lab worker or individual who does not perform scientific or technical services; (ii) at least one is an individual who serves in a senior managerial capacity within the office of chief medical examiner, such as a director or deputy commissioner; (iii) at least two are individuals from divisions, departments or laboratories of the office of chief medical examiner which are not implicated by the significant event; and (iv) at least one is an external consultant who shall be an employee of the health and hospitals corporation of the city of New York with expertise in the area of quality assurance and quality control and/or root cause analysis.
 (3) Within thirty days of the discovery by the office of chief medical examiner of a significant event or conclusion that a significant event has transpired, the office of chief medical examiner shall report the occurrence of such significant event to the mayor and council of the city of New York.   The root cause analysis committee shall submit its completed report no later than ninety days following the creation of such committee, provided, however, that should such report not be completed within ninety days, the committee shall report to the chief medical examiner and the mayor and council of the city of New York on the progress of the committee’s findings and root cause analysis report, provide an explanation as to why such report is not yet completed, and provide an explanation of when such committee anticipates the conclusion of its report.  Within seven days of submission of a root cause analysis report to the chief medical examiner or his or her deputy, the chief medical examiner shall provide a copy of such report to the mayor and council of the city of New York, post such report on the website of the office of chief medical examiner, and send a copy of the root cause analysis report to (i) the New York state commission on forensic science and any entity responsible for the accreditation of the DNA laboratory of the office of the chief medical examiner, provided that the significant event that is the subject of such report is relevant to the DNA testing function or the DNA laboratory of the office of chief medical examiner, and (ii) the district attorneys of the counties of the city of New York, the Legal Aid Society of the city of New York, all public defender offices currently under contract with the city of New York, and representatives of the panel of 18b assigned counsel of the city of New York, provided that the findings and/or conclusions contained in such report may be reasonably found to have an impact on a criminal investigation, whether ongoing or completed.

 (4) The office of chief medical examiner shall appoint an employee of the office of chief medical examiner who shall serve as the designated root cause analysis officer.

 (5) The office of chief medical examiner shall post a copy of all root cause analysis guidelines documents on the website of the office of chief medical examiner.

(6) The root cause analysis report shall not include the names of either employees of the office of chief medical examiner or the names of individuals who are the subject of the work of the office of chief medical examiner, including, but not limited to, individuals who are the subject of autopsies, investigations or other functions or services performed by the office of chief medical examiner.
Section 2.  This local law shall take effect immediately. 
LS# 4474
DSH
6/7/13
Int. No. 1058
 

By Council Members Ferreras and Arroyo
  

A LOCAL LAW

To amend the New York city charter, in relation to transparency of the office of the chief medical examiner.

 

Be it enacted by the Council as follows:
Section 1.  Section 557 of chapter 22 of the New York city charter is amended by adding a new subdivision (i) to read as follows:

(i) (1) For the purpose of this subdivision, the following terms shall have the following meanings: 

(A)  “Forensic DNA laboratory” shall have the same meaning as set forth in section 995 of article 49-B of the executive law.

(B) “Proficiency test” shall mean such testing required by section 995 of article 49-B of the executive law.

(C) “Proficiency testing report” shall mean an annual report produced by the office of chief medical examiner which reports the number of employees working in the forensic DNA laboratory of the office of chief medical examiner who have taken a proficiency test that year, and the average score and average pass rate of all such employees on such tests.  

 (2)  The office of chief medical examiner shall annually prepare a proficiency testing report and shall include comparison data for each of the previous five years as available.

(3) The office of chief medical examiner shall post and maintain the following concerning the forensic DNA laboratory of the office of chief medical examiner on the website of the office of chief medical examiner: 
(A) current copies of all manuals, guidelines, or other documents relating to scientific procedures and/or protocols, quality assurance and quality control procedures and/or protocols, materials used for the training of lab workers, and evidence and case management procedures;

(B) the most recent copy of a proficiency testing report; and

(C) current copies of all certificates of accreditation issued to the forensic DNA laboratory of the office of chief medical examiner, whether by a governmental entity or a non-governmental entity responsible for the accreditation of such laboratory.
Section 2.  This local law shall take effect immediately. 
LS# 4474
DSH
6/7/13
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