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I. 

INTRODUCTION 

1. Heron Moriarty 

(“Moriarty”) was the quintessential 

family man.  He met his wife Michelle 

at church in 1997.  Moriarty and 

Michelle had three children Alexandria, 

Elijah, and Eternity.   

2. Moriarty was a humble, 

God fearing man.  As a church leader 

for over twenty years, he helped lead his 

community towards a higher purpose.  

Moriarty and Michelle also owned a 

successful electrical contracting business.  

3. In the six (6) weeks leading to his incarceration, Moriarty started to 

exhibit manic behavior.  Moriarty was talking and acting erratically.  He believed in 

his delusional thoughts that he was God’s prophet sent to ward away “humanity’s 

demons.”  Moriarty had no previous history of mental illness.  

4. Moriarty had two psychiatric hospitalizations within two (2) weeks 

prior to his arrest and incarceration at Vista Detention Facility (herein “VDF”).  His 

first psychiatric hospitalization was on April 26, 2016, at Sharp Mesa Vista San 

Diego Psychiatric Hospital.  Moriarty was placed on a 5150 hold for three (3) days.  

His second psychiatric hospitalization was on May 1, 2016.  After a court hearing, 

Moriarty was certified on a 14-day hold at San Diego County’s East County Mental 

Health Clinic (herein “ECMHC”).  Moriarty was taken to the county’s mental 

health clinic because he had made delusional threats to hurt his family.  As 

documented in his medical reports, during his behavioral assessment at ECMHC, 

Moriarty made suicidal statements and was evasive when asked if he was currently 
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suicidal.  Moriarty told the staff that he was suicidal but did not feel like killing 

himself “because he had to save people from demons.”  Those same records 

indicate Moriarty first attempted suicide by running in front of moving cars.  

5. Upon discharge from ECMHC on May 12, 2016, Moriarty was 

diagnosed with psychosis, bipolar disorder, and mania.  Twelve (12) days later, 

Moriarty had another episode of psychosis.  

6. On May 23, 2016, in a conversation he had with his business partner, 

Moriarty threatened the life of his wife and family again.  The business partner’s 

wife called authorities.  The next evening, May 24, 2016, sheriffs visited Moriarty 

but determined he was “normal.”   

7. At 7:52 p.m. on May 25, 2016, Deputy Lelevier and Deputy Escobar 

(herein “Defendant Escobar”) were dispatched to 2927 Pioneer way in Jamul in 

response to a report of vandalism.  At the scene, the deputies learned Moriarty 

threw a chair through his brother’s patio door and then drove away.  Minutes later, 

the same deputies were dispatched to 14574 Olive Vista Drive – two (2) miles away 

from Pioneer Way – in response to a report of a man threatening suicide.  While en 

route to the suicide call, CHP requested deputy assistance for a suspicious person 

report near the area of Olive Vista Drive.  The suspicious person had crashed into 

several parked cars and was now standing in the street attempting to get hit by 

passing cars.  

8. Once Deputy Lelevier and Defendant Escobar arrived on scene to 

assist CHP, they noticed the suspect detained by CHP matched the description of 

Moriarty, the vandalism suspect. At this point, Deputies Lelevier and Escobar 

realized that Moriarty was the subject of the three (3) previous radio calls, including 

the suicide call.  While Deputy Lelevier was being briefed by CHP, Defendant 

Escobar stood near Moriarty.  Moriarty told Defendant Escobar he crashed into the 

cars because “God told him to drive with his eyes closed.”  Moriarty also told the 

deputies that he “had just been released from a psych hospital a couple of days 
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ago.”  According to the deputies, other than his bizarre behavior, Moriarty 

physically appeared “normal” as he was well groomed and dressed in clean clothes.  

9. During his interactions with the deputies, Moriarty said “I am going to 

disarm you and force you to shoot me.”  Moriarty made two statements to this 

effect while sitting on the curb waiting to be arrested.  Defendant Escobar admitted 

that at the time he thought these were suicidal statements.  Defendant Escobar then 

transported Moriarty to the Rancho San Diego holding station, while Deputy 

Lelevier went to Mesquite Moriarty’s (Moriarty’s brother) house to investigate the 

vandalism call.  While at the holding station, Moriarty made three (3) more 

comments to Defendant Escobar about forcing the deputies to “kill him.”  At one 

point, Moriarty became agitated and began kicking the cell door from inside the 

cell.  Despite being OC sprayed twice, Moriarty continued to kick the cell door and 

requested the deputies “tase [him] to death.”  At this point, Defendant Escobar 

came to the conclusion that Moriarty was having a “mental breakdown.”  Deputy 

Lelevier and Defendant Escobar ultimately placed Moriarty in max restraints and 

transferred him directly to Central Jail. 

10. Prior to April 2016, a county-wide policy required sheriff’s deputies to 

obtain psychological clearance from County Mental Health (“CMH”) for any 

detainee suspected to be suicidal prior to transporting the detainee to jail.  However, 

from April to June of 2016, the county implemented a “Pilot Program” which was 

only in effect at Central Jail.  The Pilot Program explicitly directed deputies to 

bypass obtaining psychological clearance for suspected suicidal detainees; and 

instead directed deputies to take suicidal detainees directly to Central Jail.  Deputy 

Lelevier and Defendant Escobar testified but for this policy they would have taken 

Moriarty to County Mental Health prior to transporting him to Central Jail.  

11. When Deputy Lelevier and Defendant Escobar arrived at Central Jail – 

prior to acceptance into the jail – Moriarty was asked if he was suicidal.  Moriarty 

said “no” and then immediately said “yes.”  Because Moriarty admitted he was 
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suicidal, Sergeant Sawyer informed the deputies he could not accept Moriarty into 

the jail because the jail did not have an available safety cell.  Sergeant Sawyer 

called Sergeant Banks at VDF to see if there was an available safety cell there. 

Sergeant Banks confirmed there was an available safety cell and advised various 

VDF Deputies that Moriarty was en route and required a safety cell.  Deputy 

Lelevier and Defendant Escobar then transported Moriarty to VDF.  While en route, 

Moriarty repeatedly asked the deputies “how long until we arrive at the hospital.”  

12. Because the Pilot Program was only in effect at Central Jail, and not at 

VDF, Deputy Lelevier and Defendant Escobar failed to obtain the required 

psychological clearance prior to transporting Moriarty to VDF.  Had the deputies 

followed policy and transported Moriarty to CMH, they would have learned that 

Moriarty had been 5150’ed two (2) times in the month of May, one being a 14-day 

hold.  They would have also learned Moriarty was suicidal and suffering from a 

diagnosed psychotic break, as indicated in the CMH records from Moriarty’s 

previous 5150 visit.  This information would have impacted Moriarty’s treatment 

and housing assignment.  However, due to the confusion and lack of training 

surrounding the Pilot Program, Deputy Lelevier and Defendant Escobar did not 

know the Pilot Program was only in effect at Central. 

13. Once Deputy Lelevier and Defendant Escobar arrived at VDF, they 

were contacted by Deputy Dwyer (herein “Defendant Dwyer”).  During his 

deposition, Defendant Escobar testified that he did not advise any VDF Staff 

member that Moriarty 1) admitted he was suicidal, 2) made several suicidal 

statements, 3) was suffering from a “mental breakdown,” or 4) that he was the 

inmate that was rejected from Central Jail because it did not have an available 

safety cell.  Defendant Escobar testified he “assumed” VDF knew this information.  

14. Conversely, Deputy Lelevier testified he that as soon as he arrived at 

VDF he told Defendant Dwyer that Moriarty was suicidal.  Defendant Dwyer 

testified he recalls being told something about Moriarty being suicidal.  However, 

Case 3:17-cv-01154-LAB-AGS   Document 23   Filed 03/21/18   PageID.368   Page 6 of 123



1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

 
 
 
 
  

 

 7  

FIRST AMENDED COMPLAINT              3:17-CV-01154-LAB-AGS  
 

Defendant Dwyer testified he has no obligation to relay that information to the 

medical staff or to a commanding officer because his only “obligation was to make 

sure Moriarty could walk to the intake nurse under his own power.”  As such, 

Defendant Dwyer, knowing Moriarty was suicidal, and knowing Moriarty was 

likely the inmate from Central Jail that needed a safety cell,1 failed to relay that 

information to the intake nurse.  Instead, Deputy Dwyer determined Moriarty could 

walk on his own without being restrained and then returned back to his desk.  

15. Once the max restraints were taken off, Deputy Lelevier and 

Defendant Escobar2 escorted Moriarty to intake nurse Jamie Preechar (herein 

“Defendant Preechar”).  Defendant Preechar was the intake nurse in charge of 

determining whether Moriarty was fit for jail.  Again, Defendant Escobar failed to 

inform Defendant Preechar that Moriarty was actively suicidal or suffering from a 

mental breakdown.  Conversely, Deputy Lelevier informed Defendant Preechar that 

Moriarty was suicidal and was turned away from Central Jail because it did not 

have an available safety cell.  However, when Defendant Preechar asked Moriarty 

if he was suicidal – a question that must be asked to every inmate before acceptance 

into the jail – Moriarty responded “no.”  Based on that isolated response, Defendant 

Preechar disregarded the information Deputy Lelevier told her.3  

16. At 4:30 p.m. that same day, Moriarty was being transferred to Central 

Jail for reasons unknown at this time.  As he was being escorted to the transport 

bus, Moriarty said “he had seen the devil and had just been challenged.”  While on 

the bus, Moriarty began “threatening other inmates and making incoherent 

                                                 
1 Defendant Dwyer testified he knew there was an inmate rejected from Central Jail 
in need of a safety cell.  Defendant Dwyer testified he assumed Moriarty was not 
the suicidal inmate because he was placed in max restraints, which is a restraint 
used for “assaultive inmates, not suicidal inmates.” 
2 A detainee remains in the custody and control of the arresting deputies until the 
jail staff determines the detainee is “fit for jail.” 
3 Based on information and belief, the policy and custom in county jails is to house 
an inmate in general population or in administrative segregation unless the inmate 
specifically answers “yes,” to the question “are you feeling suicidal?” 
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statements.”  The transporting deputy claimed Moriarty’s behavior was too bizarre 

and that he needed to be taken off the bus.  Deputy Angulo placed Moriarty on a 

“psych hold” to be evaluated on a priority basis.  Moriarty was then placed in an 

administrative segregation cell by himself.4   

17. On May 27, 2016, at 2:11 a.m., during a routine security check, 

Moriarty again made several incoherent statements and started hitting and kicking 

the cell door.  Two hours later, during another routine security check, Moriarty told 

a deputy “open this door and put me where those guys are so I can take them all 

on.”  As the deputy walked away, Moriarty began “kicking his cell door and was 

yelling incoherent remarks.”  Michelle called the jail five (5) times on May 27, 

2016, again telling VDF staff that Moriarty needed to be transferred to a psychiatric 

hospital and that he was a danger to himself.  Michelle also informed the jail of the 

medications Moriarty had been prescribed.  

18. On May 28, 2016, Moriarty was evaluated by Dr. Lissaur (herein 

“Defendant Lissaur”) at 11:23 a.m.  The note mentions Moriarty admitted he 

threatened to kill himself on May 24, 2016.  Defendant Lissaur also notes Moriarty 

is “obviously manic,” “irrational,” “delusional,” and “psychotic.”  Defendant 

Lissaur’s medical note mentions Michelle called VDF Jail staff (eight (8) times) 

asking for Moriarty to be 5150’ed5 to a psychiatric hospital because she was 

“scared for his life.”  Despite Moriarty’s obvious suicidal ideations and the 

vehement warnings from Michelle, Defendant Lissaur failed to have Moriarty 

adequately treated, housed, or monitored and instead sent Moriarty back ad-seg.   

/ / / 

/ / / 

                                                 
4 Administrative Segregation cells are used for assaultive/homicidal inmates.  The 
cells do not have increased monitoring requirements and are equipped with tie-off 
points commonly used by suicidal inmates.  
5 Section 5150 of the California Welfare and Institutions Code authorizes 
involuntary confinement of a person suspected to have a severe mental disorder that 
makes them a danger to themselves, others or gravely disabled. 
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19. Between May 29 and May 30, 2016, Michelle called VDF Jail staff 

eleven (11) times.  Each time Michelle was pleading with medical staff to have 

Moriarty sent to a psychiatric hospital because he was a danger to himself.  On May 

30, 2016, Michelle faxed VDF Nurses an evaluation from a Psychiatric Emergency 

Response Team (herein “PERT”) officer dated May 1, 2016, which noted Moriarty 

was recently held on a 5150 and made comments to PERT officers that he wanted 

to kill himself.  VDF Staff was again put on notice regarding Moriarty’s suicidal 

ideations.  

20. On May 30, 2016, at 8:55 a.m., Moriarty was seen with his feet inside 

the toilet.  A medical note states Moriarty had been “agitated and banging in his 

cell.”  Moriarty was also seen standing naked in his cell responding to “internal 

stimuli.”  When asked why he was naked, Moriarty said, “my clothes are under the 

bed, and I’m naked because I’m talking to God and you need to be naked for some 

special things with God.”  At this point, Moriarty had refused to take medications 

since his incarceration.  

21. At 11:10 a.m., Defendant Lissaur evaluated Moriarty for the second 

time.  Defendant Lissaur noted Moriarty “is currently in bipolar/manic episode and 

remains very symptomatic.  If he is released on 5/31/16, recommend he be take[sic] 

to hospital w a 5150 for in-pt stabilization.”  Of course, in order to be 5150’ed 

Moriarty would have to be suffering from a “severe mental disorder” and be a 

“danger to himself, others or be gravely disabled.”  Astonishingly, despite 

recommending Moriarty be 5150’ed after release, Defendant Lissaur again sent 

Moriarty back to ad-seg rather than utilizing the various housing options available 

at VDF which offer heightened monitoring, suicide prevention and more. 

22. Moriarty underwent another evaluation the next day at 9:00 a.m. with 

Nurse Daniels (herein “Defendant Daniels”).  During that evaluation, Moriarty said 

“if someone comes in my cell tonight, I’m going to kill them.  I need to be in 

solitary.  I have racing thoughts.  I need my medications.  I feel violent and I’m 
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gonna go off.”  Despite these comments and his bizarre psychotic behavior, 

Moriarty was again sent back to his ad-seg cell.  Within minutes, for reasons 

unknown, Defendant Daniels changed her mind and recommended Moriarty be 

placed in a safety cell.  However, Sergeant Weidnthaler (herein “Defendant 

Weidnthaler”) refused.  

23. An hour later, VDF Staff had a “multi-disciplinary meeting” 

concerning Moriarty.  Defendant Daniels, Captain Schroeder (herein “Defendant 

Schroeder”), Lieutenant Mitchell (herein “Defendant Mitchell”), and Dr. Goldstein 

were present in the meeting.  Dr. Goldstein recommended sending Moriarty to the 

Psychiatric Security Unit inside Central Jail.6  However, it was ultimately 

determined that Moriarty would stay at VDF and be 5150’ed upon release.  Again, 

despite the decision to 5150 Moriarty after release, the “multi-disciplinary 

committee” decided to keep Moriarty in ad-seg instead of getting him the help they 

know he needed. 

24. Approximately twelve (12) hours later, Moriarty was found dead in his 

ad-seg cell.  

25. Moriarty’s suicidal ideations were blatantly obvious and explicitly 

relayed to Defendants on numerous occasions.  Moriarty was first contacted by 

authorities when trying to jump in front of cars to kill himself.  He informed 

authorities he was just released from a fourteen (14) day psychiatric hospitalization 

a couple of days before.  On six different occasions Moriarty mentioned he wanted 

to die.  And, when asked if he was suicidal at Central Jail Moriarty responded 

“yes.”  

26. The next day, Michelle directly informed VDF Staff – approximately 

thirty-one (31) times in total – that Moriarty needed psychiatric help and suicide 

prevention.  Michelle also faxed over documents illustrating Moriarty’s recent 

                                                 
6 A special housing assignment only for inmates suffering from a mental disorder 
and is a danger to self or others.   
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psychiatric hospitalizations and suicidal statements made to PERT officers earlier 

in the month.  Still, with full knowledge of Moriarty’s psychotic episode, on-going 

suicidal ideations, and erratic behavior, Moriarty remained segregated with minimal 

observation never to be evaluated by a psychiatrist.  

27. When Moriarty was eventually evaluated, his suicidal ideations went 

overlooked.  What is worse, once Defendant Lissaur and Defendant Daniels 

recommended a 5150 after release the standard of care required them to house 

Moriarty in a place that would offer him comparable monitoring until Moriarty was 

eventually released.  

28. Tragically, hours before his death a “Multi-Disciplinary Meeting” 

occurred and Dr. Goldstein finally recommended Moriarty be sent to the PSU until 

he was released.  (The PSU is located at Central Jail and is comparable to a mental 

health clinic.)  For reasons unknown at this time, it was ultimately determined that 

Moriarty would stay at VDF and be 5150’ed upon release. 

29. Unfortunately, Moriarty is one of many county inmates to have died 

from a preventable suicide.  As stated in a Grand Jury report filed on May 4, 2017, 

“The suicide rate in San Diego County jails is the highest in all of California's large 

county jail systems.  Data from the U.S. Bureau of Justice Statistics show five 

suicides in San Diego County jails in 2013, six in 2014, seven in 2015, and the San 

Diego County Sheriff’s Department confirmed five in 2016.  By contrast, since 

2014, San Bernardino County has had three jail suicides; Los Angeles and Santa  

Clara counties have had one each.  Orange and Sacramento counties have had 

none.”7  Since 2014, San Diego County jails has had eighteen (18) suicides.  

30. Due to the rash of jail suicides, the Grand Jury specifically examined 

the county’s suicide prevention policies and training thereon.  The Grand Jury 

found that the policies “lacked detailed training procedures” and further found the 

                                                 
7 Attached hereto as Exhibit 1 is a true and correct copy is the May 4, 2017, Grand 
Jury Report entitled “Examining the Issue of Suicides in San Diego Jails.”  
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policies did not incorporate “nationally recognized protocols or a clear policy 

statement for suicide prevention.”  

31. The rash of preventable suicides themselves put the county on notice 

that its policies and training were grossly inadequate.  The county’s failure to 

address the inadequacies is a moving force in Moriarty’s death.  Further, the 

Defendants’ indifference to Moriarty’s known signs and/or triggers of suicidal 

ideations is also a moving force in Moriarty’s death.  But for the county and its 

staff’s deliberate indifference, Moriarty would have been properly evaluated, 

housed, and managed.  For these reasons, Michelle, Alexandria, Elijah, and Eternity 

(herein “Plaintiffs”) bring this suit against the County of San Diego and its DOE 

nursing and correctional staff.  

II. 

JURISDICTION 

32. This is a lawsuit for monetary damages and is brought pursuant to 42 

U.S.C. section 1983, et seq., and the Eighth and Fourteenth Amendments to the 

United States Constitution, for wrongful death and violation of constitutional rights 

by Defendants County of San Diego and its DOE staff.  Jurisdiction is founded on 

28 U.S.C. sections 1331 and 1343 and the aforementioned statutory and 

Constitutional provisions.  State law claims for wrongful death, negligence, and 

medical malpractice are alleged as well.  Plaintiffs invoke the Court’s supplemental 

jurisdiction pursuant to 28 U.S.C. section 1367(a) to consider the state law claims. 

III. 

PARTIES 

33. This action arises from the preventable death of Moriarty, who at all 

times mentioned herein was a resident of the county of San Diego, State of 

California.  Plaintiffs Michelle Moriarty, Moriarty’s Successor in Interest, and his 

children Alexandria, Elijah, and Eternity are Moriarty’s only living heirs.  At all 

times mentioned herein, Michelle and her children were residents of the County of 
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San Diego, State of California.  (Declaration of Michelle Moriarty previously 

attached as Exhibit 3 to original complaint [Dkt. 1].)     

34. By and through this complaint, and pursuant to Federal Rule of Civil 

Procedure 17(c)(2), Michelle Moriarty moves this Court to appoint her as guardian 

ad litem on behalf of her children, Alexandria age 17, Elijah age 15, and Eternity 

age 9, for the sole purpose of pursuing this action against the county and its DOE 

nursing and correctional staff.  

35. Defendant County of San Diego (“county”) is, and at all times 

mentioned herein was, a public entity authorized by law to establish certain 

departments responsible for enforcing the laws and protecting the welfare of San 

Diego County citizens.  At all times mentioned herein, Defendant county was 

responsible for overseeing the operation, management, and supervision of the San 

Diego County jails such as VDF, as well as its Corrections Officers, Medical Staff, 

and inmates.  The county is also responsible for developing, implementing, and 

amending jail policies, procedures, and training. 

36. Defendant Dr. Alfred Joshua (herein “Dr. Joshua”) is the San Diego 

Chief Medical Officer for the Sheriff’s Detention Services.  Dr. Joshua is 

responsible for creating, implementing, authorizing, and amending or replacing 

medical policies and medical standards for San Diego county jails.  As such, Dr. 

Joshua promulgated, adopted, and implemented, and/or failed to rectify fatally  

flawed policies which were a moving force in repudiating Moriarty’s constitutional 

rights.  

37. Defendant Escobar was the arresting deputy.  He knew Moriarty 

admitted to being suicidal.  He also testified Moriarty made several suicide-by-cop 

statements.  Despite appreciating Moriarty’s serious medical needs, he failed to 

relay any of this information to VDF staff because he “assumed” they already 

knew.  This violation of county policy was a moving force in Moriarty’s death. 

Based on information and belief, Defendant Escobar resides in San Diego County 
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and was employed by the County of San Diego when he violated Moriarty’s 

constitutional rights.  Defendant Escobar is now correctly named and referred to in 

Plaintiffs’ previous complaint as DOE #1. 

38. Defendant Dwyer was the receiving intake deputy at VDF.  He knew 

an inmate in max restraints would be coming to VDF in need of a safety cell.  

When Moriarty arrived, in max restraints, Defendant Dwyer was informed Moriarty 

was suicidal. Despite the obvious need to relay this information to the intake nurse 

or watch commander, Defendant Dwyer emphatically testified he was under no 

obligation to relay this information.  This violation of county policy was a moving 

force in Moriarty’s death.  Based on information and belief, Defendant Dwyer 

resides in San Diego County and was employed by the County of San Diego when 

he violated Moriarty’s constitutional rights.  Defendant Dwyer is now correctly 

named and referred to in Plaintiffs’ previous complaint as DOE #2.  

39. Defendant Preechar was the receiving intake nurse at VDF.  She was 

explicitly informed by Deputy Lelevier that Moriarty was suicidal and was turned 

away from Central Jail because it did not have an available safety cell.  Defendant 

Preechar did not flag Moriarty as a suicide risk and simply sent him through the 

booking process.  Hours later, Defendant Preechar was advised Moriarty was acting 

psychotic and threatening other inmates.  Defendant Preechar continued to act 

complacent.  This violation of county policy was a moving force in Moriarty’s 

death.  Based on information and belief, Defendant Preechar resides in San Diego 

County and was employed by the County of San Diego when she violated 

Moriarty’s constitutional rights.  Defendant Preechar is now correctly named and 

referred to in Plaintiffs’ previous complaint as DOE #3. 

40. Defendant Weidenthaler was the Sergeant on duty that disregarded 

Nurse Daniels’ recommendation to house Moriarty in a safety cell.  Defendant 

Weidenthaler does not have a formal medical education and was explicitly 

informed by Defendant Daniels that Moriarty was a 5150 candidate.  Defendant 
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Weidenthaler refused to house Moriarty in a safety cell.  This violation of county 

policy was a moving force in Moriarty’s death.  Based on information and belief, 

Defendant Weidenthaler resides in San Diego County and was employed by the 

County of San Diego when he violated Moriarty’s constitutional rights.  Defendant 

Weidenthaler is now correctly named and referred to in Plaintiffs’ previous 

complaint as DOE #4. 

41. Defendant Schroeder was an active participant in the “multi-

disciplinary meeting” concerning Moriarty.  This meeting discussed Moriarty’s 

suicidal and homicidal ideations, as well as Moriarty’s recent diagnoses and 5150s. 

Defendant Schroeder decided not to follow Dr. Goldstein’s recommendation to 

send Moriarty to the PSU even though he decided it was appropriate to 5150 

Moriarty after release.  This indifference to Moriarty’s serious medical need was a 

moving force in Moriarty’s death.  Based on information and belief, Defendant 

Schroeder resides in San Diego County and was employed by the County of San 

Diego when he violated Moriarty’s constitutional rights.  Defendant Schroeder is 

now correctly named and referred to in Plaintiffs’ previous complaint as DOE #5. 

42.  Defendant Mitchell was an active participant in the “multi-

disciplinary meeting” concerning Moriarty.  This meeting discussed Moriarty’s 

suicidal and homicidal ideations, as well as Moriarty’s recent diagnoses and 5150s. 

Defendant Mitchell decided not to follow Dr. Goldstein’s recommendation to send 

Moriarty to the PSU even though he decided it was appropriate to 5150 Moriarty 

after release.  This indifference to Moriarty’s serious medical need was a moving 

force in Moriarty’s death.  Based on information and belief, Defendant Mitchell 

resides in San Diego County and was employed by the County of San Diego when 

he violated Moriarty’s constitutional rights.  Defendant Mitchell is now correctly 

named and referred to in Plaintiffs’ previous complaint as DOE #6. 

/ / / 

/ / / 
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43. Defendant Lissaur was explicitly told by Moriarty that he tried to kill 

himself days before.  Defendant Lissaur knew Moriarty was suffering from a 

psychotic break and recommended several times that Moriarty should be 5150’ed 

after release.  As a psychiatrist Defendant Lissaur knows a person may only be 

5150’ed if they have a severe mental disorder and is a danger to self and others. 

Based on this diagnosis and obvious suicidal ideations, Defendant Lissaur was 

deliberately indifferent by housing Moriarty in an isolated cell with no additional 

monitoring or safeguards.  This indifference to Moriarty’s serious medical need was 

a moving force in Moriarty’s death.  Based on information and belief, Defendant 

Lissaur resides in San Diego County and was employed by Correctional Facilities 

Management Group (herein “CFMG”) when he violated Moriarty’s constitutional 

rights.  Defendant Lissaur is now correctly named and referred to in Plaintiffs’ 

previous complaint as DOE #7. 

44. Defendant Daniels recommended Moriarty be sent to a safety cell a 

day before his death because she knew Moriarty was a danger to himself and others. 

She also knew Moriarty had not taken in medications in over eight (8) days and was 

currently experiencing a psychotic break.  She was also aware of the several 

warnings from Michelle regarding Moriarty’s current mental status.  Despite her 

own recommendation, when Dr. Goldstein recommended Moriarty go to the PSU 

on the morning hours before his death, Defendant Daniels changed her mind and 

recommended Moriarty stay at VDF in an ad-seg cell until he was 5051’ed upon 

release.  As a psychiatric nurse, Defendant Daniels knows a person may only be 

5150’ed if they have a severe mental disorder and is a danger to self and others. 

Based on this diagnosis and obvious suicidal ideations, Defendant Daniels was 

deliberately indifferent by housing Moriarty in an isolated cell with no additional 

monitoring or safeguards.  This indifference to Moriarty’s serious medical need was 

a moving force in Moriarty’s death.  Based on information and belief, Defendant 

Daniels resides in San Diego County and was also employed by CFMG when she 
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violated Moriarty’s constitutional rights.  Defendant Daniels is now correctly 

named and referred to in Plaintiffs’ previous complaint as DOE #8. 

45. CFMG employed and/or was the principle of Defendant Lissaur and 

Daniels.  CFMG contracts with the County of San Diego to provide all psychiatric 

services inside county jails.  Defendant Lissaur and Defendant Daniels were agents 

and/or employees of CFMG and acting under the course and scope of employment 

when they provided psychiatric services to Moriarty.  Based on information and 

belief, CFMG is located in San Diego County and employed Defendant Lissaur and 

Defendant Daniels when they violated Moriarty’s constitutional rights.  For these 

acts, CFMG is vicariously liable.  Defendant CFMG is now correctly named and 

referred to in Plaintiffs’ previous complaints as DOE #9. 

46. The names of the other, individual Sheriff’s Deputies, Corrections 

Officers, and VDF Medical Staff who were responsible for the care and custody of 

Moriarty, and who were responsible for the adhesion to and implementation of 

policies and procedures, or the modification of said policies and procedures, 

designed to insure that the medical needs of the VDF inmates are adequately met, 

are currently unknown to Plaintiffs.  As such, these individuals are sued herein as 

DOES 1-10. 

47. The true names and capacities whether individual, corporate, associate, 

agent or otherwise, of Defendants named herein as DOES 10-20 are unknown to 

Plaintiffs, who therefore sue said Defendants by said fictitious names.  Plaintiffs 

will amend this complaint to show said Defendants true names and capacities when 

the same have been ascertained.  Plaintiffs are informed and believe and thereon 

allege that all Defendants sued herein as DOES 10-20 are in some manner 

responsible for the acts and injuries alleged herein. 

48. At all times mentioned herein Defendants DOES 10-20 were 

employees and/or independent contractors of Defendant County of San Diego and 

in doing the acts hereinafter described acted within the course and scope of their 
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employment.  The acts of all Defendants and each of them were also done under the 

color and pretense of the statutes, ordinances, and regulations of the County of San 

Diego and the State of California.  In committing the acts and/or omissions alleged 

herein, all Defendants acted under color of authority and/or under color of law.  

Plaintiffs sue all public employees named as Defendants in their individual 

capacities. 

49. On October 17, 2016, Plaintiffs filed a claim with the County of San 

Diego.  Their claim was denied on December 9, 2016.  

IV. 

FACTS RELEVANT TO ALL COUNTS 

50. Moriarty was only 43 years old.  He meant the world to his family.  He 

coached his children’s sports teams and helped them with their homework.  He 

provided for his family.  Moriarty was respected and trusted by his church 

congregation and business customers.  He was the model of the perfect father that 

any child would be lucky to have.  No one could predict or understand Moriarty’s 

sudden psychotic break.  

51. In April of 2016, Moriarty started acting strange.  He began forming 

piles of junk in the house and yard as if they were treasures.  He would have manic 

episodes and fits.  He had delusional thoughts that God was speaking to him and 

that he was a prophet sent to protect the world from demons.  After Moriarty made 

a threat to harm himself and his family, Michelle called authorities and Moriarty 

was committed to a psychiatric hospital on a 5150 hold.  Once Moriarty began to 

consistently take his medication, his behavior became less erratic.  However, 

Moriarty had difficulties consistently taking his medication because he believed the 

medication was interfering with his communications with God.  

52. On May 1, 2016, Moriarty made another biblical-like threat to harm 

his family, stating if God asked him to sacrifice his family he would.  This time 

Moriarty was committed to ECMHC on a certified fourteen (14) day hold, which 
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required a court order.  The court also placed a temporary restraining order between 

Moriarty and his children until Moriarty could be rehabilitated and stabilized.  The 

restraining order did not include Michelle, as she wanted to maintain contact so that 

she could help Moriarty.  

53. Moriarty was released from ECMHC on May 12, 2016, with a 

diagnosis of psychosis, bipolar disorder, and mania.  Once Moriarty was discharged 

he told Michelle he was going to stop taking his medication because it interfered 

with his prophecies.  Michelle sent her kids to stay with their grandparents so she 

could help Moriarty through his bout of psychosis.  Approximately a week later, 

Moriarty completely lost control of reality and started living in a trailer on the 

Moriarty property.  

54. During this time Moriarty had two follow up appointments at 

ECMHC, the latest being on May 19, 2016.  As documented in a May 19, 2016 

progress note, a psychiatrist noted Moriarty was still delusional and suicidal.   

55. On May 23, 2016, Moriarty was visiting the office of his business 

partner, Chris.  During their conversation, Moriarty began acting manic and 

threatened to kill himself and his children again.  Chris’ wife called the sheriffs.  

The next evening (May 24, 2016), sheriffs visited Moriarty and determined he was 

“normal.”  The next day, May 25, 2016, Moriarty experienced another psychotic 

episode.  Moriarty began acting erratic.  His brother/neighbor became frightened of 

him and locked the patio door to prevent Moriarty from entering.  Moriarty became 

enraged; he threw a patio table into the sliding glass door and repeatedly threatened 

to kill his brother.  His brother ran out of the house and called the sheriffs.  

56. In response to the sheriffs being called, Moriarty drove away in his 

truck.  He later told authorities God told him to drive the truck with his eyes closed, 

so he did, smashing into parked cars along the way.  One of his neighbors stopped 

him and called the sheriff again.  The neighbor stated that Moriarty was “acting 

crazy and talking incoherently.”  Moriarty then took off on foot.  According to the 
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arrest report, the sheriffs immediately started receiving calls that “there was a male 

who was yelling and screaming and acting ‘crazy.’”   

57. Witnesses reported that Moriarty was lying in the middle of the 

roadway trying to get hit by passing cars.  CHP contacted Moriarty as he was lying 

in the street.  Soon thereafter, sheriffs arrived on scene.  According to the police 

report, Moriarty “started to ramble incoherently about being God’s prophet and that 

God was speaking through him to [the sheriff.]”   

58. Once Deputy Lelevier and Defendant Escobar arrived on scene to 

assist CHP, they noticed the suspect detained by CHP matched the description of 

Moriarty, the vandalism suspect. At this point, Deputies Lelevier and Escobar 

realized that Moriarty was the subject of the three (3) previous radio calls, including 

the suicide call.  While Deputy Lelevier was being briefed by CHP, Defendant 

Escobar stood near Moriarty.  Moriarty told Defendant Escobar he crashed into the 

cars because “God told him to drive with his eyes closed.”  Moriarty also told the 

deputies that he “had just been released from a psych hospital a couple of days 

ago.”  According to the deputies, other than his bizarre behavior, Moriarty 

physically appeared “normal” as he was well groomed and dressed in clean clothes.  

59. During his interactions with the deputies, Moriarty said “I am going to 

disarm you and force you to shoot me.”  Moriarty made two statements to this 

effect while sitting on the curb waiting to be arrested.  Defendant Escobar admitted 

that at the time he thought these were suicidal statements.  Defendant Escobar then 

transported Moriarty to the Rancho San Diego holding station, while Deputy 

Lelevier went to Mesquite Moriarty’s (Moriarty’s brother) house to investigate the 

vandalism call.  While at the holding station, Moriarty made three (3) more 

comments to Defendant Escobar about forcing the deputies to “kill him.”  At one 

point, Moriarty became agitated and began kicking the cell door from inside the 

cell.  Despite being OC sprayed twice, Moriarty continued to kick the cell door and 

requested the deputies “tase [him] to death.”  At this point, Defendant Escobar 

Case 3:17-cv-01154-LAB-AGS   Document 23   Filed 03/21/18   PageID.382   Page 20 of 123



1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

 
 
 
 
  

 

 21  

FIRST AMENDED COMPLAINT              3:17-CV-01154-LAB-AGS  
 

came to the conclusion that Moriarty was having a “mental breakdown.”  Deputy 

Lelevier and Defendant Escobar ultimately placed Moriarty in max restraints and 

transferred him directly to Central Jail. 

60. Prior to April 2016, a county-wide policy required sheriff’s deputies to 

obtain psychological clearance from CMH for any detainee suspected to be suicidal 

prior to transporting the detainee to jail.  However, from April to June of 2016, the 

county implemented a “Pilot Program” which was only in effect at Central Jail.  

The Pilot Program explicitly directed deputies to bypass obtaining psychological 

clearance for suspected suicidal detainees; and instead directed deputies to take 

suicidal detainees directly to Central Jail.  Deputy Lelevier and Defendant Escobar 

testified but for this policy they would have taken Moriarty to County Mental 

Health prior to transporting him to Central Jail.  

61. When Deputy Lelevier and Defendant Escobar arrived at Central Jail – 

prior to acceptance into the jail – Moriarty was asked if he was suicidal.  Moriarty 

said “no” and then immediately said “yes.”  Because Moriarty admitted he was 

suicidal, Sergeant Sawyer informed the deputies he could not accept Moriarty into 

the jail because the jail did not have an available safety cell.  Sergeant Sawyer 

called Sergeant Banks at VDF to see if there was an available safety cell there. 

Sergeant Banks confirmed there was an available safety cell and advised various 

VDF Deputies that Moriarty was en route and required a safety cell.  Deputy 

Lelevier and Defendant Escobar then transported Moriarty to VDF.  While en route, 

Moriarty repeatedly asked the deputies “how long until we arrive at the hospital.”  

62. Because the Pilot Program was only in effect at Central Jail, and not at 

VDF, Deputy Lelevier and Defendant Escobar failed to obtain the required 

psychological clearance prior to transporting Moriarty to VDF.  Had the deputies 

followed policy and transported Moriarty to CMH, they would have learned that 

Moriarty had been 5150’ed two (2) times in the month of May, one being a 14-day 

hold.  They would have also learned Moriarty was suicidal and suffering from a 
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diagnosed psychotic break, as indicated in the CMH records from Moriarty’s 

previous 5150 visit.  This information would have impacted Moriarty’s treatment 

and housing assignment.  However, due to the confusion and lack of training 

surrounding the Pilot Program, Deputy Lelevier and Defendant Escobar did not 

know the Pilot Program was only in effect at Central. 

63. Once Deputy Lelevier and Defendant Escobar arrived at VDF, they 

were contacted by Defendant Dwyer.  During his deposition, Defendant Escobar 

testified that he did not advise any VDF Staff member that Moriarty 1) admitted he 

was suicidal, 2) made several suicidal statements, 3) was suffering from a “mental 

breakdown,” or 4) that he was the inmate that was rejected from Central Jail 

because it did not have an available safety cell.  Defendant Escobar testified he 

“assumed” VDF knew this information.  

64. Conversely, Deputy Lelevier testified he that as soon as he arrived at 

VDF he told Defendant Dwyer that Moriarty was suicidal.  Defendant Dwyer 

testified he recalls being told something about Moriarty being suicidal.  However, 

Defendant Dwyer testified he has no obligation to relay that information to the 

medical staff or to a commanding officer because his only “obligation was to make 

sure Moriarty could walk to the intake nurse under his own power.”  As such, 

Defendant Dwyer, knowing Moriarty was suicidal, and knowing Moriarty was 

likely the inmate from Central Jail that needed a safety cell, failed to relay that 

information to the intake nurse.  Instead, Deputy Dwyer determined Moriarty could 

walk on his own without being restrained and then returned back to his desk.  

65. Once the max restraints were taken off, Deputy Lelevier and 

Defendant Escobar escorted Moriarty to intake nurse Jamie Preechar (herein 

“Defendant Preechar”).  Defendant Preechar was the intake nurse in charge of 

determining whether Moriarty was fit for jail.  Again, Defendant Escobar failed to 

inform Defendant Preechar that Moriarty was actively suicidal or suffering from a 

mental breakdown.  Conversely, Deputy Lelevier informed Defendant Preechar that 
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Moriarty was suicidal and was turned away from Central Jail because it did not 

have an available safety cell.  However, when Defendant Preechar asked Moriarty 

if he was suicidal – a question that must be asked to every inmate before acceptance 

into the jail – Moriarty responded “no.”  Based on that isolated response, Defendant 

Preechar disregarded the information Deputy Lelevier told her.  

66. At 4:30 p.m. that same day, Moriarty was being transferred to Central 

Jail for reasons unknown at this time.  As he was being escorted to the transport 

bus, Moriarty said “he had seen the devil and had just been challenged.”  While on 

the bus, Moriarty began “threatening other inmates and making incoherent 

statements.”  The transporting deputy claimed Moriarty’s behavior was too bizarre 

and that he needed to be taken off the bus.  Deputy Angulo placed Moriarty on a 

“psych hold” to be evaluated on a priority basis.  Moriarty was then placed in an 

administrative segregation cell by himself.  

67. On May 27, 2016, at 2:11 a.m., during a routine security check, 

Moriarty again made several incoherent statements and started hitting and kicking 

the cell door.  Two hours later, during another routine security check, Moriarty told 

a deputy “open this door and put me where those guys are so I can take them all 

on.”  As the deputy walked away, Moriarty began “kicking his cell door and was 

yelling incoherent remarks.”  Michelle called the jail five (5) times on May 27, 

2016, again telling VDF staff that Moriarty needed to be transferred to a psychiatric 

hospital and that he was a danger to himself.  Michelle also informed the jail of the 

medications Moriarty had been prescribed.  

68. On May 28, 2016, Moriarty was evaluated by Dr. Lissaur (herein 

“Defendant Lissaur”) at 11:23 a.m.  The note mentions Moriarty admitted he 

threatened to kill himself on May 24, 2016.  Defendant Lissaur also notes Moriarty 

is “obviously manic,” “irrational,” “delusional,” and “psychotic.”  Defendant 

Lissaur’s medical note mentions Michelle called VDF Jail staff (eight (8) times) 

asking for Moriarty to be 5150’ed to a psychiatric hospital because she was “scared 

Case 3:17-cv-01154-LAB-AGS   Document 23   Filed 03/21/18   PageID.385   Page 23 of 123



1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

 
 
 
 
  

 

 24  

FIRST AMENDED COMPLAINT              3:17-CV-01154-LAB-AGS  
 

for his life.”  Despite Moriarty’s obvious suicidal ideations and the vehement 

warnings from Michelle, Defendant Lissaur failed to have Moriarty adequately 

treated, housed, or monitored and instead sent Moriarty back ad-seg.   

69. Between May 29 and May 30, 2016, Michelle called VDF Jail staff 

eleven (11) times.  Each time Michelle was pleading with medical staff to have 

Moriarty sent to a psychiatric hospital because he was a danger to himself.  On May 

30, 2016, Michelle faxed VDF Nurses an evaluation from a Psychiatric Emergency 

Response Team (herein “PERT”) officer dated May 1, 2016, which noted Moriarty 

was recently held on a 5150 and made comments to PERT officers that he wanted 

to kill himself.  VDF Staff was again put on notice regarding Moriarty’s suicidal 

ideations.  

70. On May 30, 2016, at 8:55 a.m., Moriarty was seen with his feet inside 

the toilet.  A medical note states Moriarty had been “agitated and banging in his 

cell.”  Moriarty was also seen standing naked in his cell responding to “internal 

stimuli.”  When asked why he was naked, Moriarty said, “my clothes are under the 

bed, and I’m naked because I’m talking to God and you need to be naked for some 

special things with God.”  At this point, Moriarty had refused to take medications 

since his incarceration.  

71. At 11:10 a.m., Defendant Lissaur evaluated Moriarty for the second 

time.  Defendant Lissaur noted Moriarty “is currently in bipolar/manic episode and 

remains very symptomatic.  If he is released on 5/31/16, recommend he be take[sic] 

to hospital w a 5150 for in-pt stabilization.”  Of course, in order to be 5150’ed 

Moriarty would have to be suffering from a “severe mental disorder” and be a 

“danger to himself, others or be gravely disabled.”  Astonishingly, despite 

recommending Moriarty be 5150’ed after release, Defendant Lissaur again sent 

Moriarty back to ad-seg rather than utilizing the various housing options available 

at VDF which offer heightened monitoring, suicide prevention and more. 

/ / / 
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72. Moriarty underwent another evaluation the next day at 9:00 a.m. with 

Defendant Daniels.  During that evaluation, Moriarty said “if someone comes in my 

cell tonight, I’m going to kill them.  I need to be in solitary.  I have racing thoughts.  

I need my medications.  I feel violent and I’m gonna go off.”  Despite these 

comments and his bizarre psychotic behavior, Moriarty was again sent back to his 

ad-seg cell.  Within minutes, for reasons unknown, Defendant Daniels changed her 

mind and recommended Moriarty be placed in a safety cell.  However, Defendant 

Weidnthaler refused.  

73. An hour later, VDF Staff had a “multi-disciplinary meeting” 

concerning Moriarty.  Defendant Daniels, Captain Schroeder (herein “Defendant 

Schroeder”), Lieutenant Mitchell (herein “Defendant Mitchell”), and Dr. Goldstein 

were present in the meeting.  Dr. Goldstein recommended sending Moriarty to the 

Psychiatric Security Unit inside Central Jail.  However, it was ultimately 

determined that Moriarty would stay at VDF and be 5150’ed upon release.  Again, 

despite the decision to 5150 Moriarty after release, the “multi-disciplinary 

committee” decided to keep Moriarty in ad-seg instead of getting him the help they 

know he needed. 

74. Approximately twelve (12) hours later, Moriarty was found dead in his 

ad-seg cell.  

75. The following table summarizes Michelle’s 31 calls to VDF staff over 

a six (6) day period.  

/ / / 

/ / / 

/ / / 

/ / / 

/ / / 

/ / / 

/ / /   
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Date of Calls Number of Calls 
 

May 26, 2016 
 

3 calls 

May 27, 2016 
 

5 calls 

May 28, 2016 
 

7 calls 

May 29, 2016 
 

4 calls 

May 30, 2016 
 

7 calls 

May 31, 2016 
 

5 calls 

Total Number of 
Calls 

 

31 calls 

Total Talk Time 3 hours and 14 
minutes 

76. On the Morning of May 31, 2016, Michelle looked up Moriarty on the 

sheriff’s website like she did every morning to see if Moriarty’s status had changed. 

She could not find Moriarty in the system.  Michelle immediately called VDF.  She 

spoke with many representatives from VDF but nobody was willing to tell her the 

truth.  Eventually, she was informed that someone would call her back.  Hours later, 

when dropping off Elijah at school, she received a call from the Coroner’s Office 

informing her Moriarty was dead.  

FIRST CAUSE OF ACTION 

42 U.S.C Section 1983 – 14th Amendment  

[Against Defendants Escobar, Dwyer, Preechar, Weidnthaler, Schroeder, 

Mitchell, Lissaur, Daniels, CFMG, and DOES 10-20 – Deliberate Indifference 

to a Serious Medical Need] 

(Brought by Michelle Moriarty as Successor in Interest to Moriarty) 

77. Plaintiffs reallege and incorporate by reference all paragraphs stated 

above, as though fully set forth herein. 

78. Here, Defendants were on notice of Moriarty’s current suicidal 

ideations and on-going psychotic break.  They were informed Moriarty was arrested 

as he was trying to commit suicide.  Defendant Escobar formed the opinion  
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Moriarty was suicidal because of Moriarty’s several suicide-by-cop statements.  His 

failure to obtain psychological clearance prior to transporting Moriarty to VDF and 

his failure to relay any information to jail staff was a moving force in Moriarty’s 

death.  

79. Once he arrived at VDF, Defendants Dwyer, Preechar, Weidnthaler, 

Schroeder, Mitchell, Lissaur, and Daniels knew Moriarty was actively suicidal, 

experiencing a recent psychotic break, had just been released from a 14-day 

certification hold and received thirty-one (31) calls and three (3) faxes from 

Michelle attesting to Moriarty’s need for psychiatric intervention and suicide 

prevention.  Each Defendant also knew Moriarty had not taken medication in eight 

to nine days.  

80. Aside from Michelle’s warnings and Moriarty’s obvious ideations, 

Moriarty satisfied many noted “triggers” of a potential suicide risk which are set 

forth in the county’s operative suicide prevention policy.  Among the triggers are, 

first time offenders, mental illness, arraignment hearings, and previous suicide 

attempts.  These recognized triggers alone should have sparked further evaluation 

and observation on the part of Defendants. 

81. The facts indicate Defendants were squarely confronted with 

Moriarty’s need for suicide prevention; however, the warning signs and triggers 

that were recognized and acknowledged by staff were not appropriately acted upon.  

82. Still, despite these warnings and pitfalls, Defendants took no 

precautions to prevent Moriarty from taking his own life.  He was not monitored, 

evaluated, or medicated.  He was not given a cellmate.  He was kept away from his 

family.  He was given normal clothes and bedding from which he could choke 

himself. 

83. Further, based on information and belief, Defendants had in their 

possession as of May 30, 2016, mental health records from Moriarty’s recent 

certification hold.  Thus, Defendants had access to Moriarty’s May 12, 2016, and 
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May 19, 2016, assessments claiming Moriarty suffered from psychosis and suicidal 

ideations.  

84. Had Defendants not been deliberately indifferent to Moriarty’s 

obvious medical needs by failing to provide meaningful treatment and medication 

or had staff housed Moriarty in the PSU or on suicide watch/high observation cell, 

Moriarty would not have had the opportunity or means to kill himself. 

85. The Grand Jury Report referenced above cites “65% of suicides occur 

in the first 30 days.”  According to the Suicide Prevention Resource Center, 

inmates are at the highest risk for suicide during their initial days of incarceration.  

The risks increase exponentially when the inmate suffers from mental illness or 

prior suicide attempts.  Given Moriarty’s imminent suicidal ideations and mental 

illness coupled with the triggering event of his first incarceration, it is glaringly 

obvious that Moriarty should have been monitored, evaluated, medicated, and 

properly housed or transferred upon intake.  This is especially so after being 

explicitly advised – thirty-one (31) times – that Moriarty attempted suicide 

moments before his arrest, was currently suffering from a psychotic break and 

released from a fourteen (14) day certified hold just days prior to his incarceration.    

86. In doing the acts and/or omissions herein alleged, Defendants were 

deliberately indifferent to Moriarty’s serious medical needs which resulted in his 

untimely death.  The actions and inactions of Defendants resulted in the violation of 

Moriarty’s rights under the Fourteenth Amendment of the United States 

Constitution. 

87. As a result thereof, Plaintiffs are entitled to damages pursuant to 42 

U.S.C. section 1983 in an amount to be proven at trial. 

88. The aforementioned acts and/or omissions of DOE staff members were 

accomplished with a conscious and deliberate indifference of Moriarty’s rights 

thereby entitling Plaintiffs to an award of exemplary and punitive damages 

according to proof. 

Case 3:17-cv-01154-LAB-AGS   Document 23   Filed 03/21/18   PageID.390   Page 28 of 123



1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

 
 
 
 
  

 

 29  

FIRST AMENDED COMPLAINT              3:17-CV-01154-LAB-AGS  
 

SECOND CAUSE OF ACTION 

42 U.S.C Section 1983 – 14th Amendment  

[Against Defendant County of San Diego – Suicide Matrix Policy] 

(Brought by Michelle Moriarty as Successor in Interest to Moriarty) 

89.  Plaintiffs reallege and incorporate by reference all paragraphs stated 

above, as though fully set forth herein. 

90. VDF’s woefully deficient “Suicide Matrix Policy” was a moving force 

in Moriarty’s constitutional deprivations.  Moriarty was known to be actively 

harboring suicidal ideations and he was known to suffering from an on-going 

psychotic break.  Moriarty attempted suicide minutes before being arrested.  He 

told sheriffs he was purposefully trying to be hit by cars.  His wife called VDF 

thirty-one (31) times and faxed three (3) letters pleading for Moriarty to get the 

psychological help due to his current state.  She stated time and time again that she 

was scared for his life.  Staff also knew Moriarty was refusing to take medication 

and was acting erratically in the form of banging his head on his cell door 

repeatedly.  Despite all of this, Moriarty was not housed in a safety or observation 

cell.  Nor, was he evaluated by a psychiatrist prior to his death. 

91. The county’s failures are numerous.  

92. Based on information and belief, one of the requirements instituted in 

the current suicide matrix relies heavily on the jails working with other partners and 

county agencies that come into contact with inmates prior to and during 

incarceration.  This is to ensure that jail staff is acutely knowledgeable about their 

inmates’ medical and mental conditions as their incarceration continues.  

93. If there was adequate information sharing protocols, jail staff would 

have been required to obtain information from both the on-scene sheriffs and 

ECMHC – a county agency.  At that point, Moriarty would have been flagged as a 

“high suicide risk” pursuant to the current suicide matrix.  In this regard, the 

County’s policy is inadequate.  To magnify this point, VDF’s own jail staff failed to 
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pass-down vital information regarding Moriarty’s past and current suicidal 

ideations when learned from Michelle – on thirty-one (31) occasions.  

94. Similarly, the operative suicide prevention policy delineates certain 

triggers staff should be aware of that indicates a potential suicide attempt.  Moriarty 

displayed several of these triggers.  Such as, first time offender, severe mental 

illness, looming arraignment hearing and previous suicide attempts.  However, as 

addressed in the Grand Jury Report, the suicide prevention policy is silent on how 

to respond or who to inform when such triggers are recognized.  In short, there is no 

procedure to follow once these triggers are recognized.  

95. Thus, not only was Moriarty inadequately processed during intake, 

once VDF staff was explicitly informed of Moriarty’s current suicidal ideations, he 

remained housed in ad-seg rather than being placed in a safety or high observation 

cell.  Still, Moriarty remained unevaluated by a psychiatrist.  

96. Another substantial factor leading to Moriarty’s death is the County’s 

failure to provide adequate access to mental evaluations and treatment plans. 

Despite having been evaluated by a psychiatric nurse who knew Moriarty was 

suffering from a psychotic break and was refusing medicine, Moriarty was deprived 

a meaningful evaluation by a psychiatrist. 

97. Based on information and belief, VDF does not have a psychiatrist on-

site.  Rather, VDF only has psychiatric nurse practitioners on site.  The practitioner 

is to be “supervised” by the psychiatrist; however, supervision is impossible 

without physical monitoring.  In reality, the psychiatrist works form another facility 

and simply reviews the practitioner’s notes and evaluates inmates based on those 

notes.  It is believed that a psychiatrist never evaluates the inmate in person at VDF.  

98. Thus, if providing meaningful psychiatric management is impossible at 

VDF, Moriarty should have been transferred to Central, the only facility in the 

county that had a specialized floor equipped to manage mentally ill inmates. 

/ / / 
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99. The county is well aware of its inadequate policies and treatment of 

known suicidal inmates.  The county currently faces over eight (8) active lawsuit 

stemming from identical allegations.  Further, the County has the dubious 

distinction of having the highest suicide rate among the state’s largest jail systems. 

In light of this pattern, the County instituted new policies and protocols (matrix) in 

2015 (prior to Moriarty’s death) in an effort to reduce suicides, after six (6) in 2014.  

Seemingly, the current matrix, or the training thereon, remains inadequate as there 

were seven (7) suicides in 2015, and five (5) in 2016.  According to Kelly Davis, a 

local reporter for CityBeat, “These numbers are significant in comparison to the 

other five largest jail systems in California.  Since 2014, San Bernardino had three 

jail suicides.  Los Angeles and Santa Clara have had one each; and Orange and 

Sacramento counties have had none.”  Since 2014, there have been at least eighteen 

(18) suicides in San Diego County jails. 

100. Unfortunately, Moriarty is not the only one.  There is a pattern of 

similar constitutional violations due to the county’s inadequate suicide prevention 

policies and training programs.  The sheer number of obvious and preventable 

suicides occurring in county jails across San Diego imputes knowledge on the 

county that its inadequate policies and training were the moving force behind these 

preventable deaths and therefore required modification. 

101. Kelly Davis is a local reporter who has dedicated her career to 

reporting and investigating deaths in San Diego County jails.  She began her series 

of investigations into San Diego jail suicides in 2007.  Since this time she has 

published over a dozen articles highlighting the outrageous pattern of deaths and 

suicides in San Diego County jails.  Not only do the underlying deaths and 

circumstances put the County and its policymakers on actual and constructive 

notice of a pattern of constitutional violations, but Kelly Davis’ countless CityBeat 

publications – in which the County spokeswomen comments in every article –also  
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puts the county on notice of a pattern of constitutional violations.  (Attached hereto 

as Exhibit 2, “60 Dead Inmates.”) 

102. According to Kelly Davis’ research – based on public records requests 

for official death investigation reports and coroner’s reports - there have been 

eighteen (18) suicides in San Diego County jails since 2014.  The following 

incidents are just a few of the deaths in which inmates displayed obvious suicidal 

ideations prior to killing themselves.  These incidents occurred prior to Moriarty’s 

death.  

103. According to a June 2014 publication, “Law Enforcement Review 

Board Finds Deputy Error in Inmate Suicide,” in CityBeat, Kelly Davis reports, 

“the Citizens Law Enforcement Review Board (CLERB), the independent oversight 

body charged with investigating deaths-in-custody and allegations of law-

enforcement misconduct, has twice found that San Diego County sheriff's deputies 

violated policy and procedure in instances of inmate suicides.”  

104. One of those instances involved 27 year-old, Jose Sierra.  Mr. Sierra 

was a mentally ill Mexican citizen who had been arrested for being under the 

influence of a controlled substance.  According to CityBeat, a summary of the 

incident in the CLERB’s June agenda stated, During a security check Deputies 1 

and 2 discovered Sierra hanging from a bed-sheet in his single occupancy locked 

cell … During the previous security check, Deputies 1 and 2 observed and 

unauthorized laundry line affixed to the top bunk in Sierra's cell, and failed to take 

corrective action per Sheriff's Polices & Procedures.  Deputies 1 & 2 failed to 

remove the unauthorized laundry line or confront Sierra to direct its removal, 

actions which may have prevented Sierra from carrying out the suicide at that time.  

(Attached hereto as Exhibit 3.)  

105. Another instance involved a mentally ill inmate, Anna Wade.  In this 

particular case, the CLERB found that the deputy violated policy and procedure by 

logging a security check that did not actually happen.  According to CityBeat, a 
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summary of the incident in the CLERB’s October agenda stated, “Checks are 

supposed to happen hourly, but two hours passed between when Wade was last 

seen alive and when she was found hanging in her cell on April 28, 2013.”  (Exhibit 

3.)  

106. According to an October 2013 publication, “10 More Dead Inmates,” 

in CityBeat, another inmate, Robert Lubsen, displayed suicidal ideations – known 

and ignored by county staff – prior to committing suicide on February 7, 2013.  In 

that case, Mr. Lubsen was arrested by San Marcos campus police for a drug related 

crime.  While he was being detained in the campus holding cell, Mr. Lubsen 

attempted to commit suicide by trying to hang himself with his shoelaces.  The 

attempt was witnessed and stopped by campus police.  Mr. Lubsen was transferred 

the next day to VDF.  During intake it was noted that Mr. Lubsen had ligature 

marks around his neck.  In addition to the ligature mark, VDF “received a tip that 

Robert Lubsen was a risk to himself.  Despite the prior attempted suicide and 

Robert Lubsen’s history with substance abuse.  The San Diego County Sheriffs 

determined the tip was not credible.”  (Attached hereto as Exhibit 4.)  

107. Further, according to a December 2014 publication, “San Diego 

County Sets a Dubious Record for Jail Deaths,” in CityBeat, “Hector Lleras, 36, 

the fifth suicide of the year, twice told jail staff – first a nurse, then a deputy – that 

he was going to kill himself.  On July 1, he was put in a safety cell and then 

released 24 hours later.  Almost exactly 24 hours after that, he was found hanging 

in his Central Jail cell.”  (Attached hereto as Exhibit 5.) 

108. According to that same article, in 2014, another inmate, Christopher 

Carroll, was a mentally ill homeless man who was placed in administrative 

segregation because he was unable to get along with other inmates.  Mr. Carroll had 

scrawled a suicide note on his cell walls using his blood.  Prior to hanging himself 

he had urinated on the floor and stuck food and feces to the ceiling of his cell. 

Carroll was never transferred out of his Ad-seg call.  (Exhibit 5.)  
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109. Jonathan Thomas was a paranoid schizophrenic whom was transferred 

from Atascadero State Hospital to Central Jail.  Central Jail had knowledge that Mr. 

Thomas had attempted suicide multiple times at Atascadero.  Central also knew Mr. 

Thomas had previously jumped twice from the second tier while in custody in 

County Jail.  In 2014, upon a routine commitment hearing, despite knowing about 

Mr. Thomas’ previous suicide attempts, mental conditions, and transfer status, 

Central housed Mr. Thomas on a second tier cell.  Days later Mr. Thomas jumped 

from the second tier sustaining severe injuries.  

110. In February 2014, Kristopher NeSmith hung himself in his general 

population cell.  NeSmith displayed classic triggers of active suicidal ideations; 

such as, previous suicide attempts while in custody, severe mental and personality 

disorders, repeated family warnings of suicidal ideations, recorded admissions of a 

desire to kill himself, and a change in his medication prescriptions.  An hour before 

he hung himself, a deputy saw a noose hanging from NeSmith’s light fixture. 

Instead of taking any proactive measures, the deputy said, “NeSmith, what are you 

trying to do?  Kill yourself?  Take that thing down!”  Nesmith was found dead 

hours later.  

111. Jason Nishimoto’s case is most similar to Moriarty’s.  Jason had never 

had a run-in with the law.  However, Jason was a known paranoid schizophrenic. 

Jason attempted to overdose on prescription pain pills but his brother intervened. 

As he had done in the past, his brother called the authorities to have them take 

Jason in for evaluation.  Jason, and his family, informed the sheriffs Jason was 

trying to kill him.  Instead, Jason was arrested and taken to VDF.  Jason’s mother 

spoke to a psychiatric nurse the following day and informed her Jason was 

schizophrenic and suicidal.  The nurse indicated Jason may not get his medicine 

because it was too expensive but that she would schedule an appointment.  The 

nurse said, “don’t worry mom, we’ll take care of him.”  Jason was then housed in 
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ad-seg.  After three (3) days of seclusion, being un-medicated, and having gone 

unevaluated by a psychiatrist, Jason hung himself.  

112. Further, Pursuant to Federal Rule of Evidence 201 Judicial Notice of 

Adjudicative Facts and Rule 32.1 Citing Judicial Dispositions, Plaintiffs’ request 

this Court take judicial notice of a recent September 12, 2016, Order written by 

Judge Sammartino in NeSmith v. County of San Diego.  In pertinent part, the Order 

states, Plaintiffs’ Second Amended Complaint describes a number of previous 

suicides and events leading up to them in San Diego County jails so as to establish 

a pre-existing pattern that put the county on notice it’s policies and training were 

inadequate and in need of modification.  (Exhibit 6.) 

113. As a result of these preventable suicides, the county has been sued 

several times in the past three (3) years – at least eight (8) times.  These notable 

suicides have garnered intense focus by media sources.  The exposure that has 

resulted from multiple lawsuits and poor media attention caused a Grand Jury to 

investigate the flaws of the county’s suicide prevention program.  

114. According to the Grand Jury Report, the county’s suicide prevention 

program is flawed in four (4) ways, each being implicated in this case.  First, “The 

county’s Policy and Procedures Manual lacks detailed training procedures required 

for correctional officers to effectively reduce suicides.”  Second, “The Policy and 

Procedures Manual does not clearly show the inclusion of nationally recognized 

protocols or a clear policy statement for suicide prevention.”  Third, “The sheriff’s 

department chief medical officer does not employ an in-house staff supervisor for 

contract mental health workers and instead relies on contracted supervision.” 

Lastly, and most importantly, “There is no process in place that calls for continuous 

oversight as part of a suicide-prevention policy.” 

115. Another failure addressed by the Grand Jury is the county’s ill-training 

of deputies in regards to adequate communication of acknowledged ideations and 

warning by family members or by the detainee himself.  If individual staff notice an 
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inmate is displaying suicidal ideations but is not trained on how to react or how to 

communicate what was seen to other staff members, suicide prevention is 

substantively impossible.  

116. Further, as indicated in the Grand Jury Report, the county’s suicide 

matrix policy attempts to focus on the intake process, but there are no meaningful 

protocols that relate to the monitoring of suicidal ideations occurring after intake.  

In short, VDF’s suicide matrix policy does not require continuous follow-ups for 

inmates who answer “yes” to the question, “have you ever attempted suicide?” 

unless they answer “yes” to the question, “are you currently feeling suicidal?”  Had 

there been protocols requiring follow up after intake, Michelle’s warnings would 

have been adhered to and Moriarty should have been assigned to a safety or high-

observation cell.  

117. Another failure noted by the Grand Jury, is the county’s failure to 

employ an in-house psychiatrist or supervisor.  As a result, Moriarty never had a 

clinical evaluation.  

118. Further, as indicated by the Grand Jury, the county’s suicide 

prevention policy, generally speaking, does not incorporate “nationally recognized 

protocols or a clear policy statement for suicide prevention.”  Nationally recognized 

standards for suicide prevention focus on six critical components 1) staff training, 

2) intake screening and assessment, 3) housing, 4) levels of supervisions, 5) 

recognition, and intervention, and 6) administrative review.  

119. Nationally recognized protocols for risk identification include “routine 

screenings and formal mechanisms for determining if arresting or transporting 

officers have pertinent information regarding the inmate’s suicide risk.”  

120. Further, resources cited in the Grand Jury Report state the policies 

“should address a method for what to do if information about an inmate’s possible 

suicide risk comes in from any other source, such as a family member or friend, 

lawyer, probation officer, etc.”  
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121. National standards also recognize a need for a sound classification 

process setting a basis for determining the most appropriate housing for an inmate 

who has a potential suicide risk.  A policy should describe the classification that is 

in place and how suicide risk factors into classification decisions.  (Exhibit 6.) 

122. Standards also include specification of observation standards based on 

a particular category of housing and inmate needs.  Standards require criteria for 

documentation of such checks.  

123. Lastly, and most importantly, national standards focus on 

communication between staff.  “Effective communication protocols is a key 

element of a good suicide prevention policy.  There must be good communication 

among correctional staff members, between correctional staff and medical and 

mental health care providers, and with the inmates themselves.  Communication 

involves both informal sharing of information as well as more formalized 

opportunities, such as shift briefings, multi-disciplinary meetings and de-briefings 

following critical incidents.” 

124. As such, the county was acutely aware it needed to modify its policies 

due to the rash of suicides in 2013-2015.  This is especially so because the county 

has been the focus of several news publications chastising the county for having the 

highest jail-suicide in the state.  Despite this knowledge, the county sat idle.  It is 

the county’s deliberate indifference that ws a moving force in Moriarty’s untimely 

death. 

125. In doing the acts and/or omissions herein alleged, the county was 

deliberately indifferent to Moriarty’s serious medical needs, which caused his 

untimely death.   

126. The aforementioned acts and/or omissions of the county caused a 

violation of Moriarty’s civil rights which was the direct and proximate result of the 

county’s policies, procedures, and training.  

/ / / 
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THIRD CAUSE OF ACTION 

42 U.S.C Section 1983 – 14th Amendment  

[Against Defendant County of San Diego – Pilot Program] 

(Brought by Michelle Moriarty as Successor in Interest to Moriarty) 

127. Plaintiffs reallege and incorporate by reference all paragraphs stated 

above, as though fully set forth herein. 

128. The Pilot Program explicitly and only applied to suicidal detainees. 

The policy required deputies to take suicidal detainees straight to Central Jail and 

explicitly instructed deputies that suicidal detainees were not to be taken for 

psychological clearance prior to being taken to Central Jail.  

129. However, the policy – and training there on – did not set forth 

guidelines to follow when a suicidal detainee was rejected from Central Jail.  

130. As in this case, once Moriarty was rejected from Central Jail - because 

it did not have an available safety cell – the old policy to obtain psychological 

clearance came back into effect when the deputies transported Moriarty to VDF.  

131. However, given the infancy of the program and the lack of meaningful 

training, the deputies did not understand that Moriarty was required to be 

psychologically cleared prior to transport to VDF.  The lack of training on this 

policy is evident.  During the depositions of Deputy Lelevier and Defendant 

Escobar each testified they had no idea that the policy was only in effect at 

Central Jail.  The Lieutenant and Sergeants involved in this matter also had no 

idea this policy was only in effect at Central Jail.    

132. This policy explicitly targets suicidal detainees and instructs deputies 

not to obtain psychological clearance.  This policy was prematurely implemented 

and inadequately trained on.  To no surprise, the Pilot Program was shut down 

within weeks of Moriarty’s death.  

/ / / 

/ / / 
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133. In doing the acts and/or omissions herein alleged, the county was 

deliberately indifferent to Moriarty’s serious medical needs, which caused his 

untimely death.   

134. Had the deputies followed policy and transported Moriarty to CMH, 

they would have learned that Moriarty had been 5150’ed two (2) times in the month 

of May, one being a 14-day hold.  They would have also learned Moriarty was 

suicidal and suffering from a diagnosed psychotic break, as indicated in the CMH 

records from Moriarty’s previous 5150 visit.  This information would have 

impacted Moriarty’s treatment and housing assignment.  However, due to the 

confusion and lack of training surrounding the Pilot Program, Deputy Lelevier and 

Defendant Escobar did not know the Pilot Program was only in effect at Central. 

135. The aforementioned acts and/or omissions of the county caused a 

violation of Moriarty’s civil rights which was the direct and proximate result of the 

county’s policies, procedures, and training.  

FOURTH CAUSE OF ACTION 

42 U.S.C Section 1983 – 14th Amendment 

[Against Defendant County of San Diego – Failure to Train] 

(Brought by Michelle Moriarty as Successor in Interest to Moriarty) 

136. Plaintiffs reallege and incorporate by reference all paragraphs stated 

above, as though fully set forth herein. 

137. VDF’s woefully deficient training was a moving force in Moriarty’s 

constitutional deprivations.  Moriarty was known to be actively harboring suicidal 

ideations and he was known to suffering from an on-going psychotic break.  

Moriarty attempted suicide minutes before being arrested.  He told sheriffs he was 

purposefully trying to be hit by cars.  His wife called VDF thirty-one (31) times and 

faxed three (3) letters pleading for Moriarty to get the psychological help due to his 

current state.  She stated time and time again that she was scared for his life.  Staff 

also knew Moriarty was refusing to take medication and was acting erratically in 
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the form of banging his head on his cell door repeatedly.  Despite all of this, 

Moriarty was not housed in a safety or observation cell.  Nor, was he evaluated by a 

psychiatrist prior to his death.  In short, despite recognition of Moriarty’s obvious 

symptoms and signs of current ideations and Michelle’s thirty-one (31) warnings, 

county staff took no action.  

138. The county is liable for its failure to train its staff to recognize and 

treat a prisoner’s signs, symptoms, triggers, and warnings of imminent suicide. 

139. The Grand Jury found the current policies lack detailed training 

procedures required for correctional officers to effectively reduce suicides.  

140. The Grand Jury Report further indicates “properly trained correctional 

staff is essential.  Just having adequate mental health, medical, or other professional 

staff available seldom prevents suicides because suicides typically take place in 

inmate housing units.  Furthermore, suicides commonly occur at night or on 

weekends, when mental health staff may not be readily available or on-site. 

Therefore, guards and correctional staff trained in suicide-prevention techniques 

and who have subsequently developed an intuitive sense about the inmates under 

their care must be counted on to prevent these incidents.” 

141. The report further states, adequate training “requires a continuum of 

comprehensive suicide prevention services aimed at the collaborative identification, 

continued assessment, and safe management if inmates at risk for self-harm.”  

142. The report also states, “To be effective, suicide-prevention training 

must include consistent and thorough communication among all jail staff.  They 

recommend suicide prevention efforts start at the point of arrest and continue until 

the inmate is released.  During this time, inmates may exhibit certain behaviors that 

indicate a risk of suicide.  If these behaviors are detected and communicated to 

others, the likelihood of a completed suicide will be reduced.  Additionally, 

corrections staff, with proper training, can prevent suicide by establishing trust and  

/ / / 
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communication with inmates in order to observe their actions and pass along what 

they hear and see to other corrections staff.” 

143. Most importantly, the Grand Jury Report states, “The Grand Jury 

believes increased efforts in suicide prevention are required.  The Grand Jury 

understands that the P&PM contains documentation that outlines procedures that 

are formulated to direct the staff on the process to carry out a desired objective. 

However, these standalone procedures are not a suicide-prevention plan.  A suicide-

prevention plan incorporates training, intervention, communications, and 

supervision in a dynamic way that will ensure the correctional officers are focused 

on seeing the triggers that alert them of a possible suicide.”  

144. The Grand Jury even specified its thoughts as to adequate training.  

The report states, “The Grand Jury believes that suicide-prevention training should 

not be just a scheduled class.  Instead, it should be a continuous charge to be 

mindful of suicide characteristics.  Effective suicide-prevention communication 

should not be just a comment posted to the Jail Information Management System 

(JIMS).  It should also be the mental health nurse talking to the on-duty jail staff 

about the condition of an inmate.”  

145. It further specifies, “‘The initial training should include instruction 

regarding administrator and staff attitudes about suicide and how negative attitudes 

impede suicide-prevention efforts, why correctional facilities’ environments are 

conducive to suicidal behavior, potential predisposing factors to suicide, high-risk 

suicide periods, warning signs and symptoms, how to identify suicidal inmates 

despite a denial of risk, components of the facility’s suicide-prevention policy, and 

liability issues associated with inmate suicide.  The two hour refresher training 

should review the topics discussed during the initial training and also describe any 

changes to the facility’s suicide prevention plan.  The annual training should also 

include a general discussion of any recent suicides and/or suicide attempts in the 

facility.’”  These failures are implicated in Moriarty’s death.   
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146. Akin to the allegations set forth in the Second Cause of Action, the 

county was on notice via a pattern of similar preventable suicides, unfavorable 

medial publication that its training was inadequate and therefore caused many 

untimely suicides.  Despite this knowledge, the county sat idly by.  This is 

deliberate indifference.  

147. In doing the acts and/or omissions herein alleged, the county was 

deliberately indifferent to Moriarty’s serious medical needs, which caused his 

untimely death.   

148. The aforementioned acts and/or omissions of the county caused a 

violation of Moriarty’s civil rights which was the direct and proximate result of the 

county’s policies, procedures, and training.  

 FIFTH CAUSE OF ACTION 

42 U.S.C Section 1983 – Due Process – Deprivation of Familial Relationships 

[Against Defendants Escobar, Dwyer, Preechar, Weidnthaler, Schroeder, 

Mitchell, Lissaur, Daniels, CFMG, and DOES 10-20] 

 (Brought by Michelle Moriarty, individually and as Guardian Ad Litem to 

Alexandria, Elijah, and Eternity Moriarty) 

149. Plaintiffs reallege and incorporate by reference the foregoing 

paragraphs stated above as though fully set forth herein. 

150. Defendants’ acts and/or omissions hereinabove described was so 

egregious and outrageous it would shock the contemporary conscience.  Moriarty 

was attempting to commit suicide minutes before he was arrested.  He told sheriffs 

he was released days prior from a fourteen (14) day certification hold and was 

diagnosed with manic psychosis.  Once at VDF, Moriarty was erratic and refusing 

medication.  His wife Michelle called VDF thirty-one (31) times and sent three (3) 

faxes begging for Moriarty to get the psychological help he needed.  Each time 

stressing Moriarty’s suicidal ideations.  On one occasion, Moriarty was to be placed 

in a safety cell but ultimately was not.  On a second occasion, Moriarty was going 
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to be sent to the PSU but ultimately did not.  All the while, each Defendant 

intended on placing Moriarty on a 5150 after release.  

151.  All of this was ignored.  Moriarty remained secluded, unmonitored, 

and unmediated.  As a result, Michelle, Alexandria, Elijah, and Eternity were 

deprived of their constitutional right to familial association, society, and 

companionship, without due process of law, in violation of the Fourteenth 

Amendment of the United States Constitution. 

152. These facts, in conjunction with the county’s overall position that its 

policies are adequate despite having the highest suicide rate in the state, equates to 

conduct that shocks the conscience.  

SIXTH CAUSE OF ACTION 

Negligence 

[Against Defendants Joshua, Escobar, Dwyer, Preechar, Weidnthaler, 

Schroeder, Mitchell, Lissaur, Daniels, CFMG, and DOES 10-20] 

(Brought by Michelle Moriarty, individually and as Guardian Ad Litem to 

Alexandria, Elijah, and Eternity Moriarty) 

153. Plaintiffs reallege and incorporate by reference the foregoing 

paragraphs stated above as though fully set forth herein. 

154. Defendants, and each of them, have a duty to monitor, supervise, 

operate, and manage VDF and its inmates in a manner so as to prevent the acts 

and/or omissions alleged herein.  Said Defendants owed Moriarty, as an inmate in 

Defendants’ custody, care, and control, a duty of due care to protect his health and 

physical safety. 

155. Defendants were negligent and their conduct fell below a reasonable 

standard of care when they failed to discharge their duties as custodians of 

Moriarty.  It was foreseeable that as a result of Defendants’ acts and omissions, as 

described above, Moriarty, known to have imminent suicidal tendencies and 

suffering from a sudden and severe psychotic break, would attempt to kill himself.  
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156. The fact that Moriarty admitted to sheriffs that he attempted suicide 

minutes before his arrest and was just released from a fourteen (14) day 

certification hold, county staff did nothing.  Instead, they housed him in an isolated 

cell with clothes and bedding allowing for ease and access to kill himself.  They 

compounded their inaction by failing to evaluate and medicate a known inmate 

suffering from psychosis.  Defendants’ breach proximately caused the injuries and 

damages to Moriarty as alleged herein. 

157. Further, Dr. Joshua was negligent due to his personal failure to modify 

the county’s suicide prevention program.  Dr. Joshua knew inmates were dying at a 

rate far surpassing the average.  He knew the county was facing numerous lawsuits 

claiming the policies and training were inadequate.  Still, Dr. Joshua failed to 

respond.  Even in the face of scathing news publication, ominous statistics, and 

Grand Jury investigations, Dr. Joshua failed to modify the county’s suicide 

program.  His failure to do so was the direct and proximate cause in Moriarty’s 

untimely death.  

158. Due to their callous, oppressive, and malicious conduct, Plaintiffs 

request punitive damages. 

SEVENTH CAUSE OF ACTION 

Medical Malpractice 

[Against Defendants Joshua, Preechar, Lissaur, Daniels and DOES 10-20] 

(Brought by Michelle Moriarty as Successor in Interest to Moriarty) 

159. Plaintiffs reallege and incorporate by reference all paragraphs stated 

above, as though fully set forth herein. 

160. Defendants had a duty to operate and manage VDF in a manner so as 

to prevent the acts and/or omissions alleged herein.  Said Defendants owed 

Moriarty, as an inmate in the county’s custody, care, and control, a duty of due care 

to protect his health and physical safety. 

/ / / 
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161. Defendants were negligent in their administering of medical care. 

Defendants either failed to give medical care or gave such care that falls below the 

standard of reasonable care when they failed to discharge their duties as custodians 

and/or medical professionals.  It was foreseeable that as a result of Defendants’ acts 

and omissions, as described above, Moriarty, known to have suicidal tendencies 

and mental illnesses, would attempt to kill himself absent meaningful treatment and 

monitoring.  Defendants’ breach proximately caused injuries and damages to 

Moriarty as alleged herein. 

162. Further, Dr. Joshua was medically negligent due to his personal failure 

to modify the county’s suicide prevention program.  Dr. Joshua knew inmates were 

dying at a rate far surpassing the average.  He knew the county was facing 

numerous lawsuits claiming the policies and training were inadequate.  Still, Dr. 

Joshua failed to respond.  Even in the face of scathing news publication, ominous 

statistics, and Grand Jury investigations, Dr. Joshua failed to modify the county’s 

suicide program.  His failure to do so was the direct and proximate cause in 

Moriarty’s untimely death.  

EIGHTH  CAUSE OF ACTION 

Wrongful Death 

[Against Defendants Joshua, Escobar, Dwyer, Preechar, Weidnthaler, 

Schroeder, Mitchell, Lissaur, Daniels, CFMG, and DOES 10-20] 

 (Brought by Michelle Moriarty, individually, and as Successor in Interest to  

Moriarty) 

163. Plaintiffs reallege and incorporate by reference all paragraphs stated 

above, as though fully set forth herein.    

164. As a result of Defendants negligent reaction and treatment of 

Moriarty’s serious medical needs, Moriarty suffered a painful and untimely death. 

/ / / 

/ / / 
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165. The negligent actions/inactions of Defendants is detailed above.  Their 

failure to react appropriately, or at all, amounts to a breach of duty and was the 

direct and proximate cause of Moriarty’s death. 

166. Dr. Joshua is the Chief Medical Officer for the Sheriff’s Department 

and is in charge of developing, implementing and, if need be, modifying existing 

policies.  Dr. Joshua was acutely aware the county’s suicide prevention program 

was inadequate and in need of modification.  Despite eighteen (18) suicides since 

2014, Dr. Joshua failed to implement an adequate program.  His failure amounts to 

a breach of duty and was the direct and proximate cause of Moriarty’s death.  

167. By reason of Moriarty’s death, his heirs have suffered and continue to 

suffer loss of society, companionship, comfort, care, guidance, financial support, 

and other services as a result of Moriarty’s preventable death. 

PRAYER FOR RELIEF 

WHEREFORE, Plaintiffs pray for the following relief: 

1. For compensatory, general, and special damages against each 

Defendant, jointly and severally, in an amount according to proof; 

2. For punitive and exemplary damages against each individually named 

Defendant in their individual capacity in an amount appropriate to punish 

Defendants and deter others from engaging in similar misconduct; 

3. For costs and reasonable attorney's fees pursuant to 42 U.S.C. section 

1988 and as otherwise authorized by statute or law; and 

4. For such other relief, including injunctive and/or declaratory relief, as 

the Court may deem proper. 

/ / / 

/ / / 

/ / / 

/ / / 

/ / / 
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REQUEST FOR JURY 

Plaintiffs hereby request a jury trial in this action. 
 
      Respectfully submitted, 
 
      MORRIS LAW FIRM, APC 
 
 
 

Dated: March 21, 2018       s/ Danielle R. Pena       
      Danielle R. Pena, Esq. 
      dpena@morrislawfirmapc.com 

Christopher S. Morris, Esq. 
      cmorris@morrislawfirmapc.com 

Attorneys for Attorneys for Michelle 
Moriarty, as Successor in Interest and 
Guardian Ad Litem to Alexandria, Elijah and 
Eternity Moriarty  
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SAN DIEGO COUNTY GRAND JURY 2016/2017 (filed May 4, 2017) 

AMENDED GRAND JURY REPORT 

EXAMINING THE ISSUE OF SUICIDES IN SAN 

DIEGO JAILS 
 

SUMMARY 
The suicide rate in San Diego County jails is the highest in all of California's large county 

jail systems. According to the San Diego County Sheriff’s Department (Sheriff’s 

Department), 46 people have committed suicide in San Diego County jails in the past 12 

years. The 2016/2017 San Diego County Grand Jury (Grand Jury), responding to public 

concern, investigated why the number of suicides in San Diego County jails is so high. 

 

The Grand Jury noted during its detention facilities inspections that, in an attempt to 

reduce suicides in the jails, the Sheriff’s Department has recently added enhanced 

observation housing modules, new safety cells, and medical isolation cells. In March 

2016, the Sheriff’s Departments Detention Services Bureau updated its Policy and 

Procedures Manual (P&PM) to include procedures for the use of these units. In spite of 

these efforts, the suicide rate remains high.  

 

The Grand Jury found that the P&PM lacks detailed training procedures required for 

correctional officers to effectively reduce suicides and believes that training must address 

the specialized communication skills required to be effective. Further, the P&PM does 

not clearly show the inclusion of nationally recognized protocols or a clear policy 

statement for suicide prevention.  

 

The Grand Jury also learned that the Sheriff Department’s Chief Medical Officer does 

not employ an in-house staff supervisor for the contract mental health workers and 

instead relies on contracted supervision.  

 

Finally, the Grand Jury did not find a process that calls for continuous oversight as part of 

a suicide-prevention policy. In light of these findings, the Grand Jury recommends an 

update to the Policy and Procedures Manual, the hiring of a full-time professional mental 

health staff member to supervise all professional mental health workers, and the 

establishment of a suicide-prevention oversight group. 

 

INTRODUCTION 
California Penal Code §919b mandates that the Grand Jury annually inquire into the 

condition and management of all public jails within the county. As part of its inquiry, the 

Grand Jury paid particular attention to the number and frequency of suicides within the 

jails and  examined the policies and procedures the Sheriff’s Department employs as 

preventive measures. The Grand Jury’s intent was to identify the reasons that San Diego 

County’s jails are experiencing a higher suicide rate than jails in other California 

counties. 

50
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PROCEDURE 
The Grand Jury examined a large volume of jail suicide-prevention research, including 

published policies, procedures, and recommendations, including the following: 

  

 The San Diego County Sheriff’s Department Detention Services Bureau 

Policy and Procedures Manual 

 The San Diego County Sheriff’s Department Medical Services Divisions 

Policy and Procedures Manual. 

 

The Grand Jury also interviewed officials from the San Diego Sheriff’s Department 

medical staff and re-entry services and asked many questions of detention officers during 

visits to all detention facilities.       

 

DISCUSSION  
The suicide rate in San Diego County jails is the highest in all of California's large county 

jail systems. Data from the U.S. Bureau of Justice Statistics show five suicides in San 

Diego County jails in 2013, six in 2014, seven in 2015, and the San Diego County 

Sheriff’s Department confirmed five in 2016. By contrast, since 2014, San Bernardino 

County has had three jail suicides; Los Angeles and Santa Clara counties have had one 

each. Orange and Sacramento counties have had none.
1,2

 

 

During the last several years, media sources have focused intently on the number of 

suicides in San Diego jails. All of these news reports have an effect on what the 

community thinks about the correctional staff’s ability to control suicides and keep 

inmates safe. According to numerous news stories, a 21-year-old Marine in 2014 hanged 

himself in the Vista Detention Facility despite jail officials’ knowledge of numerous 

previous suicide threats. Other news stories reported that, in 2015, another inmate’s 

family repeatedly cautioned jail officials that their relative was suicidal, yet the inmate 

did not receive the necessary oversight to prevent him from hanging himself in his cell.
 
 

 

In order to clarify and understand the issue of suicides in the San Diego County jails, the 

Grand Jury investigated the issue. The Grand Jury’s goal in its investigation was to 

identify and recommend tested, successful methods for preventing jail suicides not fully 

implemented in our jails. 

 

The Grand Jury acknowledges that the Sheriff’s Department is experiencing 

unprecedented challenges in accommodating and treating inmates with mental health 

problems. Estimates by recognized experts suggest about 15 percent to 20 percent of jail 

  

                                                 
1
 Bruno, Bianca, “Jail Death Cases Pile Up in San Diego County,” Courthouse News Service. August 10, 

2016. http://www.courthousenews.com/2016/08/10/jail-death-cases-pile-up-in-san-diego-county.htm 
2
 Davis, Kelly, “Suicides still plague county jail,” San Diego Union-Tribune. December 16, 2015. 
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inmates nationwide may be suffering from serious mental illness.
3
 With an average daily 

population of about 5,000, that means approximately 800 inmates with serious mental 

illness could be in San Diego County jails at any given time.  

 

Clearly, dealing with mental illness and suicide prevention within the county jails is an 

ongoing concern. According to the National Institute of Corrections, properly trained 

correctional staff is essential. Just having adequate mental health, medical, or other 

professional staff available seldom prevents suicides because suicides typically take place 

in inmate housing units. Furthermore, suicides commonly occur at night or on weekends, 

when mental health staff may not be readily available or on-site. Therefore, guards and 

correctional staff trained in suicide-prevention techniques and who have subsequently 

developed an intuitive sense about the inmates under their care must be counted on to 

prevent these incidents.  

 

“The greatest challenge for those who work in the correctional system is to view the issue 

as one that requires a continuum of comprehensive suicide-prevention services aimed at 

the collaborative identification, continued assessment, and safe management of inmates at 

risk for self-harm.”
4
 The Grand Jury believes this statement indicates that all corrections 

staff must be focused on suicide prevention at all times. 

 

Recognized experts say that, to be effective, suicide-prevention training must include 

consistent and thorough communication among all jail staff. They recommend suicide-

prevention efforts start at the point of arrest and continue until the inmate is released. 

During this time, inmates may exhibit certain behaviors that indicate a risk of suicide. If 

these behaviors are detected and communicated to others, the likelihood of a completed 

suicide will be reduced. Additionally, corrections staff, with proper training, can prevent 

suicide by establishing trust and communication with inmates in order to observe their 

actions and pass along what they hear and see to other corrections staff. 

 

The Grand Jury believes that effective communication must exist in several areas and that 

this is key in suicide prevention. These areas include the following: 

 Communication between people who come in contact with the inmate before 

booking (arresting officer and transport officers) and the people receiving the 

inmate (nurses and gatekeepers) at the jail during intake 
 Communication between intake personnel and the internal correctional staff, 

including professional staff (medical and mental health personnel) 
 Communication between all staff and the potentially suicidal inmate in order to 

ensure the safety of all involved  

                                                 
3
 “More Mentally Ill Persons Are in Jails and Prisons than Hospitals: A Survey of the States,” Treatment 

Advocacy Center, May 2010, 

http://www.treatmentadvocacycenter.org/storage/documents/final_jails_v_hospitals_study.pdf (accessed 

August 2016). 
4
 “National Study of Jail Suicide: 20 Years Later,” National Institute of Corrections (U.S. Department of 

Justice), 2010, http://static.nicic.gov/Library/024308.pdf  (accessed September 2016). 
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In addition to saving lives, the County avoids unnecessary human suffering and liability 

when an effective training program is in place. 

 

In studying the P&PM, the Grand Jury concentrated on the policies and procedures 

pertaining to suicide-prevention training. The Grand Jury then examined national jail 

suicide data because it provided more research reports. The increased number of suicide 

victims studied allowed the demographic data to be more comprehensive.  

 

The findings in the documentation for jail suicides and the training to prevent jail suicides 

were similar in content. Table 1 summarizes the reports: 

 

Published Protocols Related to Jail Suicides 
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Training in suicide prevention X X X X X 

Identification of suicide risk X X X X X 

Communication needed between all staff and inmate X X X X X 

Housing for safety of suicidal inmate X X X X X 

Observation plan X X X X X 

Evaluation by mental health staff X X X X  
Referral by mental health staff X X X X  
Reporting, all staff to submit statements X X X X  
Mortality-morbidity review to look at facts and make 

recommendations X X X X 
 

Notification to all appropriate staff X X X   
Critical Incident Stress Debriefing (CISD): talk to involved 

staff within 72 hours X X    
Treatment plan X    X 

Social intervention: do not cut off social contacts     X 
Intervention by trained staff with first aid knowledge and 

assume inmate is alive 
 

X X X 
 

 
Table 1 

                                                 
5
 “National Study of Jail Suicide: 20 Years Later,” National Institute of Corrections (U.S. Department of 

Justice), 2010. 
6
 Marty Drapkin, “Writing a Suicide Prevention Policy,” CorrectionsOne, October 20, 2007. 

7
 Lindsay M. Hayes, “Prison Suicide,” An Overview and Guide to Prevention, National Institute of 

Corrections, June 1995. 
8
 Lindsay M. Hayes, “Guide to Developing and Revising Suicide Prevention Protocols within Jails and 

Prisons,” National Center on Institutions and Alternatives, 2011. 
9
 “Preventing Suicide in Jails and Prisons,” World Health Organization, Department of Mental Health and 

Substance Abuse, 2007. 
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In Section A.1, the Sheriff’s Department’s P&PM states, “The Sheriff’s detention 

facilities shall be operated in accordance with established Department Policy and 

Procedures, California State Law, applicable case law and acceptable professional 

standards.”
10

  

 

The Grand Jury believes that Table 1 highlights the minimum protocols required for a 

detention facility’s policy and procedures manual. Each report lists the protocols needed 

for a comprehensive suicide-prevention program. Five of the protocols were used in all 

five reports, four of the protocols were used in four, and three of the protocols were used 

in two or fewer of the reports. (Because these three protocols are not unique to suicide 

prevention, they could have been included in another section of the policy and procedures 

manual.) 

 

The Grand Jury believes that the San Diego Sheriff’s Department P&PM does not 

include adequate policy regarding suicide prevention, and there is no discussion on 

protocols to be used or how compliance will be ensured. The Grand Jury believes the 

suicide-prevention policy should be clearly stated for the P&PM users to know what 

attitude to have and what actions to take. The policy should state the attitude of 

management toward suicide prevention, the protocols to be used, and how oversight will 

be enforced. 

 

The Grand Jury also noted that the assumed triggers for suicide varied. Experts claim that 

two main causes exist for suicide in jail: First, the jail’s environment itself contributes to 

suicidal tendencies. Second, the inmate is in a crisis situation, a condition that jail staff 

repeatedly verified during the Grand Jury’s visits to detention facilities. Inmates are 

fearful of the immediate future and the consequences of their crime, they have lost 

control over their lives, and they are isolated from family and friends. The psychological 

effect of incarceration, combined with drug and alcohol use and withdrawal, exacerbate 

mental illness symptoms and can lead to suicide. Incarceration is stressful on every level, 

and that alone is enough to provoke suicide ideation.
11

 

 

One study showed that 65 percent of suicides occur in the first 30 days of incarceration 

and 85 percent in the first four months, but it also shows suicide can occur at any time. 

 

The Grand Jury believes increased efforts in suicide prevention are required. The Grand 

Jury understands that the P&PM contains documentation that outlines procedures that are 

formulated to direct the staff on the process to carry out a desired objective. However, 

these standalone procedures are not a suicide-prevention plan. A suicide-prevention plan 

incorporates training, intervention, communications, and supervision in a dynamic way 

                                                 
10

 Policy and Procedure Manual, Detention Services Bureau, San Diego County Sheriff’s Department, 

https://www.sdsheriff.net/documents/pp/dsb-20160310.pdf, (accessed October 2016). 
11

 “National Study of Jail Suicid: 20 Years Later,” National Institute of Corrections (U.S. Department of 

Justice), 2010. 
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that will ensure the correctional officers are focused on seeing the triggers that alert them 

of a possible suicide.  

 

According to the P&PM, Section D.1, “The Detention Facility Training Program will 

have policies and procedures to ensure training programs for all employees are 

specifically planned, coordinated, supervised, and evaluated.”
12

 

 

The Grand Jury believes that suicide-prevention training should not be just a scheduled 

class. Instead, it should be a continuous charge to be mindful of suicide characteristics. 

Effective suicide-prevention communication should not be just a comment posted to the 

Jail Information Management System (JIMS). It should also be the mental health nurse 

talking to the on-duty jail staff about the condition of an inmate. A suicide plan should 

foster the belief by all workers that “a suicide will not happen on my watch.” 

 

The National Institute of Corrections strongly recommends that all correctional, medical, 

and mental health personnel receive eight hours of initial suicide-prevention training and 

two hours of refresher training in subsequent years.  

 

“The initial training should include instruction regarding  administrator and staff attitudes 

about suicide and how negative attitudes impede suicide-prevention efforts, why 

correctional facilities’ environments are conducive to suicidal behavior, potential 

predisposing factors to suicide, high-risk suicide periods, warning signs and symptoms, 

how to identify suicidal inmates despite a denial of risk, components of the facility’s 

suicide-prevention policy, and liability issues associated with inmate suicide. The two-

hour refresher training should review the topics discussed during the initial training and 

also describe any changes to the facility’s suicide prevention plan. The annual training 

should also include a general discussion of any recent suicides and/or suicide attempts in 

the facility.”
13

 

On several occasions, the San Diego County jail staff stated that they visited the Texas 

prison system to discover lessons learned in lowering its suicide rates. A Dallas Morning 

News article cited changes made to mental health training for Texas prison system 

officers: “This year, the criminal justice department beefed up mental health training for 

officers. New cadets receive more than 33 hours of mental health training, and those 

already on the job get monthly sessions . . . The training is designed to help officers 

recognize signs of a mental health crisis.”
14

 

                                                 
12

 Policy and Procedure Manual, Detention Services Bureau, San Diego County Sheriff’s Department, 

https://www.sdsheriff.net/documents/pp/dsb-20160310.pdf, (accessed October 2016). 
13

 “National Study of Jail Suicide: 20 Years Later,” National Institute of Corrections (U.S. Department of 

Justice), 2010, http://static.nicic.gov/Library/024308.pdf (accessed September 2016). 
14

 Brandi Grissom, “Suicides and Attempts on the Rise in Texas Prisons,” Dallas Morning News, August 

29, 2016, http://www.dallasnews.com/news/texas/2015/11/28/suicides-and-attempts-on-the-rise-in-texas-

prisons (accessed September 2016). 
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The Grand Jury concurs with the Dallas Morning News article and believes annual 

training of two hours may be inadequate. (However, after the correctional staff has been 

trained in constant awareness of the signs of potential suicide risk and regular, periodic 

on-the-job training is in place, then two hours of formal training per year may be 

adequate.) In order to keep suicide-prevention skills fresh, the training must be timely. In 

fact, the Grand Jury believes the training could include a brief reminder every week by 

the watch captain about suicide-prevention skills. 

 

The Grand Jury reviewed a Sheriff’s Department training document containing a detailed 

list of factors indicating a risk for inmate suicide, along with possible characteristics of a 

suicidal inmate. The list was good, but the document did not state how often the training 

might take place.  

 

There are at least three different stages where at-risk suicidal inmates can be identified: at 

the time of arrest and intake, at the time the inmate is housed in a secure cell, and at the 

time the inmate is in mainline housing. The requirements for safety cell use in the P&PM, 

Section J, clearly state that the safety cell is temporary housing, typically lasting for only 

a few hours. This is a clear suggestion that inmates should remain in suicide counseling 

and observation as they are moved to more appropriate housing. The Grand Jury 

recognizes that these three different stages call for three training scenarios that require 

different training for each one, but it would support a consistent suicide-prevention plan. 

 

In San Diego County jails under the jurisdiction of the San Diego County Sheriff’s 

Department, those working in suicide prevention include private contract personnel and 

jail staff. The Grand Jury believes it is important that they are working from the same 

plan; therefore, it is important they receive the same training. The training period is when 

all suicide-prevention workers will learn about the jail staff’s attitude about enforcement 

of the suicide policy.  

 

The Grand Jury found that most County health departments use private contract 

personnel as their mental health workers. In the jails, psychiatrists are contract workers, 

including the supervisor, who reports to the Chief Medical Officer. The jail has 

responsibility for all services for all inmates with mental health problems (including drug 

and alcohol abuse), suicide prevention, and inmates in the re-entry facility. The Grand 

Jury believes coordinating these functions should be the responsibility of a full-time 

employee, specifically, a mental health professional. 

 

The P&PM in Section M.7 states that after an inmate death in the detention facility, “A 

meeting shall be held after all autopsy and other pertinent reports have been received to 

discuss findings with the Detention Services Bureau and facility command staff, Sheriff's 

legal counsel, and medical services administration. As appropriate, the detention facility 
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supervising nurse, psychiatric director, and other staff who are relevant to the incident, as 

deemed appropriate by the medical services administrator, shall also be included.”
15

 

 

Section M.7 does not appear to provide for any input regarding the policies and 

procedures or training group, nor does it provide for any real-time monitoring or updating 

of the suicide plan, which the Grand Jury believes is a necessary component of suicide-

prevention efforts.  

 

The Grand Jury noted that the Sheriff’s Department instituted new protocols in early 

2015 to reduce suicides in the jails. These new protocols affected various procedures and 

resulted in changes to the facilities. The Grand Jury does not believe these changes were 

an indication of operational problems in the jails; on the contrary, a new emphasis was 

instituted. In the same manner, the Grand Jury’s recommendations merely suggest a 

change in emphasis is needed. 

 

The 2015 changes did coincide with a seven-month period with no suicides. Yet, after 

that seven-month period, suicides returned to previous levels. The Grand Jury believes 

that the new protocols showed that management placed an increased importance on 

suicide prevention, which could have motivated the jail staff to increase attention to 

suicide prevention. But because there was no sustained effort to maintain that motivation, 

the number of suicides returned to previous levels. 

 

As the Grand Jury conducted research to find an approach for suicide prevention that was 

not in use at the jails, a scheduled inspection by the Grand Jury took place at one of the 

San Diego jails. Near the end of the inspection, a correctional officer was asked if a 

suicide had occurred in that facility. The answer was no, then a pause, and then “No, 

there have been no suicides in this facility. You are not allowed to die in this facility.” 

This was the only time the Grand Jury heard a correctional officer with the attitude that 

suicides are not acceptable in jail. As a result, the Grand Jury looked for a way to instill 

in the minds of all correctional staff the attitude that suicides are unacceptable. During 

this process, the Grand Jury concluded that procedures alone would not change attitudes, 

but policy could, and continuing training on multiple levels is necessary to change 

attitudes. 

 

The Grand Jury offers three simple recommendations: 

 

 Senior management needs to adopt a clear policy stating the attitude and protocols 

needed to minimize suicides in the jails. 
 The training needs to include ongoing instruction for all staff and mental health 

personnel working with at-risk inmates. 

 Supervisors need to oversee the training to ensure compliance with the policy. 

                                                 
15

 Policy and Procedure Manual, Detention Services Bureau, San Diego County Sheriff’s Department, 

https://www.sdsheriff.net/documents/pp/dsb-20160310.pdf, (accessed October 2016). 
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The Grand Jury believes these recommendations can be implemented quickly at low cost 

and will reduce suicides. 

 

FACTS AND FINDINGS 
Fact: The Sheriff’s Department P&PM, Section A.1, Purpose, states that operation of 

detention facilities shall comply with its own policy and procedures, state law, case law, 

and professional standards. 

 

Fact: The Sheriff’s Department P&PM states that inmates who are recognized and 

observed as being a potential suicide risk shall be assessed for consideration of placement 

into an Inmate Safety Program housing option. Sworn staff shall immediately notify 

medical staff and the watch commander of any inmate that presents a potential danger to 

self, danger to others, or unable to care for self. 

  

Finding 01: The Policy and Procedures Manual does not contain a comprehensive 

overall suicide-prevention plan with a policy statement listing the protocols (professional 

standards) to be used, nor does it clearly state that suicide-prevention principles must be 

in effect at all times.  

 

Fact: The Sheriff’s Department P&PM requires training programs for all employees. 

 

Fact: The Sheriff’s Department P&PM states that training is defined as an organized, 

planned, and evaluated activity designed to achieve specific learning objectives through 

classroom studies and closely supervised on-the-job training.  

 

Fact: The Sheriff’s Department P&PM states that staff development is defined as an 

organized, planned, and evaluated activity designed to further increase the staff members’ 

level of competence, which enables them to function more effectively.  

 

Finding 02: The P&PM shows provisions for various training and development but does 

not show adequate and sustained training programs to ensure a continuum of 

comprehensive suicide-prevention services. 

 

Fact: The Sheriff’s Chief Medical Officer does not have a full-time Mental Health 

Officer on staff. 

 

Finding 03: There is a need great enough for mental health services supervision in the 

Detention Services Bureau that a full-time Mental Health Officer for the jails should be a 

requirement.   

 

Fact: The P&PM requires a post-suicide meeting of all appropriate staff to discuss 

findings.  
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Fact: In the P&PM, none of the procedures pertain to the oversight of the suicide-

prevention plan. 

 

Finding 04: A continuous oversight of the suicide-prevention plan is needed in order to 

ensure that the suicide-prevention plan, the P&PM, and the facilities’ physical features 

are kept current with suicide methods used by the inmates.  

 

RECOMMENDATIONS 
The 2016/2017 San Diego County Grand Jury recommends the San Diego County 

Sheriff’s Department: 

 

17-24: Update the Policy and Procedures Manual to include a detailed 

suicide-prevention policy noting the nationally recognized protocols 

used in the jails for suicide prevention. 

 

17-25: Update the Policy and Procedure Manual to include appropriate and 

ongoing training for all staff and mental health personnel who 

observe or counsel suicide-risk inmates. 

 

17-26: Create and fill the position of a full-time Mental Health Director for 

the County jails. 

 

17-27: Create a suicide-prevention oversight group that recommends 

changes to the P&PM, verifies that suicide-prevention training is 

taking place, and implements any changes needed to keep the facilities 

as suicide-proof as possible. 

 

REQUIREMENTS AND INSTRUCTIONS 
The California Penal Code §933(c) requires any public agency which the Grand Jury has 

reviewed, and about which it has issued a final report, to comment to the Presiding Judge 

of the Superior Court on the findings and recommendations pertaining to matters under 

the control of the agency. Such comment shall be made no later than 90 days after the 

Grand Jury publishes its report (filed with the Clerk of the Court); except that in the case 

of a report containing findings and recommendations pertaining to a department or 

agency headed by an elected County official (e.g. District Attorney, Sheriff, etc.), such 

comment shall be made within 60 days to the Presiding Judge with an information copy 

sent to the Board of Supervisors.  

 

Furthermore, California Penal Code §933.05(a), (b), (c), details, as follows, the manner in 

which such comment(s) are to be made:  

(a) As to each grand jury finding, the responding person or entity shall indicate 

one of the following:  

(1) The respondent agrees with the finding  
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(2) The respondent disagrees wholly or partially with the finding, 

in which case the response shall specify the portion of the 

finding that is disputed and shall include an explanation of 

the reasons therefor.  

(b) As to each grand jury recommendation, the responding person or entity shall 

report one of the following actions:  

(1) The recommendation has been implemented, with a summary 

regarding the implemented action.  

(2) The recommendation has not yet been implemented, but will be 

implemented in the future, with a time frame for 

implementation.  

(3) The recommendation requires further analysis, with an 

explanation and the scope and parameters of an analysis or 

study, and a time frame for the matter to be prepared for 

discussion by the officer or head of the agency or 

department being investigated or reviewed, including the 

governing body of the public agency when applicable. This 

time frame shall not exceed six months from the date of 

publication of the grand jury report.  

(4) The recommendation will not be implemented because it is not 

warranted or is not reasonable, with an explanation 

therefor.  

(c) If a finding or recommendation of the grand jury addresses budgetary or 

personnel matters of a county agency or department headed by an elected 

officer, both the agency or department head and the Board of Supervisors 

shall respond if requested by the grand jury, but the response of the Board 

of Supervisors shall address only those budgetary or personnel matters 

over which it has some decision making authority. The response of the 

elected agency or department head shall address all aspects of the findings 

or recommendations affecting his or her agency or department.  

Comments to the Presiding Judge of the Superior Court in compliance with the Penal 

Code §933.05 are required from the: 

 

Responding Agency   Recommendations    Date 

San Diego County Sheriff’s             17-24 through 17-27                                   07/03/17 

  Department 
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Bernard Joseph Victorianne was a 28-year-old black male 
with a ticking time bomb in his stomach.

Victorianne was arrested on Sept. 12, 2012, less than 

two blocks from the San Diego Police Department's 

Mid-City station on suspicion of driving under the 

influence. A week later, he was found dead in his 

cell—the 60th inmate to die in the custody of the San 

Diego County jail system since 2007.

Immediately after his arrest, Victorianne was taken to 

Alvarado Hospital to be treated for alcohol intoxication. 

Even then, police and medical staff believed the 

suspect—who was on probation for a number of 

narcotics offenses—likely had swallowed a bindle of 

drugs. He was observed overnight, then transferred to 

the San Diego Central Jail. For the next several days, 

Victorianne was bounced between sobriety cells, secure 

units and administrative segregation (a normal housing 

unit reserved for problematic inmates who need to be 

separated from the general population) due to his 

lasting, agitated behavior. He was prescribed Haldol, a 

powerful anti-psychotic, and anti-anxiety medication. 

According to the medical examiner's report, Sheriff's 

deputies couldn't say exactly when they last saw 

Victorianne alive. Deputies checked on him in the 
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"early evening" of Sept. 18. He was left unmonitored 

through the night.

At 4:30 a.m., guards who brought breakfast into his 

cell found him lying on the floor, naked, but didn't 

check whether or not he was conscious. Two-and-a-half 

hours later, guards began their morning rounds and 

discovered that Victorianne hadn't moved. By the time 

they entered his cell, rigor mortis had begun in his 

lower extremities.

The official cause of death: methamphetamine 

toxicity—the baggie had busted in stomach.

Many questions remain unanswered: Why was 

Victorianne in an administrative-segregation cell rather 

than a cell where he could be more closely monitored? 

When exactly did deputies last check on his welfare? 

Why was he left unobserved overnight when he was 

suspected to have swallowed a potentially lethal 

amount of drugs? Why didn't guards check to see if he 

was OK when they first entered his cell that morning?

Perhaps most important of all: Did Sheriff's deputies 

bring Victorianne to the hospital for the visit scheduled 

the day before he died? The medical examiner's report 

states only that "it was unknown if he attended."

That information still isn't publicly known. The Sheriff's 

Department declined to answer CityBeat's questions 

about Victorianne's death.
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What is known is that Victorianne was the latest 

casualty in a jail system with one of the highest 

mortality rates in California.

***

Between 2007 and 2012, 60 people died while wards of 

the San Diego County Sheriff's Department's five-jail 

detention system.

They were 56 men and four women. Thirty-six were 

white, 15 Hispanic, six African-American, one Korean-

American, one Native American and one was a Chinese 

national. Most suffered from substance abuse and/or 

mental-health issues, and many were transient before 

their arrest.

Their average age was 46. The youngest was 18—Luis 

Manuel Lopez from Poway. He was arrested on felony 

vandalism charges in the fall of 2008, around the time 

other kids his age would've been going off to college. 

He was transferred from one jail to another, ending up 

at the George Bailey Detention Facility, where he 

started displaying symptoms of a cold that rapidly grew 

worse. When his temperature hit 102 and his heart 

began beating abnormally fast, Lopez was transferred 

to UCSD Medical Center. His health continued to 

decline. After almost two weeks in the hospital, he flat-

lined and was resuscitated, but his condition continued 

to deteriorate; his family chose to withdraw care and 

ease his suffering with pain killers. 
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Doctors never determined precisely what killed 

Lopez. The medical examiner's report concluded it was 

"most likely" a bacterial infection that was masked by 

the antibiotics he received in jail. He death was 

classified as natural.

The oldest was Thomas Alexander Hough, a senile 72-

year-old who was stopped by police for refusing to 

leave a bus station and then booked into jail for failing 

to register as a sex offender. Classified as "gravely 

disabled," he was first involuntarily committed to a 

psychiatric hospital before being transferred to the 

Vista Detention Center. Hough suffered from diabetes, 

dementia and alcohol dependency, which combined to 

leave him subject to periods of confusion, seizures and 

delirium tremens ("the shakes"). At the Vista jail, 

Hough was a basket case for three days. He nearly 

choked on a bologna sandwich, had frequent angry 

outbursts at staff and refused to go outside during his 

allotted recreation time. On his fourth evening in jail, 

he stopped breathing and couldn't be revived. The 

medical examiner classified his death as natural due to 

hypertensive cardiovascular disease.

Of the 60 deaths, 31 were classified as natural, which 

is consistent with national ratios for jail deaths. The 

other 48 percent were classified as suicides, homicides 

and accidents.

Of the 16 suicides, most inmates hanged themselves, 

including 38-year-old Sean Wallace, who'd been in and 

out of safety cells at the Central Jail because of 

numerous suicide threats, including an attempt to slice 
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his wrists with a butter knife. On April 23, 2011, he 

was moved out of a psychiatric unit to a regular 

administrative-segregation cell; 47 minutes later, 

during medicine call, a nurse found Wallace hanging 

from a sheet tied to a bed bracket.

Others used less-conventional methods. In 2011, 

Abraham Clark, a 34-year-old man with a history of 

mental illness, ingested enough water in a short period 

of time to send his brain into anoxic shock. In 2009, 

John Kopkowski, an Ohio man accused of having child 

pornography on his computer, threw himself head first 

off the second tier of his unit at George Bailey. 

According to the medical examiner's report, inmates 

allegedly told Kopkowski he "should end his own life 

before somebody did it for him."

There were five homicides in the jail system. In 2010, 

Jeffrey Dunn, a 23-year-old murder suspect, died of an 

asthma attack during a fistfight. In 2010, Russell 

Hartsaw, a mentally ill 70-year-old arrested on a 

probation violation, was beaten to death by other 

inmates. Three inmates died at the hands of deputies: 

Two perished—Jeff Dewall in 2008 and Tommy Tucker 

in 2009—due to oxygen deprivation when guards 

attempted to restrain them, and a third, Anthony 

Dunton, was shot to death in September 2012 after 

breaking free from his restraints during an MRI 

examination at UCSD Medical Center.

Then there are the accidental deaths. In jail, accidental 

deaths aren't accidental like traffic collisions or slipping 

and breaking one's neck. All eight of the "accidental" 
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deaths in San Diego's jails were drug-related, either 

overdoses or physical complications due to withdrawal. 

Some inmates obtained drugs in jail or hoarded 

medications, such as Mark Johnson. The 42-year-old, 

who'd just been sentenced to 28 years under 

California's Three Strikes law, told his cellmate he'd be 

getting a "shipment of drugs." Richard Diaz, a 40-year-

old addict, died from a stomach obstruction after three 

days of seizures and vomiting due to heroin 

withdrawal.

CityBeat obtained and analyzed all 60 medical-

examiner investigations. We also compared those 

narratives against findings by the county's Citizens Law 

Enforcement Review Board and documents from 

multiple wrongfuldeath lawsuits against the 

county. Sheriff Bill Gore denied interview requests, 

asking for questions in writing, most of which his office 

did not answer.

In upcoming weeks, CityBeat will publish its findings, 

which raise significant concerns over whether the San 

Diego Sheriff's Department is doing enough to reduce 

inmate deaths.

***

Sixty dead inmates. Is that low or high? How many 

dead inmates is too many?
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In 2000, Congress passed the Deaths in Custody 

Reporting Act (DCRA) to help address increasing 

reports of neglect and abuse in U.S. jails and prisons. 

Under the act, the Bureau of Justice Statistics (BJS), 

the research and analytical arm of the U.S. Department 

of Justice, collects reports from correctional facilities

and employs a measurement called the mortality rate 

to compare facilities. As a formula, it's the number of 

deaths divided by a jail or prison system's average 

daily population (ADP)—the average number of 

prisoners in the facility on any given day in a year. This 

formula allows researchers to accommodate for the 

high turnover and daily fluctuation in local jail 

populations. It's also the metric used by the National 

Institute of Corrections.

"The reason why we use average daily population is 

that we want to mirror the method that is 

epidemiologically sound," BJS researcher Margaret 

Noonan says.

In other words, since the Centers for Disease Control 

and other health organizations use an equivalent 

mortality rate to calculate deaths for large populations, 

prison researchers can compare the mortality rates in 

jails to that of society as a whole. Typically, the 

mortality rate is expressed in number of deaths per 

100,000 people.

For example, in 2010, the United States had a 

mortality rate of 799 deaths per 100,000 people. Jails 

in the U.S. had an average mortality rate of 125 deaths 
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per 100,000 inmates. Jails in California had a rate of 

162 deaths per 100,000 inmates.

"Deaths occur far less in jail than in the general 

population," Noonan says. "It's because [jail] is a 

microcosm. It's a smaller subpopulation of the general 

population and people cycle in and out so quickly, 

they're really not in the population long enough to die."

The San Diego County jail system's 11 deaths in 2010 

resulted in a mortality rate of 237 deaths per 100,000 

inmates—90 percent higher than the national average 

for jails that year and 46 percent higher than the 

average for California jails. But, Noonan says, since the 

rate can fluctuate year to year, it's important to look at 

the mortality rate over a number of years. 

"We don't want [the public] to look at a certain rate 

and say,  Wow, that seems really high,' because what 

could happen is the following year, San Diego might 

only have four deaths and then, all of a sudden, their 

rate is right back to where you would expect it to be." 

San Diego County hit its high in 2009 with 12 deaths, 

followed by two years each with 11 deaths, then 

dropping to eight deaths in 2012.

"Deaths can certainly vary dramatically from year to 

year," says Dr. Ronald Shansky, a jail health consultant 

and former medical director for the Illinois Department 

of Corrections. "Over time they tend to be fairly stable, 

and it does help to compare to other facilities." 
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But there hasn't been much variation for San Diego's 

jails. When the BJS released its statistics for 2000 

through 2007, San Diego had the second highest death 

rate of California's large jail systems, with 195 deaths 

per 100,000 inmates. That rate has increased in the 

years since. Between 2000 and 2012, San Diego 

County's mortality rate was 218 deaths per 100,000, 

putting the county at the top of the list. 

CityBeat independently collected six years' worth of 

data— 2007 to 2012—from California's 10 largest 

county jail systems and analyzed it using BJS's 

epidemiological model. Our intent was to compare the 

most recent data among facilities that are similar in 

size, population and institutional framework (in other 

words, the same state-level criminal statutes and 

similar funding relationships with the state 

government). Further, records indicated that 2006 was 

the last year the San Diego County jail system 

underwent changes to prevent deaths.

Of those 10 jail systems, over that period, San Diego 

County had the highest average mortality rate: 202 

deaths per 100,000 inmates.

The next closest was Riverside County, with 198 deaths 

per 100,000 inmates and Alameda County with 173 

deaths per 100,000 inmates. 

How many dead inmates is too many? Here's one way 

to look at it:
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If 17 fewer people died in San Diego County jails over 

the last six years, that would make the county about 

average among California's 10 largest jail systems (or 

147 deaths per 100,000 inmates).

The San Diego County Sheriff's Department challenged 

the mortality-rate method of measuring deaths, 

specifically with suicides, claiming that it produces 

"mathematically exaggerated" numbers. Instead, the 

Sheriff's Department pointed to a less accepted 

method, the "at risk" rate. Instead of using the average 

daily population, the "at risk" rate divides the number 

of deaths by the total number of bookings. The theory 

behind this formula is that everyone who enters the 

facility is at risk of dying. However, very little research 

exists based on this type of measurement, and the 

Sheriff's Department did not provide scientific evidence 

to support its position.

It's easy to see why the department prefers this 

method. Using booking data from 2007 to 2011 (2012 

has not yet been compiled), CityBeat found that San 

Diego County's inmate mortality rate was better than 

the average large jail system in California.

However, the more people who are booked and 

released, the better the rate looks, and San Diego 

County has a disproportionately large number of 

bookings for a jail system its size. The BJS doesn't use 

bookings-related data for this very reason—high 

turnover skews the data.
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"Obviously, there are other people that use admissions, 

and we wouldn't say that's wrong, per se—it's just not 

the way that we do it," Noonan says. "We want to 

follow a model that is more epidemiology based, 

because we are dealing with mortality data." 

"The Bureau of Justice Statistics has been using the 

calculation of average daily population for 20 or 30 

years or more, and no one complains about it unless 

they have a higher rate than the national average," 

says Lindsey Hayes, project director at the National 

Center on Institutions & Alternatives.

Numbers, however, offer only a bird's-eye view, and 

many experts are cautious to base criticism on 

numbers alone.

"Probably the most important thing to determine is: Do 

they have an effective review program," Shansky says. 

"Because that's the only thing that's going to impact 

the possibility of reducing deaths."

The Sheriff's Department did not express concern about 

the information we presented to them and did not 

recognize its validity even though the numbers were 

based on a model designed by the Department of 

Justice, the same branch where Sheriff Bill Gore 

previously worked as an FBI agent.

"You asked if we were aware of [your] statistics as 

presented," Sheriff's spokesperson Jan Caldwell, herself 

a former FBI agent, says via email. "Our Detentions 

Services Bureau regularly meets to examine and review 
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all inmate deaths to ascertain the circumstances of 

death and ensure all of our policies and procedures 

were followed. The objectives of this assessment are to 

thoroughly review and learn from the events, make any 

necessary changes based on these events and ascertain 

if the events were preventable. The Sheriff's 

Department takes each inmate death very seriously, 

since we are responsible for their safety and well-

being."

***

Illustration by Adam Vieyra. Sources: Bureau of Justice 
Statistics, San Diego County Sheriff's Department

Several agencies are tasked with overseeing jail 

facilities in San Diego, but few have paid close 

attention to the mortality rates. 

The San Diego County Grand Jury, a body of citizens 

who inspect the facilities annually, has rarely 

mentioned jail deaths in its annual reports. The San 

Diego County District Attorney reviews all officer-

involved deaths in custody, but found that the three 

that occurred in the last six years were within policy. 

The main body charged with investigating deaths is the 

county's Citizens Law Enforcement Review Board 

(CLERB), which examines allegations of abuse in 

custody.

When an unnatural death occurs in jail, the Sheriff's 

homicide division writes up an investigative report, 

which is then reviewed by the Sheriff's internal Critical 
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Incident Review Board. CLERB also receives a copy and 

decides whether to conduct its own investigation.

"We are finders of fact," Lt. Glenn Giannantonio of the 

homicide division tells CityBeat. "We don't make any 

policy-issue recommendations. We just say this is what 

happened and primarily this is why it happened." 

Since 2007, CLERB has completed 24 in-custody-death 

investigations. Another seven cases are still under 

review, says Executive Director Patrick Hunter via 

email.

Hunter says that CLERB doesn't normally investigate 

deaths ruled as natural unless there are extenuating 

circumstances.

The publicly available results of each investigation are 

little more than a single paragraph; in no cases did 

CLERB find wrongdoing on the part of the Sheriff. 

However, CLERB has made a number of policy 

recommendations, several of which the sheriff has 

rejected.

In 2008, after the suicide of Adrian Correa, a 21-year-

old paranoid schizophrenic who'd threatened to kill 

himself multiple times, CLERB expressed concern about 

a breakdown in communication during shift changes.

"Briefings at shift changes in the detention facilities 

should routinely include information about inmates 

identified as suicide risks," wrote Robert Winston, 

CLERB's chair at the time, to then-Sheriff Bill Kolender. 

"A checklist that includes the status of at-risk inmates 
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and the Department's response plan would enhance 

continuity of care, monitoring and housing," Winston 

wrote.

Earl Goldstein, the Sheriff's medical director, thanked 

Winston for his letter but rejected the recommendation, 

saying that the jail's suicide rate was low—only four 

suicides total during the 2007-2008 and 2008-2009 

fiscal years (July 1, 2007, through June 30, 2009).

"Based on... the low incidences of completed suicides in 

our facilities, it is not practical to add these systems to 

the current program," Goldstein wrote.

But Goldstein's numbers were wrong. There were 

actually six suicides during that period, and a seventh 

that happened on July 3, 2009—three days into the 

next fiscal year.

When inmate Dewall died in 2008 due to excessive 

restraint, CLERB took nearly three years to issue policy 

recommendations. By then, another inmate, Tommy 

Tucker, had died due to similar excessive-restraint 

techniques. CLERB did not investigate Tucker's death.

In 2011, CLERB suggested that the Sheriff's 

Department review its training policies and have its 

tactical team wear numbers on their uniforms so they 

can be identified when investigators review videotapes. 

The sheriff conceded to those changes, but denied 

others.

In a March 2011 letter to the sheriff, CLERB expressed 

concern that the department did not have formal 
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policies regarding when it would alert CLERB of an 

inmate's death, despite county code endowing the 

board with clear oversight responsibilities. Per state 

code, CLERB's allowed one year to initiate an 

investigation; there were cases in 2009 and 2010 that 

the board didn't find out about in time, Hunter says. 

CLERB identified five areas where it wanted to be 

included in the notification process; the sheriff declined 

all of them.

"We strive to respond with professionalism and a spirit 

of cooperation to recommendations for improvement to 

the policies and procedures," Sheriff's Department 

Executive Manager John Madigan wrote in response. 

"CLERB has significantly contributed to the 

enhancement [of ] these important documents and we 

appreciate the Board's insight."

But, he concluded: "After due consideration, Sheriff 

Gore respectfully declines to modify the policies and 

procedures as suggested by CLERB."

The sheriff did, however, direct the department's 

Division of Inspectional Services to notify CLERB of all 

in-custody deaths.

In questions provided to the sheriff, CityBeat requested 

further explanation of this decision and how it bodes 

for transparency and accountability.

"While we appreciate CLERB's valuable review process, 

they are not part of the Sheriff Department's 
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investigatory process and therefore are not contacted," 

Caldwell wrote. 

Even more inconsistent may be how families are 

notified of the circumstances of an inmate's death. 

When Tucker died in the hospital due to injuries 

sustained during physical restraint, it was not the 

Sheriff's Department that contacted the family; it was 

representatives of an organ-donation agency. Only 

after the family received a letter from another inmate 

describing the incident did they move to press further 

through a lawsuit. The family of Shane Hipfel, who 

drowned himself in his cell toilet in 2012, fought for 

more than a year for information; only after the threat 

of a lawsuit did the sheriff allow one of the family's 

attorneys to view the video tape of the incident.

"We made several verbal requests through various 

channels to get the video tape, which supposedly 

shows the incident, but the sheriff's office refuses to 

turn it over," attorney Vince Colella said in an interview 

in January. "They claimed it's not their jail policy to do 

so . If nothing was done wrong or improper, at least get 

the family the video so they have closure."

In mid-March, after CityBeat presented its research to 

the sheriff, a representative of the family finally was 

allowed to view the video. A lawsuit is forthcoming, 

Colella says.

***
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As our series continues, we'll drill down on the specifics 

of certain deaths to ask how many of the 60 were 

preventable.

"Oftentimes I will hear from sheriffs,  We're scratching 

our head; we've had these deaths and we think we 

have good policies and we didn't violate our policies,'" 

says Hayes, a national expert on suicide prevention. 

"And then I go on-site, and I say,  Well, you didn't 

violate your policies because you have really bad 

policies.'" 

But, unlike the jurisdictions that invite Hayes in to 

assess their performance, the San Diego County 

Sheriff's Department has yet to acknowledge that its 

high mortality rate is a problem. True, inmates are a 

high-risk group: many are longtime addicts, for 

instance, with myriad health issues as a result of their 

addiction.

"The analogy is between jail and an emergency room, 

and a prison is like a doctors office," says Marc Stern, a 

correctional healthcare consultant and former Health 

Services Director for the Washington State Department 

of Corrections. "In jails, people are coming and going 

all the time; it's very difficult to operate a jail. It's 

hectic and it's high-risk."

But, Stern says, San Diego's high mortality rate is a 

red flag.

"The best news—if I were writing your article, or if I 

were investigating this—would be talking to the jail and 
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NEWS SAN DIEGO COUNTY SHERIFF\'S DEPA INMATE DEATHS

by Dave Maass, Kelly Davis 

March 27, 2013 12:00 AM

RELATED

have them say,  You know, we noticed the same thing 

you did; there's an unexpectedly high number of 

deaths and suicides compared to other places, and we 

are investigating it," he says. "That would be kind of 

the good-news story—to find out that they really are 

addressing it."

Correction: We stated that San Diego had 13 
deaths in 2009, when in fact one of those deaths 
occurred in 2008. The overall mortality rate is 
unaffected. We also stated there were 15 suicides, 
when in fact there were 16. We regret the errors. 

Email kellyd@sdcitybeat.com or follow her on Twitter at 
@citybeatkelly.

Email davem@sdcitybeat.com and follow him on Twitter 
at @Maassive.
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In the last nine months, the Citizens Law Enforcement 
Review Board (CLERB), the independent oversight body 
charged with investigating deaths-in-custody and 
allegations of law-enforcement misconduct, has twice found 
that San Diego County sheriff's deputies violated policy and 
procedure in instances of inmate suicides. ---

The most recent involves Jose Sierra, a 27-year-old 
Mexican citizen who'd been arrested for being under the 
influence of a controlled substance and was awaiting trial. 
On April 17, 2013, Sierra was found hanging in his cell in 
the county's Central Jail. A summary of the incident in 
CLERB's June agenda suggests that Sierra had hung 
himself with the help of an "unauthorized laundry line" that 
deputies noticed in his cell, but didn't order him to remove. 
Its removal, the summary says, "may have prevented 
Sierra from carrying out the suicide." Here's the full 
summary: 

During a security, check Deputies 1 and 2 discovered 
Sierra hanging from a bed-sheet in his single 
occupancy locked cell; he was transported to UCSD 
Medical Center where he was later pronounced dead. 
During the previous security check, Deputies 1 and 2 
observed and unauthorized laundry line affixed to the 
top bunk in Sierra's cell, and failed to take corrective 
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action per Sheriff's Polices & Procedures. Deputies 1 & 
2 failed to remove the unauthorized laundry line or 
confront Sierra to direct its removal, actions which may 
have prevented Sierra from carrying out the suicide at 
that time. The Medical Examiner determined the cause 
of death was due to hanging, and the manner of death 
as suicide. 

Inmates usually commit suicide by tying a bed sheet (torn 
into strips) or a piece of clothing around a bunk post or 
door handle and then lean forward to strangle 
themselves. It's not clear how Sierra used the laundry line 
in conjunction with the bed sheet, or whether the laundry 
line was made from a torn bed sheet. The medical 
examiner's report is light on details, saying only that 
deputies "observed him hanging by the neck" and that the 
detective assigned to the case "did not know where or how 
the sheet was tied."  

In October, CLERB found that a deputy violated policy and 
procedure by logging a security check on a mentally ill 
inmate, Anna Wade, that didn't actually happen. Checks 
are supposed to happen hourly, but two hours passed 
between when Wade was last seen alive and when she was 
found hanging in her cell on April 28, 2013. CLERB 
ultimately found that "there was insufficient evidence to 
determine if a mandated security check... could have 
precluded this suicide in any way." CityBeat reported on 
Wade's death in October. 

CLERB's not yet reviewed the case of Dervin Bowman, who 
was found hanging in his Central Jail cell on Nov. 17, 2013. 
A medical examiner's reported noted that Bowman, who 
was able-bodied, had been placed in a cell for disabled 
inmates that contained a movable chair. The report 
suggests that, if not for the chair, Bowman wouldn't have 
been able to tie the end of a torn bed sheet to an overhead 
fire sprinkler. Bowman's case wasn't turned over to CLERB 
for review until two months ago, when CityBeat asked 
about it. 
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When Robert Lubsen was booked into the Vista 

Detention Facility on the afternoon of Feb. 6, 2013, he 

was first placed in a lower-level cell but later moved to 

a cell on the jail's second floor. The next morning, after 

cell doors opened to allow inmates access to a common 

area, Lubsen climbed onto a walkway railing, leaned 

over and fell, headfirst, 9 feet to the concrete floor 

below. He was taken to Palomar Medical Center, where, 

on Feb. 12, his family decided to take him off life 

support.

Lubsen, who was 26, was the first inmate to die in San 

Diego County jails in 2013 and one of four suicides so 

far this year.

At booking, jail staff documented what looked like 

ligature marks on Lubsen's neck and, on the morning of 

his death, his cellmate reportedly tried to warn staff 

that the young man planned to harm himself but was 

deemed not credible. While the medical examiner's 

report says that Lubsen, during the intake process, 

didn't express an intent to kill himself—inmates are 

asked to answer "yes" or "no" to "Are you feeling 

suicidal?"—the jail system's own written policy says 

that after intake, "[a]ll reports of suicidal behavior 

shall be considered serious."

Lubsen's family filed a claim with the county on July 

26, the first step in a lawsuit. The claim alleges that 

the Sheriff 's Department knew Lubsen was at risk of 

harming himself but did nothing about it.
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His father, Paul, says his son had struggled with drug 

addiction for seven years. In 2012, it looked like he'd 

pulled his life together—he had a girlfriend, a job with 

a shoring and drilling company and his own apartment. 

But toward the end of the year, when work dried up, he 

fell back into addiction. He was arrested for burglary on 

Feb. 6.

"I always believed that when Rob was using, that the 

best thing for him was to be in jail and that he'd be 

safe there," his dad says. "I was wrong. I don't believe 

the Sheriff's Department took any steps to protect 

him."

In March, CityBeat reported that from 2007 to 2012, 

San Diego County had the highest average mortality 

rate among California's 10 largest county jail systems 

and the second-highest suicide rate—in all, 60 people 

died during that period. This followed a Bureau of 

Justice Statistics finding that from 2000 through 2007, 

San Diego had the second highest death rate of 

California's large jail systems.

As of Oct. 14, 10 people have died in jail custody this 

year, matching the 10-deaths-per-year average that 

pushed the county to the top of the list for 2007 

through 2012. Of the six years CityBeat examined, the 

highest annual number of suicides was five, in 2011, 

and the six-year average was just under three per 

year.
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"You don't have to average two or three suicides a year 

in your jail system," says Lindsay Hayes, a national 

expert on in-custody suicide prevention.

In addition to the four suicides this year, there were 

two drug-overdose deaths and two natural deaths, one 

of which was Alba Cornelio, who in February was found 

guilty of manslaughter after her two pit bulls attacked 

and killed her neighbor. Cornelio, who was battling 

leukemia, collapsed after the verdict and was taken to 

the hospital, where she died a month later. Though she 

wasn't incarcerated at the time of her death, because 

she was in Sheriff's custody—shackled to her bed—both 

the state Attorney General's office and the federal 

Department of Justice, which track jail deaths, consider 

Cornelio to have died in custody.

The remaining two deaths are still being investigated 

by the Medical Examiner's office. One of those is David 

Inge, whose daughter, Nichole Johnson, says a 

homicide detective told her that her father had 

complained about feeling ill when he was booked into 

the Vista Detention Facility on Aug. 9. 

"But I guess they hear that a lot, because they didn't 

take it too seriously," she says.

Late on Aug. 9, Inge was found unresponsive in his 

cell. Johnson hopes her father's autopsy report will 

offer more information.

Of the 20 suicides in San Diego County jails since 

2007, only two have been women, both of them 
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diagnosed with mental illness. Qiongxian Wang Wu 

fashioned a noose out of a pair of socks and hanged 

herself on Feb. 27, 2011, and 64-year-old Anna Wade 

used a bed sheet to hang herself from her bunk on 

April 28 of this year. Both were at Las Colinas Women's 

Correctional Facility.

Wade, who was schizophrenic, had been in custody for 

more than two years after being charged with stalking 

for sending threatening letters to a former attorney 

and a police officer who'd arrested her. The letters, 

which are included in Wade's court file, are largely 

nonsensical. Written in English, Spanish, Arabic and 

gibberish, they're filled with anti-Semitic language and 

references to the Old Testament and the occult. But 

they were enough to prompt her former attorney to 

move his family into a hotel.

In May 2012, after being declared incompetent to stand 

trial, Wade was sent to Patton State Hospital for three 

months. According to her court file, she'd done at least 

three stints there since 2004. Back at Las Colinas, she 

was put in administrative segregation and "green-

banded," meaning she wore a fluorescent-green 

wristband to indicate she was prone to aggressive 

behavior.

Cmdr. John Ingrassia, jail supervisor for the Sheriff's 

Department, says Wade was being seen "at least twice 

a month" by a psychiatrist; her next scheduled 

evaluation would have been April 30.
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Kristin Scogin, the deputy public defender who 

represented Wade after she was released from Patton, 

said that, by April, when jury selection began for her 

trial, Wade "seemed fine." Bailiffs who remembered 

Wade from previous cases would stop Scogin and tell 

her they thought Wade was doing really well.

But, on Friday, April 26, after returning from the 

second day of jury selection, Wade refused to shower 

or leave her cell for recreation time, according to the 

medical examiner's report. She remained in her cell on 

Saturday, too.

Sheriff's Department policy requires deputies to 

conduct security checks "on an hourly or more frequent 

basis"; they're supposed to "look in each cell, and 

observe each inmate for any obvious signs of medical 

distress, trauma, or criminal activity."

The medical examiner's report notes that at 12:16 p.m. 

on Sunday, April 28, Wade was observed in her cell 

during a routine security check. She wasn't checked on 

again for almost two hours, when she was found 

hanging from her bunk.

The report notes that Wade had no history of suicide 

attempts or threats and was given Zyprexa, an anti-

psychotic medication, nightly. But the report also 

suggests that since returning from court on Friday, 

Wade had quickly gone downhill. In addition to refusing 

shower and rec time, she'd made a mess of her cell. 

Her things were scattered all over, she'd drawn a 

swastika on the wall and, according to the report, 
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"chronic urination was noted to her top bunk bed and 

the floor."

An investigation by the Citizens Law Enforcement 

Review Board, the oversight body that reviews jail 

deaths and officer-related misconduct, found that the 

deputy whose job it was to notify other deputies to 

perform a floor check had failed to do so, but there was 

"insufficient information to determine if a mandated 

security check that was not performed, could have 

precluded this suicide in any way."

Email kellyd@sdcitybeat.com or follow her on Twitter at 
@citybeatkelly. Read the rest of our coverage on 
inmate deaths in San Diego County jails.
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It's likely no one will ever know for sure what 

happened to Jerry Cochran the night before he 

died. On the evening of Sept. 15, 2014, his 

girlfriend, Vella Rhinehart, called an ambulance 

to take Cochran to the emergency room—she was 

concerned about some swollen spider bites on his 

neck. They were homeless, and Cochran had 

trouble walking without assistance. 

The last time Rhinehart saw Cochran, he was in 

the back of the ambulance, his walker folded up 

next to him. He was wearing his medical-ID 

necklace that let folks know he was diabetic, she 

says. The EMT told her Cochran didn't need his 

wallet or medication; she told the EMT to tell the 

hospital to call her when Cochran was 

discharged—she'd find a way to come get him.

"Nobody ever called," she says. "I called and 

called and called, and walked and walked"—up 

and down Fourth and Fifth avenues the next day, 

the path Cochran might have taken on his way 

back to their camp. Wednesday night, after two 

days of searching, Rhinehart got a phone call 

from her sister telling her Cochran had been 

arrested and died in jail.
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Since March 2013, CityBeat 's been reporting on 

deaths in San Diego County jails, a series 

prompted by our finding that the county had the 

highest inmate mortality rate of California's 10 

largest jail systems between 2007 and 2012. 

During that period, the county averaged 10 deaths 

a year, with a high of 12 in 2009 and a low of eight 

in both 2007 and 2012. Twelve people died in 

2013. This year, as of Dec. 19, 16 county-jail 

inmates have died.

"Sixteen deaths in a one year period is a concern 

to us," wrote Sheriff's Cmdr. John Ingrassia in an 

email to CityBeat . He noted that several of those 

inmates were terminally ill— CityBeat counted 

four based on medical examiner's reports. He also 

noted that the Sheriff's Department books more 

people into jail than similarly sized counties due 

to different booking acceptance criteria—a point 

the Sheriff's Department's has made to us in the 

past to challenge our reporting. But, Ingrassia 

added, "we don't hide behind this figure as an 

excuse or justification for the number of jail 

deaths."

"Our goal is to have zero inmate deaths," he 

wrote, "and we take each and every case very 

seriously." 

****

Cochran didn't make it beyond a Central Jail 

holding cell. On the morning of Sept. 16, he was 
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arrested for trespassing only a few blocks from 

Scripps Mercy hospital, where Rinehart says he 

was taken ( CityBeat wasn't able to confirm this 

due to patient-privacy rules). He was wandering 

in and out of a chiropractor's office, "mumbling 

gibberish" about having lost his wallet, according 

to the medical examiner's report. At the jail's 

sally port, he refused to get out of the police car 

and had to be carried inside. 

Rhinehart believes his behavior was the result of 

him being without his medication and food for 

possibly a dozen hours.

"He would have been like a 2-year-old," she says. 

Rhinehart doesn't know if Cochran was coherent 

enough to let the jail's medical staff know during 

intake that he was diabetic. She doesn't know if 

he was still wearing his medical-ID necklace—it 

wasn't among the items inventoried by the 

medical examiner. At around 12:30 p.m., less than 

two hours after he'd arrived at the jail, he fell 

face-forward off a bench. Paramedics were called, 

and he was taken to UCSD Medical Center, where 

he was pronounced dead at 2:15. The cause of 

death was diabetic ketoacidosis, a condition 

caused by an insulin shortage that's rarely fatal if 

treated immediately.

Rhinehart says a sheriff's homicide detective told 

her that deputies "did nothing wrong." Ingrassia 
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told CityBeat that a review of Cochran's death is 

scheduled for next month.

Rhinehart's back in North Carolina, where she 

and Cochran are from, living with her sister. "I 

don't go out of my bedroom," she says. "I don't 

leave my bed. He was my life."

****

During the six-year period CityBeat examined for 

its initial story, three lawsuits had been filed 

against the county over inmate deaths. By 

comparison, there have been three lawsuits filed 

in 2014 alone; last week, CityBeat confirmed that 

a claim's been filed in a fourth case, the precursor 

to a lawsuit. And, in November, a jury found the 

county liable in the death of Daniel Sisson, a 21-

year-old who was found dead in his jail cell on 

June 25, 2011, from an acute asthma attack made 

worse by heroin withdrawal. The county is 

appealing the $3-million verdict.

One of the cases filed this year was by Anna 

Sandoval, whose husband, Ronnie Sandoval, died 

in the Central Jail on Feb. 23, the result of a drug 

overdose. He'd been arrested on Feb. 22 for 

methamphetamine possession. The medical 

examiner's report notes that during intake, 

Sandoval was observed to be sweating profusely. 

The lawsuit argues that despite obvious signs he 

was in distress, he was deprived of "life-saving 

medical attention." 
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A response filed by the county argues, among 

other points, that Sandoval alone was responsible 

for his death. According to the medical 

examiner's report, during the intake screening, 

he denied ingesting drugs.

"We don't know what Ronnie told the nurses, at 

least not yet," says Diana Adjadj, Anna Sandoval's 

attorney. Regardless, "there were objective signs" 

of possible overdose, Adjadj says. The limited 

records she's been able to get say that in addition 

to Sandoval's profuse sweating, he struggled to 

respond to questions during intake. At some 

point, he was removed from a general-population 

holding cell and put in a single cell, where he 

remained for nearly eight hours, a possible 

violation of California's Minimum Standards for 

Local Detention Facilities, which says that an 

inmate who's placed in a sobering cell isn't to be 

left there for longer than six hours without being 

evaluated.

"They knew something was wrong with him," 

Adjadj says, "but instead of monitoring him, they 

isolated him in a holding cell."

According to the medical examiner's report, at 

close to 1 a.m., a guard saw Sandoval slump over 

and fall to the ground in a seizure. Emergency 

personnel showed up 20 minutes later but were 

unable to transport him; he was declared dead at 

2:15 a.m. 
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****

In his email to CityBeat , Ingrassia noted that 

while there have been five suicides this year, 

none have happened since July, "which I believe 

is a positive sign that changes implemented by 

our new medical director, Dr. [Alfred] Joshua, and 

mandatory training received by our deputies are 

working." 

Joshua was hired in January, and CityBeat spoke 

with him in July about policy changes he'd made 

and strategies he planned to implement to reduce 

the number of inmate deaths. He was looking to 

implement a "step-down unit" for inmates who'd 

been taken off suicide watch. He also said staff 

would be trained to be more attentive to signs 

that might indicate mental distress, like the 

condition of an inmate's cell or whether someone 

was refusing meals. 

The two last suicides of 2014 highlight the need 

for these new approaches. 

Hector Lleras, 36, the fifth suicide of the year, 

twice told jail staff—first a nurse, then a 

deputy—that he was going to kill himself. On July 

1, he was put in a safety cell and then released 24 

hours later. Almost exactly 24 hours after that, he 

was found hanging in his Central Jail cell. 

Christopher Carroll, a mentally ill homeless man, 

was arrested on June 14 for disorderly conduct. A 

chronic alcoholic who, according to his family, 
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suffered from serious mental illness, Carroll was 

placed in administrative segregation because, 

during previous jail stays, he'd been unable to get 

along with other inmates. His segregated status 

meant he was allowed out of his cell for only one 

hour every 48 hours. 

On June 18 at 11:45 a.m., Carroll inquired, via 

intercom, when he'd get his hour in the dayroom 

and was told it wasn't time yet. At 12:30, he was 

found with a noose around his neck, attached to 

the cell's top bunk. 

According to the medical examiner's report, he'd 

smeared blood on the wall of his cell. He'd 

urinated on the floor and food and feces were 

stuck to the ceiling. 

Carroll was only 5 feet tall and weighed 105 

pounds. His family tried to help him, says his 

brother Ken, but he'd reject their offers. When he 

was lucid, he was funny and outgoing, "full of 

life," Ken says. "But mental illness just kept 

dragging him back in."

Ken says the family wasn't able to get much 

information about Christopher's death. They 

didn't know, for instance, that he'd scrawled a 

suicide note on his cell wall. When CityBeat told 

Ken that Christopher had been placed in solitary 

confinement, he wondered if that's what pushed 

his brother to kill himself. 
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"He just didn't like four walls," Ken said. "He 

couldn't stand four walls."

Email kellyd@sdcitybeat.com or follow her on 

Twitter at @citybeatkelly.
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UNITED STATES DISTRICT COURT 

SOUTHERN DISTRICT OF CALIFORNIA 

 

CHASSIDY NeSMITH, individually and 

as Guardian ad Litem on behalf of 

SKYLER KRISTOPHER SCOTT 

NeSMITH, and as Successor in Interest to 

Kristopher SCOTT NeSMITH, 

Plaintiff, 

v. 

COUNTY OF SAN DIEGO; WILLIAM 

D. GORE, individually; and DOES 1 – 

100, inclusive, 

Defendant. 

 Case No.: 15-cv-0629-JLS (JMA) 

 

ORDER DENYING MOTION TO 

DISMISS SECOND AMENDED 

COMPLAINT AND TO STRIKE 

PARTS OF THE SECOND 

AMENDED COMPLAINT 

 

(ECF No. 25) 

  

 Presently before the Court is defendant County of San Diego (Defendant)1 and 

William D. Gore’s Motion to Dismiss Second Amended Complaint and to Strike Parts of 

the Second Amended Complaint (MTD).  (ECF No. 20.)  Also before the Court is 

Plaintiffs’ Opposition to Defendant’s Motion to Dismiss Second Amended Complaint, 

                                                                 

1 Although their SAC lists Sheriff Gore as a defendant, plaintiffs Chassidy NeSmith and Skyler Kristopher 

Scott NeSmith (Plaintiffs) make clear that they no longer seek relief against him.  (Opp’n, ECF No. 22, at 

15 n.6.)  Accordingly, the County is the lone moving defendant, and the Court refers to it as both Defendant 

and the County.  The clerk shall terminate Sheriff Gore from the docket in this matter.  
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(ECF No. 22), and Defendant’s Reply in Support of Motion to Dismiss and Strike Parts of 

Complaint, (ECF No. 23).  The Court vacated the hearing on the MTD and took this matter 

under submission without oral argument pursuant to Civil Local Rule 7.1(d)(1).   

 Having considered the parties’ arguments and the law, the Court DENIES 

Defendant’s Motion to Dismiss.   

BACKGROUND 

 Kristopher Scott NeSmith (Kris) was arrested on November 29, 2013, on suspicion 

of domestic violence.  (Second Am. Compl. (SAC), ECF No. 20, at ¶¶ 32–33.)  Several 

months later, while housed at Vista Detention Facility (VDF) and awaiting trial on a slew 

of charges, Kris committed suicide.  (Id. at ¶¶ 3–5.)   

 Kris was deeply troubled in his final months. 

 Kris joined the Marines in May 2010, after graduating high school, and became a 

rifleman.  (Id. at ¶ 20.)  He began to struggle with Post Traumatic Stress Disorder (PTSD) 

and other undiagnosed psychiatric problems, including borderline personality and 

antisocial behavior.  (Id. at ¶ 1.)  Kris’s mental health took a turn for the worst in April 

2013 after he was nearly shot in the head during a military training exercise at Camp 

Pendleton.  (Id.)  Kris then began hearing voices in his head and seeing visions of deceased 

individuals, including his aunt, grandmother, and military comrades.  (Id.) 

 A week after the training incident, Kris took leave to celebrate his 21st birthday.  (Id. 

at ¶ 22.)  While on leave, Kris decided not to return to the military, running away to Las 

Vegas to marry his then-girlfriend Chassidy Carlton, now Chassidy NeSmith.  (Id.)  Kris’s 

mental health problems did not subside.  A month after marrying Chassidy, the couple got 

into an argument.  (Id. at ¶ 23.)  When Chassidy left the room, Kris attempted to hang 

himself using a dog leash.  (Id.)  Chassidy interceded and thwarted Kris’s suicide attempt.  

(Id.)  Two days later, Kris called the San Diego County Sheriff’s Department to report 

domestic violence, although no physical violence occurred.  (Id.)  Knowing that he would 

be returned back to Camp Pendleton, Kris again attempted suicide, but Sheriff’s deputies 

intervened then returned him to military custody.  (Id. at ¶¶ 22–23.)   
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 A few weeks later, the couple got into another fight, this time while on base at Camp 

Pendleton.  (Id. at ¶ 25.)  Chassidy attempted to leave the base to de-escalate the situation, 

but needed assistance starting her car, so she enlisted the help of a nearby Regiment Officer.  

(Id.)  When Kris realized the Regiment Officer was assisting Chassidy to leave the base, 

Kris attacked the Officer.  (Id.)  Soon after, Kris called Chassidy threatening to kill himself 

if she did not return.  (Id.)  Taking his threat seriously, Chassidy returned to the military 

base.  (Id.)  This pattern repeated itself for months.  When Kris faced difficult situations, 

whether the result of arguments with Chassidy or military disciplinary actions, Kris would 

attempt or threaten suicide.  (Id. at ¶ 26.)  He was held in a jail brig on the military base, 

where he spent 102 days in solitary confinement and attempted suicide three more times.  

(Id.)   

 Things did not improve after Kris was released from the brig.  He drank heavily and 

continued hearing voices and hallucinating.  (Id. at ¶ 28.)  Soon after his release, Kris turned 

the violence he had directed mostly toward himself outward.  The day before Thanksgiving 

in 2013, again following an argument with Chassidy, Kris went for a walk, during which 

he beat and choked a stranger, causing injuries to the stranger’s jaw, cheek, and left thigh.  

(Id. at ¶ 30.)  When Kris returned to his mother-in-law’s apartment, where he and Chassidy 

were staying at the time, he acted as though nothing had happened.  (Id.)   

 The next day—Thanksgiving Day—Kris went for another walk.  Again he attacked 

a stranger, this time stabbing the victim multiple times with a Bowie knife, causing life-

threatening injuries.  (Id. at ¶ 31.)  Kris again returned to his mother-in-law’s apartment 

and acted as though nothing had happened.  (Id.)   

 Kris’s erratic behavior continued the next day, however.  He began calling Chassidy 

“Jennifer,” a character who was a figment of his imagination, and chased her around a 

restaurant parking lot.  (Id. at ¶ 32.)  Kris eventually caught Chassidy and began to choke 

her.  (Id.)  Chassidy was able to break free and called her mom, Candy, who arrived minutes 

later.  (Id.)  Candy managed to stop Kris, and when Kris “came-to,” he asked his mother-

in-law why no one had told him that Jennifer was actually Chassidy; Kris simply told 
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Candy that he was trying to “release Chassidy’s demon.”  (Id.)  Sheriff’s deputies arrived 

shortly thereafter, and quickly linked Kris to the attacks on the two strangers.  (Id. at ¶ 33.) 

 Kris was arraigned on December 3, 2013, and learned the District Attorney would 

seek a life sentence.  (Id. at ¶ 34.)  The judge set Kris’s bail at $2 million.  (Id.)  Kris asked 

his father, Scott NeSmith, to post his bail, and threatened to take his own life if he had to 

remain in custody.  (Id.)  His father desperately attempted to inform any officials with 

whom he had spoken at the arraignment that Kris was a suicide risk, calling an investigator 

at the District Attorney’s Office, the lead detective and other detectives on Kris’s case, a 

supervisor and other attorneys with the Office of Public Defenders, and a deputy District 

Attorney.  (Id. at ¶ 35.)   

 Kris’s preliminary hearing began on February 26, 2014, and lasted two days.  (Id. at 

¶ 37.)  Kris heard the testimony against him, both from his victims’ families and his mother-

in-law.  (Id.)   

 In the evening after the preliminary hearing, Sheriff’s deputies were performing 

security checks.  According to an inmate in a nearby cell, a deputy saw a braided sheet tied 

around a light fixture in Kris’s cell, and said something to the effect of, “Nesmith, what are 

you trying to do?  Kill Yourself?  Take that thing down.”  (Id. at ¶ 38.)  According to the 

inmate, the deputy then walked away without taking any further action.  (Id.)  

 Hours after the alleged interaction, Kris was found dead.  (Id. at ¶ 39.)  He had 

hanged himself, but the sheet had torn, so VDF personnel discovered Kris on the floor of 

his cell.  (Id.)   

 Plaintiffs allege that Defendant had ample notice of Kris’s suicide risk, including 

notice from Kris’s records from the brig, direct communications from Kris’s father warning 

of this danger, and the deputy witnessing the noose in Kris’s cell.  (Id. at ¶¶ 40–42.)  

Further, according to Kris’s father, Scott, a deputy responsible for monitoring inmate phone 

calls contacted him and said that when Kris spoke with Chassidy, “Kris always told 

Chassidy he was going to kill himself.”  (Id. at ¶ 43.)   

/ / / 
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 Kris was housed in a cell by himself at the time of his suicide.  At other times, 

however, he had a cellmate.  (Id. at ¶ 45.)  According to Plaintiffs’ SAC, one cellmate states 

that Kris repeatedly sought psychiatric help.  (Id.)  However, Plaintiffs allege, there were 

no mental health professionals staffed at VDF on a permanent basis.  (Id.)  Instead, VDF 

provided mental health professionals on a “floating” basis.  (Id.)  Plaintiffs contend that 

where mental health services were provided at VDF: 

These psychiatrists are not available 24/7, they don’t even have offices at the 

jail.  If inmates need mental health treatment, they request a visit and will 

eventually be “seen” by the psychiatrist.  The psychiatrist will often show up 

for the inmate’s evaluation at the flap of the module door.  In order to be 

“evaluated” by the psychiatrist, the inmate must kneel down and “confide” in 

the psychiatrist while the deputies and other inmates are in immediate earshot.  

During the inmate’s “evaluation,” the deputies often interrupt the inmate when 

he expresses feelings of depression or mistreatment. 

 

(Id.)  Plaintiffs allege this amounts to “inadequate and non-meaningful mental health 

treatment.”  (Id.)  Plaintiffs further allege that the County never monitored or evaluated 

Kris or took measures to protect Kris from himself given his suicidal proclivity.  (See id.)  

Plaintiffs suggest that placing Kris in a general population cell and passively monitoring 

him amounted to deliberate indifference to Kris’s serious medical needs, and that Kris’s 

story was representative of a larger pattern of inadequate responsiveness to suicidal 

ideations by inmates.  (Id. at ¶¶ 45–48, 72–73.) 

 Plaintiffs filed their original Complaint on March 20, 2015, and an Amended 

Complaint on May 20, 2015.  On January 27, 2016, the Court granted in part and denied in 

part the County and Sheriff Gore’s Motion to Dismiss Amended Complaint (FAC Order).  

(ECF No. 18.)  In particular, the Court granted their motion and dismissed all claims against 

Sheriff Gore and dismissed the municipal civil rights claims against the County, but denied 

their Motion with respect to Plaintiffs’ cause of action for wrongful death.  (Id.)  On 

February 9, 2016, Plaintiffs filed the SAC listing seven causes of action: (1) a 42 U.S.C. § 

1983 claim against Doe defendants for violating the Fourteenth Amendment based on 

deliberate indifference to a serious medical need; (2) a § 1983 claim against the County of 

Case 3:15-cv-00629-JLS-JMA   Document 25   Filed 09/12/16   Page 5 of 14

114

Case 3:17-cv-01154-LAB-AGS   Document 23   Filed 03/21/18   PageID.476   Page 114 of 123



 

6 

15-cv-0629-JLS (JMA) 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

27 

28 

San Diego for violating the Fourteenth Amendment with its suicide prevention policy; (3) 

a § 1983 claim against the County of San Diego for violating the Fourteenth Amendment 

with its psychiatric evaluation policy; (4) a § 1983 claim against the County of San Diego 

for violating the Fourteenth Amendment by failing to properly train VDF and County staff; 

(5) a negligence claim against Doe defendants; (6) a medical malpractice claim against 

Doe defendants; and (7) a wrongful death claim against all defendants—the County of San 

Diego and Doe defendants.  (Id. at ¶¶ 49–147.)   

 Defendant moves to dismiss Plaintiffs’ Second, Third, Fourth, and Seventh causes 

of action, or all claims brought against the County.  (MTD at 14.)   

LEGAL STANDARD 

 Pursuant to Federal Rule of Civil Procedure 12(b)(6), courts must dismiss 

complaints that “fail[] to state claim upon which relief can be granted.”  The Court 

evaluates whether a complaint supports a cognizable legal theory and states sufficient facts 

in light of Federal Rule of Civil Procedure 8(a), which requires a “short and plain statement 

of the claim showing that the pleader is entitled to relief.”  Although Rule 8 “does not 

require ‘detailed factual allegations,’ . . . it demands more than an unadorned, the-

defendant-unlawfully-harmed-me accusation.”  Ashcroft v. Iqbal, 556 U.S. 662, 678 (2009) 

(quoting Bell Atl. Corp. v. Twombly, 550 U.S. 544, 555 (2007)).  In other words, “a 

plaintiff’s obligation to provide the ‘grounds’ of his ‘entitle[ment] to relief’ requires more 

than labels and conclusions, and a formulaic recitation of a cause of action’s elements will 

not do.”  Twombly, 550 U.S. at 555 (alteration in original).  “Nor does a complaint suffice 

if it tenders ‘naked assertion[s]’ devoid of ‘further factual enhancement.’”  Iqbal, 556 U.S. 

at 678 (alteration in original) (quoting Twombly, 550 U.S. at 557). 

 “To survive a motion to dismiss, a complaint must contain sufficient factual matter, 

accepted as true, to ‘state a claim to relief that is plausible on its face.’” Id. (quoting 

Twombly, 550 U.S. at 570); see also Fed. R. Civ. P. 12(b)(6).  A claim is facially plausible 

when the facts pleaded “allow[] the court to draw the reasonable inference that the 

defendant is liable for the misconduct alleged.”  Id. (citing Twombly, 550 U.S. at 556).  
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That is not to say that the claim must be probable, but there must be “more than a sheer 

possibility that a defendant has acted unlawfully.”  Id. (citing Twombly, 550 U.S. at 556). 

“[F]acts that are ‘merely consistent with’ a defendant’s liability” fall short of a plausible 

entitlement to relief.  Id. (quoting Twombly, 550 U.S. at 557).  Further, the Court need not 

accept as true “legal conclusions” contained in the complaint.  Id. at 678–79 (citing 

Twombly, 550 U.S. at 555).  This review requires “context-specific” analysis involving the 

Court’s “judicial experience and common sense.”  Id. at 679.  “[W]here the well-pleaded 

facts do not permit the court to infer more than the mere possibility of misconduct, the 

complaint has alleged—but it has not ‘show[n]’—‘that the pleader is entitled to relief.’”  

Id. (quoting Fed. R. Civ. P. 8(a)(2)).  

 In considering whether a complaint is sufficient to state a claim for relief, the court 

takes all material allegations as true and construes them in the light most favorable to the 

non-moving party.  Brodsky v. Yahoo! Inc., 630 F.Supp.2d 1104, 1111 (N.D. Cal. 2009). 

When the complaint refers to documents attached thereto, they may be incorporated into 

the complaint by reference.  See Marder v. Lopez, 450 F.3d 445, 448 (9th Cir. 2006) (“The 

court may treat . . . a document [incorporated by reference] as ‘part of the complaint, and 

thus may assume that its contents are true for purposes of a motion to dismiss under Rule 

12(b)(6).’”) (citing United States v. Ritchie, 342 F.3d 903, 908 (9th Cir. 2003)); see also 

Lee v. City of Los Angeles, 250 F.3d 668, 688 (9th Cir. 2001) (“[A] court may consider 

material which is properly submitted as part of the complaint on a motion to dismiss 

without converting the motion to dismiss into a motion for summary judgment.”) (citing 

Branch v. Tunnell, 14 F.3d 449, 453 (9th Cir. 1994) (internal quotation marks omitted)). 

ANALYSIS 

I. Plaintiff’s Municipal Civil Rights Claims  

 Defendant moves for dismissal of Plaintiffs’ Second, Third, and Fourth Claims, 

which seek to hold the County liable under § 1983 for violating the Fourteenth 

Amendment.  The Court dismissed these claims—although they were then styled as claims 

/ / / 
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for violation of the Eighth Amendment rather than the Fourteenth Amendment—without 

prejudice in its FAC Order.   

 To hold a government entity defendant liable under § 1983, a Plaintiff must show, 

as with individual defendants, that the government entity violated statutorily or 

constitutionally protected rights under color of state law.  Monell v. Dep’t of Soc. Servs. of 

N.Y., 436 U.S. 658, 690 (1978).  The government entity may not be held vicariously liable 

for the actions of its employees, but instead is liable only for actions that may be attributed 

to the government entity itself.  Connick v. Thompson, 563 U.S. 51, 60 (2011).  Obviously, 

government entities can only act through individuals.  To attribute actions of individuals 

to the government entity itself without imposing vicarious liability, the individual’s actions 

must be performed “pursuant to official municipal policy” or according to “practices so 

persistent and widespread as to practically have the force of law.”  Id. at 61; Long v. Cnty 

of Los Angeles, 442 F.3d 1178, 1185 (9th Cir. 2006) (“[I]t is only when execution of a 

government’s policy or custom inflicts the injury that the municipality as an entity is 

responsible”).  

 Relying on Taylor v. Barkes, 135 S. Ct. 2042 (2015), Defendant argues that 

there is no constitutional right to any particular suicide screening or prevention protocols, 

and the County therefore cannot be held liable for maintaining a policy violating a non-

existent right.  (Id.)  The Taylor Court highlighted the difference between holding officials 

liable for acting with reckless indifference to a known vulnerability to suicide, on the one 

hand, and systematic implementation of suicide prevention policies, on the other.  135 S. 

Ct. at 2045.  While the Constitution does not outline a detailed suicide prevention policy 

that government entities must implement, the Eighth and Fourteenth Amendments 

nonetheless require custodians of inmates to provide adequate mental health care.  Doty v. 

Cnty. of Lassen, 37 F.3d 540, 546 (9th Cir. 1994).  A defendant is liable under § 1983 for 

violating that right if the defendant was deliberately indifferent to the incarcerated 

individual’s serious medical or mental health care need.  See id.; Jett v. Penner, 439 F.3d 

1091, 1096 (9th Cir. 2006). 
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To hold the County liable, Plaintiffs must show (1) that a County employee violated 

Kris’s constitutional rights, (2) “that the [C]ounty has customs or policies that amount to 

deliberate indifference,” and (3) “that these customs or policies were the moving force 

behind the employee’s violation of constitutional rights.”  Long, 442 F.3d at 1186.   

In its FAC Order, the Court concluded Plaintiffs failed to adequately plead a pattern 

of constitutional violations sufficient to give the County notice that failing to implement a 

policy or remedy a custom would lead to additional Eighth or Fourteenth Amendment 

violations through its employees’ deliberate indifference to the serious mental health needs 

of inmates.  (FAC Order at 26.)  Even if Plaintiffs establish such a pattern however, it 

would not follow that every suicide that occurs on the County’s watch is a result of 

deliberate indifference and amounts to a constitutional violation.  Rather, a plaintiff would 

need to show that the absence of an appropriate policy or failure to rectify a custom was 

the moving force with respect to that particular incident.  The Court concluded in section 

III.C of its FAC Order that Plaintiffs had adequately pleaded deliberate indifference by a 

County employee.  (FAC Order at 22–23.)  The Court incorporates by reference that 

analysis here and again concludes that Plaintiffs have adequately pleaded that a County 

employee violated Kris’s constitutional rights.  The Court addresses the other two elements 

below.  

A. Absence of Policy or Presence of Custom  

 To be deliberately indifferent, a party must first know of the thing they choose to be 

indifferent about.  See Connick, 563 U.S. at 61.  To attribute deliberate indifference to a 

government entity, a plaintiff must show that “policymakers are on actual or constructive 

notice that a particular omission in their training program causes [the government entity’s] 

employees to violate citizens’ constitutional rights.”  Id.  When a plaintiff alleges that 

failing to properly train employees is the moving force behind a constitutional violation, it 

is “ordinarily necessary” to show a “pattern of similar constitutional violations by untrained 

employees” to establish the requisite notice.  See id. at 62–63 (concluding that four 

reversals in ten years for prosecutors’ Brady violations was insufficient to provide notice 
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of the need to train prosecutors about Brady requirements).  A pattern of constitutional 

violations is also required when a plaintiff seeks to hold a government entity liable for 

failing to implement a policy.  See id.; Conn v. City of Reno, 658 F.3d 897 (9th Cir. 2011) 

(leaving vacated the portions of its opinion pertaining to both failure to train and failure to 

implement policy based on Connick).  In “rare” instances, “failing to train could be so 

patently obvious that a city could be liable under § 1983 without proof of a pre-existing 

pattern of violations.”  Id. at 63–64.2   

In its FAC Order, the Court concluded that Plaintiffs had not adequately alleged a 

pattern of constitutional violations sufficient to establish liability for deliberate indifference 

by the County itself.  (See FAC Order at 22, 28.)  As the Court noted, the “pertinent 

question with respect to Defendant’s Motion to Dismiss is whether the County had notice 

of a pattern of constitutional violations, such that failing to implement a policy or rectify a 

custom could amount to deliberate indifference.”  (FAC Order, at 26.)  Plaintiffs argue that 

they state a plausible claim for government entity liability based on the County’s 

“systematically inadequate policy, practice or custom at VDF to ignore suicidal ideations, 

signs, warnings and triggers during an inmate’s incarceration because there are no 

guidelines, treatment or medical plans laid out for inmates that show or express a desire to 

kill themselves after the initial intake process.”  (SAC at ¶¶ 45, 65–70, 93–96, 112, 118–

120.)   

 In the FAC Order, the Court could only consider the allegation that: 

[T]his policy, or lack thereof, has contributed to San Diego County’s jail 

system having the highest mortality rate of the ten largest jail systems in 

California and the second highest suicide rate among the state’s largest jail 

systems: 54 suicides per 100,000 inmates, more than 60% higher than the 

national average. 

 

                                                                 

2 The Court previously concluded and again concludes that, in accordance with Ninth Circuit precedent 

in Conn, “single-incident liability does not attach to inmate suicides.”  (See FAC Order at 25 (citing Conn, 

658 F.3d at 897).)  
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(FAC Order at 26.)  The Court noted, “[a]lthough these allegations could provide a 

foundation upon which Plaintiffs could plausibly state claims for government entity 

liability if supplemented with additional facts, as it stands, this paragraph touching on the 

County’s high suicide rate lacks sufficient ‘factual enhancement.’”  (FAC Order, at 27) 

(citing Iqbal, 556 U.S. at 678).  Since not every suicide that occurs in jail is a result of a 

constitutional violation, “the pleaded facts would need to show not only a pattern of 

suicides, but a pattern of deliberate indifference to inmates’ serious medical needs, in this 

case fairly obvious suicidal ideations.”  (FAC Order at 28.)   

 Plaintiffs’ SAC describes a number of previous suicides and events leading up to 

them in San Diego County jails, including VDF.3  (See SAC at ¶¶ 73–89.)  For instance, 

inmate Jose Sierra, who had been arrested in April 2013, was found hanging from a bed-

sheet in his single occupancy cell.  (Id. at ¶¶ 76–77.)  During the previous security check, 

Deputies had observed an unauthorized laundry line affixed to the top bunk of Mr. Sierra’s 

cell but failed to take corrective action.  (Id.)  In another example, inmate Anna Wade was 

found hanging in her cell on April 28, 2013.  (Id. at ¶ 78.)  Deputies reported that they had 

performed an hourly security check, but had not actually done so.  (Id.)  Perhaps the most 

troubling is the story of inmate Robert Lubsen, who committed suicide on February 7, 

2013.  (Id. at ¶ 79; see also SAC Ex. 5.)  Mr. Lubsen was arrested by campus police for a 

drug-related crime, and while being detained in a campus holding cell, attempted to commit 

suicide by hanging himself using his shoelaces.  (SAC ¶ 79.)  Mr. Lubsen was transferred 

the next day to VDF and the intake officer noted that he had ligature marks around his 

neck.  (Id.)  In addition to the ligature marks, VDF received a tip that Mr. Lubsen was a 

risk to himself.  (Id.)  Deputies determined the tip was not credible, however, despite the 

jail’s policy that after intake “all reports of suicidal behavior shall be considered serious.”  

                                                                 

3 Defendants argue that prior judicial adjudicative findings that inmate suicides were constitutional 

violations at VDF would be necessary to establish liability.  (MTD at 12; Reply at 6–8.)  The Court does 

not deduce that legal rule from the authority Defendant cites.  Further, it is hard to see how the County 

could ever be held liable if liability in the first instance always depended on a prior adjudication. 
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(Id.)  The next morning, Mr. Lubsen walked out of his second story cell, climbed on the 

railing, and fell headfirst, nine feet to the floor below.  His family would later take him off 

of life support at the hospital.  The SAC also incorporates a series of news articles detailing 

instances of suicide in County jails and the County’s overall high suicide rate, all of which, 

taken together with the County’s actually confronting these suicides as they occurred, could 

plausibly have given policymaking County officials notice of a pattern of deliberate 

indifference to inmates’ suicidal ideations by County employees, and that this deliberate 

indifference was a result of failure by the County to properly train or a widespread custom 

of responding to suicidal ideations apathetically.   

 Plaintiffs’ SAC lists several additional suicides and statistics that are irrelevant to 

whether the County was deliberately indifferent because they occurred after Kris’ suicide, 

and could not have therefore provided notice of a suicide problem as it pertains to Kris. 

(See SAC at ¶¶ 81–87.)  However, the facts reiterated in the SAC along with news reports 

and anecdotal details of previous inmate suicides give context to the troubling statistics 

cited by Plaintiffs.  Taken as a whole, the SAC provides sufficient detail of circumstances 

predating Kris’s suicide that, if proven, could plausibly have given the County notice that, 

absent corrective action, it would continue to inadvertently violate inmates’ Eighth or 

Fourteenth Amendment rights by failing to provide adequate mental health care.   

 B. Moving Force in the Violation 

 For an employee’s deliberate indifference to a serious medical or mental health need 

to give rise to municipal liability based on the municipality’s customs or policies, the 

plaintiff must show that the customs or policies were the “moving force” precipitating the 

constitutional violation.   Long, 442 F.3d at 1186.  That means “the identified deficiency 

in the policy must be ‘closely related to the ultimate injury.’”  Id. at 1190.  The plaintiff 

must show that “the injury would have been avoided” if proper policies had been 

implemented.  Id.  In the FAC Order, the Court noted that, if Plaintiffs could plead a pattern 

of deliberate indifference, it would be plausible based on the other facts contained in the 

/ / / 
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then-operative complaint that the County’s policies and lack of training were a moving 

force.  (FAC Order at 29.)   

 The news reports and anecdotes detailed above along with the alleged facts 

surrounding Kris’s own suicide evidence the absence of an appropriate institutional level 

response to suicidal ideations by inmates entrusted to the County’s care.  The responses of 

particular correctional officers to Kris’s behavior and the statements by Kris’s family, if 

later proven, are a result of the absence of appropriate training or custom of apathy.  It is 

plausible that if the County had reacted to the prior suicide incidents by implementing an 

appropriate suicide prevention policy or by remedying the alleged custom of indifference, 

Kris’s suicidal ideations would not have been ignored, and Kris would have been placed in 

a setting where he could not harm himself.  Thus, Plaintiffs adequately plead that the 

County’s lack of training or the presence of a custom of indifference was the moving force 

in the alleged constitutional violation.    

 Because Plaintiffs have provided sufficient detail showing deliberate indifference by 

a County employee, that the County’s customs or policies amount to deliberate 

indifference, and that these customs or policies were a moving force in the constitutional 

violation in this instance, Defendant’s Motion to Dismiss Plaintiffs’ Second, Third, and 

Fourth Causes of Action is DENIED.  

II. Plaintiffs’ Seventh Cause of Action, Wrongful Death 

 Defendant moves to dismiss Plaintiffs’ Seventh Cause of Action, which is for 

wrongful death.  In the FAC Order the Court rejected Defendant’s argument for dismissal 

without prejudice but noted that Defendant did “not address the matter of causation in the 

context of the wrongful death claim, so the Court does not reach that issue.”  (FAC Order 

at 17.)  The Court incorporates the analysis of section II of the SAC Order herein.   

 Defendant now urges that the SAC does not contain facts showing Kris was “in need 

of immediate medical care,” and therefore does not show a causal link between a County 

employees’ conduct and Kris’s suicide.  (MTD at 17.)  The Court disagrees, and concludes 

that the facts pleaded show an adequate causal connection to survive dismissal on this 
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point.  Accordingly, Defendant’s Motion to Dismiss Plaintiffs’ Seventh Cause of Action is 

DENIED. 

CONCLUSION 

 For the reasons stated above, the Court DENIES Defendant’s MTD.   

 IT IS SO ORDERED. 

Dated:  September 12, 2016 
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I, the undersigned, declare under penalty of perjury that I am over the age of 

eighteen years and not a party to this action; and that I served the individuals on the 

attached service list the following documents:  

 FIRST AMENDED COMPLAINT   

Filed and served via the ECF system and served pursuant to General Order 

No. 550. 

The following are those who are currently on the list to receive e-mail notices 

for this case.  

 Ronald Lenert - ronald.lenert@sdcounty.ca.gov, 
laura.flores2@sdcounty.ca.gov, brittany.lubow@sdcounty.ca.gov, 
shelly.haight@sdcounty.ca.gov, joy.nagal@sdcounty.ca.gov, 
nora.guerra@sdcounty.ca.gov, jennifer.rodriguez@sdcounty.ca.gov, 
Robyn.Padgett-Weingel@sdcounty.ca.gov  

 Christopher John Welsh - Christopher.Welsh@sdcounty.ca.gov, 
roxanne.phelps@sdcounty.ca.gov, april.sapida@sdcounty.ca.gov, 
joy.nagal@sdcounty.ca.gov, kristen.howard@sdcounty.ca.gov, 
Robyn.Padgett-Weingel@sdcounty.ca.gov 

 
      MORRIS LAW FIRM, APC 
 
Dated: March 21, 2018        s/ Danielle R. Pena     
      Danielle R. Pena  
      dpena@morrislawfirmapc.com  
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