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lieutenant shot an unarmed suspect who had just attempted to wrestle his gun away.  A 

sergeant who arrived at the scene also shot the suspect, fearing he was a threat to the 

lieutenant.  There were several sworn and civilian employee witnesses to the incident.

Their interviews reveal conflicts and contradictions in some key facts, such as whether 

the suspect was moving toward or away from the lieutenant or even lying on the ground

when the second volley of shots was fired.  The CIRB discussion focused on holster 

design and the training and management expectations of Detentions deputies – both of 

which were relevant issues.  However, the contradictory witnesses were reportedly not

mentioned and, therefore, not addressed. 

3. Areas of Concern re CIRB: Outcomes

The outcome of any Departmental review process is also an area deserving of 

attention.  At this point, with the exception of isolated examples of accountability or

training memoranda, there does not appear to be a sufficiently robust response to any 

information learned from the reviews of shootings.  Under the current CIRB review, the 

menu of remedial options appears to be limited to considering promulgation of training 

bulletins and reviewing equipment issues. In other words, the focus of CIRB remediation

has only been systemic, and no attention has been directed to individualized issues of 

performance on behalf of the involved deputies. 

While these two responses are certainly laudable, the customary CIRB actions 

lack sufficient vigor and flexibility.  The CIRB process should force Department
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supervisors to make decisions about deputy performance.  The question of whether the 

shooting and attendant tactical decisions were within Departmental policy should be 

presented and answered by a panel of supervisors.  If there was no violation of policy, the 

same decision-makers should decide whether the actions of the deputies warranted 

targeted training, counseling, and/or briefing.  In our view, issues of accountability,

policy, supervision, equipment, and training not only need to be discussed, but also 

should result when appropriate in a concrete action plan.  A coordinator assigned to 

CIRB should be responsible for ensuring that any action plan is implemented by the 

station command.

Finally, there must be some type of feedback mechanism to the CIRB whereby it 

receives confirmation when its action plans are implemented.  We are aware of other 

agencies in which peace officers, for example, were being ordered to training, counseling, 

or briefing as part of a remedial plan in which, because there was no feedback mechanism

in place, no one ensured that the peace officers were completing the remedial actions.  A 

CIRB coordinator should be designated and systems should be developed to ensure that, 

when individual or systemic action is ordered by the CIRB, it is actually completed. 

Our review of the CIRB protocol in place during the audit period revealed gaps in 

documentation that left significant questions about follow-through, even on those 

occasions when the meetings produced constructive analysis and results in the 

administrative arena.26  In our view, it is vitally important that such outcomes be 

26 For the 24 shootings that had been through the CIRB process by the end of 2006, there was a record of
the Department’s discussion, findings, and actions (if any) for only 16 of them.  This is true, despite the
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documented so that the Department’s diligence is memorialized, and so that 

accountability and efficiency supplement its commitment to corrective action.

CASE ILLUSTRATIONS:

The Department had developed a training curriculum with regard to foot pursuits.  One 

tactical consideration was that partners should avoid splitting with each other during a 

foot pursuit.  At the outset of an incident that led to a shooting, two deputies approached 

three individuals working on a car in a residential area. When one of the individuals 

began to run, one deputy went into foot pursuit while the remaining deputy remained with 

the other two individuals.  There is no evidence that this tactical decision-making was 

discussed by Departmental executives at the CIRB process. 

The CIRB discussed a shooting incident in which there was little articulated probable 

cause that formed the basis for the responding deputies to go into foot pursuit of a 

suspect that eventually resulted in a fatal shooting.  While acknowledging this fact at the 

CIRB review, the Board did not pursue any remediation through Department-wide or 

individualized training, briefing, or further investigation. 

A suspect who was believed to be armed was discovered at the top of a fence.  A police 

Department’s Manual of Policy Procedures provision that mandates that a copy of each “CIRB
Confidential Report” prepared to document the outcome of the CIRB meeting is to be forwarded to the
Undersheriff.  Significantly, the three Vista shootings in the summer of 2005 were among those for which
there was no documentation of the CIRB review, though we are aware that the review did occur in 2006.
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dog attempted to grab the suspect with no success.  Several deputies were in the vicinity 

and observed the suspect.  Suddenly, without communicating to fellow deputies, one 

deputy closed distance and struck the suspect in the leg with a sap to no effect.  The 

suspect then came off the fence. Because of his belief that the suspect now presented a 

threat, that deputy fired from close range and killed the suspect.  While a member of the 

CIRB panel questioned the tactics of the deputy who closed distance on a suspected 

armed suspect, rather than assisting with an already-initiated containment, no further

Department-wide or individualized training, briefing, or disciplinary action was 

undertaken.

The CIRB was presented with a deputy-involved shooting in which deputies had tried to 

ensure that a parked suspect vehicle would not be able to get away by placing a spike 

strip behind one of the tires of the vehicle.  The spike strip did not disable the vehicle

causing the deputies to feel the need to use deadly force.  There was no remedial plan or 

follow up after the CIRB proceedings to learn why the spike strip did not work when it 

was deployed. 

It is significant that, of the 25 shooting cases that we reviewed, only one of them

even resulted in a formal Internal Affairs Bureau investigation for the purpose of 

developing evidence of possible policy violations by involved personnel.27  And the 

Internal Affairs investigation and resulting discipline in that case did not result from the 

CIRB process, but instead was the product of one supervisor’s immediate concerns and 

27 In that case three supervisors were ultimately disciplined for poor planning and/or communication in the
operation that led to the shooting; the actual shooter deputies were not subjects.
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initiative.

   It is not surprising that the CIRB process led to no administrative investigations, 

given that it was not configured for such a result.  Obviously, in the shooting cases, this 

meant there was little chance that discipline would occur as a consequence of potential 

policy violations, or that the Department would have a definitive record of its own 

concerns for future reference regarding the relevant officers.

The same is true for decisions to order deputies to training or individualized 

briefing.  Again, because of the limited scope of information presented and the traditional

orientation of the CIRB process, to suggest individualized training or briefing as an 

option has not been a consistent menu choice.   We believe, however, that the CIRB 

process can and should be reoriented to include these and other outcomes that reflect the 

insight, expertise, or thoroughness that the Department could bring to bear if it so desires.

4. Areas of Concern re CIRB: Timeliness

The timeliness of CIRB review and intervention also presented a potential 

concern to us.   Routinely, CIRB meetings for incidents that occurred during the audit 

period were held many months, or more than a year, after the incident in question.  There

is an unavoidable tension between timeliness and thorough preparation for review, but 

the value of review usually diminishes with every month that goes by.  Very tardy 

reviews also subject the Department to criticism that it is not as serious about self-
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examination as it professes to be. 

The Department has recently developed a thoughtful way to address this issue:  by 

implementing a Phase I CIRB shortly after a critical incident to identify issues of concern 

and a later Phase II CIRB to address those issues more thoroughly.  We applaud this 

initiative and recommend that the Department continue to focus on the twin goals of 

timeliness and thoroughness.

Report Recommendation # 14:

In light of the above, we recommend that the Department revamp its Critical

Incident Review Process in the following ways: 

14 a. By assigning a separate team of investigators outside of 

Homicide Bureau to roll to the scene of officer-involved shootings – including both 

hit and non-hit incidents – and take responsibility for a full and comprehensive 

investigation of the event, with an emphasis on issues of policy, tactics, training, and 

deputy performance; 

14 b. By changing the structure of the Critical Incident Review

Board to foster clear lines of authority, focused decision-making, continuity, and

follow–through.  We recommend appointing a small panel of Commanders to 

review the investigative reports,  hear a presentation by the administrative shooting
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review investigators,  and make decisions on each case, as advised by legal counsel, 

Training, and the unit commander of the station of origin for the incident; 

14 c. By encouraging a heightened willingness to promote officer

safety and sound policing practice by holding deputies accountable when policy 

violations or performance issues influence shooting incidents; 

14 d. By expanding the options of CIRB to include ordering 

individualized training and briefing of involved personnel; 

14 e. By requiring timely investigations and review presentations.

The Department’s Manual of Policy and Procedures anticipates that CIRB would 

be available to review other uses of force besides hit shootings: “The following incidents 

may be reviewed by the CIRB: 

In custody death; 

Pursuits ending with any injury, property/vehicle damage;

Death or serious injury resulting from action of a member of this Department;

Discharge of a firearm by sworn and/or corrections deputy personnel.” 

Accordingly, Departmental policy provides that CIRB review is potentially 

available for many more critical events than CIRB was convened for during the audit 
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period.  As noted above, CIRB reviews during the three year audit period were limited to 

hit deputy-involved shootings. 

It is critical that CIRB review be expanded beyond hit shootings in light of the 

apparent demise of the Department’s Use of Force Review Board.  Apparently, at one 

time, the Department did convene a Force Review Board to consider uses of force similar

to the current CIRB review for deputy-involved hit shootings.  In fact, the Department’s

Policy and Procedures index retains a reference to a policy manual provision concerning 

the Use of Force Review Board, but the manual provision describing the Force Review

Board no longer exists.  It is critical that the Department return its attention to major uses 

of force.  Rather than reviving the defunct Use of Force Review Board, we recommend

taking advantage of the CIRB’s inherent ability to review major uses of force, non-hit 

shootings, and in-custody deaths. 

Report Recommendation # 15:

We recommend that the jurisdiction of the re-designed CIRB be expanded to 

include a protocol for the automatic review of additional categories of 

incident, as itemized and explained below:

Deaths incident to arrest by Department deputies 

Non-hit shootings 

A selection of serious force incidents; particularly those resulting in 

serious injury to the suspect
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Bites by the Department’s K-9 Unit 

The following few pages explain in more detail our rationale for urging the 

expansion of CIRB’s subject-matter jurisdiction to cover these additional categories. 

Deaths Incident to Arrest by Department Deputies 

CASE ILLUSTRATION:

Pepper spray was used on an arrestee who was acting bizarrely and resisting the 

deputies. They eventually took the arrestee to the ground.  On the ground he received 

punches to the shoulder.  A spit sock was placed over the arrestee to prevent him from

spitting on the deputies.  Eventually, the arrestee was placed into maximum restraints, a 

procedure in which his legs and arms were restrained.  The fire department arrived on 

scene and they, along with the deputies, carried the arrestee and placed him on a gurney.

He was secured to the gurney with soft restraints, and the maximum restraints were 

removed.  The arrestee went into cardiac arrest on the way to the hospital and died.  The 

cause of death was listed as a heart attack following restraint by law enforcement for 

excited delirium with violent aggressive behaviour due to acute methamphetamine and

cocaine intoxication.  The manner of death was listed as accidental. 

The above incident received media attention, and it was reported by the 

Department that it was conducting an investigation into what had happened.  In fact, 
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homicide detectives from the Department did roll to the location and conducted an 

extensive investigation.  Unlike the deputy-involved shootings however, the incident was 

not forwarded to the District Attorney for review.

As a result, no formal or informal review of this incident was conducted by the 

Department or any other entity.  Nor was the incident presented to the CIRB for any 

administrative review.  This was true in spite of the fact that the evidence suggested a 

potentially significant policy issue:  whether the arrestee had remained on his stomach for 

an extended time while maximally restrained, which is inconsistent with Department

policy regarding positioning of such individuals for safety reasons.  In the absence of a 

formal protocol for administrative review of the case, there is no indication that these 

issues were explored or that potentially appropriate/needed corrective action was taken. 

Under the current approach, such incidents can sometimes either slip through the 

cracks or receive a level of scrutiny that lacks the proper rigor and thoroughness for the 

circumstances.   Death cases are so inherently serious and so sensitive from a risk 

management perspective that it behooves the Department to apply its CIRB process to 

them.

Non-hit Shootings 

As mentioned above, these incidents implicate the same performance, policy, and 

training issues that hit shootings do.  They are, accordingly, fertile ground for the type of 
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review that CIRB can and should offer. 

CASE ILLUSTRATIONS:

A suspect fired shots into his neighbor’s house and sped off in a van.  A deputy heard the 

broadcast of this information, saw the van and pulled it over.  The deputy drew his gun 

and approached the van.  The driver stared straight ahead, would not show his right 

hand, and made incongruous statements.  Then he turned and pointed a gun in the 

deputy’s face.  Reeling back, the deputy shot at the driver and fell to the pavement, but 

kept shooting at the van until his magazine was empty of rounds.  Then the suspect drove

away.  The deputy broadcast the situation, reloaded and pursued.  The van soon came to 

a stop, then reversed and rammed the deputy’s radio car, activating its air bag.  The van 

again sped off, but other deputies pulled it over and took the suspect into custody after a 

brief struggle.

Several deputies pursued a man suspected of brandishing a shotgun from a car.  When 

the suspect pulled up to a house and ran in, deputies established a hasty perimeter.

There were many other civilians in and around the house.  Two deputies observed the 

suspect furtively leaving through the back door with a shiny cylinder in his hand, climb a 

fence and crouch in the weeds.  They approached and ordered the suspect to put his 

hands up.  The suspect stood up abruptly with his hands, and the cylinder, held at his 

side.  The first deputy fired one round at him and missed.  The suspect turned, jumped 
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back over the fence, and ran around the house toward the front.  The second deputy then 

shot one round just as the suspect ran around the corner of the house.  The suspect was 

immediately apprehended by the other deputies and lay on the ground.  He had a rolled 

up magazine in his hand with a silvery cover.  It may be important to note that this was a 

daytime event.  Unfortunately, due to an oversight in the initial evidence gathering, the 

shiny magazine was never recovered.  The two deputies who fired each wrote a 

supplemental report, which briefly addressed the suspect’s actions and their state of mind 

when they shot.  It is not clear, however, whether either was ever subjected to any 

questioning on this unavoidably crucial issue. 

Both of these investigations were conscientious and reasonably thorough, 

especially considering that they were planned and executed at the station level.

Nonetheless, they lacked the resources and the long-term coordination necessary to 

attempt to accurately re-create the chain of events.  Furthermore, there was no available 

process promoting evaluation of the incidents from a Department-wide perspective.

These incidents, and others like them, are opportunities that the Department can and 

should be pursuing in the CIRB process. 

//

//

//
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A Selection of Serious Force Incidents 

CASE ILLUSTRATION:

While one deputy was dealing with a resistant arrestee on the floor, a second deputy 

approached and kicked the arrestee five times in the arm.  The other deputy hit the 

arrestee in the back of his head with his hand.  One deputy suffered a sprained thumb and 

the arrestee sustained a fractured rib. Beyond the review of the arrest report, no other 

review was undertaken of this use of force. 

One arrest report described a force incident in which a deputy used a sap to strike the 

arrestee on the floor in the right side of his neck, struck the arrestee in the right side of 

his head, and used his left knee to strike him in the shoulder twice.  Another deputy 

reported using his flashlight six to eight times on the arrestee's back.  A security officer 

enlisted to help the deputies reported striking the arrestee 10-15 times in the facial area, 

and striking the arrestee 10-15 times in the abdomen and forearm.  The report also 

indicates that the security officer inadvertently struck one of the deputies, causing the 

deputy to lose his grip on the arrestee.  Beyond the ordinary review of the arrest report, 

there is no indication that the force used in this incident was reviewed to learn whether it 

met departmental expectations. 

One arrest report described the use of knee strikes to the face to overcome a resisting

suspect.  At one point, the suspect had grabbed the gunbelt of one of the deputies.  The 
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suspect sustained injuries to the eyebrow and ear.  Beyond the regular review of the 

arrest report, there is no indication that the force used in this incident was assessed to 

learn whether it met departmental expectations. 

One arrest report described the pursuit of an individual for a suspected stolen vehicle.  A 

police dog was deployed who bit the individual in the jaw.  A deputy used his baton 

several times on the arrestee and a second deputy struck the arrestee several times with 

his flashlight.  The arrestee sustained injuries to his jaw, back, arms, legs, head, hip, and 

back, including a fractured ankle.  Beyond the routine review of the arrest report, there is 

no indication that the force used in this incident was reviewed to learn whether it met 

departmental expectations.

One arrest report described two deputies using their car in an effort to strike a fleeing

suspect because of their belief that the suspect may have been armed and was about to 

fire on the deputies.  One deputy was successful in striking the suspect.  Beyond the 

regular review of the arrest report, there is no indication that this use of potentially 

deadly force was reviewed to learn whether it met departmental expectations. 

One arrest report described a riot in the jail involving twenty inmates.  The tactical 

response team and rapid response team were both deployed to address the situation.

One deputy deployed a pepper ball launcher on the inmates at the behest of a sergeant 

and fired 10 rounds at which time his launcher jammed.  He then fired five more rounds 

and the launcher jammed again.  Another deputy deployed another pepper ball launcher 

57 times.  Another deputy fired a launcher six times.  Yet another deputy reported that his 
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pepper ball launcher was not working properly.  A number of inmates received 

significant injuries, some from the riot and some from the deployment of the less lethal 

munitions.  Beyond the regular review of the arrest report, there is no indication that the 

force used in this incident met departmental expectations.  Moreover, there is no 

indication that the apparent failure of some of the less lethal weapons was ever 

addressed by the Department. 

Bites by the Department’s K-9 Unit

As noted below, we have reviewed the deployment of police dogs by the 

Department and have specific recommendations for it to consider with regard to training, 

organization, supervision and deployment.28  We also recommend that the Department

consider having dog bites reviewed by the CIRB process.  While an extremely helpful 

resource from an officer safety perspective and in terms of their range of potential uses, 

the dogs are also inherently less predictable and controllable than other resources.

Furthermore, history makes clear that dog bites in the law enforcement context can be 

controversial.  The bites obviously have the potential to cause serious injury, and they 

provoke a visceral reaction from outside observers in a way that other less lethal options 

simply do not.

Given that the Department has chosen to deploy its dogs in varied ways, and 

given that the de-centralized approach to assigning the dogs presents challenges to 

consistent and comprehensive assessment of these incidents, it makes sense to include the 

28 A more detailed discussion of the K-9 unit follows below.
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bite cases as a topic for review by the CIRB.  Though it would not necessarily require the 

efforts of a separate investigative team, the packages and assessments already being 

conducted by the K-9 unit should be presented in some form to the panel – perhaps by the 

K-9 supervisors themselves.  With a minimum of additional effort, the Department could 

increase the scrutiny of the program in worthwhile ways and help tighten training and 

protocols as needed. 
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