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Good afternoon Chairperson Pinto and members of the Council Committee on the Judiciary and Public
Safety. Thank you for the opportunity to share the perspective of the Office of the D.C. Auditor on issues
relevant to the proposed confirmation of Heather McGaffin to serve as director of the Office of Unified
Communications (OUC).

This testimony does not take a position on the nomination but provides an update on my office’s
comprehensive audit on the OUC’s 911 operations issued in October 2021, District’s 911 System:
Reforms Needed to Meet Safety Needs. As you know, this audit found serious issues with leadership,
supervision, training, and use of technology. We provided an update on the status of the audit’s 31
recommendations in September of 2022, 911 Reform Status Report #1: Minimal Progress, that found, as
the title notes, some but minimal progress in meeting the audit recommendations. We will be issuing
another update to the audit within the next few weeks that will report overall progress in addressing
and adopting the audit recommendations.

| will cover three issues today: the Bowser Administration’s response to the audit, the proposed decision
to purchase and implement a new dispatch system and related recommendations from the audit team,
and the need for far greater transparency on the part of the OUC.

Administration’s response

To the best of my knowledge there has never been a public acknowledgment by the administration of
the depth of the issues facing the OUC and documented in the October 2021 audit. The first step in a
serious recovery program is to admit that you have a problem. From the date the audit was published
and from the Mayor on down, public officials have failed to acknowledge what ODCA’s strong team of
subject matter experts concluded: The District’s 911 center has major issues with training and
supervision and especially in the use of technology, all issues that can and should be addressed through
leadership and improved management.

Yes, we have a very high call volume. Yes, the vast majority of calls are handled well. Yes, there are long-
time OUC staff members who are committed, who work hard, and who serve the public interest. | thank
them for their effective service day in and day out. But it remains a fact documented in the audit that too
many calls are NOT handled well and some are not handled at all.

| was pleased with Acting Director McGaffin’s recent testimony that she agrees with the vast majority of
the audit’s recommendations and that she intends to implement them. Nonetheless, the OUC'’s response
to our latest update on the October 2021 audit declares several recommendations completed where our
experts have been either unable to document progress, or it is simply too soon to evaluate whether
progress has been made. The OUC audit made 31 recommendations. In our latest update due out in the
next two weeks, the audit team concluded that just seven of the 31 recommendations have been fully
addressed. In the response to the draft report, OUC Acting Director McGaffin reports that 23 of the 31
recommendations have been completed.

| will give a couple of examples of instances where more data and evidence of improvement is needed
before declaring recommendations completed.

Our Recommendation #9 under operations was to require the use of the location-determining
technology (LDTs) to locate a caller that cannot immediately state a precise location of an incident and in
situations where the caller does not know the address of an incident. Ms. McGaffin reports that this
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recommendation has been completed. Our audit team considers there to be partial progress only. Our
audit team notes that the OUC developed a long overdue policy in June 2022 that “allows the ECOs to
use the provided LDT information when the caller is not sure where they are.” ECOs are emergency
communications operators or call-takers. But issuing a policy is just one step, and the basis for
considering the recommendation partially addressed. The failure of some OUC call-takers to use the
mapping technology available on their screens was documented in the original audit. In both follow-up
reviews our team found that use of the LDTs remains a critical issue in call-taker behavior. Whether it is a
lack of trust in the mapping technology or simply reverting to “how it’s always been done” isn’t clear. But
LDTs are not being used consistently and this was apparent in the audit team’s most recent visit to the
OUC floor.

This issue was present in one of the child deaths last summer that the audit team evaluated. On July 3,
2022 there was a call for an infant in cardiac arrest and the call taker entered the wrong address in the
dispatch system — confusion between Savannah Terrace and Savannah Street SE. The audit team
reviewed the OUC investigative report which “stated that the ECO followed OUC event-location
verification procedures.” But the auditors’ review “indicates that this was not the case and that the
location information as determined by the LDT was either overlooked or assumed to be inaccurate.” The
wrong address was entered in the dispatch system and was never updated.

Our Recommendation #15 under supervision was one of two urging an increase in supervisors on the
call-taking floor to provide guidance on issues such as the consistent use of the LDTs. We recommended
that a fourth supervisor be added for each shift to provide back-up for the on-duty supervisors “and for
the performance of required administrative duties such as evaluations, QA reviews and follow-up,
scheduling and callouts.” In her response to our draft report Ms. McGaffin states that “we have
completed this task with the hiring of five additional supervisors.” The District’s FY 2023 budget and
financial plan section on the OUC acknowledges increases to support “the hiring of additional staff to
address inadequate coverage for 911 call-taking and dispatching and allows for sufficient qualified staff
on duty to provide quality service to the public and local emergency services.” The budget enhancement
and the hiring of additional supervisors is good news to be sure. But our audit team found that the new
supervisor positions were “in the process of being filled” with the expectation “that the candidates will
be fully trained and in place” during this fiscal year. My recommendation, Madame Chairperson, is to ask
Ms. McGaffin if filling the supervisory positions is something in progress, or if the new supervisors are, in
fact, at work on the OUC floor.

Recommendation #20 under workplace culture was to “enforce Office of Professional Standards and
Development policy for returning completed quality assurance reviews and for follow-up to ensure the
behavior is not repeated.” The OUC reports this recommendation has been completed, but our auditors
credited the agency with “partial progress.” They note that this recommendation applies to “an ongoing
process intended to ensure that remedial efforts are meeting with success.” This recommendation by its
nature cannot be one and done and can only be measured over time to ensure that remediation is
successful and that the same errors are not repeated.

Recommendation #25 under quality assurance was to “use the quality assurance data to identify training
and process gaps and trends throughout the center” and “use this data to create a quality improvement
program that addresses additional training, policy changes, and support for consistent improvement in
call-taker performance.” Again, the OUC reports this has been completed while the audit team indicated



there has been partial progress. In the “roadmap” that the OUC provided in their response to the second
status report they stated that a quality improvement program has been developed and an individualized

remedial training program occurs when necessary.” When staff do not respond to the group training they
receive individual instruction after which they are monitored and “appropriate action is taken.”

| respectfully recommend that this Committee ask the nominee to report on each of those quality
improvement steps: how many call-takers have been given remedial training, how many have taken the
“40-hour, one-on-one course with a member of the OPSD team” and how many have been subject to
additional personnel action following the subsequent monitoring?

Madame Chairperson, the steps toward implementation on these recommendations are encouraging.
But whether they are fully implemented must be substantiated with actual performance data, and |
respectfully recommend that you ask the nominee for such data and that you do so on an ongoing basis.

A new dispatch system

While updating an audit that focused in large measure on the need for enhanced training and
supervision, the audit team highlighted a new issue that may exacerbate both of those pre-existing
challenges: The decision by the current OUC leadership to purchase and implement a wholly new call-
taking and dispatch system. Our upcoming report recounts the history of the OUC and its predecessor
agency having adopted the Priority Dispatch Corporation protocols with training on those fire and
emergency medical services protocols in 1999-2000, the addition of the police component to that
system in 2007, and upgrades to the protocols in 2015 — with each step requiring additional training for
OUC staff. In 2018 at the urging of former FEMS Chief Gregory Dean, the OUC adopted the Criteria Based
Dispatch protocols developed in King County, Washington -- a protocol system that has been extensively
revised and adapted to meet the OUC’s needs, also requiring additional training for OUC staff. After
adoption of CBD, Chief Dean testified before the Council that it vastly improved the accuracy of dispatch
of EMS calls.

The police, fire, EMS, and call center experts on our audit team note that the agency’s proposed
purchase and implementation of a new system, PowerPhone, “will require the retraining of OUC staff, as
well as the modification of the current Quality Assurance process, and will require the understanding
and cooperation of employees who must transition (for the third time) to a new protocol system.” They
add, “more importantly it will further delay the time that the OUC will be able to generate performance-
based metrics.”

| recommend you ask the nominee for data demonstrating the need for this change, what improvements
are anticipated, and whether it has the support of the public safety partners, including the medical
director of the Department of Fire and Emergency Medical Services who was confirmed by the D.C.
Council and has statutory responsibility for overseeing “all aspects of pre-hospital medical services.”



Transparency, transparency, transparency

Madame Chairperson, one way in which confirmation hearings can (and should!) be used by the Council
is to secure commitments from individuals nominated for Cabinet positions. With the nomination of Ms.
McGaffin to serve as director of the Office of Unified Communications, | urge you to seek a commitment
from the nominee to be transparent with the Council and the public with regard to the kind of mistakes

that have been documented on the part of the OUC and its 911 operations.

One of the original audit recommendations under operations was to “improve customer service through
quality assurance review and follow-up” including requiring training when and as needed. In the
upcoming status report the audit team notes “there has been an improvement in OUC’s approach to
investigating complaints involving the commitment of resources to find the underlying cause of such
complaints.” At the same time the auditors concluded that the OUC policy that was published November
10, 2022, to establish the Office of Special Operations and Investigations and outline its responsibilities
and procedures requires revision. The policy itself does not outline a step-by-step procedure or include
timelines for the investigation and complaint resolution process and, they wrote, “should be modified
accordingly.”

We included a careful review of three incidents in the original 2021 audit and repeated that requirement
in the follow-up report that will be out shortly. The new report reviews the two infant deaths that
occurred last summer to assess whether mistakes were made and the extent to which the OUC
investigated and shared the results of the investigation. I’'ve already noted that the first of the two
reviews found OUC had not been forthcoming with the failure to effectively use the LDT. Very little
information was shared with the public in the two incidents, but the audit team was left concluding that
“the investigation and after-action reports were conducted according to current policy.” They added,
“but as noted, a revised policy should require that after-action reports clearly articulate all investigative
and remediation efforts.”

Chairperson Pinto, | urge the committee to seek a commitment from the nominee to be far more specific
than adding action steps and timelines to the OUC’s incident reporting policy. To illustrate what | mean |
have attached two documents to my testimony. The first is the incident report OUC published on an
October 2022 call, and the second is the use of force report that the Metropolitan Police Department is
now publishing on its website, based on recommendations from earlier ODCA reports on policy and
practice on use of force investigations and the importance of making such information public.

Please take a look at the OUC paragraph that appears on the agency website. The one-paragraph “final
statement” from the OUC states that “this call was classified correctly as a ‘lift assist.”” It describes
someone asking for help with an elderly roommate. You will note that the incident report begins by
stating that OUC “is aware of the inaccurate social media report about this incident.” | assume that is a
reference to a Dave Statter blog post. According to that post, the caller said her roommate was non-
responsive. She needed someone to check his vital signs. She could not move him because he was “dead
weight.” It was more than 20 minutes before the first responders arrived because the call-taker did not
classify it as an emergency. They found a man in cardiac arrest, not breathing and without a pulse. He
died. You can see that what remains on the OUC website, accessed by me yesterday, continues to classify
this incident as a “lift assist.” | recommend that you request the audio of this call. Better still, have the
agency send the audio file to your staff now and play it for this confirmation hearing. Ask both nominees



if they have listened to this call and, if they have, why is an incomplete and misleading report still on a
dc.gov website?

At the very least an OUC incident report protocol for an emergency call should require a full transcript
(or even audio) and timeline of the call, rather than a partial transcript and/or conclusion. This can be
done while redacting private identifying information of callers, as is routinely done in other jurisdictions.
And the Committee can use its law enforcement authority to review private information, including
medical information. What other information would the Committee like to see included in what is
publicly released? | have no doubt there are industry standards and best practices in public disclosure
when there are incidents that are of concern to the public. | recommend that you task the nominee,
should she be confirmed, with developing a robust public reporting protocol for reviews of 911 calls, by
type of call. And if a commitment is made but not followed, the Committee has the option of drawing up
such a protocol as legislation to require public reporting in certain critical circumstances.

Thank you, Chairperson Pinto, and | am happy to respond to questions.



Office of Unified Communications
Final Statement
October 10, 2022 — 1300 Block of Massachusetts Avenue, NW

The Office of Unified Communications (OUC) is aware of the inaccurate social media report about
this incident. This call was classified correctly as a "lift assist". The caller reported to the OUC call
taker, "My roommate is on the floor, and | have been trying to get someone to check him out, but he
didn't want it and now he's on the floor and | cannot pick him up off of the floor". The OUC call taker
then asked if the patient was conscious and the caller replied, "Yeah, he is". The OUC call taker then
asked the caller if they needed help getting the patient off the floor or if the patient needed to be
transported to the hospital. The caller replied that they were not sure that the patient would be
willing to go to the hospital. The caller inquired about whether someone could come and help get
the patient off the floor. The OUC call taker stated that they would have the fire department
dispatched to assist. The OUC call taker then asked if the patient had any obvious injuries. The
caller replied, "No. | don't see anything. He was in the chair, and | was trying to help him to the sofa,
and he just slid down. That's where he is, on the floor by the chair".

#itH



GOVERNMENT OF THE DISTRICT OF COLUMBIA
METROPOLITAN POLICE DEPARTMENT

FINDINGS OF FACT IN USE OF FORCE INCIDENT

Force Type (s): Discharge of a Firearm

Incident Date: August 12, 2022

Publication Date: November 30, 2022

Involved MPD Member(s): Officer 1

Rank, Division Assigned, Race/Gender: Sixth District

Asian/Male

Subject of the Force’s Race/Gender and Age | Animal (Dog)

at time of the use of force incident:

Use of Force Review Board Date: November 22, 2022
SYNOPSIS OF USE OF FORCE

Officer 1(OFC1) discharged their MPD firearm at an animal. Consistent with MPD policy, this
use of force incident was investigated by the involved member’s chain of command. MPD's use
of force investigative procedures are outlined in GO-RAR-901.07 (Use of Force). The final
investigative report concluded on October 5, 2022, after all available evidence was collected and
analyzed, and statements from the subject officer, police and civilian witness were reviewed. The
material facts regarding this use of force incident are outlined below.

EVENTS THAT LED TO POLICE CONTACT
1. On Friday, August 12, 2022, OFC1 was in full MPD uniform and on-duty.

2. At approximately 3:44 PM, Officer 2(OFC2) was dispatched by the Office of Unified
Communications (OUC) to 42" and Clay Streets, NE, for the report of a pit bull running
loose.

3. At approximately 3:50 PM, OFC2 arrived in the 4200 block of Clay Street, NE, and
observed the dog running loose.

4. OFCI responded to the 4200 block of Clay Street, NE, and met with OFC2 to provide
assistance with OFC2’s assignment.

5. OFC2 drove their MPD vehicle to the rear of the houses in the 4200 block of Clay Street,
NE, while OFC1 stayed in front. OFC1 got out of his MPD vehicle and walked towards
an unfenced yard. OFC1 entered the yard and attempted to get the attention of the dog.

EVENTS THAT LED TO THE USE OF FORCE

6. The dog came running at the OFC1 and attacked him biting at his legs. OFCI1 tried to
kick at the dog to prevent it from biting him.

7. OFCI1 retrieved his firearm and retreated away from the dog. The dog bit OFC1’s left leg
and OFCI again attempted to kick the dog away from him. The dog continued to attack
OFCI.
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GOVERNMENT OF THE DISTRICT OF COLUMBIA
METROPOLITAN POLICE DEPARTMENT

8. OFCI1 discharged his firearm four times at the dog striking it two times.
ACTIONS AFTER THE USE OF FORCE

9. DC Fire and Emergency Medical Services Department (DC FEMS) arrived on the scene
to evaluate OFC1’s injuries he sustained from the dog attack. OFC1 complained of pain
to his right shin and left knee. OFC1 sustained a puncture wound to his left knee. OFC1
was transported to a local hospital for the treatment of his injuries.

PROSECUTORIAL REVIEW BY THE US ATTORNEY’S OFFICE (USAO)

This incident involving the discharge of a firearm at an animal was not referred to the USAO for
review. Consistent with MPD policy, GO-RAR-901.07 (Use of Force), only the following
incidents are referred to the United States Attorney’s Office for review: (1) serious uses of force,
(2) deadly force, (3) uses of force indicating potential criminal conduct, (4) vehicle pursuits
involving a fatality, and (5) in-custody deaths involving an MPD member.

FINDINGS OF THE CHAIN OF COMMAND ADMINISTRATIVE INVESTIGATION

On October 5, 2022, the chain of command final investigation made the following finding based
on a preponderance of evidence regarding the use of force by OFCI:

e Use of Force-Discharge of Firearm (Animal) by OFC1-JUSTIFIED
FINDINGS OF THE USE OF FORCE REVIEW BOARD (UFRB)

On November 22, 2022, the UFRB convened to review the final investigative report prepared by
the chain of command and the evidence regarding the use of force by OFC1. The UFRB ruled:

e Use of Force-Discharge of Firearm (Animal) by OFC1 was JUSTIFIED.
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