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The Houston Forensic Science Center facilitates a blind quality control (QC) program to ensure 
continuous quality improvement, test the company’s entire quality management system, strengthen the 
proficiency testing program, add confidence to staff testimony, and evaluate the competence and 
performance of staff. All of this in return confirms to HFSC’s stakeholders that we provide them with 
accurate and reliable results in normal casework. 
 
During this quarter, HFSC was faced with challenges regarding workflow changes and staffing 
mitigations in response to the COVID-19 pandemic. Some sections have been impacted more than 
others, which may be reflected by the column of completed cases in the table below.  
 
In February, a Toxicology blind was reported with an unexpected result. The Quality Division initiated an 
investigation to determine the potential source of the error that led to this reported result. Evidence 
from the investigation supported that the error occurred at the manufacturer level. This case was 
included in the total completed for the 2020 Quarter I report. See the attached memo for detailed 
information regarding this investigation which concluded this quarter.  
 
The table below shows the number of blind QC cases that have been created by the Houston Forensic 
Science Center’s Quality Division, dropped into the system like normal casework, and completed by the 
analysts as blind tests between April 1 and June 30, 2020. During the second quarter of 2020, all but 1 
Digital Forensics, 1 Forensic Multimedia, 1 Latent Print Comparison, and 2 Toxicology cases were 
completed without analysts knowing they were working a blind case. The 2 Toxicology cases were 
worked as priorities as part of the investigation into the unexpected results of another blind and 
therefore were not worked blind.  

 

To: 
  
Erika Ziemak, Quality Director 

From: 
  
Callan Hundl, Quality Specialist 

  Maddisen Neuman, Quality/Research Associate 

Date: 
 
July 28, 2020 

Re: 
 
2020 Quarter II Blind QC Report 

Section Dropped Completed Satisfactory No. Completed 
Blind 

Toxicology 48 41 41 39 
Seized Drugs 45 42 42 42 

Biology 
(screening/DNA) 

12 15/21 15/21 15/21 

Firearms 3 5 5 5 
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*Two forensic multimedia blinds have not been reviewed for satisfactory results due to other pending 
requests in the case. Multimedia cases require the evidence to be recalled from the property room in 
order to be reviewed. 
 
 
The tables below depict the names or initials of staff members who have participated in blind QCs in this 
quarter and may include the reagents and software used in the case. 
 
Toxicology 

Alcohol Batches with Blind QCs Headspace Used Hamilton Pipette Used 
ALC_20200310_CLR 3 7903 
ALC_20200311_VC 3 1742 
ALC_20200330_CLR 2 1742 
ALC_20200330_VC 2 7903 
ALC_20200407_CLR 2 1742 
ALC_20200401_AAJ 2 7903 
ALC_20200409_AAJ 3 7903 
ALC_20200409_JP 2 1742 
ALC_20200413_EP 2 1742 
ALC_20200407_VC 3 7903 
ALC_20200413_CLR 3 7903 
ALC_20200413_VC 3 7903 
ALC_20200415_AAJ 2 7903 
ALC_20200420_VC 3 1742 
ALC_20200420_EP 2 1742 

ALC_20200422_CLR 3 7903 
ALC_20200422_EP 2 1742 
ALC_20200420_VC 3 7903 
ALC_20200423_JP 2 1742 
ALC_20200430_JP 3 1742 
ALC_20200504_VC 3 7903 
ALC_20200511_VC 3 7903 
ALC_20200507_JP 2 1742 
ALC_20200511_EP 2 1742 

Firearms Blind 
Verification 

3 2 2 n/a 

Latent Print 
Processing 

6 0 0 n/a 

Latent Print 
Comparison 

18 5 5 4 

Latent Print 
Comparison Blind 

Verification 

3 4 4 n/a 

Digital Forensics 3 2 2 1 
Forensic Multimedia 3 3 1* 2 
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ALC_20200507_AAJ 3 7903 
ALC_20200513_AAJ 3 7903 
ALC_20200514_JP 3 1742 
ALC_20200520_EP 3 7903 
ALC_20200518_EP 3 7903 
ALC_20200519_VC 2 7903 
ALC_20200519_CLR 3 1742 
ALC_20200519_EP 2 7903 
ALC_20200601_EP 2 7903 
ALC_20200602_EP 2 7903 

ALC_20200602_CLR 2 7903 
ALC_20200604_JP 2 7903 

Note: Some alcohol analysis batches may have contained more than one blind QC sample. 
 
 
As depicted in the control charts below, there were no significant variations within the alcohol 
concentrations reported during this quarter. Target concentrations, average concentrations, upper and 
lower control limits have been removed from these charts in order to keep them blind. Once the entire 
sample lot has been analyzed, control charts will include all the removed information. 
 
 
Control Chart Target Concentration from Vendor = 0.0000 
Leavey Jennings of Reported Concentration 

 
 
 
Control Chart Target Concentration from Vendor = A 
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Leavey Jennings of Reported Concentration 
The Y axis is in increments of 0.001 

 
 
 
Control Chart Target Concentration from Vendor = B 
Leavey Jennings of Reported Concentration 
The Y axis is in increments of 0.005 

 
Control Chart Target Concentration from Vendor = C 
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Leavey Jennings of Reported Concentration 
The Y axis is in increments of 0.001 

 
 
 
Control Chart Target Concentration from Vendor = D 
Leavey Jennings of Reported Concentration 
The Y axis is in increments of 0.001 

 
ELISA Batches with Blind QCs 
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EIA_20200407B_CLR 
EIA_20200416B_AAJ 
EIA_20200505B_VC 
EIA_20200520B_CLR 
EIA_20200331B_VC 

EIA_20200428B_CLR* 
There were no toxicology blind QCs confirmed in-house for drugs during this quarter. 
 
*The blind case in this batch yielded screening results that were consistent with the manufacturer’s 
expected results and the outsource laboratory’s confirmation results. Certificates of analysis provided by 
the manufacturer for the samples submitted prior to September 2019 were not all encompassing, and, 
therefore, the satisfaction of results cannot be determined. The current sample lot being submitted and 
analyzed, which includes the case worked on batch EIA_20200428B_CLR, was provided to HFSC with an 
all-encompassing certificate of analysis for each sample set. 
 
 
Seized Drugs 

Analyst Number of Blinds Completed 
Alaina Anderson 5 
Angelica Noyola 4 

Cloressa (Kelly) Guidry 5 
David Huang 6 

Jazmyne (McKenzie) Burren 5 
Mariam Kane 5 

Michael Salazar 5 
Patrick Tynan 5 

Stephanie Galioto 2 
 
 
Biology – Screening 

Analyst Number of Blinds Completed 
Amber Smith 1 
Caitlyn Fisher 1 

Daniela Anane-Bediakoh 1 
Ema Ruzic 2 

Fatima Torres Perez 3 
Hannah Wines 1 

Juli Rehfuss 3 
Keegan Breaux 1 
Kelly Freeman 1 
Mary Georges 1 

 
 
 
 
 
Biology - Technician 
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Analyst Number of Blinds Completed 
Daniela Anane-Bediakoh 2 

Aja Moss 2 
Brittany Beyer 1 

Note: More than one technician is associated with each blind QC completed during this quarter. Some 
blind QCs were outsourced during this time. 
 
 
Biology – DNA Analyst 

Analyst Number of Blinds Completed 
Brittany Beyer 1 

Cheron Maxwell 2 
Jisel Luttrell 16 

Shamika Kelley 1 
One DNA case during this quarter yielded an insufficient sample result from the outsource laboratory 
and therefore does not have a DNA report written by HFSC. 
 
Note: DNA cases would have previously been reported as completed for screening. Also, if an HFSC staff 
member’s DNA is used to create a blind sample, the DNA analyst is expected to discover during report 
writing that the DNA belongs to staff which ensures the profile is not uploaded into CODIS and proper 
usage of the elimination database. In these instances, the Quality Division considers the cases complete 
when the DNA analysts report that the sample(s) matches an elimination database sample and is 
confirmed to be a blind. These cases are deemed as completed blind because all work up until that point 
was completed without the screener, technician, and analyst knowing that it was a blind case. 
 
 
Firearms 

Primary 
Examiner 

Second 
Examiner 

Comparison Microscopes Caliper Primary 
Examiner 

Result 

Second 
Examiner 

Result 
Kaitlyn 

Bongiorno 
Lucy Tea 1 

2 
3 
4 
5 

8, 4 
8, 4 
8, 4 
8, 4 
8, 4 

n/a 
n/a 
n/a 
n/a 
n/a 

ID 
ID 
ID 
ID 

Elim 

ID 
ID 
ID 
ID 

Elim 
Jill Dupre Melissa 

Nally 
1 
2 
3 
4 
5 
6 
7 
8 
9 

10 
11 

3, 7 
3, 7 
3, 7 
3, 7 
3, 7 
3, 7 
3, 7 
3, 7 
3, 7 
3, 7 
3, 7 

n/a 
n/a 
n/a 
n/a 
n/a 
n/a 
n/a 
n/a 
n/a 
n/a 
n/a 

ID 
ID 
ID 
ID 
ID 
ID 
ID 
ID 
Inc 
Un 
Un 

ID 
ID 
ID 
ID 
ID 
ID 
ID 
ID 
Inc 
Un 
Un 
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Chandler 
Bassett 

Jill Dupre 1 
2 
3 
4 
5 
6 
7 
8 

2, 3 
2, 3 
2, 3 
2, 3 
2, 3 
2, 3 
2, 3 
2, 3 

n/a 
n/a 
n/a 
n/a 
n/a 
n/a 
n/a 
n/a 

ID 
ID 
ID 

Elim 
ID 
Inc 
Inc 

Elim 

ID 
ID 
ID 

Elim 
ID 
Inc 
Inc 

Elim 
Jill Dupre Chandler 

Bassett 
1 
2 

3, 2 
3, 2 

8 
n/a 

Inc 
ID 

Inc 
ID 

Kim Zeller Jill Dupre 1 
2 
3 

1, 3 
1, 3 
1, 3 

n/a 
n/a 
n/a 

ID 
ID 
ID 

ID 
ID 
ID 

Conclusion abbreviations: ID = Identification, Elim = Elimination, Inc = Inconclusive, Un = Unsuitable, Insuf = Insufficient 
 
 
Firearms Blind Verification 

Primary Examiner Second Examiner Forensic Case Number Agency Case Number 
Jill Dupre Melissa Nally 2020-03395 027508420 

Kaitlyn Bongiorno Kasi Kirksey 2020-00451 003592720 
Note: For Firearms blind verifications, the second examiner is aware they are conducting the 
verification; however, the primary examiner’s conclusions are masked. Therefore, the second examiner 
is making his/her own conclusions separately and independently from the primary examiner’s 
conclusions. All blind verifications were conducted on actual casework, blind QCs, or proficiency tests. 
 
 
Latent Print Comparison 

Examiner Number of Blinds Completed 
Cassaundra Barnes 1 

Darren Jewkes 1 
Stacie Gardner 1 

Starla Wyatt 1 
Vickie Paiz 1 

 
 
Latent Print Comparison Blind Verification 

Primary Examiner Verifier Forensic Case Number Agency Case Number 
Vickie Paiz Maranda Harper 2019-06052 032701219 

Brenda Merritt Sandy Siegel 2019-18404 148975219 
Cassaundra Barnes Stacie Gardner 2020-00547 005330020 

Starla Wyatt Laurissa Pilkington 2018-08267 070240418 
Note: For Latent Prints blind verifications, the verifier is aware they are conducting the verification; 
however, the primary examiner’s conclusions are masked. Therefore, the verifier is making his/her own 
conclusions separately and independently from the primary examiner’s conclusions. All blind 
verifications were conducted on actual casework or blind QCs. 
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Digital Forensics 
Analyst Forensic Equipment Used 

Christine Sotomayer Digital Workstation, Lenovo Thinkpad laptop, DME 16 
Ramsey Faraday Enclosure, FARADAY 7 

Bo Amos Falcon Northwest Talon Workstation, DME01 
Ramsey Faraday Enclosure, Faraday 4 

Cellebrite UFED 4PC, 7.30 
Cellebrite Physical Analyzer, 7.31 

 
 
Forensic Multimedia 

Analyst Forensic Software/ Hardware 

Spencer Ledesma Forensic Workstation DME14 
Amped FIVE, Build date: 20200306, Revision: 16112 

MediaInfo, 19.09 
Quick Hash, 2.6.9.2 

Windows Media Player, 12.0.18362.693 
Microsoft Photos, 2020.19081.28230.0 

Brent Larsen Forensic Workstation, DME 12 
Quick Hash, 2.6.9.2 
MediaInfo, 20.03 

iZotope RX5 Advanced Audio Editor, 5.02.431 
Windows Media Player, 12.0.18362.657 

Jose Ramirez Forensic Workstation DME29 
Tableau USB 3.0 Bridge, WB2 

Quick Hash, 2.6.9.2 
MediaInfo, 0.7.90 

Amped FIVE, Build date: 20181105 Revision: 12076 
Windows Media Player, 12.0.18362.657 
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To: Peter Stout, President/CEO

From: Erika Ziemak, Quality Director

Cc: Dayong Lee, Toxicology Manager
Amy Castillo, COO

Date: August 3, 2020

Re: Toxicology Blind Quality Control Discrepancy Investigation

The Toxicology report issued on February 26, 2020 for DWI collection kit blind quality control (QC) case
2019 20208 indicated that the ethanol concentration detected in item 001 01 (one blood tube) was
0.246 ± 0.023 g/100 mL. The expected result for this blind submission was 0.0 g/100 mL (negative). The
Quality Division investigated the causes of this discrepancy and determined that a manufacturing error
in the labeling of tubes at RTI International caused the discrepancy and the laboratory analysis was
correct. Therefore, the blind QC results were acceptable and laboratory analysis correctly identified the
blood concentration of the blood in the tube. RTI International has implemented corrective actions.

The investigation pursued three possible sources for this error: a Quality Division error involving the
submission process, a Toxicology section error or a manufacturing error involving the
production/labeling process.

Item 001 01 from case 2019 20208 was retested on March 13, 2020 and yielded consistent results.
Quality reviewed the photographs taken during the accessioning process confirming that the blood
tubes for case 2019 20208 had the appropriate laboratory labels from the creation/submission and
accessioning processes. A Toxicology kit typically contains three tubes of blood from one individual, and
the Toxicology section routinely tests one of those blood tubes to determine the blood alcohol
concentration. Because a blind QC also consists of three blood tubes in total, testing was performed on
items 001 02 and 001 03 as well. Both tubes yielded the expected negative result, meaning only one
blood tube was affected.

The Quality Division maintains records of the assembly of blind QCs and as part of this documentation
the original manufacturer labels are transferred and retained in the paperwork. All of the Quality

Houston Forensic Science Center
500 Jefferson St., 13th floor Houston, TX 77002

Erika Ziemak
Digitally signed by Erika 
Ziemak 
Date: 2020.08.03 
14:30:47 -05'00'
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paperwork was consistent, no discrepancies were evident and all of the expected manufacturer labels
were present.

Because a Toxicology blind QC (2019 20256) with an expected result of 0.24 g/100 mL was also prepared
on the same day as case 2019 20208 on December 16, 2019 the documentation from all four blind QCs
prepared that day (2019 20208, 2019 20256, 2019 20255 and 2019 20209) was reviewed for potential
concerns. No concerns were observed. All three tubes of the remaining three BQCs (2019 20256, 2019
20255 and 2019 20209) that were prepared that day along with 2019 20208 were also tested and all
yielded the expected results. Again confirming only the one blood tube was affected.

The Toxicology analyst who performed the analysis in case 2019 20208 was interviewed on March 10,
2020. During the interview the analyst discussed the quality control measures that the Toxicology
section has in place to prevent a sample switch from occurring. In addition to sampling each tube twice
during alcohol analysis, the Toxicology section performs the sampling order in reverse the second time.
Agreement between the duplicate results is required, and a case will be reanalyzed if the duplicate
results do not meet that criterion. In addition, the analyst also described the specific engineering
controls that she uses when performing blood alcohol analysis including placing each tube upside down
in the sample rocker as she completes her first sampling. There is also a sequence verification step that
involves an independent analyst verifying the location of each sample on the instrument autosampler
prior to starting the instrument.

There were five other samples in the same Toxicology batch that yielded negative results as 2019
20208’s target ethanol result. Altogether the batch was comprised of thirty evidence blood tubes. To
eliminate the potential that a laboratory labeling error may have resulted in a sample switch, the
photographs taken during the accessioning process for all five cases were reviewed and confirmed that
the blood tubes for each case had the appropriate labels from the creation/submission and accessioning
processes.

Two of the negative samples in the batch were the first two evidence samples in the batch and the blind
QC was the last sample in the batch. The first two tubes were both from a Toxicology drug facilitated
sexual assault kit. These tubes appear physically different than the DWI collection kit tubes. Both the
positioning of the tubes and the physical appearance of the tubes minimizes the likelihood of a sample
switch with either of these samples.

The other three negative samples in this batch were from DWI collection kits. Because these samples
yielded negative results, they were then submitted for presumptive drug screening analysis as is the
standard operating procedure for the Toxicology section. The drug screening analysis for one of the
cases resulted in a positive drug screening result for a drug not contained in the blind QCs, thus
eliminating that this case was possibly switched in sampling.

The manufacturer of the Toxicology blind QCs was contacted on April 16, 2020 to gain insight into their
manufacturing and labeling processes. The manufacturer’s process includes adding the appropriate
concentration of blood into the specific number of labeled tubes. There is a quality check to ensure that
all blood product is removed from the active benchtop prior to the production of another concentration
and equipment is designated to a specific concentration. Once the blood tubes are created, each
concentration is stored apart from the others. The batch production record for this specific batch
indicated that the production of the negative concentration was completed approximately two hours
before the production of the 0.24 g/100 mL concentration began. The records also indicated that the
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tube label verification process (which requires a second analyst to visually inspect the labels of the
prepared blood tubes and confirm that they have the correct batch information) was conducted.

Because the blood product is added to labeled tubes, HFSC Quality Division questioned the labeling
process as the potential source of error. The labeling process included hand typing the batch
information, concentration and date in Microsoft Word and using the label template to create multiple
pages of labels at a time. Each page contains thirty labels and the labels are created for each
concentration separately. RTI International has controls and policies to ensure all tubes in a batch are
labeled with the generated labels for that concentration assuming the labels are correct. Given the
manual nature of the label generation, HFSC Quality Division questioned if the sheets of labels all had
the correct, identical labels.

RTI had retained the electronic label files used to fulfill this order. Upon review of the electronic label
files, one label with “BAC 12198 41 2 Negative August 13, 2019” was included on the sheet with twenty
nine other labels with “BAC 12198 41 4 0.24% August 13, 2019”. Thus one 0.24 g/100 mL blood tube
was labeled as “BAC 12198 41 2 Negative August 13, 2019”. This became the tube that the Quality
Division incorporated into the submitted blind QC with an expected result of “negative” when in fact the
tube contained 0.24% BAC blood. The HFSC laboratory result correctly identified the alcohol
concentration of the blood contained in the tube.

Upon discovery, RTI committed to treating this label discrepancy as a nonconformance and has
implemented a process improvement in response. The manufacturer’s standard operating procedure
(SOP) was revised to require staff to create a new label file for each concentration type thus preventing
the label template from being copied and pasted between concentrations.
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