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PURPOSE

The purpose of this bill is to: 1) require the Cadrnia Department of Corrections and
Rehabilitation (CDCR) to submit an annual report c@DCR'’s efforts to respond to and
prevent suicides and attempted suicides among iresdb the Legislature; 2) make this report
available on CDCR'’s website; and 3) require CDCRntotify an inmate’s contact person
within 24 hours by telephone in the event of a ger$ injury, serious illness, or death, if a
contact person is listed on record.

Existing law establishes a system of state prisons under tiseligtion of CDCR. (Pen. Code, 8
2000 et seq.)

Existing law requires CDCR to develop and implement a plarbtain additional rehabilitation
and treatment services for prison inmates and @asol The plan is required to include, among
other things, plans to fill vacant state staff poss that provide direct and indirect rehabilbati
and treatment services to inmates and paroleesn. (Pode, § 2061.)

Thisbill requires CDCR to annually submit to the Legiskatan or before April 1 of each year,
a report on CDCR’s efforts to respond to and presaitides and attempted suicides among
inmates. The information contained in the repanstmnclude, but is not be limited to, all of the
following:
* An identification of all recommendations that,niplemented, would affect CDCR’s
efforts to respond to and prevent suicides andangited suicides among inmates and that
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were made to CDCR or to a prison or institutionhesresult of an audit, assessment, or
other review, whether internally or externally cantéd, mandated, or court-ordered.

» A description of CDCR’s progress in implementingleaecommendation identified in
an audit or other review, as described above, ductuthe expected timeline for full
implementation for each recommendation and theides undertaken to address each
recommendation. If CDCR does not intend to futhplement a recommendation, the
CDCR must describe in sufficient detail its reasfamshot fully implementing the
recommendation.

» A description of the results of any audit or reviEe®WCR conducts that measure the
success of changes it implements as a result sEtttanmendations made by an audit or
other review.

* A description of the CDCR’s progress in identifyiagd implementing mental health
programs that may ameliorate risk factors assatwmith suicides at the prisons and
institutions.

* A description of CDCR'’s progress in meeting itslgdar completing suicide risk
evaluations and comprehensive mental health tredtpiens in a sufficient manner,
including identifying the number of suicide riskadwations and comprehensive mental
health treatment plans completed, describing tiiera CDCR uses to assess the quality
of the suicide risk evaluations and comprehensigeatal health treatment plans, and
reporting on the results of its assessments ofui@de risk evaluations and
comprehensive mental health treatment plans. CB@Q& present the information
regarding its progress in meeting its goals for plating suicide risk evaluations
separately from the information regarding the degpant’s progress in meeting its goals
for completing comprehensive mental health treatrpms.

* A description of CDCR'’s efforts to ensure thatra#ntal health staff receive required
training and mentoring related to suicide preventiad response, including describing
the trainings and mentoring required and identdytine number of individuals required
to take each training or to participate in mentgyriand the number of individuals who
completed each required training or participatmgequired mentoring.

» A description of CDCR'’s efforts to fill vacancias its mental health treatment programs,
including its efforts to hire and retain psychisifsi

This bill requires that the report be posted on CDCR’s welrsian easily accessible format.

This bill requires CDCR to notify the contact person ofranate, if one is listed on record,
within-24 hours by telephone in the event of theate’s serious illness, serious injury, or death.

Thisbill provides that “serious injury” includes attempgedcide, and “serious illness” includes
a new mental health diagnosis.

COMMENTS
1. Need for ThisBill
According to the author:
SB 960 imposes efforts to prevent and respondn@ie suicides at state prisons

in California. High suicides rates at the Califermmstitution for Women
prompted an audit by the State Auditor which codetlithat the California
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Department of Corrections and Rehabilitation (CD@Bgds to report annually to
the legislature about their efforts to improvesitscide response and prevention
programs. Inmate suicides in California’s prisoagénbeen higher, on average,
than those of all U.S. state prisons for severatgie=rom 2005 through 2013, the
average suicide rate in California’s prisons wap@2100,000 inmates compared
to the average 15.66 per 100,000 in state prigotizei United States.

SB 960 also establishes a notification timelinauneaqg CDCR'’s prisons to
contact the next of kin of an inmate, within 24 rwhen that inmate commits
suicide or attempts suicide. Reports have included delays of notification or
no notification at all following an inmate suicide suicide attempt.

2. Background

CDCR has a long history of inmate suicides. In5.98e U.S. District Court for the Eastern
District of California ruled that CDCR was not prdwg adequate mental health care in
violation of inmates’ Eighth and Fourteenth Amendingghts. Coleman v. Wilson (1995) 912

F. Supp. 1282 (nowoleman v. Brown).) As part of that ruling, the court identifietk sireas
where CDCR needed to make improvements, includingde prevention. The court appointed
a Special Master to monitor and report on CDCR&gpess toward providing an adequate level
of mental health care. That remedial process baa bngoing.

CDCR'’s continued difficulty in remedying the de&acies of its mental health care system is
well documented. A 2013 report to the court by3pecial Master criticized CDCR for failing

to follow many of the recommendations he had madbd department over a 14-year period.
(https://rbgg.com/wp-content/uploads/Coleman-ReparSuicides-Completed-in-the-CDCR-in-
Calendar-Year-20111.pdf ; <http://articles.latineesn/2013/mar/13/local/la-me-ff-court-expert-
prison-suicide-rate-20130313> [as of Apr. 17, 2018} recent years, an increase in the number
of inmate suicides led the Joint Legislative Auddmmittee (JLAC) to request that the
California State Auditor prepare an audit reporicaning CDCR’s policies, procedures, and
practices for suicide prevention and reductionhwitparticular emphasis on the recently
elevated suicide rate at the California InstitutionWWomen. $ee
<http://www.sacbee.com/news/local/crime/article4d&Z0.html>;
<https://www.theguardian.com/us-news/2016/may/lfide-california-womens-prison-mental-
health> [as of Apr. 17, 2018].) The findings ardommendations of that report are summarized
in Comment 4.

3. CDCR Policies
Mental Health Generally

CDCR regulations require the department to prositheoad range of mental health services to
inmates by assessing the needs of its populatidrawveloping specialized programs of mental
health care, to the extent resources are availabtbéat purpose. (Cal. Code of Regs., tit. 15, 8§
3360, subd. (a).) Necessary and appropriate mieetddh services must be provided to inmates,
and adequate staff and facilities must be maindeioethe delivery of such servicedd.]

When an inmate is found to require mental health tzat is not available within those
resources, but which is available in the DepartnoéMental Health, the case will be referred to
the director for consideration of temporary transéethat department pursuant to Penal Code
section 2684. (Cal. Code of Regs., tit. 15, § 3360d. (b).)
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All required mental health treatment or diagnosgcvices must be provided under the
supervision of a psychiatrist licensed to praciicthe state, or a psychologist licensed to
practice in the state and who holds a doctoralekegnd has at least two years of experience in
the diagnosis and treatment of emotional and melgalders. (Cal. Code of Regs., tit. 15, 8§
3361, subd. (a).) When an inmate or an inmateésdjan or relative, or an attorney or other
interested party desires to have an inmate exantipedprivate psychiatrist or other mental
health professional, a request must be submitteditmg to the warden. (Cal. Code of Regs.,
tit. 15, 8 3361, subd. (b).) The warden will grév request after consulting with the
institution’s chief psychiatrist or, in his or halpsence, the chief medical officer, unless theze ar
specific case factors which, in the judgment ofwlaeden, warrant denialld)) Private
consultants are not permitted to order mental heéedatment for any inmate, but may be asked
to make a report of findings and recommendatiorteéavarden. I1¢.) All persons committed

to CDCR must be informed that mental health sesvare available to them, and that, upon an
inmate’s request, an evaluative interview will wevpded within a reasonable period of time by
a licensed practitioner, or a specially trainednsmlior supervised by a licensed practitioner.
(Cal. Code of Regs., tit. 15, § 3362.) Upon regjuesinmate will be provided with information
as to what specialized treatment programs may aiaale in the department and how such
treatment may be obtainedd.)

Suicide Prevention and Response

Each institution head is required to ensure tHaraployees whose assignments routinely
involve inmate contact are trained to recognizesignd symptoms associated with suicide risk,
the appropriate procedures for staff interventand the appropriate procedures to be followed
in response to emergency situations resulting setfiinjurious or suicidal actions. (Cal. Code
of Regs., tit. 15, § 3365, subd. (a).) Specificgleace officer classifications are required to
complete annual training on suicide preventioneg@&tment Operations Manual (DOM) §
32010.15)

Each institution head is required to implement &ifa Prevention Program for inmates who
display self-injurious or suicidal behavior or syimqms. These programs must include the
following components:

» Suicide Watch. When medical staff determine timaihanate is actively suicidal, a
licensed physician or psychologist must order ptaer@ of the inmate on suicide watch
in a General Acute Care Hospital (GACH), Correaiiofreatment Center (CTC),
Skilled Nursing Facility (SNF), Outpatient Housibgit (OHU), or other appropriate
health care facility, for continual observation.

» Suicide Precaution. When medical staff deterniia¢ &n inmate is at high risk of
attempting self-injurious behavior, a licensed ptigs or psychologist shall order
placement of the inmate on suicide precaution@ALH, CTC, SNF, OHU, or other
appropriate health care facility, for periodic ntoning.

* Follow-up Treatment. Discharge from suicide watclsuicide precaution must occur
when an interdisciplinary team of clinicians deteres that the inmate no longer presents
a suicide risk. A written treatment plan and fellap outpatient treatment must be
provided by a mental health clinician. (Cal. Cofi&egs., tit. 15, 8 3365, subd. (b).)

When a suicide attempt is discovered in progresgslical assistance must be summoned
immediately to provide emergency medical care.l.(Cade of Regs., tit. 15, 8§ 3365, subd. (c).)



SB 960 (Leyva) Pageb of 9

Security and safety procedures must be followeduding the use of required equipment and
procedures to deal with bodily fluidsld() A cut-down kit must be immediately accessible on
each unit and must be used by staff in case oftampted suicide by hangingld() All
subsequent activities and procedures must complylagal institutional emergency plandd.j
Additional protocols regarding suicide preventiom aesponse are detailed in Chapter 10 of the
Mental Health Program Services Delivery System RnogGuide.
(https://www.cdcr.ca.gov/DHCS/docs/Mental%20HealB@RBrogram%20Guide.pdf)

Finally, the DOM requires that “incidents, eventsl activities that occur within the jurisdiction
of institutions of immediate interest to the Depeeht, other governmental agencies or the news
media” be reported to the Director or the departaedfficer-of -the-Day, or the Deputy
Director, DAPO. (DOM § 51030.1.) Certain incideaire required to be reported, including
attempted suicides. (DOM § 51030.3.)

Inmate Death, Serious Injury, or Serious lliness:adtification Requirements

The DOM provides that CDCR must treat the deattgse injury, or serious illness of an
inmate with dignity and respect as is regularlyoaded persons who are not incarcerated.
(DOM § 51070.2.) The procedures to be followedrafteath, serious injury, or illness must
comply with the requirements of all applicable lavigl.) The DOM includes detailed protocols
for prison staff after an inmate’s death. Among tbsponsibilities and duties for prison staff
following an inmate’s death, include pronouncenwrdeath, preparing a written summary of
the circumstances surrounding the inmate’s deghing the death certificate, and identifying
the decedent. (DOM §§ 51070.4-51070.8.)

The DOM also provides the notification requiremdntkwing an inmate’s death. For example,
an inmate’s death must be reported to the courggif§and coroner within two hours of the
death. (DOM § 51070.9.) The inmate’s death maselported to the district attorney in the
county in which the prison as well as specified GDdficials within 24 hours. The DOM
specifies that Receiving and Release staff in Remeenters obtain primary and alternate
emergency contact information for each incomingaten (DOM 8§ 51070.10.) This information
is stored in two CDCR databases and is requirdx tapdated:

* Annually as part of the classification review prsge

* Upon recommendation of transfer by a classification

* Whenever an inmate advises his or her correctiomahselor of a desire to change the
information.

DOM section 51070.10 lays out the protocol that ®xEaff must follow with respect to
notifying an inmate’s emergency contact in the éwénhe inmate’s death, serious injury, or
serious illness. In the event of a death, serigusy, or serious illness, the Warden or designee
at the level of Correctional Lieutenant or Correctll Counselor Il or above is required to use all
reasonable means to contact the person identifigtie@notification form. CDCR is required to
notify the emergency contact person as soon asgp@sdotification via phone must be used
whenever possible. If notification cannot be immezly made, the Warden or designee at the
level of Correctional Lieutenant or Correctionaludeelor Il or above must use all reasonable
means to make contact with family members, inclgdiat not limited to: assigning

Investigative Services Unit staff to utilize teleple signup sheets, Inmate Monitoring and
Recording Systems, searching the inmate’s pergoogkrty, reviewing the inmate’s visiting
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file, contacting the previous parole agent, if argntacting the local coroner’s office, contacting
the arresting agency, reviewing social media, otacting the Office of Correctional Safety
(OCS) to locate contact information. All effort@de to notify the next of kin must be
documented on a specified form.

The DOM further provides that if notification withe contact listed cannot be made within 72
hours, the Warden must notify their respective Agge Director that all reasonable means for
obtaining contact information have been exhausifidte Associate Director is then required to
make contact with the OCS for any additional agarst in locating the next of kin.

In addition to the notification requirements delsed above, CDCR is required to report inmate
suicides and other critical incidents within a sped timeframe to the Office of the Inspector
General, the agency tasked with providing overdigi@alifornia’s correctional system.

4. Audit on CDCR Inmate Suicides

Pursuant to its duty to complete an audit requesyetl AC, the State Auditor conducted an
audit of CDCR’s policies, procedures, and practfoesuicide prevention and reduction. The
audit included visits to four state prisons, inchgdtwo women’s prisons and two men’s prisons.
The report was released in August 2017 and condlude

We identified significant weaknesses in prisonstisieé prevention and response
practices at the four prisons we reviewed. Spedlficwe found that the prisons
failed to complete some required evaluations tesssimates’ risk for suicide
and those that the prisons did complete were afi@tlequate. The inadequacies
included leaving sections of the risk evaluatiolak, failing to appropriately
justify the determinations of risk, failing to déwp adequate plans for treatment
to reduce the inmates’ risk, and relying on incstesit information about inmates
to determine risk. Also, the prisons we reviewetlribt properly monitor inmates
who were at risk of committing suicide. For exammp¥e found that staff were not
staggering behavior checks or conducting checkiseamequired 15-minute
intervals. Finally, we found that some staff mensherthe prisons we visited had
not completed required trainings related to suigd/ention and response. These
conditions may have contributed to elevated suiailt attempted suicide rates at
California prisons.

Corrections also lacks assurance that prisonsrgskementing its policies to
address serious issues. For many years, a courtraeg special master, working
with Corrections to address inmate mental healtb, gdentified many of the
same issues we discuss in this report. In 2013eCtions began developing an
audit process to review prisons’ compliance wighpiblicies and procedures,
including those it issued in response to the spetter’s reports; however, that
process is still in development. In addition, Coti@ns could provide additional
leadership to prisons regarding the communicatidrest practices related to
suicide prevention efforts. Finally, Correctionsligies require it to complete a
thorough review of a prison’s compliance with pagand procedures following
an inmate’s suicide, but Corrections does not ceteduch reviews for suicide
attempts. This hinders Corrections’ ability to idgnproblems with a prison’s
compliance with crucial policies and proceduresl afiter an inmate dies.
(https://www.auditor.ca.gov/pdfs/reports/2016-18if)p
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In order to provide additional accountability foDCR’s efforts to respond to and prevent
inmate suicides and attempted suicides, the Aud#mymmended that the Legislature require
that CDCR report to it annually on the followingues:

Its progress toward meeting its goals related éoccttimpletion of suicide risk evaluations
in a sufficient manner.

Its progress toward meeting its goals related éoccthmpletion of 72-hour treatment plans
in a sufficient manner.

The status of its efforts to ensure that all sta€keive training related to suicide
prevention and response.

Its progress in implementing the recommendationdentey the special master regarding
inmate suicides and attempts, as well as the sestiiny audits CDCR conducts as part
of its planned audit process to measure the suctetmnges it implements as a result of
these recommendations.

Its progress in identifying and implementing mefaalth programs at the prisons that
may ameliorate risk factors associated with suicide

In order to remedy CDCR'’s deficiencies, the Audiecommended:

CDCR should immediately require mental health stafcore 100 percent on risk
evaluation audits in order to pass. If a staff mendoes not pass, CDCR should require
the prison to follow its current policies by reviegy additional risk evaluations to
determine whether the staff member needs to undetditional mentoring.

To ensure that prison staff conduct required che€ksmates on suicide precaution in a
timely manner, CDCR should implement its automatiextess to monitor these checks
in its electronic health record system by Octolir72

To address the unique circumstances that may iseleafemale inmates’ rates of
suicide and suicide attempts, CDCR should contiawexplore programs that could
address the suicide risk factors for female inmates

To ensure that all prison staff receive requirathing related to suicide prevention and
response, CDCR should immediately implement a motar identifying prisons where
staff are not attending required trainings andaforking with the prisons to solve the
issues preventing attendance.

To ensure that prisons comply with its policieatedl to suicide prevention and response,
CDCR should continue to develop its audit proceskimplement it at all prisons by
February 2018. The process should include, bubedimited to, audits of the quality of
prisons’ risk evaluations and treatment plans.

To ensure that all its prisons provide inmates witective mental health care, CDCR
should continue to take a role in coordinating disdeminating best practices related to
mental health treatment by conducting a best meesummit at least annually. The
summits should focus on all aspects of suicidegmgon and response, including
programs that seek to improve inmate mental healthtreatment of and response to
suicide attempts. Corrections should document @gsgtnhinate this information among
the prisons, assist prisons in implementing the jpesctices through training and
communication when needed, and monitor and repdofigdy on the successes and
challenges of adopted practices.

In an effort to prevent future inmate suicide aipgsn CDCR should implement its plan to
review attempts with the same level of scrutinyt thases during its suicide reviews.
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CDCR should require each prison to identify foriegwat least one suicide attempt per
year that occurred at that prison. To ensure tleatdviews include critical and unbiased
feedback, CDCR should either conduct these reviesas or require the prisons to
review each other. These reviews should start piedeber 2017 and follow the same
timelines as the suicide reviews, with the timeleginning once the team identifies a
suicide attempt for review.

This bill adopts several of the Auditor's recommatiohs. This bill requires CDCR to submit
an annual report to the Legislature on CDCR'’s &ftw respond to and prevent inmate suicides
and attempted suicides. The report must identify:

* All recommendations that, if implemented, wouldeaffCDCR’s efforts to respond to
and prevent suicides and attempted suicides anmongtés and that were made to CDCR
or to a prison or institution as the result of adig assessment, or other review, whether
internally or externally conducted, mandated, arrtordered.

» A description of CDCR’s progress in implementingleaecommendation identified in
an audit or other review, as described above, ductuthe expected timeline for full
implementation for each recommendation and theides undertaken to address each
recommendation. If CDCR does not intend to futhplement a recommendation, the
CDCR must describe in sufficient detail its reasfamshot fully implementing the
recommendation.

» A description of the results of any audit or reviEe®WCR conducts that measure the
success of changes it implements as a result sEtttenmendations made by an audit or
other review.

» A description of the CDCR’s progress in identifyiagd implementing mental health
programs that may ameliorate risk factors assatwmith suicides at the prisons and
institutions.

* A description of CDCR'’s progress in meeting itslgdar completing suicide risk
evaluations and comprehensive mental health tredtpiens in a sufficient manner,
including identifying the number of suicide riskadwations and comprehensive mental
health treatment plans completed, describing tiiera@ CDCR uses to assess the quality
of the suicide risk evaluations and comprehensigeatal health treatment plans, and
reporting on the results of its assessments ofui@de risk evaluations and
comprehensive mental health treatment plans. CBQ& present the information
regarding its progress in meeting its goals for glating suicide risk evaluations
separately from the information regarding the degpant’s progress in meeting its goals
for completing comprehensive mental health treatpms.

» A description of CDCR'’s efforts to ensure thatraéntal health staff receive required
training and mentoring related to suicide preventiad response, including describing
the trainings and mentoring required and identdytine number of individuals required
to take each training or to participate in mentgyriand the number of individuals who
completed each required training or participatmgequired mentoring.

» A description of CDCR'’s efforts to fill vacanciasits mental health treatment programs,
including its efforts to hire and retain psychisifsi

The bill additionally requires that this reportasted on the department’s website, and requires
CDCR to notify an inmate’s emergency contact petspphone within 24 hours of an inmate’s
serious illness, serious injury (including attenapseicide), or death.
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5. Argument in Support
According to the National Association of Social \Wens, California Chapter:

In response to an unusually high number of suicidescent years, the Joint
Legislative Audit Committee approved an audit af grison suicide crisis in
California state prisons. CDCR establishes its palities in responding to,
planning treatment for, and observing suicidal iteeaHowever, the State
Auditor revealed in an audit released in August72@iat the CDCR knowingly
did not consistently follow their established prdaees and practices for years. As
a result, state prisons have failed to adequatatyptete required behavioral risk
evaluations for inmates, inmates have been inseiffity monitored, and some
mental health staff did not complete required fregrelated to suicide prevention
and response.

SB 960 would enact the State Auditor’'s recommendatio require CDCR to
issue an annual report to the Legislature withDepartment’s progress related
to:
* Implementation of recommendations made by intesindl external audits
* Meeting its goals for completing suicide risk exalans and mental
health treatment plans
* Ensuring that vacancies in mental health treatmesgrams are filled,
and that staff is adequately trained in suicides@néion and reporting

...NASW-CA advocates...for the implementation and inyeroment of programs

and policies designed to enhance human well-beiddhalp meet the basic needs
of all people.

- END --



