

























































































detainee to their clinic appointment, though in 2015 an office was recommended for the mental
health staff on the men’s side, mental health staff continue to be hindered by lack of private
space in which to evaluate detainees close to their dorms. Improving technology, including
installing facility-wide wireless, allowing mental health staff to use laptops connected to an
intranet, i1s necessary for patient safety. The clearest example of this need i1s demonstrated by the
lack of an electronic medication administration record (MAR). An electronic MAR 1s not being
used at ACF because nurses administering medication directly to patients in their dorms are
unable to use laptops to enter the data because the facility lacks wireless. As a result, not only are
medication errors occurring, but there is a lack of medication adherence data being tracked.
These are urgent patient safety 1ssues that the facility must address immediately. Finally, staff
report consistent confusion about the location of their patients because the electronic medical
record system does not provide patient location and most staff do not have another reliable
manner of determining the location of their patients. This results in delayed care and is also a
patient safety issue that must be addressed immediately. Finally, with a thoughtful and qualified
leader who is involved on-site, the above recommendations, most of which were made two years
ago, could be addressed. Though a psychologist was put in place to supervise the mental health
team, much of the needed leadership and decision-making is psychiatric. Furthermore, even if a
psychiatrist is found, no mental health professional can effectively lead if not given the ability
and authority to change fundamental aspects of how and where persons with serious mental
disorders are pharmacologically treated and housed. Therefore, an effective leader must be a
psychiatrist with authority to make needed changes.

Specific Findings

|. Mental Health Leadership — After our 2015 on-site, a psychologist was put into place as
the mental health leader at ACF (Dr. ). Though he has successfully increased the
frequency with which psychologists see detainees with serious mental disorders in
segregation, he has not been given the authority or ability to fundamentally change how
detainees with serious mental disorders are housed within the facility, how histories are
taken and how collateral information is collected, how safe patient handoffs are made, or
how medication 1s being prescribed and how those orders are executed, operationalized
and tracked. Though Dr. Il is working hard and at the top of his license, the critical
areas needing improvement require a psychiatrist leader, and a psychologist leader 1s
helpful for supervision and coordination of staff, but ultimately insufficient given the
particular inadequacies of the mental health care at ACF (many of which are medical in
nature and require a medical doctor, 1.e. a psychiatrist to solve). Some systems resolve
this by having a medical director (psychiatrist) and an assistant clinical director (a
psychologist), for example. Though there is a psychiatrist within the corporate structure
of CCS, ACF mental health staff reported that they have little to no contact with him.
Even the staff psychiatrist with whom I spoke (Dr. Il reported that he essentially
has no psychiatric clinical leader present on the ground in the facility or even any
presence over the phone or email. It is more likely than not that the failure to hire an
effective, qualified psychiatric leader led to at least one detainee death, and continues to
pose a risk to the saftety of other detainees. Competent, qualified and effective on-site
psychiatric mental health leadership is urgently required and the lack of it is a violation of
the 2011 PBNDS.
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2. Inappropriate Segregation of Detainees with Serious Mental Disorders — There
continues to be large number of detainees with serious mental disorders being housed 1n
Administrative Segregation, obviating Adelanto’s need for a dedicated and appropriate
mental health housing unit. Additionally, detainees with serious mental disorders are
being housed in disciplinary segregation For instance, in one case (Case 1), the detainee
remained in segregation continuously for 212 days with the reason for his placement
documented by ACF staff as “self PC,” meaning that, somehow, staff had allowed this
detainee to choose to continue his own's segregation, which 1s a very confusing and
inappropriate practice. Cumulative segregation days, when multiple segregation stays
occur, were also shockingly high. In one case (Case 2), detainee had been in segregation
for a total of 904 days. Clinical staff did not consider themselves as responsible for the
segregation and/or ongoing segregation of their patients. For example, Dr. ||jjjllstated,
“We don’t segregate people, it’s done by custody.” There appeared to be neither authority
nor interest on the part of the clinical staff to ensure their patients were not
inappropriately segregated. In some cases, detainees reported that they wanted to be
segregated for their LGBT status (Case 4) and in at least one instance this was recorded
on a facility tracking sheet as the reason (Case 5). The physical set-up in disciplinary
segregation is different and much less safe than administrative segregation. Disciplinary
segregation cells havedouble bunks with places for tie-off’s where detainees can
successfully hang themselves. At the time of our on-site, 26 of the 50 detainees in
segregation had serious mental disorders (such as Schizophrenia or other primary
psychotic disorders). Staff reported that 60% to 70% of detainees in administrative
segregation had serious mental disorders. Staff also reported that they preferred certain
detainees with sertous mental disorders to be housed 1n administrative segregation,
stating 1t 1s “the best option™ available for some of them because of the absence of other
options for appropriate mental health housing; even for those who are stable.. Staff also
explained that segregation is used at ACF because there 1s no other housing location
within the facility that allows for close observation of detainees with serious mental
disorders, which is both inhumane and in violation of ICE Directive 11065.1, Review of
the Use of Segregation for ICE Detainees (Segregation Directive) and PBNDS 2011
revisions to Standard 2.12 “Special Management Units,” which has been revised to
incorporate requirements from the Segregation Directive.

3. Inadequate “Hand-off’s” of Detainees Returning from QOutside Hospitals — Hand-off" s
occur when a patient’s care transitions from one provider to another. This discontinuity
creates opportunities for error when clinical information 1s not accurately transferred
between providers. Ineffective hand-off communication presents a critical threat to
patient safety. An estimated 80% of serious medical errors involve miscommunication
during hand-offs and transfers.' For persons requiring acute stabilization in hospital
psychiatric units, communication was profoundly lacking between ACF and the outside
hospitals (API, Anaheim Global, White Memorial and Arrowhead). In fact, the staff I
interviewed stated that most frequently acute psychiatric patients are taken to API, yet not
one staff member had ever spoken to or communicated directly with the attending
psychiatrist at API (Dr. ). | found no evidence that recommendations by

! Joint Commission Center for Transforming Healthcare. Handoffs communication.
http://www centerfortransforminghealthcare.org/projects/detail.aspx?Project=1.
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medication, which caused further mental decompensation, or destabilization and, in some
cases, resulted in the need for housing in segregation.

In one exemplary case (Case 7), a detainee, despite a cumulative 269 days in segregation,
continued to have the provisional diagnosis of “Unspecified Psychosis™ and was
prescribed no medication. Nowhere in his chart was there any evidence that collateral
history was asked of him or collected from other sources. However, during my interview
with him, he immediately told me that he was classified as “EOP” in the CDCR system; a
clear signal that he has a serious mental disorder requiring robust psychiatric care. CDCR
refers to those detainees classified as “lower functioning...due to an acute onset or
significant deterioration of a serious mental disorder characterized by a definitive
impairment of reality testing and/or judgement which creates dystunctional or disruptive
social interaction or severe impairment of activities of daily living.”? It appears that
clinical staff at ACF are not trained to ask these simple historical questions that are
critical to patient care. Further, it was not possible to ascertain what type of history was
obtained on this patient, if at all, as there was no initial mental health evaluation present
anywhere in hischart. Moreover, I was unable to find any recent visit with the psychiatrist
for this detainee, though historical facility notes demonstrated a history of him being
described as “acting strange in dormitory™ and placement in the infirmary under
psychological observation.

In another case (Case 8), though the detainee had 87 cumulative days in segregation and
had been back and forth to API (psychiatric inpatient unit at an outside hospital), he was
being seen only off-and-on by the Tele psychiatrist. Furthermore, during his last visit to
APIL he was placed on a long-acting antipsychotic injection there (Haldol decanoate), yet
because of what appears to be both poor follow-up and a lack of continuity of care, this
medication was discontinued at ACF. A 8/8/2017 note from Dr. Il shows the
injection 1s ordered and to be given, but the detainee subsequently saw the Tele
psychiatrist and the injection was not continued and not given. No orders for the injection
were ever carried out and there was no documentation or notes written by either
psychiatrist as to the reasoning behind it’s discontinuation. In my interview with him, it
was immediately clear that he had a serious mental disorder and needed robust
psychiatric care. He also immediately told me about his history at the Los Angeles Twin
Towers Correctional Facility, however nothing regarding his history was documented in
his chart.

In another case of a male detainee who had spent 68 cumulative days in segregation
(Case 9), my examination of him showed acute psychosis and thought disorganization.
He easily reported a profound mental health history to me, including multiple stays at
Patton State Hospital (in Patton, California) and Central Regional Hospital (in Butner,
North Carolina). Furthermore, he reported that he had received long-acting psychotic
injections in the past during his treatment at these State Hospitals. Despite this history, he
was on no standing antipsychotic medication at ACF, and he was suffering as a result.
His tactile hallucinations led to delusions that persons were touching him inappropriately,
which led to y rape allegations and investigations within the facility that were

* Report on Department of Corrections, California State Auditor, Bureau of State Audits:
https://www.bsa.ca.gov/pdfs/reports/2001-104. pdf
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unnecessary. The paper MAR revealed that antipsychotic medication was prescribed as
“PRN"" meaning that it would only be given if the patient asked for it. Of note, the dose of
this medication (Seroquel 400 mg) is dangerous when given all at once to a person who
does not have tolerance for this particular medication. For example, a person not taking
Seroquel for several days, then quickly resuming Seroquel at a 400 mg dose would likely
experience hypotension and be at risk for falls and head injuries. This is typically a
medication which must be carefully tapered up in increments over days to safely reach a
400mg dose and giving a 400mg dose to a person all at once who has not consistently
been on this dose is totally inappropriate and dangerous as a PRN medication. This
particular detainee, like all the others that I interviewed in segregation, stated that when
he does see the in-person psychiatrist, the psychiatrist simply stands at his door
andspeaks to him through the door, and never sits down with him or enters his cell for
any meaningful interaction,

In another case of a detainee who had been in segregation for 288 cumulative days (Case
10), the reason cited in the facility segregation tracking sheet was again “selt PC.”
Though this detainee was very stable upon examination, he continued to remain in
segregation because it was what the detainee himself wanted, not due to a compelling
clinical reason. He was also a detainee in segregation that was being seen via Tele
psychiatry. Upon entering his cell, I also observed that he had a large blister pack of
ibuprofen with his belongings; an unusual occurrence for a detainee at this level of
observation. Typically, in segregation persons are not permitted to have anything that
they could use to harm themselves (including large amounts of pills). Those pills could
have also been shared by the detainee with peers during out-of-cell time. Allowing high
observation detainees this amount of pills in their possession 1s markedly unsafe for the
detainee and his peers.

In another case (Case 11), an officer highlighted this particular detainee as being the most
unstable detainee in segregation, reporting that he floods his cell, bangs his head, and
tells custody he is blind (a delusion as the detainee demonstrates clear eyesight). His
documented diagnosis was schizophrenia. During my examination of him, he was
experiencing active auditory hallucinations. He had recently come from the inpatient
psychiatric unit at API, yet no API records were in his chart and no clinician or
psychiatrist note referenced what occurred at the hospital or how it led to changes in his
care at ACF. I reviewed his electronic chart with Nurse Il to make sure that, in fact,
no API records were present and, indeed, none were. In this case, the detainee did not
wish to be in segregation, and reported that his symptoms (namely auditory
hallucinations) were worsening with so much time in isolation. It is common for
psychotic symptoms, such as auditory hallucinations, to get worse when persons with
schizophrenia are alone 1n 1solation (1.e. voices often quiet when a person 1s engaged with
others). The detainee said to me, *I hate to be alone.”

In another case (Case 12), a female detainee in segregation for 426 cumulative days was
examined and found to be stable: not requiring segregation, clinically, for any discernible
reason. The documented reason for her segregation on the facility tracking sheet was
again, “selt PC.” However, there was no documentation or clinical evidence (during my
exam with her) that this patient had a serious mental disorder or an ongoing need for
segregation.
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was six months after the complaint was filed with CRCL. This complaint is,
therefore, substantiated.

b. Complaint relates to Case 15 and involves another use of force incident. The use of
force report states that the detainee became hostile 1n his cell, struck a corrections
officer, and was eventually subdued and placed in mechanical restraints. It was
revealed that ACF had diagnosed the detainee with psychosis and he was being
regularly housed in segregation. Upon review of his chart, I observed that the
detainee had, in fact, been diagnosed with Schizophrenia, and had a history of taking
antipsychotic medications. Two months prior to the incident, the detainee was
documented as taking antipsychotic medication off-and-on. There 1s no evidence that
a long-acting injection was ever otfered to this detainee, though he was prescribed
oral medication (perphenazine) that is available in the long-acting form. It is unclear
why he was not psychiatrically hospitalized just prior to this incident. The incident
itself, unfortunately, was the extreme event that finally triggered the hospitalization. It
1s documented in the chart that the motivation for the incident was delusional in
nature. Dr. [l wrote, “patient is clearly unstable, not clear and his thinking and
impulsive. He attacked a staff member, believing that the staff member swore at him
and spit at him (no evidence to support this). He clearly needs a higher level of care.”
In this case, inadequate psychiatric treatment was provided (i.e. not attempting to
initiate a long-acting injection for a psychotic detainee who was poorly adherent to
his antipsychotic medication) and there was a delay in appropriate care provided to
this detainee (i.e. the hospital transfer should have taken place before the use of force
event, when the detainee was clearly demonstrating mental decompensation). This
complaint 1s substantiated.

Summary of Key Findings

Overall, I found the mental health care at ACF for those with serious mental illnesses inadequate
and not compliant with the 2011 Performance Base National Detention Standards (PBNDS)
standards.

(b)(6)

1. Psychiatric leadership and oversight continues to be absent at Adelanto. The lack of

leadership and oversight is a violation and DOES NOT meet the 2011 PBNDS (4.3 V.
B)

. Adelanto’s electronic medical record lacks a Medication Administration Record (MAR)

and patient location information, leading to unsafe mental health care for detainees.
Mental Health record keeping at Adelanto DOES NOT meet the 2011 PBNDS (4.3 11
23,43 V.Y.l.a)

. Adelanto’s practice of not obtaining adequate patient histories is a violation of the

PBNDS and leads to inadequate and inappropriate mental health care for detainees with
all levels of mental health disorders. DOES NOT meet the 2011 PBNDS (4.3 V. N.3.h)

. Adelanto continues to have inadequate and delayed access to care for persons in mental

health crisis who are in need of acute inpatient psychiatric hospitalization which DOES
NOT meet the 2011 PBNDS (4.3 V. N.3.j.4).
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