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THE TrRAGIC AND PREVENTABLE DEATH

OF M AURICE SHAW

aurice Shaw was 19-years-old when booked into the

San Joaquin County Adult Detention Facility in French Camp,
Californiaon February 15, 2000. He was charged with possession of
drugs. Mr. Shaw had an extensive mental health history, and had
been involuntarily hospitalized for psychiatric evaluations on
numerous prior occasions during his young life. Diagnosed with
paranoid schizophreniaand adjustment disorder, hewasvery familiar
to both the county jail and mental health systems. Upon hisarrival at
thejail facility, Maurice was assigned to the Sheltered Housing Unit,
aplacement for inmatesat high-risk for medical and/or mental health
issues. Two days later on February 17, he met with a psychiatric
technician (i.e., anunlicensed mental healthworker). Maurice appeared
tearful and suicidal, and was placed on suicide precautionsin asafety
cell withinthe Medical Housing Unit. Herequested to betransferred
to the San Joaquin Psychiatric Health Facility, as well as have his
psychotropic medication restarted. The technician reviewed his
county mental health records, verified that Maurice had previously
been prescribed both Haldol and Cogentin, and told the inmate she
would confer withthejall psychiatrist, Robert Hart, MD. Thetechnician
saw Maurice again later that evening and wrote a progress note that
said: “Seenagainin safety cell. Heiscalm, deniessuicidal ideations,
will clear to Sheltered Housing Unit.”

On February 18, Dr. Hart reviewed the medical chart and prescribed
Hadol and Cogentin to Maurice. A psychiatric evaluation was not
performed. A few dayslater on February 22, Mauricewas seen again
by a psychiatric technician. He again requested to be transferred to
the Psychiatric Health Facility in order “to serve histimethere,” but
wasinformed that hemust first resolvethe pending lega matters. The
psychiatric technician then began to formulate Maurice' sindividual
treatment plan, which included encouragement of medication
compliance, stabilization on medication, observation of any signs of
adverse effects of the medication, and continued observation of his
mental illness. The plan did not mention Maurice' ssuicidal ideation.

On February 29, Dr. Hart conducted acourt-ordered forensiceva uation
of Maurice. He reported that, since the age of 13, Maurice had been
hospitalized on six prior occasions due to paranoid schizophrenia,
substance abuse, and borderline intellectua functioning. Dr. Hart
found that Maurice's symptoms were in remission and he did not
require hospitalization. Maurice was released from custody the
following day. On March 3, however, he was again involuntarily
committed to the San Joaquin Psychiatric Hed th Facility. By March
14, Dr. Hart had determined that Mauricewas*“ gravely disabled” asa
result of “schizoaffective disorder.” He stated in a declaration

recommending conservatorship that after 11 days of treatment at the
facility, Maurice “continues to show outbursts of rage, episodes of
shadow boxing, and inappropriate sexua advancestowards staff and
peers. Diagnosisis Paranoid Schizophreniaand rendershim gravely
disabled. Temporary conservatorship is sought to manage future
trestment.”

OnMarch 17, Mauricewasrel eased from the Psychiatric Hedl th Facility
forafamily visit. Hedid not return to the hospital. Two weekslater on
May 31, Maurice was rebooked into the San Joagquin County Adult
Detention Facility on awarrant for failureto appear in court. Hewas
againassigned to the Sheltered Housing Unit. Dr. Hart again reviewed
the chart, prescribed psychotropic medication, but did not evaluate
his patient. A psychiatric technician saw Maurice the following day,
and herefused to take medication. Following fivedaysof refusing his
medication, Dr. Hart reviewed the chart and wrote the following:
“Inmate adjusting okay to jail despite medication refusal. Will
discontinue, save staff time, await developments.”

Severa weekslater on June 21, apsychiatric technician attempted to
speak with Mauriceat therequest of housing unit officerswho reported
that the inmate was “ agjitated, verbally abusive and rambling” about
hislockdown status. Dueto hisagitated behavior, thetechnician was
unable to speak with Maurice and wrotein the progress notes. “Will
continue to monitor his behavior on Sheltered Housing Unit, will
attempt to reassess when calmer.” Maurice was not seen again by
mental health staff until approximately 10:45am on July 15 when a
psychiatric technician was called to the housing unit in response to
the inmate’s acting-out behavior. Maurice had apparently
decompensated during the past several weeks, refusing to shower,
urinating on thefloor, and spreading fecesaround hiscell. Hebecame
agitated and verbally abusivewhen an officer instructed himto clean
his cell and take a shower. He then became threatening and waved a
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sharpened pencil and toothbrush at officers. Maurice eventually
camed down and was escorted to the safety cell in the Medical
Housing Unit. Within afew hours, Maurice was removed from the
safety cell after hewas “ableto give averbal contract of no harm to
<df or others.” Hewasreturned to hislockdown statusin the Sheltered
Housing Unit.

OnJuly 18, Dr. Hart attempted to eval uate Mauricefor hiscompetency
to stand trial. Dueto his continued agitated state, the brief interview
was held through the food dlot of the inmate's cell door. Dr. Hart
noted that Maurice's speech was rapid and loud, and the inmate
presented paranoid trends and disorganized thoughts. Dr. Hart
concluded his patient was incompetent to stand trial and that he “is
likely to require state hospitaization to ensure adequate treatment
due to his refusal of medications.” Dr. Hart did not, however,
recommend that Maurice be hospitalized at the county’s Psychiatric
Health Facility pending commitment to astate hospital.

On July 21, Maurice was seen by a psychiatric technician for “his
monthly follow-up.” He was observed to be “shadow boxing” and
continuing to display poor hygiene. He was aso delusiond, stating
hewasfedlingwell, did not need hismedication, and was planning to
find ajob when released from custody later that day.

Lessthanaweek late on July 27, Mauricerefused an officer’ srequest
to relocate into another cell in the Sheltered Housing Unit. When
correctional staff becameto enter thecell, hethrew acup of urineon
them. Asaresult, Maurice was extracted from the cell and placed in
five-point restraints. Hewastheninvoluntarily medicated with Haldal.
Maurice was seen the following day (July 28) by a psychiatric
technician, gave a “verbal contract” to control his behavior, was
released from restraintsand seclusion, and transferred to asafety cell
inthe Medical Housing Unit.

During the next several days (July 29 through August 6), Maurice's
behavior was described as “bizarre” and “psychotic,” his hygiene
remained poor and he continued to refuse medication. He voiced
delusions, appeared tearful, paced the cell, observed to be
masturbating, displayed wild mood swings, and talked to himself.
The psychiatric technicians had difficulty approaching Maurice's
cell to assess the inmate’s “verbal contract” because of the
overwhelming odor emanating through the cell door. Throughout
this time period, Dr. Hart simply placed a notation on the chart
signifying that it was reviewed.

OnAugust 7, Mauricewas observed banging on the glasswindow in
the safety cell. He refused to stop, remaining uncooperative and
verbally abusiveto staff. Hewas again placed in five-point restraints
and involuntarily medicated with Haldol. Maurice wasrel eased from
restraints the following morning (August 8) and moved to a ward
roomintheMedica Unit. Hewasgiven anincreased dosage of Haldol.
During the next week, Maurice was seen daily by a psychiatric
technician and observed to be shadow boxing, acting bizarre, singing
loudly, displaying inappropriatelaughter, disorganized, but compliant
with medication. Heal so remained confused, requesting to go home.
OnAugust 18, Maurice was seen by apsychiatric technician, gavea
“verbal contract” to control his behavior and remain medication
compliant, and was transferred back to the Sheltered Housing Unit.
Dr. Hart continued to place a notation on the chart signifying that it
wasreviewed.

On August 22, Maurice went to court and learned that he had been
committed to the state psychiatric hospital for a maximum term of
threeyears. (He had been formally declared incompetent to stand trial
at acourt hearing on August 15.) Upon return from court on August
22, Maurice appeared upset and informed the transportation officers
that he was suicidal. He was placed on suicide precautions in the
Medical Housing Unit’ssafety cell. Several hourslater, Mauricewas
seen by a psychiatric technician, gave a “verba contract” not to
engage in self-injurious behavior, and was transferred back to the
Sheltered Housing Unit.

Two dayslater at approximately 10:00am on August 24, Maurice
threatened suicide to correctional staff and was referred to a
psychiatric technician. He subsequently informed the technician
that the Sheltered Housing Unit cell “wasmaking him fedl suicidal.”
According to the technician, Maurice was tearful and had active
thoughts of suicide, but no plan. He was again placed on suicide
precautions in the Medical Housing Unit's safety cell. Maurice
was seen again a few hours later by a psychiatric technician and
again stated that the Sheltered Housing Unit cell “made him
suicidal.” At approximately 6:30pm he was seen athird time by a
psychiatric technician, gave a*“verbal contract” not to engagein
self-injurious behavior, and was transferred back to the Sheltered
Housing Unit. Four days later on August 28, Maurice requested
to speak to mental health staff because he felt they could assist
him in contacting the NAACP. He was seen by a psychiatric
technician, stated he did not want to go to the state hospital, and
requested to speak with hislawyer and case manager.

At approximately 3:00pm on August 31, 2000, acorrectiona officer
found Maurice hanging from a bed shest tied to thewall vent in his
Sheltered Housing Unit cell. Life-saving measureswereinitiated, and
Mauricewastransported to the San Joaquin County Genera Hospital
where he was later pronounced dead. According to the “Detex
Electronic Watchclock” systemin operation at thefacility, Maurice's
cell was last checked by correctional staff 70 minutes earlier at

1:50pm.
TheLawsuit and Trial

he mother of Maurice Shaw subsequently filed a lawsuit in

the United States District Court for the Eastern District of
California in Sacramento alleging that various Defendants —
including San Joaquin County, Sheriff Baxter Dunn, Dr. Robert Hart,
and several jail and mental health personnel — were both negligent
and deliberately indifferent to her son’smedical needs, the proximate
causeof whichwashissuicide. Specificaly, thecivil complaint dleged
that the defendants provided “inadequate mental health care and
treatment for suicidal, mentally ill and/or incompetent pretrial
detainees, including Maurice Shaw, in that Defendants:

1) Failedtoestablishappropriate policiesand procedures
to prevent mentaly ill inmatesfrom sdf-harm;

2 Failed to train and supervise on the policies and
proceduresin placeto prevent mentdly ill inmatesfrom
sf-harm;

3 Falledtoprovideadequate staffing to provide adequate
mental hedth care;
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4) Failedto haveand enforcethe use of effectivepolicies
to hospitalize acute-care mental health patients when
medicdly caledfor;

5 Failed and refused to provide adequate monitoring of
cellsthat house inmates at risk for suicide;

6) Failedtocomply withtheAmericanswith Disabilities
Act and Section 504, namely through their failure to
reasonably accommodate detainees and inmates with
mental disabilities such as Maurice Shaw in their
facilities, program activities, and services, and

7) Failedto comply withtheAmericanswith Disabilities
Act and Section 504 by not reasonably modifying their
facilities, program activities, and services to
accommodate detainees and inmates with mental
disahilities.”

Thefedera jury trial in Shaw v. San Joaquin County et al (No. 2:01-
CV-1668-M CE-PAN) commenced on January 4, 2006inthe Sacramento,
Californiacourtroom of United States District Court Judge Morrison
C. England, Jr. During the two-week trial, numerous witnesses and
hundreds of exhibits were presented to the jury. Detailed below isa
summary of affidavit, deposition andtrial testimony of both the plaintiff
and defense expertsin the case.

ThePlaintiff Experts

A national expert inthe standard of carerelating to sound correctiona
policies and practices for the management of suicidal inmates hired
by the plaintiff opined that both mental health and correctional staff
violated severd standards of care, as well as their own policies, in
Maurice's case. The expert was particularly critica of the extensive
use of psychiatric technicians in managing the case. For example,
according to the Institute of Medical Quality’s Review of Mental
Health Services in San Joaquin County Adult Detention Facilities,
the system of mental health services within the San Joagquin County
Detention Facility (SICDF) “relies dmost entirely on psychiatric
technicians....The psychiatric technicians are excellent employees
that are doing an outstanding job under very difficult circumstances.
The staff essentially operates without any clinical supervision.”
According tothelnstitute of Medical Quality, psychiatrictechnicians
arenot licensed cliniciansand yet, at the SICDF:

“perform al levels of mental health services, including
determining the necessity for forced medications, seclusion
and restraint. Psychiatric technicians should not make such
clinical decisions... Thepsychiatric techniciansareoperating
out of their scope of practice as evidenced by their duties
that include performing assessments, formulating
diagnoses, and developing treatment plans. They are
determining the level of care necessary to treat patients.
Their actsinfringe upon the other areas of practice (medicine
and nursing) and are at serious risk of violating various
practicesaswell assignificantly increasing liability for the
county.”

During the three-month period (from May 31 through August 31,
2000) of hisconfinement inthe SICDF, Maurice'scare and treatment

was exclusively provided by psychiatric technicians. In fact, hewas
personally seen only once (July 18) during this time period by the
psychiatrist for an estimated period of 15 to 20 minutes. During this
time, Maurice was placed in, and released from, restraints on two
occasions (July 27 and August 7) by psychiatric technicians and
without adirect order and/or evaluation from the psychiatrist or other
physician. In addition, during thistime, Maurice was placed in, and
released from, asafety cdll for suicida behavior onfour other occasions
(July 15, August 18, August 22, and August 24) by psychiatric
technicians and without a direct order and/or evaluation from the
psychiatrist or other physician. In fact, additional records disclosed
during the discovery phase of the case indicated that on August 12,
2000, afew weeks prior to Maurice sdeath, aconsultant fromthe San
Joaquin County Mental Health Department audited menta health
services at the SICDF and found that “inmates with psychiatric
histories, and who have a recent history of bizarre, psychotic or
suicida behaviors should be observed and documentation doneevery
shift until stable as determined by the psychiatrist.”

According to the plaintiff expert, the actions of the psychiatric
technicians, as well as the inactions of the psychiatrist or other
physician, in Maurice' scasenot only violated the Cdifornial nstitute
for Medical Quality’s Accreditation Sandards for Adult Detention
Facilities, but even the San Joaguin County Correctional Health Care
Services' suicide prevention policy. That policy statesthat “aninmate
may be removed from suicide observation, based on Correctional
Hedlth Care Staff recommendation and subject to the psychiatrist’s
approval.” On each of the four occasions in which a psychiatric
technician removed Maurice from suicide precautions, theactionwas
performed without the approval of Dr. Hart (who simply periodically
reviewed thechart).

The county’s suicide prevention policy aso stated that “once an
inmate has been removed from suiciderisk observation, shefheshould
then be placed on the Frequent Contact List.” According to the
deposition testimony of Dr. Hart, the “frequent contact list” was
maintained on ablack boardinthe Medical Housing Unit and required
psychiatric technicians to observe and assess Maurice on a daily
basiswhile he was housed in the Sheltered Housing Unit. However,
Maurice’'s medical records indicated that he was not observed on a
daily basis by psychiatric technicians during his confinement in the
Sheltered Housing Unit. In fact, during the seven-day period
beginning on August 25 and leading up to his suicide on August 31,
Maurice was seen only once by apsychiatric technician and that was
only by hisrequest on August 28 to discuss assistance in contacting
theNAACP

According to Dr. Hart's deposition testimony, Maurice “was on the
top 10 list” of severely mentally ill inmates in the SICDF. He also
stated:

“our focusin jail is so heavily on suicide assessment, that
really isour number one priority, followed closely — quite
closely but followed by the need to make sure that severe
mental illness and suffering is treated. That, I'd say in the
jail, I"'mmost vigilant of al my locationstoissuesof suicide.
Our mental health system in in-patient has a much more
elaborate catch system for suicidal inmates. We haveamuch
better environment to monitor everyoneall thetimebecause
they'readll inaday roomor inindividua rooms; wheress, if
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jail is necessary, people are partitioned away in cells, so |
tend to be morevigilantin jail for suicidal issues because|
know we don'’t have asgood an ability to observe peopleal
thetime.”

According to the plaintiff expert, this self-serving testimony that he
was “most vigilant” regarding suicide prevention in the facility was
incredible and contrary to Maurice's medical recordsindicating that
Dr. Hart (thefacility’sloneclinician) only periodically reviewed the
chart, never provided a suicide assessment to Maurice, and only saw
the patient (who he considered one of the most severely mentally il
patientsin thejail) for 15 to 20 minutes during his three-month jall
confinement. Dr. Hart worked at the SICDFfor 10 hours per week and,
by hisown admission, herarely saw patients. Thevast mgjority of his
timeat thejail was spent reviewing charts.

In addition, the medical records indicated that Maurice's brief stays
on suicide precautions were highlighted by the fact that psychiatric
technicians utilized “verbal contracts’ to determine whether the
inmate was at continued risk for self-harm. The plaintiff expert
opined that there were no written policiesregarding the use verbal
contractsat the SICDF, and their issueis controversial throughout
the country, due in large part to how the contract is used. When
utilized asthe determining factor asto whether theinmateissuicidal,
or isstabilized and no longer in need of suicide precautions, it can
have adeadly effect. When utilized by aclinician only asatool to
establish a therapeutic relationship and gauge behavior, it can
have a positive effect. Most experts agree that once an inmate
becomes acutely suicidal, their written or verbal assurances are
no longer sufficient to counter suicidal impulses. As offered by
two cliniciansin apreviousissue of the Jail Suicide/Mental Health
Update (Summer 2003, Volume 12, Number 2): “We do not think
that one can reason reliably with personsin severe suicidal crisis,
any more than one can reason with a person who believes God is
sending them personal messages viaadvertising billboards....there
is no harm associated with ‘suicide contracts' so long as the
therapist does not succumb to the illusion that the contract is
likely to prevent a suicide.” And perhaps more importantly, the
intent of contracting for safety should not only be to commit the
inmate to no-harm, but also the facility and therapist to appropriate
treatment.

Theplaintiff expert wasalso critical of theinadequate observation
afforded to Maurice while hewas confined in the Sheltered Housing
Unit. According to SICDF poalicy, inmates housed in the Sheltered
Housing Unit “require normally close monitoring by Custody staff
and Correctional Health Care Staff.” The policy also required that
correctional officers conduct “welfare checks’ of these inmates
“at least once every thirty (30) minutes.” The two correctional
officerswho wereworking in the Sheltered Housing Unit on August
31, 2000 were aware that Maurice was assigned to the unit based
upon hismental illness. At least one of the officerswas also aware
that Maurice was taking psychotropic medication and had
previously been placed in both restraints and the safety cell for
suicidal and/or combative behavior. Despite these officers’
knowledge of Maurice and the requirement to observe him at 30-
minute intervals, they continuously violated the SJICDF policy on
August 31, 2000. For example, according to the“ Detex Electronic
Watchclock” system in operation at the facility, Maurice's cell
was checked by these officers at the following times that day:

6:34am
7:12am
T.44am
8:26am
10:19am
12:23pm
13:.06pm
13:.50pm
15:00pm

Each of theabovetimeintervalsexceeded the 30-minute requirement
of the SICDF policy. Most importantly, when Maurice was found
hanging at 3:00pm, he had not been observed by any correctional
staff since 1:50pm — aperiod of 70 minutes.

The issue of inadequate supervision of inmates who committed
suicide in the SICDF was apparently not confined to Maurice's
case. In at least two other cases (e.g., the suicides of George
Barrowsin January 1996 and Bobby Sensabaugh in February 1999)
medical personnel noted that the victims' bodies displayed rigor
mortis, an indication that they had been dead for several hours. In
fact, the case of George Barrowswasstrikingly similar to Maurice's
case. Mr. Barrows had a history of mental illness and suicidal
behavior, and had been placed in restraints during his SICDF
confinement. On January 13, 1996, Mr. Barrows complained of
auditory and visual hallucinations, aswell as depression, and was
transferred from his administration segregation cell to asafety cell
in the Medical Housing Unit for observation. He was seen the
following day by a psychiatric technician, discharged from the
safety cell without assessment and/or approval of the psychiatrist,
and returned to his administration segregation cell. Mr. Barrows
committed suicide less than a week later on January 20, 1996.
Although correctional staff was required to conduct “welfare
checks’ in this housing unit at 30-minute intervals, Mr. Barrows
was left unobserved for more than six hours.

The plaintiff expert concluded that “ asaseverely mentaly ill inmate
who had threatened suicide several timesduring his confinement,
both the San Joaquin County Sheriff’s Department and San Joaquin
County Correctional Health Care Services had aresponsibility to
provide reasonable care to Maurice Shaw. Instead, their staff
grossly violated several standards of care, including their own
policies and procedures, and failed in the duty to provide
reasonable care to the decedent.”

Next up for the plaintiff was a nationally-recognized physician
expert in the area of medical care in correctional facilities. This
expert’s opinion focused upon the clinical judgment of Dr. Hart
and the role of psychiatric technicians in Maurice’'s case —
“Shaw needed acute care hospitalization. There was no
acceptable acute medical care offered at thejail. The only tools
afforded the mental health staff at the jail were restraint,
seclusion and medication. However, therewasno clinical staff
at the jail to oversee such treatment. Psychiatric technicians
are not equipped to evaluate disruptive inmates and make the
determination as to whether the outburst is based on a
psychiatric emergency or isbehavioral inorigin.” The plaintiff
physician expert further opined that the Defendants and their
staff deviated from, and fell far below, the standard of care and
skill ordinarily exercised inthe county jail by:
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1) “falling to provide Maurice Shaw with appropriate
and timely medical/psychiatric treatment, appropriate
hospitalization and level of care, and undertaking
reasonable, necessary, and consistent behavioral
health counseling and therapy for him by a trained
licensed physician for his mental illness;

2) continualy failing to provide and ensure Maurice
Shaw with appropriate medical care, observation, a
safe environment, medication, psychological
evaluation, counseling and therapy immediately
following the decision to restrain him in five-point
restraints and involuntarily administered Haldol
Decanoate on;

3 failing to provide medical/psychiatric care and
treatment including hospitalization in a licensed
acute care facility immediately following the first
decision to place him in five-point restraints and
involuntarily administered Haldol Decanoate on July
27,2000, August 7, 2000, and August 8, 2000;

4) adjusting the amounts of Haldol prescribed on
August 10, 2000 without a physician’s evaluation;

5 loweringthelevel of careand taking Shaw out of the
medical unit onAugust 22, 2000 and August 24, 2000,
without medical or psychiatric oversight,
supervision, recordation or review, adequate follow-
up procedures, psychological counseling, evaluation
and direct and constant observation; and

6) failing to adequately monitor the use, efficacy, and
side effects of Haldol on Maurice Shaw.”

The plaintiff physician expert concluded histestimony by stating
that Correctional Health Care Services and the San Joaguin County
Detention Facility “weredeliberately indifferent to the behavioral
health care and treatment required for Maurice Shaw following his
detention there on May 31, 2000. Due to under-staffing, poor
training, and lack of any reasonable medical/ psychiatric
supervision, Dr. Hart, CHS, and SICDF ignored Maurice Shaw’s
severe and acute mental illness, and mental health needs thereby
causing his death.”

The Defense Experts

o justify the adequacy of the mental health care provided to

Maurice Shaw inthe San Joaquin County Detention Facility, the
defense offered the testimony of Dr. Hart, as well as its own two
experts. Dr. Hart's testimony was provided through affidavit,
deposition, and trial testimony. With regard to the role of psychiatric
technicians, Dr. Hart stated in hisaffidavit that: “I clinically directed
and supervised six licensed psychiatric technicians. The psychiatric
technicians did not do diagnoses of patients. Rather, the technicians
filled in the blank space on a form for the evaluation done as the
inmatefirst cameintothejail. | reviewed every move that was made
with regard to a patient. The psychiatric technicians observed and
reported behavior and symptoms. Then | would provide atreatment
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NOW AVAILABLE: TEXTBOOK OF
SUICIDE ASSESSMENT AND
MANAGEMENT

dited by Robert I. Simon, MD, and Robert E. Hales MD,

the Textbook of Suicide Assessment and Management calls
upon the authority of 40 expert contributors to provide
informative cases that integrate clinical findings with textual
discussion, along with chapter-end “key points,” in order to
help practitioners understand that risk assessment is a process,
not an event. The book shows how sound assessment can lead
to more effective management of patientsat high risk for suicide.

Following an introductory chapter entitled “Suicide Risk:
Assessing the Unpredictable” (Robert I. Simon), the book is
divided into the following eight sections: Part |: Special
Populations— “Children and Adolescents,” (Peter Ask); “The
Elderly,” (Yeates Conwell and Marnin J. Heisel); “Suicide and
Gender,” (LizaGold); “Social, Cultural, and Demographic Factors
in Suicide,” Leslie Horton); “Suicide Prevention in Jails and
Prisons,” (Jeffrey L. Metzner and Lindsay M. Hayes); Part |1:
Suicide Risk Assessment: Special Issues — “Cultural
Competence in Suicide Risk Assessment,” (SheilaWendler and
Daryl Matthews); “Psychological Testing in Suicide Risk
Management,” (Glenn R. Sullivan and Bruce Bongar); Part I11:
Treatment — “Psychopharmacological Treatment and
Electroconvulsive Therapy,” (H. Florence Kim, Lauren B.
Marangell, and Stuart Yudofsky); “Psychodynamic Treatment,”
(Glen O. Gabbard and Sara E. Allison); “Split Treatment,”
(Donald J. Meyer and Robert |. Simon);

Part IV: Major Mental Disor ders— “Depressive Disorders,”
(Jan Fawcett); “Bipolar Disorder,” (Ross J. Baldessarini,
Maurizio Pompili, and Leonardo Tondo); “ Schizophrenia,” (Jong
H. Yoon); “Anxiety Disorders,” (Daphne Simeon and Eric
Hollander); “Personality Disorders,” (MariaA. Oquendo, Juan
Jose Carballo, Barbara Stanley, and Beth S. Brodsky);
“Substance-Related Disorders,” Avram H. Mack and Hallie A.
Lightdale); Part V: Treatment Settings — “Outpatient
Treatment,” (John T. Maltsberger); “Emergency Services,” (Laura
J. Fochtmann); “lInpatient Treatment and Partial
Hospitalization,” (Gregory Sokolov, Donald Hilty, Martin
Leamon, and Robert E. Hales);

Part VI: Patient Safety — “Patient Safety Versus Freedom of
Movement: Coping with Uncertainty,” (Robert I. Simon);
“Safety Interventions,” (John A. Chiles and Kirk D. Strosahl);
Part VII: Aftermath of Suicide and Psychiatrist Reactions
— “Aftermath of Suicide: The Clinician’s Role,” (Frank R.
Campbell); “Psychiatrist Reactionsto Patient Suicide,” (Michael
Gitlin); and Part V111: Special Topics— “Combined Murder-
Suicide,” (Carl P. Malmquist); “Legal Perspective on Suicide
Assessment and Management,” (Daniel W. Shuman); “Patient
Suicideand Litigation,” (CharlesL. Scott and Phillip J. Resnick);
and “ Clinically Based Risk Management of the Suicidal Patient:
Avoiding Malpractice Litigation,” (Robert I. Simon).

For more information regarding the availability of the Textbook
of Suicide Assessment and Management (2006), contact American
Psychiatric Publishing, Inc., 1000 Wilson Boulevard, Suite 1825,
Arlington, VA 22209, (800/368-5777) or e-mail at

appi @psych.org, website: www.appi.org.




plan.” With regard to theissue of Maurice' sinvoluntary commitment
to a hospital for psychiatric evaluation, Dr. Hart stated that “At no
time when Mr. Shaw wasincarcerated from May 31, 2000 until his
death on August 31, 2000 did he qualify asaW & | 5150 danger to
himsdlf or others. He could not be considered gravely disabled because
he was provided for by thejail with his clothing, housing and food.”

With regard to Maurice's suicidal and bizarre behavior displayed
during confinement, Dr. Hart stated that “| do not believe that Mr.
Shaw’s mention of suicide warranted a face-to-face
interview....Although Mr. Shaw often refused to shower, that is a
personal hygiene issue and not amental health issue. Similarly, Mr.
Shaw’s tendency to ‘shadow box’ was not a sign of mentdl illness.
Rather, shadow boxing isvery common behavior anonginmatesasa
way to deal with boredom and stay in physical shape....In August of
2000, Maurice Shaw did not exhibit any behavior which gave the
mental health staff, including myself, any indication of arealistic or
urgent threat of suicide.”

The defense aso offered the opinion of a local “police practices
expert and law enforcement management consultant” who opined
that correctional officers conducted cell checks within the required
timeintervals, Maurice Shaw had never previoudy attempted suicide
in SICDF custody; and “| did not detect any deficienciesintheactions
of jail staff, or inthe paliciesand procedures of the SICDF that would
have attributed to the death of Mr. Shaw.”

Finally, the defense offered the opinion of a nationally-
recognized physician expert in the area of medical care in
correctional facilities. Thisexpert’'saffidavit declaration is stated
initsentirety asfollows:

1) “The health care services (medical, dental and
mental health) provided by the health care staff to
Mr. Shaw whilehewasincarcerated inthe San Joaquin
County Jail from February 15, 2000toAugust 31, 2000
were consistent with the standards set forth by the
CdiforniaMedica Association’sIngtitutefor Medical

9

10)

1)

The psychiatrist (Dr. Hart) and the psychiatric
technicians had a well established working
relationship that helped facilitate addressing the
unmet and unfounded needsof thementally ill inmates.

The mental health team, in lieu of additional needed
resources, utilized strategiesto addressthebasic mental
health needsof their clientssuch asdaily team mesetings,
frequent contact lists and patient contracts not to
commit suicide.

In addition, Correctional Staff werewell oriented and
trained with respect to the issue of Suicide Prevention
and the importance of timely referral to the health
professionals.

The Correctional Officers acted in a timely and
appropriate manner in each instance where Mr. Shaw
presented with a medical and dental complaint,
moreover, in those instances when Mr. Shaw made
statementsremotely suggested that he may possibly
harm himself, Custody Officersquickly notified the
appropriate health care staff.

There is no evidence that the Correctional Staff
denied Mr. Shaw accessto health care services, nor
violated hiscivil rightsin any form or fashion.

Given the increasing mental health workload
demands, therising cost of mental health medications
and the lack of sufficient funding to implement
programs and to hire staff, the Mental Health Staff
have developed innovative methodologies to
accomplish meeting the constitutional rights of the
incarcerated mentally ill.”

TheVerdict

Quality and theNational Commission on Correctional
Hedlth Care.

Thehealth care services provided to Mr. Shaw were
timely, appropriate, and consistent with the
community standard.

There is no evidence that the health care providers
denied Mr. Shaw accessto health care services, nor
did they violate his civil rights, as they pertain to
access to health care services.

The housing areas where Mr. Shaw was assigned
(MHU [Medica Housing Unit/Infirmary] and SHU
[Sheltered Housing Unit]) were appropriate for the
level of his assessed acuity at the time of those
housing assignments.

Thevariancein the amount of documentation in the
health record from the MHU and the SHU are
appropriate given the differencein the defined nature
of the two housing units.

hetrial concluded on January 19, 2006 and thejury deliberated

for several hours before reaching a verdict that San Joaquin
County, Sheriff Baxter Dunn, and Dr. Robert Hart were all
“deliberately indifferent to Maurice Shaw’srightsby”: 1) failing
to train, supervise and/or discipline the employees at the San
Joaquin County Jail at the time of Maurice's incarceration; 2)
failing to protect Maurice; and 3) failing to provide medical
care to Maurice. The jury then awarded Maurice’'s mother the
amount of $758,200 in damages.

The jury’s work, however, was not done. It reconvened on
February 21 to decide whether Dr. Hart and/or Sheriff Dunn
should also be required to pay punitive damages for their role
in Maurice's suicide. The award of punitive damages in an
inmate suicide case is extremely rare. According to the jury
instructions given by Judge England, “ The purposes of punitive
damages are not to compensate the plaintiff, but to punish a
defendant and to deter a defendant and others from committing
similar acts in the future.” The following day, the jury found
that Dr. Hart’s conduct “was malicious, oppressive or in reckless
disregard” of Maurice's rights. It then awarded an additional
$100,000 in punitive damages against Dr. Hart.

—6—



Asaresult of thejury verdict and awards, Assistant San Joaquin
County Counsel David Wooten told The Record of Stockton on
February 28 that the San Joaguin Sheriff’s Office will begin to
review operational proceduresto determineif correctiveactionis
necessary. “It's pretty obvious the jury was trying to send a
message to the county,” he said. Geri Green, the plaintiff attorney
in the case, told The Record that “The county should be aware
that they now can’t do business as usual. The scary, really
frightening thing is that it goes on every day in every jail. That
was abhorrent to thisjury, asit should be to al of us.” Q

Best PrACTICES: ACCESSTO BENEFITSFOR

PrIsONERSWITH M ENTAL | LLNESSES

by the
Bazelon Center for Mental Health Law

ple with mental illnesses who have been in jail or prison

need access to public-assistance benefitsin order to re-enter

their communities successfully. Although the federal rules on how

and when inmates may receive these benefits are complex,

opportunities do exist for them to obtain federal entitlements upon

release. This paper lists promising state and local approaches to
ensuring the prompt reinstatement of benefits.

Policies that states and localities can adopt include:

¢ screening for mentd illness upon entry to prison
orjail;

# screening for prior benefits upon entry to prison
orjail;

¢ suspending rather than terminating Medicaid
benefitsfor inmates;

¢ establishing transition teams and community
collaborations for re-entry;

¢ helping prisoners complete applications;

¢ arranging expedited review and processing of
applications;

¢ ensuring that inmates have valid I1Ds prior to
release;

+ providing coverage for services and medication
after release, while applications are pending;

¢ providing specialized parole supervision;

¢ appointing asingle agency to coordinate release
planning;

¢ sharing information across agencies, including
through interagency agreements and task forces;

¢ using web-based applications, combining
benefit applications and eliminating in-person
requirements for applications; and

+ working with the Social Security Administration
on pre-release benefit applications.

Summarized below are state and local initiatives that adopt such
policies.

These communities have taken advantage of the flexibility in
federal rules to ensure that individuals with mental illnesses
are expeditiously connected to health and mental health care
coverage, income support, veterans benefits and other
assistance. Such programs help close the revolving door
between community and incarceration for people with mental
illnesses.

The summary is organized to show various options at different
stages of the process. As a result, comprehensive programs
are often summarized piecemeal, under various sections. Where
information was available, contacts are listed in the endnotes.
Also, because policy development for prison re-entry and
releasefromjail pose different problemsand are under different
jurisdictions in the states, the summary indicates whether a
policy or program applies to prisons, jails or both.

UPON ENTRY TOA CORRECTIONAL SETTING
Screen for Mental 11Iness
InJails

¢ InArizona, the Council on Offenders with Mental
Impairments uses a state of the art electronic data
system to identify offenders with mental
impairments in both Maricopa and Pima county
jails. (1)

¢ InSummit County, Ohio, jail staff useathree-tiered
approach to screen inmates for mental illness upon
admission. Admitted inmates receive an initial
screening from the booking officer, a cognitive-
function examination by a mental health worker
and an evaluation by aclinical psychologist. (2)

¢ InMontgomery County, Maryland, Department of
Correction and Rehabilitation staff use a set of
seven questionsto screen jail inmates for suicide
risk at three points of intake: at central processing,
upon institutional intake and as part of medical
screening. (3)

¢ In Cook County, Illinois, the Cook County Jail
electronically transfers its census every day to
mental health clinics in the Chicago area. Clinic
staff review thelist to identify any of their clients.
The goal is for mental health clinics to begin the
process of aftercare planning immediately for
memberswho have gonetojail. (4)



InPrison

In Oregon, the Department of Corrections' Intake
Center program uses an automated assessment
program for every inmate to identify physical and
mental health barriers to productive citizenship in
theinmate community and to safe and successful re-
entry. (5)

Inlllinais, each newly admitted inmate of the Stateville
and Dewight Correctional Centers receives
psychological testing. Comprehensive admissions
packetsdevel oped by aprivately owned psychological
firm serve asaguide for each new admission. (6)

In Minnesota, al prison inmates are eligible for three
separate screenings by correctional nursing staff and
by amenta health professional. The screenings build
on each other to identify inmates with mental heath
needs. (7)

Screen for Benefits

In Minnesota, staff placesaspecial noteintheprison’s
information systemif aprisoner isidentified during the
screening process as having Medicaid, SSI, SSDI or
VA benefits. (8)

In Oklahoma, prison officid sare developing asystem
that flagsincoming offenderswho areaready receiving
SSl benefits. (9)

Suspend (Not Ter minate) Benefits

InMaryland, incarcerated Medicaid participantsremain
ontheenrollment list, even if incarcerated longer than
30 days. The state notes the incarceration in its
information system to prevent unauthorized claims
payment. (10)

In Lane County, Oregon, Medicaid payments for jall
inmates continue for 14 days after arrest. After that,
benefits are suspended — not terminated — so they
can bereinstated immediately upon release. (11)

In Washington, Medicaid enroliment is suspended
rather than terminated for people in jail less than 30
days. (12)

RE-ENTRY PLANNING

InJail

¢

UseTranstion Planning Teamsand Community
Callaborationsto EnsureContinuity of Care

In Hampden County, Massachusetts, jail inmates are
assigned a treatment team that addresses treatment,
housing and other concernsprior to release. In addition,
inmateswork with the same caseworker both insidethe
facility and after release. (13)

InPrison

¢

In Minnesota, if a discharge planner learns that the
offender hasaprior relationship with asocial worker
in the community, the social worker isinvited to the
prison to collaborate on the discharge plan. Then, at
least 10 days beforethe first appointment, the prison
transfers the offender’s records to the community
services provider and psychiatrist he or she is
scheduled to see. (14)

In Portland, Oregon, the Turning Point program at the
ColumbiaRiver Correctiona Ingtitution usesamodified
therapeutic community model of treatment six to 12
months prior to release for offenders with severe
mental illnesses and co-occurring substance use
disorders. The program includes assessment and
treatment planning and focuses on the
implementation of atransition plan three months prior
toaninmate srelease. (15)

Assist Prisonersin Completing Applicationsfor Benefits

InJail

In Milwaukee, Wisconsin, a financial-services
advocate from the Community Support Program
manages entitlement claims of offenderswith mental
illnesses. (16)

In Philadel phia, Pennsylvania, a case worker does
release planning that includes advising thejail inmate
of potential eligibility or providing information on
whereto obtain applications. (17)

InNew York City, case managerswiththe NY C Link
program are responsible for creating acommunity-
services plan for inmates at the city’s jail (Rikers
Island), filing benefit applicationsoninmates’ behal f
and providing housing referrals. (18)

New York’s Rensselaer County jail staff aretrained
by the Department of Social Servicesto help inmates
compl ete entitlement forms and collect the necessary
supporting documents, such as hirth certificate, pay
stubs, etc. If necessary, staff accompany inmates to
the local Social Security office to finish their
application process. As a result, many inmates
receivetheir benefitswithin 24 hours of release. (19)

In Jefferson County, New York, county social
service staff goto thejail and complete Medicaid
applications for offenders with mental illnesses
who are about to re-enter the community. The
county does not participate in the Medication
Grant Program (MGP) but uses its allocation of
MGP fundsfor its own program. (20)

Albany County, New York social services staff go
into the jail before an inmate’s release and help



the inmate complete aMedicaid application, which
is filed 45 days prior to the anticipated date of
release. The application is registered, logged and
held so it can be activated as soon as the inmate is
released. The Social Services office not only
processes the Medicaid application, but also assists
released individualsin accessing general assistance
payments, Food Stamps, etc. (21)

In Hampden County, Massachusetts, a discharge
planner from a local community health center
completes and faxes a Medicaid application to the
Medicaid agency within three months of aninmate’s
release date. Although the application is denied
because the applicant isincarcerated, it remains on
file. Oncethe discharge planner faxes the paperwork
showing the applicant has been released from jail,
the application is activated and approved. (22)

King County, Washington jail staff notify the
Department of Social and Health Services (DSHS) 45
days prior to an inmate’s release date. A DSHS
eligibility worker collects medical and financial
information for the Medicaid eligibility processand
provides Medicaid coupons to the inmate upon
release. (23)

In Los Angeles, the Sheriff’s Department screens
jail inmates and then sends the names of those who
are veterans to the VA’s Community Re-Entry
Program. Outreach staff membersfrom the program
conduct assessmentswith inmatesin thefacility and
help link them to services upon their release,
including VA health care, housing and financial
benefits. (24)

InPrison

¢

In Allegheny County, Pennsylvania, the Forensic
Community Re-entry Program sends a Community
Placement Specialist (CPS) to overseethetransition
of femaleinmateswho have amenta illnessfromthe
prison to the community. The CPS does all release
planning and compl etes benefit applications. (25)

In Pennsylvania, the prison’s chief psychologist
leads a Psychiatric Review Team in developing a
re-entry treatment plan for every inmate identified
as in need of mental health services within 12
months of release. Immediately after this meeting,
and sometimes as part of it, the team meets with
the inmate to discuss possible eligibility for
various entitlement programs and how to apply.
For inmates with the greatest need, a caseworker
from the team completesthe application for General
Assistance, Medicaid, Food Stamps, cash
assistance and other benefits. If necessary, inmates
are referred to a Department of Public Welfare
disability specialist, who helps them complete an
SSI/SSDI application. (26)

¢ The Texas Correctional Office on Offenders with

Medical or Mental Impairments(TCOOMMI) refers
a prison inmate with a pending release date who is
identified as having ahistory of receiving or needing
mental health treatment to the regional mental health
services and benefits coordination office in the
county where the inmate expects to live. These
offices send workers to meet with identified prison
inmates and devel op pre-rel ease plans. If theinmate
wants SSI and/or SSDI, the TCOOMMI worker
makes areferral to the benefitseligibility specialist,
who filesan application 90 daysprior to release. (27)

In Boston, Massachusetts, aformal re-entry program
initiates an application for Medicaid 30 daysprior to
an inmate’s discharge from prison. All application
paperwork is completed in advance so that the
individual is poised for approval upon discharge.
(29

In Wisconsin, Department of Corrections (DOC) staff
complete applicationsfor Medicaid benefits, which
can be accepted and processed up to 23 days prior
to an offender’ s anticipated rel ease from prison. The
DOC staff also complete entitlement applications,
secure and/or verify an inmate’s Social Security
number, obtain a Social Security card if necessary
and obtain medical and/or psychol ogical documents
for the past 12 months. (29)

In Minnesota, at least 90 days before an offender is
dueto be discharged, an agent of the Department of
Human Services trained in mental health is
designated to serve as the primary person
responsible for carrying out discharge planning
activities, including completing and filing Medicaid
application forms. If the applicationisapproved, the
county officemailsaMedicaid eligibility card tothe
prison; the prison holds this card until the inmate’s
release date, when he or she receivesthe card. (30)

In New York, outreach workersfrom the Division of
Veteran Affairs coordinate with counselorsfrom the
Department of Correctional Services to develop a
transition plan for incarcerated veterans beginning
six to ninemonths prior to release. Outreach workers
assist in determining prisoner eligibility for veterans
benefits and other VA services. (31)

The Oregon Department of Corrections (DOC) now
gives released individuals “ Offender Debit Cards”
instead of checks for any money earned while
incarcerated. Released prisoners can use the cards
at most automatic teller machinesto access SSI and
Food Stampsfor whichthey areeligible. (32)

In Both Jail and Prison

In Portland, Oregon, the Multhomah County
Department of Community Justice developed the



Transition ServicesUnit (TSU) to provide pre-release
planning, referralsand/or connectionsto appropriate
services and treatment programs for individuals
transitioning into the community. TSU counselors
and parole officers assist recently released jail and
prison inmates in completing Medicaid and SSI
applications. (33)

In New York, the Medication Grant Program (M GP)
isthe primary mechanism to connect individualswith
mental illnessesto benefits, such asMedicaid, Food
Stamps and cash assistance after release. The
program funds “transition managers’ in jails and
“pre-release coordinators’ in prisons to assist
inmatesin the application process and to secure MGP
cardsupon their release. Under the MGP, aMedicaid
application can be submitted up to 45 days prior to
or within seven days after release. (34)

In Colorado, the 2002 benefit-reinstatement law
mandatesthat correctional facilitiesimplement steps
to facilitate benefit reinstatement for individuals
leaving jailsand prisons. (35)

Provide Expedited Servicefor Processing of
Inmates’ BenefitsApplications

In Jail
¢ Lane County, Oregon Medicaid puts jail inmates
applications on afast track for processing and most
are processed in a day or two. Medicaid staff then
fax temporary Medicaid cards back to the jail,
ensuring that inmates have immediate access to
Medicaid services upon release. (36)
InPrison
¢ InTexas, the Texas Correctional Office on Offenders

with Medical or Mental Impairments (TCOOMMI)
pays for prison inmates applications to receive
expedited services, enablinginmateswho areeligible
for SSI/SSDI to access available services upon
release. (37)

InBoth Jail and Prison

¢

In Washington, SSI facilitatorswho specializein the
SSI application process use the state’s own
disability-determination process, rather than SSA's
slower determination process, to authorize expedited
Medicaid coveragefor jail and prisoninmatesuntil a
final SSI decisionisreached. (38)

Ensurethat InmatesHaveaValid ID Prior to Release

In Jail

¢

In New York’s Rensselaer County, jail inmates are
givenapictureID tofacilitatetheir re-entry. (39)

InPrison

¢

TheLouisanaOfficeof Motor Vehicdles(OMV) ispilating
a program at severd prisons where state ID cards and
licenserenewasaremadeon-gteforinmatesprior totheir
release. (40)

TheMontanaDepartment of Correctionsissuestoinmates
aprison card with aphoto that dso includestheinmate's
date of birth and adult offender number, and the discharge
certificate or parole order. Under Montana law, these
documentscan beexchanged within 60 daysof releasefor
afreegate-issued ID. (41)

INTERIM COVERAGE

InJail

¢

InPrison

¢

ProvideCoverageand M edication While
ApplicationsarePending

InHampden County, Massachusetts, jal inmatesreceivea
30-day prescription for their medicationsupon discharge,
adongwithafive-day supply. (42)

In Minnesota, legidation requires released inmates to
receive a 10-day supply of medication and a written
prescription for a 30-day supply with one refill of dl
necessary medications. (43)

TheTexasCorrectiond Officeon OffenderswithMedica
or Menta Impairments (TCOOMMI) pays for medica
sarvicesuntil Medicaidisactivated and providesa10-day
supply of medications upon release. The state providesa
dipendtoreleasedinmatesuntil they receivether disability
checks. (44)

InBoth Jail and Prison

¢

InNew York, offenderswith seriousmentd illnesseswho
arecurrently taking prescribed psychiatric medicationsand
appear tobedigiblefor Medicaid after rleasefromjail or
prison may participate in the Medication Grant Program
(MGP). Anindividud must fileaMedicaid gpplicationto
enroll in MGR, which covers medications until Medicad
digibility is determined. If the person is approved for
Medicaid enrollment, the Office of Mentd Hedth will
retroactively bill Medicaid for medications dispensed to
theindividud inthecommunity. (45)

POST-RELEASE (PAROLE OR NOT) FOLLOW-UP/

InJail

¢

AFTERCARE

ProvideSpecialized Par oleSupervison

The Cook County, lllinois Adult Probation
Department’s Mental Health Unit in the county jall



employsprobation officerswith abackgroundin mental
healthto help clientsaccessdisability benefitsand SS|
and obtain medica cards. These officers aso counsdl
probationers, help them budget their timeand resources
and support them with any difficultiesthey experience
intreatment. (46)

InPrison

¢

¢

In Pennsylvania, when thereisacomplication with an
application filed from a prison, the county assistance
office (CAO) hasasingle point of contact charged with
contacting the Department of Corrections to resolve
theproblem. (47)

Wisconsin Department of Corrections staff review
benefit application disapprovals and assist prison
inmatesin appealing the decision. (48)

PROGRAM ADMINISTRATION—SIMPLIFY A
COMPLICATED PROCESS

Appoint OneAgency to Coor dinate Release
Planningfor Peoplewith Mental IlInesses

The Texas Correctional Office on Offenders with
Medical or Mental Impairments (TCOOMMI) is the
state's agency designated to meet the needs of prison
inmates with mental illnesses. TCOOMMI staff are
responsible for handling benefits and other re-entry
issues at the prison level. (49)

Sharelnformation

InPrison

¢

Establish Explicit Interagency Agreementsand Task Forces

InJail

¢

In Texas, hedlth services agencies share information
on individuals receiving health related services,
ultimately helping officials to complete benefits
applications on behalf of prisoners. A waiver from the
federal Hedlth Insurance Portability and Accountability
Act was necessary to permit this exchange of medical
information among state agencies. (50)

Wisconsin Department of Corrections (DOC) staff
assist prisonersin completing information releases to
authorize exchange of information between DOC and
SSA. (51)

In Duval County, Florida, a Continuity of Care
Agreement was developed between mental health
providers and the jail to ensure continuity of care for
incarcerated individuas. The agreement also callsfor
an application for benefits prior to release so inmates
will be linked to community-based treatment upon
release. (52)

¢

In Albany County, New York, a group named the
Options Committee manages the integration of
existing health, mental health, substance abuse and
social service systems to match jailed individuals
needs to available services. Committee member
include representatives from the sheriff’s
department, County Executive's office, departments
of health, mental health, probation and social
services, office of the public defender and state
division of parole. (53)

In Rensselaer County, New York, a Forensic Task
Force composed of officials from both the criminal
justice and mental health systems negotiated an
agreement with the county’s Medicaid agency so
that many applicants now receive Medicaid benefits
within 24 hours of releasefromjail. In addition, asa
result of the task force's efforts, community mental
health providersare now willing to work with released
inmates. (54)

InPrison

¢

The Minnesota Department of Corrections Mental
Health Services completed a comprehensive
interagency agreement for partnerships with
Department of Human Servicesdivisions, including
Mental Health, Chemical Health and State Operated
Services. (55)

In Pennsylvania, a statewide Forensic Interagency
Task Force composed of key forensic stakeholders
isworking to submit applicationsfor eligible prison
inmatesbeforereleaseto ensuretheir accessto benefits
on re-entry. Stakeholders include local and state
agencies (PA Department of Corrections, PA Office of
Mental Health and SubstanceAbuse Service, etc.) and
advocacy groups (National Alliance for the Mentally
11, PA Protection and Advocacy, etc.). (56)

In Wisconsin, memorandaof understanding between
the Wisconsin Departments of Corrections and of
Health & Family Services and the Social Security
Administration outline procedures for processing
prisoninmates’ Medicaid and SSI applications. (57)

UseWeb-Based Applications, Combine Benefit

Applicationsand Eliminatel n-Per son Reguirements

In Both Jail and Prison

¢

In Texas, applicationsto SSA for disability benefits
also include an application for Food Stamps.
Reinstatement of SSI benefitsautomatically triggers
Medicaid coverage. (58)

In New York, acombined Medicaid, cash assistance
and Food Stamp application offersrel eased inmates
access to additional services for which they are
potentially qualified. (59)



¢ The Pennsylvania Department of Public Welfare

developed a web-based application, COMPASS
(Commonwealth of Pennsylvania Access to Social

offices and maintains contact information (tel ephone,
fax, email). The DOC aso providesto SSA alist of
DOC gaff (with their facsimile signatures) who are

Services), that allows trained non-specialists to
submit electronically one collective application for
multiple benefits (excluding SSI/SSDI) to appropriate
offices. The face-to-face requirement has also been
eliminated for the medical part of county cash

authorized to assist offendersin the process. (66)

assistance. (60)
WE'RE STILL LOOKING FORAFEW

¢ The King County, Washington Department of Social GOOD PROGRAMS

and Health Services (DSHS) waivesthe Medicaid and
General Assistanceface-to-faceinterview requirement
for certainjail inmateswith mentd illnessesor addiction
disorders. (61)

uture issues of the Jail Suicide/Mental Health

Update will be devoted to exemplary suicide
prevention programs operating within correctional
facilities throughout the country. Does your facility’s
suicide prevention policy contain, and do your practices
reflect, thefollowing critical elements?

Work with SSA

InPrison

In New York, pre-release staff at the Arthur Kill
Correctional Facility work with local SSA staff to
complete and file SSI/SSDI applications. Staff from
thelocal SSA office meet personally with inmates
previously identified as potentially eligiblefor SSI/
SSDI, explain the program rules and help the
inmates complete their applications. With the
applicant’s consent, the pre-release coordinator
provides the medical evidence from the Office of
Mental Health record and the Department of
Corrections' Health Servicesrecord as part of this
process. (62)

The New York State Division of Parole (DOP) and
the SSA have entered into a memorandum of
understanding (MOU) regarding procedures for
submitting a pre-release application for SSI and
SSDI benefits. The MOU providesthat state Office
of Mental Health (OMH) staff submit the
applications on behalf of prisoners with mental
illnesses, while parole officers submit applications
on behalf of prisonerswith other disabilities. (63)

In Oklahoma, the Medical Services Division of the

¢ Intakescreening to detect both current and
prior suicidal behavior, as well as further
and periodic assessment of suicide risk by
mental health steff;

¢ Suicide preventiontraining for correctional,
medical, and mental health staff;

¢ Levelsof communication between outside
agencies, among facility staff, and with the
suicidal inmate;

¢ Suicide-resistant, protrusion-free housing
of suicidal inmates;

¢ Levelsof supervisionfor suicidal inmates;

¢ Timely emergency intervention by
correctional and medical personnel
following asuicide attempt;

¢ Provision of critical incident stress
debriefing to affected staff and inmates, as
well as completion of a multidisciplinary
mortality review following an inmate
suicide and/or serious suicide attempt; and

¢ A low rate of inmate suicides for an
extended period of time.

Department of Corrections partnerswith the SSA to
connect prison inmates with SSA benefits prior to
release. A reintegration specialist at each correctional
facility workswith acounterpart at thelocal SSA office
to pull together applications. (64)

If you believe your correctional facility operates an
exemplary suicide prevention program, and would likeit
to be considered as apossible case study in an upcoming
issue of the Update, please send copies of your suicide
prevention policy, screening/assessment forms utilized
toidentify suicidal inmates, and total number of suicides
and your facility’ saverage daily population for each year
from 1996 thru 2005 to:

¢ InTexas, each loca socia security office has a pre-
rel ease point person to work with prison coordinators
on SSI/SSDI and Food Stamp applications. (65)

Lindsay M. Hayes, Project Director

¢ In Wisconsin, by agreement with SSA, completed Jail Suicide/Mental Health Update

applications for SSI/SSDI claims are accepted and 40 LanternLane
processed up to 90 days prior to aprisoner’santicipated Mansfield, MA 02048
release date or 30 daysfor anon-disability claim. Each (508) 337-8806
Department of Corrections(DOC) facility and regional L hayesta@msn.com

officeidentifiesapoint of contact withinthelocal SSA
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MENTALLY ILL FALLING THROUGH CRACKS:
THosE WHO RErFUSE TREATMENT
AND BREAK THE Law EnD UPIN JAIL

Qobert “Simon” Gilmoreisin jail. Again. He's been arrested
eight timesin the past threeweeks. Thelast time— April 3—
he asked thejudgeto leavehiminjail for 90 days. “Hesaid if they
let him out, he'd just get arrested again,” city prosecutor Jerry Little
said. “ Sothejudgeset hisbond at $500. He'still injail.” Gilmore, who
will soon turn 50, is the homeless man who's often seen sitting or
deeping onthesidewalk infront of either Weaver's department store
or The Replay Lounge downtown. He's known for wearing white
socks on his hands and, when it’s cold, wrapping himself in athrift-
shop blanket. Legally blind and intensely private, herarely saysmore
than afew wordsto strangers. Family memberssay Gilmorehasbeen
diagnosed as paranoid schizophrenic.

Mental health advocates and law enforcement authorities say he has
become aprimeexampleof how the mentally ill, especialy thosewho
refusetrestment, arefalling through ever-widening cracksinthesocia
sarvicenetwork. Sincemoving to Lawrenceintheearly 1980s, Gilmore
hasbeen arrested morethan 50 times, usually for wandering on private
property, urinating in public, disobeying apoliceofficer or obstructing
traffic. “Hecan't seevery well, sohetendstowak inthestreet,” Little
sad.

Gilmore'slatest troublesstem from anew city ordinancethat prohibits
camping on adowntown public right-of-way. Slegping onthesidewalk
in considered camping. City commissioners passed the ordinancein
response to downtown merchants' complaints of people degping in
doorways, sidewalks and aleys. The ordinance was not aimed
specifically at Gilmore, Mayor Mike Amyx said. “The ordinanceis
very fair,” Amyx said. “ It concernsall kinds of folks, not just him.”

“TheOnly Place”

ittlesaid jail wasn't the best placefor Gilmore. But for someone

who's mentaly ill and who insists on breaking the law, it's the
only place. “We're at aloss asto what to do with him,” Little said.
“He'svery independent.” Gilmore has refused help from Bert Nash
Community Mental Health Center. Recent efforts to have him
committed to Osawatomie State Hospital have been denied, Little
sad.

To have Gilmore committed, Littlewould haveto provethat Gilmoreis
a danger to himself or others and incapable of making reasoned
decisions. “I could probably get one— ‘ danger to himself or others
— but | can’'t get both,” Little said, noting that in the past, Gilmore's

mental illness hasn’t been considered severe enough to hinder his
decisionmaking.

Under the law, Gilmore has the right to choose to be mentally ill.
“1"d be glad to work with any agency in town that thinks it can
work with Mr. Gilmore,” Little said. Bert Nash stands ready to
help, but Gilmore hasrejected the mental health agency’sovertures.
“1 cannot comment on this or any other individual’'s
circumstances,” said Dave Johnson, Bert Nash executive director.
“But | will say that people have the right to refuse services. You
don’tloseyour rightsbecauseyou' rementally ill. “But when that's
the case,” he said, “we don’t have a solution.”

Gilmore'stroubles arefast becoming aburden onjail staff, Douglas
County Undersheriff Kenny Massey said. “He can be very
demanding,” said Massey, whoisin charge of jail operations. “He
becomes upset, he trashes his cell, he makes a lot of noise.”
Gilmore'sheinginjail servesno long-term purpose, Massey said.
“We manage him,” he said. “We don't treat him.”

“Overwhemed”

ohn Tucker, 41, has battled schizophrenia most of his adult

life. “I’ve been in treatment,” he said. “| deal with it now.”
Tucker, who livesin Lawrenceand isactivein the Douglas County
chapter of National Alliance on Mental |lIness, said he sympathized
with Gilmore. Tucker said he, too, hasfelt “overwhelmed” by his
illnessand unableto find “virtue”’ in hislife. Still, he said, people
who are mentaly ill have an obligation to themselves and to
society to seek treatment. “1f (Gilmore) chooses not to do that,
then that decision should be made for him,” Tucker said. “ That
may mean having to go to Osawatomie State Hospital and being
kept there until he's ready to get better.” He added, “ Jail isn’t
the answer.”

Douglas County Jail isn't just ajail. “We' ve become the mental
health unit of Douglas County,” said Undersheriff Kenny Massey.
“We deal with alot of people here who really ought to be dealt
with somewhere else. We' re not set up for this.” Last year, Massey
said, the jail logged 40 suicide watches at Level 3, which is
considered “very serious.” “It meansthey’rein aspecial cell,” he
said. “It means you have to check on them every few minutes.
“That’snot easy when you’ ve got alot going on, like last weekend.
We booked 61 people into jail,” said Massey, who oversees the
jail.“That'salot.”

Massey and his boss, Douglas County Sheriff Ken McGovern,
said using thejail to house mentally ill offenderswas shortsighted
and ineffective. But at any given time, they said, about 15 percent
of thejail’s 192 beds arefilled by peoplewho are mentally ill. The
national averageis closeto 30 percent, but the local numbers are
till alot to handle. “There needs to be a better way to help the
mentdly ill thanjail,” McGovern said. “ There needsto be something
that’slong-term.”

It'sexpensive: 40 percent of arecent $18,000 pharmaceutical bill at
thejail wasfor psychotropic drugs. It can beviolent, and it can be
messy. Some mentally ill inmatestrash their cells, smear feces or
throw food. “Bathingisahugeissue,” Massey said. “ If they refuse
to bathe, the staff assists them. It's a health issue.”

— 14—



Revolving Door

assey and McGovern said it was especially frustrating that

many of thementally ill inmates— they don’t have an exact
count — don’t farewell in the community and end up back injail. “We
don't have any programs that help them long-term because they're not
herelong enough,” McGovern said, noting theaverage stay isabout nine
days. It'snot unusud, hesaid, for mentaly ill inmatesto leavethejall —
they’re driven into town and dropped off a 11th and Massachusetts
streets— without medications, ajob or aplacetolive. They are, however,
strongly encouragedtocdl or vist Bert Nash Community Mental Hedlth
Center. Somedo, but many don't.

“Thebiggest gap in the system iswhat happens after they leavethefront
door of thejail,” said Christy Blanchard, coordinator of forensic services
a Bert Nash. Blanchard is on anewly formed committee that hopesto
hasten inmates access to Bert Nash and to housing and employment
opportunities. Thecommitteenext meetsApril 17.“ Theconnection (with
Bert Nash) needsto bemade, and theresourcesfor housing, employment
and supervision need to bethere” Blanchard said.

But Bert Nash employees can’t do much morethan plug former inmates
into exigting services, most of which dready arestretched thin. “Wedon't
have the money” for new programs, said Bert Nash executive Dave
Johnson. “ Somuch of what we retaking about istiedtoMedicaid—it's
what we ve built our hedth care sysem on,” he sad, referring to the
federa- and state-funded program that underwrites hedth care for the
poor. “But Congress is doing everything it can to reduce Medicad
spending, to rein in the budget.”

I n Between

he jail’s troubles come nine years after lawmakers voted to

close Topeka State Hospital, which offered care and treatment
for mentally ill patients. “ A lot of peoplewe' re seeing now would
have been sent to Topeka State Hospital back when it was still
open,” McGovern said. The state hospital in Osawatomie
continues to treat Douglas County residents whose illness is
so severe they cannot safely remain in the community. But their
stays are short-term, usually two or three weeks. After their
conditions stabilize, they are returned to Douglas County where
they may or may not take advantage of the services at Bert
Nash.

Some end up at the Salvation Army shelter for the homeless,
946 N.H. “It’snot agood thing,” said Mathew Faulk, a Salvation
Army case manager. “It's asituation that’s exacerbated by the
fact that we live in a society that thinks nothing about paying
ballplayers millions of dollars ayear but gets up in arms over
spending a few thousand dollars helping people in their own
community.” Faulk opposes adding beds to — or lengthening
stays in — the state hospital system. “We need something in
between the big hospitalsthat are run like prisons and a society
that’s dog-eat-dog,” he said.

NoAlternative
eral attemptsat interviewswith mentally ill adultswho had

ent time in the Douglas County Jail were unsuccessful.
Robert Shipp’s son, Ed, has been in and out of jail several times.

“It's a sad, sad situation,” said Robert Shipp, of Lawrence. “It’s
like arevolving door — they go in, they come out, they go back
in.”

Shipp said his son, who's paranoid schizophrenic, was in
Osawatomie State Hospital last fall. “ They did agood job with
him,” he said. “But when he got out, the first thing he did was
go off hismeds. He'sback in Lawrence now. He'sliving in our
basement, but there’s no communication. He doesn’t talk to us.
We don’t want him there; we don’t think it's good for him,”
Shipp said. “But there’s no place else for him to go. We're
afraid that if he was out on his own, he'd end up back in jail,
and we don’t want that either.”

In Lawrence, the jail situation isn’t expected to show much
improvement anytime soon. “Over the years, there have been
so many cuts in funding and resources at both the local and
state hospital level that, in alot of circumstances, jail isjust
about the only place left to go,” said Douglas County Dist.
Atty. Charles Branson. “The alternatives just aren’t there.”

But Gary Daniels, secretary at the Kansas Department of Social
and Rehabilitation Services, said change was on the horizon.
“Thisisn’t just an issue in Douglas County or in Kansas; it's
nationwide,” Daniels said, noting Gov. Kathleen Sebelius has
convened a planning council on mental health policy, and a
legislative committee is reviewing possible changes in state
laws affecting the mentally ill in jail. “Just about everybody
agrees the burden doesn’t belong on the jails,” he said.

The above article — “ Mentally Ill Failing Through Cracks:
Those Who Refuse Treatment and Break the Law End Up In
Jail” — was written by Dave Ranney, a staff writer for the
Lawrence-Journal World, and appeared in the April 9-10,
2006 editions of the newspaper. Copyright 2006, Lawrence-

Journal World. All rights reserved. Used with permission. O

News FrRoM AROUND THE COUNTRY

ered belowarebrief storiesregarding inmate suicide, offenders
ith mental illness, and other related topics that have recently
occurred and/or been reported throughout the country.

Ohio

Other than wages and health care, the most contentious issue
inthe recently concluded state-empl oyee contract negotiations
isanew requirement that has some state correctional officers very
upset — having to administer mouth-to-mouth resuscitation to an
inmate in an emergency. “I will not do CPR on ainmate!!!!!!” one
correctional officer wrotein amessage posted in adiscussion forum
ontheOhio Civil Service EmployeesAssociation’swebsite. “| guess
I'll never s;eaninmatethat | think needsCPR,” another wrote. “ Those
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guys can ‘deep’ anywhere, you know.” A third officer groused that
wardens and other senior officials will not be required to be CPR-
certified but “will smply order usto put our mouth onadirty, freaking
inmate. Andif thesorry-a__inmatedies, wewill probably bedisciplined
or even lose our jobs.”

Peter Wray, spokesman for the 35,000-employee union, said the
requirement that stateworkersbecome CPR-certified hasmany upin
armsbut said the state will berequired to provide prison officialsand
other employees with safety equipment such as mouthpieces and
gloves. “We don’'t know whether an inmate has a communicable
disease; thus our people are instructed to act like everyone has a
communicabledisease,” hetold on Cleveland Plain Dealer on March
3, 2006. “It'sincumbent on the state to providethe proper equipment.”

For some officers, however, handing out mouthpieces and glovesis
simply putting lipstick on afrog. Mr. Wray acknowledged that some
correctional officerssimply do not likeinmatesand do not want to get
face-to-face with someone who, say, just passed out from a drug
overdose or from drinking bad homemade prison wine. “ Sometimes
it'sdifficult for correctionsemployeesto feel empatheticto situations
in which inmates caused their own problems, but they still do their
jobs,” Mr. Wray said. “They're professionals and they understand
what they’ re expected to do.” State employees eventually approved
the three-year contract by a2-to-1rétio.

Michigan

Ottawa County appears to be doing a good job of getting jail
inmates with mental health problemsinto treatment programs.
However, arecent study by the Mental Health Jail Diversion Task
Force said there were several areas where the county could improve
its services, including the establishment of a 24-hour crisis drop-off
center, development of amental health court, and developing in-jall
services for inmates found to be too violent or unstable to be placed
in a diversion program. “It all comes down to funding,” Gerry
Cyranowski, executivedirector of Community Mental Hedlth, told the
Muskegon Chronicle after he presented the study findings to the
agency’sboard of directors on January 18, 2006.

Of the 2,370 individual swho were booked into the Ottawa County Jail
between November 2004 and January 2005, 13 percent werefound to
have problemsrelated to mentd hedth, and 4 percent (102individuas)
wereidentified ashaving amoderateto severe mental health condition.
In addition, of the 313 individuas found to have menta health
problems, 136 wereidentified by law enforcement. Of that group, 84
percent werediverted to trestment programsoutside of thejail. “ They
were diverted to in-patient centers, they were diverted to a crisis
home or to out/patient services,” Mr. Cyranowski said. However, of
the 177 individuals found by jail personnel to have menta health
problems, only 5 percent were recommended for diversion into a
treatment program, and only 2 percent were diverted, the report said.
Those individuals who were charged with a violent felony offense
(approximately 26 percent) werenot digiblefor diversion.

Mr. Cyranowski noted the county does not have a 24-hour drop-off
facility for people struggling with mental illness, meaning that
individuals seeking treatment may end up having to go to a local
hospital. “We don’t have the kind of resources (needed) to support
(anaround-the-clock facility) onafull-timebasis,” hesaid.
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JaiL MeNTAL HEALTH SERVICESINITIATIVE
FROM THENATIONAL |INSTITUTE OF CORRECTIONS
(JaiLs Division)

Nearly 6 to 8 percent of the more than 10 million annual
commitments to jails are individuals with severe mental
illnesses. Many sheriffs and jail administrators view the
challenge of responding to the needs of this population as
oneof themajor issuesin jail management. In response, the
National Institute of Corrections (NIC) has worked
collaboratively with the National |nstitute of Mental Health
for the past severa years, and more recently, with the
Substance Abuse and Mental Health Services
Administration’s Center for Mental Health Services to
increase and improve these services. As a result of these
collaborations, the NI C JailsDivision hasdevel oped amental
hedthinitiativefor jails.

An important component of the initiative is the offering of
regional workshops conducted in collaboration with state,
regional, and local jurisdictions. The 21-hour regional
workshopswill be provided upon request to help small and
medium-sized jails enhance mental health services and
sarviceddivery forinmates. Several jurisdictionsinaregion
can each send a three-person team consisting of a jail
administrator, arepresentative of thejail’scommunity mental
health provider, and the person who coordinates mental
health services for inmates. Each workshop will include:
overview of the problem, planning principles, contract
development, leadership and managing change,
implementation strategies, staffing and cross-training, and
coalition building. The workshops are conducted at the
request of ahost agency, whichisresponsiblefor furnishing
the training rooms and equipment. The NIC Jails Division
providestwo trainers, the curriculum and training materials.
Participants are responsible for their own expenses.

Inaddition totheworkshops, the NI C Jails Division'smental
healthinitiativeincludesthefollowing services:

¢ On-site Technical Assistance: This assistance
usually consists of an assessment of ajail system’s
mental health needs, but also can be targeted at
suicide prevention issues in the jail;

¢ Newdetter: TheNIC JailsDivisionfundstheJail
Suicide/Mental Health Update, a newsletter
which is distributed free of charge on a quarterly
basis;

¢ Information Resources: The NIC Information
Center hascompiled ajail mentd hedlthinformation
resource order form that contains 22 items. The
form is available at the mental health workshops
held in Longmont, Colorado and at regional sites.
It can aso be obtained by calling the Information
Center at (800) 877-1461.

For moreinformation ontheNIC JailsDivison’smentd hedth
initiative, on-sitetechnical assistance, and the mental health
workshops, contact the agency at (800) 995-6429, or visit
their websiteat: www.nicic.org




Indiana

ninmatewho recently committed suicidein Bartholomew County

Jail in Columbus should have received more attention from jail
staff to prevent hisdeath, according to the man’sfamily. Thesuicide
of 37-year-old Michael Dean Ward, however, was apparently a
shock to local law enforcement officials because they claimed he
had acted optimistically about his future the day he died on
February 23, 2006. Mr. Ward was scheduled to testify at the up-
coming trial of anindividual suspected of killing four people.

Mr. Ward had been arrested two days earlier on February 21 after
a standoff with police on awarrant for failure to appear in court.
During the standoff, Mr.Ward threatened to shoot himself in the
head, aswell as overdose on methamphetamines. Hismother, Sheryl
Vance, along with aneighboring sheriff, were ableto convince Mr.
Ward to surrender. Hisfiancée, Loni Hamm, and mother said they
told Bartholomew County Jail officialsthat Mr. Ward was suicidal .
“They should have had him watched like he should have been,”
Ms. Hamm told The Republic in Columbus. “ There should have
been another officer or anurseto keep aneyeonhim.” Mr. Ward's
ex-wife, JessicaWard, told the newspaper that he called her four
timesand threatened suicidethefirst night hewasinjail. “Hetold
me hewas going to passover,” JessicaWard said. “| called thejail
four timesto tell them hewas suicidal.”

Ms. Hamm and family members said that Michael Ward was scared
for his life because he was a witness in the case against Robert
Bassett, the accused murderer, and had received death threats. In
2001, a jury convicted Mr. Bassett of the four murders, but the
state Supreme Court had overturned the conviction and ordered a
new trial. “ (Ward) knew hewould be adead man if he stepped foot
back in Bartholomew County,” Ms. Hamm said. “I tried to call
(prosecutors)....I tried to get him out of Bartholomew County. No
one seemed to care.”

Bartholomew County Prosecutor Bill Nash stated that Mr. Ward was
listed to testify against Mr. Bassett, but he declined to revea what
role Mr. Ward would have had in the case. “He was not our star
witness,” Mr. Nash told The Republic. “I cannot tell you any specifics
astowhat hewouldtestify had henot killed himself. Everyoneinlaw
enforcement here had every incentive to take good care of Mike
Ward. No one wanted anything to happen to him.”

Major Mark Gorbett of Bartholomew County Sheriff’s Department
said he was aware of the threats against Mr. Ward and that jail
staff had made efforts to keep him safe. Mr. Ward was taken to
Columbus Regional Hospital for amedical evaluation shortly after
being admitted into the Bartholomew County Jail. He spent the
night at the hospital and was rel eased back to thejail on February
23. Mgjor Gorbett stated Mr. Ward told him he had stayed awake
approximately 30 days because he had used methamphetamines,
and he tried to get treatment for his addiction, but was turned
away because he had no insurance or money.

According to Mgjor Gorbett, following hisrelease from the hospital,
Mr. Ward was optimistic and showed no signs of being suicidal.
“He was upbeat and looking forward to going to that treatment
facility,” he said. “Based on hisinteraction with the nurse, it was
completely unexpected what he did that day.”

Although housed in a cell equipped with closed circuit television
(CCTV) monitoring that wassituated approximately 10 feet away from
the nurse's station in the jail’s medical wing, Mr. Ward was able to
successfully commit suicide by hanging because the nurse's station
was un-gtaffed, and he stood outside the view of the CCTV monitor.

Mississippi

I nMarch 2006, afederal court monitor hired to oversee conditions

at the state's two juvenile correctional facilities reported serious
civil rights violations, including alleged assaults by staff and
inadequate care for both suicidal and mentd ill youth. The findings
were contained in two quarterly reports as part of an agreement that
ended a U.S. Justice Department lawsuit against the state over
conditionsat Oakley and Columbiatraining schools (see Jail Suicide/
Mental Health Update, Volume 12, Number 3, pages 19-20). Thestate
officials, who entered afour-year consent decreewith the Civil Rights
Division of the Justice Department in May 2005, disagreed and has
stressed that they have been working diligently to correct problems.
“Many of thesefindings have been corrected,” Don Taylor, executive
director of the Department of Human Services (DHS), recently told
The Clarion-Ledge in Jackson. “We are in compliance in severd
areasand we haveimplemented afacility improvement planto correct
theremainder.”

Thefirgt report, which covered May and June of 2005, acknowledged
some improvements at the juvenile facilities and noted “an air of
urgency” by the state to meet requirements outlined in the consent
decree. However, it dso detailed alitany of failings, ranging from
dead rodentsin acafeteriastorage areato privileges being rescinded
arbitrarily. “1 observed a bed with springs exposed in aroom shared
by threegirlsat Columbia,” court monitor Joyce L. Burrell wrote. “|
wasquitesurprisedtofindit till intheroom when | returned amonth
later.” In the second report, which covered the period of August
through December 2005, Ms. Burrell wrote that “ Although progress
was made during this period, it was significantly hampered by the
devastating impact of Hurricanes Katrinaand Ritaon Mississippi in
the summer of 2005.”

In 2003, the Justice Department sued DHS on behalf of youth after an
investigation substantiated allegations that juveniles had been
hogtied, punched, |eft alonefor daysin adark room and forced to eat
their vomit after exhausting exercises. Last year, the state admitted
wrongdoing and agreed to make changes. Under the agreement, in
addition to the court monitor, the state agreed to develop suicide
prevention, medical, dental, special education and harm prevention
programsat acost of approximately $12 million.

The monitor noted initial medical assessments were not thorough,
and staff at both facilities were not properly trained to deal with the
range of mental health and suiciderisk issuesamong theyouth. State
officials have acknowl edged many of the problemsweretheresult of
chronic under-funding that led to a 35 percent staff vacancy rate.
Youth had reported student fights or being physically harmed by
correctional officers.

The cafeteria at the Oakley Training School in Raymond was dirty
and greasy, and had dead rodentsin its storage cabinets, Ms. Burrell
found inthefirst report. In addition, damaged shelveswere accessible
to juveniles who might hang a sheet or pair of pants for a suicide
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attempt. “There were exposed metal bedsprings on a bed without a
mattress that could be used as a very dangerous weapon,” she said.

DHSExecutive Director Taylor ssid DHS hasimplemented atraining
program for staff on de-escalating confrontation, and the Justice
Department isoffering technical assi stance on behavior management
this summer. “Nurses are now following protocol. The repairsto
the furniture have been made. The bed with exposed springsdown
at Columbiawas an empty cottage, but we' ve gotten rid of those
exposed bed springs. And the cafeteriaat Oakley hasbeen cleaned,”
he told The Clarion-Ledge. The report also noted that the state
had ended use of the “Dark Room” to isolate and punish girls at
the Columbiafacility.

But SheilaBedi, aMississippi Youth Justice Project attorney who
represents Oakley juveniles, said the reports of improvementswere
not satisfactory. “I1t's worse than | expected, and | know that the
agency in some regards has been under-funded, but there’'s no
amount of money that will stop staff from abusing children,” she
said. The problem, she said, is the state focuses too much on
incarceration and not enough on community-based programs.

In early February, Paulette Pinkham alleged an Oakley employee
assaulted her 16-year-old son, Richie. The employee said the youth
was required to take off his clothes in order for staff to place a
suicide smock on him asasuicide precaution measure. But instead
of putting on the smock, he allegedly |eft the youth naked on the
floor bleeding, with afist mark on his stomach, and cutson hislip
and back of hishead, she said. Ms. Pinkham, who claimed her son
was not suicidal, said she was frustrated by the conflicting
responses when she tried to report the incident to the agency.
“He'sgetting treated worsein there than hewould if hewasliving
out on the streets,” she told the newspaper. DHS would not
comment on the account, citing its on-going investigation. Ms.
Bedi said her organization was also looking into the allegation.

In May 2006, the DHS announced that it had reduced the popul ation
at the Oakley Training School from 184 to 149, bringingitinline
with the staff-resident ratio requirement of the settlement
agreement.

South Carolina

I n March 2006, Richland County officials announced plans to

nearly double medical staffing and increase other spending by
42 percent to help prevent inmate suicides and other problems
that plagued the Alvin S. Glenn Detention Center in recent years.
The county wasin the process of negotiating a$2.7 million annual
contract with Correct Care Solutionsto provide medical and mental
health servicesto thejail.

“It'sunfortunate that it took the deaths of three peopleto cometo
thisposition,” DaveAlmeida, executive director of the state chapter
of the National Alliance on Mental IlIness, told The Sate.
“Hopefully, thisistheend of avery sad chapter.” Mr. Almeidahad
who lobbied the county council to fire the previous health care
provider, Prison Health Services (PHS). In September, the county
terminated its contract with PHS following concerns about the
deaths of three mentally ill inmates (see Jail Suicide/Mental
Health Update, Volume 14, Number 2, pages 17-18).

Under the new contract with Correct Care Solutions, the number
of full-timemedical staff at thejail would increaseto approximately
28 from 15 under the PHS contract, county spokeswoman Stephany
Snowden said. The jail has a current average population of
approximately 1,000 inmates; its capacity is 836. Greg Pearce,
council vice chairman, said the proposed contract shows the
council is “completely united in that we have an obligation to
providequality medical careinthejail.” Mr. Pearce said the county
will also have its own nurse and an administrator at the jail to
monitor the contract, which had not previously been done.

From July 1, 2001, through Feb. 2006, seven inmates died under
questionable circumstances, including an inmatewith mental illness
who died of complicationsfrom hypothermiaand two other inmates
with mental illness who committed suicide. The families of the
three inmates who committed suicide — Bobby Mott, Marc
Washington and Antonio Richburg — sued Prison Health Services.
Two of the lawsuits were settled last year for atotal of more than
$600,000. PHS recently settled its part of the Richburg lawsuit for
$500,000. In January 2006, 29-year-old Joe Frank Sampedro
committed suicide, but he was not thought to have experienced
mental ilIness.

Wisconsin

n May 1, 2006, the Civil Rights Division of the U.S. Justice

Department issued a 20-page findings letter to the Governor
and state Department of Corrections regarding its investigation of
the Taycheedah Correctional Ingtitution, a680-bed prisonin Fond du
Lac for femae inmates. From May through October 2005, Justice
Department attorneys and expert consultants inspected the facility,
reviewed documents and interviewed staff and inmates amid
allegations of unconstitutional mental health treatment.

Followingitsinvestigation, the Justice found that the Taycheedah
Correctional Institution: “1) fails to timely and appropriately
provide psychiatric treatment, including monitoring of
psychotropic medications and performing laboratory tests; 2) fails
to provide an adequate array of mental health servicesto treat its
inmates’ serious mental health needs; 3) fails to ensure that
administrative segregation and observation status is used
appropriately; 4) fails to ensure that mental health records are
accessible, complete, and accurate; 5) failsto respond to medical
and laboratory orders in atimely manner; and 6) fails to ensure
that an adequate quality assurance system isin place.”

Investigators found numerous example of inadequate mental health
treatment, particularly inthe areaof crisisintervention:

“We observed that a large number of Taycheedah's
inmates are severely psychatic, imminently suicidal, or
physically aggressive, due to decompensation of their
conditions. Their decompensation is no doubt due, in
part, to the lack of programming and use of segregation
to control behaviors associated with their illnesses. We
noted alargevoid in crisis services avail able to inmates,
resulting in actual harm and significant risk of harm. Asis
typically the case where no other alternative exists,
Taycheedah staff resort to the use of segregation and
observation status to control inmates’ dangerous



behavior, which not only fails to solve the problem, but
often exacerbatesit.

For example, on June 19, 2005, Inmate #58 fatally
asphyxiated herself whilein administrative segregation.
Thisinmate was severely mentally ill, exhibiting almost
daily incidents of aggression and self-injurious behavior,
using virtually any property she could access to harm
herself. She swallowed peninsertsand other solid objects,
resulting in numerous trips to the emergency room. She
went on periodic hunger strikes, during which shewould

of mattresses, certain inmates had been charged with
“misuse of state property” (i.e., facility writing
instruments and mattresses). Executive staff
corroborated thisfinding by informing usthat inmates
are sometimes charged with self-abuse as adisciplinary
infraction. Punishing inmates for behaviors that they
lack control over is ineffectual and destructive, but
appears to be a practice that Taycheedah consistently
resorts to because of the lack of appropriate
alternatives.”

refuseto ingest food and liquidsfor daysat atime. This In order to address the constitutional deficiencies identified
inmate had only recently returned to Taycheedah at the above and to protect the constitutional rights of inmates at the
time of her death, after along stay at Winnebago. She Taycheedah Correctional Institution, the Justice Department
wasdischarged from that facility when it was determined recommended implementation of the following remedial
that she could no longer benefit from the services and measures:

her behavior wastoo difficult to managein theless secure
environment. Inmate #58 clearly needed an intensity of
mental health services that the State was unable to
provide given the current options for incarceration of
seriously mentally ill femaleinmates.

Inmate #51 has a very severe degree of mental illness
and exhibits serious suicidal ideation. She has been back
and forth between Winnebago and Taycheedah for over
ayear. Her behavior isdifficult to managein both facilities
because of her serious attempts at self-mutilation. She
expressed her ability to manipulate both institutionswhen
shestated, ‘| know what to do to get back to Winnebago.’
However, Winnebago staff members state that after
significant attempts, they have no further treatment
options that will improve her condition; thus, they send
her back to Taycheedah. At the time of our second visit
to Taycheedah, this inmate was under one-on-one
supervision, while in observation status, to prevent her
from hurting or killing herself. None of the staff members
we spoke with regarding this inmate believe that sheis
receiving appropriate treatment, yet noted that they had
no better alternative.

Thisinmateisalsoin need of therapeutic treatment, such
as individual and group counseling, that Taycheedah
does not presently offer. Taycheedah’sfailureto provide
alternatives to manage psychiatric emergencies is
unacceptable.”

The Justice Department also found that prison staff inappropriately
utilized segregation for inmates with severe mental illness:
“Taycheedah’s use of administrative segregation and observation
status for inmates with severe mental illness violates their
constitutional rights because Taycheedah imposes a significant
penalty on inmates whose behaviors are symptomatic of their
mental illness.” For example:

“We found that many inmates at Taycheedah with mental
illness are placed in administrative segregation due to
threats or attemptsto kill themselves. During our review
of inmate disciplinary charges which resulted in
segregation, we found that, as a result of attempting
to harm themselves with writing instruments or parts

¢ Provide adequate on-site psychiatry coverage for
inmates serious mental health needs. Ensure that
psychiatrists see inmates in a timely manner and that
psychotropic medication orders are reviewed by a
psychiatrist on aregular, timely basis,

¢ Ensure that medications are provided to inmatesin a
timely manner and that they are properly monitored;

¢ Provide nurse staffing adequate for inmates serious
mental health needs. Ensurethat nursing functions, such
asdistribution of medications, are performed by nurses
or other properly trained staff;

¢ Provide adequate on-site psychology coverage to
ensure that psychologists see inmates in a systematic
and timely manner to evaluateinmatesfor their serious
mental health needs. Provide adequate staffing to ensure
timely and appropriate mental health screening and
referrds,

¢ Provideanadeguatearray of menta health programming,
including individua and group therapy, to meetinmates
serious mental health needs and prevent
decompensation and mental health crises;

¢ Ensure that adequate crisis services are available to
address the psychiatric emergencies of inmates,

¢ Provideadequate programming intheMonarch Unit to
meet inmates’ critical mental health needs;

¢ Ensurethat administrative segregation and observation
status are not used to punish inmates for symptoms of
mental ilinessand behaviorsthat are, because of mental
illness, beyond their contral;

¢ Ensure that Taycheedah's mental health records are
centralized, complete, and accurate;

¢ Ensuretimely responses to orders for medication and
|aboratory tests and prompt documentation thereof in
inmates' charts, and



¢ Ensure that Taycheedah's quality assurance system
is adequate to identify and correct serious
deficiencies with the mental health system.

Coming at the heels of the Justice Department investigation,
the American Civil Liberties Union (ACLU) also recently
charged that the state prison system puts the lives of
Taycheedah Correctional Institution inmates at risk through
grossly deficient medical care and providesfar inferior mental
health treatment as compared to men. The class-action lawsuit,
also filed on May 1 seemingly to coincide with the Justice
Department findings letter, requested the court to order reforms
to the system so that constitutionally adequate care is made
available. “When the government puts someone behind bars,
it has an obligation to provide humane treatment,” said Gouri
Bhat, alawyer with the National Prison Project. “The women at
Taycheedah are in prison to pay their debt to society, not to be
subjected to untreated disease and premature death. But that
is exactly what they are enduring at Taycheedah.”

The complaint, entitled Flynn v. Doyle, summarizes the
allegedly inadequate health care provided to several named
plaintiffsin the case. One of the plaintiffs, Debbie Ann Ramos,
was not seen by a gynecologist for seven years after arriving
at Taycheedah, despite a diagnosis of chronic endometriosis
and progressively worsening vaginal bleeding. Ms. Ramos
ultimately needed a hysterectomy that might have been avoided
by timely care, according to the complaint. Another inmate,
Tammy Young, developed painful, bleeding sores on her scalp
in November 2003. Despite her repeated requests for treatment
for more than 18 months, the medical staff at Taycheedah failed
totest Ms. Young for MRSA, ahighly contagious form of staph
infection that plagues prisons and other institutions. Today,
numerous inmates at Taycheedah are allegedly infected with
MRSA. Plaintiff Kristine Flynn had received no group or
individual therapy in five years at Taycheedah, even though
she had been diagnosed with Bipolar Disorder. Ms. Flynn
attempted suicide six daysafter her eight medicationswere abruptly
discontinued by mental health prison staff. And Vernessia Parker,
another plaintiff who had been suicidal, was found by a court to
bein need of in-patient mental health treatment, but has never | eft
Taycheedah. She rarely saw mental health staff and her requests
for crisisintervention went unanswered for weeks

“These situations are not isolated mistakes,” said Larry Dupuis,
theACLU of Wisconsin'slegal director. “ They are manifestations
of a system that has been in crisis for years, and the state has
made no meaningful effort to address its underlying problems.”
According to ChrisAhmuty, the ACLU of Wisconsin's executive
director, “It istime for Wisconsin to live up to its constitutional
obligationsto provide decent health careto women inits custody,”
said “ Sincethelegislature and the administration can’ t muster the
political will to do so voluntarily, we are asking the courtsto order
these reforms, before more women suffer and die unnecessarily.”

The 20-page findings letter of the Justice Department’s
Investigation of the Taycheedah Correctional Institution can be
accessed at the Justice Department’s website: http://
www.usdoj.gov/crt/split/documents/taycheedah findlet 5-1-

06.pdf a
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his technical update, published quarterly, is part of

the National Center on Institutions and Alternatives
(NCIA)'s continuing efforts to keep state and local
officials, individual correctional staff, mental health/
medical personnel, and interested others aware of
developments in the field of jail suicide prevention and
jail mental health services. Please contact us if you are
not on our mailing list. Readers are encouraged to offer
opinions and/or submit pertinent materials for inclusion
into future issues.

This publication is supported by Cooperative Agreement
Award Number 05J41GJH5 from the National I nstitute of
Corrections (NIC), U.S. Department of Justice. Points of
view or opinions stated in this document do not
necessarily represent the official position or policies of
the U.S. Department of Justice.

Unless otherwise noted, all articles appearing in this
newsletter arewritten by Lindsay M. Hayes, Editor/Project
Director.

AVAILABLE JAIL/PRISON/JUVENILE
Suicipe PREVENTION M ATERIALS

And Darkness Closes|n...National Study of Jail Suicides
(1981)

National Sudy of Jail Suicides: Seven Years Later (1988)

Training Curriculum on Suicide Detection and
Prevention in Jails and Lockups—Second Edition
(19%)

Curriculum Transparencies—Second Edition (1995)

Prison Quicide: An Overview and Guideto Prevention (1995)

Juvenile Suicidein Confinement: A National Survey (2004)

Jail Suicide/Mental Health Update (Volumes 1-14)

For moreinformation regarding the availability and cost
of the above publications, contact either:

Lindsay M. Hayes, Editor/Project Director
National Center on Institutions and Alternatives
40 Lantern Lane
Mansfield, Massachusetts 02048
(508) 337-8806 * (508) 337-3083 (fax)

Web Site: www.ncianet.org/cjjsl.cfm
E-Mall: Lhayesta@msn.com

or

NIC Information Center
1860 Industrial Circle, SuiteA
L ongmont, Colorado 80501
(800) 877-1461 « (303) 682-0558 (fax)
Web Site: www.nicic.org




