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PROPOSED FOR VOTE ONLY

0530 HEALTH AND HUMAN SERVICES AGENCY — OFFICE OF L AW ENFORCEMENT
SUPPORT (OLES)

1. Information Technology and Leased Vehicle Funding.The proposed budget requests
$271,000 in 2016-17 and $146,000 ongoing GeneradFor information technology and
leased vehicles. Specifically, OLES requests fugpdimm cover operating expenses for leased
vehicles and contract costs for reengineering, @mgintation, licensing and support of their
information technology systems.

5225 DEPARTMENT OF CORRECTIONS AND REHABILITATION ( CDCR)
2. Mental Health Crisis Beds. The proposed budget includes a General Fund sawh@9.2

million General Fund and a reduction of 62.4 possi because CDCR was unable to activate
32 mental health crisis beds at the California MeDblony.
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ITEMS TO BE HEARD

0530 HEALTH AND HUMAN SERVICES AGENCY (HHSA) — OFFICE OF LAw
ENFORCEMENT SUPPORT

Over the last several years, the Legislature amedAtministration have engaged in a discussion
regarding the need for independent oversight ofstla¢e hospitals and developmental centers. The
discussion included a wide range of options, iniclgeexpanding the jurisdiction of the Office of the
Inspector General (OIG) to oversee the facilitiad astablishing an office at the HHSA to provide
oversight. The Legislature initially expressed cans with HHSA'’s ability to provide independent
oversight of departments that report directly te #yency. In response, HHSA enlisted the assistance
of the OIG and the California Highway Patrol to dep a robust Office of Law Enforcement Support
(OLES) that is responsible for providing oversigiitthe law enforcement and employee conduct at
both departments, establishing uniform training fbe law enforcement employees in the state
hospitals and developmental centers and estabh#orom policies and procedures regarding such
things as the use of force and the appropriateepiiwes for processing and investigating allegations
and complaints of mistreatment.

In early March 2015, HHSA provided a report to tlegislature, as required in a 2014 budget trailer
bill, on the creation of the OLES. The report éatif Office of Law Enforcement Support Plan to
Improve Law Enforcement in California's State Htalgiand Developmental Centergas required to
contain specific and detailed recommendations oprowing law enforcement functions in a
meaningful and sustainable way that assures saifetly accountability in the state hospitals and
developmental center systems. The report containsvigw and evaluation of best practices and
strategies, including on independent oversighteféectively and sustainably addressing the em@oye
discipline process, criminal and major incident astigations, and the use of force within state
hospitals, psychiatric programs and developmeretaters.

The proposed creation of the OLES in last yeartggbticame about in response to underperformance
by the Office of Protective Services (OPS) withatle developmental center and state hospital. CHHS
conducted an in-depth analysis of OPS operatiotisiwDSH which revealed the following critical
deficiencies:

* Inability to recruit, hire, and retain qualifiedrgennel

» Inconsistent and outdated policies and procedures

* Inadequate supervision and management oversight

* Inconsistent and inadequate training

* Inconsistent and deficient disciplinary processes

» Lack of independent oversight, review, and analgkiavestigations
* Inadequate headquarters-level infrastructure

» Lack of experienced law enforcement oversight

The report states that inefficiencies in hiringgbiGes and pay disparity led to fewer and lessifiedl
employees, which resulted in more than 270,000shofiovertime, at a cost of $10.1 million in 2013.

Senate Committee on Budget and Fiscal Review Page 3



Subcommittee No. 5 March 16, 2017

The report also included the following recommermiaifor next steps:

1. Establish a Professional Standards Section’s Spbuoiastigations Unit to monitor critical
incidents, such as those involving sexual assaulbtber major assaults, and assist with
complex investigations involving employee miscortdat state hospitals and developmental
centers.

2. Establish a Professional Standards Section’s Iiga&ins Analysis Unit to provide quality
control and analyses of administrative cases.

3. Hire vertical advocates who will ensure that inigagions into allegations of employee
misconduct are conducted with the thoroughnessnestjtor prosecution.

4. Conduct independent, comprehensive staffing stuafidaw enforcement duties and needs at
the state hospitals and developmental centers.

As a result of the ultimate agreement between tligniAistration and the Legislature on the
appropriate way to provide oversight of the stabtspitals and developmental centers and to avoid
potential bias if the individuals tasked with ciegtthe policies and procedures are also investigat
allegations of misconduct, OLES has been organredhe following units:

1.

Intake Analysis Unit: This unit is comprised of staff who receive areView information
pertaining to incidents occurring in the DeparmainbDevelopmental Services (DDS), Department
of State Hospitals (DSH) or in a psychiatric certerated within a California Department of
Corrections and Rehabilitation institution in order determine whether OLES monitoring or
investigation is appropriate under established gutaces. The OLES chief makes the final
determination whether to monitor or investigateitiegdent during the daily intake meeting.

Investigations Unit Investigates any incident at a DDS or DSH fagiiitat involves DDS or DSH
law enforcement personnel and meets the statutoryalleges serious misconduct by law
enforcement personnel or that the chief of the QLEf® secretary of the HHSA, or the
undersecretary of the HHSA directs the OLES to stigate.

Investigation Monitoring/Oversight Unit: Performs contemporaneous oversight of investigatio
and the employee disciplinary process, both semousinal and administrative allegations against
non-peace officer staff, investigated by the DSMolwing an incident that meets the criteria of
WIC 84023, and investigations conducted by the Di®Iving an incident that meets the criteria
of WIC 84427.5. The unit evaluates each investigaand the disciplinary process and completes
a summary of its findings to be provided to the 8Ammual Report Assessment Unit.

Semi-Annual Report Assessment UnitMonitors and evaluates the departments’ law eeimient
implementation of policy and procedures, trainingiring, staff development, and
accountability. This unit shall report these assemts as part of the semi-annual report along with
making recommendations of best law enforcementipescto the departments.
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In addition, similar to the OIG’s semi-annual reigoon the California Department of Corrections and
Rehabilitation (CDCR), OLES is required to repams-annually to the Legislature.

Current Budget. Current funding for OLES is $2.7 million per yeavhich funds 21 permanent
positions.
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Issue 1:0verview of Findings from First Year of Semi-AnnualReports

Background. Similar to the OIG’s semi-annual reports on CDCRES is required to report semi-
annually to the Legislature on the following:

* The number, type, and disposition of complaints enaglinst employees.

» A synopsis of each investigation reviewed by OLES.

* An assessment of the quality of each investigation.

* The report of any settlement and whether OLES acwaduwvith the settlement.

* The extent to which any disciplinary action was ffied after imposition.

* Timeliness of investigations and completion of istigation reports.

* The number of reports made to an individual’s lgieg board, in cases involving serious or
criminal misconduct by the individual.

 The number of investigations referred for crimimabsecution and employee disciplinary
action and the outcomes of those cases.

» The adequacy of the State Department of State ksp(DSH) and the Developmental
Centers Division of the State Department of Dewveleptal Services’ (DDS) systems for
tracking patterns and monitoring investigation outes and employee compliance with
training requirements.

Between July 1, 2016, and December 31, 2016, Oldvfewed 832 incident reports. The incidents
included alleged misconduct by state employeespiseroffenses between facility residents and
reports of resident pregnancies and deaths. Oétmusdents, OLES found that 230 of them required
investigations and/or monitoring. For the full cadar year, 1,662 incidents were reported to OLES,
which equates to more than four incidents a dayerselays a week. The number of incidents was
more than double the number projected by OLES withiist began monitoring DSH and DDS.

The largest number of reported incidents from la®hartments involved allegations of abuse. Almost
half of the reported incidents met the criteria @LES to investigate and/or monitor. At DSH, the
second largest category of incidents during theontepy period was allegations of sexual assault.
Slightly over forty percent of the reports involvagbatient sexually assaulting another patient.

As a result of the first year of oversight, OLES maade 39 recommendations to the departments — 19
at DSH and 20 at DDS.

Staff Recommendation. This is an oversight item. No action is necessatiia time.
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4440 DEPARTMENT OF STATE HOSPITALS AND
5225 DEPARTMENT OF CORRECTIONS AND REHABILITATION

Issue 2:ColemanOverview

Background. Over the past few decades, state prisons haveasiogly become mental health
treatment facilities. Data suggests that the nunolbgreople with mental iliness in prison has almost
doubled in the last 15 years. Almost half of thegle in the state prisons have been treated wiki@n
last year for a severe mental illness.

How Did Prisons Become Mental Health Service Proviers? Prior to 1957, mental health services
were delivered to some persons with serious mdirtaks by a state-operated and funded institutiona
system, which included state hospitals for perseitis mental illness and two state hospitals serving
persons with mental illness and/or a developmehsalbility.

In 1957, the California Legislature passed the SDorle Act in response to the growing number of
people with mental illness being confined in pullimspitals, many of whom were institutionalized
inappropriately or subject to abuse while residimga state facility. The act, which provided state
funds to local mental health service delivery pamgs, was developed to address concerns that some
individuals with mental illness were better sent®dlocal, outpatient services rather than 24-hour
hospital care. Lawmakers believed that local pnogravould allow people with mental illnesses to
remain in their communities, maintain family tiesd enjoy greater autonomy. When first enacted, the
Short-Doyle Act provided state funding for 50 pericef the cost to establish and develop locally
administered-and controlled community mental hettdgrams.

In 1968, the Legislature passed the Lantermand$trort Act (LPS), which further reduced the
population of state mental health hospitals by ity a judicial hearing prior to any involuntary
hospitalization. The LPS also initiated increasedricial incentives for local communities to pravid
of mental health services. As a result of this toemgn transfer of state operation and oversigha to
decentralized, community-based mental health caleety model, the state mental health hospital
population declined from 36,319 in 1956 to 8,198 %71. Three public mental hospitals closed during
this time period. The Legislature intended for sgsi from these closures to be distributed to
community programs. However, in 1972 and 1973 tBemernor Ronald Reagan vetoed the transfer
of these funds.

Throughout the 1970s and 1980s counties contergddlie state was not providing adequate funds
for community mental health programs. In additieayeral counties were receiving less funds on a
population basis than other counties. This dispavis addressed, with varying levels of success, in
both the 1970s and the 1980s with the allocatiofeqtity funds” to certain counties. Realignment of

mental health programs, enacted in 1991, has magerevenues available to local governments for
mental health programs but, according to local mdémalth administrators, funding continued to lag

behind demand.

'Historical background from The Stanford Law Schibbtee Strikes Project, “When Did Prisons Becomeefstable
Mental Healthcare Facilities?”
2 Legislative Analyst’s Office “Major Milestones: 48ears of Care and Treatment of the Mentally March 2, 2000.
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In the past decade, California has made a significevestment in community mental health treatment
funding. In November 2004, California voters apm@owroposition 63, also known as the Mental

Health Services Act. Proposition 63 provides stateling for certain new or expanded mental health

programs through a personal income tax surchargenef percent on the portion of a taxpayer’s

taxable income in excess of $1 million. Revenuesegged by the surcharge are dedicated to the
support of specified mental health programs andh wbme exceptions, are not appropriated by the
Legislature through the annual budget act. Fulkyaanual Proposition 63 revenues to date have
ranged from about $900 million to $1.5 billion, aswlild vary significantly in the future.

Proposition 63 funding is generally provided fovefimajor purposes: (1) expanding community
services, (2) providing workforce education andniray, (3) building capital facilities and addressi
technological needs, (4) expanding prevention aty entervention programs, and (5) establishing
innovative programs.

In 2013, the federal Patient Protection and AffbidaCare Act (ACA) (health care reform)
significantly increased access to private and pubkalth care coverage, including mental health
services. Included in this healthcare expansiontivagxpansion of Medi-Cal coverage to adults with
incomes up to 138 percent of the federal povenglléFPL). Generally, these are childless adulte wh
are nonelderly and nondisabled. Under the ACA félderal government will pay for 100 percent of
the costs for this population for the first thremags (2014-2016), with funding gradually decreasing
90 percent in 2020. Allowing single, childless ddub receive Medi-Cal should significantly increas
access to mental health services for those aditswould otherwise only have access through public
county services or the criminal justice system.

The Legislature also passed the Investment in Métgalth Wellness Act, SB 82 (Senate Budget and
Fiscal Review Committee), Chapter 34, StatutesQdf32 The bill authorized the California Health
Facilities Financing Authority (CHFFA) to administa competitive selection process for capital
capacity and program expansion to increase capémitynobile crisis support, crisis intervention,
crisis stabilization services, crisis residentrabtment, and specified personnel resources. Ttgebu
provided $142 million General Fund for these graimtsaddition, the bill implemented a process by
which the Mental Health Services Oversight and Awtability Commission (MHSOAC) allocates
funding for triage personnel to assist individualsgaining access to needed services, including
medical, mental health, substance use disordestasse and other community services. The proposed
2017-18 budget provides $67 million ($45 million A State Administrative Funds and $22 million
federal funds) in on-going funding for this purpose

Currently, due to the expansion of Medi-Cal eliljipj the state has greatly increased its effoots t
assure that anyone leaving prison or county jaédneolled in Medi-Cal and has access to necessary
health care services, including mental health tneat.

Ralph Coleman, et al. v. Edmund G. Brown Jr, et. &rimarily because the prison system was
severely overcrowded and the provision of mentalthetreatment was significantly lacking for

inmates in need, a class action suit was filechenWnited States District Court in 1991 arguing tha
prisoners with mental illness were subjected toelcand unusual punishment, a violation of the
inmates eighth amendment protections.
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In order to find in favor of the plaintiffs, the uxd needed to determine that the violations werth bo
objective and subjective in nature. In order to hike objective standard, the court must find that
deprivations were sufficiently serious to consétthie unnecessary and wanton infliction of pain. Fo
the subjective standard, the courts must find tiatreatment constituted deliberate indifferemneas
wanton and showed a pattern of being malicioussalistic.

In 1995, following a 39-day trial, District Courtidge Lawrence Karlton found that current treatment
for mentally ill inmates violated those inmatesglh amendment protections against cruel and
unusual punishment. Judge Karlton found “overwhegmevidence of the systematic failure to deliver
necessary care to mentally ill inmates” who, amotigr illnesses, “suffer from severe hallucinations
[and] decompensate into catatonic states.” Althoagtpecial master was appointed by the court to
oversee implementation of a remedial plan, theasin continued to deteriorate, according to peciod
reports from the special masfefwenty-five years after the federal suit was fildte state remains
under the control of the federal court@Qoleman v. Browrand is under regular review and oversight
by the special master.

In the original ruling, the court identified sixeas in which CDCR needed to make improvements:
mental health screening, treatment programs, stpffaccurate and complete records, medication
distribution and suicide prevention. In subsequahihgs, the courts expanded the areas of concern t
include use of force and segregation policies. dditeon, the courts also required that condemned
inmates in San Quentin State Prison have accaspdtient, acute-care treatment.

What follows is a detailed timeline of the majoreats related t&€Coleman v. Browrover the last
25 years.

Major Milestones in the Coleman v. Browrcase
Year Event

The Colemanclass-action lawsuit was filed in U.S. DistrictZt Eastern District,
1991 | alleging that mental health care in state prisoaksited the Eighth Amendment’s ban of
cruel and unusual punishment.

The Colemancourt found that the State was deliberately imdéht to the mental health

1995 | heeds of inmates in violation of the Eighth Amendiné special master was appointed.

1997 | TheColemancourt approved a plan to address the inadequicraental health care.

Plaintiffs in thePlata andColemancases requested the convening of a Three-Judg Pan
2006 | to review whether overcrowding was the primary eanfsthe failure to provide adequate
medical and mental health care.

2008 | The Three-Judge Panel trial took place.

® Stanford Law School Three Strikes Project, “Whed Brisons Become Acceptable Mental Healthcare iEas?”
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Year Event

The Three-Judge Panel ordered the state to retiuadult institution population to 1375
2010 | percent of design capacity within two years andestiog to a schedule of four
benchmarks at six-month intervals. The State appdalthe U.S. Supreme Court.

In April, Public Safety Realignment, AB 109 (Comte#& on Budget) Chapter 15,
2011 | Statutes of 2011, designed to bring about a sigamti reduction in the prison populatior
was enacted. It eventually reduced the adult urigtiht population by 25,000.

-

2011 | In May, the U.S. Supreme Court affirmed the Threegé Panel’s order.

In January, Governor Brown filed a motion to teratetheColemanlawsuit and to end
2013 | the requirement to reduce the prison populatiolBib.5 percent of design capacity. Th
Colemancourt denied this motion.

D

In May, the plaintiffs filed a motion in court afjeng the unconstitutional use of force and

2013 | 4 inadequate discipline process againsCiblemanclass members.

In July, the court ordered the special master taitoothe psychiatric programs run by
2013 | the Department of State Hospitals, particularlyegards to the adequacy of staffing and
the use of handcuffs at all times for patients wh®out of their cells.

In December, the court ordered the state to developg-term solution for providing

2013 inpatient care for condemned inmates currently edws California's death row.

In April, the Colemancourt ruled that California's use of force andreggtion of
2014 mentally ill inmates violated the inmate's 8th admaent rights.

In May, the special master released his reporheratiequacy of inpatient mental health
2014 | €€ including the psychiatric programs run by D$he special master also filed an

assessment of the San Quentin plan to provideiergatare for condemned inmates and
the court provided additional reporting orders.

2014 | In August, the court issued further orders regaydiegregation and use of force.

In January, the Governor's budget proposal incladestjuest related to complying with
2015 | the 2014 court orders. In addition, the specialteragleased his report on suicide
prevention practices.

Under the guidance of the court, CDCR made revsstonts Rules Violation Report
2015 (RVR) process.

In July, the special master learned that despnuega®56 low-custody treatment beds at
DSH-Atascadero, the average monthly number of irradinissions was “a mere nine
patients.” In August, the court ordered tBelemanparties to appear for a status
conference.

2015

In May, the special master submitted both hi€ Réund Monitoring Report on
2016 | Compliance with Provisionally Approved Plans, Piecand his monitoring report on
Mental Health Impatient Care Programs for Inmates.

On March 8 theColemancourt accepted the findings in the special masteport on

2017 inpatient care programs and adopted in full theonitsj of his recommendations.

Source: Events through April 2013 are from CDCReayM013 "Timeline in th@lata (medical
care),Coleman(mental health care) and Three-Judge Panel (pasmmding) cases”.
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State Prison Population.CDCR is responsible for the incarceration of thestrserious and violent
adult felons, including the provision of traininggucation, and health care services. As of March 8,
2017, CDCR housed about 117,842 adult inmatesarstate’s 35 prisons and 43 fire camps. Over
114,000 of those inmates are in state prisons, iwhasults in those institutions currently being at
134.3 percent of their design capacity. Approxinyai® 318 inmates are housed in out-of-state
contracted prisons, 6,086 are housed in in-stateracted facilities, and 3,567 are housed in fire
camps. CDCR also supervises and treats about 420 parolees. Approximately 29.5 percent of
inmates have been treated for severe mental iltsesghin the last year.

The ColemanClass.As of March 6, 2017, there are currently 38,124 ates in theColemanclass
(35,681 men and 2,443 women). According to a Deegrid, 1998, court ruling on the definition of
the class, the plaintiffs’ class consists of athates with serious mental disorders who are nowhar
will in the future, be confined within CDCR. A “seus mental disorder” is defined as anyone who is
receiving care through CDCR’s Mental Health Servibelivery System (MHSDS).

MHSDS provides four levels of care, based on thesty of the mental illness. The first level, the

Correctional Clinical Case Management System (CCELM®vides mental health services to inmates
with serious mental illness with “stable functiogimn the general population, an administrative
segregation unit (ASU) or a security housing uBitH{))” whose mental health symptoms are under
control or in “partial remission as a result ofatreent.” As of March 6, 2017, 28,917 inmates with
mental illness were at the CCCMS level-of-care.

The remaining three levels of mental health caeefar inmates who are seriously mentally ill and
who, due to their mental iliness, are unable tafiom in the general prison population. The Enhdnce
Outpatient Program (EOP) is for inmates with “acoset or significant decompensation of a serious
mental disorder.” EOP programs are located in dedegl living units at “hub institution[s].” As of
March 6, 2017, 7,451 inmates with mental illnesseneceiving EOP services and treatment.

Mental health crisis beds (MHCBSs) are for inmatethwnental illness in psychiatric crisis or in need
of stabilization pending transfer either to an tmgra hospital setting or a lower level-of-care. MBis
are generally licensed inpatient units in corre@idreatment centers or other licensed facilit@ays

in MHCBs are limited to not more than ten days.r€utly, there are 375 inmates receiving this level-
of-care.

Finally, several inpatient hospital programs arailable for class members who require longer-term,
acute care. These programs are primarily operagetido Department of State Hospitals (DSH), with
the exceptions of in-patient care provided to comuled inmates and to female inmates. There are
three inpatient psychiatric programs for male irsatun by DSH that are on the grounds of state
prisons. Those programs are DSH-Stockton, on tbangis of the Correctional Healthcare Facility;
DSH-Vacaville, on the grounds of Vacaville Statesén; and DSH-Salinas Valley, on the grounds of
Salinas Valley State Prison. There are currentfy@dmately 1,100 patients in those facilities dinel
DSH budget for those inmates is approximately $2fillon General Fund per year. As of March 6,
2017, 1,381 inmates were receiving inpatient cédeof those patients were women receiving care at
the California Institution for Women (CIW) and 3#&me condemned inmates housed at San Quentin
State Prison. The remaining 1,300 are receiving itea DSH facility.
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In addition to the patients in the prison-basedchstric programs, approximately 2&8blemanclass
inmates are receiving care at Atascadero Stateitdbgpd Coalinga State Hospital. The DSH budget
for those patients is $52 million General Fund year.

May 2014 Special Master Report Highlights Regardingdoth CDCR and DSH Inpatient Mental
Health Care. As part of the ongoing court oversight, the speciabkter issued a key report in 2014 on
the adequacy of mental health care for CDCR inmadeised in inpatient, long-term, acute care beds.
The investigation found significant lapses in tteatment being provided to inmate-patients.

The special master noted that individual therapg veaely offered, even to those patients who were
not ready for group therapy or for who group thgraas contraindicated. At Coalinga State Hospital
(one of the two state hospitals that houses CDGCRaie-patients), patients reported that their only
individual contact with clinicians occurred on thallways of the unit. Further, even when individual

clinical interventions were indicated for a patiamta treatment team meeting, they were not inadude

in the patient’s treatment plan.

The report also noted that at Salinas Valley PsydbiProgram (SVPP), it was the default practae t
have two medical technical assistants (MTA) in treatment room based on institutional cultural
perceptions of patient dangerousness rather tham amdividualized assessment of the actual paknti
danger to clinicians and the need to have MTAsgmesSimilarly, Vacaville Psychiatric Program
(VPP) required two escorts for any patient movemeagardless of the patients’ custody status,
classification, or behavior. In some instancesivies were cancelled due to the unavailabilify o
MTAs to escort the patients. According to botmicial and administrative staff, this was the priynar
reason for limiting out-of-cell activities.

Condemned patients who require an acute levekafrtrent are currently treated at VPP. According to
the investigation, these patients received fartiesgment than other acute level patients andcness

to group activities or an outdoor yard. In additithey were only allowed one hour in the day room
per week. Reportedly, these patients had weeklyacomvith a psychiatrist or psychologist. But that
contact either happened through the doors of ttediis or in a non-confidential setting.

Finally, patients at the Stockton State Hospital (be grounds of the Correctional Health Care
Facility) reported that it was considerable morstrietive than the prisons from which they were
referred, stating that it was like being in a maximsecurity environment, spending 21 to 22 hours pe
day in their rooms.

Another prevalent theme throughout the report wees lack of uniform policies and procedures
throughout all aspects of the program. The repotesithat all six of the inpatient programs usesilrth
own distinct systems of orientation, cuffing, amdtrictions for newly admitted patients, stepsissag
through which patients had to progress in ordefutty access treatment, and the imposition of
restrictions on patients following behavioral prrk or disciplinary infractions. In addition, th& s
program varied widely in terms of the amount andeséy of restrictions on patients’ movements,
contact with others, and eligibility to receivedtment.

The special master also found that placement of patrents in extremely restrictive conditions was
often based on the individual program’s establisheatedures rather than on the severity of the
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individual patients’ mental iliness, their propegsior aggressive or self-harming behavior, or thei
readiness for treatment.

The report found that there was a need for the Idpueent of a consistent, more therapeutically-
oriented and less punitively-oriented system tloaia be applied across all six of the programs.évior
importantly, the report notes, the emphasis throughneeds to be redirected toward greater
individualization of any necessary restrictions ataing of patients based on their unique needs an
away from an automatic presumption of violent bétrawanti-therapeutic withholding of interaction
with others, and deferral of much needed treatment.

2016 Special Master’'s Reporbn the Mental Health Inpatient Care Programs for Inmates.As a
follow up to the May 2014 report discussed previputhe special master released an updated report
on inpatient care on May 25, 2016. In that repibwt, special master noted that the issue surrounding
the transfer ofColemaninmate-patients to the least restrictive levetafe discussed over two
decades-ago remained a problem. Specifically, 8&deds at Atascadero State Hospital designated
for Colemanclass members remained underutilized, despitexfstence of a waiting list for inpatient
care. In addition, the report expresses frustratuth CDCR for raising the concept of taking over
inpatient treatment for at least the last decadkowi following through. The report notes, “Eatchd

the concept is raised but not followed through,time and attention expended are wasted.”

The report also notes the success of the Califdmaitution for Women (CIW) psychiatric inpatient
program and the San Quentin inpatient program. gpexial master states that the programs have
taken root and are maturing as viable, successadrams. He further states that from a long-term
perspective, they indicate some level of promiseGBDCR’s potential to successfully assume more
responsibility for the inpatient care of its inm&téle writes that in building and maintaining these
inpatient programs, CDCR has learned much firsdhamout operating its own inpatient programs at
its prisons. Finally, he states, “If CDCR is ses@bout a ‘lift and shift’ at the three DSH psyc¢h@a
programs, now is the time for CDCR to proceed at threction.”

Regarding the other inpatient programs, the specéater found areas of concern including vacancy
rates that remained high in the area of psychiatasd psychologists (for example, a 68 percent
psychiatry vacancy at Atascadero, which was redteed37 percent functional rate due to the use of
contract staff). In contrast, both the CIW and arentin programs did not have any vacancies in the
area of psychiatrists and psychologists duringépert period. In addition, the report found the o$
treatment teams to develop individual treatmentgles lacking in the facilities run by DHS. In
addition, the time and effectiveness of both grthgrapy and individual treatment were also lacking.
Areas of concern for each facility are highlightedow.

DSH-Atascadero
* At the time of their review, 41 percent of the beédsignated fo€olemanpatients were
filled by nonColemanpatients.
* Behavioral therapy-based treatment plans were oseinally and not available to all
patients for which they were clinically indicated.
» The hospital characterized discharge planning asddnsome” and reported that it was
difficult to make contact with CDCR’s coordinat@sd correctional counselors.

DSH-Coalinga
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» At the time of the review, the program had a 3Xeet vacancy rate for psychiatrists
but all psychology and social work positions welled.

» Group therapy was by far the predominant treatmeodality, comprising 99.7 percent
of treatment.

* The average length of stay fGolemanpatients was 288 days.

DSH-Salinas Valley

» Staff noted that the underutilization of individutderapy was due to insufficient
staffing and the facility’s requirement that thegeumedical technical assistants
(MTAs), custody officers with medical training, éscort patients.

* MTAs remain in the room during individual therapgssions, rather than standing
outside the door.

« Even when clinically indicated, the facility undalued behavioral plans and
behavioral interventions.

DSH-Vacaville

» At the time of the review, the program had a vagamate of 12 percent for psychiatry;
26 percent for psychology; 24 percent for sociatlkyw@9 percent for senior RNs; and
70 percent for psychiatric technicians.

* Numerous administrative and supervisory clinicasipons were vacant or filled by
staff in acting capacities.

» Acute care patients reported that individual thgrejas not available and, except for
occasional cell-front assessments, psychiatry mgetionly occurred within the
treatment team setting.

DSH-Stockton

* In numerous cases, patients receiving acute tresitmere assigned diagnoses without
supporting documentation or evidence discernildenftheir records.

» Patients receiving acute treatment received vatlg lout-of-cell treatment, which is
inadequate for patients in that level of care, padicularly so in cases where treatment
plans are insufficiently individualized.

» Treatment plans were overly vague and could nadorably expected to work as a
platform for actionable treatment interventiongeahbves, and goals.

California Institution for Women Psychiatric Inpagnt Program (CDCR)
* There were no clinical staff vacancies at the tohthe review.
» Patients received an average of one hour per wéekdwvidual therapy and were
offered approximately 15 hours a week of groupapgr
* No patients had access to jobs or educationaledass

» A performance improvement committee met monthly asthblished performance
improvement goals.

San Quentin Condemned Inmate Psychiatric Inpatigitogram (CDCR)
» The facility met or exceeded established clini¢affsg ratios.
» Patients in both the acute care and intermediate oaits received adequate and
appropriate care.
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 Some treatment plans were not individualized tduithe specific interventions to
address identified mental health issues.

» Patients were offered unstructured out-of-cell \@otis including plans to offer
unstructured yard time on completion of the cortdiom of the yard.

As a result of the review of all of the inpatiembgrams, the special master provided the following
recommendations:

1) CDCR and DSH and€olemanplaintiffs should meet in intervals of no lessnhd0 days to
track and ensure appropriate mental health beidatton.

2) DSH should continue to work on their staffing pfan their inpatient programs and they shall
provide the special master with monthly updategheir implementation of their staffing plan.

3) DSH should develop a plan within 90 days for theation of a continuous quality
improvement process.

4) DSH should develop within 90 days a plan for theation of a consistent and uniform patient
level system to be utilized across all of its imgyait programs.

On March 8, 2017, th€olemancourt adopted all but the first recommendation.

RecentColemanCourt Orders. On April 14, 2014, Judge Karlton ruled that Califiar continued to
violate the constitutional safeguards against camel unusual punishment by subjecting inmates with
mental illness to excessive use of pepper sprayisaiation. He gave the state 60 days to work with
the special master to revise their excessive fpalecies and segregation policies, and to stop the
practice of holding inmates with mental illnesstle segregation units simply because there is no
room for them in more appropriate housing. He astered the state to revise its policy for strip-
searching inmates with mental illness as they ester leave housing units. The 60-day deadline for
some of the requirements was subsequently extantdddugust 29, 2014.

The department submitted a revised use of forcieyt the courts that limits the use of peppeagpr
on inmate-patients and revises their cell managesteategy. On August 11, 2014, the court accepted
the new policies. Among other changes to the pplexyrection staff is required to consider an
inmate’s mental health prior to using any contliese of force. That consideration must include the
inmate’s demeanor, bizarre behavior status, mémalth status, medical concerns and their abiity t
comply with orders. In addition, a mental healtinician must evaluate an inmate’s ability to
understand the orders, whether they ar€ademanclass inmate or not. They must also evaluate
whether the use of force could lead to a decompiemsaf the person’s mental health.

On August 29, 2014, the state submitted a plarmotopty with the remainder of the April 14 court
order and the court accepted the plan. Under thistorder, CDCR is required to create specialty
housing units for inmates with mental illness whie eemoved from the general population. These
specialized units must include additional out-of-aetivities and increased treatment. Under ttésp
male inmates in short-term restricted housing watteive 20 hours of out-of-cell time each week,
which is twice the amount of time offered to CCCM8ates in the existing segregation units. Female
inmates in short-term housing, however, will ongéceive 15 hours of out-of-cell time each week,
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which is 50 percent more than the current ten hdarshe longer-term restricted housing, male and
female inmates will be allowed 15 hours a weekutraf-cell time.

The plan also requires that CDCR conduct a caseabg-review of alColemanclass inmates with
lengthy segregation terms, in an attempt to deerehs length of stay for inmates in segregated
environments. Additionally, the plan establishesase review for all inmates being released from DSH
or CDCR psychiatric inpatient beds who are facirggiglinary terms in segregation to ensure that the
inmate is returned to appropriate housing andmesegregation.

In several areas, the plan presented by CDCR eatebeyond the court order and included additional
training and collaboration between mental healtff shind custody staff. The plan also requires
custody staff to make security checks on all inmatespecialized restricted housing twice everyrhou
and requires that licensed psychiatric techniciemsduct daily rounds to check on every inmate’s
current mental health status. The increased chaekdesigned to reduce suicides and suicide atsempt
among this population, which have been an ongoargern of the court. Finally, the plan increases
the amount of property allowed for inmates in stierin restricted units. For example, inmates will
now be allowed one electrical appliance if theit adows for it. If it does not, they will be praded
with a radio.

On March 8, 2017, the court entered an order adgytie second, third and fourth recommendations
in the special masterMonitoring Report on the Mental Health Inpatientr€d&rograms for Inmateb.

In addition, the order required DSH to continue kilng on developing staffing plans, a continuous
quality improvement process, and the creation obmsistent and uniform patient level system to be
utilized across all of its inpatient programs tliaatColemanclass members.

Staff Recommendation. This is an oversight item. No action is necessatjia time.

4 ECF No. 5448

5 ECF No. 5573
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Issue 3: Transfer of Immediate and Acute Levels ofare from DSH to CDCR

Governor's Budget. The Governor’s budget proposes to shift resporiitibr the three inpatient
psychiatric programs DSH operates in state prisor@DCR beginning in 2017-18. Accordingly, the
budget proposes a transfer of $250 million (GenEtald) and 1,978 positions from DSH to CDCR
effective July 1, 2017. Almost 90 percent of the@ssitions are for treatment staff, including 495
psychiatric technicians and 374 registered nur3é® remaining 10 percent are administrative
positions. According to the Administration, haviB®CR operate these inpatient psychiatric programs
would reduce the amount of time it takes for anatero be transferred to a program as only CDCR
staff would need to approve referrals for the b&jsecifically, the Administration expects that the
time needed to process an intermediate care fafiif) referral will decline from 15 business dags
nine business days and from six business daysrée thusiness days for acute treatment program
(ATP) referrals.

For the next two years, CDCR plans to operate liheetinpatient psychiatric programs in the same
manner as DSH. For example, CDCR plans to useicd¢rdtaffing packages and classifications to
provide care and security. The department indicusit will assess the current staffing modeliigr
these two years and determine whether changegge firograms are necessary. The Governor does
not propose shifting responsibility for the 306 $a&ad DSH-Atascadero and DSH-Coalinga that serve
low-custody ICF inmates. According to the Admirasion, CDCR does not currently have sufficient
capacity to accommodate the inmates who are howsd#uese beds. However, the Administration
indicates that the long-term plan is to shift thieseates to CDCR when capacity becomes available.

Background. As discussed in the previous item, several inpatiespital programs are available for
inmates who are members of tGelemanclass who require longer-term, acute care. Thesgrams
are primarily operated by DSH, with the exceptioh#n-patient care provided to condemned inmates
and to female inmates. There are three inpatieyxthpatric programs for male inmates run by DSH
that are on the grounds of state prisons. Thosgramws are DSH-Stockton, on the grounds of the
Correctional Healthcare Facility; DSH-Vacaville, the grounds of Vacaville State Prison; and DSH-
Salinas Valley, on the grounds of Salinas Valleagt&Prison. There are currently approximately 1,100
patients in those facilities and the DSH budget tfusse inmates is approximately $250 million
General Fund per year. As of March 6, 2017, 1,38daites were receiving inpatient care, 44 of those
patients were women and 37 were condemned inmateset at San Quentin State Prison. The
remaining 1,300 are receiving care in a DSH facilit

San Quentin Inpatient Facility. In 2014, theColemanspecial master released a report detailing the
lack of adequate care being providedCmlemaninmate-patients requiring long-term, acute leals
care.In particular, the report noted a particular ladktr@atment provided to condemned inmate-
patients being treated by DSH in their Vacavilleydhgatric Program (VPP). As a result of the
Colemancourts on-going findings in regard to the lacktr@fatment provided to condemned inmate-
patients at VPP, th€olemancourt required CDCR to establish the San QuergycRatric Inpatient
Program (PIP), run by CDCR medical and mental hestff.

The San Quentin PIP is a 40-bed, fully-licensethtJBommission-accredited program that provides
long-term acute and intermediate levels of psydianpatient care to male condemned patients. Its
mission is to provide effective and evidence-bgs®gthiatric treatment to relieve or ameliorate acut
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and refractory mental health disorders that distbptpatients’ expected level of functioning in the
prison environment.

The PIP opened on October 1, 2014, in responshetevtolving clinical needs of the condemned
population and in compliance with federal courtesed The opening and ongoing success of the PIP is
the result of collaborative efforts between San ridneState Prison, CDCR headquarters, the federal
health care receiver, plaintiffs’ counsel, and @w@emanspecial master. The average daily census has
been 37 patients, with a maximum census of 40.

The evidence-based treatment provided in the SantpuPIP is individualized and patient-centered
to meet the unique needs of each patient. The fdPsancentive-based rewards for certain behavior
consistent with positive reinforcement theory. Tneent is offered seven days a week from the early
morning through the evening hours. In addition toving individual psychotherapy and psychiatric
medication treatment, the PIP employs an activeigrand activities program. For example, group
therapy, educational groups, substance use groe@®ational yards, outdoor therapeutic yards, and
dayroom activities are consistently offered in orteaddress the chronic mental iliness symptoras th
diminish functioning and quality of life. Given tlerge volume of offered services, patients are &bl
choose the activities they attend. This patientareal choice facilitates a greater sense of satiefa
autonomy, and ownership over one’s treatment. Assalt, treatment becomes more tailored and
efficacious at addressing the individual needfefgatient.

Each treatment team consists of the patient, ahpsyist, a psychologist, a social worker, a
recreational therapist, nursing staff, and custtdjf. Additional disciplines may be involved based
individual circumstances (e.g., clergy, primarysg)aCustody treatment team members may consist of
correctional counselors, unit officers, and cust@iypervisors. Continuous collaboration between
health care and custody staff is an essential caemgoof the PIP treatment milieu. Incarceration in
general and condemned row more specifically, in#®la unique set of social and cultural stressors
that may impact the well-being of PIP patients. tGdg staff is able to appreciate and communicate
these correctional stressors to other membersaféatment team so a more complete appreciation of
the challenges faced by the patient is obtained.

In preparation for discharge, extensive collaboratbetween inpatient and outpatient San Quentin
health care and custody staff occurs so that tesiion back to the Enhanced Outpatient Program
(EOP) or Correctional Clinical Case Management 8ys{CCCMS) treatment setting is organized,
thoughtful, and therapeutic.

Legislative Analyst’s Office (LAO). Given the uncertainty as to whether or not theopsed shift in
responsibility would result in more cost-effecticare being delivered, LAO recommends that the
Legislature reject the Governor’s proposal andeiadtshift a limited number of beds over a three-yea
period. Specifically, LAO recommends the Legislatimplement a pilot program in which CDCR
would provide inpatient psychiatric care to a pmrtof inmates who would otherwise get their care
from DSH. Such a pilot would allow the Legislatumedetermine (1) whether wait times for these
programs decrease as expected, (2) what partistdéiing changes need to be made and the cost of
making those changes, and (3) the effectivenetizeaireatment provided. The LAO recommends that
the pilot include both ICF and ATP units and beraped at more than one facility. For example,
CDCR could have responsibility for an ATP unit &##CF and an ICF unit at CMF. This would ensure
that the pilot can test CDCR'’s ability to operateltiple levels of care at multiple facilities. In
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addition, the LAO recommends that the pilot inclushe unit that is currently being operated by DSH,
and one new unit that would be operated by CDCR.

In order to ensure that the Legislature has adeguné&brmation after the completion of the pilot to

determine the extent to which inpatient psychiapiogram responsibilities should be shifted to
CDCR, LAO recommends that the Legislature requiBBC® to contract with independent research
experts, such as a university, to measure key méascand provide an evaluation of the pilot to the
Legislature by January 10, 2019. These key outcamoed include how successfully CDCR was able
to return inmates to the general population withemditional MHCB or inpatient psychiatric program

admissions, whether wait times decreased, anddbsieof the care provided. The LAO estimates the
cost of this evaluation to be around a few hundhnedsand dollars.

Staff Comments.In recent years the Senate has expressed conddrth&iappropriateness of having
DSH provide mental health treatment to CDCR’s irematUnder the current system, the special master
has found that DSH is providing an inadequate lefé@teatment both due to lack of available staffin
and out of apparent fear of the dangers relatguideiding services and treatment to inmates; tkarcl
demonstration by CDCR that they are better suitetieiat even the most potentially dangerous inmate
patients, as evidenced by the robust services @ainient being provided to condemned inmate-
patients at the San Quentin PIP; and the fact@R4IR does not appear to take a holistic approach to
meeting increases in the need for care when thgrgmois bifurcated between DSH and CDCR. On
top of those issues, there appears to be an ampigugarding the healthcare provided to Blata
class inmates being housed in the co-located D3Hf&lilities needs to meet the same standards of
care as that in CDCR'’s state-run prisons.

The Governor’'s proposal consists of a shift of éeésting programs and the existing personnel from
DSH to CDCR. While this is a positive step in teraf CDCR'’s ability to seamlessly provide care for
inmates throughout their mental health systeny urniclear that just shifting the programs as threy a
currently structured will fundamentally improve tlevel of care being provided. The Administration
notes that the initial transfer is just the firegsin a multi-year effort to improve the quality care.
The committee may wish to continue to closely mmmihe progress CDCR is making in improving
the quality of care provided to inmates with acuiental health needs, with the expectation that CDCR
will ultimately provide the same robust level ofreahat is currently provided at the San Quentin
facility to all inmates in th€olemanclass.

Staff Recommendation. Approve as budgeted.
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5225 DEPARTMENT OF CORRECTIONS AND REHABILITATION

Issue 4:California Medical Facility — Psychiatric Inpatient Program

Governor's Budget. The budget requests $11.4 million General Fund dovert an enhanced
outpatient unit into a 74-bed intermediate cardifg¢ICF) at the California Medical Facility.

Background. Inpatient psychiatric programs are operated in lsifte prisons and state hospitals.
There are a total of 1,547 inpatient psychiatridsbeThere are two levels of inpatient psychiatric
programs:

ICF. ICFs provide longer-term treatment for inmates wquire treatment beyond what is
provided in CDCR outpatient programs. Inmates Watlver security concerns are placed in
low-custody ICFs, which are in dorms, while inmatgth higher security concerns are placed
in high-custody ICFs, which are in cells. There @8# ICF beds, 700 of which are high-
custody ICF beds in state prisons. In additionrehere 306 low-custody ICF beds in state
hospitals.

Acute Treatment Programs (ATPS)ATPs provide shorter-term, intensive treatment for
inmates who show signs of a major mental illnessigher level symptoms of a chronic mental
illness. Currently, there are 372 APP beds, allloich are in state prisons.

In addition to these beds, there are 85 beds fonevoand condemned inmates in state prisons that can
be operated as either ICF or ATP beds. As of Jgn2@t7, there was a waitlist of over 120 inmates
for ICF and ATP beds.

Legislative Analyst’'s Office (LAO). Given that there is currently a 120 inmate wdifies inpatient
psychiatric beds, the proposal to provide 74 addl#i beds appears justified on a workload basis. Th
LAO also notes that activating these additionalsbealild help reduce the amount of time that inmates
on the waitlist spend in comparatively more expendiHCBs.

Staff Recommendation. Approve as budgeted.
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4440 DEPARTMENT OF STATE HOSPITALS

The Department of State Hospitals (DSH) is the lagdncy overseeing and managing the state's
system of mental health hospitals. The DSH seeksnsure the availability and accessibility of
effective, efficient, and culturally-competent sees. DSH activities and functions include advogacy
education, innovation, outreach, oversight, momtpr quality improvement, and the provision of
direct services.

The Governor's 2011 May Revision first proposedelmination of the former Department of Mental
Health (DMH), the creation of the new DSH, and titensfer of Medi-Cal mental health services and
other community mental health programs to the Diepamt of Health Care Services (DHCS). The
2011 budget act approved of just the transfer ofliNGal mental health programs from the DMH to
the DHCS. In 2012, the Governor proposed, and twgislature adopted, the full elimination of the
DMH and the creation of the DSH. All of the comntynmental health programs remaining at the
DMH were transferred to other state departmentpaat of the 2012 budget package. The budget
package also created the new DSH which has theislamépcus of providing improved oversight,
safety, and accountability to the state's mentaphals and psychiatric facilities.

California’s State Hospital System

California has five state hospitals and three psyoh programs located on the grounds of the pso
operated by the California Department of Corretiand Rehabilitation (CDCR). Approximately 92
percent of the state hospitals' population is aersid "forensic,” in that they have been committed
a hospital through the criminal justice system. Tingee state hospitals provide treatment to
approximately 6,000 patients. The psychiatric faed at state prisons currently treat approxinyatel
1,000 inmates.

Atascadero State HospitalThis facility, located on the central coast, hause largely forensic
population, including a large number of incompetnstand trial patients and mentally disordered
offenders. As of December 2014, it housed more 1H@@0 patients.

Coalinga State HospitalThis facility is located in the city of Coalingadis California’s newest state
hospital. The hospital houses only forensic pasiemtost of whom are sexually violent predators. As
of December 2014, it housed more than 1,100 patient

Metropolitan State Hospital. Located in the city of Norwalk, this hospital’s pdation is
approximately 65 percent forensic. Metropolitant&tdospital does not accept individuals who have a
history of escape from a detention center, a chargeonviction of a sex crime, or a conviction of
murder. As of December 2014, it housed about 7@i@mqs.

Napa State HospitalThis facility is located in the city of Napa andsha mix of civil and forensic
commitments. Napa State Hospital limits the nundfefiorensic patients to 80 percent of the patient
population. As of December 2014, it housed nea29Q patients.
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Patton State HospitalThis facility is located in San Bernardino Couatyd primarily treats forensic
patients. As of December 2014, it housed 1,50@ ptsi

Salinas Valley Psychiatric ProgramThis program is located on the grounds of Salviakey State
Prison in Soledad and provides treatment to stet®mp inmates. As of December 2014, it had a
population of more than 200 patients.

Stockton Psychiatric ProgramThis program is located on the grounds of thefQailia Health Care
Facility in Stockton and is the state’s newest p&fcic program. The program provides treatment to
state prison inmates. As of December 2014, it hadpalation of about 400 patients.

Vacaville Psychiatric ProgramThis program is located on the grounds of the f@alia Medical
Facility in Vacaville and provides treatment totstarison inmates. As of December 2014, it had a
population of about 350 patients.

The following are the primary Penal Code categooiegatients who are either committed or referred
to DSH for care and treatment:

Committed Directly From Superior Courts:

* Not Guilty by Reason of Insanity Determination by court that the defendant conadita
crime and was insane at the time the crime was dtigun

* Incompetent to Stand Trial (I3F Determination by court that the defendant capaaticipate
in trial because the defendant is not able to wstded the nature of the criminal proceedings or
assist counsel in the conduct of a defense. Thlades individuals whose incompetence is due
to a developmental disability.

Referred From The California Department of Correcins and Rehabilitation (CDCR):
» Sexually Violent Predators (SVP)Hold established on inmate by court when it efidved

probable cause exists that the inmate may be a B¥Rides 45-day hold on inmates by the
Board of Prison Terms.

* Mentally Disordered Offenders (MDG) Certain CDCR inmates for required treatment as a
condition of parole, and beyond parole under sptifircumstances.

* Prisoner Regular/Urgent Inmate-Patier{S8oleman Referralsy Inmates who are found to be
mentally ill while in prison, including some in reeef urgent treatment.
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State Hospitals & Psychiatric Programs
Caseload Projections*

2016-17 2017-18
Population by Hospital
Atascadero 1,258 1,225
Coalinga 1,293 1,303
Metropolitan 807 807
Napa 1,269 1,269
Patton 1,527 1,507
Subtotal 6,154 6,121
Population by Psych Program
Vacaville 392 0
Salinas 235 0
Stockton 480 0
Subtotal 1,107 0
Population Total 7,261 6,121
Population by Commitment Type
Incompetent to Stand Trial (IST) 1,552 1,530
Not Guilty By Reason of Insanity (NGI) 1,421 1,404
Mentally Disordered Offender (MDO) 1,322 1,325
Sexually Violent Predator (SVP) 920 920
Lanterman-Petris-Short Act — Civil Commitments 625 628
ColemanReferral — Hospitals 306 306
ColemanReferral — Psych Programs 1,107 0
Department of Juvenile Justice 8 8
Jail-Based Competency Contracted Programs
San Bernardino/Riverside ROC 40 40
San Bernardino JBCT 76 76
Sacramento JBCT 32 32
San Diego JBCT 25 30
Sonoma JBCT 10 10
Kern Admission, Evaluation, and Stabilization Cente 0 60
Total 183 248

*The caseloads in this table are from the DSH 208 danuary budget binder and reflect the estimated
number of cases on the last Wednesday of the figeal. On average, the Governor's budget
documents show an average daily caseload of 6r88017-18.
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State Hospitals Budget

The Governor’'s proposed budget includes $1.6 hbilior DSH in 2016-17 ($1.4 billion General
Fund). This represents a $278 million decrease @@46-17 funding. The proposed budget year
position authority for DSH is 8,550 positions, @dase of 1,932 positions from the current yeais Th
decrease in funding and positions is a result efptoposed transfer of acute care treatment forRDC
inmates from DSH to CDCR.

(dollars in thousands)

2015-16 2016-17 2017-18

Funding Actual Projected Proposed
General Fund (GF) $1,606,390 $1,727,968 $1,443,593
Reimbursements 136,714 140,284 146,490
CA Lottery Education Fund 24 21 21
Total $1,743,128 $1,868,273 $1,590,104
Positions 10,974 10,482 8,550
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Issue 5:Incompetent to Stand Trial and Jail-based CompetencProposals

Governor’s Budget

Admission, Evaluation and Stabilization (AES) Cent&he Governor’s budget for 2017-18 proposes
to establish an AES Center, which would be locatethe Kern County Jail. Specifically, the budget
proposes a $10.5 million General Fund augmentatimhtwo positions for DSH to activate 60 beds in
the Kern County Jail in Bakersfield to provide ozation services for IST patients. This works awt t
be a cost of $175,000 per bed. According to the iAdhtration, the AES Center would be used to
screen jail inmates in Kern County, as well as sather Southern California counties, found to be
incompetent to stand trial (IST) and determine Wwlethey require the intensive inpatient treatment
offered at state hospitals. If a patient does aqtire state hospital treatment, they would beedckat
the AES Center. DSH would contract with Kern Coutatyprovide custody and treatment services to
patients in the center.

The Administration is proposing budget trailer &giion to give DSH the authority to send any
patient committed to DSH to the AES Center, evethat patient is not specifically committed to the
AES Center by a judge. DSH indicates that this Wwa@édnerally allow the department, rather than trial
court judges, to determine who is appropriatelierAES Center.

Jail-Based Competency Treatment Progralue to the delayed activation of jail-based compefe
treatment (JBCT) programs in San Diego and Sonavoates, the budget includes a General Fund
savings of $948,000 in 2016-17 and $159,000 in 208.7

Background. When a judge deems a defendant to be incompetestana trial (IST), the defendant is
referred to the state hospitals system to undeamginent for the purpose of restoring competency.
Once the individual's competency has been resttined;ounty is required to take the individual back
into the criminal justice system to stand trialdamounties are required to do this within ten dafys
competency being restored.

For a portion of this population, the state hospsgstem finds that restoring competency is not
possible. For these individuals, the responsibflitytheir care returns to counties, which are nesgqu

to retrieve the patients from the state hospitalkhiw ten days of the medical team deeming the
individual's competency to be unlikely to be restbrAB 2625 (Achadjian), Chapter 742, Statutes of
2014, changed this deadline for counties from thyears to ten days. Prior to this bill, many
individuals in this category would linger in stétespitals for years.

Over the past several years, the state hospitais $@en a growing waiting list of forensic patients
with a 10 percent annual increase in IST refeffral® courts to DSH. Currently, there are 525 ISWis o
the waiting list. DSH has undertaken several efftotaddress the growing IST waitlist including: 1)
increasing budgeted bed capacity by activating neits and converting other units; 2) establishing a
statewide patient management unit; 3) promotingaegpn of jail-based IST programs; 4)
standardizing competency treatment programs; S5kirsgecommunity placements; 6) improving
referral tracking systems; and 7) participatingamIST workgroup that includes county sheriffs, the
Judicial Council, public defenders, district ateys, patients' rights advocates, and the Admirtistra
DSH acknowledges that, despite these efforts, &drmals have continued to increase. When queried
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about the potential causes of the growing numberredérrals from judges and CDCR, the
administration describes a very complex puzzlerwhioal, social, cultural, and health variablesttha
together are leading to increasing criminal andevibbehavior by individuals with mental illness.

Jail-Based Competency Treatment Prograifhe 2007 Budget Act included $4.3 million for dopi
program to test a more efficient and less costbcess to restore competency for IST defendants by
providing competency restoration services in couails, in lieu of providing them within state
hospitals. This pilot operated in San Bernardinauryp, pursuant to a contract between the former
Department of Mental Health, San Bernardino Couatyd Liberty Healthcare Corporation. Liberty
provides intensive psychiatric treatment, acutebiktation services, and other court-mandated
services. The state pays Liberty a daily rate af8s@er bed, well below the approximately $450 per
bed cost of a state hospital bed. The county cotlescosts of food, housing, medications, and
security through its county jail. The results of fhilot have been very positive, including: 1) treent
begins more quickly than in state hospitals; 23ttreent gets completed more quickly; 3) treatmest ha
been effective as measured by the number of patrestored to competency but then returned to IST
status; and, 4) the county has seen a reductitmeimumber of IST referrals. San Bernardino County
reports that it has been able to achieve savingsooé than $5,000 per IST defendant.

The LAO produced a report titledn Alternative Approach: Treating the Incompetenttand Trial

in January 2012. Given the savings realized fohldbe state and the county, as well as the other
indicators of success in the form of shortenedtimeat times and a deterrent effect reducing the
number of defendants seeking IST commitments, tA® lrecommends that the pilot program be
expanded.

2014 Budget Act.The 2014-15 budget included an increase of $3IBomiGeneral Fund to expand
the JBCT program by 45 to 55 beds. In additionlerdill language was adopted expanding the JBCT
program to secured community treatment faciliti@nally, the budget required that any unspent funds
revert to the General Fund. The budget did nouthelan increase in state staffing positions relaied
the expansion of JBCT.

2015 Budget Act.The 2015 Budget Act included $6.1 million Generah# to support the expansion

of DSH’s existing jail-based competency treatmemtgpam in San Bernardino County. In addition,
the budget included $4 million General Fund to swppip to 32 additional beds in other interested
counties.

Recent JBCT Program ExpansionsDuring 2015, DSH expanded the JCBT program to ohelan
additional 76 beds in the San Bernardino County tdaprimarily serve Los Angeles County IST
patients. In addition, the Sacramento County Jadl & partnership with the University of California,
Davis to run a 32-bed JBCT program to serve ISTeptd from Sacramento, Fresno, and San Joaquin
counties.

Currently, there are 148 JBCT beds throughout téte $n Riverside, San Bernardino and Sacramento
counties. The majority of the beds, 96, are in Bamardino County. As noted above, the budget
proposes adding an additional 40 beds, 30 in Sagdand 10 in Sonoma. Finally, DSH is working
with Mendocino County to develop a small bed mdHat will be flexible in scope and able to serve a
small number of IST patients. This small-county elog intended to serve as a template for other
counties with low IST patient referral rates.
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Legislative Analyst’'s Office (LAO). In light of the IST waitlist and the lower cost pfoviding
treatment through the contract with Kern Countg EAO recommends that the Legislature approve
the funding and positions requested by the depaittnidhey also recommend the Legislature revise
the proposed budget trailer legislation to give Di§elauthority to determine who is admitted to JBCT
programs. Such a change would help achieve thedategoals of the proposed AES Center, but in a
much broader way that maximizes the number of pegtithat receive treatment without waiting for a
bed in a state hospital and reduces future statis.co

Staff Comments. Expanding programs that allows people who have lBsmmed incompetent to

stand trial by reason of insanity, to receive mehtalth services in the county jail or community-
based facility, rather than being transferred &iade hospital, should help to reduce the IST wgiti

list for placement in a state hospital.

In addition, expanding the program to more coundi®ws county jails to properly assess and treat
inmates who have been found incompetent and atengyam county jails for a bed in the state hodpita
system. By treating those individuals who are easyestore either in a community mental health
facility or in a jail, counties should be able teduce the pressure on their jail systems and more
quickly move individuals with serious mental illses through the court system and either into long-
term treatment or, if found guilty, to begin sexyitieir jail or prison terms.

Currently, the JBCT program is only available icaunty jail setting and not in community mental
health facilities, despite language that allows festoration of competency in either or jail ar
community settingHowever, DSH appears to be struggling in itsigbhib contract with counties to
provide community restoration. This difficulty cesidespite significant interest on the part of the
county sheriffs to find ways to treat and restagegge on the IST waiting list.

The annual cost of the JBCT program is approxirge&@B,000 per bed, as opposed to an IST bed in a
state hospital that costs approximately $250,000ypar. Given the significant General Fund savings
associated with the JBCT program, the subcommittag wish to explore ways of more quickly and
efficiently expanding the number of JBCT beds.

The creation of an AES center designed to furtlesess individuals before they reach the state
hospitals, appears to be a reasonable strateggdacing the IST waiting list. In addition, it gegpts
that after many years of the Legislature urgingHO8 establish competency programs outside of the
state hospitals, DSH has begun to embrace thesolply that not every person who has been found to
be incompetent to stand trial needs to be in & $taspital setting in order to be successfullyrretd

to competency.

Staff Recommendation. Approve the proposed budget and adopt the proposei@r bill as
placeholder language with the intention to modifye tlanguage based upon the LAO’s
recommendation.
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Issue 6:Enhanced Treatment Program Staffing

Governor’s Budget. In order to implement Assembly Bill 1340 (Achadjidhapter 718, Statutes of
2014, DSH is requesting staff and resources theaie#d Treatment Program (ETP). DSH notes that
the ETP will provide treatment for patients who ateéhe highest risk of violence and who cannot be
safely treated in a standard treatment environment.

DSH plans to establish three 13-bed ETP units at-B&&scadero and one 10-bed ETP unit at DSH-
Patton. DSH is requesting $2.3 million in one-tifnading and $5.6 million ongoing to support the
activation of the first two ETP units at DSH-Atadeeo, as well as 44.7 positions in FY 2017-18 and
115.1 positions in FY 2018-19. Resources for DSlkdsaadero’s third unit and DSH-Patton’s unit will
be requested in the FY 2018-19 Governor’s budgeheate.

Background. The state hospitals were initially designed to awtmdate a population that did not
exhibit the same level of violence that the hospitace today. Currently, 92 percent of the popoihat
has been referred to the state hospitals by tineiral justice system. Consequently, evidence reveal
an increasing rate of aggression and violent imt&lat state hospitals.

The Administration argues that, in spite of thignsiicant change in the state hospitals’ patient
population, there is currently no legal, regulatooy physical infrastructure in place for DSH to
effectively and safely treat patients who have destrated severe psychiatric instability or extrgmel
aggressive behavior. As a result, often the onlyoopavailable to a state hospital dealing with an
extremely violent patient is the use of emergeresiusion and restraints, which is a short-term and
more extreme response. Subsequent to the use lasisecand restraint, a violent patient must be
placed in one-on-one or two-on-one observationcWw)SH states is labor intensive and does not
necessarily improve safety.

DSH received funding to retrofit existing faciléig¢o establish enhanced treatment units (ETUS) to
provide a secure, locked environment to treat ptithat become psychiatrically unstable, resuliting
highly aggressive and violent behavior toward thelwes, other patients, or staff. According to DSH,
candidates for an ETU would exhibit a level of ghgkviolence that is not containable using other
interventions or protocols currently available e state hospitals.

DSH has operated an ETU at Atascadero State Hbspitae 2011. This pilot project is distinguished
from the existing enhanced treatment program inittelows DSH to lock individual patients in thei
rooms. Under the current enhanced treatment pmggratients are not in locked rooms.

Violence in DSH.DSH has experienced a decrease in the number leinvimcidents between 2010
and 2015. DSH reports that violence predominardipes from repeat aggressors, reporting that one
percent of patients are responsible for 35 peroémSH violence. The state hospitals have utilized
programming, which the department attributes toabverall reduction in the numbers of both patient-
aggressors and patient-victims.

According to DSH, in 2015, there were a total af58 patient-on-patient assaults and 2,586 patient-
on-staff assaults at state hospitals. Of the 9jatBents treated in the state hospitals in 2015, 7

percent were non-violent, 22 percent committed d@wer violent acts, and one percent committed
10 or more violent acts. Of all the violent acbenenitted, 65 percent are committed by those with 10
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or fewer violent acts, and 35 percent are committedhose with 10 or more violent acts. A small
subset of the population, 32 patients, commits rtfggority of aggressive acts. Assaults for the
previous years are as follows: 3,486 patient-onepataind 2,745 patient-on-staff in 2014; 3,372
patient-on-patient and 2,591 patient-on-staff i1203,844 patient-on-patient and 3,041 patient-on-
staff in 2012; 4,075 patient-on-patient and 2,83%egnt-on-staff in 2011; and 4,658patient-on-pdtien
and 2,691 patient-on-staff in 2010.

DSH notes that they are committed to reducing wicdein its system. DSH has implemented a number
of measures to reduce violence and increase s#betystaff and patients. Most notable, DSH
implemented personal duress alarm systems at dath fove state hospitals, develop the California
Violence Assessment and Treatment Guidelines (@dl)Yand conducts violence risk assessments on
its patients.

Enhanced Treatment Unit Pilot Project at AtascaderoState Hospital. DSH issued a report in May
2013,Enhanced Treatment Unit: Annual Outcome Repant the pilot project at Atascadero, which
has operated since December 2011, but does net &dlolocked doors. The goal of the ETU is to
decrease psychiatric symptoms of some of the mmdént patients in order to enable DSH to
simultaneously assist the patients in their recgvand increase safety in the facility. Patientssin
meet certain criteria, based on the patient's nhaliteess and psychiatric symptoms, before being
admitted to the ETU. DSH reviews patient referradsdetermine if patients meet the following
entrance criteria:

» The patient engages in pathology-driven behaviors.

* The patient engages in recurrent aggressive betsathiat have been unresponsive to mainstream
therapeutic interventions.

* The patient commits a serious assaultive act #satlts in serious injury.

The report concludes that the ETU has been suedessiecreasing aggressive incidents and that the
program as a whole is likely effective. Some of #tontributing factors cited include staff with
expertise in treating difficult patients and desexh staff-to-patient ratios; the presence of the
Department of Police Services (Atascadero statpitabdaw enforcement); and the “calm milieu” of
the ETU, which is attributed to the added staffrwgreater expertise in treating difficult and viale
patients, i.e., the staff reacts to an incidena imanner that does not escalate the situationntagt
otherwise result in a violent act. While successibH states that the Atascadero ETU accepts only
those with Axis 1 diagnoses, such as schizophrengor depression, bipolar, and schizoaffective
disorder. The Atascadero ETU intentionally avgidsients with Axis 2 diagnoses, which are various
types of personality disorders that are often prese the patients involved in predatory violence.
Patients with Axis 2 diagnoses have been involwetthiee recent murders of staff and patients, aad a
the patients the ETPs will treat.

AB 1340 (Achadjian) Chapter 718, Statutes of 2014 his legislation permitted the DSH to establish
and administer a pilot enhanced treatment progEnh®) at each state hospital, for the duration\a fi
calendar years, for testing the effectivenessedtinent for patients who are at high risk of thestmo
dangerous behavior. In addition, it authorized &T® be licensed under the same requirements as
acute psychiatric hospital and makes significardnges to current requirements and procedures
related to the admission of patients and the adtnation of care. This legislation provides the
necessary policy guidance for the development anding of potentially locked ETUs in the state
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hospitals. The legislation required DSH to adapt anplement policies and procedures necessary to
encourage patient improvement, recovery, and arrdtua standard treatment environment, and to
create identifiable facility requirements and bermlarks. The policies and procedures are also
required to provide all of the following:

1) Criteria and process for admission into an ETP yanmsto Section 4144 of the Welfare and
Institutions Code.

2) Clinical assessment and review focused on behatiistory, high risk of most dangerous
behavior, and clinical need for patients to recdreatment in an ETP as the least restrictive
treatment environment.

3) A process for identifying an ETP along a continuafircare that will best meet the patient’s
needs, including least restrictive treatment emuirent.

4) A process for creating and implementing a treatnman with regular clinical review and
reevaluation of placement back into a standardtrireat environment and discharge and
reintegration planning as specified in subdivisi@) of Section 4144 of the Welfare and
Institutions Code.

Use of Solitary Confinement.There are a variety of treatment options to addagggessive patient
behavior within the state hospitals. While leveisecurity (ie. strong boundaries, a highly struetu
environment, and a lack of access to dangerousriaa)eare essential in addressing violence, egpert
caution against the use of solitary confinemenit asay contribute to a patient’s mental distresd an
may seem punitive. Experts therefore suggest awpidieclusion, physical restraint, and sedation
whenever possible. If necessary, ETUs should oalyded if the patient remains unresponsive to all
other therapeutic interventions available in ad#ad treatment setting.

In fact, it is widely accepted that solitary coiment of people with mental health disorders caisea
those illnesses to worsen. Psychological reseaashfdund that a lack of social interaction can lead
segregated housing unit inmates in prison to suffan a variety of psychological and psychiatric
illnesses. These can include chronic insomnia,gattacks, and symptoms of psychosis (including
hallucinations).

As discussed previously, th@olemanspecial master’s investigation of programs for rabytill
inmates run by DSH found that patient-inmates at $tockton State Hospital complained of being
confined to their cells 21 to 22 hours per day sewkived very little human interaction or treatment
despite the damaging effects of confinement forppeevho are mentally ill. However, this report
involved inmates who are in prison and being tkdébe a mental illness and the ETUs are designed
for state hospital patients who are not inmategstinably, DSH will develop regulations and
protocols that will prevent patients in an ETU frdming confined to their room without human
interaction for an extended period of time. Howewbe department does not have those written
policies available at this time.

Legislative Analyst’s Office (LAO)
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Permanent Positions and Funding Not Necessary Giveiot Is Only for Four Years. The
Administration is requesting ongoing funding anaipons to operate ETP units. However, AB 1340
only authorizes each ETP unit to operate for foearg. To the extent that the required evaluation of
each ETP unit finds that the program is effectihe, Legislature could consider providing ongoing
funding to operate the units as part of its budigdiberations in future years. Thus, the LAO fitklat

it is premature at this time to provide the deparibhpermanent funding and positions for ETP units.

Required Evaluations Will Allow Legislature to Asse Whether Pilot Units Should Continue After
Four Years. The statutorily required evaluations should alldle Legislature to assess the
effectiveness of the ETP pilot units and the extentwhich such units should continue and be
expanded on an ongoing basis. While DSH is requogmtovide various data in the evaluation reports
(such as the length of time patients spend in tbgrpm), the department is not specifically requit@
provide some of the key outcomes that are necessameasure whether ETP units are effective at
reducing violence in state hospitals. These keyaues are (1) whether ETP patients are able to
return to the general population without additiomalent incidents, (2) the effect of ETP units on
overall rates of patient violence, and (3) whettiner ETP pilot units could be modified in order to
improve these outcomes.

Approve Funding and Positions on Limited-Term Basla view of the above, the LAO recommends
the Legislature approve the funding and associptesitions for each of the first two ETP units on a
limited-term basis as envisioned in AB 1340, rattitean on an ongoing basis as proposed by the
Governor.

Adopt Budget Trailer Legislation to Provide Addiial Detail on Required EvaluationsThe LAO
recommends that the Legislature adopt budget trigtgslation to require DSH, as part of its annual
evaluation reports on ETP units, to provide infatioraon the following key outcomes: (1) whether
ETP patients are able to return to the general latipa without additional violent incidents, (2)eth
effect of ETP units on overall rates of patientlence, and (3) whether ETP units could be modifoed
improve these outcomes.

Staff Comments. Despite the passage of the initial legislation Bl4€ and requests from the
Legislature in 2015 and again in 2016, DSH hasdesieloped any written policies and procedures
surrounding the ETP units. Absent the Legislatergewing those written policies to ensure thaythe
include appropriate patient protections and a éohiise of locked rooms, the committee may wish to
reject funding for activating ETP units, pendintharough vetting of the policies and procedures.

Staff Recommendation. Due to the absence of written policies and procesiueject funding for the
ETP unit activation until such time as those pebcare provided to the Legislature for review.
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Issue 7:Provisional Language: State Hospital Financial Advity Report

Governor's Budget. The Administration proposes removing provisionahgaage regarding the
requirement for the Department of State HospitAlSH) to submit the annual report on state hospital
financial activity. Their rationale is that the téiggment was included in response to the transftiom

the Department of Mental Health (DMH) to DSH. Aadilig to the Administration, now that DSH
operates all facilities in a more centralized maintiee need to compare across institutions is ngdo
necessary and preparing this report is time-consgimi

Legislative Analyst’s Office (LAO)

2015-16 LAO Budget Report: Improved Budgeting fdnet Department of State Hospitaldzor
several years the Legislature has expressed comeganding the lack of transparency in the DSH
budget. In 2015, the LAO provided an in-depth eawviof DSH’s budget and provided a series of
recommendations for improving DSH’s budgeting mdtilogy. The following is a brief summary of
their findings:

The state provides about $1.6 billion in fundinghe Department of State Hospitals (DSH) to
provide inpatient treatment to mental health paeim the eight DSH facilities. This includes

funding for both clinical and nonclinical staff, agell as non-staff costs (such as food and
clothing). In determining how much funding to respu@r the upcoming fiscal year, DSH uses
the amount of funding it received in the state lidgr the current year as a base budget or
starting point. The department then requests adjasts to the base budget to account for
projected increases or decreases in the patientifadion during the budget year.

DSH’s Budgeting Process Has Several ShortcominBased on our review, we find that the
current DSH budgeting process has several shortegsiSpecifically, we find that (1) the

department has a large amount of funded beds tleahat used; (2) the level of staff needed to
operate DSH facilities is unclear; (3) the budggtimethodology used by the department
creates poor incentives for it to operate efficignand (4) other state departments have more
transparent, updated, and efficient budgeting psses than DSH.

Redesigning DSH’s Budgeting Procesfn view of the above findings, we make several
recommendations to improve the DSH budgeting peodésst, we recommend the Legislature
require the department to establish or update sHvkey components used to develop its
budget to ensure that they are accurate and adequ&econd, we recommend that the
Legislature direct DSH to use the updated infororatio develop its budget and staffing
requests based on expected changes in the numbeacanty (or level of care) of its patient
population, as well as make adjustments to its budgthe actual population differs from its
projections. Given the resources and time necessaimplement these recommendations, we
also recommend that the Legislature require DSHpitovide additional justification for its
budget requests during the development and impleten of the new budgeting process. In
combination, we believe our recommendations will éhsure that DSH receives the
appropriate amount of funding to account for changeits patient population and the services
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it provides, (2) improve incentives for the depaminto operate efficiently, and (3) allow the
Legislature to provide increased oversight of DSbiislget and operatiorfs.

State Hospital Financial Activity ReportWhile the LAO understands that the state hospiaés
operated in a more centralized fashion than uséxe tihe case, they still think that the report ples
useful information and do not think it should barehated entirely. However, it could be focused to
provide the Legislature with more useful informati®ome of the useful information already included
in this report is the vacancy rates, overtime cosisl the total operating expenses and equipment
(OE&E) costs. This allows the Legislature to g@icure how much it costs to operate a state halspit

In addition, the LAO thinks including the followingems would make the report more useful.
Specifically, they would find the following threeeims useful: (1) Temporary help blanket positiops b
institution, (2) overtime breakdown between voluptavertime and mandatory overtime (both hours
and costs), and (3) vacancy rates for key positignisstitution.

Staff Comments.Given the long-term concerns regarding DSH’s budggtractices and DSH’s lack
of improvement in its budgeting methodology, it @prs unwise to remove any reporting requirements
that may provide the Legislature with additionarity and information as to how the department is
using state General Fund dollars.

Staff Recommendation. Reject the removal of the provisional language dimdct the LAO and
Department of Finance to update the language tadecthe information recommended by the LAO.
In addition, request that the LAO report on any riayements in the DSH budgeting process as it
relates to their 2015 recommendations.

® Larson, SaraliThe 2015-16 Budget: Improved Budgeting for the Dpent of State Hospital&egislative Analyst’s
Office. January 1, 2015.
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Issue 8:Conditional Release Program Funding

Governor’'s Budget

CONREP Transitional Housing Cost Increase ($976,0QF). For the continuation of the Statewide
Transitional Residential Program (STRP) for CONRpgRients, DSH is requesting $976,000 in
General Fund authority. STRP beds provide tempdransing to CONREP patients unable to live in
the community without direct supervision. DSH aated 16 beds in FY 2016-17 and this request
provides the ongoing funding for the continued afien of these beds.

CONREP Sexually Violent Predator (SVP) Program Cdsicrease ($2.4 million GF).Based on
anticipated court-ordered release dates, DSH etsimidne cost of releasing two additional SVP
patients (with housing available) and two additiamansient SVP patients in FY 2017-18 to be $2.4
million. This funding will increase the current eésad for conditionally released SVPs from 19 in FY
2016-17 to 23 in FY 2017-18. Given the securityursgments for this population, DSH is unable to
absorb the cost increase with existing resources.

Background. The California Forensic Conditional Release Progl@R@NREP) oversees patients who
have been conditionally released from DSH by agud@SH’s medical directors recommend patients
for release when their symptoms have been stabtiibrel they no longer present a danger to society.
Only the courts have the authority to order a s#e&VPs in CONREP receive an intensive regimen
of treatment and supervision that includes at |eestkly individual contact by supervision staff,
specialized sex offender treatment, weekly drugesung, surveillance, polygraph examinations, and
active Global Positioning System tracking.

CONREP was mandated as a state responsibility &,18nd began operating in 1986. Its patients
have typically experienced lengthy hospital stayd em some cases served full prison sentences. The
goal of CONRERP is to ensure public protection ihifGania communities while providing an effective
and standardized outpatient treatment system.

Most patients in the CONREP program have gotterethéer a lengthy stay in a state hospital. Once
psychiatric symptoms have been stabilized and #tieqits are considered no longer to be a danger, th
state hospital medical director recommends eligibftients to the courts for outpatient treatment
under CONREP.

Individuals must agree to follow a treatment plasigned by the outpatient supervisor and approved
by the committing court. The court-approved treatmplan includes provisions for involuntary
outpatient services. In order to protect the pyhbhdividuals who do not comply with treatment may
be returned to a state hospital.

CONREP patients receive an intensive regimen @itinent and supervision that includes individual
and group contact with clinical staff, random deeggeenings, home visits, substance abuse screenings
and psychological assessments. The departmenenfasrpance standards for these services which set
minimum treatment and supervision levels for pdasien the program. Each patient is evaluated and
assessed while they are in the state hospital, @ptry into the community, and throughout their
CONREP treatment.
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The state budget provides 100 percent of the funtiin CONREP's intensive level of assessment,
treatment and supervision. The department contmittscounty mental health programs and private
agencies to provide services.

Coverage for Mental Health Treatment. The Affordable Care Act provided one of the largest
expansions of mental health and substance useddisooverage in a generation, by requiring that
most individual and small employer health insuraptans, including all plans offered through the
health insurance marketplace cover mental healthsabstance use disorder services. Also required
are rehabilitative and habilitative services thai chelp support people with behavioral health
challenges. These protections built on the Mentahlth Parity and Addiction Equity Act of 2008
(MHPAEA) provisions to expand mental health andssaibce use disorder benefits and federal parity
protections to an estimated 62 million Americans.

All state Medicaid programs, including Medi-Calppide some mental health services and some offer
substance use disorder services to beneficiarias$,Ghildren’s Health Insurance Program (CHIP)
beneficiaries receive a full service array. Themwises often include counseling, therapy, medicati
management, social work services, peer supports sahstance use disorder treatment. In addition,
coverage for the Medicaid adult expansion poputatis required to include essential health benefits
including mental health and substance use disobgeefits, and must meet mental health and
substance abuse parity requirements under MHPAHERarsame manner as health plans.

Despite the Medicaid expansion through the Affotdabare Act in 2010, all care provided through
CONREP continues to be funded through the state@eRund.

Reporting Requirements in the 2016 Budget ActDuring last spring’s subcommittee hearings, the
Senate raised questions related to why DSH and @@NREP providers were not using Medi-Cal
funding to offset the mental health and medicaltxag individuals in CONREP. Specifically, the
budget provided one-time funding for CONREP traosdl housing and included provisional
language requiring the department to prepare thport by January 10, 2017 and start seeking
reimbursement by July 1, 2017.

The report submitted by DSH states that the mgjaitCONREP patients are currently enrolled in

Medi-Cal and access medical and prescription méaditaervices through Medi-Cal providers. The

report goes on to mention that recent guidance fitenCenters for Medicare and Medicaid Services
(CMS) suggests that CONREP patients may not békdigt all. The department sent a letter seeking
clarification in November 2016, and has not yetereed a response from CMS. As a result of this
uncertainty, the department says further analgsiequired before including Medi-Cal reimbursement
into the CONREP model.

Legislative Analyst’'s Office (LAO). The Governor’'s proposed budget does not includguage
directing the department to continue to pursue Mgali reimbursement. The LAO recommends
directing the department to continue to pursue Mealireimbursement and submit an updated report
as part of next year’s budget process on its efodo so.

Staff Comment. Given the federal government’s interest in dismagtthe Affordable Care Act, it is
unclear whether this coverage will remain in thenow years.
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Staff Recommendation. Approve the proposed budget on a one-time basisadtition, adopt the
LAO’s recommendation requiring DSH to submit andlaed report on January 1, 2018, with the
expectation that the county mental health deparsnemd private contractors seek Medi-Cal
reimbursement for all reimbursable medical and alemealth treatment by July 1, 2018, absent clear
direction from the federal government that the roadand mental health costs for CONREP patients
are not eligible.
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